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Abstract

Problem/Condition: Suicidal thoughts and behaviors are important public health concerns in the United States. In 2008, a 
total of 36,035 persons died as a result of suicide, and approximately 666,000 persons visited hospital emergency departments 
for nonfatal, self-inflicted injuries. State-level data on suicide-related issues are needed to help establish program priorities and to 
evaluate the effectiveness of suicide prevention strategies. Public health surveillance with timely and consistent exchange of data 
between data collectors and prevention program implementers allows prevention program practitioners to implement effective 
prevention and control activities.
Reporting Period: January 1, 2008–December 31, 2009.
Description of System: The National Survey on Drug Use and Health (NSDUH) is a national- and state-level survey of a 
representative sample of the civilian, noninstitutionalized U.S. population aged ≥12 years. NSDUH collects data on health-risks 
related to the use of illicit drugs, alcohol, and tobacco; initiation of substance use; substance use disorders and treatment; health 
care; and mental health. This report summarizes data on responses to questions concerning suicidal thoughts and behaviors 
contained in the mental health section among sampled persons aged ≥18 years in all 50 states and the District of Columbia. This 
report analyzes data on the prevalence of suicidal thoughts, planning, and attempts by age, sex, race/ethnicity, and state from 
92,264 respondents in the 2008 and 2009 NSDUH.
Results: Prevalence estimates of suicidal thoughts and behaviors varied by sociodemographic factors, region, and state. During 
2008–2009, an estimated 8.3 million (annual average) adults aged ≥18 years in the United States (3.7% of the adult U.S. 
population) reported having suicidal thoughts in the past year. The prevalence of having suicidal thoughts ranged from 2.1% 
in Georgia to 6.8% in Utah. An estimated 2.2 million (annual average) adults in the United States (1.0% of the adult U.S. 
population) reported having made suicide plans in the past year. The prevalence of reports of suicide planning ranged from 0.1% 
in Georgia to 2.8% in Rhode Island. An estimated 1 million (annual average) adults in the United States (0.5% of the U.S. adult 
population) reported making a suicide attempt in the past year. The prevalence of reports of suicide attempts ranged from 0.1% 
in Delaware and Georgia to 1.5% in Rhode Island. The prevalence of suicidal thoughts, suicide planning, and suicide attempts 
was significantly higher among young adults aged 18–29 years than it was among adults aged ≥30 years. The prevalence of suicidal 
thoughts was significantly higher among females than it was among males, but there was no statistically significant difference for 
suicide planning or suicide attempts.
Interpretation: The findings in this report indicate that substantial variations exist at the regional and state level in the prevalence 
of adults who had suicidal thoughts, made plans to attempt suicide, and attempted suicide in the past year. Geographic differences 
in prevalence might be attributable to selective migration, sociodemographic composition of the population, or the local social 
environment (e.g., social relationship indicators such as divorce rates or resources for access to health care). These findings emphasize 
the importance of continued surveillance to collect locally relevant data on which to base prevention and control activities. 
Public Health Action: A better understanding of the patterns of the precursors to suicide is crucial to planning and evaluating a 
broad spectrum of suicide prevention efforts. These results can be used by state health departments and federal agencies to measure 

progress toward achieving national and state health objectives (e.g., 
those outlined in the National Strategy for Suicide Prevention). 
Continued surveillance is needed to design, implement, and 
evaluate public health policies and programs that can lead to a 
reduction in morbidity and mortality related to suicide-related 
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thoughts and behaviors. Possible strategies to implement could include universal strategies (e.g., public education campaigns that 
focus on improving recognition of suicide risk) and indicated strategies (e.g., cognitive-behavioral therapy) that address the needs 
of persons exhibiting certain risk factors (e.g., persons who have made suicide attempts).

Introduction
Self-directed violence encompasses a range of behaviors, 

ranging from nonsuicidal intentional self-harm (i.e., 
behaviors in which the intention is not to kill oneself, as in 
self-mutilation) to acts of fatal and nonfatal suicidal behavior 
(1). Injury from self-directed violence is a major public health 
issue throughout the United States and worldwide (2–5). In 
2008, suicide was the 10th leading cause of death in the United 
States, resulting in 36,035 deaths (6). Suicide is a problem 
throughout the life span; it is the fourth leading cause of death 
among children aged 10–14 years, the third among persons 
aged 15–24 years, the fourth among persons aged 25–44 years, 
and the eighth among those aged 45–64 years (6). Suicides 
reflect only a portion of the number of persons affected by 
suicidal thoughts and behaviors (Figure 1). Substantially more 
persons are hospitalized as a result of nonfatal suicidal behaviors 
than are fatally injured, and an even greater number are either 
treated in ambulatory settings or not treated at all (7,8). During 
2007–2008, an estimated average of 569,000 persons visited 
U.S. hospital emergency departments annually for self-directed 
violence, 70%, of whom had attempted suicide (9–11). 
According to at least one nationally representative report, 
56.8% of persons who engage in suicidal behavior never seek 

health services (12). Consequently, prevalence figures based on 
health-care encounters substantially underestimate the societal 
burden of suicidal behavior. For this reason, a broad array of 
assessment tools is needed to gain a better understanding of 
the magnitude of the problem.

Multiple assessment tools are used to understand the extent 
of suicide thoughts and behaviors collect data on deaths and 
nonfatal injuries. The National Vital Statistics System (NVSS) 
compiles demographic and causal data on all death certificates 
filed in the United States. NVSS final mortality data include 
all fatalities in the United States, but these data provide 
limited information about the exact nature and circumstances 
of the injury (13). The National Hospital Discharge Survey 
(NHDS) and the Health Care and Utilization Project 
(HCUP) measure inpatient care and hospital utilization 
(13). Although they provide detailed information about the 
nature of injuries, treatment, and discharge disposition, both 
HCUP and NHDS are limited because not all states require 
external cause-of-injury coding, which identifies the intent of 
the injury, on hospital discharge records. In 2004, the State 
and Territorial Injury Prevention Directors’ Association (now 
named the Safe States Alliance) reported that only 43.8% 
of the medical records for which an injury was the principal 
diagnosis had an accompanying E-code (14). The National 
Hospital Ambulatory Medical Care Survey (NHAMCS) 
and the National Electronic Injury Surveillance System–All 
Injury Program (NEISS-AIP) collect data about all types and 
external causes of nonfatal injuries and poisonings treated in 
either U.S. hospital emergency departments (EDs) or hospital 
outpatient departments. However, although these systems are 
nationally representative, they do not have state-level samples 
(15). NSDUH data complement data from these other systems. 
Community surveys such as NSDUH can obtain data on 
injuries that do not result in death or severe injury, occur 
outside the hospital environment, or occur in settings for which 
vital statistics or hospital-based data are unavailable (16,17). 

Population surveys capture data that can convey a different 
understanding of the problem than information based on 
health-care system encounters. In general, persons self-report 
occurrence of disease to a different extent than clinicians 
diagnose; similarly, they report risk or protective factors on 
surveys to a different degree than they reveal to their health-care 
providers (18). Multiple factors account for these differences. 
Some persons do not seek or do not have access to health 
care, so events involving these persons never appear in health 

35,045 deaths*
rate:† 15.2

197,838 hospitalizations§

rate: 86.0 

323,342 emergency departments visits¶

rate: 140.6 

FIGURE 1. Public health burden of suicidal behavior among adults 
aged ≥18 years — United States, 2008

* Source: CDC’s National  Vital Statistics System.
† All rates per 100,000 population; population estimates provided by U.S. Census 

Bureau.
§ Source: Agency for Healthcare Research and Quality’s Healthcare Cost and 

Utilization Project–Nationwide Inpatient Sample.
¶ Source: CDC’s National Electronic Injury Surveillance System–All Injury 

Program. 
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records. In addition, persons tend to report fewer health 
problems to a health-care provider than they actually have 
(19,20). Anonymous population surveys can be perceived to 
be less intimidating to a respondent than a potential authority 
figure such as a health-care provider (21) and thus can provide 
data that complement other sources and that can be more 
comprehensive for policymaking and for making comparisons 
between population groups. A recent review of assessments 
examining primarily population-based surveys of suicidal 
thoughts and behavior among adults aged ≥18 years in the 12 
months preceding the assessment indicated that 2.1%–10% 
of respondents reported having suicidal thoughts and 0.2%–
2% reported making suicide attempts (22); these findings 
indicate that population surveys can provide researchers with 
a different perspective on the prevalence of suicidal thoughts 
and behaviors than those provided by death certificates or 
medical records.

Population surveys must be made relevant to the populations 
that they monitor. National estimates of the prevalence of 
suicidal thoughts and behaviors can be used to draw attention 
to the magnitude of the problem and are useful for establishing 
national health priorities. Nationally representative data also 
can be used to examine differences in rates among groups (e.g., 
sex, racial/ethnic, and age groups) and geographic regions. They 
are also useful in aggregating sufficient numbers of rare cases of 
a particular type of injury to identify patterns and mechanisms 
of injury. However, the national-level data alone convey only 
a partial picture of the public health burden of suicide-related 
events because there is substantial variation between areas. For 
example, rates of suicide have been demonstrated to vary more 
than threefold by geographic region (23).

The National Strategy for Suicide Prevention identified 
a need for data at the national, tribal, state, and local levels 
(24). Tribal, state, and local data can be used to help public 
health authorities establish local program priorities and 
evaluate the effectiveness of their suicide prevention strategies 
(13,25,26). The national public health surveillance capability 
requires a strong foundation of surveillance capacity at all 
levels of local, state, tribal and federal public health and the 
ability to rapidly, consistently, and securely exchange and 
share such data, detect events, and take appropriate public 
health actions. U.S. public health surveillance traditionally 
has been administered through state health departments. 
Because the implementation of prevention measures frequently 
involves interacting with persons, families, and community 
organizations (e.g., by providing education and performing 
training), most prevention programs are implemented at the 
tribal, state, and community levels (13). As problems and needs 
are identified, public support is garnered at the local level, 
and multiple organizations (including health-care providers, 

schools, civic groups, athletic leagues, businesses, and public 
safety departments) frequently work together to address injury 
hazards and concerns.

The lack of state-level data on the extent of suicidal thoughts 
and behaviors limits the ability of program practitioners to 
act in a focused fashion where the problem is the most acute. 
A population-based survey can provide some of this needed 
information. This report is the first to present state-level data 
on suicidal thoughts, planning, and attempts among adults. 
Another reason it is important to gather data about nonfatal 
suicidal behavior is that persons who made suicide attempts 
are one of the highest risk groups for subsequent death from 
suicide (2). These state-level data can be used by state health 
departments and federal agencies to measure progress toward 
achieving national and state health objectives as part of the 
NSSP or state suicide prevention plans (24,27). 

Methods
This report summarizes national estimates on suicidal 

thoughts and behaviors by age, sex, race/ethnicity, education, 
current employment, and county type (i.e., based on population 
size). In addition, this report presents corresponding state-
specific estimates by age, sex, race/ethnicity. A total of 92,264 
persons aged ≥18 years participated in the National Survey 
on Drug Use and Health (NSDUH) during 2008–2009 (28). 
NSDUH is the only ongoing survey that collects national- and 
state-level data on suicidal thoughts and behaviors among the 
civilian, noninstitutionalized U.S. population aged ≥18 years. 
NSDUH is conducted annually by the Substance Abuse and 
Mental Health Services Administration (SAMHSA); data 
sources have been described in detail previously (28). 

Sample Design
In 2008 and 2009, NSDUH employed a state-based design 

with an independent, multistage area probability sample within 
each state and the District of Columbia. The total population 
within each state is based on population estimates provided 
by the U.S. Census Bureau. The eight states with the largest 
populations (California, Florida, Illinois, Michigan, New York, 
Ohio, Pennsylvania, and Texas), which together accounted for 
48% of the total U.S. population, were designated as “large 
sample states” and had sample sizes ranging from 3,556 to 
3,830 persons in 2008 and from 3,557 to 3,707 persons in 
2009. For the remaining 42 states and the District of Columbia, 
the target sample sizes ranged from 876 to 981 persons in 2008 
and from 886 to 984 persons in 2009. Youths and young 
adults aged 12–25 years were oversampled so that each state’s 
sample was distributed approximately equally among three age 
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groups: persons aged 12–17 years, persons aged 18–25 years, 
and persons aged ≥26 years. This design resulted in a sample 
size for the 2-year period of approximately 4,800 adults (2,740 
persons aged 18–29 years and 2,060 aged ≥30 years) in each 
of the eight largest states and 1,200 adults (685 persons aged 
18–29 years and 515 persons aged ≥30 years) in each of the 
other 42 states (29).

Questionnaire
In both 2008 and 2009, all adult respondents were asked 

whether they had thought seriously about trying to kill 
themselves at any time during the past 12 months. Those 
respondents who reported having had serious suicidal thoughts 
were then asked whether, in the past 12 months, they had made 
any plans to kill themselves and whether they had tried to kill 
themselves. Before 2008, these questions were asked only of 
persons who reported having had at least one major depressive 
episode during the past year. Survey questions are available at 
http://oas.samhsa.gov/nsduh/2k8MRB/2k8Q.pdf.

Data Collection and Processing
The NSDUH data col lect ion method involved 

conducting in-person interviews with selected persons and 
incorporating procedures designed to increase respondents’ 
cooperation and willingness to report honestly about 
sensitive issues. Confidentiality was stressed in all written 
and oral communications with potential respondents. Audio-
computer–assisted self-interviewing (ACASI) methods were 
used to provide respondents a private and confidential way 
to record answers. Interview data were compiled in a data 
file that consists of one record for each completed interview. 
Although some editing and consistency checks that are built 
into ACASI were performed during the interview, additional, 
more complex edits and consistency checks were applied after 
the interview was completed during data processing. Statistical 
imputation was used to replace missing or ambiguous values 
after editing for some key variables, but no imputation was 
done for suicide-related variables.

Weighting
The general approach to developing and calibrating analysis 

weights involved developing design-based weights as the 
product of the inverse of the selection probabilities at each 
selection stage. Adjustment factors then were applied to adjust 
for nonresponse, to poststratify to known population control 
totals, and to control for extreme weights when necessary. 
Because this report combines data for 2 years, person-level 
weights for estimates of annual averages were obtained by 

dividing the analysis weights by two. Weighted response rates 
for household screening and for interviewing were 89.0% 
and 74.4%, respectively, for the 2008 survey and 88.8% and 
75.6%, respectively, for the 2009 survey.

Statistical Analyses
National prevalence (population and percentage estimates, 

relative standard errors, and 95% confidence intervals [CIs]) 
were estimated for adults aged ≥18 years who had suicidal 
thoughts, made any suicide plans, or attempted suicide in the 
past year and were analyzed by selected sociodemographic 
characteristics. Chi-square tests were applied to test for 
statistical significance of the associations between suicidal 
thoughts and behaviors and sociodemographic characteristics 
at the bivariate level. A p value of <0.05 was considered 
statistically significant.

Then the prevalence was estimated (population and 
percentage estimates, relative standard errors, and 95% CIs) 
for adults aged ≥18 years who had suicidal thoughts in the 
past year by sociodemographic characteristics, overall for the 
United States, and by age, sex, race/ethnicity, region, county 
type, and state. Classification of race/ethnicity and geographic 
regions were based on U.S. Census Bureau recommendations 
(29). Definitions of county type are based on U.S. Department 
of Agriculture classifications: large metropolitan areas have a 
population of ≥1 million persons, small metropolitan areas have 
a population of <1 million persons, and nonmetropolitan areas 
are those areas that are outside of metropolitan statistical areas 
(30). Next, prevalence was assessed for adults who made any 
suicide plans in the past year by these characteristics. Finally, 
prevalence was estimated for adults who attempted suicide 
in the past year by these same factors. SUDAAN software 
(31) was used to account for the complex sample design and 
sampling weights.

Direct survey estimates produced for this report that were 
considered to be unreliable because of unacceptably large 
sampling errors are not reported. This occurred among certain 
racial/ethnic populations (e.g., American Indians/Alaska 
Natives). The suppression criteria are based on the relative 
standard error (RSE, defined as the ratio of the SE over the 
estimate), actual sample size, and effective sample size for each 
estimate. According to the suppression criteria, prevalence 
estimates are suppressed if any of the following occurred: 
1) the prevalence estimate is <0.005% or >99.995%, 2) the 
relative standard error of the negative natural logarithm of 
the estimated proportion p (where p is the prevalence divided 
by 100) is >0.175 if the prevalence is ≤50%, 3) the relative 
standard error of the negative of the natural logarithm of (1-p) 
is >0.175 if the prevalence is >50%, 4) the actual sample size 

http://oas.samhsa.gov/nsduh/2k8MRB/2k8Q.pdf
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is <100, or 5) the effective sample size (defined as the actual 
sample size divided by the design effect) is <68. The 2008 
and 2009 NSDUH suppression rules have been published 
previously (29). The 95% CIs are asymmetric; asymmetric CIs 
are often more appropriate when dealing with small percentages 
(32). In this report, prevalence estimates are rounded to the 
nearest tenth, and therefore some numbers are recorded as 
<0.1%.

Results
Suicidal Thoughts and Behaviors

The prevalence rates of suicidal thoughts and behaviors 
are presented by sociodemographic characteristics (Table 1). 
During 2008–2009, an estimated 8.3 million (annual average) 
adults in the United States (3.7% of the adult U.S. population) 
reported having had suicidal thoughts in the past year. Adults 
aged 18–29 years were more likely than their older counterparts 
to have had suicidal thoughts, made any suicide plans, and 
attempted suicide in the past year. Females were more likely 
than males to have had suicidal thoughts in the past year 
but not more likely to have made suicide plans or attempted 
suicide. The racial/ethnic group with the highest prevalence 
for having suicidal thoughts and for making any suicide plans 
was non-Hispanic whites; the group with the lowest prevalence 
for suicidal thoughts and planning was non-Hispanic Asians. 
Non-Hispanic blacks were more likely than non-Hispanic 
Asians to report a suicide attempt in the past year. Adults with 
less than a high school education were more likely than college 
graduates to have had suicidal thoughts, made suicide plans, 
and attempted suicide in the past year. Unemployed adults were 
more likely than those with full-time employment to have had 
suicidal thoughts, made suicide plans, and attempted suicide in 
the past year. Adults in the Midwest and West were more likely 
to have had suicidal thoughts than those in the Northeast and 
South. Adults in the Midwest were more likely to have made 
suicide plans than those in the South. However, prevalence of 
suicide attempts did not vary by region. In addition, prevalence 
of past-year suicidal thoughts, plans, and attempts did not 
differ by the type of county in which adults resided (Table 1).

During 2008–2009, among adults aged ≥18 years, the 
estimated prevalence of suicidal thoughts ranged from 2.1% 
in Georgia to 6.8% in Utah (U.S. average: 3.7%)(Figure 2). 
The estimated prevalence of having made suicide plans ranged 
from 0.1% in Georgia to 2.8% in Rhode Island (U.S. average: 
1.0%). The estimated prevalence of having made a suicide 
attempt ranged from 0.1% in Georgia and Delaware to 1.5% 
in Rhode Island (U.S. average: 0.5%) (Table 2).

Suicidal Thoughts
An estimated 2.9 million (annual average) persons aged 

18–29 years in the United States had suicidal thoughts in 
the past year (5.7% of the age-group population). In this age 
group, prevalence ranged from 3.3% in North Carolina to 
8.8% in Nevada. During 2008–2009, an estimated 5.5 million 
(annual average) persons aged ≥30 years in the United States 
had suicidal thoughts in the past year (3.1% of the population) 
(Table 3). In this age group, prevalence ranged from 1.6% in 
Georgia, Louisiana, and Mississippi to 6.5% in Rhode Island 
(Table 3). 

During 2008–2009, an estimated 3.8 million (annual 
average) adult males in the United States had suicidal thoughts 
in the past year (3.5% of the adult male population). Among 
males, the prevalence ranged from 1.3% in Mississippi to 7.1% 
in Rhode Island. During 2008–2009, an estimated 4.6 million 
(annual average) female adults in the United States (3.9% of 
the adult female population) had suicidal thoughts in the past 
year (Table 4). Among adult females, prevalence ranged from 
1.5% in Georgia to 9.1% in Nevada (Table 4). 

During 2008–2009, an estimated 6.0 million (annual 
average) non-Hispanic white adults in the United States (3.9% 
of the non-Hispanic white population) had suicidal thoughts 
in the past year. Among non-Hispanic white adults, prevalence 
ranged from 1.7% in Hawaii to 7.5% in Utah. During that 
same period, an estimated 911,000 (annual average) non-
Hispanic black adults in the United States (3.5% of the non-
Hispanic black adult population) had suicidal thoughts in the 
past year. Among states with stable estimates for non-Hispanic 
black adults, prevalence ranged from 0.8% in Connecticut to 
7.5% in Arkansas. During 2008–2009, an estimated 933,000 

FIGURE 2. Average annual prevalence of suicidal thoughts among 
adults aged ≥18 years, by state — National Survey on Drug Use and 
Health, United States, 2008–2009*

* U.S. average: 3.7.

4.5–6.8
4.0–4.4
3.2–3.9
2.1–3.1

DC
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(annual average) Hispanic adults in the United States (3.0% 
of the Hispanic adult population) had suicidal thoughts in 
the past year. Among states with stable estimates for Hispanic 
adults, prevalence ranged from 0.6% in South Carolina to 
8.6% in Wyoming. During that period, an estimated 208,000 
(annual average) non-Hispanic Asian adults in the United 
States (2.1% of the adult non-Hispanic Asian population) had 
suicidal thoughts in the past year. Among states with stable 
estimates for non-Hispanic Asian adults, prevalence ranged 
from 1.2% in Florida to 3.8% in Michigan (Table 5).

Suicide Plans
During 2008–2009, an estimated 2.2 million (annual 

average) adults in the United States (1.0% of the U.S. adult 
population) reported making suicide plans in the past year 
(Table 1). An estimated 821,000 (annual average) persons 
aged 18–29 years in the United States (1.6% of the age group 
population) made suicide plans in the past year. In this age 
group, prevalence ranged from 0.4% in Georgia to 3.5% 
in Arkansas. During 2008–2009, an estimated 1.4 million 
(annual average) persons aged ≥30 years in the United States 
(0.8% of the age-group population) made suicide plans in the 
past year. In this age group, prevalence ranged from 0.1% in 
Mississippi to 2.8% in Rhode Island (Table 6). 

During 2008–2009, an estimated 1.0 million (annual 
average) adult males in the United States (1.0% of the adult 
male population) made suicide plans in the past year. Among 
males, prevalence ranged from 0.1% in Georgia to 4.1% in 
Rhode Island. During 2008–2009, an estimated 1.2 million 
(annual average) adult females in the United States (1.0% of 
the female population) made suicide plans in the past year. 
Among females, prevalence ranged from 0.1% in Georgia to 
3.1% in Nevada (Table 7). 

During 2008–2009, an estimated 1.6 million (annual 
average) non-Hispanic white adults in the United States 
(1.0% of the adult non-Hispanic white population) made 
any suicide plans in the past year. Among non-Hispanic white 
adults, prevalence ranged from 0.1% in Georgia to 3.3% in 
Nevada. During that same period, an estimated 262,000 
(annual average) non-Hispanic black adults in the United 
States (1.0% of the non-Hispanic black adult population) 
made suicide plans in the past year. Among states with stable 
estimates for non-Hispanic black adults, prevalence ranged 
from 0.2% in Delaware to 3.5% in Arkansas. During 2008–
2009, an estimated 267,000 (annual average) Hispanic adults 
in the United States (0.9% of the adult Hispanic population) 
made suicide plans in the past year. Among states with stable 
estimates for Hispanic adults, prevalence ranged from <0.1% 
in District of Columbia to 5.0% in Connecticut. During that 

period, an estimated 37,000 (annual average) non-Hispanic 
Asian adults in the United States (0.4% of the non-Hispanic 
Asian adult population) made suicide plans in the past year. 
Among states with stable estimates for non-Hispanic Asian 
adults, prevalence ranged from 0.1% in Illinois to 0.5% in 
California (Table 8).

Suicide Attempts
During 2008–2009, approximately 1.0 million (annual 

average) adults in the United States (0.5% of the adult U.S. 
population) reported making a suicide attempt in the past year 
(Table 2; Figure 2) An estimated 477,000 (annual average) 
persons aged 18–29 years in the United States (1.0% of the age-
group population) attempted suicide in the past year. In this 
age group, prevalence ranged from 0.1% in Iowa to 2.4% in 
Arkansas. During 2008–2009, an estimated 581,000 (annual 
average) persons aged ≥30 years in the United States (0.3% of 
the age-group population) attempted suicide in the past year. 
In this age group, prevalence ranged from 0.1% in Hawaii, 
Kentucky, Montana, New Hampshire, and North Dakota to 
1.3% in Rhode Island (Table 9).

During 2008–2009, an estimated 442,000 (annual average) 
adult males in the United States (0.4% of the adult male 
population) attempted suicide in the past year. Among males, 
prevalence ranged from <0.1% in Alaska, the District of 
Columbia, and Georgia to 2.2% in Rhode Island. During 
2008–2009, an estimated 616,000 (annual average) adult 
females in the United States (0.5% of the adult female 
population) attempted suicide in the past year. Among females, 
prevalence ranged from <0.1% in Montana and Virginia to 
1.3% in Connecticut (Table 10).

During 2008–2009, an estimated 663,000 (annual average) 
non-Hispanic white adults in the United States (0.4% of the 
adult non-Hispanic white population) attempted suicide in the 
past year. Among non-Hispanic white adults, prevalence ranged 
from <0.1% in Georgia to 1.5% in Rhode Island. During the 
same period, an estimated 182,000 (annual average) non-
Hispanic black adults in the United States (0.7% of the adult 
non-Hispanic black population) attempted suicide in the past 
year. Among states with stable estimates for non-Hispanic 
black adults, prevalence ranged from 0.1% in Pennsylvania 
to 2.0% in California. During 2008–2009, an estimated 
144,000 (annual average) Hispanic adults in the United 
States (0.5% of the population) attempted suicide in the past 
year. Among states with stable estimates for Hispanic adults, 
prevalence ranged from <0.1% in District of Columbia and 
Oregon to 3.0% in Connecticut. During that same period, 
an estimated 23,000 (annual average) non-Hispanic Asian 
adults in the United States (0.2% of the adult non-Hispanic 
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Asian population) attempted suicide in the past year. Among 
states with stable estimates for non-Hispanic Asian adults, 
prevalence ranged from 0.1% in California and Illinois to 
0.3% in Michigan and New York (Table 11).

Discussion
This report is the first to present state-level data concerning 

answers to questions related to suicidal thoughts, plans, 
and attempts from the 2008 and 2009 NSDUH (29).The 
successful previous use of NSDUH data to describe other 
health behaviors (e.g., use of alcohol, illicit substances, and 
tobacco) (33–35) indicates its potential to measure progress 
in achieving national health objectives (36). The data could be 
particularly useful for state prevention practitioners in assessing 
and understanding the problem in their area and evaluating 
suicide prevention programs. The data may also be useful in 
generating research examining the factors that contribute to 
the sociodemographic differences in suicidal thoughts and 
behaviors (e.g., differences in the social determinants of health) 
(37,38).

The NSDUH results reveal significant sociodemographic 
and geographic variations in the estimated past-year prevalence 
of having suicidal thoughts, having made plans to attempt 
suicide, and having attempted suicide. Several theories 
have been advanced that attempt to explain these regional 
differences (37). These theories attribute the differences to 
selective migration (i.e., populations with risk factors for 
suicidal behavior might migrate to the same geographic areas), 
to the sociodemographic composition of the population (i.e., 
certain regions have a greater percentage of persons who are 
members of sociodemographic groups that are at greater risk 
for suicidal behavior), or to the local social environment 
(e.g., unemployment levels, divorce rates, social support, or 
environmental factors such as increased access to lethal means) 
(39,40). Such variations might point to areas of emphasis for 
planning and evaluation of prevention activities. In addition 
to describing the overall prevalence of suicide-related health 
problems, NSDUH data can be used to compare various 
aspects of suicidal thoughts and behaviors, analyze prevalence 
among subpopulations of adults (e.g., by sex or age group), 
assess trends in suicidal thoughts and behaviors over time, 
monitor progress toward achieving national or state health 
objectives, provide comparable state data, and evaluate and 
improve suicide-related prevention policies and programs. 

Suicidal Thoughts
The prevalence of having seriously considered suicide differed 

by age, sex, state, and race/ethnicity. The prevalence of serious 

suicide consideration was higher among adults aged 18–29 
years than it was for the overall U.S. population. Three recent 
population-based studies that measured 12-month prevalence 
of suicidal thought (the National Comorbidity Survey [NCS], 
the National Comorbidity Survey Replication [NCS-R], and 
the Injury Control and Risk Survey [ICARIS]) also revealed 
a higher prevalence of having suicidal thoughts among 
young adults (12,41,42). Previous studies consistently have 
demonstrated higher rates of having suicidal thoughts among 
females (12,41–44). In these analyses, prevalence was higher 
for females in the United States overall and in the majority of 
states. Similarly, racial/ethnic prevalences of suicidal thoughts 
differed; overall rates were highest for non-Hispanic whites. 
However, none of the racial/ethnic differences was statistically 
significant among non-Hispanic whites, non-Hispanic blacks, 
or Hispanics. Existing evidence on racial/ethnic differences in 
suicidal thoughts also has been mixed. Lifetime prevalence for 
having suicidal thoughts among respondents to the National 
Longitudinal Alcohol Epidemiologic Survey (NLAES) was 
lowest among non-Hispanic blacks and non-Hispanic Asians, 
but no significant differences were observed in NCS or the 
National Epidemiologic Survey on Alcohol and Related Studies 
(NESARC), which replaced NLAES in 2001 (41,43,44). Based 
on NSDUH data reporting, state-level prevalence of adults 
reporting having seriously considered suicide varied widely 
(range: 2.1%–6.8).

Suicide Plans
NCS, NCS-R, and ICARIS provided comparable national 

estimates but not state-level estimates on having made a 
plan to engage in suicidal behavior (12,41,42), and none 
of these was a regular, ongoing survey. The only significant 
sociodemographic difference in those samples was a higher 
prevalence of suicide planning among those aged 18–24 years 
and 35–44 years (41). The data provided in this report support 
this finding. Adults aged 18–29 years had a significantly higher 
prevalence of suicide planning than those aged ≥30 years. The 
only significant racial/ethnic difference was a lower prevalence 
of suicide planning among non-Hispanic Asians than among 
other racial/ethnic populations. However, NCS published 
data did not include Asians (42). Based on NSDUH data, 
state-level prevalence of reported suicide planning ranged 
from 0.1% to 2.8%.

Suicide Attempts
Comparable national-level (but not state-level) data on the 

12-month prevalence of suicide attempts also are available 
from the NCS, NCS-R, NESARC and ICARIS samples 
(12,41,42). As in the NCS samples, the prevalence of suicide 
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attempts in the current analyses was significantly higher 
among those aged 18–29 years. The finding of no significant 
differences in previous 12-month suicide attempts by sex also 
supports the previous findings. The only significant racial/
ethnic difference identified in the current analyses was a lower 
prevalence of suicide attempts among non-Hispanic Asians. 
The NCS studies did not reveal any racial/ethnic differences 
in previous 12-month suicide attempts (41). In the ECA and 
NLAES samples, there were racial/ethnic differences in lifetime 
prevalence of suicide attempts; prevalence was lowest among 
non-Hispanic blacks (43,44). The ECA sample did not have an 
Asian population stratum for comparison. Although prevalence 
in the NLAES was qualitatively lowest among non-Hispanic 
blacks compared with other racial/ethnic groups, the estimated 
prevalence for non-Hispanic Asians was also low in this sample 
and did not differ significantly from that among non-Hispanic 
blacks. Based on the NSDUH data, state-level prevalence of 
adults reporting having made a suicide attempt varied widely 
(range: 0.1%–2.0%), this might in part reflect wide state-level 
differences in sociodemographic factors.

Limitations
The findings in this report are subject to at least three 

main limitations. First, because of low precision, certain 
estimates were suppressed after stratification by state and 
sociodemographic characteristics, which limited the ability 
to examine more age groups and certain racial/ethnic 
populations. However, the findings are comparable with those 
of previous studies examining similar types of thoughts and 
behaviors. Because this report focused on past-year prevalence 
of suicidal behaviors rather than on lifetime prevalence, it 
yielded lower estimates; however, the survey methodology 
reduced the potential for recall bias and thus provides more 
relevant information for current prevention and intervention 
(45). Previous studies have indicated that adults underreport 
suicidal thoughts that occurred when they were adolescents 
(46). Second, estimates from NSDUH are generalizable only 
to the civilian, noninstitutionalized population aged ≥18 years. 
Although this population includes the majority of the total 
U.S. population aged ≥18 years, it excludes active-duty military 
personnel, persons living in institutional group quarters (e.g., 
correctional facilities and residential drug treatment centers), 
and homeless persons not living in shelters on the survey date. 
In addition, suicidal thoughts and behaviors among American 
Indian/Alaska Native adults could not be reported because of 
low precision of sample estimates. Certain segments of these 
populations have a higher prevalence of some suicidal thoughts 
and behaviors than the general U.S. population, and thus 
this report might underestimate the actual prevalence rates of 

suicidal thoughts and behaviors among adults in the United 
States (47,48). Finally, NSDUH data are based on self-reports, 
not observations of actual incidents in the case of suicide 
attempts, and the extent of underreporting or overreporting of 
behaviors cannot be determined. Similar survey questions that 
were administered among high school students demonstrated 
good test-retest reliability (49). However, no reliability or 
validity data were obtained on the measures of thoughts, plans, 
and attempts among adults. In addition, respondents tend to 
recall events in the recent past better than those occurring more 
distantly (50). This could reflect why certain groups would 
have lower prevalences if their event was 11 months prior 
to the survey compared with others whose event was only 1 
month prior to the survey. Persons in the former group might 
not report their event because of recall bias, and so the finding 
might not mean that their rates were actually lower.

Conclusion
This report presents the first combined, representative 

state- and region-specific analyses of suicidal thoughts and 
behaviors among adults aged ≥18 years in the United States. 
The data presented in this report support other findings that 
the public health burden of suicidal thoughts and behaviors 
throughout the United States is much greater than the 
number of deaths (22). The findings in this report document 
important state-specific differences in the reported prevalence 
of suicidal thoughts, plans, and attempts both overall and 
when examined by age, sex, and race/ethnicity. For example, 
younger adults aged 18–29 years tended to report more suicidal 
thoughts, plans, and attempts in most states compared with 
those aged ≥30 years. The regional differences described in 
this report indicate some differences from state-level suicide 
analyses, which have consistently reported higher rates in the 
Rocky Mountain and western states (23). These studies have 
demonstrated that regional differences in demographic patterns 
(i.e., age, race/ethnicity, and sex) and in suicide methods do 
not account completely for variations in suicide. Nonfatal 
suicidal behavior has been demonstrated to have different 
patterns from fatal behavior, which might account for the 
differences between the state patterns in this report compared 
with patterns from mortality reports (40). For example, rates 
of fatal suicidal behavior are higher among males and middle 
aged or older adults whereas rates of nonfatal suicidal behavior 
are higher among females and adolescents and young adults (2).

In 1999, to maximize the benefits of suicide prevention 
efforts and resources, the U.S. Surgeon General issued the Call 
to Action to Prevent Suicide, which recommended using a 
public health approach to address suicide-related issues (51,52). 
The first step of such an approach is to define and assess the 
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problem, which includes measuring characteristics of persons 
who engage in the behavior. Whereas state vital statistics 
systems usually contain mortality data, sources of nonfatal 
population-level data on those who seriously consider or who 
make a plan to attempt suicide are limited. Furthermore, data 
that allow for state-specific assessments and comparisons of 
the prevalence of nonfatal suicidal behavior across states are 
lacking (26).

Although several other national surveys have conducted 
analyses of sociodemographic differences in suicidal thoughts 
or behaviors (12,41–43), they did not collect state-level data. 
For example, NCS (conducted during 1990–1992) and 
NCS-R (conducted during 2001–2003) were both nationally 
representative household surveys of U.S. adults (41,42). These 
surveys used fully structured research diagnostic interviews to 
assess the prevalence and correlates of psychiatric disorders and 
included sociodemographic factors; parental psychopathology; 
a 12-month and lifetime prevalence of suicidal thoughts, 
plans, gestures, and attempts together with their treatment; 
and mental disorders based on the criteria of the Diagnostic 
and Statistical Manual of Mental Disorders, fourth edition 
(DSM-IV) (53). For each survey, approximately 10,000 
respondents were interviewed. NESARC, conducted during 
2001–2002, was a nationally representative survey focusing 
on the distribution and correlates of alcohol use disorders 
and associated conditions but included questions on suicidal 
thoughts and behaviors. It included 43,093 respondents (35). 
NSDUH uses epidemiologically based questions to assess 
sociodemographic characteristics and a 12-month prevalence 
of suicidal thoughts, plans, and attempts as well as other mental 
health and substance misuse–related issues. For NSDUH, 
approximately 92,000 respondents were interviewed in the 
50 states and the District of Columbia.

Multiple individual, peer, family, community, and societal 
factors have been associated with suicidal behaviors. For 
example, levels of mental illness, substance misuse, family 
dysfunction, and violence victimization might be higher in 
communities with higher reports of suicidal behaviors (54). 
Similarly, suicidal behaviors tend to be higher in communities 
with low levels of social integration, high unemployment, 
lack of access to health-care services, and unstable social 
environments (54). The variations identified in this report 
might reflect differences in the prevalence of risk factors and 
socioeconomic composition of the study populations. 

The wide variations identified between the age groups, 
sexes, and racial/ethnic populations in suicidal thoughts 
and behaviors indicate that different strategies are needed to 
address the needs of these diverse groups and eliminate health 
disparities. Several states have initiated multiple prevention 
strategies designed to reduce the impact of injuries from 

suicidal behavior, including improving data collection efforts, 
public education campaigns, crisis intervention services, and 
family support programs (27,55). These strategies should be 
evaluated and, if documented to be effective, adapted for use 
in other states, particularly those with the highest reports of 
suicidal behavior.

Further studies are needed to better understand the effect 
of known risk and protective factors on the development and 
prevalence of suicidal thoughts and behaviors. These state-
specific results can be of great utility in assessing a state’s status 
on this health indicator in relation to neighboring states and 
within and across geographic regions. Only a small proportion 
of those who attempt suicide eventually die by suicide (56). 
However, persons with a past history of suicide attempts are 
at greater risk for dying by suicide than those who do not 
have such a history (3). Possible suicide-prevention strategies 
to implement could include universal strategies (e.g., public 
education campaigns that focus on improving recognition of 
suicide risk) and indicated strategies (e.g., cognitive-behavioral 
therapy) that address the needs of persons exhibiting certain risk 
factors (e.g., persons who have made suicide attempts) (57).
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TABLE 1. Annual average estimated number* and percentage of adults aged ≥18 years who had suicidal thoughts or engaged in suicidal 
behaviors during the previous year, by selected demographic characteristics — National Survey on Drug Use and Health, United States, 
2008–2009†

Characteristic

Thought Plan Attempt

No. % (95% CI) No. % (95% CI) No. % (95% CI)

Sex
Male 3,789 3.5 (3.2–3.8) 1,045 1.0 (0.8–1.1) 442 0.4 (0.3–0.5)
Female 4,571 3.9 (3.7–4.2) 1,218 1.0 (0.9–1.2) 616 0.5 (0.4–0.6)

Age group (yrs)
18–29 2,865 5.7 (5.4–6.0) 821 1.6 (1.5–1.8) 477 1.0 (0.8–1.1)
≥30 5,494 3.1 (2.9–3.4) 1,442 0.8 (0.7–0.9) 581 0.3 (0.3–0.4)

Race/Ethnicity
White, non-Hispanic 6,044 3.9 (3.7–4.1) 1,616 1.0 (0.9–1.2) 663 0.4 (0.4–0.5)
Black, non-Hispanic 911 3.5 (3.1–4.0) 262 1.0 (0.8–1.3) 182 0.7 (0.5–0.9)
Hispanic§ 933 3.0 (2.6–3.6) 267 0.9 (0.6–1.2) 144 0.5 (0.3–0.6)
Asian, non-Hispanic 208 2.1 (1.6–2.8) 37 0.4 (0.2–0.6) 23 0.2 (0.1–0.6)

Education
Less than high school 1,373 4.0 (3.5–4.4) 429 1.2 (1.0–1.5) 247 0.7 (0.6–0.9)
High school graduate¶ 2,823 4.0 (3.7–4.4) 730 1.0 (0.9–1.2) 393 0.6 (0.5–0.7)
Some college 2,359 4.1 (3.8–4.5) 672 1.2 (1.0–1.4) 304 0.5 (0.4–0.7)
College graduate or higher 1,805 2.8 (2.5–3.2) 433 0.7 (0.5–0.9) 113 0.2 (0.1–0.3)

Current employment
Full-time 3,679 3.1 (2.9–3.3) 844 0.7 (0.6–0.8) 351 0.3 (0.2–0.4)
Part-time 1,380 4.5 (4.0–5.0) 405 1.3 (1.1–1.6) 200 0.6 (0.5–0.9)
Unemployed 768 6.5 (5.6–7.5) 244 2.1 (1.6–2.7) 118 1.0 (0.8–1.3)
Other** 2,532 3.9 (3.6–4.3) 770 1.2 (1.0–1.4) 389 0.6 (0.5–0.8)

County type
Large metropolitan area†† 4,353 3.6 (3.4–3.9) 1,148 1.0 (0.8–1.1) 559 0.5 (0.4–0.6)
Small metropolitan area§§ 2,692 3.9 (3.6–4.3) 777 1.1 (1.0–1.3) 351 0.5 (0.4–0.6)
Nonmetropolitan area¶¶ 1,315 3.5 (3.2–4.0) 338 0.9 (0.8–1.1) 148 0.4 (0.3–0.5)

Total** 8,359 3.7 (3.5–3.9) 2,263 1.0 (0.9–1.1) 1,058 0.5 (0.4–0.5)

Abbreviations: CI = confidence interval; thought = had serious thoughts of suicide; plan = made any suicide plan; attempt = attempted suicide.
 * In thousands.
 † Estimates are based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were excluded.
 § Persons of Hispanic origin can be of any race
 ¶ Includes persons with a general education diploma.
 ** Includes retired persons, disabled persons, homemakers, students, or other persons not in the labor force.
 †† Area with a population of ≥1 million persons.
 §§ Area with a population of <1 million persons.
 ¶¶ Area that is outside of a metropolitan statistical area; includes urbanized counties with a population of ≥20,000 persons in urbanized areas, less urbanized counties 

with a population of ≥2,500 persons but <20,000 persons in urbanized areas, and completely rural counties with a population of <2,500 persons in urbanized 
areas.

 ** Totals exclude persons with missing or unknown race and ethnicity. Totals might vary due to rounding.



Surveillance Summaries

MMWR / October 21, 2011 / Vol. 60 / No. 13 13

TABLE 2. Annual average estimated number* and percentage of adults aged ≥18 years who had serious thoughts of suicide, made any suicide 
plan, or attempted suicide during the previous year, by state and geographic region — National Survey on Drug Use and Health, United 
States, 2008–2009†

Region/State

Thought Plan Attempt

No. % (95% CI) No. % (95% CI) No. % (95%CI)

Geographic region§

Northeast 1,469 3.5 (3.1–3.9) 358 0.9 (0.7–1.1) 182 0.4 (0.3–0.6)
Midwest 2,122 4.3 (4.0–4.7) 598 1.2 (1.0–1.4) 271 0.5 (0.4–0.7)
South 2,647 3.2 (2.9–3.5) 734 0.9 (0.8–1.1) 353 0.4 (0.3–0.5)
West 2,122 4.1 (3.7–4.5) 572 1.1 (0.9–1.3) 252 0.5 (0.4–0.6)

State
Alabama 109 3.1 (2.1–4.7) 38 1.1 (0.6–2.0) 6 0.2 (0.1–0.4)
Alaska 16 3.4 (2.2–5.1) 5 1.0 (0.4–2.2) 1 0.2 (<0.1–0.8)
Arizona 199 4.2 (3.0–5.8) 43 0.9 (0.5–1.5) 29 0.6 (0.3–1.3)
Arkansas 105 5.0 (3.5–7.0) 30 1.4 (0.9–2.4) 19 0.9 (0.4–2.0)
California 912 3.4 (2.8–4.1) 244 0.9 (0.7–1.3) 118 0.4 (0.3–0.7)
Colorado 169 4.6 (3.1–6.9) 50 1.4 (0.6–3.1) 14 0.4 (0.2–0.7)
Connecticut 114 4.3 (3.2–5.8) 32 1.2 (0.6–2.3) 26 1.0 (0.5–1.9)
Delaware 15 2.3 (1.5–3.6) 3 0.5 (0.2–1.2) 1 0.1 (<0.1–0.3)
District of Columbia 21 4.5 (2.9–6.8) 4 0.9 (0.3–2.1) 2 0.4 (0.1–0.8)
Florida 520 3.7 (3.1–4.5) 175 1.3 (0.9–1.8) 73 0.5 (0.3–0.9)
Georgia 146 2.1 (1.3–3.3) 6 0.1 (<0.1–0.2) 6 0.1 (<0.1–0.3)
Hawaii 37 3.9 (2.7–5.6) 10 1.0 (0.5–2.0) 2 0.2 (0.1–0.5)
Idaho 66 6.0 (4.3–8.4) 12 1.1 (0.6–1.9) 6 0.6 (0.3–1.2)
Illinois 403 4.2 (3.6–5.0) 97 1.0 (0.7–1.4) 43 0.5 (0.3–0.7)
Indiana 215 4.6 (3.4–6.1) 64 1.4 (0.8–2.4) 17 0.4 (0.2–0.8)
Iowa 91 4.0 (2.9–5.6) 23 1.0 (0.5–2.0) 7 0.3 (0.1–0.9)
Kansas 59 2.9 (2.1–4.1) 14 0.7 (0.3–1.3) 10 0.5 (0.2–1.2)
Kentucky 114 3.6 (2.4–5.4) 26 0.8 (0.5–1.5) 8 0.2 (0.1–0.6)
Louisiana 79 2.5 (1.6–3.7) 32 1.0 (0.5–2.0) 13 0.4 (0.2–0.8)
Maine 53 5.1 (3.6–7.2) 22 2.1 (1.1–4.2) 8 0.8 (0.3–2.3)
Maryland 122 2.9 (1.8–4.7) 27 0.6 (0.3–1.3) 11 0.3 (0.1–0.8)
Massachusetts 183 3.7 (2.5–5.3) 54 1.1 (0.5–2.2) 10 0.2 (0.1–0.4)
Michigan 332 4.4 (3.7–5.3) 117 1.6 (1.1–2.1) 58 0.8 (0.5–1.1)
Minnesota 168 4.3 (3.1–6.0) 59 1.5 (0.8–2.8) 29 0.8 (0.3–2.0)
Mississippi 50 2.4 (1.8–3.1) 13 0.6 (0.4–1.0) 9 0.4 (0.2–0.9)
Missouri 198 4.5 (3.1–6.5) 40 0.9 (0.4–2.1) 14 0.3 (0.1–1.1)
Montana 31 4.3 (3.1–5.7) 11 1.4 (0.9–2.3) 2 0.3 (0.1–0.7)
Nebraska 53 4.1 (2.8–6.0) 13 1.0 (0.6–1.7) 7 0.5 (0.3–0.9)
Nevada 124 6.5 (4.3–9.6) 42 2.2 (1.3–3.9) 10 0.5 (0.2–1.2)
New Hampshire 30 3.0 (2.2–4.0) 10 1.0 (0.6–1.6) 4 0.3 (0.2–0.8)
New Jersey 190 2.9 (1.9–4.5) 59 0.9 (0.3–2.3) 39 0.6 (0.2–2.1)
New Mexico 64 4.4 (2.8–6.8) 13 0.9 (0.6–1.4) 10 0.7 (0.3–1.3)
New York 539 3.6 (3.0–4.4) 90 0.6 (0.4–0.9) 56 0.4 (0.2–0.7)
North Carolina 232 3.4 (2.2–5.3) 74 1.1 (0.6–1.9) 33 0.5 (0.2–1.1)
North Dakota 13 2.7 (1.7–4.3) 4 0.8 (0.3–2.0) 2 0.3 (0.1–0.8)
Ohio 384 4.5 (3.7–5.4) 118 1.4 (0.9–2.1) 60 0.7 (0.5–1.0)
Oklahoma 79 3.0 (2.0–4.3) 24 0.9 (0.4–1.9) 11 0.4 (0.2–0.9)
Oregon 125 4.3 (3.0–6.1) 42 1.5 (0.7–3.1) 13 0.4 (0.2–1.1)
Pennsylvania 291 3.1 (2.5–3.7) 61 0.6 (0.4–1.0) 26 0.3 (0.1–0.5)
Rhode Island 50 6.2 (4.5–8.5) 22 2.8 (1.5–5.0) 12 1.5 (0.7–3.4)
South Carolina. 111 3.3 (2.0–5.6) 45 1.4 (0.5–3.8) 12 0.4 (0.1–1.0)
South Dakota 22 3.7 (2.6–5.3) 5 0.9 (0.5–1.6) 2 0.4 (0.2–0.7)
Tennessee 167 3.6 (2.4–5.3) 43 0.9 (0.5–1.8) 13 0.3 (0.1–0.7)
Texas 554 3.2 (2.6–4.0) 149 0.9 (0.6–1.3) 109 0.6 (0.4–1.0)
Utah 128 6.8 (5.0–9.3) 28 1.5 (0.8–2.8) 9 0.5 (0.2–1.0)
Vermont 19 3.9 (2.6–5.8) 8 1.5 (0.9–2.7) 2 0.5 (0.2–1.1)
Virginia 160 2.8 (1.9–4.1) 31 0.5 (0.2–1.4) 17 0.3 (0.1–1.1)
Washington 230 4.7 (3.4–6.4) 68 1.4 (0.7–2.8) 36 0.7 (0.3–2.0)
West Virginia 62 4.4 (3.1–6.2) 13 0.9 (0.4–2.1) 10 0.7 (0.3–2.0)
Wisconsin 184 4.3 (3.1–6.1) 45 1.1 (0.6–1.8) 21 0.5 (0.2–1.0)
Wyoming 20 5.1 (3.5–7.4) 6 1.4 (0.7–2.6) 2 0.5 (0.2–1.1)

Total 8,359 3.7 (3.5–3.9) 2,263 1.0 (0.9–1.1) 1,058 0.5 (0.4–0.5)

Abbreviations: CI = confidence interval; thought = had serious thoughts of suicide; plan = made any suicide plan; attempt = attempted suicide.
* In thousands.
† Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were excluded.
§ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: Illinois, Indiana, Iowa, Kansas, Michigan, 

Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, 
Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, 
New Mexico, Oregon, Utah, Washington, and Wyoming.
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TABLE 3. Annual average estimated number* and percentage of adults aged ≥18 years who had seriously considered suicide 
during the previous year, by state/area and age group — National Survey on Drug Use and Health, United States, 
2008–2009†

Region/State

18–29 yrs ≥30 yrs

No. % (95% CI) No. % (95% CI)

Geographic region§

Midwest 740 6.7 (6.2–7.3) 1,381 3.6 (3.2–4.0)
Northeast 514 5.7 (5.0–6.5) 955 2.9 (2.5–3.4)
South 875 4.9 (4.4–5.4) 1,772 2.8 (2.4–3.1)
West 736 6.0 (5.4–6.8) 1,386 3.5 (3.0–4.0)

State
Alabama 41 5.5 (3.7–8.2) 68 2.5 (1.3–4.6)
Alaska 6 5.5 (3.1–9.5) 10 2.7 (1.7–4.4)
Arizona 78 7.1 (4.7–10.5) 121 3.3 (2.1–5.2)
Arkansas 37 8.1 (5.5–11.8) 68 4.1 (2.4–7.0)
California 362 5.6 (4.7–6.8) 549 2.7 (2.0–3.6)
Colorado 37 4.5 (2.8–7.1) 132 4.7 (2.8–7.6)
Connecticut 34 6.2 (3.6–10.5) 80 3.8 (2.5–5.9)
Delaware 6 4.7 (3.3–6.6) 9 1.7 (0.9–3.3)
District of Columbia 7 4.9 (3.2–7.3) 14 4.3 (2.6–7.2)
Florida 151 5.7 (4.6–7.1) 370 3.3 (2.5–4.2)
Georgia 58 3.7 (2.0–6.8) 88 1.6 (0.8–3.3)
Hawaii 13 6.9 (4.4–10.7) 24 3.2 (1.9–5.1)
Idaho 18 6.8 (4.9–9.2) 48 5.8 (3.7–9.0)
Illinois 124 5.6 (4.6–6.8) 279 3.8 (3.0–4.9)
Indiana 73 7.0 (5.3–9.2) 142 3.9 (2.5–5.9)
Iowa 34 7.1 (4.9–10.2) 57 3.2 (2.0–5.1)
Kansas 26 5.5 (3.9–7.7) 33 2.1 (1.2–3.7)
Kentucky 28 4.0 (2.7–5.8) 86 3.5 (2.1–5.8)
Louisiana 40 5.5 (3.8–7.8) 40 1.6 (0.8–3.2)
Maine 13 6.9 (4.5–10.3) 39 4.7 (3.0–7.5)
Maryland 52 5.7 (3.6–8.9) 70 2.1 (1.0–4.6)
Massachusetts 60 5.5 (3.6–8.2) 123 3.2 (1.9–5.3)
Michigan 131 7.9 (6.8–9.2) 201 3.4 (2.7–4.5)
Minnesota 63 7.3 (5.1–10.5) 105 3.5 (2.2–5.4)
Mississippi 24 5.2 (3.5–7.4) 26 1.6 (0.9–2.7)
Missouri 60 6.2 (4.2–9.2) 137 4.0 (2.4–6.6)
Montana 12 7.7 (5.1–11.4) 20 3.4 (2.2–5.1)
Nebraska 16 5.2 (3.6–7.6) 38 3.7 (2.2–6.4)
Nevada 36 8.8 (5.6–13.5) 88 5.9 (3.4–9.9)
New Hampshire 11 5.6 (3.9–8.0) 19 2.3 (1.5–3.5)
New Jersey 86 6.3 (4.0–9.8) 104 2.0 (1.0–3.9)
New Mexico 19 5.7 (3.9–8.3) 45 4.1 (2.1–7.5)
New York 195 5.9 (4.8–7.2) 344 3.0 (2.3–3.9)
North Carolina 49 3.3 (2.2–5.0) 183 3.4 (1.9–6.1)
North Dakota 4 3.4 (2.2–5.2) 9 2.5 (1.3–4.5)
Ohio 122 6.8 (5.6–8.1) 262 3.9 (3.0–5.0)
Oklahoma 30 5.3 (3.6–7.7) 49 2.4 (1.4–4.0)
Oregon 36 6.0 (4.4–8.2) 88 3.9 (2.5–6.0)
Pennsylvania 98 5.0 (4.0–6.1) 193 2.6 (2.0–3.4)
Rhode Island 10 5.1 (3.2–8.0) 40 6.5 (4.4–9.5)
South Carolina 31 4.5 (3.1–6.4) 80 3.0 (1.5–5.9)
South Dakota 12 8.3 (6.3–10.8) 10 2.3 (1.2–4.3)
Tennessee 52 5.2 (3.5–7.6) 115 3.2 (1.8–5.4)
Texas 173 4.2 (3.4–5.2) 380 2.9 (2.2–3.9)
Utah 44 7.9 (5.5–11.4) 84 6.4 (4.3–9.4)
Vermont 7 7.3 (5.2–10.2) 12 3.1 (1.8–5.4)
Virginia 81 6.4 (4.1–9.8) 79 1.8 (0.9–3.3)
Washington 69 6.2 (4.2–9.2) 161 4.2 (2.7–6.6)
West Virginia 16 5.9 (4.2–8.2) 47 4.1 (2.5–6.6)
Wisconsin 76 8.4 (6.2–11.2) 108 3.2 (1.9–5.4)
Wyoming 5 6.3 (4.3–9.2) 15 4.7 (2.9–7.8)

Total 2,865 5.7 (5.4–6.0) 5,494 3.1 (2.9–3.4)

Abbreviation: CI = confidence interval.
* In thousands.
† Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were excluded
§ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: Illinois, Indiana, Iowa, 

Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, Arkansas, Delaware, District of Columbia, Florida, 
Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, Arizona, 
California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming.
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TABLE 4. Annual average estimated number* and percentage of adults aged ≥18 years who had seriously considered 
suicide during the previous year, by state and sex — National Survey on Drug Use and Health, United States, 
2008–2009†

Region/State

Male Female

No. % (95% CI) No. % (95% CI)

Geographic region§

Midwest 956 4.0 (3.5–4.5) 1,166 4.6 (4.1–5.1)
Northeast 643 3.2 (2.8–3.8) 826 3.8 (3.3–4.4)
South 1,256 3.2 (2.8–3.7) 1,391 3.2 (2.9–3.7)
West 934 3.7 (3.1–4.3) 1,188 4.5 (3.9–5.1)

State
Alabama 53 3.3 (1.7–6.2) 56 3.0 (1.6–5.5)
Alaska 7 3.0 (1.5–5.9) 9 3.7 (2.5–5.6)
Arizona 92 4.0 (2.3–6.7) 106 4.4 (3.0–6.4)
Arkansas 49 4.9 (2.9–8.1) 56 5.1 (3.3–7.8)
California 404 3.1 (2.3–4.1) 508 3.7 (3.0–4.7)
Colorado 99 5.5 (2.8–10.4) 71 3.8 (2.5–5.9)
Connecticut 59 4.6 (2.7–7.7) 55 4.0 (2.6–6.3)
Delaware 7 2.2 (1.1–4.2) 8 2.4 (1.4–4.2)
District of Columbia 7 3.2 (1.6–6.4) 14 5.6 (3.5–8.8)
Florida 224 3.3 (2.5–4.4) 296 4.1 (3.1–5.2)
Georgia 91 2.7 (1.5–5.0) 55 1.5 (0.9–2.6)
Hawaii 17 3.6 (2.5–5.2) 20 4.2 (2.3–7.3)
Idaho 27 5.1 (3.1–8.2) 39 7.0 (4.7–10.4)
Illinois 172 3.7 (2.8–5.0) 231 4.7 (3.8–5.9)
Indiana 82 3.6 (2.1–6.2) 133 5.5 (3.8–7.9)
Iowa 38 3.5 (2.1–5.7) 53 4.6 (3.0–7.0)
Kansas 20 2.0 (1.1–3.7) 39 3.7 (2.5–5.5)
Kentucky 47 3.1 (1.7–5.7) 67 4.1 (2.4–6.8)
Louisiana 42 2.8 (1.5–4.9) 37 2.2 (1.3–3.6)
Maine 27 5.4 (3.1–9.3) 26 4.9 (3.3–7.1)
Maryland 52 2.6 (1.4–4.7) 71 3.2 (1.7–6.1)
Massachusetts 72 3.0 (1.6–5.4) 112 4.3 (2.7–6.7)
Michigan 154 4.3 (3.3–5.5) 178 4.6 (3.7–5.7)
Minnesota 76 3.9 (2.4–6.5) 93 4.7 (3.1–7.1)
Mississippi 13 1.3 (0.8–2.0) 37 3.3 (2.3–4.7)
Missouri 85 4.0 (2.4–6.8) 113 4.9 (3.0–7.9)
Montana 15 4.3 (2.8–6.6) 16 4.2 (2.6–7.0)
Nebraska 26 4.0 (2.1–7.7) 28 4.1 (2.7–6.3)
Nevada 37 3.8 (2.2–6.6) 87 9.1 (5.4–15.0)
New Hampshire 18 3.6 (2.6–5.1) 12 2.4 (1.4–4.0)
New Jersey 63 2.0 (1.4–3.0) 127 3.7 (2.0–6.8)
New Mexico 22 3.1 (1.7–5.5) 43 5.7 (3.1–10.2)
New York 242 3.5 (2.6–4.6) 296 3.8 (3.0–4.9)
North Carolina 129 4.0 (2.4–6.7) 103 2.9 (1.4–5.7)
North Dakota 6 2.6 (1.4–5.1) 7 2.7 (1.6–4.7)
Ohio 184 4.5 (3.3–6.1) 200 4.5 (3.5–5.6)
Oklahoma 38 3.0 (1.7–5.2) 41 3.0 (1.8–4.9)
Oregon 65 4.6 (2.7–7.5) 60 4.0 (2.4–6.6)
Pennsylvania 126 2.8 (2.0–3.8) 166 3.3 (2.6–4.4)
Rhode Island 27 7.1 (4.1–11.8) 23 5.4 (4.0–7.2)
South Carolina 76 4.9 (2.4–9.4) 35 2.0 (1.1–3.5)
South Dakota 11 3.9 (2.6–6.0) 11 3.5 (2.2–5.6)
Tennessee 94 4.3 (2.5–7.2) 73 3.0 (1.9–4.6)
Texas 230 2.7 (2.0–3.8) 323 3.7 (2.8–4.8)
Utah 52 5.6 (3.6–8.5) 76 8.1 (5.4–11.9)
Vermont 10 4.2 (2.3–7.8) 9 3.6 (2.3–5.5)
Virginia 79 2.9 (1.6–5.2) 81 2.7 (1.5–4.6)
Washington 85 3.5 (2.1–5.7) 146 5.8 (3.8–8.6)
West Virginia 25 3.7 (2.3–5.6) 37 5.1 (2.9–8.9)
Wisconsin 102 4.9 (3.0–8.0) 82 3.8 (2.6–5.5)
Wyoming 12 6.0 (3.3–10.7) 8 4.1 (2.4–7.0)

Total 3,789 3.5 (3.2–3.8) 4,571 3.9 (3.7–4.2)

Abbreviation: CI = confidence interval.
* In thousands.
† Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were excluded
§ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: Illinois, Indiana, Iowa, 

Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, Arkansas, Delaware, District of Columbia, 
Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, 
Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming.
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TABLE 5. Annual average estimated number* and percentage of adults aged ≥18 years who had seriously considered suicide during the previous 
year, by state and race/ethnicity — National Survey on Drug Use and Health, United States, 2008–2009†

Region/State

White, non-Hispanic Black, non-Hispanic Hispanic§ Asian, non-Hispanic

No. % (95%CI) No. % (95%CI) No. % (95% CI) No. % (95% CI)

Geographic region¶

Midwest 1,740 4.3 (3.9–4.7) 192 4.2 (3.2–5.5) 127 4.8 (3.1–7.3) 24 2.2 (1.2–3.8)
Northeast 1,161 3.8 (3.4–4.3) 128 3.0 (2.1–4.1) 131 3.0 (2.1–4.3) 27 1.2 (0.7–2.4)
South 1,787 3.3 (3.0–3.7) 470 3.2 (2.7–3.9) 284 2.6 (2.0–3.3) 51 2.6 (1.3–5.1)
West 1,357 4.5 (3.9–5.1) 121 5.0 (3.2–7.6) 390 3.1 (2.4–4.0) 107 2.3 (1.5–3.4)

State
Alabama 75 3.0 (2.0–4.6) 33 3.8 (1.5–9.5) —** — — — — —
Alaska 14 4.0 (2.7–6.1) — — — — — — — — —
Arizona 144 4.7 (3.1–7.2) — — — 38 3.1 (1.4–6.6) — — —
Arkansas 79 4.8 (3.2–7.1) 22 7.5 (3.8–14.2) — — — — — —
California 439 3.5 (2.6–4.7) 85 5.0 (3.0–8.4) 255 2.9 (2.1–4.0) 74 2.2 (1.4–3.6)
Colorado 130 4.8 (2.8–8.0) — — — 19 3.0 (1.1–8.4) — — —
Connecticut 94 4.6 (3.2–6.6) 2 0.8 (0.3–2.5) 17 6.3 (3.0–12.7) — — —
Delaware 12 2.5 (1.5–3.9) 3 2.4 (0.8–6.6) <1 0.7 (0.2–2.7) — — —
District of Columbia 5 2.9 (1.5–5.6) 15 6.1 (3.6–10.2) 1 1.9 (0.6–6.0) — — —
Florida 382 4.3 (3.3–5.7) 78 4.1 (2.7–6.2) 38 1.3 (0.8–2.3) 3 1.2 (0.4–3.8)
Georgia 89 2.1 (1.1–4.1) 42 2.1 (1.3–3.5) — — — — — —
Hawaii 4 1.7 (0.8–3.5) — — — 3 4.4 (2.5–7.6) 12 3.1 (1.3–7.2)
Idaho 59 6.1 (4.3–8.5) — — — — — — — — —
Illinois 297 4.6 (3.8–5.6) 38 2.9 (1.8–4.7) 47 3.7 (2.2–6.2) 6 1.6 (0.5–5.1)
Indiana 192 4.8 (3.6–6.5) 9 2.4 (1.2–4.7) — — — — — —
Iowa 70 3.4 (2.4–4.8) — — — — — — — — —
Kansas 50 2.9 (1.9–4.4) — — — 3 1.7 (0.5–5.3) — — —
Kentucky 104 3.7 (2.4–5.6) 4 1.9 (0.7–4.7) — — — — — —
Louisiana 52 2.5 (1.5–3.9) 26 2.7 (1.3–5.7) — — — — — —
Maine 51 5.1 (3.6–7.3) — — — — — — — — —
Maryland 80 3.1 (1.7–5.9) 37 3.1 (1.4–6.8) — — — — — —
Massachusetts 141 3.5 (2.3–5.3) — — — — — — — — —
Michigan 286 4.8 (4.0–5.8) 29 3.0 (1.9–4.9) 7 2.5 (1.1–5.6) 7 3.8 (1.5–9.4)
Minnesota 157 4.6 (3.2–6.5) — — — — — — — — —
Mississippi 30 2.3 (1.6–3.2) 17 2.4 (1.4–4.0) — — — — — —
Missouri 167 4.5 (3.1–6.6) — — — — — — — — —
Montana 27 4.1 (2.9–5.7) — — — — — — — — —
Nebraska 47 4.1 (2.7–6.2) — — — — — — — — —
Nevada 88 7.4 (5.3–10.3) — — — — — — — — —
New Hampshire 28 3.0 (2.2–4.0) — — — — — — — — —
New Jersey 158 3.8 (2.3–6.3) 15 1.9 (0.9–3.9) 11 1.1 (0.5–2.7) — — —
New Mexico 24 3.7 (2.3–5.9) — — — 19 3.1 (1.8–5.1) — — —
New York 390 4.2 (3.4–5.3) 57 2.7 (1.5–4.8) 66 2.9 (1.6–5.3) 19 1.8 (0.8–4.2)
North Carolina 199 4.2 (2.5–6.9) 20 1.4 (0.6–3.4) — — — — — —
North Dakota 12 2.7 (1.7–4.4) — — — — — — — — —
Ohio 301 4.1 (3.4–5.0) 49 5.3 (3.5–7.9) — — — — — —
Oklahoma 61 3.1 (1.9–4.9) — — — — — — — — —
Oregon 110 4.6 (2.9–7.0) — — — 3 1.2 (0.4–3.2) — — —
Pennsylvania 234 3.0 (2.3–3.7) 37 4.2 (2.5–6.8) 10 2.7 (1.3–5.4) — — —
Rhode Island 47 7.1 (5.1–9.7) — — — — — — — — —
South Carolina 88 3.9 (2.1–7.0) 22 2.5 (1.2–5.1) 1 0.6 (0.2–2.0) — — —
South Dakota 18 3.5 (2.3–5.1) — — — — — — — —
Tennessee 122 3.3 (2.2–4.8) 35 4.9 (2.1–11.5) — — — — — —
Texas 251 2.9 (2.1–3.9) 79 4.1 (2.6–6.5) 189 3.3 (2.5–4.4) — — —
Utah 117 7.5 (5.3–10.5) — — — 2 1.2 (0.3–4.8) — — —
Vermont 18 3.9 (2.5–5.9) — — — — — — — — —
Virginia 102 2.6 (1.6–3.9) 32 3.0 (1.1–8.3) — — — — — —
Washington 185 4.8 (3.3–6.9) — — — 10 2.5 (0.9–6.9) — — —
West Virginia 57 4.3 (2.9–6.4) — — — — — — — — —
Wisconsin 143 3.8 (2.6–5.5) — — — — — — — — —
Wyoming 17 4.9 (3.1–7.6) — — — 2 8.6 (4.3–16.3) — — —

Total 6,044 3.9 (3.7–4.1) 911 3.5 (3.1–4.0) 933 3.0 (2.6–3.6) 208 2.1 (1.6–2.8)

Abbreviation: CI = confidence interval.
 * In thousands.
 † Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were excluded.
 § Persons of Hispanic origin can be of any race.
 ¶ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: Illinois, Indiana, Iowa, Kansas, Michigan, 

Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, 
Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New 
Mexico, Oregon, Utah, Washington, and Wyoming.

 ** Low precision; no estimate reported. According to the suppression criteria, prevalence estimates are suppressed if any of the following occurred: the prevalence estimate is < 0.005% or 
>99.995%; the relative standard error of the negative natural logarithm of the estimated proportion p (where p is the prevalence divided by 100) is >0.175 if the prevalence is ≤50%; the 
relative standard error of the negative of the natural logarithm of (1-p) is >0.175 if the prevalence is >50%; the actual sample size is <100; or the effective sample size (defined as the actual 
sample size divided by the design effect) is <68.
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TABLE 6. Annual average estimated number* and percentage of adults aged ≥18 years who had made 
suicide plans during the previous year, by state and age group — National Survey on Drug Use and Health, 
United States, 2008–2009†

Region/State

18–29 yrs ≥30yrs

No. % (95% CI) No. % (95% CI)

Geographic region§

Midwest 221 2.0 (1.7–2.4) 377 1.0 (0.8–1.2)
Northeast 138 1.5 (1.2–1.9) 220 0.7 (0.5–1.0)
South 258 1.4 (1.2–1.7) 476 0.7 (0.6–0.9)
West 203 1.7 (1.4–2.0) 369 0.9 (0.7–1.2)

State
Alabama 16 2.1 (1.2–3.5) 22 0.8 (0.3–2.3)
Alaska 2 1.8 (0.6–5.6) 3 0.7 (0.3–1.7)
Arizona 12 1.1 (0.5–2.3) 30 0.8 (0.4–1.6)
Arkansas 16 3.5 (1.7–7.2) 14 0.9 (0.3–2.2)
California 106 1.6 (1.2–2.3) 138 0.7 (0.4–1.2)
Colorado 15 1.8 (1.0–3.2) 34 1.2 (0.4–3.7)
Connecticut 9 1.6 (0.8–3.3) 23 1.1 (0.4–2.9)
Delaware 2 1.3 (0.6–2.5) 1 0.3 (<0.1–1.6)
District of Columbia 1 1.0 (0.5–2.0) 3 0.8 (0.2–2.8)
Florida 41 1.6 (1.1–2.3) 134 1.2 (0.8–1.8)
Georgia 6 0.4 (0.1–1.1) —¶ — —
Hawaii 5 2.7 (1.2–6.1) 5 0.6 (0.2–1.8)
Idaho 5 1.7 (1.0–2.9) 7 0.9 (0.4–1.9)
Illinois 33 1.5 (1.1–2.0) 64 0.9 (0.5–1.4)
Indiana 30 2.9 (1.7–4.9) 34 0.9 (0.4–2.3)
Iowa 8 1.7 (0.7–4.0) 15 0.8 (0.4–2.0)
Kansas 6 1.2 (0.6–2.5) 8 0.5 (0.2–1.4)
Kentucky 8 1.2 (0.6–2.2) 18 0.7 (0.3–1.7)
Louisiana 12 1.7 (0.8–3.5) 20 0.8 (0.3–2.1)
Maine 4 1.9 (0.9–4.3) 18 2.2 (1.0–4.9)
Maryland 13 1.4 (0.7–2.7) 14 0.4 (0.1–1.4)
Massachusetts 26 2.4 (1.3–4.4) 28 0.7 (0.3–2.0)
Michigan 46 2.8 (2.1–3.7) 71 1.2 (0.8–2.0)
Minnesota 22 2.5 (1.3–4.8) 37 1.2 (0.5–3.1)
Mississippi 10 2.3 (1.4–3.6) 2 0.1 (<0.1–0.6)
Missouri 19 1.9 (0.7–5.5) 21 0.6 (0.2–1.9)
Montana 4 2.5 (1.2–5.3) 7 1.2 (0.6–2.1)
Nebraska 6 2.0 (1.1–3.6) 7 0.7 (0.3–1.9)
Nevada 14 3.3 (1.5–7.2) 29 1.9 (0.9–4.1)
New Hampshire 3 1.5 (0.8–2.9) 7 0.8 (0.4–1.6)
New Jersey 19 1.4 (0.6–3.0) 40 0.8 (0.2–2.9)
New Mexico 7 1.9 (1.1–3.4) 7 0.6 (0.3–1.3)
New York 49 1.5 (1.0–2.2) 41 0.4 (0.2–0.8)
North Carolina 17 1.1 (0.5–2.6) 57 1.1 (0.5–2.1)
North Dakota 1 1.0 (0.4–2.5) 3 0.8 (0.3–2.2)
Ohio 34 1.9 (1.3–2.6) 84 1.2 (0.7–2.2)
Oklahoma 7 1.3 (0.5–3.0) 17 0.8 (0.3–2.1)
Oregon 11 1.9 (1.0–3.4) 31 1.3 (0.5–3.4)
Pennsylvania 20 1.0 (0.7–1.5) 40 0.5 (0.3–1.0)
Rhode Island 5 2.8 (1.3–5.8) 17 2.8 (1.3–5.9)
South Carolina 8 1.1 (0.6–2.0) 37 1.4 (0.4–4.7)
South Dakota 3 2.1 (1.3–3.4) 2 0.5 (0.1–1.6)
Tennessee 18 1.8 (0.9–3.7) 25 0.7 (0.3–1.7)
Texas 65 1.6 (1.1–2.3) 84 0.6 (0.3–1.3)
Utah 9 1.7 (0.9–3.0) 19 1.4 (0.6–3.5)
Vermont 3 2.9 (1.6–5.2) 5 1.2 (0.6–2.6)
Virginia 13 1.0 (0.6–1.9) 18 0.4 (0.1–1.7)
Washington 11 1.0 (0.5–2.2) 56 1.5 (0.6–3.6)
West Virginia 4 1.4 (0.8–2.5) 9 0.8 (0.3–2.5)
Wisconsin 15 1.7 (0.9–3.0) 29 0.9 (0.4–1.9)
Wyoming 2 2.3 (1.3–4.1) 4 1.1 (0.5–2.7)

Total 821 1.6 (1.5–1.8) 1,442 0.8 (0.7–0.9)
Abbreviation: CI = confidence interval.
* In thousands.
† Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were 

excluded.
§ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: 

Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, 
Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South 
Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New 
Mexico, Oregon, Utah, Washington, and Wyoming.

¶ Low precision; no estimate reported. According to the suppression criteria, prevalence estimates are suppressed if any of the following 
occurred: the prevalence estimate is < 0.005% or >99.995%; the relative standard error of the negative natural logarithm of the estimated 
proportion p (where p is the prevalence divided by 100) is >0.175 if the prevalence is ≤50%; the relative standard error of the negative of 
the natural logarithm of (1-p) is >0.175 if the prevalence is >50%; the actual sample size is <100; or the effective sample size (defined as 
the actual sample size divided by the design effect) is <68.
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TABLE 7. Annual average estimated number* and percentage of adults aged ≥18 years who had 
made suicide plans during the previous year, by state and sex — National Survey on Drug Use and 
Health, United States, 2008–2009†

Region/State

Male Female

No. % (95% CI) No. % (95% CI)

Geographic region§

Midwest 278 1.2 (0.9–1.5) 320 1.3 (1.0–1.5)
Northeast 165 0.8 (0.6–1.1) 194 0.9 (0.6–1.2)
South 352 0.9 (0.7–1.1) 382 0.9 (0.7–1.1)
West 251 1.0 (0.7–1.4) 322 1.2 (0.9–1.6)

State
Alabama 16 1.0 (0.4–2.5) 22 1.2 (0.5–2.8)
Alaska 2 0.8 (0.3–2.4) 3 1.1 (0.4–2.9)
Arizona 22 0.9 (0.4–2.4) 21 0.9 (0.4–1.9)
Arkansas 11 1.1 (0.4–3.1) 19 1.8 (0.9–3.5)
California 117 0.9 (0.5–1.5) 127 0.9 (0.6–1.5)
Colorado 30 1.6 (0.4–6.0) 20 1.1 (0.6–2.0)
Connecticut 14 1.1 (0.3–3.5) 18 1.3 (0.6–3.1)
Delaware 1 0.5 (0.1–2.6) 2 0.5 (0.2–1.1)
District of Columbia 3 1.2 (0.3–4.3) 1 0.6 (0.2–1.3)
Florida 65 1.0 (0.6–1.5) 110 1.5 (1.0–2.3)
Georgia 3 0.1 (<0.1–0.4) 3 0.1 (<0.1–0.4)
Hawaii 4 0.9 (0.4–2.3) 5 1.1 (0.4–2.8)
Idaho 5 0.9 (0.4–2.2) 7 1.2 (0.6–2.4)
Illinois 50 1.1 (0.6–1.9) 47 1.0 (0.7–1.4)
Indiana 25 1.1 (0.5–2.5) 39 1.6 (0.7–3.3)
Iowa 5 0.5 (0.1–1.8) 17 1.5 (0.7–3.4)
Kansas 8 0.8 (0.2–2.3) 6 0.6 (0.3–1.1)
Kentucky 11 0.7 (0.3–1.9) 15 0.9 (0.4–2.0)
Louisiana 21 1.4 (0.6–3.1) 12 0.7 (0.2–2.2)
Maine 10 2.1 (0.6–6.9) 12 2.2 (1.0–4.6)
Maryland 15 0.7 (0.3–2.1) 12 0.6 (0.3–1.2)
Massachusetts 17 0.7 (0.2–2.1) 37 1.4 (0.7–3.2)
Michigan 51 1.4 (0.9–2.2) 67 1.7 (1.1–2.6)
Minnesota 21 1.1 (0.4–2.8) 38 1.9 (0.8–4.5)
Mississippi 3 0.3 (0.2–0.5) 10 0.9 (0.5–1.6)
Missouri 26 1.2 (0.4–3.4) 14 0.6 (0.2–2.0)
Montana 5 1.3 (0.6–3.0) 6 1.5 (0.6–3.6)
Nebraska 4 0.7 (0.2–1.8) 9 1.4 (0.7–2.5)
Nevada 13 1.4 (0.6–3.4) 29 3.1 (1.6–5.9)
New Hampshire 5 1.1 (0.6–1.9) 4 0.9 (0.4–2.0)
New Jersey 17 0.6 (0.1–2.1) 41 1.2 (0.4–4.0)
New Mexico 3 0.5 (0.2–1.1) 10 1.4 (0.8–2.3)
New York 48 0.7 (0.3–1.4) 43 0.6 (0.3–0.9)
North Carolina 44 1.4 (0.6–3.0) 30 0.8 (0.3–2.3)
North Dakota 1 0.6 (0.2–1.8) 3 1.1 (0.4–2.9)
Ohio 56 1.4 (0.6–2.9) 61 1.4 (0.9–2.1)
Oklahoma 12 1.0 (0.3–3.2) 12 0.9 (0.4–1.9)
Oregon 24 1.7 (0.6–5.0) 18 1.2 (0.5–3.1)
Pennsylvania 33 0.7 (0.4–1.4) 27 0.6 (0.3–0.9)
Rhode Island 16 4.1 (1.8–8.6) 7 1.6 (0.8–3.4)
South Carolina 40 2.6 (0.8–7.7) 5 0.3 (0.1–0.7)
South Dakota 4 1.4 (0.7–3.0) 1 0.3 (0.1–0.7)
Tennessee 21 1.0 (0.4–2.2) 22 0.9 (0.3–2.4)
Texas 59 0.7 (0.4–1.2) 90 1.0 (0.6–1.7)
Utah 11 1.1 (0.4–2.9) 18 1.9 (1.0–3.6)
Vermont 4 1.6 (0.7–3.6) 4 1.5 (0.7–3.0)
Virginia 24 0.9 (0.3–2.9) 8 0.3 (0.1–0.6)
Washington 11 0.5 (0.2–1.3) 56 2.2 (1.0–4.9)
West Virginia 4 0.6 (0.2–2.1) 9 1.2 (0.4–3.4)
Wisconsin 27 1.3 (0.6–2.8) 18 0.8 (0.4–1.6)
Wyoming 3 1.7 (0.7–4.2) 2 1.0 (0.5–2.1)

Total 1,045 1.0 (0.8–1.1) 1,218 1.0 (0.9–1.2)

Abbreviation: CI = confidence interval.
* In thousands.
† Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information 

were excluded.
§ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. 
Midwest: Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. 
South: Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North 
Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, Arizona, California, Colorado, 
Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming.
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TABLE 8. Annual average estimated number* and percentage of adults aged ≥18 years who had made suicide plans during the previous year, 
by state and race/ethnicity — National Survey on Drug Use and Health, United States, 2008–2009†

Region/State

White, non-Hispanic Black, non-Hispanic Hispanic§ Asian, non-Hispanic

No. % (95% CI) No. % (95% CI) No. % (95% CI) No. % (95% CI)

Geographic region¶

Midwest 481 1.2 (1.0–1.4) 45 1.0 (0.6–1.5) 51 1.9 (0.8–4.5) 6 0.6 (0.2–1.5)
Northeast 249 0.8 (0.6–1.1) 43 1.0 (0.6–1.7) 56 1.3 (0.7–2.4) 3 0.1 (<0.1–0.6)
South 484 0.9 (0.7–1.1) 138 0.9 (0.7–1.3) 71 0.7 (0.4–1.2) 10 0.5 (0.1–1.8)
West 402 1.3 (1.0–1.7) 36 1.5 (0.6–3.7) 88 0.7 (0.5–1.0) 18 0.4 (0.2–0.7)

State
Alabama 34 1.4 (0.7–2.8) 4 0.5 (0.1–1.5) —** — — — — —
Alaska 4 1.3 (0.5–3.0) — — — — — — — — —
Arizona 31 1.0 (0.5–1.9) — — — 8 0.7 (0.2–2.3) — — —
Arkansas 20 1.2 (0.6–2.2) 11 3.5 (1.3–9.2) — — — — — —
California 128 1.0 (0.6–1.7) 33 2.0 (0.7–5.2) 62 0.7 (0.4–1.2) 15 0.5 (0.2–0.9)
Colorado 41 1.5 (0.6–3.9) — — — 6 0.9 (0.3–2.7) — — —
Connecticut 18 0.9 (0.4–2.1) 1 0.3 (0.1–1.4) 14 5.0 (1.8–12.7) — — —
Delaware 3 0.5 (0.2–1.6) <1 0.2 (<0.1–1.3) — — — — — —
District of Columbia 1 0.6 (0.3–1.1) 3 1.3 (0.4–3.9) <1 <0.1 (<0.1–0.2) — — —
Florida 124 1.4 (0.8–2.5) 22 1.2 (0.6–2.3) 9 0.3 (0.1–0.8) — — —
Georgia 1 0.0 (<0.1–0.1) 5 0.3 (0.1–0.8) — — — — — —
Hawaii 2 0.7 (0.2–2.5) — — — — — — 1 0.3 (0.2–0.6)
Idaho 10 1.1 (0.6–2.0) — — — 1 1.1 (0.3–3.6) — — —
Illinois 66 1.0 (0.7–1.5) 9 0.7 (0.3–1.6) 17 1.4 (0.5–3.9) <1 <0.1 (<0.1–0.9)
Indiana 61 1.5 (0.9–2.7) — — — — — — — — —
Iowa 16 0.8 (0.4–1.6) — — — — — — — — —
Kansas 13 0.8 (0.4–1.6) <1 0.5 (0.1–1.5) <1 <0.1 (<0.1–0.9) — — —
Kentucky 23 0.8 (0.4–1.5) — — — — — — — — —
Louisiana 20 1.0 (0.4–2.2) 11 1.2 (0.3–4.1) — — — — — —
Maine 22 2.2 (1.1–4.4) — — — — — — — — —
Maryland 9 0.4 (0.1–1.0) 13 1.1 (0.4–3.5) — — — — — —
Massachusetts 41 1.0 (0.5–2.2) — — — — — — — — —
Michigan 96 1.6 (1.1–2.3) 15 1.5 (0.7–3.3) 2 0.7 (0.2–2.3) — — —
Minnesota 57 1.7 (0.9–3.2) — — — — — — — — —
Mississippi 8 0.6 (0.3–1.1) 5 0.7 (0.3–1.5) — — — — — —
Missouri 35 1.0 (0.4–2.4) 4 0.9 (0.3–2.8) — — — — — —
Montana 8 1.2 (0.7–2.1) — — — — — — — — —
Nebraska 12 1.1 (0.6–1.9) — — — — — — — — —
Nevada 39 3.3 (1.8–6.0) — — — 2 0.6 (0.1–2.6) — — —
New Hampshire 9 0.9 (0.5–1.5) — — — — — — — — —
New Jersey 44 1.0 (0.3–3.6) 9 1.0 (0.3–3.6) 5 0.5 (0.1–2.0) — — —
New Mexico 6 0.9 (0.5–1.5) — — — 5 0.9 (0.4–1.8) — — —
New York 42 0.5 (0.3–0.8) 20 0.9 (0.4–2.2) 23 1.0 (0.3–3.3) 3 0.3 (0.1–1.3)
North Carolina 58 1.2 (0.6–2.6) 7 0.5 (0.1–2.2) — — — — — —
North Dakota 4 0.8 (0.3–2.1) — — — — — — — — —
Ohio 82 1.1 (0.8–1.6) 10 1.1 (0.4–2.8) — — — — — —
Oklahoma 18 0.9 (0.4–2.2) — — — — — — — — —
Oregon 41 1.7 (0.8–3.6) — — — 1 0.4 (0.1–2.2) — — —
Pennsylvania 47 0.6 (0.4–1.0) 9 1.0 (0.4–2.6) 4 1.1 (0.3–3.3) — — —
Rhode Island 20 3.0 (1.6–5.7) — — — — — — — — —
South Carolina 38 1.7 (0.5–5.6) 6 0.7 (0.3–1.4) <1 0.4 (0.1–1.9) — — —
South Dakota 4 0.8 (0.4–1.6) — — — — — — — — —
Tennessee 26 0.7 (0.3–1.7) 10 1.4 (0.4–4.7) — — — — — —
Texas 82 0.9 (0.6–1.5) 17 0.9 (0.3–2.4) 43 0.7 (0.3–1.7) — — —
Utah 27 1.7 (0.9–3.3) — — — — — — — — —
Vermont 7 1.6 (0.9–2.8) — — — — — — — — —
Virginia 7 0.2 (0.1–0.4) 16 1.5 (0.4–6.3) — — — — — —
Washington 60 1.5 (0.7–3.5) — — — — — — — — —
West Virginia 12 0.9 (0.4–2.1) — — — — — — — — —
Wisconsin 36 1.0 (0.5–1.8) — — — — — — — — —
Wyoming 5 1.3 (0.6–2.7) — — — <1 1.3 (0.4–4.6) — — —

Total 1,616 1.0 (0.9–1.2) 262 1.0 (0.8–1.3) 267 0.9 (0.6–1.2) 37 0.4 (0.2–0.6)
Abbreviation: CI = confidence interval.
 * In thousands.
 † Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were excluded.
 § Persons of Hispanic origin can be of any race.
 ¶ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: Illinois, Indiana, Iowa, Kansas, 

Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, 
Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, Arizona, California, 
Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming.

 ** Low precision; no estimate reported. According to the suppression criteria, prevalence estimates are suppressed if any of the following occurred: the prevalence estimate is 
< 0.005% or >99.995%; the relative standard error of the negative natural logarithm of the estimated proportion p (where p is the prevalence divided by 100) is >0.175 if the 
prevalence is ≤50%; the relative standard error of the negative of the natural logarithm of (1-p) is >0.175 if the prevalence is >50%; the actual sample size is <100; or the 
effective sample size (defined as the actual sample size divided by the design effect) is <68.
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TABLE 9. Annual average estimated number* and percentage of adults aged ≥18 years who had attempted 
suicide during the previous year, by state and age group — National Survey on Drug Use and Health, 
United States, 2008–2009†

Region/State

18–29 yrs ≥30yrs

No. % (95% CI) No. % (95% CI)
Geographic region§

Midwest 115 1.0 (0.9–1.3) 156 0.4 (0.3–0.6)
Northeast 77 0.9 (0.7–1.1) 105 0.3 (0.2–0.6)
South 160 0.9 (0.7–1.1) 193 0.3 (0.2–0.4)
West 125 1.0 (0.8–1.4) 127 0.3 (0.2–0.5)

State
Alabama 6 0.8 (0.3–2.0) —¶ — —
Alaska <1 0.2 (0.1–0.7) 1 0.2 (<0.1–1.3)
Arizona 9 0.9 (0.3–2.2) 19 0.5 (0.2–1.5)
Arkansas 11 2.4 (1.0–6.0) 8 0.5 (0.1–2.1)
California 66 1.0 (0.7–1.6) 52 0.3 (0.1–0.6)
Colorado 10 1.2 (0.6–2.4) 5 0.2 (<0.1–0.7)
Connecticut 8 1.5 (0.7–3.2) 18 0.8 (0.3–2.5)
Delaware 1 0.6 (0.2–1.5) — — —
District of Columbia 1 0.5 (0.2–1.3) 1 0.3 (0.1–1.1)
Florida 23 0.9 (0.5–1.4) 50 0.4 (0.2–0.9)
Georgia 6 0.4 (0.1–1.4) — — —
Hawaii 1 0.6 (0.3–1.2) 1 0.1 (<0.1–0.5)
Idaho 2 0.7 (0.3–1.6) 4 0.5 (0.2–1.4)
Illinois 18 0.8 (0.5–1.2) 26 0.4 (0.2–0.7)
Indiana 17 1.6 (0.8–3.4) — — —
Iowa 1 0.1 (<0.1–0.7) 7 0.4 (0.1–1.2)
Kansas 3 0.6 (0.2–1.9) 7 0.4 (0.1–1.6)
Kentucky 6 0.8 (0.3–1.8) 2 0.1 (<0.1–0.7)
Louisiana 8 1.1 (0.5–2.4) 4 0.2 (<0.1–0.7)
Maine 2 1.1 (0.3–3.3) 6 0.8 (0.2–2.8)
Maryland 5 0.6 (0.3–1.4) 6 0.2 (<0.1–1.3)
Massachusetts 10 0.9 (0.4–1.8) — — —
Michigan 26 1.6 (1.1–2.2) 32 0.6 (0.3–1.0)
Minnesota 5 0.6 (0.2–1.5) 24 0.8 (0.2–2.6)
Mississippi 6 1.4 (0.8–2.6) 3 0.2 (<0.1–1.1)
Missouri 7 0.7 (0.2–2.3) 8 0.2 (<0.1–1.6)
Montana 1 0.7 (0.3–1.7) 1 0.1 (<0.1–1.1)
Nebraska 4 1.4 (0.7–2.9) 3 0.2 (<0.1–1.3)
Nevada 7 1.8 (0.7–4.4) 3 0.2 (<0.1–1.3)
New Hampshire 3 1.3 (0.6–2.8) 1 0.1 (<0.1–0.8)
New Jersey 15 1.1 (0.5–2.3) — — —
New Mexico 5 1.6 (0.8–3.2) 4 0.4 (0.1–1.2)
New York 26 0.8 (0.5–1.2) 30 0.3 (0.1–0.7)
North Carolina 11 0.7 (0.3–2.1) 22 0.4 (0.1–1.2)
North Dakota 1 1.1 (0.4–2.8) <1 <0.1 (<0.1–0.4)
Ohio 23 1.3 (0.8–1.9) 37 0.5 (0.3–1.0)
Oklahoma 9 1.6 (0.8–3.3) 2 0.1 (<0.1–0.8)
Oregon 3 0.5 (0.2–1.3) 10 0.4 (0.1–1.6)
Pennsylvania 9 0.5 (0.2–0.8) 17 0.2 (0.1–0.6)
Rhode Island 4 2.2 (0.8–5.6) 8 1.3 (0.4–4.1)
South Carolina 5 0.8 (0.3–1.7) 7 0.3 (0.1–1.3)
South Dakota 2 1.1 (0.6–2.1) 1 0.1 (<0.1–0.9)
Tennessee 6 0.6 (0.2–2.2) 6 0.2 (<0.1–0.8)
Texas 45 1.1 (0.7–1.8) 64 0.5 (0.2–1.0)
Utah 7 1.2 (0.6–2.5) 2 0.2 (<0.1–1.3)
Vermont 1 1.4 (0.7–2.9) 1 0.3 (0.1–1.3)
Virginia 6 0.5 (0.2–1.2) 11 0.2 (<0.1–1.8)
Washington 12 1.1 (0.4–3.2) 25 0.6 (0.2–2.6)
West Virginia 3 1.2 (0.5–2.6) 7 0.6 (0.2–2.3)
Wisconsin 9 0.9 (0.4–2.1) 13 0.4 (0.1–1.1)
Wyoming 1 1.2 (0.5–3.2) 1 0.2 (0.1–1.1)

Total 477 1.0 (0.8–1.1) 581 0.3 (0.3–0.4)
Abbreviation: CI = confidence interval.
* In thousands.
† Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were 

excluded.
§ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: 

Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, 
Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South 
Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New 
Mexico, Oregon, Utah, Washington, and Wyoming. 

¶ Low precision; no estimate reported. According to the suppression criteria, prevalence estimates are suppressed if any of the following 
occurred: the prevalence estimate is < 0.005% or >99.995%; the relative standard error of the negative natural logarithm of the estimated 
proportion p (where p is the prevalence divided by 100) is >0.175 if the prevalence is ≤50%; the relative standard error of the negative of 
the natural logarithm of (1-p) is >0.175 if the prevalence is >50%; the actual sample size is <100; or the effective sample size (defined as 
the actual sample size divided by the design effect) is <68.
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TABLE 10. Annual average estimated number* and percentage of adults aged ≥18 years who had attempted 
suicide during the previous year, by state and sex — National Survey on Drug Use and Health, United States, 
2008–2009†

Region/State

Male Female

No. % (95% CI) No. % (95% CI)
Geographic region§

Midwest 114 0.5 (0.3–0.7) 157 0.6 (0.5–0.8)
Northeast 75 0.4 (0.2–0.6) 107 0.5 (0.3–0.8)
South 154 0.4 (0.3–0.5) 198 0.5 (0.3–0.6)
West 99 0.4 (0.2–0.6) 154 0.6 (0.4–0.8)

State
Alabama 3 0.2 (0.1–0.6) 3 0.2 (0.1–0.5)
Alaska <1 <0.1 (<0.1–0.2) 1 0.3 (0.1–1.7)
Arizona 10 0.4 (0.1–2.1) 19 0.8 (0.3–1.8)
Arkansas 6 0.6 (0.1–2.9) 13 1.2 (0.5–3.0)
California 51 0.4 (0.2–0.8) 67 0.5 (0.3–0.9)
Colorado 5 0.3 (0.1–0.8) 10 0.5 (0.2–1.2)
Connecticut 8 0.6 (0.2–2.1) 18 1.3 (0.5–3.4)
Delaware —¶* — — 1 0.2 (0.1–0.6)
District of Columbia <1 <0.1 (<0.1–0.3) 2 0.6 (0.2–1.5)
Florida 29 0.4 (0.2–1.1) 44 0.6 (0.3–1.1)
Georgia 1 0 (<0.1–0.1) 5 0.1 (<0.1–0.6)
Hawaii <1 <0.1 (<0.1–0.3) 2 0.4 (0.1–0.9)
Idaho 2 0.4 (0.1–1.4) 4 0.8 (0.3–1.9)
Illinois 20 0.4 (0.2–1.0) 24 0.5 (0.3–0.8)
Indiana 4 0.2 (0.1–0.7) 13 0.5 (0.2–1.3)
Iowa 2 0.2 (<0.1–1.5) 5 0.4 (0.1–1.5)
Kansas 6 0.6 (0.2–2.3) 3 0.3 (0.1–1.2)
Kentucky 5 0.3 (0.1–1.0) 3 0.2 (0.1–0.5)
Louisiana 8 0.5 (0.2–1.3) 5 0.3 (0.1–0.8)
Maine 5 1 (0.2–4.8) 3 0.6 (0.2–1.9)
Maryland 2 0.1 (<0.1–0.4) 9 0.4 (0.1–1.6)
Massachusetts 1 0.1 (<0.1–0.4) 8 0.3 (0.1–0.7)
Michigan 31 0.9 (0.5–1.5) 27 0.7 (0.4–1.1)
Minnesota 8 0.4 (0.1–2.3) 22 1.1 (0.3–3.5)
Mississippi 3 0.3 (0.1–0.7) 6 0.5 (0.2–1.4)
Missouri 5 0.2 (<0.1–1.1) 10 0.4 (0.1–2.1)
Montana 2 0.5 (0.2–1.5) <1 <0.1 (<0.1–0.2)
Nebraska 1 0.2 (0.1–0.8) 5 0.8 (0.4–1.6)
Nevada 3 0.3 (0.1–1.4) 7 0.8 (0.3–2.0)
New Hampshire 2 0.4 (0.1–1.1) 2 0.3 (0.1–1.0)
New Jersey 5 0.2 (0.1–0.5) 34 1.0 (0.2–4.2)
New Mexico 4 0.6 (0.2–1.9) 6 0.7 (0.4–1.5)
New York 28 0.4 (0.1–1.1) 28 0.4 (0.2–0.6)
North Carolina 19 0.6 (0.2–1.6) 14 0.4 (0.1–1.4)
North Dakota <1 0.2 (0.1–0.7) 1 0.4 (0.1–1.3)
Ohio 19 0.5 (0.2–0.9) 42 0.9 (0.6–1.6)
Oklahoma 3 0.2 (0.1–0.7) 9 0.6 (0.3–1.5)
Oregon 8 0.6 (0.1–2.3) 5 0.3 (0.1–1.1)
Pennsylvania 15 0.3 (0.1–0.9) 10 0.2 (0.1–0.4)
Rhode Island 9 2.3 (0.8–6.5) 3 0.8 (0.3–2.0)
South Carolina 10 0.6 (0.2–2.1) 3 0.2 (<0.1–0.6)
South Dakota 2 0.6 (0.2–1.4) 1 0.2 (0.1–0.5)
Tennessee 8 0.4 (0.1–1.4) 5 0.2 (<0.1–0.7)
Texas 38 0.5 (0.2–0.8) 71 0.8 (0.5–1.4)
Utah 6 0.6 (0.2–1.7) 3 0.3 (0.1–0.9)
Vermont 1 0.6 (0.2–1.8) 1 0.5 (0.2–1.4)
Virginia 16 0.6 (0.1–2.3) 1 0 (<0.1–0.2)
Washington 7 0.3 (0.1–1.5) 30 1.2 (0.4–3.9)
West Virginia 4 0.6 (0.2–1.8) 6 0.8 (0.2–3.9)
Wisconsin 15 0.7 (0.3–1.9) 6 0.3 (0.1–0.6)
Wyoming 1 0.3 (0.1–1.3) 1 0.6 (0.2–1.7)

Total 442 0.4 (0.3–0.5) 616 0.5 (0.4–0.6)
Abbreviation: CI = confidence interval.
* In thousands.
† Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were excluded.
§ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: Illinois, 

Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, Arkansas, 
Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, 
Texas, Virginia, and West Virginia. West: Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, 
Washington, and Wyoming. 

¶ Low precision; no estimate reported. According to the suppression criteria, prevalence estimates are suppressed if any of the following occurred: 
the prevalence estimate is < 0.005% or >99.995%; the relative standard error of the negative natural logarithm of the estimated proportion p 
(where p is the prevalence divided by 100) is >0.175 if the prevalence is ≤50%; the relative standard error of the negative of the natural logarithm 
of (1-p) is >0.175 if the prevalence is >50%; the actual sample size is <100; or the effective sample size (defined as the actual sample size divided 
by the design effect) is <68.
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TABLE 11. Annual average estimated number* and percentage of adults aged ≥18 years who had attempted suicide during the previous year, 
by race/ethnicity, region, and state — National Survey on Drug Use and Health, United States, 2008–2009†

Region/State

White, non-Hispanic Black, non-Hispanic Hispanic§ Asian, non-Hispanic

No. % (95% CI) No. % (95% CI) No. % (95% CI) No. % (95% CI)

Geographic region¶

Midwest 217 0.5 (0.4–0.7) 34 0.7 (0.5–1.2) 11 0.4 (0.2–0.7) 1 0.1 (<0.1–0.3)
Northeast 117 0.4 (0.2–0.6) 18 0.4 (0.2–0.8) 36 0.8 (0.4–1.8) 4 0.2 (<0.1–0.5)
South 177 0.3 (0.2–0.4) 94 0.6 (0.4–0.9) 46 0.4 (0.2–0.8) 14 0.7 (0.2–3.1)
West 152 0.5 (0.3–0.7) 36 1.5 (0.6–3.8) 51 0.4 (0.3–0.6) 4 0.1 (<0.1–0.2)

State
Alabama 4 0.2 (0.1–0.5) 2 0.2 (0.1–0.8) —** — — — — —
Alaska 1 0.2 (<0.1–1.3) — — — — — — — — —
Arizona 17 0.6 (0.2–1.7) — — — 9 0.7 (0.2–2.3) — — —
Arkansas 13 0.8 (0.3–2.0) — — — — — — — — —
California 52 0.4 (0.2–0.8) 33 2 (0.7–5.3) 29 0.3 (0.2–0.6) 3 0.1 (<0.1–0.4)
Colorado 9 0.3 (0.1–0.8) — — — 4 0.6 (0.2–2.1) — — —
Connecticut 17 0.8 (0.3–2.3) 1 0.3 (<0.1–1.5) 8 3.0 (1.5–5.8) — — —
Delaware 1 0.1 (<0.1–0.4) 0 0.2 (<0.1–1.4) — — — — — —
District of Columbia <1 0.1 (<0.1–0.5) 1 0.6 (0.2–1.6) <1 <0.1 (<0.1–0.2) — — —
Florida 44 0.5 (0.2–1.0) 5 0.3 (0.1–0.8) 6 0.2 (0.1–0.5) — — —
Georgia 1 <0.1 (<0.1–0.1) 5 0.2 (0.1–1.1) — — — — — —
Hawaii — — — — — — — — — 1 0.2 (0.1–0.5)
Idaho 6 0.6 (0.3–1.4) — — — <1 0.5 (0.1–1.7) — —
Illinois 33 0.5 (0.3–0.9) 5 0.4 (0.1–0.8) 5 0.4 (0.2–0.9) <1 0.1 (<0.1–0.9)
Indiana 15 0.4 (0.2–0.8) — — — — — — — — —
Iowa 7 0.3 (0.1–1.0) — — — — — — — — —
Kansas 9 0.5 (0.2–1.5) <1 0.2 (<0.1–1.4) <1 0.1 (<0.1–0.8) — — —
Kentucky 5 0.2 (0.1–0.5) 2 1 (0.2–4.6) — — — — — —
Louisiana 7 0.3 (0.1–0.8) 5 0.5 (0.2–1.6) — — — — — —
Maine 8 0.8 (0.3–2.4) — — — — — — — — —
Maryland 3 0.1 (0.1–0.3) — — — — — — — — —
Massachusetts 7 0.2 (0.1–0.4) — — — 1 0.3 (<0.1–2.1) — — —
Michigan 46 0.8 (0.5–1.2) 9 1 (0.5–2.0) 1 0.5 (0.1–2.1) <1 0.3 (<0.1–2.0)
Minnesota 29 0.8 (0.3–2.3) — — — — — — — — —
Mississippi 5 0.4 (0.1–1.2) 3 0.4 (0.2–1.1) — — — — — —
Missouri 13 0.3 (0.1–1.3) 2 0.3 (0.1–1.3) — — — — — —
Montana 2 0.3 (0.1–0.8) — — — — — — — — —
Nebraska 6 0.5 (0.3–1.0) — — — — — — — — —
Nevada 7 0.6 (0.2–1.8) — — — 3 0.6 (0.1–2.9) — — —
New Hampshire 2 0.3 (0.1–0.6) — — — — — — — — —
New Jersey 28 0.7 (0.1–3.7) 5 0.6 (0.1–3.0) 4 0.4 (0.1–1.4) — — —
New Mexico 3 0.5 (0.2–1.3) — — — 5 0.7 (0.3–2.0) — — —
New York 22 0.2 (0.1–0.5) 10 0.5 (0.2–1.3) 17 0.7 (0.2–3.4) 4 0.3 (0.1–1.1)
North Carolina 14 0.3 (0.1–0.9) 12 0.9 (0.3–2.9) — — — — — —
North Dakota 1 0.2 (0.1–0.7) — — — — — — — — —
Ohio 44 0.6 (0.4–1.0) 14 1.5 (0.6–3.4) 2 1.2 (0.4–4.1) — — —
Oklahoma 6 0.3 (0.1–0.8) — — — — — — — — —
Oregon 13 0.5 (0.2–1.3) — — — <1 <0.1 (<0.1–0.1) — — —
Pennsylvania 20 0.2 (0.1–0.6) 1 0.1 (<0.1–0.3) 4 1 (0.3–3.3) — — —
Rhode Island 10 1.5 (0.6–3.7) — — — — — — — — —
South Carolina 6 0.3 (<0.1–1.6) 5 0.6 (0.3–1.3) <1 0.4 (0.1–1.9) — — —
South Dakota 1 0.3 (0.1–0.7) — — — — — — — — —
Tennessee 7 0.2 (0.1–0.6) 2 0.3 (<0.1–2.0) — — — — — —
Texas 49 0.6 (0.3–1.0) 22 1.2 (0.5–2.7) 25 0.4 (0.2–1.1) — — —
Utah 9 0.6 (0.2–1.2) — — — — — — — — —
Vermont 2 0.5 (0.2–1.2) — — — — — — — — —
Virginia 2 0.1 (<0.1–0.2) 15 1.4 (0.3–5.7) — — — — — —
Washington 32 0.8 (0.3–2.6) — — — 1 0.3 (<0.1–2.3) — — —
West Virginia 10 0.8 (0.3–2.1) — — — — — — — — —
Wisconsin 12 0.3 (0.1–0.9) — — — — — — — — —

Total 663 0.4 (0.4–0.5) 182 0.7 (0.5–0.9) 144 0.5 (0.3–0.6) 23 0.2 (0.1–0.6)

Abbreviation: CI = confidence interval.
 * In thousands.
 † Estimates based only on responses to suicide items in the Mental Health module. Respondents with unknown suicide information were excluded.
 § Persons of Hispanic origin can be of any race.
 ¶ Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: Illinois, Indiana, Iowa, Kansas, 

Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, 
Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia. West: Alaska, Arizona, California, 
Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming.

 ** Low precision; no estimate reported. According to the suppression criteria, prevalence estimates are suppressed if any of the following occurred: the prevalence estimate is 
< 0.005% or >99.995%; the relative standard error of the negative natural logarithm of the estimated proportion p (where p is the prevalence divided by 100) is >0.175 if the 
prevalence is ≤50%; the relative standard error of the negative of the natural logarithm of (1-p) is >0.175 if the prevalence is >50%; the actual sample size is <100; or the 
effective sample size (defined as the actual sample size divided by the design effect) is <68.
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