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Strategy Five - Establish a Robust Data Collection and Monitoring 
System to Increase the Scope and Availability of Suicide-Related Data 
and to Evaluate Suicide Prevention Efforts 
 
This strategy develops and sustains processes for collecting and analyzing state and local data 
that will help establish local program priorities and evaluate the impact of suicide prevention 
strategies.   
 

Desired Outcomes 
Proving that this plan is making a difference by reducing the number of deaths by suicide can 
only be accomplished by collecting data and monitoring the activities of the plan and its 
outcomes.  In order to do this the following goals must be met: 

1. Expand reporting on suicide attempts and deaths; 
2. Increase accuracy in reporting of data related to suicide and prevention 

activities; 
3. Increase the convergence of data reported by various entities; 
4. Increase availability of comprehensive data on suicide-related activities in Santa 

Clara County; and 
5. Establish and define a centralized monitoring body of suicide prevention 

activities and outcomes. 
 

Target Population 
1. General public 

2. Policy makers and funding entities 

3. Local public health monitoring system 

4. Implementation entities 

 
Current Activities and Recent Gains 
 Partnered with County Medical Examiner-Coroner’s Office to improve data collection for 

future psychological profiling activities of those identified as dead by suicide. 

 County Medical Examiner-Coroner’s Office provides to the committee a compilation of the 
routine investigation reports for all reported suicide deaths on a yearly basis, beginning with 
2009 deaths. 

 Collected and conducted a preliminary review of suicide data for Santa Clara County 
including by zip code, city, and a variety of social factors.   

 Conducted preliminary needs assessment of high risk population groups. 
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Strategy Five - Continued 

Recommended Actions  

Local efforts, as recommended by the SPAC, will be defined more specifically and completed 
during the implementation phase.  They include: 

1. Identify a Monitoring Team to  
a. Oversee plan implementation, 
b.  Identify resources and funds, 
c. Produce an implementation schedule, 
d. Select and begin meetings of a Suicide Prevention Oversight Committee, 
e. Devise plan for continuous data collection and analysis, 
f. Develop and report standards for monitoring and measuring plan outcomes, 

and 
g. Elicit public input on strategies and funding priorities; 

2. Determine specifically what additional data are needed to accurately monitor 
the number of lives lost to suicide; 

3. Define baselines for strategies in existence at that time; 

4. Conduct a review of all suicide prevention resources in County; 

5. Define or refine planning and process metrics to track prevention and 
intervention strategies; 

6. Review and interpret data on lives lost to suicide;  

7. Work for the creation of a Santa Clara County Suicide Death Review Committee; 
and 

8. Monitor the Plan’s implementation to ensure that efforts continue across 
various systems as part of a countywide approach to reduce suicide. 

 
The committee recommends achieving the desired outcomes by establishing a monitoring 
system as described by “National Strategy for Suicide Prevention, Goals and Objectives for 
Action,” an outline adopted by the U.S. Department of Health and Human Services, the 
Substance Abuse and Mental Health Services Administration and the National Mental Health 
Information Center, which includes the following: 

 Track trends in rates,  

 Identify new problems or additional data required, 

 Provide evidence to support activities and initiatives,  

 Identify risk and protective factors,  

 Target high risk populations for interventions, and  

 Assess the impact of prevention efforts. 

 

 



 
 
Santa Clara County Suicide Prevention Strategic Plan    June 2010                                  Page 4 of {4 

Strategy Five - Continued 
 

Additionally, the committee recommends: 

 Establishing a Death Review Panel and process to review reports of all deaths by suicide, 
and possibly suspected suicide in order to create psychological profiles of those at risk. 

 Create an annual report based on psychological profile findings to contribute to the 
knowledge of suicide in Santa Clara County. 

 Learn from past suicides and suicide attempts to prevent similar situations in the future. 

 Conduct a comprehensive assessment of mental health services and standards in the 
county. 

 Identify what additional data is required for our county’s suicide prevention efforts. 

 Identify leading causes of suicide in Santa Clara County to assist in identifying priorities 
for means restriction, as appropriate. 

 Develop and maintain a current database of academic articles, data, and other resources 
on suicide. 

 Monitor high-traffic, youth-oriented websites to assess suicide-related content and take 
action where needed.  (Examples of online sites include: YouTube, Facebook, and Twitter.) 

 Inventory existing social and medical service centers, such as hospitals and medical 
clinics, to determine gaps and best practices in the mental health system. 

 Monitor outreach activities offering support for previous suicide attempters. 

 Conduct a comprehensive assessment and determine methods to reach and provide for 
those at-risk of suicide.  

 
Potential sources for data 

 Nationally, suicide surveillance data come from death certificates.  This vital statistics 
information is available from the National Center for Health Statistics, Centers for 
Disease Control and Prevention.  Medical examiner databases also provide some 
information related to suicide.  The information on rates available from vital statistics 
databases obviously does not include those deaths misclassified as homicides or 
accidents, and an unknown number of others misclassified as natural causes but which 
may actually be suicides.  Information available from death certificates is limited and is 
not always complete.  Prevention efforts would be enhanced by more comprehensive 
information.  However, such information is not now systematically collected. 

 Data on suicide attempts must come from sources designed for other purposes, such as 
trauma registries and uniform hospital discharge data sets.  Trauma registries provide 
detailed information about the nature and severity of an injury, the treatment provided, 
and the status of the patient on discharge from the hospital.  However, most trauma 
registries include only "major" trauma cases, those that require at least a three-day 
hospital stay.  Moreover, many suicide attempts do not lead to traumatic injuries (e.g.,  
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Strategy Five - Continued 
overdoses of medicines).  Thus, trauma registries have only limited information on 
suicide attempts. 

 A uniform hospital discharge data set is another potential source of information on 
suicide attempts.  As suggested by its name, a hospital discharge data set provides 
information only about those suicide attempts that resulted in hospital treatment.  Not 
all states require either trauma registries or uniform hospital discharge data. 

The State of Oregon is unique in that a 1987 law requires hospitals treating a child under 
the age of 18 for injuries resulting from a suicide attempt to report the attempt to the 
Oregon Health Division.  This data source provides important information for youth 
suicide prevention programming in Oregon. 

 

 Other possible sources of data on suicide attempts include mental health agencies, 
psychiatric hospitals, poison control centers, universities and colleges, child death review 
team reports, emergency departments, and surveys.  Limitations exist for all of these 
data sources, such as lack of detail on the circumstances surrounding the suicide 
attempt.  Detailed information is important because it may lead to increased knowledge 
of how suicides can be prevented in the future. 

 


