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Summary

Mental health encompasses a range of mental, emotional, social, and behavioral functioning and occurs along a continuum from good to poor.
Previous research has documented that mental health among children and adolescents is associated with immediate and long-term physical
health and chronic disease, health risk behaviors, social relationships, education, and employment. Public health surveillance of children’s
mental health can be used to monitor trends in prevalence across populations, increase knowledge about demographic and geographic
differences, and support decision-making about prevention and intervention. Numerous federal data systems collect data on various indicators
of children’s mental health, particularly mental disorders. The 2013-2019 data from these data systems show that mental disorders begin
in early childhood and affect children with a range of sociodemographic characteristics. During this period, the most prevalent disorders
diagnosed among U.S. children and adolescents aged 3—17 years were attention-deficit/hyperactivity disorder and anxiety, each affecting
approximately one in 11 (9.4%-9.8%) children. Among children and adolescents aged 12—17 years, one fifth (20.9%) had ever experienced
a major depressive episode. Among high school students in 2019, 36.7% reported persistently feeling sad or hopeless in the past year, and
18.8% had seriously considered attempting suicide. Approximately seven in 100,000 persons aged 10—19 years died by suicide in 2018 and
2019. Among children and adolescents aged 3—17 years, 9.6%—10.1% had received mental health services, and 7.8% of all children and
adolescents aged 3—17 years had taken medication for mental health problems during the past year, based on parent report. Approximately
one in four children and adolescents aged 12—17 years reported having received mental health services during the past year. In federal data
systems, data on positive indicators of mental health (e.g,, resilience) are limited. Although no comprehensive surveillance system for childrens
mental health exists and no single indicator can be used to define the mental health of children or to identify the overall number of children
with mental disorders, these data confirm that mental disorders among children continue to be a substantial public health concern. These
findings can be used by public health professionals, health care providers, state health officials, policymakers, and educators to understand
the prevalence of specific mental disorders and other indicators of mental health and the challenges related to mental health surveillance.

Introduction effective regulatory and coping skills; mentally healthy children
function well in various settings including the home, school,
and community (4-7). Poor mental health and patterns of
symptoms that are severe, are persistent, and cause impairment
or dysfunction can develop into mental disorders (7). Mental
disorders are defined by the Diagnostic and Statistical Manual of

gt d.ifferent ages (1-3). G,OOd mentajll health in children includes Mental Disorders, 5th Edition (DSM-5) as clinically significant
indicators such as the timely achievement of developmental . . . L
cognitive, emotional regulation, or behavior disturbances

milestones, healthy social and emotional development, and that reflect dysfunction in psychological, biological, or
developmental mental function processes (7). Mental disorders

Corresponding author: Rebecca H. Bitsko, National Center on Birth are typ ically concep tualized as Categorical (i.c., above or belowa
Defectsand Developmental Disabilities, CDC. Telephone: 404-498-3556; clinical cutoff of Symptom or impairment scales), and children
Email: rbitsko@cdc.gov. receive a diagnosis of a disorder when they have specific

Mental health is a broad label that encompasses a range of
mental, emotional, social, and behavioral functioning. Mental
health, like physical health, occurs along a continuum from
good to poor and varies over time, in different conditions, and
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symptoms that meet specified criteria (). Common mental
disorders in children include anxiety, depression, attention-
deficit/hyperactivity disorder (ADHD), and behavioral
disorders (8). Good mental health is not simply the absence
of a mental disorder; persons with diagnosed mental disorders
can still have good mental health (e.g., if receiving adequate
treatment and support) (3,7,9).

Throughout life, mental health and mental disorders are
associated with immediate and long-term measures of physical
health and chronic disease and with social determinants
of health such as racial and ethnic minority status and any
associated racial bias, social relationships, presence or absence
of crime, and factors that determine access to resources such
as education level, income level, and employment status
(10-22). These and other social determinants of health that
affect the environments in which children develop contribute
to wide health disparities (23). Because of the direct connection
between mental and physical health, promoting mental
health, particularly in the context of social determinants of
health, is essential to promoting health equity (24). Research
has documented that policies and programs provided during
childhood that improve children’s mental health also improve
longer-term health and functioning and also might prevent
children from developing a diagnosable disorder (2,25-27).
Thus, promoting good mental health and addressing mental
disorders among children are critical public health issues.
Data on indicators of good and poor mental health, including
mental disorders, can indicate where mental health promotion
strategies are needed and how programs are affecting the mental
health of the population.

Public health surveillance focuses on determining the
prevalence of health conditions, can be used to monitor trends
and changes in prevalence across subpopulations, and increases
knowledge about sociodemographic and geographic differences
in health indicators, which in turn increases knowledge of
social determinants of health that affect health equity (23,24).
Thus, public health surveillance provides the foundation for
decision-making (28). Although mental health has increasingly
become a focus of public health, surveillance efforts regarding
mental health and mental disorders both among adults and
children have faced various challenges, including insufficient
timeliness; limited availability of data sources, particularly for
state and local data; and lack of measures that are consistent and
include a full set of specific disorders (8,29,30). For example,
attempts at monitoring progress on effective treatments for
mental disorders in the United States are often limited because
of lack of adequate data sources. Treatment for ADHD or
autism spectrum disorder (ASD) has been monitored using
the National Survey of Children’s Health, and treatment for a
major depressive episode (MDE) can be monitored with data
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from the National Survey of Drug Use and Health; however,
treatment for anxiety, behavior problems, and trauma have
not been monitored in national surveillance efforts (31).
Challenges associated with surveillance of children’s mental
health might include a separation among public health and
mental health agencies at the federal, state, and local levels;
stigma and privacy related to mental health data collection;
and varying case definitions across surveillance systems (8,29).

Estimates from previous surveillance efforts and research
studies indicate that approximately one in five children and
adolescents experience a mental disorder each year (32,33);
approximately two in five children and adolescents will meet
criteria for a mental disorder by age 18 years (34,35), and one
half of mental disorders have an onset before age 14 years (32).
Although children in all sociodemographic groups are affected
by mental disorders, the prevalence of different disorders varies
by the child’s sex, age, residence (e.g., urban versus rural areas),
race or ethnicity, and other sociodemographic characteristics
(8,33,34,36,37). Prevalence estimates of diagnosed mental
disorders have increased since 2000 for ADHD (38), anxiety
(17), ASD (38), and depression (79). Similarly, since 2000,
symptoms of mental disorders and indicators of poor mental
health, including reports by youths of feeling sad or hopeless,
suicidal ideation, and suicide attempts, as well as suicides
among adolescents, have increased (39,40). During 2011—
2019, suicide was the second leading cause of death among
persons aged 10-29 years in the United States (41).

A 2013 report described federal surveillance efforts that
included measures of children’s mental health and mental
disorders (8). The report identified gaps in children’s mental
health surveillance, including the need for 1) standard case
definitions of mental disorders to improve comparability and
reliability of estimates across surveillance systems; 2) surveillance
of mental disorders among preschool-age children; and
3) surveillance of anxiety disorders (overall and by specific type),
bipolar disorder, and other mental disorders that occur less
commonly in children. Since then, available information about
children’s mental health has increased. For example, although the
need for standard case definitions has not yet been systematically
addressed, more attention has been paid to the mental health of
preschool-age children (36,42—45) and the prevalence of anxiety
in children (77,42), and understanding of the impact of health
equity on the development and diagnosis of mental disorders
has increased (2,37,46,47).

In addition to increased attention to mental health,
prevalence estimates might reflect revised diagnostic criteria
published in DSM-5 in 2013 (7). Surveillance also might
be affected by policy changes at the national and state levels
regarding access to care, including the promotion of integrating
primary and behavioral health services (48-50) and specific
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provisions for children with preexisting conditions (e.g., the
Mental Health Parity and Addiction Equity Act and the Patient
Protection and Affordable Care Act) (51-54).

This report updates and expands the 2013 surveillance
report on mental health among children (8). Similar to the
2013 report, this report provides an overview of nine federal
surveillance systems that collect data related to children’s mental
health in the United States and the most recent estimates
(2013-2019) available from these systems, including estimates
according to selected sociodemographic characteristics
linked to social determinants of health, such as age, sex,
race and ethnicity, economic resources, parent education,
access to health insurance, and geographic classification (23).
In addition, whereas the 2013 report focused on national
estimates of mental disorders and indicators of poor mental
health among children, this report also includes data on
1) receipt of mental health services among children, 2) positive
indicators of mental health, and 3) state-level estimates. First,
this report includes data on receipt of mental health services
among all children. These data are an indicator of the impact
of mental disorders or symptoms of mental disorders on the
service system, the costs associated with mental disorders,
and access to specialized health services. Describing patterns
of mental health services by subgroups might identify gaps in
access to services or treatment for mental disorders and provide
information to address health inequities (30,55,56). Second,
this report includes several positive indicators of mental health
that are measured on a continuum to provide a more inclusive
picture of children’s mental health status. Third, this report
includes state-level estimates when possible. State estimates
are important because they describe the heterogeneity of
smaller geographic units, can reflect the results of state-level
practices and policies, and provide actionable information
for program planning and resource allocation at a more local
level (57,58). The findings in this report can be used by public
health professionals, health care providers, state health officials,
policymakers, and educators to understand the prevalence of
specific mental disorders and other indicators of mental health
and the challenges related to mental health surveillance.

Methods

Description of Surveillance Systems

Nine data systems with indicators of children’s mental health
were identified, including the Autism and Developmental
Disabilities Monitoring Network (ADDM), the National
Health and Nutrition Examination Survey (NHANES), the
National Health Interview Survey (NHIS), the National
Survey of Children’s Health (NSCH), the National Survey
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on Drug Use and Health (NSDUH), the National Violent
Death Reporting System (NVDRS), the National Vital
Statistics System (NVSS), the School-Associated Violent
Death Surveillance System (SAVD-SS), and the national Youth
Risk Behavior Survey (YRBS). Each of the data systems was
designed to address different objectives, and the systems vary in
methods (e.g., in-person interview, online questionnaire, vital
statistics data, and parent report or self-report). Each system
assesses different aspects of mental health, and the specific
indicators included vary by survey; for example, although
four systems include indicators of depression, the specific
indicator is unique to each system. The data include persons
ranging in age from 6 months to 19 years; although 17 years
was the maximum age for most surveys, YRBS also included
high school students aged =18 years, and data on suicides
included persons aged 10-19 years for consistency with how
these data are typically presented. Parents, guardians, and
caregivers who answered survey questions as proxies for youths
are collectively referred to as parents in this report. Following
is a detailed description of the nine federal data systems and
their associated data that are presented in this report, as well as
a summary of each system (Tables 1 and 2). State-level ranges
are presented when available; individual state prevalences are
also available in the supplementary tables (Supplementary
Tables 1-4; https://stacks.cdc.gov/view/cdc/113924). The
most recent data available at the time the report was written
are described and presented.

Autism and Developmental Disabilities
Monitoring Network

The ADDM Network is an active surveillance program
conducted by CDC that provides estimates of the prevalence
of ASD among children aged 4-8 years whose parents or
guardians live in geographically defined areas of the United
States. The ADDM Network has reported population-based
estimates of ASD prevalence among children aged 8 years in
even-numbered years since 2000. The most recent data at the
time the report was written are from 11 geographically diverse
sites that conducted population-based ASD surveillance for
2016. Surveillance is conducted in two phases. The first phase
involves review and abstraction of comprehensive evaluations
that were completed by medical and educational service
providers in the community. In the second phase, experienced
clinicians systematically review all abstracted information to
determine ASD case status. The case definition is based on
ASD criteria described in DSM-5 (7).

Although not nationally representative, ASD prevalence
estimates are available by site, and the sample size allows
for estimation and comparisons of sociodemographic
characteristics within each participating community. Although
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TABLE 1. Federal surveys and surveillance systems that collect data on children’s mental health — United States

Child-related mental health Populations and

Name, website, sponsor Description Method of data collection Topics related to children topics and questions periodicity

Autism and The ADDM Network is a group ~ Screening and abstraction of Baseline data on ASD Describes the population of Ongoing since 2000,
Developmental of programs funded by CDCto  existing health and education prevalence in participating children with ASDs in terms with data available for
Disabilities determine the prevalence of records containing professional communities; comparisons  of 1) documented even-numbered years

Monitoring (ADDM) ASDs in U.S. communities.

Network

https://www.cdc.gov/

The ADDM sites collect data

ncbddd/autism/addm.  methods, which are modeled facilities

html

after CDC's Metropolitan

CDC, National Centeron  Atlanta Developmental

Birth Defects and
Developmental
Disabilities

National Health and

Nutrition Examination  cross-sectional survey

Survey (NHANES) designed to assess the health computer-assisted personal
https://www.cdc.gov/ and nutritional status of interviewing; private interviews
nchs/nhanes noninstitutionalized persons in medical examination center
CDC, National Center for  of all ages in the United States. Nutritional assessments

Health Statistics Laboratory tests

National Health
Interview Survey
(NHIS)

https://www.cdc.gov/

nchs/nhis

CDC, National Center for

Health Statistics

National Survey of
Children’s Health
(NSCH)

Disabilities Surveillance
Program.

NHANES is an ongoing

Physical examinations

NHIS monitors a broad range of  In-person household interview (of
health topics among the U.S. parent or knowledgeable adult
civilian noninstitutionalized who lives in the household and
population, including children  answers on behalf of one randomly

selected child in the family)

conducted by trained interviewers

aged 0-17 yrs.

assessments of the child’s
developmental progress at
using the same surveillance health care or education

In-person household interviews
by trained interviewers using

using computer-assisted personal
interviewing, with telephone
follow-up when needed

NSCH is a cross-sectional,
address-based survey
conducted by the Census

http://mchb.hrsa.gov/ Bureau that collects

data-research/
national-survey-
childrens-health

Health Resources and

Services
Administration,
Maternal and Child
Health Bureau

information on the health and
well-being of children aged
0-17 yrs and related health
care, family, and community-
level factors that can influence
health.

Data from NSCH are the only
source of both national- and
state-level estimates on
specified measures of child
health.

NSCH was redesigned for 2016,
combining two previously
separate Maternal and Child
Health Bureau quadrennial
surveys, the National Survey
of Children with Special
Health Care Needs, and NSCH.

Parent/caregiver-administered
questionnaire online and on paper

between different groups of
children and different areas
of the country

Characteristics of the population
of children with ASDs

Changes in ASD identification
over time

Impact of autism and related
conditions in selected U.S.
communities

Risk factors

Nutrition and nutritional
disorders

Environmental risk factors

Health care use

Mental, behavioral,and
emotional problems of children

Infectious diseases

Weight and physical activity

Dietary supplements and
prescription medications

Medical conditions and
health indicators, including
disability (measured and
self-report)

Health insurance status and type

Health status, selected health
conditions and illnesses,
disability, selected
educational services, health
insurance status and type,
and health care access

Physical and mental health
status

Health and functional status,
including approximately 20
current or lifelong
conditions

Health insurance status, type,
and adequacy

Access to and use of health
care services

Preventive and specialty care

Medical home

School readiness (3-5 yrs)

Transition to adult health
care (12-17 yrs)

Family health and activities

Impact of child’s health on
family

Parent/caregiver health
status

Parent/caregiver perceptions
of neighborhood
characteristics

Access to community-based
services

co-occurring conditionsand  through 2016

2) timing of earliest Population-based,

evaluation and diagnosis geographically
defined communities
in different U.S. states,
selected through
competitive process

In 2016, monitored ASD

among 275,000
children aged 8 yrs
and 72,000 aged 4 yrs

Alcohol and drug use Ongoing since 1999

Depression (PHQ-9 since 2005) Nationally

Use of mental health care services  representative sample

Psychotropic medication use 5,000 persons per year,

Functional limitations caused including
by long-term physical, approximately 1,600
mental, and emotional persons aged 3-17 yrs
conditions or illness Oversampling, which

Mental disorder diagnosis for changes periodically; in
specific disorders using the 2013-2014,2015-2016,
Diagnostic Interview and 2017-2018,
Schedule for Children oversampled persons

(1999-2004) with low incomes and
Mentally unhealthy days Hispanic, Black, and
(2001-2014) Asian persons
ASD (ever and current) and Ongoing household
ADHD or ADD (ever and survey representative
current) of the U.S. civilian
Use of mental health care or noninstitutionalized
counseling population

Has collected data for
children annually
since 1997

Strengths and Difficulties
Questionnaire

Diagnosis (ever and current) Annual survey
and severity of depression, representative of
anxiety problems, behavioral  noninstitutionalized
or conduct problems, children aged 0-17 yrs
Tourette syndrome, and ADD  at the national and
or ADHD state levels

Diagnosis (ever and current) and
severity of ASD, as well as age at
diagnosis and type of provider
who made first diagnosis

Current medication treatment
for autism, ASD, Asperger’s
disorder, PDD, and ADHD

Receipt of behavioral
treatment in past year for
ASD and ADHD

Receipt of treatment or
counseling in past year from
a mental health professional

Medication use in past year
because of difficulties with
emotions, concentration,
or behavior

Positive indicators (indicate
child is flourishing):
affectionate and tender,
bounces back quickly, smiles
and laughs, interest in and
curiosity about learning new
things, works to finish tasks,
stays calm and in control
when faced with a challenge

See table footnotes on page 6.
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TABLE 1. (Continued) Federal surveys and surveillance systems that collect data on children’s mental health — United States

Name, website, sponsor

Description Method of data collection

Topics related to children

Child-related mental health
topics and questions

Populations and
periodicity

National Survey on
Drug Use and Health
(NSDUH)

https://www.samhsa.
gov/data/data-we-
collect/

NSDUH provides up-to-date

In-person household interviews
by trained interviewers using
audio computer-assisted
self-interviewing (ACASI)

information on tobacco,
alcohol, and drug use; mental
health; and other health-
related issues in the United
States.

nsduh-national-survey- Information from NSDUH is

drug-use-and-health
SAMHSA, Center for

Behavioral Health

Statistics and Quality

National Violent Death  NVDRS is a state-based active

Reporting System
(NVDRS)

https://www.cdc.gov/
violenceprevention/
datasources/nvdrs/
index.html

CDC, National Center for
Injury Prevention and
Control

National Vital Statistics
System (NVSS)

https://www.cdc.gov/
nchs/nvss/deaths.htm

CDC, National Center for
Health Statistics

School-Associated
Violent Death
Surveillance System
(SAVD-SS)

https://www.cdc.gov/
violenceprevention/
youthviolence/

schoolviolence/savd.html

CDC, National Center for
Injury Prevention and
Control

SAVD-SS is an active

used to support prevention
and treatment programs,
monitor substance use trends,
estimate the need for
treatment, and guide public
health policy.

Death certificates, coroner/
medical examiner reports, law
enforcement reports, and
secondary sources (e.g., child
fatality review team data,
supplemental homicide reports,
hospital data, and crime
laboratory data)

surveillance system that
collects data on the
characteristics and
circumstances associated with
violence-related deaths in
participating states and
territories.

Vital statistics mortality data are Death certificates, which are

a fundamental source of
demographic, geographic,
and cause-of-death
information in the United
States. The data are used to
present characteristics of
those dying in the United
States, to understand causes
of death, to determine life
expectancy, and to compare
mortality trends with those in
other countries.

completed by funeral directors,
attending physicians, medical
examiners, and coroners, with
causes of death processed in
accordance with the
International Classification of
Diseases, Tenth Revision

Potential SAVD cases are
identified through a systematic
media scan of newspaper and
broadcast media databases via
LexisNexis using keywords to
capture reports of violent
deaths. Cases are then
confirmed with local law
enforcement or school officials
familiar with the incident to
ascertain whether they meet
SAVD-SS inclusion criteria, and
the law enforcement report is
obtained when possible.

Demographic and circumstance
data are abstracted from law
enforcement reports, death
certificates, coroner and medical
examiner reports (if contained in
the law enforcement report),
interviews with law enforcement
and school officials, or articles
published in the media when a
reliable source is cited (i.e., a law
enforcement or school official or
judicial proceedings regarding
the incident).

surveillance system that
collects data on the
characteristics and
circumstances surrounding
school-associated violent
deaths (homicides, suicides,
and legal intervention deaths)
that occur in and around
school settings throughout
the United States.

Timing and frequency of use
of tobacco products,
alcohol, marijuana, cocaine,
heroin, inhalants,
hallucinogens, and
prescription drugs

Risk and protective factors

Health care use

Health insurance status and type

Violent deaths: suicides,
homicides, deaths from
legal intervention (a
subtype of homicide), child
maltreatment deaths, and
intimate partner homicides

Other deaths: deaths from
undetermined intent and
unintentional firearm
deaths

Underlying cause of death

Multiple causes of death

Year, month, and day of week
of death

Residence of decedent (state,
county, city, population size)

State and county of
occurrence

Demographic information
about decedent (e.g. age at
death, sex, education, race,
ethnicity, marital status, and
state of birth)

Circumstances that
precipitated incidents (e.g.,
dating partner problems,
other relationship
problems, disciplinary
issues, bullying or other
problems experienced in
the school setting, and
history of criminal or legal
problems)

Potential risk factors for
perpetration and
victimization

Possible prevention measures

Warning signs

Major depressive episode ever
(lifetime) and in past year
Substance use disorder, overall
and by substance type (e.g.,

illicit drug use disorder or
alcohol use disorder) and
treatment

Level of impairment resulting
from major depressive
episodes

Treatment for depression

Mental health service use

Parental mental illness,
substance use, and
substance use disorder

Numerous precipitating
circumstances that are
associated with suicide,
including history of mental
health problems or
substance abuse; current
diagnosis or treatment for
mental health problems;
history of suicide, thoughts,
plans, or attempts;
interpersonal problems; life
stressors; and suicide
disclosure

Information for children who
die as a result of suicide or
from other causes of death
that are related to mental
health (e.g., drug overdose)

Whether the victim and
perpetrator had a suspected
or diagnosed mental health
condition, suicidal ideation,
or history of suicide attempt

Whether victim and
perpetrator were using
alcohol or substances at the
time of death or regularly
used alcohol or substances

Whether victim and
perpetrator were victimized
or had perpetrated violence
in the past

Beganin 1971 and has
been administered by
SAMHSA since 1992

Conducted every year
in all 50 states and the
District of Columbia,
with approximately
70,000 people aged
212 yrs interviewed
each year

National and state
representative sample

Expanded in 2018 with
the addition of 10
new states (Arkansas,
Florida, Idaho,
Mississippi, Montana,
North Dakota, South
Dakota, Tennessee,
Texas, and Wyoming)
that began data
collection in 2019; in
2019, all 50 states, the
District of Columbia,
and Puerto Rico
collected data for
the system

Ongoing since 1900
to present

Did not include all
states before 1933

Includes information on
all deaths occurring in
the United States

Final annual data
published yearly;
provisional data
released quarterly,
monthly, and weekly for
specific cause of death

Since 1994

Identifies and collect
dataonall US.
incidents in which
lethal violence occurs
1) on the campus of a
functioning public or
private primary or
secondary school,
2) while the victim was
on the way to or from
regular sessions at such
a school, or 3) while the
victim was attending
or traveling to or from
an official school-
sponsored event

Beginning in 2021,
will collect data via
NVDRS (described in
previous row)

See table footnotes on page 6.
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TABLE 1. (Continued) Federal surveys and surveillance systems that collect data on children’s mental health — United States

Name, website, sponsor

Description

Method of data collection

Topics related to children

Child-related mental health
topics and questions

Populations and
periodicity

National Youth Risk
Behavior Survey
(YRBS)

https://www.cdc.gov/
yrbss

CDC, National Center for
HIV, Viral Hepatitis, STD,
and TB Prevention

The Youth Risk Behavior

Surveillance System monitors
health behaviors and
experiences among U.S. high
school students that
contribute to the leading
causes of mortality, morbidity,
and social problems among
youths and adults.

The system includes a national

YRBS conducted by CDC and
separate state, tribal,

Anonymous, school-based survey

Behaviors that contribute to
unintentional injuries and
violence

Tobacco use

Alcohol and other drug use

Sexual behaviors that
contribute to unintended
pregnancy and sexually
transmitted infections

Unhealthy dietary behaviors

Inadequate physical activity

Prevalence of obesity and

Persistent feelings of sadness
or hopelessness

Suicidal ideation and suicide
attempts

Biennial since 1991
(odd years)

Nationally
representative
samples of public and
private high school
students
(grades 9-12)

State, tribal, territorial,
and local school
district data also
available

territorial, and local school
district YRBSs.

asthma and other
health-related behaviors
and experiences

Abbreviations: ADD = attention-deficit disorder; ADHD = attention-deficit/hyperactivity disorder; ASD = autism spectrum disorder; PDD = pervasive developmental disorder; PHQ-9 = nine-item
Patient Health Questionnaire; SAMHSA = Substance Abuse and Mental Health Services Administration.

individual-level ADDM Network data are not publicly
available, various site-level or group-level results are available
(https:/Iwww.cdc.gov/ncbddd/autism/addm.html), and CDC
has an interactive website that allows ADDM data to be
visualized or downloaded along with other state-based sources
of ASD prevalence data (https://www.cdc.gov/ncbddd/autism/
data/index.html).

The results presented in this report are based on 2016
data. Among 275,409 children aged 8 years living in the
geographically defined areas comprising the 11 sites, a total of
5,108 children were identified as having ASD. For other mental
health indicators, the ADDM Network sites review children’s
medical and educational evaluations and collect information
on co-occurring diagnoses of mental disorders such as ADHD,
anxiety, and depression among children with ASD.

National Health and Nutrition Examination Survey

NHANES is a continuous cross-sectional survey on health
and nutrition conducted by CDC (https://www.cdc.gov/nchs/
nhanes). NHANES uses a multistage probability household
sampling design to obtain nationally representative estimates
of health indicators for the U.S. civilian noninstitutionalized
population of all ages. Since 2011, NHANES has oversampled
Hispanic, non-Hispanic Asian (Asian), and non-Hispanic
Black or African American (Black) persons to increase the
reliability and precision of estimates for these subgroups.
Data are collected through examination and assessments in
a mobile examination center (MEC), as well as interviews
in the home. Health indicators have included cardiovascular
disease, diabetes, obesity, environmental exposures, infectious
diseases and vaccination, mental health, oral health, dietary
intake, and supplement and prescription medication use
(59). NHANES data are released in 2-year cycles. Most data
are available online (https://www.cdc.gov/nchs/nhanes);
restricted data, such as depression symptoms for children
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and adolescents aged 12—17 years (collectively referred to as
adolescents in this report), are available to researchers through
the CDC Research Data Center (https://www.cdc.gov/rdc).
For this report, the data have been pooled for NHANES cycles
2013-2014, 2015-2016, and 2017-2018. The 2019-2020
NHANES cycle was not completed because of the onset of
the COVID-19 pandemic, and the data for the cycle collected
in 2019 through March 2020 have been combined with the
prepandemic 2017-2018 data for future analysis; however,
these data were not available for this report. Across these cycles,
overall NHANES interview response rates ranged from 71.0%
to 51.9%; MEC examination response rates ranged from
68.5% to 48.8%. Response rates for adolescents and young
adults aged 12-19 years were approximately 5 percentage
points higher than the overall response rates in every cycle.
NHANES estimates for this report are based on data collected
during the in-home interview and private in-person MEC interview.
Since the 2005-2006 administration, NHANES has included
the nine-item Patient Health Questionnaire (PHQ-9) to measure
depression symptoms (60). The PHQ-9 screening instrument
consists of nine questions about depression symptoms during the
past 2 weeks followed by a single question that assesses associated
impairment; the resulting scores are used to determine depression
severity and range from 0 to 27 (60). Adolescent self-reports on
depression symptoms were collected during the MEC interview.
The PHQ-9 has been estimated to have a sensitivity of 89.5%
and a specificity of 77.5% for detecting adolescents who meet
the DSM-1V (61) criteria for major depression on the Diagnostic
Interview Schedule for Children, Version IV (DISC-IV) (62,63).
In this report, weighted estimates of depression are based on a score
of 210 for adolescents aged 12—17 years who completed the MEC
interview for NHANES during 2013-2018. In past NHANES
cycles, other mental health assessments were administered to youths,
such as diagnostic modules from DISC during 1999-2004 (64).
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TABLE 2. Mental disorders and indicators among persons aged 0-19 years, by surveillance system and age group — United States, 2013-2019

Surveillance system and age group (yrs)

ADDM
X Network NHANES NHIS NSCH NSDUH NVDRS NVSS SAVD-SS National YRBS
Disorder or
indicator 8 12-17 3-17 0-17 12-17 10-19 10-19 10-18 ~14-18*
Attention-deficit/ NA NA Parent report of Parent report of NA NA NA NA NA
hyperactivity diagnosisbya  diagnosis by a
disorder health care health care
provider (ever,  provider (ever,
current) current)
Behavior NA NA NA Parent report of NA NA NA Law enforcement NA
problems diagnosis by a or school
health care official report of
provider (ever, decedents’
current) history of
behavior
problems at
home orin
school
Depression NA Youth self-report of NA Parent report of Youth self-report NA Depression Law enforcement Youth self-report
current depression diagnosis by a of major might be or school of feeling so
(depression health care depressive inconsistently  official report of  sad or hopeless
during past 2 wks, provider (ever, episode (ever, reported on decedents’ almost every
score of 210 on current) past year)" the death history of day for =2 wks
PHQ-9 depression certificate depressed in a row that
screener) mood or they stopped
documented doing some
diagnosis of usual activities
depression
Anxiety NA NA NA Parent report of NA NA Anxiety might be NA NA
diagnosis by a inconsistently
health care reported on the
provider (ever, death certificate
current)
Autism spectrum  Medical NA Parent report of Parent report of NA NA NA NA NA
disorder record diagnosisbya  diagnosis by a
abstraction, health care health care
surveillance provider (ever,  provider (ever,
case criteria current) current)
met$
Tourette NA NA NA Parent report of NA NA NA NA NA
syndrome diagnosis by a
health care
provider (ever,
current)
Substance use NA NA NA —1 Youth self-report NA Substance use NA NA
disorder of dependence disorder might
on or abuse of be
alcohol or one inconsistently
or more illicit reported on
drugs (in past the death
year) based on certificate
DSM-IV criteria
Suicidality NA NA NA NA NA Deathrecords; Deathrecords;  Surveillance of  Youth self-report
deaths per deaths per school- of seriously
100,000 100,000 associated considering
suicide based attempting

on systematic
media scan of
computerized
newspaper and
broadcast
media
databases and
confirmation
with local law
enforcement
Law enforcement
or school official
report of
decedents’
history of
suicidal
thoughts and
suicide attempts

suicide, making
a suicide plan,
attempting
suicide =1 time,
and making a
suicide attempt
>1 time that
resulted in
injury,
poisoning, or
overdose that
had to be
treated by a
physician or
nurse (during
the 12 months
before the
survey for all
four measures)

See table footnotes on the next page.
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TABLE 2. (Continued) Mental disorders and indicators among persons aged 0-19 years, by surveillance system and age group — United States,
2013-2019

Surveillance system and age group (yrs)

ADDM
Network NHANES NHIS NSCH NSDUH NVDRS NVSS SAVD-SS National YRBS
Disorder or
indicator 8 12-17 3-17 0-17 12-17 10-19 10-19 10-18 ~14-18*
Treatment NA Parent report of Parent report of Parent report of Youth self-report NA NA Law enforcement NA
child currently child receiving  child receiving of child or school
using mental health  mental health receiving official report of
psychotherapeutic  consultation treatment by a mental health decedents’
agents (in past with professional$$ services history of
30 days) professional**  and past year (specialty or mental health
Parent report of or general medication for nonspecialty) treatment
child receiving physiciantt mental health provided by a
mental health problems1! counselor
consultation with (including a
a professional** school
counselor) or
clinician
Positive indicators NA NA NA Parent report of NA NA NA NA NA
affection, resilience,
and positivity (for
children aged
6 Mos->5 yrs);
curiosity
(6 mos-17 yrs); and
persistence and
self-control
(6-17 yrs)

Abbreviations: ADDM = Autism and Developmental Disabilities Monitoring; DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, 4th Edition; MDE = major depressive episode;
NA = not applicable; NHANES = National Health and Nutrition Examination Survey; NHIS = National Health Interview Survey; NSCH = National Survey of Children’s Health; NSDUH = National
Survey on Drug Use and Health; NVDRS = National Violent Death Reporting System; NVSS = National Vital Statistics System; PHQ-9 = nine-item Patient Health Questionnaire; SAVD-SS = School-
Associated Violent Death Surveillance System; YRBS = Youth Risk Behavior Survey.

*Survey participants were public and private high school students in grades 9-12 (i.e., primarily aged 14-18 years).

*Ever MDE: reported at least five or more of nine symptoms nearly every day in the same 2-week period during their lifetime, in which at least one of the symptoms was depressed mood
or loss of interest or pleasure in daily activities; MDE in past year: 1) had ever had an MDE, as well as 2) had a period of time in the past 12 months when they felt depressed or lost interest
or pleasure in daily activities for >2 weeks and 3) during this period of =2 weeks, they had some of the other problems they reported associated with ever having had an MDE.

§ Case definition based on Diagnostic and Statistical Manual of Mental Disorders, 5th Edition criteria for autism spectrum disorder. Clinicians applied the case definition through a review of
information systematically collected from developmental evaluations completed by medical and educational service providers in the community.

TNSCH included a question about parent report of a health care provider diagnosis for substance use disorder for children aged 6-17 years in the 2016-2019 surveys. These data are not
included in this report because NSCH removed this item as of 2020 due to small samples and concerns about validity with parental report.

**“During the past 12 months, have you seen or talked to...a mental health professional such as a psychiatrist, psychologist, psychiatric nurse, or clinical social worker...about child’s health?”
t“Did you see or talk to this general doctor because of an emotional or behavioral problem that [child] may have?”

55“During the past 12 months, has this child received any treatment or counseling from a mental health professional?”

19“During the past 12 months, has this child taken any medication because of difficulties with his or her emotions, concentration, or behavior?”

Information on use of mental health services, including
receiving care from a mental health professional (ages 4—17 years)
and use of psychotropic medication (ages 3—17 years), was
obtained during the NHANES home interview, with self-
reports from adolescents aged >16 years and from parents
for those aged <16 years. Use of mental health services was

classification of the youth as using psychotropic medication:
antidepressant medications; central nervous system stimulants;
anxiolytics, sedatives, and hypnotics; antimanic medications;
and antipsychotic medications.

National Health Interview Survey

assessed by the questions, “During the past 12 months, have
you seen or talked to a mental health professional such as a
psychologist, psychiatrist, psychiatric nurse, or clinical social
worker about (his/her/your) health?” and “In the past 30 days,
have you used or taken any medication for which a prescription
is needed?” Those who responded “yes” to the medication
question were asked to provide containers of all prescription
medications, and interviewers recorded the product name.
Products were identified using a proprietary, comprehensive
database of prescription and certain nonprescription drugs
(Lexicon Plus, Cerner Multum, Inc.) and classified according
to a three-level classification scheme (65). Reported use of
any of the following psychotropic medications resulted in the
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NHIS is a survey of a nationally representative sample of the
civilian noninstitutionalized U.S. population and is conducted
continuously throughout the year by CDC to monitor the
health of the U.S. population (https://www.cdc.gov/nchs/
nhis). NHIS is an in-person interview conducted in the
respondent’s home; in some instances, a follow-up to complete
the interview is conducted via telephone. For interviews
completed during 1997-2018, families were identified within
each sampled household, and a family member completed a
brief questionnaire on selected demographic and broad health
measures. From each family in the household, one adult and
one child were randomly selected to receive a more detailed
health questionnaire. A parent answered questions for one
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randomly selected child or adolescent aged 0—17 years. NHIS
data are publicly available online (https://www.cdc.gov/nchs/
nhis); restricted data are available to researchers through the
NCHS Research Data Center (https://www.cdc.gov/rdc).

Data included in this report are pooled from the 2017 and
2018 surveys, which included 8,845 and 8,269 children and
adolescents aged 0—17 years, respectively. The total household
response rate was 66.5% in 2017 and 64.2% in 2018, and the
final response rate for the sample child component was 60.6%
in 2017 and 59.2% in 2018.

NHIS has included questions on ASD and ADHD annually
since 1997, with some changes in the ASD measure over
time. For ADHD, parents were asked, “Has a doctor or
health professional ever told you that [child] had attention-
deficit/hyperactivity disorder (ADHD) or attention-deficit
disorder (ADD)?” Since 2014, the ASD question wording
has been consistently phrased as, “Has a doctor or health
professional ever told you that [child] had autism, Asperger’s
disorder, pervasive developmental disorder, or autism spectrum
disorder?” Beginning in 2016, follow-up questions were added
to determine current diagnoses: “Does [child] currently have
attention-deficit/hyperactivity disorder (ADHD) or attention-
deficit disorder (ADD)?” and “Does [child] currently have
autism, Asperger’s disorder, pervasive developmental disorder,
or autism spectrum disorder?”

To assess use of mental health services, NHIS included the
following question on mental health care consultations for
emotional or behavioral problems: “During the past 12 months,
have you seen or talked to any of the following health care
providers about [child’s] health? A mental health professional
such as a psychiatrist, psychologist, psychiatric nurse, or clinical
social worker?” In addition, for those who reported having
consulted with a general physician in the past 12 months, a
follow-up question was used to address whether the physician
was consulted specifically for emotional or behavioral problems:
“Did you see or talk to this general doctor because of an
emotional or behavioral problem that [child] may have?” The
denominator included all children, regardless of whether they
had consulted a general physician in the past 12 months.

National Survey of Children’s Health

NSCH is an annual, cross-sectional, address-based survey
that collects information on the health and well-being of
children and adolescents aged 0—17 years, as well as related
health care, family, and community factors that can influence
health (https://mchb.hrsa.gov/data-research/national-survey-
childrens-health). NSCH is funded and directed by the
Health Resources and Services Administration’s Maternal and
Child Health Bureau (HRSA MCHB), with co-sponsorship
from CDC, the U.S. Department of Agriculture, and others,
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and is conducted by the Census Bureau using both online
and paper methods. Data are collected from a parent in the
household who is knowledgeable about the health and health
care of one randomly selected child. Data provide both
national and state estimates on key measures of child health.
The data are subject to error arising from various sources,
including sampling and nonsampling errors. Additional general
information is available (https://mchb.hrsa.gov/data/national-
surveys), and NSCH data and questionnaires are publicly
available online (https://mchb.hrsa.gov/data/national-surveys/
questionnaires-datasets-supporting-documents).

NSCH was redesigned for 2016, combining two previously
separate HRSA MCHB quadrennial surveys, the National
Survey of Children with Special Health Care Needs
(NS-CSHCN) and NSCH (66). Because of changes in
the mode of data collection and sampling frame, as well as
adjustments to item wording as needed, estimates from the
redesigned 2016 survey cannot be directly compared with
those from earlier years, nor can trend analyses using data
collected before and after 2016 be conducted (66). Since
2016, NSCH data have been collected annually. A total of
50,212 questionnaires were completed for the 2016 NSCH,
followed by 21,599 in 2017, 30,530 in 2018, and 29,433 in
2019. The overall weighted response rate was 40.7% in 2016,
37.4% in 2017, 43.1% in 2018, and 42.4% in 2019; the
weighted interview completion rate (or the probability that a
household that initiates the survey completes it) was 69.7%,
70.9%, 78.0%, and 79.5%, respectively. Approximately 75%
of questionnaires were completed online each year.

NSCH assesses and reports data on the presence of
diagnosed mental health problems or conditions in children
and adolescents aged 017 years. Parents were asked about
1) depression, 2) anxiety problems, 3) behavioral or conduct
problems, 4) autism or ASD, 5) Tourette syndrome, and
6) attention-deficit disorder (ADD) or ADHD. For each
condition, parents were asked whether they had ever been told
by a doctor or other health care provider that their child had the
condition and whether the child currently had the condition;
for behavioral or conduct problems, parents also were asked to
consider reports from educators, including teachers and school
nurses. For children with current problems or conditions,
parents were asked to rate the severity of their child’s condition
as mild, moderate, or severe. NSCH also assesses and reports
data on receipt of mental health treatment among children and
adolescents aged 017 years. Parents were asked whether their
children received mental health treatment or counseling or took
medications for a problem with emotions, concentration, or
behavior. Additional treatment indicators that were available
from NSCH only for a selected subset of disorders such as
medication or behavioral treatment specifically for ADHD
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and ASD were not included. Data included in this report for
diagnoses and treatment are from the 2016-2019 surveys.

NSCH also includes parent responses to items that can
be used as positive indicators of mental health (67,68).
For children aged 6 months—5 years, parents were asked
how often the child 1) is affectionate and tender (labeled
affection), 2) bounces back quickly when things do not go
his or her way (labeled resilience), and 3) smiles and laughs
a lot (labeled positivity). For children and adolescents aged
6 months—17 years, parents were asked how often the child
shows interest and curiosity in learning new things (labeled
curiosity). For children and adolescents aged 6-17 years,
parents were asked how often the child 1) works to finish
tasks that have been started (labeled persistence) and 2) stays
calm and in control when faced with a challenge (labeled self-
control). Beginning in 2018, response options for the positive
indicators were always, usually, sometimes, and never. Children
were considered to meet the indicator criteria if the parent
answered usually or always. Data included in this report for
positive indicators are from the 2018-2019 surveys.

National Survey on Drug Use and Health

NSDUH is the primary source of statistical information on
the use of illicit drugs, alcohol and tobacco use, substance use
disorders, MDEs, and receipt of mental health and substance use
services among the civilian, noninstitutionalized population aged
>12 years in the United States, all 50 states, and the District of
Columbia (DC) (https://www.samhsa.gov/data/data-we-collect/
nsduh-national-survey-drug-use-and-health). Conducted by the
federal government since 1971 (annually since 1990), NSDUH
is sponsored by the Substance Abuse and Mental Health Services
Administration (SAMHSA). For the years analyzed, NSDUH
collected data through in-person interviews of household
residents, persons living in noninstitutional group settings,
and civilians living on military bases. NSDUH collects data
using audio computer-assisted self-interviewing (ACASI) for
sensitive items in which respondents read or listen to questions
through headphones and then enter their answers directly into
an NSDUH laptop computer.

NSDUH is a state and nationally representative survey with
approximately 150,000 addresses screened and approximately
67,500 respondents interviewed each year. Adolescents and
young adults are oversampled. Additional general information
about NSDUH is available (https://www.samhsa.gov/data/
data-we-collect/nsduh-national-survey-drug-use-and-health),
and NSDUH data are publicly available online (https://www.
datafiles.samhsa.gov). In 2018, screening was completed at
141,879 addresses, and 67,791 completed interviews were
obtained, including 16,852 interviews from adolescents aged
12-17 years. The weighted response rates were 73.3% for
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household screening, 66.6% for interviewing, and 48.8% overall
(69). In 2019, screening was completed at 148,023 addresses,
and 67,625 completed interviews were obtained, including
16,894 interviews from adolescents aged 12—17 years. The
weighted response rates were 70.5% for houschold screening,
64.9% for interviewing, and 45.8% overall (70).

NSDUH uses ACASI to assess whether adolescents aged
12-17 years ever experienced an MDE (i.e., lifetime MDE)
as defined by DSM-IV (61) or experienced an MDE in the
past year. Lifetime MDE is defined as ever having at least five
or more of nine symptoms of depression in the same 2-week
period, in which at least one of the symptoms was a depressed
mood or loss of interest or pleasure in daily activities. An
adolescent was defined as having an MDE in the past year if
they met all of the following criteria: 1) had ever had an MDE,
as well as 2) had a period of time in the past 12 months when
they felt depressed or lost interest or pleasure in daily activities
for >2 weeks and 3) during this period of 2 weeks, they had
some of the other problems they reported associated with ever
having had an MDE.

NSDUH collects data on substance use disorders and types
of substance use disorders (e.g., alcohol use disorder and illicit
drug use disorder) annually. In the 2018 and 2019 surveys,
substance use disorder was defined as meeting the DSM-1V
criteria for either dependence or abuse for alcohol or one or
more illicit drug. NSDUH also used DSM-IV dependence or
abuse criteria to define alcohol use disorder and illicit drug use
disorder (67). Additional information on the criteria NSDUH
uses for substance use disorders are available online (70). Illicit
drug use disorder included dependence or abuse of one or
more of the following illicit drugs: marijuana, cocaine, heroin,
hallucinogens, inhalants, methamphetamine, or prescription
psychotherapeutic drugs that were misused (i.e., pain relievers,
tranquilizers, stimulants, and sedatives). One clinical validation
study compared the NSDUH instrument with the Pittsburgh
Adolescent Alcohol Research Center’s Structured Clinical
Interview (71). The level of agreement was fair to moderate
overall, with sensitivity values of 81%-95% and specificity
values of 48%-63% for substance abuse or dependence
(71). The 2006 NSDUH Reliability Study, which compared
responses on interviews conducted 5-15 days apart, reported
a Kappa value of 0.67 for illicit drug or alcohol use disorders
and was 0.62 for illicit drug use disorders (72).

The 2018 and 2019 NSDUH survey years included
questions to estimate the use of mental health services among
adolescents aged 12—17 years. In addition to asking about
treatment for depression, the surveys also included questions
about receipt of any services for emotional or behavioral
problems not caused by substance use. The NSDUH interview
section on use of mental health services among youths asks
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adolescent respondents whether they received any treatment or
counseling in the 12 months before the interview in specialty
and nonspecialty settings. Specialty mental health settings
include services in outpatient or inpatient settings. Outpatient
services include 1) a private therapist, psychologist, psychiatrist,
social worker, or counselor; 2) a mental health clinic or center;
3) a partial day hospital or day treatment program; or 4) an
in-home therapist, counselor, or family preservation worker.
Inpatient or residential specialty mental health services in
which adolescents stayed overnight or longer include services
in a hospital or a residential treatment center. Nonspecialty
mental health settings for adolescents include the education,
general medical, juvenile justice, and child welfare settings.

National Violent Death Reporting System

NVDRS is a population-based active surveillance system
conducted by CDC to collect data on violent deaths that occur
within participating states and territories (https://www.cdc.
gov/violenceprevention/datasources/nvdrs/index.html). For
the purposes of NVDRS, violence is defined as the intentional
use of threatened or actual physical force or power against a
person, group, or community that causes or is likely to cause
injury, death, psychological harm, developmental harm (e.g.,
arrested physical, mental, intellectual, emotional, or social
development), or deprivation. Violent deaths include child
maltreatment deaths, intimate partner homicides and other
homicides, suicides, and legal intervention deaths (i.e., when
a decedent is killed by a police officer or other person with
specified legal authority to use deadly force) (73). Unintentional
firearm injury deaths and deaths of undetermined intent also
are included in the system. States are required to begin entering
all deaths into the online system within 4 months from the
date the violent death occurred. States then have an additional
14 months from the end of the calendar year in which the
violent death occurred to complete each incident record.
Additional information on NVDRS is available (https://www.
cde.gov/violenceprevention/datasources/nvdrs/index.html).

NVDRS data collection began in 2003 with six participating
states (Maryland, Massachusetts, New Jersey, Oregon, South
Carolina, and Virginia). Seven additional states began data
collection in 2004 (Alaska, Colorado, Georgia, North
Carolina, Oklahoma, Rhode Island, and Wisconsin), three
in 2005 (Kentucky, New Mexico, and Utah), two in 2010
(Ohio and Michigan), and 14 in 2015 (Arizona, Connecticut,
Hawnaii, Illinois, Indiana, Iowa, Kansas, Maine, Minnesota,
New Hampshire, New York, Pennsylvania, Vermont, and
Washington). Eight additional states (Alabama, California,
Delaware, Louisiana, Missouri, Nebraska, Nevada, and West
Virginia), DC, and Puerto Rico began data collection in
2017. California began collecting data in 2005 but ended data
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collection in 2009; in 2017, California collected NVDRS data
from all three required sources (i.e., death certificates, coroner
or medical examiner reports, and law enforcement reports)
from four counties (Los Angeles, Sacramento, Shasta, and
Siskiyou). NVDRS received funding in 2018 for a nationwide
expansion that included the remaining 10 states (Arkansas,
Florida, Idaho, Mississippi, Montana, North Dakota, South
Dakota, Tennessee, Texas, and Wyoming), which began data
collection in 2019. CDC now provides NVDRS funding to all
50 states, DC, and Puerto Rico (74). State health departments
or their bona fide agents manage the state violent death
reporting systems and serve as the point of contact to collect
information from the major data sources.

NVDRS obtains data from multiple complementary data
sources, including death certificates, medical examiner and
coroner records, law enforcement reports, and toxicology
reports. Individual-level data include manner of death, injury
mechanism, whether the person involved in an incident
was a victim, and circumstances, which are defined as the
precipitating events that contributed to the fatal injury.
Numerous types of circumstance data are collected for
suicide in NVDRS, including factors such as mental health
history and status (e.g., current depressed mood, current
mental health problems, current treatment for mental health
problems, whether treatment has ever been received for mental
health problems, and history of suicide attempts), whether a
decedent disclosed the intent to die by suicide, interpersonal
conflicts, alcohol or other substance use, other addictions, and
criminal acts. Short narratives are also written by abstractors,
which provide more details about the incident, summarizing
the sequence of events from the perspectives of the medical
examiner or coroner and law enforcement. Aggregate counts,
percentages, and crude rates are available for all deaths by
abstractor-assigned manner of death. Because no sampling
is involved, all identified violent deaths in states that meet
the reporting criteria are included. Data for persons aged
10-19 years in 18 states during 2014-2018 are included in
this report (Alaska, Colorado, Georgia, Kentucky, Maryland,
Massachusetts, Minnesota, New Jersey, New Mexico, North
Carolina, Ohio, Oklahoma, Oregon, Rhode Island, South
Carolina, Utah, Virginia, and Wisconsin). NVDRS data are
publicly accessible through CDC’s Web-based Injury Statistics
Query and Reporting System (WISQARS; https://www.cdc.
gov/injury/wisqars/nvdrs.html) (41). Deidentified case-level
data are also available by formal request to eligible researchers
via access to the NVDRS Restricted Access Database
(hteps:/fwww.cde.gov/violenceprevention/datasources/nvdrs/
dataaccess.html).
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Supplement

National Vital Statistics System

Vital statistics mortality data from NVSS are a fundamental
source of demographic, geographic, and cause-of-death
information in the United States (https://www.cdc.gov/nchs/
nvss/index.htm). The data are used to present characteristics of
persons who have died in the United States, understand leading
causes of death, determine life expectancy, and compare the
U.S. mortality data with those in other countries. The NVSS
mortality data include information on all deaths occurring
within the United States annually and have been collected since
1900. Mortality data are collected from information reported
on death certificates, which are completed by funeral directors
(the demographic portion) and the attending physicians,
medical examiners, or coroners (the medical portion). National
data for vital statistics are provided through contracts between
CDC’s NCHS and state vital registration systems that are
legally responsible for the registration of deaths. Information
on demographics, geographic details, and cause of death is
provided for all decedents. State- and county-level information
is available by place of occurrence as well as place of residence.
Causes of death, including suicide, are processed in accordance
with the International Classification of Diseases, Tenth Revision
(ICD-10). Data are available in various formats, including
reports, downloadable data files (https://www.cdc.gov/nchs/
data_access/vitalstatsonline.htm), restricted use data files
(https://www.cde.gov/nchs/nvss/nvss-restricted-data.htm), and
online query systems (https://wonder.cdc.gov). Data for persons
aged 10-19 years for 2018-2019 are included in this report.

School-Associated Violent Death Surveillance System
SAVD-SS is maintained by CDC and was designed to monitor

incidents of lethal violence, including suicides, homicides,
and legal intervention deaths, that occur in and around
school settings (https://www.cdc.gov/violenceprevention/
youthviolence/schoolviolence/SAVD.html). Data on school-
associated violent deaths (SAVDs) are available for 1994—2018.
Incidents are identified through a systematic media scan of
computerized newspaper and broadcast media databases.
SAVD-SS cases include incidents in which a death occurred
1) on the campus of a functioning U.S. public or private
primary or secondary school, 2) while the victim was on the
way to or from regular sessions at such a school, or 3) while
the victim was attending or traveling to or from an official
school-sponsored event. Identified incidents are confirmed
with local law enforcement or school officials familiar with
the incident, and law enforcement reports are collected when
possible. Incident, victim, and perpetrator characteristics (e.g.,
incident location, cause and manner of death, circumstances
precipitating the incident, and firearm-related information for
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incidents involving firearms) are coded from law enforcement
reports, interviews with law enforcement or school officials
familiar with each incident, or articles published in the media
when a reliable source is cited (i.e., a law enforcement or
school official or judicial proceedings regarding the incident).
SAVD-SS also collects information about whether the victim
and perpetrator had a suspected or diagnosed mental health
condition, experienced suicidal ideation or had a history of
suicide attempts, were using alcohol or substances at the time
of death or regularly used alcohol or substances, and had been
victimized or perpetrated violence in the past.

Because SAVDs are relatively rare and SAVD-SS includes
personally identifiable information, data are not made publicly
available; however, aggregate data are reported every school year
(July 1-June 1) in the U.S. Department of Education’s Annual
Indicators of School Crime and Safety Report. Additional
information about SAVD-SS is available (https://www.cdc.gov/
violenceprevention/youthviolence/schoolviolence/SAVD.html).

This report provides data on school-associated suicides
among persons aged 10-18 years during 2013-2018.
Beginning in January 2021, SAVD-SS data from 2021 and
later will be collected through CDC’s NVDRS and will be
publicly available in 2023.

National Youth Risk Behavior Survey

The Youth Risk Behavior Surveillance System (YRBSS)
monitors health behaviors and experiences among U.S. high
school students that contribute to the leading causes of mortality,
morbidity, and social problems among youths and adults
(hteps:/fwww.cdc.gov/yrbss). The system includes a national
YRBS, conducted by CDC, and separate state, tribal, territorial,
and local school district school-based YRBSs. National YRBS
data and data for many state, territorial, and local school districts
are publicly available (https://www.cdc.gov/yrbss).

Since 1991, the national YRBS has been conducted
biennially, using independent, three-stage cluster sample
designs to produce representative samples of public and
private high school students in grades 9—12 (primarily aged
14-18 years) in the 50 states and DC. Student participation
in the YRBS is anonymous and voluntary, and local parental
permission procedures are used. Survey participants complete
a self-administered pencil-and-paper questionnaire during a
regular class period and record their responses on a computer-
scannable answer sheet. In 2019, the number of students in
the sample was 13,677, the school response rate was 75%, the
student response rate was 80%, and the overall response rate
(the product of the school and student response rates) was 60%.

Indicators of mental health included in the national YRBS
include persistent feelings of sadness or hopelessness and
suicide-r