Suicide Facts and
Prevention

By Jason McKinley

Ithough suicide is a leading—and rising—cause of death

in the United States, efforts to increase awareness of it

ave failed. Campaigns such as Race for the Cure® for

breast cancer, for one, attract 10 times as many participants as

do the Out of the Darkness suicide prevention walks, despite the

fact that annual U.S. death counts for breast cancer and suicide

are nearly identical. There are also more than twice as many sui-

cides as homicides and suicides outpace homicides at every age

starting in the early teens, but homicides receive a comparatively
overwhelming majority of press.

Of the 10 leading causes of death in the U.S., only suicide death
rates are currently increasing.! Rates have been climbing steadi-
ly for more than a decade, and in 2013 (the latest year for which

“Of the 10 leading causes of
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statistics are available) the rate was 21 percent higher than in
2000. Estimates of suicide’s annual financial costs in the U.S. in-
dicate lost wages and productivity of $44 billion stemming from
suicide deaths and another $6.3 billion for suicide attempts.?

This article examines some of suicide’s impact on the U.S. life
insurance industry, and also briefly looks at current practices and
thoughts regarding suicide prevention.

SUICIDE RATES AND TRENDS

Suicide impacts millions of families in the U.S. as well as world-
wide. And its impact is not limited to death: For every death by
suicide it is estimated that 20 times as many people worldwide
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are injured but do not die in suicide attempts’*—attempts that
too often result in disability or permanent impairment.

People who choose highly lethal means of suicide such as fire-
arms, suffocation or hanging, have, not surprisingly, correspond-
ingly high fatality rates, yet comprise just 7 percent of all who
attempt suicide. The overwhelming majority of suicides are at-
tempted using poison or deliberate overdose, but only 2 percent
of those attempts prove fatal.

The following table shows 2013 fatality rates for several suicide
methods in the U.S.

United States Suicide Attempt Methods (2013)

Fatal Nonfatal Total % Fatal
Firearms 21,175 3,991 25,166 84%
Suffocation/Hanging | 10,062 2,838 12,900 78%
Poisoning/overdose 6,637 260,175 266,812 2%
Falls 976 3,931 4,907 20%
Cut/pierce 783 109,862 110,645 1%
Other 1,449 112,587 114,036 1%
Unspecified 67 785 852 8%
Total 41,149 494,169 535,318 8%

Source: Centers for Disease Control and Prevention WISQARS™

While suicide mortality is generally found to be lower for the
insured population than for the general population, the ratio
of the suicide rate by insureds compared to that for the total
population increased dramatically at the peak of the most recent
recession.
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After the financial crisis of 2008 and during the ensuing reces-
sion, suicide became the most common non-medical cause of
death for the insured population. Alarmingly, the numbers have
not receded back to pre-recession levels:

120%
100%
80%
60%
40%
20%
0%



RESULTS BY AMOUNT: DISTRIBUTION OF NON-MEDICAL
DEATHS BY YEAR - RGA 2003-2013
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Face amount bands further inform the discussion:

* Suicide percentages relative to total causes of death typically
increase with face amount once the bands climb past $50,000.

* Policies with face amounts above $1 million had the largest
increase in suicide rates during the period following the 2008
economic recession.

* Average claim sizes also increased following the recession.
Average claim size is historically larger for suicide claims as a
cohort than for all other (non-suicide) claims, and the gap is
now even wider.

U.S. SUICIDE BY AGES (RGA 2005-2013 AMOUNT)
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Unlike the consistently increasing pattern of population suicide
rates, insured suicide rates exhibit greater variability as well as a
more active response to economic conditions.

The following charts compare insured suicide rates prior to the
recession to those since 2008 (considered the start of the reces-
sion). The rate of suicide by amount for individuals ages 60+ has
increased to more than double the 2005-2007 rate.

TIMING AND CONTESTABILITY

Insurance policies in the U.S. typically have suicide exclusions
for the first two policy years. Given that those who die by sui-
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Suicide Facts ...

cide often plan for it in a concrete manner, one might expect the
suicide rate to increase after the contestability period ends. This
conclusion is borne out by the evidence in Figure 7 (below) in
no uncertain terms:

SUICIDES AS A PERCENT OF ALL DEATHS BY
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As is clear from the graph above, suicides spike immediately af-
ter the contestability period ends and continue to remain ele-
vated, although that first month shows the largest impact. From
2009 through 2013, approximately 5 percent of all paid claims
by amount went to beneficiaries of suicide deaths beyond the
contestability period.

For some of these individuals, the plan to commit suicide after
the contestability period might have been their primary motiva-
tion for remaining alive until that point.*

PREVENTION AND DEMOGRAPHICS AT RISK

Suicide prevention begins by understanding which individuals
are mostly likely to be at risk. For the susceptible, suicide be-
comes an option when their pain (whether physical or psycho-
logical) is greater than their resources to cope with that pain.
Societal determinants can include childhood abuse and a lack
of current social supports. Clinical factors can include psychiat-
ric dimensions (P'T'SD, substance abuse/addiction, depression,
anxiety), physical symptoms (pain and insomnia), and thoughts
(suicidal ideation/planning, feelings of hopelessness and/or de-
spair). Studies have shown that more than 90 percent of people
who commit suicide have underlying mental illness.” Economic
stressors such as unemployment have also been shown to con-
tribute to suicide rates.® Additionally, certain neurocognitive fac-
tors can play a role, though it should be noted that these factors
are not specific to suicide.

Demographics of the at-risk population also merit attention.
Biomarker evidence indicates that suicidal behavior is partly
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heritable. Interestingly, all individuals who have accessed health
care in the last 30 days are at higher risk for suicide. Young-
er women are statistically more likely to attempt suicide than
are younger men, but that gap decreases with age. Additionally,
western U.S. states have much higher suicide rates than do east-
ern states.’

Life insurance underwriting may help identify individuals who
might be higher suicide risks. In an internal review of causes of
death by known impairment, individuals rated for any type of
mental disorder were 2.5 times more likely to die by suicide than
were very closely matched individuals without a mental illness
impairment.

Many suicides are preventable. Recent research has uncovered
several actions and initiatives that could potentially generate sig-
nificant reductions in the current suicide rate:’

* Psychotherapy is a proven effective treatment and can be used
in hospital emergency departments.

* Healthy connectedness and the existence of social support are
important for suicide prevention. These need not be over-
ly personal: a study observing the effect of “caring contact”
postcards as a means to follow up with some at-risk patients
once released from observation showed that the members of
the group who received these postcards had a higher preva-
lence of positive outcomes regarding suicide attempts than
those who did not.

* The relatively new “Suicide Implicit Association Task” (IAT)
questionnaire, which takes five to 10 minutes to complete, can
be predictive of who is at risk and can be effectively employed
in hospital emergency departments.

* Motor vehicle poisoning deaths accounted for approximate-
ly 1,000 suicides in 2012. These deaths can be prevented via
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