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Background

Introduction

Self-directed violence (SDV) is an important cause of mortality and morbidity in the United States and worldwide.
Though numerous organizations collect information on fatal and non-fatal SDV, there is considerable confusion
about how to define the phenomenon. To address the current lack of uniform definitions, the Centers for Disease
Control and Prevention (CDC) proposes the following surveillance* definitions for SDV. Use of consistent terminology
with standardized definitions will improve communication among researchers, clinicians, and others working in this
important area.

*In this document, the term “surveillance” is used in the public health sense and is defined as the ongoing, systematic
collection, analysis, interpretation, and dissemination of data regarding a health-related eventfor use in public health action
to reduce morbidity and mortality and to improve health.!

Public Health Burden

The World Health Organization defines violence as:“The intentional use of physical force or power, threatened or
actual, against oneself, another person, or against a group or community, that either results in or has a high

likelihood of resulting in injury, death, psychological harm, maldevelopment or deprivation!? The definition should be
understood to include consequences such as psychological and social problems as well as physical problems, all of
which are of concern to communities and place considerable burdens on the health, social and justice systems. This
definition recognizes that the outcomes of violence are broader than physical injury, disability or death. Injuries and
deaths resulting from self-directed violent behaviors represent a substantial drain on the economic, social, and health
resources of the nation.

Self-directed violence (SDV) encompasses a range of violent behaviors, including acts of fatal and nonfatal suicidal
behavior, and non-suicidal intentional self-harm (i.e,, behaviors where the intention is not to kill oneself, as in self-
mutilation). Though not a behavior, we have chosen to include suicidal ideation (i.e, thinking about, considering, or
planning for suicide) in this document due to its association with self-directed violent behavior? The National Center
for Injury Prevention and Control (NCIPC) has adopted the public health approach to systematically address the
problem of self-directed violence. The public health approach involves the following: defining and describing the
nature of the problem; studying the factors that increase or lower risk; developing and evaluating ways to prevent the
problem; and implementing interventions and disseminating information.?

Injury from self-directed violence is a major public health problem throughout the United States and the rest of the
world*#¢1n 2007 in the United States, suicide, one form of SDV, was the 117 leading cause of death overall, resulting in
34,598 deaths’; it was the third leading cause of death among persons aged 15-24 years, fourth among persons aged
25-44 years, and eighth among those aged 45-64 years® Although suicide continues to be problematic throughout
the life span, rates for males are highest among those aged 85+ years, while among females the rates are highest
among those aged 45-49 years. Suicides reflect only a minor portion of the total impact of suicidal behavior which
itself is a component of SDV. Substantially more persons are hospitalized as a result of nonfatal suicidal behavior than
are fatally injured, and an even greater number are either treated in ambulatory settings or not treated at all>'“ There
were an estimated average of 533,000 visits to U.S. hospital emergency departments for self-directed violence, the
majority of which are suicide attempts, which occurred during 2005 and 2006.'"'? Other research indicates that >50%
of persons who engage in suicidal behavior never seek health services.”® Consequently, prevalence figures based on
health records substantially underestimate the societal burden of suicidal behavior and of SDV.

Comparative descriptions of suicidal ideation or behavior demonstrate certain key differences among population
groups. For example, rates of suicide are higher among males than among females, while the reverse is found in studies
of suicidal thoughts and nonfatal suicidal behavior."* Age-group specific suicide rates have traditionally been highest
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among older adults aged >65 years compared to adolescents and young adults, but rates on nonfatal suicidal behavior
are highest among the younger age groups and relatively low among older adults.* Certain US populations such as
American Indians/Alaska Natives and African-Americans have their highest suicide rates among adolescents and young
adults whereas other groups such as Asian-Americans and Hispanics have their highest rates among older adults.”

Total lifetime costs associated with nonfatal injuries and deaths caused by self-directed violence in 2000 were
approximately $33 billion, including $1 billion for medical treatment and $32 billion for lost productivity.'®
Compounding these costs is the incalculable impact of loss of life and the emotional trauma experienced by surviving
family, friends, and communities that are affected by each person’s fatal or nonfatal suicidal behavior”

Need for Better Data

Despite the large volume of data on certain types of SDV, the utility and reproducibility of the resulting information is
sometimes questionable. Mortality data are problematic for several reasons: geographical differences in the definition
of suicide and how equivocal cases are classified; jurisdictional differences in the requirements for the office of coroner
or medical examiner affecting the standard of proof required to classify a death as a suicide; and differences in terms
of the extent to which potential suicides are investigated to accurately determine cause of death.'® The quality of the
data on nonfatal suicidal behavior is even more problematic than that of suicides. The concerns about discrepancies in
nomenclature'** and accurate reporting'"* apply here even more than with suicides. Also, except for rare exceptions
there is neither systematic nor mandatory reporting of nonfatal suicidal behavior in the United States at the state or
local level, nor is there routine systematic collection of non-suicidal intentional self harm data.

These “system” problems with data collection have been discussed for more than a generation. Over 35 years ago, the
National Institute of Mental Health (NIMH) convened a conference on suicide prevention at which a committee was
charged with recommending a system for defining and communicating about suicidal behaviors.?® More recently,

two scientific reviews that addressed the state of suicide-related research also remarked on the need for consistent
definitions. The Institute of Medicine issued a report entitled Reducing Suicide: A National Imperative.* This report states
"Research on suicide is plagued by many methodological problems. .. definitions lack uniformity,.. .reporting of suicide
isinaccurate”There is a need for researchers and clinicians in suicidology to use a common language or set of terms in
describing suicidal phenomena! The World Health Organization issued the World Report on Violence and Health? In the
chapter addressing self-directed violence the authors note “Data on suicide and attempted suicide should be valid and
up to date. There should be a set of uniform criteria and definitions and — once established — these should be consistently
applied and continually reviewed!

There are also “non-system” barriers to obtaining reliable SDV surveillance information. For example, the repetitive
nature of some types of SDV, make it important to separate counts of the number of individuals affected from the
number of incidents of SDV. This difficulty is compounded by the varying procedures used by different data collection
sources. Health care organizations may file and treat each event separately, or they may record repeated incidents in
the same patient file. In addition, there are social barriers to obtaining accurate SDV surveillance data. These barriers
include the stigma associated with the topic; the guilt and shame that inhibit a patient’s admission that act was
intentional; and the lack of training and other concerns that inhibit health care personnel’s capacity to elicit and record
accurate accounts of SDV in official records. Furthermore, it appears only a minority of individuals engaging in SDV
behavior ever seek help from the health care system."

For example, to address just the suicide-related component of SDV as a public health problem would require the
sustained and systematic collection, analysis and dissemination of accurate information on the incidence, prevalence
and characteristics of fatal and nonfatal suicidal behavior. Surveillance is a cornerstone of public health, allowing
realistic priority setting, facilitating the design of prevention programs, and the ability to evaluate such programs.
Official suicide rates have been used to chart trends in suicide; monitor the impact of change in legislation, treatment
policies, and social change; and to compare suicides across regions, both within and across countries. In addition,
suicide rates afford a method by which to assess population-based risk and protective factors for geographical areas
(counties, states and countries). However, there exist serious inadequacies in the availability and quality of mortality
data. The sources of data that are currently available remain “thin'’... with no connection to other relevant data..”
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The need for improved and expanded surveillance systems is highlighted as one of the central goals of the National
Strategy for Suicide Prevention.™

Inconsistent reporting of SDV has significant consequences for public health and application in problem description,
assessment of risk and protective factors, understanding the longitudinal course and cutcome of SDV processes,

and the development and evaluation of effective preventive and treatment intervention strategies. Differential
underreporting for certain groups means that our understanding of that population’s risk and protective factors for
SDV may contain significant inaccuracies. This could result in inattention to an at-risk population: if the true rates of
SDV are higher than the official statistics indicate, not only is SDV likely to be viewed as a less important problem
among this population, but the SDV risk factors identified by researchers might more accurately reflect the SDV
process for some other group. When these faulty conclusions become the basis for developing SDV prevention
programs, such programs might miss opportunities to address the factors more consequential for the targeted
population. To correct this process, we need accurate data on each group.

CDC has initiated several activities with the goal of improving classification of certain forms of SDV. CDC developed
national practice guidelines for determining suicide for coroners and medical examiners.?® In addition, CDC has
included an objective to examine surveillance methods for SDV in the National Center for Injury Prevention and
Control's research agenda.® As a co-sponsor of the National Strategy for Suicide Prevention (NSSP), CDC supported the
inclusion of items specifically addressing expansion and improvement of data systems including surveillance.* CDC's
previous efforts developing uniform definitions and recommended data elements in the separate areas of intimate
partner violence, sexual violence and child maltreatment have informed the process of developing the definitions for
SDV2%32 CDC has also supported the development of SDV surveillance. For example, CDC has developed a module to
assess self-directed violence in the National Electronic Injury Surveillance System-All Injury Program (NEISS-AIP) which
includes data on hospital emergency department visits for nonfatal self-directed violence** The module supplements
information from the general NEISS-AIP by collecting additional information on the characteristics of persons
presenting to hospital emergency departments (EDs) for self-directed violence; identifying specific substances used in
the event; and acting as an early warning system on emerging problems in regard to self-inflicted injury.**

Recognizing the need to improve the quality of SDV data, the CDC's National Center for Injury Prevention and
Control (NCIPC) initiated a process to address some of the conceptual difficulties inherent in the task. CDC decided
to concentrate its new efforts on developing uniform definitions and data elements for SDV surveillance. The process
involved a consultative procedure to address some of the scientific issues related to definitions and potential data
elements that might be appropriate to collect as part of surveillance activities.

The SDV Consultative Process
The history of CDC work on SDV surveillance definitions and recommended data elements, spans several years:

In 2003, CDC commissioned an extensive review of the scientific literature that addressed self-directed violence
(SDV) surveillance definitions. The information gathered from this review was synthesized in a report.

CDC recruited a panel of scientists and practitioners representing multiple disciplines (e.g., medicine, psychology,
epidemiology, sociology), various affiliations (e.g., government, academic institutions), and diverse areas of interest
(e.g, suicidal behavior, public health surveillance, injury prevention). This panel was convened for a discussion of
SDV surveillance definitions.

The report from the literature review, select publications on suicide-related nomenclature, and other documents on
public health and injury-specific surveillance were compiled as background material and distributed to the panel.

The panel was convened in April 2004 to develop draft SDV definitions, data elements, and items for a glossary.

The panel discussion was recorded and transcribed and the resulting meeting notes were compiled and
distributed to panel members for review and commentary.

The draft definitions were reviewed and discussed at an October 2005 meeting with suicide prevention leaders
representing the U.S Army, Navy, Air Force, Marines and Coast Guard.
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The meeting notes and draft definitions were distributed to external reviewers nominated by the panel. Written
feedback from the external reviewers on the definitions and glossary was compiled and added to the meeting notes.
The meeting notes along with the external panel comments and suggestions were distributed to the original panel.

The original 2004 panel was reconvened in April 2007 (with two substitutions) to examine comments from the
external reviewers, discuss advances in the field since the last meeting and revise the definitions document.

At the April 2007 meeting, the panel was charged with three main tasks: 1) finalizing the definitions to be used in
the document; 2) revising the list of glossary terms, and 3) identifying a set of data elements that were considered
essential for SDV surveillance. During the panel discussion, however, it became evident that there were no clearly
identifiable criteria or procedures for determining which data elements could plausibly be collected in the

diverse nature of national, state and local surveillance systems, or which ones were the highest priority. The data
elements presented in this report are those identified by the panel as useful, acknowledging that some institutions
participating in a surveillance system may be able to collect only a subset of the recommended elements. The
panel also developed conceptual definitions of terms to be used in conjunction with the data elements. It

became evident that these definitions might need to be operationalized (i.e, made measurable) in different ways,
depending on the source of the data.

The discussion at the April 2007 meeting was recorded, transcribed and distributed to panel members. CDC staff
summarized the recommendations from the April 2007 meeting, and incorporated changes recommended by
the panel members. CDC staff also researched definitions for the glossary terms, developed descriptions and
criteria for the data elements and produced a document containing all of this information.

A draft of the document using the 2007 meeting notes, glossary, data elements, and vignettes was sent to the
panel, and other external reviewers nominated by the panel. Drafts of the definitions-only were also distributed
to individuals representing the Department of Defense, Department of Veterans Affairs and Coast Guard for
comments and suggestions.

A summary of the draft definitions and recommended data elements was presented at several national suicide
prevention conferences during 2008 and 2009 and comments were solicited from audience members.

Selected comments from the various groups were incorporated into the document.

Revisions were made to definitions and key terms to make them consistent with Department of Veterans Affairs’
SDV classification system clinical tool.

Purpose and Scope

Self-directed Violence Surveillance: Uniform Definitions and Recommended Data Elements, is intended for use by
individuals and organizations interested in gathering surveillance data on self-directed violence. The document

is not meant as a mandate, but rather is intended to promote and improve consistency of SDV surveillance. If the
recommended data elements can be uniformly recorded and the data made available to numerous users, then better
estimates of SDV incidence and prevalence can be obtained and problems such as data incompatibility and high
costs of collecting, linking, and using data can be substantially reduced.

The recommended data elements are designed to collect information of value for public health surveillance of SDV and
to serve as a technical reference for automation of surveillance data. The 35 data elements are organized into 2 major
sections: Identifying Information for the SDV Surveillance System and the Individual's Demographics; and Characteristics
associated with the Individual's SDV behavior. A structured format, modified from the Data Elements for Emergency
Department Systems (DEEDS), Release 1.0%, is used to document each data element as follows: a Description/Definition
of the data element; a description of its Uses; a Discussion of conceptual or operational issues; specification of the Data
Type (and maximum allowed Field Length); an indication of when data element repetition may be necessary to include
all answers that may apply; Field Values/Coding Instructions that designate recommended coding specification and
valid data entries; and, where applicable, reference to one or more data standards or guidelines used to define the

data element and its field values, and other references considered in developing the data element* Data types and
field lengths conform to specifications in Health Level 7 (HL7), a widely used protocol for electronic data exchange,

and ASTM's (formerly known as the American Society for Testing and Materials) E1238-94: Standard Specification for
Transferring Clinical Observations Between Independent Computer Systems.
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Notes on the Use of Self-directed Violence Surveillance: Uniform Definitions and Recommended Data
Elements, Version 1.0

The “definitions” proposed here are likely to be valuable for a wide range of policymakers, researchers, public health
practitioners, service providers, and media professionals seeking to clarify discussions about SDV. However, most
terms in the “Uniform Definitions”are defined in only a general sense, and researchers and other users may need to
further refine them. Other terms, such as “victim-precipitated”and “self-inflicted"are included in the key terms section.
However, this document could not be exhaustive regarding terminology so users are referred to other documents
such as the IOM report on suicidal behavior or the NSSP. Issues needing further clarification could be addressed in
subsequent versions of the “definitions”. It should be noted that the definitions proposed here are consistent with
others which have undergone empirical testing and demonstrated good reliability.®

As you use the “Recommended Data Elements,’consider the following points:

Ethical and safety issues are foremost in any effort to examine self-directed violence. No data should be collected
or stored in a manner that could jeopardize an individual's safety or privacy. Those interested in developing a
surveillance system for SDV must be particularly conscious of the need to preserve confidentiality. The issue of
confidentiality must be balanced with the need for data linkage across multiple data sources, perhaps through
mechanisms such as encryption of unique identifiers.

Concurrent with progress toward more uniform and accessible data, existing methods of protecting the
confidentiality of data must be strengthened. Guaranteeing confidentiality will serve multiple purposes. First,
it may protect individuals who engage in SDV from potential discrimination. Second, it may encourage those
individuals to report SDV.

Each data element is numbered for convenience of presentation and for easy identification. In addition, literature
sources for the background section (i.e, public health burden, need for better data, SDV consultative process,
purpose and scope, and next steps) are listed separately from the references for the data elements to ease use.
The data elements are not meant to be “administered”as a survey or a questionnaire, but instead are presented as
information to be gathered from appropriate data sources in the jurisdictions conducting SDV surveillance. Thus,
the elements can be gathered in any order and can be obtained from one or more data sources for individuals
engaging in self-directed violence. Each data element includes a code set that specifies recommended coding
values and instructions for what to do when the data element is not applicable for a particular victim. Obviously,
the accuracy and completeness of data collected on SDV events depends upon what is documented by the
agency providing the information.

Currently the “Recommended Data Elements”contains 35 items, however the list may be modified in the future.
Persons implementing a surveillance system using this list may find that one or more variables need to be added,
removed, or enhanced* Further, the list should not discourage individuals who operate systems from collecting
information that is not included in the recommended elements. Rather, the suggested elements will comprise a
core set of data that should, if possible, be systematically be collected by all surveillance systems. Desirable data
elements that are not feasible to collect as part of a surveillance system will need to be collected in other ways.

The goals of SDV surveillance are to obtain an estimate of the number of people who are affected by self-directed
violence and to describe the characteristics of people affected, the number and types of SDV episodes, the
associated injuries, and other consequences. Counting injuries as part of a surveillance system is a common proxy
for estimating the number of people affected. However, the large number of cases in which multiple forms of
violence co-occur and the repetitive nature of SDV mean that such a proxy may be less accurate than is desired. To
obtain more accurate estimates of the number of people affected by SDV, ultimately we will need to develop some
mechanism for linking data, both within and across different data sources*** For further discussion and information
on setting up an injury surveillance system, please see the WHO's document Injury Surveillance Guidelines.*

No single data source is likely to collect all of the components of SDV. As a consequence, it is likely that anyone
setting up a surveillance system will need to integrate data from multiple sources (e.g., death certificates, hospital
records, emergency medical system records, surveys, health care records and law enforcement records) to develop
a comprehensive picture of SDV in their community.*>+
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It is recognized that categorizing SDV behavior into suicidal and non-suicidal categories can be difficult. This is
due to several considerations, first that the behavior is multi-dimensional rather that unitary and second that
if information is collected from patients’self-reports, that the way the individual perceives his/her intent can
change within a few hours. Nevertheless, due to the essential nature of this information to clinical and public
health decision-making, it is critical to try to obtain it*

Vignettes are included after the data elements to provide the reader with an opportunity to make an assessment
about SDV categorization in the situations described. Their purpose is to provide an opportunity for the reader to
gauge his/her understanding of the material.

Next Steps

As with the CDC guidelines for recommended data elements for other forms of violence (Intimate Partner Violence
Surveillance: Uniform Definitions and Recommended Data Elements, Version 1.0, 2002; Sexual Violence Surveillance:
Uniform Definitions and Recommended Data Elements, Version 1.0, 2002; and Child Maltreatment Surveillance: Uniform
Definitions for Public Health and Recommended Data Elements, Version 1.0, 2008 ), this initial release of Self-directed
Violence Surveillance: Uniform Definitions and Recommended Data Elements, Version 1.0is intended to serve as a starting
point**¥ Many data element definitions and coding specifications are new, and field testing is necessary to evaluate
them. Systematic field studies or pilot tests are needed to gauge the usefulness of Version 1.0 for SDV surveillance, to
identify optimal methods of data collection, and to specify resource requirements for implementation. This testing
will help to identify unforeseen problems with the data elements and adaptations needed for various settings, and
o ensure that categories are mutually exclusive. Along with testing, evaluation of any surveillance system using
these definitions is essential.*

These definitions can be applied in a variety of communities or settings where surveillance systems are either in-place
or planned such as states, counties, or health clinics, emergency departments, hospitals, and institutions responsible

for completing death certificates. Though the proposed definitions are not directly translatable to household or
community survey application, the concepts of the definitions could be converted into data items for reliability and
validity testing. Prospective users of Version 1.0 are invited to contact CDC to discuss their plans for evaluating or using
some or all of the recommended data elements. Lessons learned through field testing and evaluation will be a valuable
source of input for subsequent revisions, but all comments and suggestions for improving this document are welcome.

We hope that many organizations will try these definitions and data elements and provide feedback to CDC.
Exploration of surveillance methods and assessments of the feasibility and utility of collecting this information will
improve future versions of this document. We plan to use information obtained from trials of the initial version to
refine the definitions and the number of recommended data elements in future versions.

Please send questions or suggestions for improving Self-directed Violence Surveillance: Uniform Definitions and
Recommended Data Elements, Version 1.0 to:

Etiology and Surveillance Branch

Division of Violence Prevention

National Center for Injury Prevention and Control
Centers for Disease Control and Prevention

4770 Buford Highway, NE, MS F63

Atlanta, GA 30341
www.cdc.gov/violenceprevention
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Uniform Definitions

Definitions
Self-directed violence (analogous to self-injurious behavior)

Behavior that is self-directed and deliberately results in injury or the potential for injury to oneself.

This does not include behaviors such as parachuting, gambling, substance abuse, tobacco use or other risk
taking activities, such as excessive speeding in motor vehicles. These are complex behaviors some of which
are risk factors for SDV but are defined as behavior that while likely to be life-threatening is not recognized by
the individual as behavior intended to destroy or injure the self. (Farberow, N. L. (Ed.) (1980). The Many Faces
of Suicide. New York: McGraw-Hill Book Company). These behaviors may have a high probability of injury

or death as an outcome but the injury or death is usually considered unintentional. Hanzlick R, Hunsaker

JC, Davis GJ. Guide for Manner of Death Classification. National Association of Medical Examiners. Available at:
http://www.charlydmiller.com/LIB03/2002NAMEmannerofdeath.pdf. Accessed 1 Sept 2009.

Self-directed viclence is categorized into the following:
Non-suicidal (as defined below)
Suicidal (as defined below).

Non-suicidal self-directed violence
Behavior that is self-directed and deliberately results in injury or the potential for injury to oneself.

There is no evidence, whether implicit or explicit, of suicidal intent. Please see appendix for definition of
implicit and explicit.

Suicidal self-directed violence
Behavior that is self-directed and deliberately results in injury or the potential for injury to oneself.

There is evidence, whether implicit or explicit, of suicidal intent.

Undetermined self-directed violence
Behavior that is self-directed and deliberately results in injury or the potential for injury to oneself.
Suicidal intent is unclear based on the available evidence.

Suicide attempt
A non-fatal self-directed potentially injurious behavior with any intent to die as a result of the behavior.

A suicide attempt may or may not result in injury.

Interrupted self-directed violence — by self or by other
By other- A person takes steps to injure self butis stopped by another person prior to fatal injury. The interruption
can occur atany point during the act such as after the initial thought or after onset of behavior.

By self (in other documents may be termed “aborted” suicidal behavior) - A person takes steps to injure self but
is stopped by self prior to fatal injury.

Source: Posner K, Oquendo MA, Gould M, Stanley B, Davies M. Columbia Classification Algorithm of Suicide Assessment (C-CASA):
Classification of Suicidal Events in the FDA's Pediatric Suicidal Risk Analysis of Antidepressants. Am J Psychiatry. 2007; 164:1035-1043.
http://cssrs.columbia.edu/
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Other suicidal behavior including preparatory acts

Acts or preparation towards making a suicide attempt, but before potential for harm has begun. This can
include anything beyond a verbalization or thought, such as assembling a method (e.g, buying a gun,
collecting pills) or preparing for one's death by suicide (e.g., writing a suicide note, giving things away). Posner
etal, 2007.

Suicide
Death caused by self-directed injurious behavior with any intent to die as a result of the behavior.

Unacceptable Terms
The panel felt the following terms are unacceptable for describing self-directed violence:

Completed suicide - This terminoclogy implies achieving a desired outcome whereas those involved in the mission
ofreducing disease, premature death, and discomfort and disability” (J. Last, Dictionary of Epidemiology 1988)
would view this event as undesirable. Alternate term: suicide

Failed attempt - This terminology gives a negative impression of the person’s action, implying an unsuccessful
effort aimed at achieving death. Alternate terms: suicide attempt or suicidal self-directed violence.

Nonfatal suicide — This terminology portrays a contradiction. “Suicide” indicates a death while “nonfatal”indicates
that no death occurred. Alternate term: suicide attempt

Parasuicide — Formally used to refer to a person’s self-directed viclence whether or not the individual had an
intent to die. However, the World Health Organization is now favoring the term suicide attempt.
Alternate terms: non-suicidal self-directed violence or suicidal self-directed violence.

Successful suicide — This term also implies achieving a desired cutcome whereas those involved in the mission
of reducing disease, premature death, and discomfort and disability” would view this event as undesirable.
Alternate term: suicide.

Suicidality - This terminology is often used to refer simultaneously to suicidal thoughts and suicidal behavior.
These phenomena are vastly different in occurrence, associated factors, consequences and interventions so
should be addressed separately. Alternate terms: suicidal thoughts and suicidal behavior.

Suicide gesture, Manipulative act, and Suicide threat — Each of these terms gives a value judgment with a
pejorative or negative impression of the person’s intent. They are usually used to describe an episode of nonfatal,
self-directed violence. A more objective description of the event is preferable such as non-suicidal self-directed
violence or suicidal self-directed violence.
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Recommended Data Elements

Introduction

Each of the sections to follow describes specific recommended data elements that can be included in a surveillance
system designed to collect information on suicide. The order of the data elements as they appear in this document
is not intended to suggest a hierarchy, users may choose the order of data elements that best fits their surveillance
system.

For each data element some, or all, of the following categories of information are listed:

Name of the data element;

Description or Definition of the data element;

Uses of the data element;

Discussion of relevant conceptual or operational issues;

Data Standards or Guidelines used to define the data elements and its field values;

Multiple Response Option or Repetition, an indication of where it is appropriate to include more than one response,
eg. appropriate to code all answers or response options that apply;

Other References consulted in developing the data elements.

Depending on the relevance of the information for a specific data element some of the previous categories (e.g., uses,
discussion, etc) may be marked as not applicable.

Data elements
Identifying Information

1 Case |ID

2 Data Source

Individual Sociodemographics

Marital status

3 Sex

4 Age, Birth Date of person
5 Race

6  Ethnicity

7

8

Person's Residence (City, State, and County)
Socioeconomic status

9  Education
10 Occupation

11 Economic activity
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Event information

12 Manner of injury

13 Place of occurrence

14 Date and Time of injury

15 Nature of injury

16 Mechanism (firearm, cutting/piercing, etc)
17 Activity

18  Alcohol use

19 Drug use

20 Injury severity

21 Disposition

22 Medical care

23 Self-directed violence category
24 Suicidal thoughts at time of injury
25 Risk-Rescue rating

Individual and family history

Previous medical history

26 Somatic
27 Mental
28  Previous suicidal behavior

29 Previous suicidal thoughts
30 Family medical/psychiatric history
31 Sexual orientation
32 Military service
Associated factors

33 Proximal factors (Include precipitating events such as recent history of personal crisis)

34 Protective factors

35 Incident summary
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Definition:

Uses:

Discussion:

Repetition:

Data Standards
or Guidelines:

Other References:

Definition:

Uses:

Code
01
02
02
03
04
05
06
07
08
09

1.CaselD

This data element is substituted for confidential identifying information in datasets. It is
unigue to each case and is intended for properly merging data on individuals from multiple
sources and avoiding double-counting. It may be assigned by the facility/agency responsible
for surveillance or it may be a generic unique identifier that belongs to the presenting case
e.g. national ID with a date suffixed to distinguish between visits and incidents. Alternatively,
secure in-house datasets may use a medical record number as the identifier.

The facility's internal identifier allows appropriate data exchange between approved parties
while health care is being delivered and ensures that accessed, entered, or altered records
correspond with the proper person. It also facilitates data linkage for administrative and
research purposes.

Until a universal person identifier is established, a locally assigned identifier is needed. To
protect personal privacy and confidentiality, access to this data element must be limited to
authorized personnel.

No

Health Level 7, Version 2.3 (HL7, 1996).

None.

2. Data Source

Agency or source from which SDV surveillance information is abstracted.

Identifies the agency or organization that supplied data for this person. It will enable linkage
of multiple agency contacts for the same individual.

Description

Hospital in-patient

Hospital emergency department

Other hospital department

Other ambulatory health care, including mental health
Police/Sheriff/Law enforcement

Prosecutor/District attorney

Social service agency

Telephone hotline for crisis services

Other social service agencies

Coroner or medical examiner
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10 Vital statistics office within state health department

11 Other agency or data source

Discussion: This variable is essential in order to be able to distinguish the source of the information
and the differences in definition from various sources such as police reports, coroner's
investigative reports, hospital documents, etc. No single agency is likely to collect all of
the data elements recommended. As a consequence, it is likely that anyone setting up a
surveillance system will need to combine data from a number of sources (e.g., health care
records and police records) using a relational database. This will allow information on data
elements to be gathered from each data source used.

A unique identifier is the preferred tool for linking documents across all data sources. This
identifier may or may not be identical to the data element Case ID.

Repetition: No
Data Standards
or Guidelines: None
Other References: None.
3. Sex
Definition: Sex of person.
Uses: The person's sex is standard demographic and identifying information used in clinical care and

for multiple additional purposes. Rates of suicide are higher among males than among females,
while the reverse is found in studies of suicidal thoughts and nonfatal suicidal behavior.

Code Description

M Male

F Female

O Other (e.g. Hermaphrodite, Transsexual)

U Unknown

Discussion: None.

Repetition: No

Data Standards

or Guidelines: £1384-96 (American Society for Testing and Materials, 1996) and Health Level 7, Version 2.3
(HL7, 1996).

Other References: None
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Definition:

Uses:

Discussion:
Repetition:

Data Standards

or Guidelines:

Other References:

Definition:

Uses:

4, Date of birth

The calendar date on which the person was bom.

Date of birth can be used to calculate the person's age. Year, month, and day of birth are
entered in the format YYYYMMDD. For example, a birth date of August 12, 1946, would be
encoded as 19460812. Date and time of birth are entered in the format YYYYMMDDHHMM
which uses the 24 hour clockin the time component. For example, a birth at 10:30 pm
onJune 1, 1997, would be encoded as 199706012230. If age itself is recorded it is strongly
recommended that the actual age be collected and if needed later collapsed into groups on
analysis. If actual age is unknown, estimate to the nearest 10 years, whenever possible. Age-
group specific suicide rates show important differences in suicidal behavior. Suicide rates are
highest among older adults aged >65 years compared to adolescents and young adults, but
rates on nonfatal suicidal behavior are highest among the younger age groups and relatively
low among older adults.

None.

No

£1384-96 (American Society for Testing and Materials, 1996) and Health Level 7, Version 2.3
(HL7, 1996).

None.

5. Race

Race is a concept used to differentiate population groups largely on the basis of physical
characteristics transmitted by descent. Racial categories are neither precise nor mutually
exclusive, and the concept of race lacks clear scientific definition. The common use of race in
the United States draws upon differences not only in physical attributes, but also in ancestry
and geographic origins. Since 1977, the federal government has sought to standardize data
on race and ethnicity among its agencies through the Office of Management and Budget's
(OMB) Statistical Policy Directive Number 15: Race and Ethnic Standards for Federal Statistics
and Administrative Reporting (OMB, 1978). Directive Number 15 standards were developed
to meet federal legislative and program requirements, and they are used widely in the
public and private sectors. The directive provides five basic racial categories but states that
the collection of race data need not be limited to these categories. However, any additional
reporting that uses more detail must be organized in such a way that the additional
categories can be aggregated into the five basic groups. Although the directive does not
specify a method of determining an individual's race, OMB prefers self-identification to
identification by an observer whenever possible. The directive states that persons of multiple
racial origins should be coded using multiple categories, and not a multiracial category.

Data on a person’s race are used as a marker, proxy for a related factor such as socio-
economic status, in public health surveillance, and epidemiologic, clinical, and health
services research. Patterns of suicidal behavior differ among certain US populations. For
example using the traditional race categories, American Indians/Alaska Natives and
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Code

9

Discussion:

Repetition:

Data Standards
or Guidelines:

Other References:

Definition:

African-Americans have their highest suicide rates among adolescents and young adults
whereas other groups such as Asian-Americans have their highest rates among older adults.

Description

American Indian or Alaskan Native. A person having origins in any of the original peoples
of North America, and who maintains cultural identification through tribal affiliation or
community recognition.

Asian. A person having origins in any of the original peoples of the Far East, Southeast Asia,
the Indian subcontinent, or the Pacific Islands. This area includes, for example, China, India,
Japan, Korea, the Philippine Islands, Thailand, or Vietnam.

Native Hawaiian/Other Pacific Islander. A person having origins in any of the original peoples
of Hawaii, Guam, Samoa, or other Pacific Islands.

Black. A person having origins in any of the black racial groups of Africa.

White. A person having origins in any of the original peoples of Europe, North Africa, or the
Middle East.

Unknown.

Although the biological significance of race has been scientifically questioned, data on race
retain use, albeit limited, in public health surveillance and epidemiologic, clinical, and health
services research.

Yes

Statistical Policy Directive Number 15: Race and Ethnic Standards for Federal Statistics and
Administrative Reporting (OMB, 1978), Standards for the Classification of Federal Data on Race and
Ethnicity (OMB, 1995), and £1633-96 (American Society for Testing and Materials, 1996).

Core Health Data Elements (National Committee on Vital and Health Statistics, 1996).

6. Ethnicity

Ethnicity is a concept used to differentiate population groups on the basis of shared cultural
characteristics or geographic origins. A variety of cultural attributes contribute to ethnic
differentiation, including language, patterns of social interaction, religion, and styles of dress.
However, ethnic differentiation is imprecise and fluid. It is contingent on a sense of group
identity that can change over time and that involves subjective and attitudinal influences.
Since 1977, the federal government has sought to standardize data on race and ethnicity
among its agencies through the Office of Management and Budget's (OMB) Statistical
Policy Directive Number 15: Race and Ethnic Standards for Federal Statistics and Administrative
Reporting (OMB, 1978). Directive Number 15 standards were developed to meet federal
legislative and program requirements, and they are used widely in the public and private
sectors. The directive provides two basic ethnic categories — Hispanic and Not of Hispanic
Origin — but states that collection of ethnicity data need not be limited to these categories.
However, any additional reporting that uses more detail must be organized in such a way
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Uses:

Code

P
9

Discussion:

Repetition:

Data Standards
or Guidelines:

Other References:

Definition:
Uses:
Code

1

2

that the additional categories can be aggregated into the two basic groups. OMB prefers
that data on race and ethnicity be collected separately. The use of the Hispanic category

in a combined race/ethnicity data element makes it impossible to distribute persons

of Hispanic ethnicity by race and, therefore, reduces the utility of the four basic racial
categories by excluding from them persons who would otherwise be included. Although
the directive does not specify a method of determining an individual's ethnicity, OMB prefers
self-identification to identification by an observer whenever possible. The directive states
that persons of mixed ethnicity should use the single category that most closely reflects the
individual’s recognition in his or her community.

Data on a person’s ethnicity are used in person care, public health surveillance, and
epidemiologic, clinical, and health services research. For example, differential risks for SDV,
have been attributed at least partly to cultural acceptance of suicidal behavior which differs
across ethnic groups.

Description

Hispanic. A person of Mexican, Puerto Rican, Cuban, Central or South American, or other
Spanish culture or origin, regardless of race.

Not of Hispanic Origin. Anyone with a known ethnicity not fitting the definition of Hispanic.
Unknown.

Personal self-identification of ethnicity is preferable to observer-identification. Enter 9 if
neither method yields an identification of ethnicity.

No.

Statistical Policy Directive Number 15: Race and Ethnic Standards for Federal Statistics and
Administrative Reporting (OMB, 1978), Standards for the Classification of Federal Data on Race
and Ethnicity (OMB, 1995), £1633-96 (American Society for Testing and Materials, 1996), and
Core Health Data Elements (National Committee on Vital Health Statistics, 1996).

None.

7. Marital status

Legal marital status of the person at the time when the incident occurred
Risk of SDV has been shown to vary by legal marital status.

Description

Separated. A person legally separated.

Divorced. A person divorced and not remarried.

Married. A person currently married (includes living together and not living together).
Classify common-law marriage as married.
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Discussion:

Repetition:

Data Standards
or Guidelines:

Other References:

Definition:

Uses:

Discussion:

Single/Never married. A person who has never been married or whose only marriages have
been annulled.

Widowed. A person widowed and not remarried.
Unknown/not stated.

Some unmarried partners may be cohabiting. In some states this may qualify as common-
law marriage.

No.

CDC HISSB Common Data Elements Implementation Guide.

None

8. Residence or address

Injured person’s normal place of residence

The address is useful for patient follow-up and billing. It also is used to determine the agency
responsible for potential public health interventions and to link patient-specific data with
census data so that incidence rates can be calculated. Some components of this element
such as street address may not be necessary to collect, however in some jurisdictions suicide
attempts are classified as a reportable condition to the health department which may
warrant collecting information which enables the health authorities to locate the individual.
To protect an individual's privacy and confidentiality access to this data element must be
limited to authorized personnel.

The following order is the model:

Component 1 is the street address.

Component 2 is the second line of the address (e.g., apartment number).
Component 3 is the city.

Component 4 is the state or province.

Component 5 is the zip or postal code.

Component 61s the country.

Component 7 is the type of address (e.g., mailing).

Component 8 is another geographic designation (e.g., catchment area D).
Component 9 is the county/parish code.

Component 10 is the census tract

This information probably is available from registration and billing record systems, in which
addresses are routinely entered and stored. The naming convention used will be determined
by the application area. It may be a region, state, village, community, or some appropriately
defined physical area.
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Repetition:

Data Standards

or Guidelines:

Other References:

Definition:

Uses:

Discussion:

Repetition:

Yes, if the patient has more than one address.

Health Level 7, Version 2.3 (HL7, 1996).

None.

9. Education

The highest level of education within a formal system that a person has completed
measured in years.

Socioeconomic factors (such as education level, income, and occupation) are strong
predictors of morbidity and mortality in the United States and many other countries,
including those engaging in SDV. These data can be used to describe the relationship
between socioeconomic factors and self-directed violence.

“What is the highest grade of school the subject has completed, or the highest degree this
person has received?”

Description

Less than 1st grade

Tst-4th grade

5th-8th grade

9th grade

10th grade

11th grade

12th grade or high school graduate
Some college or associate’s degree
Bachelor's degree

More advanced than bachelor's degree

This standard should be consistent with standards from the Bureau of the Census.
Education should be coded in a standard format to improve compatibility between systems
and datasets. Individuals with foreign educations will map into this standard according to
the UNESCO ISCED (International Standard Classification of Education) referenced in this
document.

Years of schooling - Highest grade of schooling completed by the person. For children under
the age of 18, the individual's status and the mother's highest grade of schooling completed
should be obtained.

No.
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Data Standards
or Guidelines:

Other References:

Definition:

Uses:

Core Health Data Elements (National Committee on Vital Health Statistics, 1996).

Bureau of the Census Current Population Survey; Bureau of the Census Census 2000; National
Center for Education Statistics (NCES) http://nces.ed.gov/pubs/eiip/eiip.html; United
Nations Educational, Scientific, and Cultural Organization (UNESCO); International Standard
Classification of Education (ISCED) http://unescostat.unesco.org/Documents/isced.asp;
National Center for Health Statistics (NCHS); £7384-96 (American Society for Testing and
Materials, 1996) and Health Level 7, Version 2.3 (HL7, 1996).

10. Occupation

Description of person’s current work.

Routine screening information concerning the person's current job activity is used in clinical
evaluation and management, and it is needed to assess the person’s eligibility for workers'
compensation benefits. Data on occupation and industry also are useful for public health
surveillance and epidemiologic research. Some studies have shown that suicide rates differ
by occupation but these studies often lack comparison groups. Occupation and industry
together serve as a surrogate for a person’s socioeconomic status.

Each occupation in the Standard Occupational Classification (SOC) system is placed within
one of these 23 major groups:

11-0000 Management Occupations

13-0000 Business and Financial Operations Occupations

15-0000 Computer and Mathematical Occupations

17-0000 Architecture and Engineering Occupations

19-0000 Life, Physical, and Social Science Occupations

21-0000 Community and Social Services Occupations

23-0000 Legal Occupations

25-0000 Education, Training, and Library Occupations

27-0000 Arts, Design, Entertainment, Sports, and Media Occupations
29-0000 Healthcare Practitioners and Technical Occupations
31-0000 Healthcare Support Occupations

33-0000 Protective Service Occupations

35-0000 Food Preparation and Serving Related Occupations
37-0000 Building and Grounds Cleaning and Maintenance Occupations
39-0000 Personal Care and Service Occupations

41-0000 Sales and Related Occupations
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Discussion:

Repetition:

Data Standards
or Guidelines:

Other References:

43-0000 Office and Administrative Support Occupations
45-0000 Farming, Fishing, and Forestry Occupations
47-0000 Construction and Extraction Occupations
49-0000 Installation, Maintenance, and Repair Occupations
51-0000 Production Occupations

53-0000 Transportation and Material Moving Occupations
55-0000 Military Specific Occupations

98 Other Specified Occupation

99 Unspecified Occupation

A succinct description of the person’s work can be used to encode occupation (or job title)
and industry. Incorporating information about both occupation and industry is important,
because similar occupations confer different health risks depending on the industry.

For example, a painter in a shipyard is subject to different exposures than a painterin a
residential setting. Occupation, combined with industry, is used frequently as an indicator
of socioeconomic status. However, its use for this purpose requires linkage between specific
occupation groups and socioeconomic status. The codes shown above illustrate only

the major categories. More detalled codes exist within each major code. By comparison,

the person's educational level is a simple-to-use indicator of socioeconomic status, but
occupation and industry are more routinely collected in Emergency Departments because
of their clinical relevance. The 2000 Standard Occupational Classification (SOC) system is
used by Federal statistical agencies to classify workers into occupational categories for the
purpose of collecting, calculating, or disseminating data. All workers are classified into one
of over 820 occupations according to their occupational definition. To facilitate classification,
occupations are combined to form 23 major groups, 96 minor groups, and 449 broad
occupations. Each broad occupation includes detailed occupation(s) requiring similar job
duties, skills, education, or experience. For detailed information, coding instructions, and
inclusions and exclusions, refer to http://stats.bls.gov/soc/soc_majo.ntm.

Yes; multiple entries in this field are appropriate if the person has more than one job.

U.S. Department of Labor, Bureau of Labor Statistics, Revising the Standard Occupational
Classification System, June 1999, Report 929 http://stats.bls.gov/soc/socrpt929.pdf

None.
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11. Industry or Economic activity

Definition: The type of industry or business in which the injured person was working at the
time of injury.

Uses: Knowing the type of industry or business the injured person was working in can help
employers and practitioners develop interventions that address work-related factors
associated with SDV. For example, certain occupations may have access to highly lethal
means for suicide which could be modified. For all injuries related to paid work, select the
code that best describes the industry or business in which the injured person was involved.

Economic Activity: Overview of Codes

1 Agriculture, Forestry, Fishing and Hunting

21 Mining, Quarrying, and Oil and Gas Extraction
22 Utilities

23 Construction

31-33 Manufacturing

42 Wholesale Trade

44-45 Retall Trade

48-49 Transportation and Warehousing

57 Information

52 Finance and Insurance

53 Real Estate and Rental and Leasing

54 Professional, Scientific, and Technical Services
55 Management of Companies and Enterprises
56 Administrative and Support and Waste Management and Remediation Services
61 Educational Services

62 Health Care and Social Assistance

71 Arts, Entertainment, and Recreation

72 Accommodation and Food Services

81 Other Services (except Public Administration)
92 Public Administration

Discussion: A summary description of the person’s work, identifying both occupation (or job title) and

industry can be used to encode both occupation and industry. Incorporating information
about both occupation and industry is important, because similar occupations confer
different health risks depending on the industry. For example, a painter in a shipyard
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