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Suicide continues to be a serious public health problem. In response to
this problem, a myriad of suicide prevention programs have been developed and
employed across the United States. Unfortunately, the effectiveness of many of
these programs is unknown because they have not been evaluated using rigorous
methods. The Evidence-Based Practices Project (EBPP) for suicide prevention
was created in 2002 to identify and promote evidence-based suicide prevention
programs. In this paper the process and outcomes of the initial EBPP project
within the context of the broader evidence-based movement are described, and
the EBPPs creation of a best practice registry for suicide prevention is previewed.

Suicide is a serious public and mental health
problem in the United States. Over 30 thou-
sand suicides occur in the United States each
year (Goldsmith, Pellmar, Kleinman, & Bun-
ney, 2002). Suicide was the eighth-leading
cause of death for men of all ages in 2001
(Anderson & Smith, 2003). In 2003 it was the
third leading cause of death for all 10- to 24-
year-olds and the second leading cause of
death for 25- to 34-year-olds (U.S. Depart-
ment of Health and Human Services, 2003).
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In 2003, almost 17% of high school students
who were administered the Youth Risk Be-
havior Survey reported that they had seri-
ously considered suicide during the preced-
ing year (Centers for Discase Control and
Prevention, 2006).

In response to the continuing problem
of suicide, a myriad of suicide prevention
programs have been developed (Gould, Green-
berg, Velting, & Shaffer, 2003; Mann et al.,
2005). Popular categories of prevention pro-
grams include school-based suicide preven-
tion curriculum (Aseltine & DeMartino, 2004;
Kalafat, 2003), gatekeeper training (King &
Smith, 2000), crisis centers (Lester, 1997),
means restriction (Hawton, 2002; Kruesi et
al., 1999), and case identification which bridges
prevention and treatment (Shaffer et al., 2004).

Unfortunately, little is known about
the effectiveness of many of these programs
(Gaynes et al., 2004; Gould et al., 2003). A
recent Suicide Prevention Action Network
(SPAN) USA report (2001) concluded that
“The single greatest obstacle to the effective
prevention of suicide is the lack of evaluation
research” (p. 19). The National Strategy for
Suicide Prevention (U.S. Dept. of Health
and Human Services, 2001) recognized this
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obstacle by calling for the establishment and
maintenance of “A registry of prevention ac-
dvites with demonstrated effectiveness for
suicide or suicidal behaviors” (p. 115) by
2005. The Evidence-Based Practices Project
(EBPP) for suicide prevention was created in
2002 to address this need.

The EBPP is a collaboration between
the Suicide Prevention Resource Center
(SPRC) and the American Foundation for
Suicide Prevention and is funded by the Sub-
stance Abuse and Mental Health Services
Administration (SAMHSA). Initially, the pri-
mary goals of the EBPP were to (a) review
the effectiveness of suicide prevention pro-
grams and, based on those reviews, to (b) cre-
ate an online registry of evidence-based sui-
cide prevention programs. These goals have
been accomplished, and the resulting registry
can be found at the SPRC website (www.
sprc.org). At the beginning of 2005 the re-
sponsibility for reviewing the effectiveness of
suicide prevention programs was transferred
to the National Registry of Evidence-Based
Programs and Practices (NREPP), a
SAMHSA-funded program that originally
focused on substance abuse prevention, and
has recently expanded to include mental
health interventions.' The EBPP then shifted
to a three-fold mission: (1) supporting the
rigorous evaluation of suicide prevention
programs, (2) helping program developers
apply for NREPP review, and (3) identifying
best practices. Under the 2005 Garrett Lee
Smith Memorial Act (Public Law 108-355),
SAMHSA awarded a competitive S-year
grant to Educational Development Center,
Inc. to continue operating the SPRC, which
includes the EBPP.

As the recognition of suicide as a na-
tional problem has grown over the last de-
cade, so has the development of strategies for
prevention. Since the release of the National
Strategy for Suicide Prevention in 2001, the

1. Prior to 2003, NREEP stood for the
National Registry of Effective Programs and Practices,
in 2003 the program was remodeled and the name
changed to National Registry of Evidence-Based Pro-

grams and Practices to reflect the new system.

155

importance of establishing the evidence-base
for suicide prevention programs has become
increasingly important. However, much re-
mains to be done before suicide prevention
establishes parity with other health-related
prevention fields. This article chronicles the
evidence-based movement and its relevance
to suicide prevention, including the process
and outcomes of the initial EBPP project and
services currently provided by the EBPP.

THE EVIDENCE-BASED
MOVEMENT

In disciplines as diverse as medicine, ed-
ucation, and public health, government and
nongovernment entities have developed sys-
tems to discover and promote the implementa-
tion of evidence-based programs (Wandersman
& Florin, 2003). According to Chinman,
Imm, and Wandersman (2004), “Evidence-
based is determined by a process in which ex-
perts, using commonly agreed upon criteria
for rating interventions, come to a consensus
that evaluation research findings are credible
and can be substantdated” (p. 44). The past
20 years has seen the growth of many systems
for designating programs as evidence-based.
A seminal system was developed by the U.S.
Preventive Services Task Force (www.ahrq.
gov/clinic/uspstfix.htm), which has assessed
the scientific evidence of effectiveness of clin-
ical preventive services since 1984. Addi-
tional examples include the U.S. Department
of Education’s What-Works-Clearinghouse
(www.whatworks.ed.gov), the Task Force on
Community Preventive Services’ Commu-
nity Guide (www.communityguide.org), the
Cochrane Collaboration for medical practice
(www.cochrane.org), and the Campbell Col-
laboration for social and educational inter-
ventions (www.campbellcollaboration.org).

Growth of the evidence-based move-
ment stems from the desire to determine
what does and does not work (Schorr, 2003),
to understand how and why programs work
(Breton et al., 2002), and to increase account-
ability to funding agencies (Wandersman &
Florin, 2003). With regard to the last, many
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agencies that once required grant recipients
to evaluate the effect of their programs pro-
spectively, now only fund programs that have
already been determined to be effective (Kel-
lam & Langevin, 2003).

Rigorous evaluatons of interventions
have also expanded the theoretical understand-
ing of how and why prevention programs
work, enabling the development of increas-
ingly valid prevention models. These models,
in turn, aid in the development of more effec-
tve programs. Bond and Hauf (2004) ac-
knowledged the role that theory plays by con-
cluding that “there is now extensive theory and
research in the sciences and social sciences that
can and must guide the content, structure, and
implementation of prevention and promotion
efforts” (p. 202). The Surgeon General’s Call to
Action to Prevent Suicide stated it more simply,
“Information gained from program evaluation
and implementation may lead to new and
promising interventions” (U.S. Public Health
Service, 1999, p. 11).

While it is clearly important to deter-
mine what works and to develop theoretical
models for suicide prevention programs, it is
even more important to determine that these
programs are safe; that is, they are free from
non-random harmful outcomes. A classic ex-
ample of an unsafe prevention program was
Scared Straight. The goal of Scared Straight
was to deter juvenile delinquency by expos-
ing at-risk teens to the realities of prison life
through actual visits to prison sites and lec-
tures from inmates. The program had oper-
ated in 30 states and several foreign coun-
tries, and a documentary of the program won
an Academy Award in 1978. Yet, in their re-
view of Scared Straight, Petrosino, Turpin-
Petrosino, and Finckenauer (2000) concluded
that “Scared Straight . ..is likely a harmful
program that more often than not leads to
increased crime and delinquency in our com-
munities” (p. 356). The authors state that
“Well meaning programs can be harmful,
and rigorous evaluation is often the only way
to find this out and correct it” (p. 355). As-
sessment of program safety should be a crite-
rion of evidence-based classification systems.

Evipence-Basep Practices ProjecT

Evidence-Based Results

In recent years, the mandate that pro-
grams establish their effectiveness through
rigorous evaluation requirements fostered re-
markable gains across many prevention fields
(Swisher, 2000). Because of the evidence-based
movement, “[tlhe identification of empiri-
cally supported prevention interventions is
becoming more sophisticated and numerous
scientific organizations have begun to engage
in dissemination activities” (Biglan, Mrazek,
Carnine, & Flay, 2003; p. 433). This, how-
ever, was not always the case. In the mid-
1980s there was a paucity of youth preven-
tion programs that were deemed effective.
This was highlighted in the 1988 publication
of 14 Ounces of Prevention: A Casebook for Prac-
titioners (Price, Cowen, Lorion, & Ramos-
McKay, 1988). The 14 ounces represented
the 14 social programs that were deemed to
be effective at the time; now, “[f]ifteen years
later, there are several pounds worth of qual-
ity prevention programs that work” (Weiss-
berg, Kumpfer, & Seligman, 2003; p. 425).

One measure of the advances made in
prevention science is the number of high
quality primary studies that are reflected in
meta-analytic reviews. A meta-analysis by
Tobler and colleagues (2000) found 144 high
quality studies of school-based drug abuse
prevention programs. Skara and Sussman
(2003) reviewed 25 studies of school-based
drug abuse prevention programs that had at
least 2 years of follow-up data. Meta-analytic
reviews can also readily be found in violence
prevention (Fields & McNamara, 2003) and
adolescent pregnancy prevention (DiCenso,
Guyatt, Willan, & Griffith, 2002).

In additdon to identifying programs
that are effective, advances made in the eval-
uation of substance abuse programs have also
resulted in the devaluation of programs that
have had difficulty establishing effectiveness.
One such program was the Drug Abuse and
Resistance Educaton (DARE) program. DARE
once operated in 80% of school districts na-
tionwide and in many foreign countries (U.S.
General Accounting Office, 2003); however,
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it has recently lost some of its luster. In 2000
the U.S. Department of Education’s Office of
Safe and Drug-Free Schools stopped funding
grant programs that featured DARE because
they did not consider it a scientifically proven
program (Zernike, 2001). In 2001 the Sur-
geon General classified DARE as an ineffec-
tive program (U.S. Public Health Service,
2001); and in 2003, the U.S. General Ac-
counting Office found that “six long-term
evaluations of the DARE elementary school
curriculum . . . found no significant differ-
ences in illicit drug use between students
who received DARE in the fifth or sixth
grade and students who did not” (p. 2). One
of DARE’ faults, as well as many suicide
prevention programs, was that it relied for
too long on measures of participant satisfac-
tion over measures of actual student behav-
ior to determine effectiveness (U.S. Depart-
ment of Justice, 1994). In fairness, it should
be noted that DARE has remodeled its pro-
gram in an attempt to make it more effective
and to measure this effectiveness with suffi-
cient rigor to meet evidence-based stan-
dards (Zhong, Zhao, & Deason-Howell,
2005).

Evidence-Based Review Systems

While the benefits of the evidence-
based movement are clear, what is less clear
is the best process for establishing, reviewing,
and classifying what is evidence-based. There
are two primary systems for determining evi-
dence-based programs: rules-based and ex-
pert-based.

Rules-based systems rely on strict defi-
nitions of criteria to define what is, and is
not, evidence-based. For example, Biglan et
al. (2003) recommended that programs dis-
seminated by scientific organizations as effec-
tive should provide, at minimum, “evidence
from multple well-designed, randomized,
controlled trails or multiple well-designed,
interrupted time-series experiments that
were conducted by two or more independent
researchers” (p. 436). The U.S. Departunent
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of Education (2003) has recommended a
three-tiered system that classified programs
as either (a) strong evidence of effectiveness,
(b) possible evidence of effectiveness, or (c)
not supported by meaningful evidence.
Strong evidence of effectiveness was defined by
randomized controlled trails that are well-de-
signed and implemented in two or more typi-
cal school settings. Possible evidence of effective-
ness was defined as randomized controlled
studies whose quality and quantity are good,
but fall short of “strong” evidence; or com-
parison group studies in which the interven-
tion and comparison groups are very closely
matched in academic achievement, demo-
graphics, and other characteristics. All other
studies were classified as not supported by
meaningful evidence. Rules-based systems
generally rely on the rigor of research design
to determine classification.

Expert-based review systems rely pri-
marily on the experience of experts to deter-
mine what is evidence-based. These systems
often employ a rating system that is used by
experts to evaluate program effectiveness.
The prior NREPP was one such system:
while reviewers rated evaluations on 18
items, average scores for just two of these
items, Integrity and Utility, determined the
level of program classification (either effec-
tive, promising, or insufficient current sup-
port). Integrity denoted the strength of causal
attributions between the program and de-
sired outcomes. Utility served as a measure
of the practical or clinical importance of the
program. Both items were rated on a scale of
1-5, with unique the attributes of that item
anchoring low and high scores. This allowed
reviewers wide latitude in rating program ef-
fectiveness. Other systems have employed
even less formalized criteria, relying on re-
viewer’s ratings of broad, unanchored items
(Mihalic, Irwin, Elliot, Fagan, & Hansen,
2001).

Each review system has its benefits.
Because of its flexibility, an expert system
may be best for cross-disciplinary reviews
while rules-based systems may better serve
established fields with more clearly defined
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rules of evidence. Regardless of the type of
system employed, the evidence-based move-
ment has undoubtedly increased the number
of rigorously evaluated prevention programs
(Swisher, 2000).

Evidence-Based Suicide
Prevention Programs

While some prevention fields can
boast of multiple registries of evidence-based
programs and formidable arrays of published
studies summarized in quantitative reviews,
suicide prevention has relatively little to
show in the way of evidence-based programs.
In a review of youth suicide prevention pro-
grams, Guo and Harstall (2002) identified ap-
proximately 800 articles related to the topic;
however, only eight of these met their mini-
mum standards for methodological quality.
There are few quantitative reviews of popula-
tion, community, or school-based suicide
prevention programs. Narrative reviews ap-
pear to be the standard in this regard (Gould
et al., 2003; Mann et al., 2005). The lack of
quantitative reviews is, in part, a reflection of
the lack of rigorous evaluation studies within
the field, but it may also be a reflection of the
nascent state of the field, the varied settings
and populations studied, and methodological
difficulties inherent in the study of suicide
prevention. Paramount among methodologi-
cal difficultes is the measurement of outcomes.

The Measurement Conundrum. The
purpose of suicide prevention programs is to
prevent suicide; therefore, program success
should be determined by the number of sui-
cide deaths prevented. Unfortunately, the use
of this outcome is made all but impossible by
its relative infrequency. In 2003, approxi-
mately 1 in 14,000 15- to 19-year-olds died
of suicide (U.S. Department of Health and
Human Services, 2003). In order to reliably
measure the impact of a suicide prevention
program on the suicide rates of this age
group, a sample size of close to one million
would be required (Meier, 1978). By compar-
ison, one in five high school students have
reported smoking marijuana in the past 30
days (Centers for Disease Control and Pre-
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vention, 2006); to measure the impact of a
prevention program upon marijuana use a
sample size in the hundreds would suffice.
Even were prevention efforts directed at
high-risk populations (excluding prior suicide
attempters and those with severe mental ill-
ness), the required sample sizes would be in
the many thousands and most likely imprac-
tical (Gunnell & Frankel, 1994). Therefore,
proxy variables—suicide attempts or ideation
or other factors that are felt to decrease risk
or increase protective factors related to sui-
cide—are often used to measure program ef-
fectiveness (Goldney, 2005). Examples of risk
and protective factors that have been used as
proxy measures include means restriction
(Kruesi et al., 1999) and help-seeking behav-
ior (Aseltine, 2003). While space does not
allow a discussion of issues related to proxy
measurement, it is important to note that
some proxy measures are more valid, in the
sense that they are more closely linked to sui-
cide risk, than others, and whenever possible
the most valid proxy variables should be used
to evaluate program effectiveness.

THE EVIDENCE-BASED
PRACTICES PROJECT

During its first 3 years of operation,
the EBPPs primary goals were to review sui-
cide prevention programs and, based on
those reviews, to create an online registry of
evidence-based suicide prevention programs.
To accomplish this, the EBPP adapted a sim-
ple review model that incorporated five steps:
(a) evaluation acquisition, (b) initial “triage”
review, (c) expert review, (d) program classifi-
cation, and (e) creation and posting of fact
sheets (see Figure 1).

Acquisition of Program Evaluations
and Initial Review

The EBPP acquired evaluations of sui-
cide prevention programs by searching the
literature and through open submissions. Lit-
erature searches were based on standardized
procedures utilizing electronic search en-
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Figure 1. EBPP review process

gines for popular databases followed by
branching bibliographic searches and manual
searches of relevant journals. The EBPP also
invited the submission of program evalua-
tions by disseminating announcements in rel-
evant email listservs and professional confer-
ences. Through these methods, EBPP acquired
55 evaluations of suicide prevention pro-
grams. Eighteen evaluations (33%) were of
school-based programs, seven (15%) were
situated in hospital emergency departments,
seven (15%) studied various types of means
restriction, five (11%) were ecological, and
nine (20%) were outside of those categories.
After an initial screening process used to
eliminate obviously unqualified studies, 24
evaluations met minimum methodological
standards and were distributed to reviewers.
Reasons for disqualification included no con-
trol group when one was warranted (32% of
studies eliminated), mixed or negative results
(23%), outcomes that were limited to att-
tudes (16%), formative evaluation (10%), and
other (19%).

Expert Review

A minimum of three expert reviewers
evaluated the methodological quality and
utility of suicide prevention program evalua-
tons. Expert review was used because it al-
lowed the flexibility necessary to review pro-
gram evaluations across the disciplines found
in suicide prevention. Reviewers rated each
program evaluation on ten items that were
scored on a I to 5 scale, with higher scores
designating higher quality. Points for each
item were anchored by descriptive statements.
Nine of the items were selected from a larger

set of items used by NREPP at that time. A
tenth item, safety, was added (Table 1).

Program Classification and Fact Sheets

Based on average reviewer scores for
the Integrity and Utility items, programs
were classified as Effective, Promising, or In-
sufficient Current Support. Following the
protocols of the NREPP system, programs
were classified as Effective if their evaluations
achieved average Integrity and Utility scores
of 3.5 or greater, as Promising if average
scores were between 3.0 and 3.5, and as In-
sufficient Current Support if either average
score fell below 3.0. Of the 24 programs that
were subject to expert review, 4 programs
were classified as Effective and 8 as Promising
(Table 2). The remaining 12 programs were
classified as Insufficient Current Support and in
accordance with program policy were not
publicly identified. Fact sheets were created

TABLE 1
Rating Items Used by EBPP to Classify
Evidence-Based Suicide Prevention Programs

Items

1. Theory
2. Fidelity
3. Design
4. Attrition
5. Psychometrics
6. Analysis
7. Threats to Validity
8. Safety
9. Integrity
10. Utlity
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TABLE 2
Evidence-Based Suicide Prevention Programs
and Their Classification

Evidence-Based Suicide Prevention Programs

Effective

Limits on Analgesic Packaging (Hawton et al.,
2004)

C-Care/CAST (Thompson, Eggert, Randell,
& Pike, 2001)

Emergency Department Means Restriction Ed-
ucation (Kruesi et al., 1999)

PROSPECT (Bruce et al. 2004)

Promising

U.S. Air Force Program (Knox et al., 2003)

Brief Psychological Intervention after Deliber-
ate Self-Poisoning (Guthrie et al., 2001)

Lifelines (Kalafat & Elias, 1994)

Reconnecting Youth (Thompson, Eggert, &
Herting, 2000)

SOS: Signs of Suicide (Aseltine & DeMartino,
2004)

Specialized Emergency Room Intervention for
Suicidal Adolescent Females (Rotheram-
Borus, Piacentini, Cantwell, Beline, &
Stone, 2000)

Columbia University TeenScreen (Shaffer et
al., 2004)

Zuni Life Skills Development (LaFromboise,
1995)

for the Effective and Promising programs and
were posted on the SPRC website.

In the short time it operated, the
EBPPs review of evidence-based suicide pre-
vention programs evaluated 55 evaluations
and found 12 to be evidence-based. The job
of identifying and reviewing evidence-based
programs is now the purview of the new
NREPP. While extolling its outcomes, it is
equally important to discuss the limitations
of the EBPP process and reviews. First, the
search conducted by EBPP for evaluations of
suicide prevention programs was not exhaus-
tive (it was the beginning of what was
thought of at the time to be an ongoing
search); therefore, there were likely some
studies that should have been reviewed, but
were not. Second, program evaluations were
reviewed using criteria that were originally
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developed for the review of substance abuse
prevention programs. There are unique as-
pects to the evaluation of suicide prevention
programs—such as the aforementioned prob-
lem of measurement—that these criteria did
not adequately address. Last, although expert
review is a dominant model in identifying ev-
idence-based programs, the professional ex-
periences and resulting biases’ of reviewers
cannot be completely eliminated. While a
minimum of three experts reviewed each
program, there were differences of opinion
that may have influenced the final classifica-
tion of programs.

PROMOTING RIGOROUS
EVALUATION STANDARDS
AND BEST PRACTICES

The EBPP review process validated
prior assessments that existing suicide pre-
vention program evaluations were generally
less rigorous than those found in other pre-
vention fields. Therefore, the overarching
purpose of the EBPP is to help improve the
methodological rigor of evaluations of sui-
cide prevention programs where possible.
This will be done directly through education
and technical assistance efforts and in con-
junction with efforts to provide technical as-
sistance for NREPP applicants and the de-
velopment of a best practice registry.

Technical Assistance
for NREPP Application

NREPP has recently redesigned its
process and criteria for reviewing programs
(U. S. Department of Health and Human
Services, 2006a). Expert reviewers are still
employed, but only six items are now used to
evaluate methodological quality (Table 3). An
additional three items are used to evaluate
readiness for dissemination: (1) availability of
implementation materials, (2) availability of
training and support resources, and (3) avail-
ability of quality improvement materials. In
addition, NREPPs purview has expanded to
include mental health interventions (exclud-
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TABLE 3
NREPP “Strength of Evidence” Items

Items

1. Reliability of Outcome Measures
2. Validity of Outcome Measures
3. Intervention Fidelity

4. Missing Data/Attrition

5. Potential Confounding Variables
6. Appropriateness of Analysis

ing somatic treatment) and public health in-
terventions. The new NREPP will also have
an increased focus on suicide prevention pro-
grams (U.S. Department of Health and
Human Services, 2006b). Recognizing the
importance of adding suicide prevention pro-
grams to the NREPP registry, EBPP will (1)
disseminate information about NREPP to
developers and evaluators throughout the
field, (2) develop supporting materials that
promote NREPP standards relevant to sui-
cide prevention, (3) review NREPP applica-
tions prior to submission (upon request), and
(4) identify and promote programs that are
eligible for NREPP review.

Best Practice Registry

Perhaps the most important goal of
the EBPP is the creation of a best practice
registry for suicide prevention. The registry,
which will be posted on the SPRC website,
will feature three tiers. The first tier will con-
tain fact sheets for the 12 evidence-based sui-
cide prevention programs originally ident-
fied by EBPP (Table 2), and will contain links
to fact sheets of suicide prevention programs
reviewed by NREPP. The second tier will
contain information about quantitative re-
views and expert consensus statements that
address suicide prevention programs and
practices. Examples of such include consen-
sus reports on media guidelines for reporting
on suicide (American Foundation for Suicide
Prevention, 2001) and warning signs of sui-
cide (Rudd et al., 2006). Examples of quanti-
tative reviews include The U.S Preventative
Services Task Force’s report on screening for
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suicide risk (Gaynes et al., 2004) and Hawton
et al.s (2005) review of psychosocial and
pharmacological treatments for suicide done
for the Cochrane Collaboration.

Tier three will contain programs that
address specific objectives of the National
Strategy for Suicide Prevention (U.S. Dept.
of Health and Human Services, 2001). Pro-
grams on this tier must (1) have provided ap-
propriate evidence that the program meets its
objectives, (2) adhere to messaging standards
and guidelines developed by SPRC for this
purpose, and (3) when applicable, use the
consensus warning signs developed by the
American Association of Suicide Prevention
(Rudd et al., 2006) and the National Helpline
phone number (1-800-247-TALK). Pro-
grams will be reviewed by a panel of experts
for these standards as well as their (1) accu-
racy, (2) appropriateness, and (3) safety. The
operationalization of these criteria were un-
der development at the time of this article’s
acceptance, but should be available by the
time of publication.

It is important to note that third ter
programs are generally not eligible for evi-
dence-based review because their proximal
outcomes are related to knowledge, attitudes,
and procedures rather than risk-reducing be-
haviors (such as awareness campaigns, curric-
ulum modules, and training packages). They
are nevertheless important in the panoply of
suicide prevention efforts, and should there-
fore be subject to some type of review pro-
cess, a process that, unlike evidence-based
review systems, addresses the accuracy, ap-
propriateness, and safety of program content.

CONCLUSIONS

The development of systems to iden-
tify and review evidence-based programs has
grown appreciably during the past 20 years.
This has greatly benefited a variety of pre-
vention fields by increasing what is known to
be effective and, just as importantly, what is
not effective or even dangerous. The identifi-
cation of evidence-based suicide prevention
programs has, unfortunately, been slower
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than in other fields. Reasons for this slow
pace may include the serious methodological
hurdles inherent in researching suicide pre-
vention programs, especially those due to
measurement, and the lack of an existing sys-
tem to review the effectiveness of suicide pre-
vention programs.

The field of suicide prevention is un-
doubtedly progressing. In 1999, U.S. Sur-
geon General David Satcher issued the Sur-
geon General’s Call to Action to Prevent Suicide
(U.S. Public Health Service, 1999). This was
followed by publication of The National
Strategy for Suicide Prevention (U.S. Dept. of
Health and Human Services, 2001) and the
Institute of Medicine’s Reducing Suicide: A
National Imperative (Goldsmith et al., 2002).
In 2003, the first recommendation of the
President’s New Freedom Commission on
Mental Health (2003) was to “[a]dvance and
implement a national campaign to reduce the
stigma of seeking care and a national strategy
for suicide prevention.” And, in 2005, Con-
gress passed the Garrett Lee Smith Memorial
Act (Public Law 108-355), which, in its first
year, has funded suicide prevention programs
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