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ABSTRACT: Although many suicide prevention programs focus on youth suicides, data indicate the vast majority of suicides occur among
adults (18–64 years). In 2005 New Mexico joined the Centers for Disease Control and Prevention’s National Violent Death Reporting System,
collecting data on suicides, homicides, and unintentional firearm fatalities to better inform state and national prevention programs. We utilized data
collected by the New Mexico Violent Death Reporting System in its first 2 years of operation (2005 and 2006) in order to define the demographic
patterns of adult suicides in the state and characterize risk factors. A total of 526 suicides occurred among adults during this time, with the majority
being male (78.5%) and White non-Hispanic (56.7%). The highest incidence was in adults between 45 and 54 years (28.1%). Firearms were the most
commonly used mechanism, and ‘‘current depressed mood’’ the most commonly identified risk factor. High rates of adult suicide indicate the need
for targeted prevention programs.
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Although suicide is recognized as a serious public health issue
worldwide (1–4), most publications and preventive research have
focused on youth and adolescent suicides (5–7), suicide ideation
(8), parasuicidal behaviors (9), and depression (10,11). Both nation-
ally and internationally the rate of suicide increases with age, and
in general, the suicide rate for males is nearly four times higher
than the suicide rate for females across all ages (1). In 1995, sui-
cide was the sixth leading mechanism of death for all persons
under age 65 in the United States (12); 10 years later, suicide was
the fourth leading type of death for persons under age 65 in both
the United States and New Mexico for this age group (13).

Most suicide research has focused on a single contributory factor
such as depression or mental health history (10,11). However,
many times multiple factors influence the decision to commit sui-
cide. It is important to recognize the effect that multiple circum-
stances and situations have on the decision to end one’s life. The
vast majority of suicide analyses have focused on non-Hispanic
Whites, with very few studies targeting American Indians ⁄ Alaska
Natives (14–16) and even less suicide research has focused solely
on the Hispanic population (17–20). Therefore, the unique tri-ethnic
adult population of New Mexico provides valuable epidemiologic
data to explore the role of the multitude of circumstances that con-
tribute to the completion of suicide in this population.

The New Mexico Violent Death Reporting System (NM-VDRS),
the New Mexico implementation of the National Violent Death

Reporting System (NVDRS) is an active, population-based surveil-
lance system designed to monitor trends in violent deaths, including
homicides, suicides, unintentional firearm fatalities, and deaths of
undetermined intent. Recognizing the need for standardized data
regarding violent deaths, the Centers for Disease Control and Preven-
tion (CDC) instituted NVDRS in 2002, expanding the network to 17
states by 2004. New Mexico joined the network in 2004 and began
collecting data on January 1, 2005. As in other NVDRS states,
NM-VDRS collects detailed information on all violent deaths
occurring within the state from several data sources, including death
certificates, medical examiner reports, law enforcement investiga-
tions, and crime labs. A more complete description of the objectives
and methods of NVDRS can be found in ‘‘Surveillance for Violent
Deaths—National Violent Death Reporting System, 16 States, 2005,’’
Morbidity and Mortality Weekly Report, CDC, published April 11,
2008 (21).

With this data collection system in place in New Mexico for the
past 3 years, adequate data are now available to help answer ques-
tions of public health significance. For our current study, we used
NM-VDRS data to analyze patterns of adult suicides in the state of
New Mexico. Although many prevention strategies rightfully focus
on the problem of youth suicides, we have also been observing
high rates of suicides in our adult population. Better understanding
the populations at risk, the most commonly observed distal and
proximal stressors, and the circumstances of adult suicides can help
inform public health policy and prevention programs.

Methods

In New Mexico, the New Mexico Department of Health
(NMDOH) collaborates with the Office of the Medical Investigator
(OMI) and the Bureau of Vital Records and Health Statistics
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(BVRHS) to operate NM-VDRS. The OMI is the statewide, cen-
tralized medical examiner agency for the state of New Mexico,
authorized to investigate any deaths within the state that are sud-
den, violent, unexpected, or unattended by a physician. Eight
board-certified forensic pathologists work at the OMI facility at the
University of New Mexico in Albuquerque to perform death inves-
tigations, investigating approximately one-third of all the deaths
occurring in New Mexico each year (5000 ⁄ 15,000). In 2005 and
2006, the years included in this study, OMI investigated 5159 and
5031 deaths, respectively (22). Although OMI does not have juris-
diction on federal lands, including military installations and tribal
land, it is often contracted to investigate suspicious deaths occurring
there. BVRHS uses an electronic system to issue death certificates
for all deaths in the state, and can query this system to identify any
deaths of interest to NM-VDRS which were not investigated by
OMI. NM-VDRS is housed at OMI, where case ascertainment and
data entry are performed.

Case Ascertainment

NM-VDRS cases selected for inclusion in this study had suicide
as the manner of death, age at death between 18 and 64 years, and
New Mexico residency. The determination of the manner of death
as suicide was ‘‘abstractor defined,’’ which was felt to be more
accurate than a determination of manner by a single document,
given that the abstractor has the advantage of reviewing several
source documents and often has knowledge of the circumstances,
or precipitating events, surrounding the fatal injury. Suicide is
defined by the NVDRS as a death resulting from the use of force
against oneself when a preponderance of evidence indicates that
the use of force was intentional (21). Included in the suicide cate-
gory are those decedents who intended only to injure rather than
kill themselves, and cases involving the possibility of harm or
death, such as ‘‘Russian Roulette.’’ Not included in this category
are deaths caused by acute or chronic substance abuse without the
intent to die and deaths due to autoerotic asphyxiation. For pur-
poses of this review, adult was defined as a person between the
ages of 18 and 64, and in order to calculate and present rates, we
limited the decedents to New Mexico residents.

Mechanism of Suicide

Weapons ⁄ mechanisms were grouped into four categories: firearm
(only), asphyxia (hanging, suffocation, or strangulation) (only), poi-
soning (only), and other. Other weapon ⁄mechanism includes sharp
instruments, falls, drowning, fire or burns, motor and transport
vehicles, and combinations of any of the mechanisms. Due to the
small numbers of these mechanisms used to commit suicide in each
year, they were combined into one category. Only the
weapon ⁄ mechanism that was listed as the immediate cause of death
was used for these analyses.

Information on Circumstances

Circumstances regarding suicides were collected from the OMI
field investigator reports and ⁄ or reports from law enforcement. If
either of these sources indicated a circumstance to be true, it was
entered into the record of the database as true. Veteran status was
also included in circumstances, although it was collected as a data
element rather than a suicide-specific circumstance in the NVDRS
database. In New Mexico, the information provided from the death
certificate determines whether a person is considered a veteran. If
an affirmative response to the question ‘‘Was decedent ever in U.S.

Armed Forces?’’ was given, then the decedent was considered to
be a veteran.

Analysis Methods

Data were entered into CDC-provided NVDRS software, then
extracted from the NM-VDRS database for analysis. All analyses
were done using SAS v 9.1 software (Cary, NC) on NM-VDRS
file version 1 (extracted from the NM-VDRS server June 7, 2008).
Since individual data years in the NM-VDRS database are never
closed, records are often updated when more information becomes
available; therefore, for this analysis using combined 2005 and
2006 data, the numbers may change slightly if these data are reana-
lyzed at a later date. Descriptive statistics were generated to com-
pare decedents based on selected demographic factors, including
sex, race ⁄ ethnicity, age, and marital status. Rates per 100,000 popu-
lation were calculated using 2005 and 2006 population estimates
from the University of New Mexico Bureau of Business and Eco-
nomic Research (23). As only six decedents were reported to be of
Black or Asian race, these persons were omitted from all race ⁄eth-
nicity specific analyses. Race ⁄ ethnicities were grouped to reflect
the tri-ethnic population of New Mexico: White non-Hispanic
(hereafter referred to as White), White Hispanic (hereafter referred
to as Hispanic), and American Indian ⁄Alaska Native (hereafter
referred to as Native American).

Results

Demographic characteristics of the 526 adult suicides identified
by NM-VDRS between 2005 and 2006 are presented in Table 1.
The majority of adult suicides were male (78.5%) and White
(56.7%). Whites were over-represented, as they comprise only 43%
of New Mexico’s racial ⁄ethnic distribution (23). The highest per-
centages of adult suicides were found in the older age categories,
specifically 45–54 year olds (28.1%) and 35–44 year olds (21.1%).
More adults were never married than married, divorced, or
widowed. Calculating rates of suicide by sex and age group, we
found the rates for males to be consistently higher than the rates
for females across all age and race ⁄ ethnicity categories (Fig. 1).

TABLE 1—Frequency distributions of demographic characteristics for
adult suicide decedents.

Number % Rate per 100,000

Sex
Male 413 78.5 33.6
Female 113 21.5 9.0

Race ⁄ ethnicity
Non-Hispanic White 298 56.7 27.1
Hispanic White 177 33.7 17.6
Native American 41 7.8 15.6
Other ⁄ Unknown 10 1.9 —

Age group
18–24 96 18.3 22.6
25–34 94 17.9 19.1
35–44 111 21.1 20.7
45–54 148 28.1 25.3
55–64 77 14.6 17.3

Marital status
Married 180 34.2 —
Never married 195 37.1 —
Widowed 9 1.7 —
Divorced 137 26.0 —
Single, not otherwise specified 3 0.6 —
Missing 2 0.4 —
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When these rates were calculated per 100,000 population, males
aged 35–44 and 45–54 years had the highest rates of suicide (45.4
per 100,000 and 45.9 per 100,000, respectively). Among females,
Native American females had higher rates of suicide than either
White or Hispanic females in the younger age groups (18–
34 years), but lower rates of suicide in the older age categories
(35–64 years). These rates should be interpreted with caution, how-
ever, given a lack of stability due to fewer than 20 counts in all
female race ⁄ ethnicity and age categories. Native American males
had consistently lower suicide rates than White and Hispanic males
across all adult age categories. Both males and females experienced
a spike in the suicide rates for the 45–54 year age group. In the
45–54 year age group, the suicide rate for White females increased
by nearly 60% from the previous age category, 35–44 years, to
have nearly the same suicide rate as Native American males (22.6
per 100,000 and 24.6 per 100,000 population, respectively).

The numbers of weapons ⁄ mechanisms used to commit suicide
by sex, race ⁄ ethnicity, and age group are shown in Fig. 2a–c.
While firearms, followed by asphyxia (hanging, strangulation, suf-
focation), were the most commonly selected mechanism of suicide
for adult males, females most commonly employed poisoning, then
firearms. Firearms were also the weapons of choice for both White
and Hispanic decedents, as contrasted to asphyxia mechanisms that
were the most commonly used methods for Native American sui-
cides in this study. Self-inflicted gunshot wounds were the most
common cause of suicidal deaths across all age groups (Fig. 2c),
followed by asphyxia in younger age groups (18–34 years) and poi-
soning in the older age categories (35–64 years).

The numbers and percentages of decedents reporting each of 21
suicide-specific circumstances collected by the NM-VDRS are
shown by sex and race ⁄ ethnicity in Table 2 and by age category in
Table 3. Overall, at least one circumstance was known for 98.1%
of the decedents. More than 60% of females were reported to have
six or more circumstances, whereas only 38% of males had six or
more circumstances reported. Both male and female decedents were
commonly reported to have a ‘‘currently depressed mood’’ (52.8%
and 75.2%, respectively). Women were more likely than men to be
reported as having a current mental health problem, ever having
been treated for a mental illness, and having left a note. Both men
and women were commonly found to have a history of intimate
partner problems (47.2% and 39.8%, respectively) and a history of
alcohol abuse (40.4% and 31.9%, respectively). Over 40% of men
and women who committed suicide had disclosed their intent to do
so (43.6% and 45.1%, respectively). Males were more likely than
females to be known to have a job problem (18.6% vs. 12.4%),

recent criminal legal problem (16.0% vs. 6.2%), and to be a perpe-
trator of interpersonal violence in the month prior to the suicide
(13.1% vs. 1.8%). Seventy-seven of the men (18.6%) and five of
the women (4%) in this study who committed suicide were
veterans.

Considering the circumstances by race ⁄ ethnicity, ‘‘currently
depressed mood’’ was the most common circumstance reported
overall (59.4% of Whites, 55.9% of Hispanics, and 51.2% of
Native Americans). More than 50% of White decedents had six or
more circumstances reported compared to 40% of Hispanics and
26.8% of Native American decedents. White decedents were much
more likely to have a reported current mental health problem and
to have ever been treated for a mental illness (52.7% and 50.3%,

FIG. 1—Rate of suicide by age group, sex, and race ⁄ ethnicity.

FIG. 2 (a–c)—Suicide weapon ⁄ mechanism by sex (a), race ⁄ ethnicity (b),
and age group (c).
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respectively) as compared to Hispanics (36.2% and 33.3%, respec-
tively) and Native Americans (19.5% and 19.5%, respectively).
Hispanics were more likely to disclose their intent to commit sui-
cide (55.4%) as compared to Whites (39.9%) and Native Ameri-
cans (29.3%). An alcohol problem was reported for 53.7% of
Native American decedents and was the most common circum-
stance reported for this racial group. Whites were more likely to
leave a suicide note (33.9%) compared to Hispanics (14.1%) and
Native Americans (19.5%), but Native Americans had a much
higher proportion of history of suicide attempts (41.5%) compared
to Whites and Hispanics (26.2% and 29.4%, respectively). Intimate
partner problems were reported for more than 50% of Hispanic and
Native American decedents, compared to 41.6% of Whites. Sixty-
one (20.5%) White, 18 (10.2%) Hispanic decedents, and one Native
American decedent were veterans.

When looking at the reported suicide circumstances by age
group (Table 3), nearly 60% of the decedents 18–24 years and 55–
64 years of age had between three and six circumstances reported.
In the middle year age groups (25–34, 35–44, and 45–54) the
majority of decedents had four or more circumstances reported.
Current depressed mood was the most commonly reported circum-
stance across every age group. A current mental health problem
was reported from a low of 34.4% in 18–24 year olds, to a high of
51.4% in 45–54 year olds. Alcohol and other substance abuse prob-
lems were highest in the 25–34 and 35–44 year age groups. The
25–34 year age group was more likely than the other age catego-
ries to disclose the intent to commit suicide as well as have a his-
tory of suicide attempts, but decedents in the 55–64 year age group
were more likely than the other age groups to leave a note.

Reported intimate partner problems were highest in the 18–24 year
age group (55.2%) with decreasing proportions as the age groups
increased to a low of 18.2% in the 55–64 year age group. The larg-
est proportion of veteran suicide decedents (37.7%) is in the 55–
64 year age group. This group also contained the largest proportion
of decedents where financial problems (24.7%) and physical health
problems (54.5%) directly contributed to the decision to commit
suicide.

Discussion

Overall, the majority of adult suicide decedents were male
(78.5%) and White (56.7%), which is consistent with both national
statistics (10,13) and previous studies of suicide in New Mexico
(18). Considering males comprise 49% of the New Mexico popula-
tion and Whites comprise 43% of the New Mexico population,
these groups are over-represented among suicides. The highest per-
centage of suicides in any age category (28.1%) occurred in the
45–54 year age group, which is over-represented, as only 14.8% of
the New Mexico population is between these ages. The ratio of
male to female suicides was 3.7:1, which is consistent with previ-
ous studies of suicide in the United States (5,10,20).

Consistent with previous studies that reported weapon ⁄ mecha-
nism of suicide, the majority of decedents used a firearm (48.9%)
to complete the suicide. Males in this study most frequently chose
firearms as the mechanism of suicide (54.7%), followed by asphyx-
iation (hanging, strangulation, suffocation) and poisoning (24.2%
and 14.5%, respectively), while women most commonly selected
poisoning (47.8%), followed by firearms and asphyxiation (27.4%

TABLE 2—Frequency distributions of suicide circumstances by sex and race ⁄ ethnicity.

Circumstance�

Male Female
Non-Hispanic

White
Hispanic

White
Native

American

N %* N %* N %* N %* N %*

Total 413 113 298 177 41
Any circumstance known 405 98.1 111 98.2 291 97.7 176 99.4 40 97.6
Mental health

Current depressed mood 218 52.8 85 75.2 177 59.4 99 55.9 21 51.2
Current mental health problem 151 36.6 81 71.7 157 52.7 64 36.2 8 19.5
Ever treated for mental illness 141 34.1 79 69.9 150 50.3 59 33.3 8 19.5

Substance abuse
Alcohol problem 167 40.4 36 31.9 110 36.9 70 39.5 22 53.7
Other substance problem 123 29.8 31 27.4 76 25.5 65 36.7 9 22.0

Suicidal forethought
Person left a suicide note 88 21.3 49 43.4 101 33.9 25 14.1 8 19.5
Disclosed intent to commit suicide 180 43.6 51 45.1 119 39.9 98 55.4 12 29.3
History of suicide attempts 102 24.7 46 40.7 78 26.2 52 29.4 17 41.5
Suicide of friend or family in past 5 years 17 4.1 5 4.4 10 3.4 8 4.5 4 9.8

Relationship problems
Intimate partner problem 195 47.2 45 39.8 124 41.6 90 50.8 21 51.2
Other relationship problem 72 17.4 22 19.5 47 15.8 35 19.8 10 24.4
Other death of friend or family 44 10.7 20 17.7 31 10.4 28 15.8 5 12.2
Victim of interpersonal violence in the past month 3 0.7 1 0.9 2 0.7 2 1.1 0 0.0
Perpetrator of interpersonal violence in the past month 54 13.1 2 1.8 24 8.1 25 14.1 5 12.2

Legal problems
Recent criminal legal problem 66 16.0 7 6.2 41 13.8 22 12.4 10 24.4
Other legal problems 37 9.0 4 3.5 24 8.1 14 7.9 2 4.9

Proximal stressors
Crisis in the past 2 weeks 96 23.2 30 26.5 69 23.2 45 25.4 9 22.0
Financial problem 82 19.9 12 10.6 65 21.8 24 13.6 1 2.4
Physical health problem 79 19.1 37 32.7 81 27.2 27 15.3 6 14.6
Job problem 77 18.6 14 12.4 56 18.8 30 16.9 4 9.8
Veteran 77 18.6 5 4.4 61 20.5 18 10.2 1 2.4

*Percentages may not add to 100% due to rounding.
�There is no limit on the number of circumstances that can be reported.
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and 17.7%, respectively). Males have been previously noted to
preferentially select firearms for suicide (62% of all suicides by
men) (10), but an earlier study of suicide among females in New
Mexico found that during the period 1990–1994, women were also
more likely to select firearms over poisoning (46% vs. 29% of all
female suicides) (24). Our finding of poisoning as the preferred
method of suicide in women during this time period is more in
keeping with findings that women more often select ‘‘soft’’ meth-
ods of suicide, while men more often choose ‘‘hard,’’ more violent
methods of suicide, with less chance for bystander intervention
(10). Whereas asphyxiation mechanisms were more common in
adolescent suicides (5), firearms were the most commonly used
weapon across all adult age groups, a difference most likely due to
the lack of restrictions for obtaining and owning guns for adults.
Although the majority of White and Hispanic adults in this study
used firearms to commit suicide, Native Americans most com-
monly used asphyxia. Previous studies have found hanging, particu-
larly outdoors, to be a more common choice for suicide among
Native Americans, given differences in cultures and accessibility of
firearms (25).

When considering circumstances and precipitating factors for sui-
cide by sex, current depressed mood, a current mental health prob-
lem, and ever being treated for a mental illness were the most
commonly reported events preceding the suicide (75.2% of females,
52.8% of males for current depressed mood). This is similar to pre-
vious findings that up to 90% of adult suicides have a psychiatric
diagnosis from the Diagnostic and Statistical Manual of Mental
Disorders (DSM)-IV and that depression is one of the diagnoses
most highly predictive of suicide (10,26). The percentage of
women who had a report of interpersonal violence (0.9%) was

lower than that previously found in a study of female suicides in
New Mexico, which reported that intimate partner violence (IPV)
was documented in 5.1% of female suicides (24). However, our
study only collected information on IPV for the month preceding
the suicide, leading to potential underreporting of this risk factor.
Almost 40% of adult females included in this study had a report of
an ‘‘intimate partner problem,’’ more comparable to the 22% of
female suicide victims who were known to have fought with or
separated from an intimate partner in the previous study (24). Thir-
teen percent of men in this study reported being a perpetrator of
IPV in the month preceding their suicide, and more men than
women had a history of an intimate partner problem, confirming
findings suggesting that people are at higher risk for suicide when
they struggle with interpersonal relationships (10).

Overall, the percentage of adults who left a suicide note (26%)
was very similar to that of the New Mexico youth suicides previ-
ously studied (25%) (5). However, adults were more likely to have
disclosed their intent to commit suicide to a person with enough
time to intervene, with 44% of adults having done so, compared to
20% of New Mexico youth suicides (5). Youth who committed sui-
cide may have felt more socially isolated (10), and acted more
spontaneously than the adults in this study, who more often had
expressed their intent to a friend or loved one. The intent to com-
mit suicide was highest in the 25–34 year age group (52.1%) and
lowest in the 45–54 year age group (38.5%).

Regarding substance abuse problems by gender, alcohol and sub-
stance abuse problems were reported more often for men than for
women, but a third or more of both genders in this study reported
a problem with alcohol, and over one-fourth had a history of some
other type of substance abuse problem. Numerous studies have

TABLE 3—Frequency distributions of suicide circumstances by age group.

Circumstance�

18–24 25–34 35–44 45–54 55–64

N %* N %* N %* N %* N %*

Total 96 94 111 148 77
Any circumstance known 92 95.8 91 96.8 109 98.2 148 100.0 76 98.7
Mental health

Current depressed mood 54 56.3 57 60.6 64 57.7 80 54.1 48 62.3
Current mental health problem 33 34.4 34 36.2 50 45.0 76 51.4 39 50.6
Ever treated for mental illness 30 31.3 31 33.0 46 41.4 75 50.7 38 49.4

Substance abuse
Alcohol problem 31 32.3 42 44.7 49 44.1 57 38.5 24 31.2
Other substance problem 28 29.2 39 41.5 38 34.2 43 29.1 6 7.8

Suicidal forethought
Person left a suicide note 22 22.9 23 24.5 21 18.9 46 31.1 25 32.5
Disclosed intent to commit suicide 39 40.6 49 52.1 54 48.6 57 38.5 32 41.6
History of suicide attempts 28 29.2 31 33.0 28 25.2 47 31.8 14 18.2
Suicide of friend or family in past 5 years 10 10.4 4 4.3 2 1.8 4 2.7 2 2.6

Relationship problems
Intimate partner problem 53 55.2 50 53.2 59 53.2 64 43.2 14 18.2
Other relationship problem 25 26.0 18 19.1 17 15.3 23 15.5 11 14.3
Other death of friend or family 14 14.6 15 16.0 12 10.8 16 10.8 7 9.1
Victim of interpersonal violence in the past month 2 2.1 1 1.1 1 0.9 0 0.0 0 0.0
Perpetrator of interpersonal violence in the past month 8 8.3 11 11.7 15 13.5 20 13.5 2 2.6

Legal problems
Recent criminal legal problem 14 14.6 15 16.0 23 20.7 16 10.8 5 6.5
Other legal problems 6 6.3 10 10.6 11 9.9 10 6.8 4 5.2

Proximal stressors
Crisis in the past 2 weeks 30 31.3 26 27.7 22 19.8 31 20.9 17 22.1
Financial problem 12 12.5 15 16.0 20 18.0 28 18.9 19 24.7
Physical health problem 4 4.2 10 10.6 17 15.3 43 29.1 42 54.5
Job problem 10 10.4 17 18.1 29 26.1 27 18.2 8 10.4
Veteran 4 4.2 6 6.4 13 11.7 30 20.3 29 37.7

*Percentages may not add to 100% due to rounding
�There is no limit on the number of circumstances that can be reported.
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described the association between alcohol ⁄ substance abuse and sui-
cide, noting that 18% of alcoholics die by suicide, and that 50% of
suicide victims are intoxicated at the time of death (10,27).

The most commonly reported circumstances surrounding suicide
differed by race ⁄ ethnicity among the three groups. Whereas current
depressed mood was most often reported for Whites (59.4%) and
Hispanics (55.9%), an alcohol problem was the most commonly
reported circumstance for Native Americans (53.7%). This is simi-
lar to a previous finding of Native American suicides in New
Mexico between 1980 and 1998, which found that alcohol was
detected in 69% of all Native American suicides with a mean
blood alcohol concentration (BAC) of 0.198, more than double the
level considered legally intoxicated (0.08 g ⁄ dL) (15). Both alcohol
abuse and drinking are associated with an elevated risk of both
attempted and completed suicides (15). Whites were much more
likely to have a reported current mental health problem (52.7%) or
have ever been treated for a mental illness (50.3%) than Hispanics
(36.2% and 33.3%, respectively) and Native Americans (19.5% and
19.5%, respectively). This may be due to lack of access to or avail-
ability of treatment, as both school-based and community-based
suicide prevention programs (in other states) have been found to be
effective in some Native American communities (15). Additionally,
other studies have found that perceived discrimination may discour-
age under-served populations from seeking needed health care (28).
Medical insurance information and hospital ⁄ treatment records were
not collected, making it impossible to know whether or not a per-
son had mental health coverage or could be treated if they had
wanted. Native Americans were almost three times more likely
than Whites and more than twice as likely as Hispanics to have
experienced the suicide of a friend or family member in the past
5 years, a documented risk factor for increased suicide risk (29).
More than 50% of Hispanic and Native American decedents were
reported to have an intimate partner problem, compared to 41.6%
of Whites. Recent criminal legal problems were reported in nearly
a quarter of Native American suicides, but for only 13.8% of White
and 12.4% of Hispanic decedents.

The circumstances associated with suicide in this New Mexican
adult resident population varied by age group. Circumstances
around youth and adolescent suicides in New Mexico differed from
the most reported circumstances in the adult suicide population.
Singh and Lathrop found that psychological problems were a factor
in 46% of male and 53% of female adolescent suicides in New
Mexico from 1979 to 2005 (5). Although the NM-VDRS collects
more specific mental health information, this range is consistent
with a reported current mental health problem at the time of death
for adults and also for reports of having ever been treated for a
mental illness. In all five adult age groups, current depressed mood
was the most common reported circumstance, a well-documented
risk factor for suicide attempts and completion (10,26). Alcohol
problems were most commonly reported in the 25–34 (44.7%) and
35–44 (44.1%) age groups, with lowest prevalence reported for 55–
64 year olds. A similar pattern is observed for having a substance
problem, with a peak in the 25–34 year age group (41.5%) and the
lowest reported in the 55–64 year age group (7.8%).

A history of suicide attempts was highest in the 25–34 year age
group, with nearly one-third of decedents in this age group having
attempted suicide at least one time before their fatally inflicted
injury. Previous studies of parasuicidal behavior similarly found
higher rates of suicide attempts and self-destructive behavior in
younger people, with the highest rates being found among females
15–24 and males 25–34 years of age at 10 research centers in the
U.S. (9). Experiencing a crisis in the 2 weeks before the suicide
was reported more frequently in the two youngest age groups

compared to the older age groups. As expected, the proportion of
decedents with a reported physical health problem increased as the
age groups increased, where 54.5% of decedents 55–64 years
reported such an ailment, the second most common precipitating
factor in this age group. Intimate partner problems were cited as
circumstances contributing to the suicide for more that 50% of
decedents in age groups 18–24, 25–34, and 35–44 years, whereas
only 18.2% of decedents aged 55–64 years had this reported cir-
cumstance, perhaps due to ‘‘aging out’’ of the higher frequency of
intimate partner problems through divorce or death of a spouse.
The proportion of decedents with reported job problems was
shaped as an inverted ‘‘U,’’ with more than one quarter of the 35-
to 44-year-old decedents and only about 10% of 18–24 and 55–
64 year decedents reporting this circumstance. This finding was not
surprising, as most 18–24 year olds are usually in school or just
starting employment, and 55–64 year olds are beginning to retire
during this time frame. The number of veteran decedents increased
with increasing age groups, as would be expected, but it is not
known whether the suicide was associated directly with service in
the armed forces.

Although scene guidelines used by the OMI investigators are
designed to collect as much relevant information as possible during
the course of an investigation, some circumstance questions may
have been omitted or not answered during the investigation, espe-
cially depending on the person providing the information (spouse
vs. friend vs. coworker). No additional interviews were conducted
to verify collected information or to obtain more information. Addi-
tionally, the OMI does not have jurisdiction on federal lands,
including military installations and tribal land, and is not always
contracted to investigate suicides occurring there. However, with
NM-VDRS also collecting data from BVRHS, more of these sui-
cides were included in this study than previously would have been,
even if strictly from death certificate identification and not medical
examiner investigations. In 2006 the BVRHS implemented an elec-
tronic death certificate system based on the national standard.
Therefore, some changes were made in the variables collected or
how some data elements were classified. It is also possible that the
descriptive statistics reported are underestimated due to misclassifi-
cation of undetermined intent cases that may have been suicides,
particularly undetermined deaths that involved submersion or poi-
soning (30,31). In previous studies, it has been estimated that this
misclassification of undetermined deaths could reduce a suicide rate
by as much as 10% (32). If this was also true in New Mexico dur-
ing the study period, we would expect from 34 to 36 additional
adult decedents per year would have been included in this analysis.

Based on the results presented and the high suicide rates found
across all adult age groups, the need for primary prevention pro-
grams is clear. Many suicide prevention activities focus on youth,
but more prevention initiatives and allocation of some suicide pre-
vention funding should focus on the adult population. Although
late-stage prevention programs, such as crisis hotlines, are impor-
tant, it may be more effective to fund primary prevention initia-
tives, including increasing access to mental health care, counseling
services, and access to treatment for addictive behaviors (alcohol
and ⁄ or substance abuse). Other programs, such as those through
work, where most adults spend one-third of their time, that follow
the example of school-based prevention programs for adolescents
may also be effective. The results from this study suggest suicide-
specific circumstances differ by sex, race ⁄ethnicity, and age group;
thus, further research is needed to determine the most effective pre-
ventive measures for these different groups (e.g., White males
between the ages of 45–64 and Native American females 18–
24 years old).
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Risk profiling and determining evidence-based intervention strat-
egies that can be used in the entire adult population, as well as sub-
sets of this population, are priorities of the NM-VDRS and
NMDOH staff. As additional years are added, the data will become
more robust and enable us to examine extremely targeted questions
of public health significance to further suicide prevention efforts.
More research is needed into the complex interplay of the many
circumstances and predisposing factors surrounding suicide in the
adult population of New Mexico, as well as programs to target the
multiple causes.
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