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TEENAGE SUICIDE

WEDNESIAY, OCTOBER 3, 1984

U.S. SENATE.
SUBCOMMITTEE ON JUVENILE JUSTICE,

COMMITTEE ON THE JUDICIARY,
Washington, DC.

The subcommittee met, pursuant to notice, at 10:05 a.m., in room
226, Dirksen Senate Office Building, Hon. Arlen Specter (chairman
of the subcommittee) presiding.

Staff present: Mary Louise Westmoreland, chief counsel and staff
director; Eva Carney, counsel; and Tracy McGee, chief clerk.

OPENING STATEMENT OF HON. ARLEN SPECTER, A U.S. SENATOR
FROM THE STATE OF PENNSYLVANIA, CHAIRMAN, SUBCOM-
MITTEE ON JUVENILE JUSTICE

Senator SPECTER. Good morning, ladies and gentlemen.
We will begin this hearing of the Juvenile Justice Subcommittee

of the Judiciary Committee.
Our I, mring this morning involves the issue of teenage suicides,

where there has been a very dramatic increase over the past 25
years, and particularly disconcerting have been the clusters of sui-
cides which have occurred in communities such as Fairfax County,
VA, in 1980 and 1981, and in Plano, TX, earlier this year.

The witnesses today will focus on the factors that may lead to
teenage suicide, and also on what might be done to prevent that
tragedy, and what the Federal Government is currently doing on
the subject in a variety of ways, and what action the Federal Gov-
ernment might undertake to expand its activities in this important
regard.

There have already been legislative initiatives by two States,
California and Florida, mandating suicide prevention programs,
and New York has just earmarked some $3,500,000 for suicide
awareness and a prevention program in schools statewide.

This is another one of the burgeoning problems that we find
among the young people of our country, and the Juvenile Justice
Subcommittee has been reviewing the situation for some time, and
thought these hearings to be an appropriate way to focus in on this
problem, with a view toward some expanded Federal legislative
corrective action.

1 would like to call as our first witnesses today Marcia and
Robert Scherago, who were parents of a child who fell victim to
suicide as a teenager; and also, "Patricia ann Julie Smith," who will
share with us a situation which they have experienced. Patricia
Smith is the mother of Julie, who has attempted suicide.
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If you would come forward, I would appreciate it at this time.
Mr. and Mrs. Scherago, let us begin with you. We know how dif-

ficult it is for you to appear here and discuss this subject. We ap-
preciate your being willing to come here as a means of shedding
light on this important subject, which may prevent other people
from undergoing the trauma which has befallen your family.

Mr. Scherago, will you begin, or will you have Mrs. Scherago go
first?

STATEMENTS OF A PANEL CONSISTING OF MARCIA AND ROBERT
SCHERAGO, BURKE, VA; "JULIE SMITH" ACCOMPANIED BY HER
MOTHER, "PATRICIA SMITH," DISTRICT OF COLUMBIA METRO-
POLITAN AREA

Mrs. SCHERAGO. I have been elec
May I read my statement?
Senator SPECTER. by all means.
Mrs. SCHERAGO. I am speaking

there was not time for my husband
I am a bereaved mother, who is

Virginia, working as a family and
ting.

I understand that one of the purposes of this hearing is to inves-
tigate a possible link between teenage suicide and a victim's in-
volvement in the juvenile justice system and/or child abuse.

While I believe such a connection may exist, our 16-year-old son,
Steven, killed himself 4 years and 2 months ago today, and he did
not fit this connection.

I am now actively involved in a self-help group for bereaved par-
ents, the Compassionate Friends, and I heard the same from other
parents of cuicides.

Professionally, I have worked with people who have seriously
considered suicide as a viable alternative to living with emotional
pain. They have exhibited some common characteristics that my
son also showed, but the links appear to be the exception rather
than the expected. Substance abuse is sometimes involved, but
again, it is in the minority.

If this investigation only focuses on factors of substance abuse,
potential victims might be ignored and go undetected. My son and
all the thousands of other beautiful children who did not know that
there was another option dealing with emotional pain and death
will have died in vain.

A silent killer lives in this society and its allies are some of the
most influential people in our children's lives, including parents,
family, friends, teaches, clergy, therapibts, doctors, lawyers, jour-
nalists and lawmakers. This killer lives inside each of us and an-
swers to the names of ignorance, denial and stigma.

Frightened people resort to denial as a means of protecting them-
selves and making reality less threatening. When denial wears
thin, stigma is whipped into action to protect their vulnerability.
Myths about reality are created to help maintain this line of de-
fense.

Such is the case, I believe, regarding teenage suicides. Ours is a
death-denying society that appears to ignore the scores of children

ted.

for myself at this point, since
to also submit a statement.
also a licensed social worker in
grief therapist in a private set-
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who die each year itt their own hands as dismissing them as being
"zonked" on something, mentally ill, or having bad parents.

Each time I speak of my son's death, I deal with pain, just as I
am dealing with it as I speak to you today. I am a parent who is
acutely aware of the need to remove the wraps from the last taboo
subject in this societydeathand more specifically, teenage sui-
cide.

We expect children to respond on our level, as adults. We do not
know how to interpret their behaviors, which usually say more
than the words, as such, we miss their subtle signals and messages.
They get into emotional trouble, and often flounder around looking
for their lost self-esteem.

As it was with our son Steven, often these children are unusually
sensitive, caring people with high, unreachable expectations. They
are perfectionists, with emotional and sometimes physical immatu-
rity. They may also feel isolated or rejected by their peers, al-
though seeking acceptance. Steven talked about suicide, but was ig-
nored and not taken seriously.

A key factor for these at risk children is that they may suffer
what they perceive as a significant loss, such as the breakup of a
boy-girl relationship, or poor grades. For some unknown reason,
their pain is so overwhelming that the only solution seems to be to
end the pain by ending their lives.

Perhaps indigenous depression is one cause. Also, most adults do
not believe children experience significant depression.

My suggestions include educating these allies of this silent killer,
to listen and look more closely to the real signs and symptoms that
most teenagers exhibit.

Research into the whole range of factors contributing to teenage
suicide is needed. Food may be a contributing factor in the increase
of teenage suicide. Our foods are processed and sprayed differently
from those of my generation.

If we are to stem this epidemic, we must act now, or more of us
will be burying our children.

Thank you.
Senator SPECTER. Thank you very much, Mrs. Scherago.
[The prepared statement of Mrs. Scherago follows:]
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PREPARED STATEMENT OF MARCIA G. SCHERAGO

The perspective contained in this statement is that of a bereaved
mother, who is also a licensed social worker in Virginia working as a
family and grief therapist in a private setting.

I am aware that one of the purposes of this hearing 1e to investigate
a possible link betweenIteenage suicide and a victim's involvement in
the juvenile justice syst. m and/or child abuse.

While I believe that such a connection may exist, our sixteen-year-son
Steven killed himself four years and two months ago today, and he did
not fit this connection.

Since )is death I have become acquainted with bereav^d parents of suic-
ides from all over the United States, as I am actively involved in a
sell-help group for bereaved parents, The Compassionate Friends.

Professionally, I have worked with and am currently working with
young people (up to 25 years of age) who have attempted or have
seriously considered suicide as a viable alternative to living with
emotional pain. These clients have exhibited some common
characteristics that my son also showed, but the possible link
previously identified appears to be the exception rather than the
expected. Drugs and alcohol are sometimes involved, but again they
air in the minority.

I Hope your hearing uncovers information to support or deny this
link, for either way the subject will get sorely needed attention,
publicity, and perhaps increased awareness, resulting in the saving
of children's lives. This investigation heartens me because teenage
suicide is the number two killer of youths, ages 16 to 24, in this
country, and if automobile accidents were investigated thoroughly,
suicide would surely rank number one. Obviously it has reached
epidemic proportions, increasing two hundred per cent in the last
twenty years.

Although teenage suicide is broad in its scope and you may have found
a starting place, it would be a waste of your time and my money if
you looked no further than this link. You see, this link narrows your
investigation so, that potential victims would be igndred and could
go undetected, and my son and all the thousands of other beautiful
children who did not know that there was another option to dealing
with emotional pain than death will have died in vain.

There is a silent killer that lives in this society and its unwitting
allies are some of the most influential people in children's lives.
This killer's allies include parents, family, friends, educators,
clergy, therapi, cs, doctors, lawyers, journalists, broadcasters and
lag-makers. This killpr lives inside each of us and answers to the
names of ignorance, denial and stigma. When human beings are
frightened they often resort to denial as a means of protecting
themselves and making reality less threatening. When denial wears
thin, then stigma is whipped into action'so that their vulnerability
is not exposed. Myths about reality are usually spawned and
perpetuated to help maintain the line of defense. Such is the case, I
believe, regarding teenage suicide. Ours is a death-denying society
that appears to ignore the scores of children who die each year at
their own hands by dismissing them as being "zonked" on something,
mentally ill, or having bad parents. These are misconceptions, and if
they are permitted to continue the teenage suicide epidemic will
worsen because of a lack of understanding by all the silent killer's
allies and because we did not understand them as cries for help.

During the past foul years and trio months I have been refused the
opportunity to speak to PTA's, doctors, nurses, and hospital
personnel, to name just a few groups, not because my fee was too
high, as there is no fee but because, I believe, the subject of
teenage suicide was too threatening, too close to home. When a
teenager's death is reported in the news it is a nameless face -
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someone we don't know but when the face belongs to someone we do
know then it is getting too close. I represent that threat.

Each time I speak of my son's death I deal with pain, just as I am
dealing with it as I speak to you today. I am a parent who is acutely
aware of the need to remove the wraps from the last taboo subject in
this society - death - and lore specifically, teenage suicide. Our
children are trying to tell us that two cars and three color
television sets are not enough for a happy home life. Affluence is
not the panacea to what ails our distressed youth. Learning to listen
to how our children talk and what they say and mean is a great step
toward understanding their needs. They tell us they are hurting and
they do not know how to deal with that hurt. Learning to respond as
they need us to, rather than as we perceive they need us to would
provide a significant support system to our -children in pain.

Children react and respond as children, not as adults; yet we expect
them to respond on our level. We do not know how to interpret their
behaviors which usually say more than their words or lark thereof. Aq
such we miss their messages and signals; they get into emotional
trouble and often flounder around looking for their lost self-esteem.
If they never had much self-esteem then they are at risk. Often these
children are unusually sensitive, caring people with high
expectations who have no way reaching them, perfectionists with
emotional and sometimes physical immaturity. They may also feel
isolated or rejected by their peers, while seeking acceptance.
They may often talk about suicide to almost anyone who will listen,
but they are frequently ignored or not taken seriously.

A key factor for these at risk children is that they may suffer what
they perceive as a significant loss, such as the divorce of their
parents, a friend moving away, breakup of a boy/girl relationship,
loss of a job or a pet,spoor grade(s), anything they perceive as a
failure, abandonmert, rejection - essentially loss or control of
their liver - can be the final blow. For some reason those at risk
children cannot cope with loss well, and they seem to get mired in
feelings of helplessness and hopelessness, and the pain is so
overwhelming that the only solution seems to be to end the pair by
ending their lives. Perhaps indoginous depression (whereby a chemical
deficiency exists that prevenks us from dealing with depression) is
one cause of their inability to deal with loss end depression. Also,
most adults do not believe children experience depression, at least
not to any significant degree.

My suggestions include educating these allies of this silent killer
so that they can listen and look more closely, not t.3 textbook cases
of teenage suicide, which only foster false security, but to the real
signs and symptoms that most teenagers exhibit but which syaptome are
not felt altogether.

Research into what factors besides peer pressure, drugs, alcohol,
abuse, pornography, and the social environment affect our children is
needed. Food may be a contributing factor in the increase of teenage
suicide, our foods are processed and sprayed in different ways from
those of my,generation.

It is my belief that there are several factors that are contributing
to the wasting of lives of our country's future. We must act to
reduce this, or more of us will be burying our children.

I thank you for this opportunity to make this plea.

9
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Senator SPECTER. Mr. Scherago, would you care to add anything
to that at this time?

Mr. SCHERAGO. I do not have anything.
Senator SPECTER. Mrs. Scherago, do you have other children?
Mrs. SCHERAGO. Yes.
Senator SPECTER. How many?
Mrs. SCHERAGO. We have another son, who is now 17.
Senator SPECTER. And how old was your son when he committed

suicide?
Mrs. SCHERAGO. Sixteen.
Senator SPECTER. That was 4 years ago?
Mrs. SCHERAGO. Yes.
Senator SPECTER. What are the signs, if you were to give advice

to other parents, who may be seeing your face, and hearing your
voice, what advice would you give them as to what signs to look for
about potential for suicide in their children?

Mrs. SCHERAGO. Essentially I think I would tell them to observe,
rather than to listen, although listening is important, and it cer-
tainly is significant. But I think, as I said, we tend to communicate
with our children as we communicate with adults, thinking that if
we say no, everything is just fine, or yes, I am in trouble, then we
can assume that that is exactly what is going on. It is not necessar-
ily the case.

Senator SPECTER. Well, when you say to observe, rather than to
listen, or in addition to listen, your son did talk about suicide.
What did he say?

Mrs. SCHERAGO. He asked me if I had ever considered committing
suicide when I was younger, and I feel like most adults, one time in
their lives, yes, I did consider it, so I saw it as a very natural ques-
tion.

Senator SPECTER. How long did he say that to you before he actu-
ally took his life?

Mrs. SCHERAGO. Timewise?
Senator SPECTER. Yes.
Mrs. SCHERAGO. It is hard to say. I would say anywhere between

a couple of weeks, and maybe 2 months, at the most.
Senator SPECTER. So it is fairly close to the time that he actually

committed suicide?
Mrs. SCHERAGO. Yes, sir.
Senator SPECTER. And how many times did he talk to you about

suicide?
Mrs. SCHERAGO. Just once.
Senator SPECTER. As nearly as you can recollect, what did he say

to you, and you to him, on that occasion?
Mrs. SCHERAGO. Well, when he asked me, I said sure, I have con-

sidered it. I took it kind of lightly, and he said, well, what did you
think about it. And I said, well, I thought that would be nice if I
did that, but then I would be I ind of giving in to the reasons why I
felt that way. I would be letting other people win over me, and I
was not that type of personality, and I am not now, today.

So I do not know whether I triggered any further response in
him, or what my response meant to him. Obviously it was not the
response that he needed.

10
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Senator SPErrkk. Were you especially concerned when he talked
to you about suicide?

Mrs. SCHERAGO. No. No. I thought this was a normal question for
a teenager to ask.

Senator SPECTER. In retrospect, what kind of response do you
think you should have given him?

Mrs. SCHERGAO. Well, my education has helped me to understand
that both on a professional and personal level. I think an appropri-
ate response would be, well, gee, are you thinking about it? What
thoughts do you have?

In other words, encourage the child to talk about what is going
on inside of him or her, to find out what exactly it is that triggers
the question in the first place. What do you think about? What
have you thought about it? Have you thought about it before?
What would you like to talk about?

In other words, open up the area for discussion. The tendency is
to run and hide from it. As I said, it is very frightening. Very
frightening.

But when I work in a professional setting, if someone says that
to me, I say what is that all about. Tell me about that, and people
will share that information. They do not want to carry it around
with them, not even our children.

Senator SPECTER. Mrs. Scherago, when you say that beyond lis-
tening, you should observe the child. If you were to give advice to
parents about listening and observing, what would you tell other
parents to try to observe?

Mrs. SCHERAGO. I would say changes in the behavior that seem to
tend to isolate them, or perhaps they seem to start going in a dif-
ferent direction than they were heaved.

Now, one of the problems with this, Senator Specter, is the fact
that teenagers will do this any way, so we kind of look at them and
think, now, wait a minute, if this is typical for a teenager, why is
this child so much at risk? We do not know if that child is so much
at risk, or not so much at risk.

So if we observe, and we become keyed into their behavior, then
we are keeping track of them, more than just ignoring them. That
is what I am saying.

Senator SPECTER. Well, you say observe. Look for change of atti-
tudes, change of directions. Can you give some illustration as to
what you would be looking for?

Mrs. SCHERAGO. Well, for instance, if there is a change in the
performance in school, if they are having difficulties concentrating,
signs of depression that are very subtle, if they are having prob-
lems concentrating, if they are spe Kling more time alone, if they
seem to be angrier than usual, if th; y have lost a friend recently, I
see that as a real key factor for teenage suicide, a loss that they
perceive, not we, but they perceive.

And in our son's situation, a best friend of his was moving out of
town, now he was not moving out of the State, but he was loving
a distance away, and this meant Steven would not camafaderie
with him that he had enjoyed for a time before. We did not per-
ceive that as being a critical issue for him, obviously he did.

11
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Senator SPECTER. Beyond the parents listening and talking, do
you make any recommendations about parents seeking professional
help, therapy?

Mrs. SCHERAGO. That is an individual basis, sir. That would be
very difficult, to go across the board and say everybody should get
help.

Of course, we are finding in the newspaper today that one in five
people have some type of mental probl 'm, so perhaps help might
be indicated if parents feel that the situation is not necessarily out
of control, but perhaps it is beyond their understanding or exper-
tise.

Senator SPECTER. You have done some work in therapy yourself,
of course?

Mrs. SCHERAGO. Yes, sir.
Senator SPECTER. Are there any guidelines you could give par-,

ents in when to seek help, what signs to look for especially as a
guidepost in seeking help?

Mrs. SCHERAGO. If they do not seem to be able to stay on track
with their child, if they really feel that there is too much of a space
between them and their child, and they are uncomfortable with it,
I think space is essential for teenagers, they need to know that.
They have independence and the ability to do their own thing, but
it has to be done within limits. And, of course, that is an individual
thing, what works in one family will not necessarily work in an-
other, so it is a very difficult thing to really zero in on. I think that

would advise parents to get their head out of the sand, pay atten-
tion to their children. If they ignore the children, it is not going to
do them any good, and if they do not ignore them, it may create
some anxiety initially, but at least perhaps it might save their chil-
dren's lives, and it might save their family a lot of pain and an-
guish afterwards.

Senator SPECTER. Mrs. Scherago, you have said that one thing
that you would do differently would be to have discussed the
matter with your son in a different manner when he brought up
the subject?

Mrs. SCHERAGO. Yes.
Senator SPECTER. I am sure that you thought about this subject a

lot of times as a matter of hindsight.
Can you amplify in any way what you might have done different-

ly, which you think might have prevented his suicide?
Mrs. SCHERAGO. Oh, dear. How much time do we have?
Senator SPECTER. As much as you need.
Mrs. SCHERAGO. Yes.
[Pause.]
Mrs. SCHERAGO. I am not quite sure I understood the question.
Senator SPECTER. Well, I think that probably the center of your

experience which would be of interest to other people, would be if
you were to retrace your steps.

Mrs. SCHERAGO. In a broad sense?
Senator SPECTER. Well, in a broad sense, and by hindsight. We

are looking at the problem in a number of dimensions, one very
powerful aspect of what this hearing can do, is to tell other parents
in situations like yours what to look for. We can talk about legisla-
tion, and we will, trying to provide some assistance, but probably

12
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one of the greatest aspects of these hearings is to acquaint other
people with the nature of the problem, and in terms of what you
can do for other people would be to use the experience that you
had, the very tragic experience that you have had, to give them
some insights as to what to look for.

So if you ere to view this in retrospect, looking backwards, I am
sure you have done this many times, conversation with each other,
or as you think about the matter, if you were to look backward and
find some critical point in your relationship with your son, that
you might have done something differently, not that you have done
anything wrong, there is no blame here, but what would you do dif-
ferently with 20-20 hindsight? What would you look for, to try to
have prevented .four son's suicide?

Mrs. SCHERAGO. I think one of the things might be to kjk very
seriously at these losses that children do have, and referring back
to poor grades, or sudden changes. loss of a friend, something that
seems insignificant and normal in all of us as we grow up, but look
at them the way children look at them, and ask ourselves is this
really very, very serious for him or her.

And I thinkwell, as I say, look at it very seriously.
Senator SPECTER. All right, that is a danger signal, the chud has

sustained substantial reversal, a friend just leaves, bad grades, cut
from the football team, something which is very painful.

What do you do? How do you handle it? What do you say? Do
you bring up the subject? Do you wait for the child to bring up the
subject?

Mrs. SCHERAC J. Well, that is where I am saying that the problem
may arise. They may not bring up the subject, at least not verbally,
but if we start to watch them on a continuum of behavior versus
how they used to act, and how they are acting 1 week later or 2
weeks later, then we have a comparison, is this child responding in
unusual ways, unusual for him or her. Is there an extreme change
of behavior, and by extreme, that is something that can move a
quarter of an inch, or it could move 6 inches. It depends on the in-
dividual.

Senator SPECTER. So your advice would be on any sign of signifi-
cant change, or some loss, try to sound out your youngster, to find
out what they are thinking about, and how serious the impact is on
them?

Mrs. SCHERAGO. That is easier said than done.
Senator SPECTER. Well-
Mrs. SCHERAGO, Yes, it is a very difficult thing to do.
Senator SPECTER. You have unique experience at it.
Mrs. SCHERAGO. Yes.
Senator SPEcTER. flow would you articulate it?
Mrs. SCHERAGO. Well, what I would do myself would he to touch

base with the child, and say to him or her, gee, you know you got
your report card, how did you do on it. How do you feel you did on
it? Rat her than to lay on the child, gee, I think you did great.

Maybe the child does not think he or she did so great. Find out
from the child where they feel all of this is. How do they ride with
this? And getting the poor grade, we have to be clear about this,
getting a poor grade, or losing a friend does not necessarily mean

1.3
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that the child is suicidal. It just means that he is just one of the at
risk factors.

How is that individual dealing with that? Are they dealing with
that in a rol' coaster kind of effect that is going on and on, or do
they have t and the rises, the peaks and the valleys, and are
they leveling oft'? Are they learning how to deal with the extreme
behaviors, the things that are out of their control? That is what I
mean by observing the behaviors.

Senator SPECTER. Well, as a generalization, it cannot do any
harm to talk to youz children about--

MrS. SCHERAGO. Of course not.
Senator SPECTER [continuing]. Talk about anything, and especial-

ly their problems. So maybe that is a good starting point. There is
some reversal, there is nothing to be lost, and perhaps much to be
gained by talking.

Mrs. SCHERAGO. I agree with th-t.
Senator SPECTER. I am a father of two young sons myself, and I

recall reading in the newspapers, from time to time, about a sui-
cide, and I would shudder, and I would wonder what is going on in
the minds of my two sons.

All right, you observe changes in their demeanor, personality,
they talk about reversal.

Would you, under any circumstancesI do not suppose you
would ever raise the question of suicide?

Mrs. SCHERAGO. Why not?
Senator SPECTER. OK, would you-
Mrs. SCHERAGO. See, that is like sex. If we do not talk about it,

then the kids will not know about it, and if we do not talk about
teenage suicide, then the kids will not know about it. You know
that is not true.

Senator SPECTER. Well, that is a very big step, and I am very
much interested in your view. I would suspect, not having had the
experience, that to raise the issue of suicide would be unwise in
terms of planting the idea. You had the experience, what do you
think? You actually would raise the question of suicide under some
circumstances?

Mrs. SCHERAGO. Yes. You may not have to raise it directly as it
pertains to your child, but you might raise it as it pertainil to an
article in a newspaper, or something on television, or in a maga-
zine, or in a 13(..ok, or someone that you may have heard ab( `, or
someone that you have heard about, that you know they have
heard about it.

Gee, you know, there is an epidemic of suicides in such and such
place. Are you aware of that? What do you suppose is going on
with these children? Gee, that is really sad.

Senator SPECTER. Well, that is a good suggestion.
Mrs. SCHERAGO. Yes. That is opening up the subject.
Senator SPECTER. You raise it indirectly in the context of some-

thing that has happened to somebody else, not something that you
suggest may be on their minds?

Mrs. SCHERAGO. Right, and that way you are raising the subject,
and y, '1 are not pointing it at them, you are not planting any more
seeds of thought than the news item itself has been planted, and
you are making it a possible subject for you both to talk about in

14
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an unemotional and impersonid manner, and that is always an ex-
cellent way to deal with a subject like that.

Senator SPECTER. Mrs. Scherago, you testified that your situation
did not involve either the issue of drugs or sexual abuse, and one of
the areas of concern by this subcommittee is any connection be-
tween those two situations, or runaways and suicide.

Based on your experience as a therapist, in your work with other
youngsters who have been involved in suicide, what is your profes-
sional opinion abut the problem of drugs as a cause of suicide?

Mrs. SCHERAGO. Well, I believe it exists, and I am sure that there
are feelings of helplessness and hopelessness that our children ex-
perience in all areas of their lives, some of which we are not neces-
sarily aware of.

Senator SPECTEE. Have you seen any cases where drugs were a
factor in a teenage suicide?

Mrs. SCHERAGO. Yes, I have. I have seen it more in a personal
than a professional level.

Senator SPECTER. What guidance would you have fpr parents on
the subject of drugs as a possible causative factor on teenage sui-
cides?

Mrs. SCHERAGO. Well, certainly we do not want our children in-
volved in drugs, but that is not always up to us to decide. I am not
sure what you are asking me to say when you ask that question, so
it is hard for me to answer.

Senator SPECTER. Well, if a parent knows that his child is on
drugs, that would be a danger signal to the potentiality of suicide.

Mrs. SCHERAGO. Yes.
Senator SPECTER. As a therapist, realizing that your own situa-

tion did not involve this, what advice would you have for a parent
whose child is on drugs, who may be concerned about the possibili-
ty of suicide?

Mrs. SCHERAGO. Well, certainly one of the things would be to
check with the other resources that affect this child's life, such as
the school system, maybe even friends, or if they are involved in
any types of activities in or out of school, to check and see how the
child's performance really is, and that might give the parents a
better view of just how extensive the drug use is.

We get to the issue of up to 18 years of' age, perhaps we could
have these children involuntarily committed into some type of pro-
tective environment, institution, or a hospital. What do we do after
they are 18, and they are adults? I could think of one family in
pa; 'icular who was at wits end, not knowing how to handle their
22-year-old son, and he ended up killing himself, and he was in-
volved with drugs, and the parents were totally helplessin any
effectto change the situation.

Senator SPECTER. How about the issue of sexual abuse? Do you
think that sexual abuse is a causative factor in teenage suicide?

Mrs. SetwitAuo. I really do not know, from my own experience,
both personally or professionally. But I suspect that it probably
would he. Because f have put myself in kind of what 1 would per-
ceive to he that role of a child, and I myself' would respond on the
level of saying this is not going to end my life, but that is rne.

So it is an individual type of thing, but I could see where some-
thing like that would be devastating to a child. I do not think that
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would be the only factor, though. If it were, then I would imagine
that the suicide would occur shortly after the incident of the abuse
itself.

Senator SPECTER. Thank you very much, Mr. and Mrs. Scherago.
Stay with us, and perhaps there will be some interaction with testi-
mony of "Ms. Smith" and "Mrs. Smith."

We have with us Julie Smith and her mother, Patricia Smith,
both of those names are not their own.

Julie, I understand that you have no objection to being photo-
graphed.

JULIE SMITH. No.
Senator SPECTER. I want to be sure, because if you do, we will

make that announcement. We cannot control that, because this is a
public hearing, and television must make its own judrownts, but
customarily they honor the request not to photograph, but it is all
right with you?

JULIE SMITH. Yes.
Senator SPECTER. OK.
And, how about you, Mrs. Smith?
Mrs. SMITH. Yes.
Senator SPECTER. It is acceptable to you, all right.
Julie and Mrs. Smith, we very much appeeLlate your being here.
Based on the information which has been given to me, you, Julie,

have attempted suicide in the past, and having been in that situa-
tion, can shed some special light on it.

Julie, I believe you have a prepared statement, so why do we not
begin with that?

STATEMENT OF JULIE SMITH

JULIE SMITH. OK. I have attempted suicide three times. The first
attempt was in May 1981. It was merely & gesture, superficial cuts
on my wrists. But luckily I was taken seriously. I was hospitalized
fo: 6 weeks at. Dominion Psychiatric Treatment Center.

After my discharge I still had self-destructive tendencies, but was
allowed to continue therapy on an outpatient basis.

The following year I became anorexic, and at 70 pounds, I
became a prolonged suicidal. I recovered through constant psycho-
therapy and familial support, a phenomenon unusual to the dis-
ease.

Tenth grade began, and I felt I could start anew. Ho' .ver, in De-
cember I again attempted suicide. I repeatedly slashed my wrists
over the course of a week. On Sunday, I cut my arms badly for the
last time and overdosed. This vas the first of a series of self-de-
structive acts that occurred during my 3-month hospitalization.

During an immediate period after my discharge I did very well,
and feeling more ltable than I had in a long time. However, I
began to falter, and overdosed while at camp. Since then I have
been steadily progressing, and I am hoping to leave the Shelter for
Suicide.

The most confusing and important issue around suicide is why.
Many do not know. I believe it to be a result of a multitude of fac-
tors. The precipitating event could be anything, but in every case
depression and low self- esteem loom darkly.

16
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I believe my attempts to be fbcal around my childhood. I had a
great many physical problems, including a kidney anomaly, which
has recently become notorious as an instigator of emotional diffi-
culty. I grew up feeling different, or flawed. I was both sculpture
and statue, literally chipping away at myself. I strove to uncover
the subtle yet so conseouential area interlayed in my very being.
My attempts were aimed at inner peace, even if' that peace meant
death.

I have a friend, she was hospitalized with me, but left early due
to insurance. She was not only suicidal but had drug involvement,
and had come from an abusive family. She could not go home, so
now she is on the streets.

I have been extremely lucky in that respect. The cost of therapy
has not been weighty, but I come in hopes of aiding those who are
in less fortunate positions.

To those who are still struggling, I have come here to show that
not only is suicide a real issue, but so is recovery, for no one in
their healthy state really wants to die. The final act of suicide is a
true and terrible waste.

Thank you.
Senator SPECTER. Thank you very much, Julie.
You are lf; at the present time?
JULIE SMITH. Yes.
Senator SPECTER. And you made your first suicide attempt when

you were 13?
JULIE SMITH. Yes.
Senator SPECTER. Going back, although I know it is hard to do,

when, if you can recall, did you first think about suicide?
JULIE SMITH. I never really thought aboutwell, I had always

been interested in the issue, and whenever there was a special on
TV I always watched it, but I never actually thought of myself in
terms of suicidal, until I was actually doing it.

Senator SPECTER. You never thought about suicide until you ac-
tually tried it?

JULIE SMITH. Right Well, I mean I have seen about it, and I had
an interest in it, but I never thought of myself actually doing that.
I never thought I would be able to do it.

Senator SPECTER. Well, going back to what you say is the first
time you had seen about it, or did you see it on television?

JULIE SMITH. Yes.
Senator SPECTER. What did you see on television?
JULIE SMITH. Mostly I saw a person telling about their experi-

ence, and then they would have the psychologist, or someone, ex-
plaining why.

Senator SPECTER. You saw somebody on television that talked to
:I psychologist, for example, about their committing suicide?

JULIE SMITH. Right. Attempting suicide.
Senator Si i,:CTER. Attempting suicide, and what were your

thoughts when you saw that, if you can recall?
JULIE SMrFH. I was interested.
Senator SPECTER. You say interested. Did you ever think about

that as something for yourself?
JULIE SMITH. No, I do not think I did. But it seems like it is an

interesting subject. It is well publicized, and you just learn--
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Senator SPF:CTER. You had a curiosity about it?
Juin SMITH. Yes.
Senator SPECTER. Did the publicity help plant the idea in your

own mind for you! own attempts for suicide?
JULIE SMITH. No, I do not think so, no.
Senator SPECTER. Do you think the publicity is helpful, or harm-

ful, in inducing people to commit suicide?
JULIE SMITH. I think it can be helpful in that it shows that there

are people that you can talk to if you are depressed and you need
someone to talk to. However, it is the same thing as crime and
things like that, it is all glamorized, and I think that is harmful.

Senator SPECTER. Do you think suicide is glamorized by televi-
sion?

JULIE SMITH. Yes.
Senator SPECTER. Why do you say that suicide is glamorized by

television?
JULIE SMITH. Because when they show it on the news, or some-

thing like that they always have all these people all bloody, and
everything, running around, and I think that is not what needs to
be shown.

Senator SPECTER. What do you think needs to be shown?
JULIE SMITH. I think people need to show that there issimply

that if' you are feeling that way, there is help. There is somebody
that you can talk to, rather than showing the actual incident itself,
like on the news, or something.

Senator SPECTER. You think that the incident itself is not a good
subject matter for publicity?

JULIE SMITH. No.
Senator SPECTER. And why do you think that?
JULIE SMITH. Because it isoh, God.
Senator SPECTER. I know that is not an easy question, but it may
helpful to know your thoughts on it.

JULIE SMITH. I just think that if people see that, and they feel
that the one problem people who are suicidal have is that they
want attention, and they see people in the act getting all this at-
tention, being on the news, and I am not saying that is why they
are going to do it, obviously not, but I think that is learning.

Senator SPECTER. So you think that suicide on television glamor-
izes, in the sense that it focuses attention to a person, that it says
to potential suicide person, this is a wayexcuse me?

Julaf. SMITH. This is how I can get attention.
Senator SPECTER. This is how you can get attention. So that is

bad?
&um,: SMITH. Yes.
Senator SPECTER. And a desirable way to publicize is to do what?
JULIE SMITH. To have crisis centers advertised a lot. If you are

feelingso that an individual, if' they are feeling depressed, can
turn on the TV and have an advertisement or something, talking
about a crisis center, somewhere that they can call, somewhere
that they can write, anything like that, that is different, in my
opinion, than having the actual incident.

Senator SPECTER. How old were you when you first saw these tel-
evision programs, or first saw publicity about suicide, as best you
can recollect?

18
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JULIE SMITH. Probably around 11 Around 11.
Senator SPECTER. And how frequently did you see programs on

suicide, how frequently did this subject come to your attention in
some publicized way?

JULIE SMITH. Mostly on police shows, or things like that, which I
really do not think are a good place for them.

Senator SPECTER. So they are just dramas, docu-dramas?
JULIE SMITH. Yes, not offering any solution.
Senator SPECTER. Now, going back to May 1981, where you testi-

fied that you slashed your wrists, as closely as you can recollect,
what happened to you on that occasion? What were you thinking
about? What was the compelling factor that led you to do that?

JULIE SMITH. I think I was feeling for a long while I had been
isolating myself.

Senator SPECTER. Isolating yourself?
JULIE SMITH. Yes. That is one of the main things with suicides,

you always isolate yourself, and when you do that it just increases
your depression. I was very depressed at the time, and I think it
was more of an impulse.

Senator SPECTER. You had not thought about it for a long period
of time, it was an impulse?

JULIE SMITH. Right.
Senator SPECTER. And what did you do, exactly?
JULIE Swill. I cut my wrist with a knife, but it wasit was not

anything severe, it was superficial.
Senator SPECTER. Very superficial?
JULIE SMITH. Yes.
Senator SPECTER. Were you really trying to kill yourself?
JULIE SMITH. Not at that time, no.
Senator SPECTOR. You think you were not?
JULIE SMITH. No.
Senator SPECTER. Do you think you were trying to attract atten-

tion?
JULIE SMITH. Perhaps.
Senator SPECTER. Mrs. Smith, let me ask you at this juncture,

what was your response to Julie's efforts to suicide, when she was
13?

STATEMENT OF PATRICIA SMITH

Mrs. SMITH. To the actual?
Senator SPECTER. Yes.
Mrs. SMITH. When I first discovered the slashed wrists at that

point in time?
Senator SPECTER. Yes. Well, at the time that she made the at-

tempt at. suicide, which she has described, by attempting to cut her
wrists, what was your reaction? What did you do?

Mrs. Small. Susan had been progressively isolating herself, as
she said, v e had just moved to the Washington area, and I think I
can ar'd at this point that the move was a major change, from my
experience-

Senator SPECTER. Where had you moved from, a long distance?
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Mrs. SMITH. From Massachusetts. And Susan had mentioned ear-
lier, a lot of physical ailments, and they had just put her body
brace, and she was experiencing another-

Senator SPECTER. What kind of physical ailments?
Mrs. SMITH. At this point she had developed scoliosos, and they

were using a brace to prevent surgery, so we arrived with Susan in
a very depressed state.

Senator SPECTER. And how long after you arrived in the Wash-
ington area did-

Mrs. SMITH. That would have been-
Senator SPECTER [continuing]. Did Julie try suicide?
Mrs. SMITH. Was that a year later? Yes, I think it would have

been a year later, and during that period of time she just continued
to get more and more isolated.

We felt very concerned about it. The interesting thing is we went
to the school and talked to the school officials, arid they felt that
we were making something out of nothing, that they saw nothing
wrong with Susan.

Senator SPECTER. You saw some signs which actually led you to
go and talk to the school officials?

Mrs. SMITH. Right. We felt that this isolation could not be good
for her, and we wondered how she was doing in school.

Senator SPECTER. When you say isolation, she had no friends?
Mrs. SMITH. She had no friends, that is right, she had refused to,

after moving, to move out and meet kids in the neighborhood, the
body brace created real feelings for her, so in talking to schools,
the teachers, they thought that Susan was doing just fine, that at
school she acted perfectly normal, and that she had friends at
school. We did not agree with that, and decided to pursue the issue,
by perhaps having some therapy.

We were not quite sure, certain things that you were talking
about, whether this was a good idea, whether we were going to pre-
cipitate something.

Senator SPECTER. Did Julie have therapy before the suicide at-
tempt?

Mrs. SMITH. No. So we.decided to go easy, and just saw a nurse
therapist, rather than actually see a psychiatrist

Senator SPECTER. Did she see a nurse therapist before the suicide
attempt?

Mrs. SMITH. One time. This is when we told Susan that we were
very concerned about her isolation, and that we felt that it would
benefit all of us, if she talked with somebody, because at this point
Susan was being very angry toward us, too, and we did not feel
that we could talk well with her, and so we did take her to a nurse
therapist.

Senator SPECTER. You felt that you could not communicate effec-
tively with her at that time?

Mrs. SMITH. Right, at this point the breakdown of communica-
tion was very great.

Senator SPECTER. And you say you felt she was angry with you?
Mrs. SMITH. Right, I think she was angry at everything and ev-

eryone. There was just hostility coming from Susan, so we did take
her to the therapist, and I believe that precipitated theher sui-
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tide attempt that night was the night that she went home and took
pills.

Senator SPECTER. So you think that the first visit to the nurse
therapist precipitated the suicide effort?

Mrs. Sim H When I say precipitateG obviously Susan was at
that point where she was really suicidal, and I thinkthis is my
interpretation, was that I think there was an element of Susan
being afraid that she was becoming mentally ill, or that something
was happening to her, and when v, e confronted her with the thera-
pist, I think that kind of scared her, and that nightwell, the in-
teresting thing was I read her diary the next day, because I was so
frightened by her reaction, when we got home, the hostility had in-
creased tenfold, and so much so that the next morning I read her
diary, which I had never done before, and in it she had said that
she had taken some pills, because life was not worth living kind of
thing, and had gone to school, and I called the school to see if she
was still all right, and they said yes, she is in class, and I called the
nurse therapist back, and she recommended immediate hospitaliza-
tion at Dominion Institute.

I went there, and I must admit I was so shaken by locked doors,
and I could not imagine that my daughter's problem was so great
that it would require this kind of hospitalization. And we insisted
on a visit with the psychiatrist who runs Dominion, and he agreed
to Susan trying to work on an outpatient basis, and he made a bar-
gain with her that if she would not make any suicidal attempts
over the weekend he would talk with her again on Monday, and I
guess about midnight on Sunday night, Susan slashed her wrists
the first time, and at that point we hospitalized her instantly. We
did not wait for the morning.

Senator SPECTER. Was that the second attempted suicide, or the
first'?

Mrs. SMITH. Right, Susan had forgotten the pills, was the first,
really, but she had not taken enough to be a serious suicide.

Senator SPECTER. She took the pills, and then you had the experi-
ence that you have described, and then she made an effort at slash-
irg her wrists?

Mrs. SMITH. All this happened in one weekend, and then that
Sunday night she slashed her wrists. But again, this is where
Susan was saying they were superficial, and did not even require
Band-Aids, or anything. But we admitted her in the middle of the
night to Dominion.

Senator SPECTER. Susan, I will begin to call you Susan, since your
mother has. Your name is not Julie, but Susan. Having used
Susan, so we will use Susan. It is apparent whom we are talking
about now.

Whitt led to the second attempted suicide, Susan?
JULIE SMITH. I think it wasI have to think about that. I began

to go into the same cycle that I had before.
Senator SPECTER. How long after the first suicide attempt was

the second one?
JULIE SMITH. The first suicide attempt was in the 8th grade, and

my second one was in the 10th grade.
Senator SPECTER. In the 10th grade? About 2 years later?
JULIE SMITH. Right.
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Senator SI E(7TER. What was the precipitating factor of the second
suicide?

JULIE SMITH. As I said, I saw myself going in the same cycle, and
I felt myself slipping.

Senator SPECTER. Did you have friends at that time?
Amu.; SMITH. Yes, I had friends, but-
Senator SPECTER. So you were not isolated?
JULIE SMITH. Well, I began to isolate myself again, and I felt

myself going through the same cycle. I felt myself slipping, I can
look back into my journals and see myself writing that.

Senator SPECTER. You kept a diary?
JULIE SMITH. Yes, pretty much.
Senator SPECTER. You are a very introspective person, you write

down what you feel, and what you do?
JULIE SMITH. [Nodding.]
Senator SPECTER. How did you attempt suicide on the second oc-

casion?
JULIE SMITH. The second time it spanned over a week. My

mother went away for a week, and on the first day I cut my wrist,
and each day after that I kept reopening them, and incrasing
them, until the last day, when I finally cut my wrist and over-
dosed, the same time, and I was taken to the hospital.

Senator SPECTER. Taken to the hospital on the final effort at cut-
ting your wrists, you inflicted severe wounds on yourself?

JULIE SMITH. Fairly bad.
Senator SPECTER. Did you come close to dying?
JULIE SMITH. No, it was more the overdose that was the problem,

than the wrists.
Senator SPECTER. You took pills on the second occasion?
JULIE SMITH. Right. I did them simultaneously.
Senator SPECTER. You cut your wrist and took pills?
JULIE SMITH. Right.
Senator SPECTER. And how about the third occasion, when you

attempted suicide?
JULIE SMITH. Actually, I listed as my anorexia as a suicide. It

was a prolonged suicide. During my hospitalization I had several
serniattempts, which I do not really go into. That was what I listed
as my third attempt.

Senator SPECTER. Do you think that you are over the suicide
problem at the present time, as best you can tell, Susan?

JULIE SMITIL I think I am getting there.
Senator SPECTER. You think you are?
JULIE SMITH. Yes.
Senator SPECTER. If you had to give advice to other teenage girls

in the United States about the problem of suicide, how to avoid it,
how to approach it, what advice would you give?

JULIE SMITH. I think they need to be able to trust people, to talk,
to confide in people about their feelings. I think they need therapy.
Therapy is definitely a major thing, and familial support is impor-
tant.

Senator SPECTER. If you were to give advice to other teenage girls
who were in the same situation that you were, what is the critical
point, would you say, at what point is really the most dangerous
that they have to seek some sort of outside help?
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JULIE SMITH. I think nny time you are feeling suicidal you should
seek outside help. The problem with suicide is everyone Lecomes
introverted, and they do not rely on anybody else to help them
with their problems, and when you keep things inside, at least in
my case, they become very fast and inculpable, and when you
speak about them they sort of shrink inside, and you have to deal
with them.

Senator SPECTER. So you would say the critical factor is when a
teenage woman is thinking about suicide, to tell somebody about it,
share her thoughts and feelings?

JULIE SMITH. Right.
Senator SPECTER. Susan, you are in a therapy group, as I under-

stand it, wits other youngsters?
JULIE SMITH. I was, when I was in the hospital.
Senator SPECTER. You were when you were in the hospital?
JULIE SMITH. Yes.
Senator SPECTER. What did you learn from them, if anything,

that would be helpful to other teenagers, to understand their own
problems on Stile:de?

JULIE SMITH. A therapy group helps develop trust in other
people, it also shows you that you: problems are notthat some
other pecple may have the same feelings that you are having, may
have the same perspective on things, and you do not feel quite so
alone in your depression.

Senator SPECTER. So if you know that other people are experienc-
ing similar problems, it is of assistance to you?

JULIE SMITH. It helps, yes.
Senator SPECTER. Well, thank you very much, Susan.
If you had one last piece of advice to give to teenagers who may

be seeing your face and hearing your voice, about how to prevent
suicide for themselves, what would you say?

JULIE SMITH. I would say that they reallyit really is not worth
it, that things will get better, no matter how bad things may seem,
they will get better, and they need to hold on, and they can, it is
easier to do that with the help of other people, with the help of
professionals, but just to hold on.

Senator SPECTER. And, Mrs. Smith, based upon the experience
that you had with your daughter, who has attempted suicide, what
advice would you give to parents, to try to prevent suicide?

Mrs. SMITH. Well, I think that today in our society that parents
sometimes are a little bit afraid of their kids, and a little bit, afraid
to really step in and appear more of an authority figure, that there
is a tendency to kind of want kids to experience things, and you
sort of step back and play a less active role, kind of a supportive
role, and that is good, but i think that a lot of children are asking
for more involvemem in their lives, more actually stepping in,
and- -

Senator SPEC TER. More parental involvement in the lives of the
children?

Mrs. SMITH. Right, and more control over their lives, that in
fact-

Senator SPECTER. More control that the children would like to
have the parents exert more control over the children?
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Mrs. Swill. That is right. In fact, they do not really resent
having parents step in, and I think one of the things I have learned
from this experience is to step in more, and to take things into
your hands, as I said, confront them, you know, are you feeling sui-
cidal, in our case now, we have a very open dialog about it, but I
can see in the case of other families who have not experienced
something like we have, where it would be beneficial to confront
children with specific problems, and not be afraid to do that, and
really, for example, Susan talked to me a long time before, she may
not even remember it, before her first suicide attempt, but she
always talked about it as other children, and I was lulled in that.

Senator SPECTER. She had talked to you about suicide?
Mrs. SMITH. About suicide, but it was sort of in, my friend is

thinking of doing this kind of a thing, and my friend has a thing
who has done this sort of thing.

Senator SPECTER. When Susan talked to you about suicide, as you
described it, what did you say to her?

Mrs. SMITH. Well, I would be very concerned and would talk
about it, but it was always about a friend, and would sort of imply
that perhaps, you know, does the teacher know, does the parent
know that the child is experiencing these kinds of feelings, and
looking back on it, I had no idea that what she was really telling
me was that this is what she was feeling, and we were having these
discussions about, you know, someone else, some nonexistent
person, and so I am sure, I do not recall hew I responded in terms
of everything I said, only merely I hope she gets help. That kind of
thing, rather than saying, hey, are you trying to tell me something.

You know, and perhaps we should talk about your feelings about
this subject. So I guess if I had to give one piece of advice, as you
said listen, observe, but get involved, and not be afraid.

I mean, sometimes you may make mistakes and step on their
toes, and they are going to get angry and say, hey, you are too in-
volved in my life, but I think overall they appreciate that, and they
feel that there is some control here, that they may not feel other-
wise.

Senator SPECTER. Susan, one final question.
From your group therapy, I know this does not apply to your

own case, but from the group that you worked with, do you have
any sense as to whether sexual abuse or drugs were a cause of sui-
cide for teenagers?

JULIE SMITH. A great many of the people in the hospital have
had experience with drugs or sexual abuse.

Senator SPECTER. A great many of the youngsters you associated
with had backgrounds in drugs as a causative factor leading them
to suicide, or attempted suicide?

JULIE SMITH. Well, 1 would not say that it is the cause of suicide,
but-

Senator SPECTER. A contributing factor?
JULIE SMITH. But it only served to really shake your self image,

self esteem, and that is going to lead to suicidal problems.
Senator SPECTER. flow about the question of sexual abuse? Have

you seen from your experience with others who have attempted
suicide, that that is a factor?

JULIE SMITH. I think so, yes.
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Senator Sri.:(..mit. Thank you very much, Mr. and Mrs. Scherago,
and thank you very much, Mrs. Smith and Susan. I appreciate
your being here.

I would like now to call District Attorney Ownby and Dr. Alan
Berman and Ms. Myra Herbert.

District Attorney Ownby, we would like to begin with your testi-
mony and your experience.

I understand that you are the district attorney for Collin County,
TX, the county where Plano is located, and have had experience
with some nine suicide victims in Plano, your office has been in-
volved in the investigation in that matter.

We appreciate your coming, and we will begin with your state-
ment.

STATEMENTS OF A PANEL CONSISTING OF II. OWNBY, CRIMINAL
DISTRICT ATTORNEY, COLLIN COUNTY COURTHOUSE, WM-
NEY, TX; DR. ALAN I,. BERMAN, PH.D., PROFESSOR OF PSY-
CHOLOGY, THE AMERICAN UNIVERSITY, ANI) PRESIDENT OF
THE AMERICAN ASSOCIATION OF SUICIDOLOGY, ON BEHALF
OF THE AMERICAN PSYCHOLOGICAL ASSOCIATION, WASHING-
TON, I)('; ANI) MYRA R. HERBERT, M.S.W., COORDINATOR,
SCHOOL, SOCIAL WORK SERVICES, FAIRFAX COUNTY PUBLIC
SCHOOLS, FAIRFAX, VA

Mr. ()WNW, Thank you, Senator Specter, and we appreciate your
taking the time, cind your committee working on this subject, be-
cause this is obviously of a great deal of concern to us.

Unfortunately, I must report to you that at this time we have
now experienced 11 deaths by suicide, of individuals aged 20 or
under, in the last 2 years.

I would like to start by telling you a little bit about Collin
County. It is about 1,000 square miles, immediately north of the
city of Dallas, and the major city is Plano, with a little over 100,000
people.

Senator SPECTER. How far north of Dallas is it?
Mr. OWNBY. Well, it is the county immediately to the north.

Plano sits approximately 20 miles north of downtown Dallas. The
city of Dallas nuw considers-

Senator SPECTER. Practicaliy a suburb, then?
Mr. OWNBY. It is a suburb. There is no break in the residential

area. Most of the people who live in our community work in the
Dallas area, they commute in. It is a very mobile society, upper
middle class, very expensive homes, most of them are $150,000 or
more. Median income in our community, in Plano, is about 50 per-
cent above the national average. An awful lot of people move in,
and then move out, because they belong to major corporations.

As I said, we have experienced about 11 suicides, people aged 20
or under, in the last 2 years. Specifically in the last 20 months. We
have also experienced a great number of attempts.

Now, unfortunately, because of the short time that I had been
noticed to get here, I did not get perfect statistics. In that same
time period, Plano General Hospital, which is the primary health
care unit in Plano, has reported to us about 95 suicide attempts.
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That is the whole age spectrum. I do not know how many of those
break out to be teenage.

I do know that in our mental health court, which has just been
in existenc? in the last year and a half, since January 1983, we
have had 13 involved, in 1983, and 11 in 1984, attempters, who
have been committed to some kind of mental health facility.

According to statistics modeling, our county, by population,
should experience approximately three per year. We are obviously
well over that.

Senator SPECTER. Three suicide attempts?
Mr. OWNBY. Three suicide attempts in the ages 20 and under

no, three suicides.
Senator SPECTER. Three suicides?
Mr. OWNHY. How many statistically we should model out. At-

tempts, I cannot say.
Senator SPECTER. Is the figure 95 suicide attempts high, as you

sense :t?
Mr. OWNBY It appears to compare favorably with prior years.

But again, that is 95 throughout the entire spectrum.
Senator SPECTER. What is it about Plano, TX, which leads people

to suicide, or attempted suicide?
Mr. OWNHY. I do not know. I am not going to sit here and try to

draw conclusions that I cannot back up. I have looked at a lot of
the factors that we knew about, or we thought about, or that your
committee has suggested to me. I do not find yet that single strain
that will tell us what the answer is.

We looked at juvenile system involvement. Have they been in
trouble before. We only found one individual who had any prior
contact with the juvenile justice system.

We looked to sexual abuse. It is very difficult. The primary wit-
ness in a sexual abuse case is the one who is now deceased. So we
do not re.lly know. We do know that we see a low incidence of
sexual abuse reported by those people who are suicide attempters,
they are saved and put into the mental health.

Senator SPECTER. Have any of the 11 suicides been a person who
had reported sexual abuse?

Mr. OWNBY. None.
And in substance abuse we have got some evidence that every

one of these individuals began some involvement with either alco-
hol or drugs, in some minor scale, but out of the 11, I have got 7
autopsies available, of those, only 1 shows any alcohol or drug
during a screening at the autopsy, and that one was substantial al-
cohol intoxication, it was 0.20, which I am sure you know what
that means, and he also had a substantial amount of Diazamine in
himself.

We checked into status crimes, that is what are referred to in
Texas as juvenile delinquency, and that sort of thing. Runaways,
we found none, no reports. And the policing agencies on the indi-
viduals who did in fact commit suicide. We tried to determine if
there was any more graphic involvement, and we could not find
any evidence of that.

I have not been able to look into the behavioral or family prob-
lems involved with these. I know a little bit, by rumor and by con-
jecture, and by some personal involvement with a few of the
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people, but not enough that I could draw any kind of conclusions
for you.

I will tell you, Mr. Gorman, who is with the Centers for Disease
ntrol, has been in Plano last March doing statistical gathering,

he is coming back this month to do some indepth interviews with
families and friends of suicide victims, and he is going to be dealing
with that kind of approach, what kind of traits are there in the
families that we can look at.

One thing that I can tell you by looking at the suicide attempts
that we dealt with in our mental health system, divorce is a factor,
and adoption seems to be a factor.

They asked me to see what kind of police or other investigations
were accomplishing. The police only investigate so far as to deter-
mine the cause of death, that it was suicide.

Senator SPECTER. How do you, as district attorney, get involved
in a suicide? A suicide attempt is not a crime, or is it a crime in
Texas?

Mr. OWNBY. No, it is not a crime in Texas. The only way that I
get involved at this point is because the autopsies are reported to
me, and, of course, the deaths are reported to me, the police report
comes to my desk.

Senator SPECTER. I know that a lot goes to the dis+rict attorney
that has no place else to go, but technically, there is no crime in-
volved?

Mr. OWNBY. No.
Senator SPECTER. Mr. Ownby, did these 11 suicide victims know

each other? Was there a strain of commonality? Did they know
each other?

Mr. OWNBY. Apparently a couple of them may have had some
contact. There were none of them-

Senator SPECTER. May have had. There is no evidence that any of
the others?

Mr. OWNHY. Not that I can testify to. When Mr. Gorman comes
in and does his study of the family we may find a greater cross re-
lationship was there.

Many of them attended separate schools, and had no reason to be
cross contacting.

Senator SPECTER. Do you have any Kinse that there was a chain
reaction that after a number of suicides that occurred in your
small community, that it gave the idea to others?

Mr. OWNBY. That is a definite possibility. I was asked to deter-
mine what is the role of the press, and I talked to the reporters of
all the major newspapers.

The first suicide that occurred, there was a fairly decent reason
for that one to occur.

Senator SPECTER. What was the reason?
Mr. OWNBY. OK. There was a drag race involving three young

men. Two boys driving the cars, on was the flagman. One of the
hays lost control of the car and struck and killed the flagman. The
other buy who was in the drag race but not involved with the strik-
ing was a good friend of the flagman, and it was several days later
that he decided to take his life because he felt guilty, he felt at
fault. They tended to domino after that. That one hicident was re-
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ported widely, and it WI LH report 1 on the front page of the local
papers.

The newspapers assured me that after that they had tried to
play it down, until we had a Romeo and Juliet suicide several
months Ncer. That one again was on the front page, and after that
one we had several quick suicides.

Senator SPECTER. A double suicide?
Mr. OWNBY. Yes, sir.
Senator SPECTER. And what were the factors there?
Mr. OWNBY. They apparently wanted to be together in some sign

of marital relationship, and their parents wt.re denying them. They
were saying they were too young.

Senator SPECTER. How old were they?
Mr. OWNBY. They were 17.
Senator SPECTER. How about television coverage?
Mr. OWNBY. Television coverage was rapid and pervasive. There

is a school three blocks from my home, and a young man there
committed suicide last year. When he did, the minicams were all
over the place, interviewing every student who had said they had
seen or talked to this kid

It is strange to note that recently a television anchor woman in
our city of Dallas committed suicide, and had received very scant
coverage.

Senator SPECTER. How much coverage do suicides get generally
in the Dallas area?

Mr. OWNBY. The Dallas area, very little.
Senator SPECTER. Big city?
Mr. OWNBY. Big city.
Senator SPECTER. Not an uncommon occurrence?
Mr. OWNBY. No, about a million people.
Senator SPECTER. But 11 are?
Mr. OWNBY. Plano is. There is some relationship between the

first suicide and the arrival on the scene of some reporters from
Newsweek to do a story about Plano. They were coming anyway,
aid they were there when it happened. I think that may have
simething to do with the extreme breadth of news coverage.

Senator SPECTER, What is your sense as to why the Newsweek
story had anything to do with the suicide?

Mr. OWNBY. I do not know that they had anything to do with the
suicide. I do know that that had something to do with the amount
of coverage.

Senator SPECTER. I see. So you are talking about the Newsweek
story having a relationship to the coverage, as opposed to the inci-
dents?

Mr. OWNBY. Right. Newsweek is normally not in Plano.
[The prepared statement of Mr. Ownby follows:]
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PREPARED STATEMENT OF H, OWN8Y

Thank you for this opportunity to address the Subcommittee on

Juvenile Justice. The tragedy of juvenile (or teenage) suicide

is foremost in the mind of our community at this time, and we are

comforted to know that not only this body, but other organiza-

tions with expertise in this subject have come forward to help

us solve this problem.

In the last two centuries our nation has worked hard to

remove hunger and disease as the leading causes of loos of young

lives, and our community believes that suicide is one more

affliction that can be removed as a threat to our children. The

primary weaponn in our battle are dedication, open minds, courage

to face the truth, and love.

In response to the committee's request I have contacted

various agencies, service providers, and leaders of our community

for their information, contributions, and insights. My staff and

I have also conducted independent research. Time, always the

enemy of Oecision makers, was regrettably shczt, Out the infor-

mation supplied should be as accurate and complete as is humanly

possible.

COMMUNITY BACKGROUND

Collin County is a predominately rural county, population

approximately 180,000, 900 square miles in size, located imme-

diately to the north of Dallas. The s. unty seat is McKinney,

approximately 20,000 population. The largest city in Plano,

population approximately 120,000, with a median household income

in excess of $40,000, which was a small farming community of less

than 5000 population until the late 1960's. Residential growth

in Dallas has caused Plano to develop as a true metropolitan

suburb. Although predominately a "bedroom community", internal

business and industrial growth are currently changing Plano and

Collin County into a more self-contained community. Population

estimates ramie up to one million by the end of the century.

Each city within the county maintains an independent government,

including police and school systems.
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SUICIDES:

Collin County, Texas, has experienced a significant cilange

in the pattern of juvenile suicides (age 20 and under) during the

last two years. A ten year calendar b'iowing ages and occurence

is attached. It is evident that juvenile suicide was rare before

1983. Population growth, by itself, will not account for this

sudden change, since the moat significant changes in population

occurred in the 1970's.

A full and complete understanding of why these young people

took their lives is not yet available. It may never be fully

understood. However, Ms. Carole Steele, Executive Director of

the Plano Crisis Center undertook a detailed analysis which she

reported to the American Association of Suicidology's 1984

Confe_ence. A copy of her report is attached.

INVOLVEMENT IN JUSTICE SYSTEM:

Police and Courts:

Only one individual had any reported contact with policing

thorities. The record showed a felony offense two years prior

to death (refused by District Attorney for insufficient evidence)

and a misdemeanor one year prior to death.

SEXUAL ABUSE: None reported.

SUBSTANCE ABUSE: Almost all of the subjects had begun involve-

ment with drugs or alcohol. A significant number were involved

with either drugs or alcohol, or both, at the time of death.

RUNNING AWAY FROM HOME: No information available,

EXPOSURE TO PORNOGRAPHY: No information available.

BEHAVIORAL OR FAMILY PROBLEMS: No official investigation was

made of these areas. Through unofficial investigation, Ms.

Steele details in her report several factor conclusions which

relate to these areas.
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INVESTIGATION:

Police: Local policing authorities only investigate suicides from

the standpoint of determining criminal activity and securing evi-

dence to determine cause of death.

Justice of the Peace: By Texas law, Deaths occurring outside of

medical supervision are referred to a Justice of the Peace for

determination of cause of death. The JP can, and often does,

hold an inquest and seek more information than just the medical

cause, but this information is not uniform in its reporting.

COMMUNITY RESPONSE - PR.NENTION:

Plano and Collin County have made significant moves in the

last tot. (2) years to combat this problem. In addition to Ma.

Steele's report, I have attached detailed information provided by

Dr. Glenn Weimer, psychologist and Director of the Plano Crisis

Center, and Mr. Mike Cavender, Administrator of the Plano

Involvement Program with the Plano School District.

Here is an overview of the systems available now:

1. Plano Crisis Center: 24 hour hot line provides crisis

intervention and referral by professionally trained Volunteers.

2. Collin County Mental Health Department: Trained Deputy

Sheriffs can respond county wide to both law enforcement agency

and citizen reported problems. System can provide intervention,

temporary committment for safety, and immediate psychiatric

involvement.

3. Neighborhood Youth Services: A diversion project of the

Plano Police Department, juvenile offenders can be placed in r

counseling situation, rather than incarceration and formal court

action, if warranted.

4. Plano School District: Numerous projects aimed at

involving the parents and the community in problems of children,

before the problem reaches the pol4ce stage. This includes a

District wide Parent Involvement Program (too- many children had

no real communication with their parents; many parents refused to

believe their child was involved with drugs of alcohol), and

Students Working All Together (SWAT) and Students Thinking Of

Peers (STOP) which involve students taking the initiative to
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defeat loneliness (being left out of the group) and peer pressure

involving drug, alcohol, or other improper activites.

Individual information sharing, or clearinghouse, activities

have started in several schools in the past year. The details

are best left to the attached materials.

ROLE OF THE PRESS:

The Plano Daily Star Courier provides primary coverage of

events in Plano, although the two major Dallas papers do cover

Plano activities and have wide circulation in Plano.

Because of the nature of the first suicide, it was covered

on page one of the Plano paper. Likewise, the double suicide

received page one treatment. All others were reported on page

three as a four or five paragraph "police report" only.

In fairness I asked reporters from several papers for their

comments on this subject. Some felt it was only a question of

the public's right to know; but one reporter pointed out that,

while the news reports may trigger further suicide activity, they

may also warn parents of suicidal children of the danger signs

and may save lives.

CONCLUSION

There are no answers, yet. There are many people working

very hard to fight an enemy we do not understand. The Center for

Disease Control has visited Collin County to gather information,

and will return later this year. There are children, and adults,

solving problems that would possibly have gone unsolved before.

Local agencies and authorities are communicating better than

before on juvenile matters.

The only conclusion I have drawn from my very short research

of the problem is the need for sharing of information. The

exchange of background information on children by the schools,

police, medical, and religious community is vital to the inter-

ception of problem children before they "solve" their problem.

And the sharinq of hard-won answers to common juvenile problems

is vital to intercepting situations before they become problems

for a child. The clearinghouse approach may be the next logical
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Senator SPECTER. Well, we shall be interested to see what the fol-
lowup studies show, Mr. District Attorney. It is a very unique situ-
ation, and I think there is something to be learned from that.

Let us turn to Dr. Alan Berman now.
Dr. Berman, as I understand it, you are the president of the

American Association of Suicidology?
Dr. BERMAN. That is correct.
..ienator SPECTER. Would you begin by telling us a little bit about

the Association of Suicidology, when it was formed, the member-
ship content?

STATEMENT OF ALAN L. BERMAN

Dr. BERMAN. The American Association of Suicidology was found-
ed in 1967 by Dr. Edwin Shneidman in Los Angeles, who, when
he started working with suicidal individuals in Los Angeles County,
found that there was painfully little research available to study
and understand suicidal phenomena.

Since then we have grown slowly. We have about 700 members,
mostly mental health professionals, several surviving parents, and
lay people interested in the subject. Primarily, our interest is in
understanding the problem of suicide, and hopefully proposing
models to deal with it.

Senator SPECTER. What is your own educational background
you are a Ph.D. in clinical psychology?

Dr. BERMAN. Yes.
Senator SPECTER. And how long have you been practicing psy-

chology?
Dr. BERMAN. Fifteen years.
Senator SPECTER. And you are a professor in the Department of

Psychology at American University?
Dr. BERMAN. That is correct.
Senator SPECTER. Well, we thank you for being here, and look

forward to your testimony.
Dr. BERMAN. Thank you. If I can briefly summarize my written

comments.
First, I do want to thank you for inviting me here to speak. I am

here to represent the American Psychological Association as well
as the American Association of Suicidology, and, perhaps, if I can
extend that, to represent more than 5,000 suicidal adolescents from
last year; that is, 5,000 adolescents who cannot be here to testify,
because they are tragically and prematurely dead.

Senator SPECTER. 5,000 adolescents last year?
Dr. BERMAN. Over 5,000 last year, and that is what we know of.

Obviously, that underestimates those deaths that are otherwise cer-
tified, or those whose suicides may have been denied awareness to
a medical examiner or coroner.

In recent years, Senator, th rate of suicide deaths of teenagers
have shown a marked and dramatic increase, roughly an increase
of threefold, in the last 20 to 25 years.

Concurrently, the United States has shown dramatic increases in
the rate of divorce, and the numbers of children involved in those
divorces; and in the rate of illegitimate births to adolescent girls,
rate of juvenile court appearances for adolescents. As well, rates of

34



31

other violent deaths, for example homicide rates, have gone up dra-
matically.

While these are correlated, in no way are they explanatory. Sui-
cide is an intensely personal event. It is complex, and it is multi-
determined. For some it is an impulsive behavior, for others it is a
career. There is no one motive, there is no one type, there is no one
suicide that I can tell you about.

Perhaps I can assume all motives under two primary themes.
One is that of influencing others, to communicate a statement that
otherwise cannot be expressed. Second, to escape some intolerable
situation, some conflict; some attempt to get out when other ways
cannot be accomplished.

The geat majority of adolescent suicides that we know of appar-
ently do not, or did not, want to die; but, perhaps, did not know of
any other ways to deal with their problems. These suicidal individ-
uals appear to share a common pathway with other forms of escape
and indirect communication: runaways, drug abusers, alcohol
users, and delinquents. I guess they share an underlay of despair,
of rage, of 1..elplessness, and of depression.

To date our research does indicate that there are a number of
factors that we can point to that show an adolescent at risk for sui-
cide. There is painfully little research. We are desperate in terms
of asking for funds so we can upgrade what we know. But we do
know some things, and one o' the values of this meeting today is
that we can perhaps isolate and publicize what we have learned
over the years.

Clearly, adolescents give messages on their way toward death.
We know that roughly 80 percent will communicate in one form or
another that suicide is on their mind, and that it is a possibility.

Studies of suicidal adolescents, both attempters and completers,
have found typically thatagain, this is a generalizationthat
there is a high level of conflict in the family, there are cftentimes
threats of, and actual, separation and divorce. Parents have been
shown to be more depressed than parents of nonsuicidal children.

Studies have found higher rates of alcoholism, higher rates of
drug abuse among the parents, and, as well, more suicidal models
in the parenting system that may, perhaps, give the potentially sui-
cidal adolescent some permission for using this behavior as a way
of solving problems.

Children in families such as these tend to feel expendable, if not
sometimes responsible for problems going on in the family. The
parents may or may not be in a position to notice. These adoles-
cents do show behavioral changes at school; they also show behav-
ioral changes with peers.

We have been able to note increased rates of depression, that is,
diagnosable, clinical depression; signs of withdrawal, as well as
signs of greater aggressivity and hostility, more disruptive behav-
ior. They do appear to be more sensitive, more easily hurt, and less
able to reach out to support systems that may or may not be avail-
able.

There are things that can be done. The clues are given clearly. If
we can assess better, if we notice more, perhaps we can channel
them into helpful systems. We do know that those adolescents that
make it into individual therapy, group therapy, or to the family
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therapy, have been helped. They can be taught; they can be given
training in problem-solving skills.

We do know of school-based programs that have been tried, that
seem to be successful in teaching adolescents not only about their
own depression, but about how to respond to peers, in teaching
teachers how to notice, and again, funnel children into helpful re-
courses.

As you mentioned in your opening statement, there are two
States that are currently providing moneys to support demonstra-
tion projects to develop preventative programs in the schools. At
present, there basically is no Federal money to support either re-
search or programmatic initiatives. That is one of the reasons I
would like something to come of this, and I hope that we can get to
that.

Thank you.
[The prepared statement of Dr. Berman follows:]
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PREPARED STATEMENT OF ALAN L. BERMAN

Mr. Chairman and Members of the Subcommittee on Juvenile Justice, it is

indeed an honor to be invited hers today to testify on behalf of the American

Psychological Associaticn on the subject of teenage suicide. I as pleased

that the Subcommittee has directed its attention to this serious national

problem and would like to take this opportunity to commend your outstanding

leadership in efforts to safeguard the welfare of our nation's youth.

I am Dr. Alan Berman, Professor of Psychology at The American University

and President of the American Association of Suicidology. My professional

expertise in the area of teenage suicide is derived from counseling suicidal

adolescents and their families, conducting research projects and workshops,

and teaching university courses on the subject.

In my testimony, I well. present the psychological knowledge regarding

three major areas of concern: (1) the characteristics of the at-risk

adolescent, including contacts with the juvenile justice system; (2) the

clustering phenomenon wherein one suicide triggers a rash of suicides in a

closed community as was recently reported is Westchester County, New York and

Plano, Texas; and (3) ways to help teenagers through the crises of adolescence

and thereby deter this from acts of self destruction.

Now more than ever before, families, communities and the nation as whole

are facing the tragedy of teenage suicide and asking "why?" The acceleration

in empirical research in the area of teenage suicide in the last several years

follows closely and parallels reports of dramatic increases in the incidence

of these deaths (Berman 4 Tenney, 1984). Unfortunately, there is lag of

about three years before final mortality figures are published by the

government and further !eg of several years before any one empirical study

can be organized, Larrisd out, and published. Therefore, to hove body of

well-conducted research which meaningfully addresses both the questions of

"Why?" and "What can be done?" demands inordinate patience among those sager

for answers.

It is not that the problem of adolescent suicide is new. It is that the

significance of the problem hae only recently emerged. Consider for moment

the following startling facts about teenage suicide&

o One out of every five suicides in 1980 involved a 15- to 24-year-old
male.

o Between 1960 and 1980, the suicide rote for the 15-to 24-year-old age
group in the United States more than doubled from 5.2 to 12.3 per 100,000.
This 136 percent increase made suicide the third leading cause of death in
this age/group.
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o In absolute numbers, over 5,200 teenagers committed suicide in 1980;
accounting for 11 percent of all deaths among 15-to 24-year-olds in our
country.

o With the exception of the adolescent/young adult (15-24) segment of the
population, overall mortality rates have decreased for every age group
(Healthy People, 1979). Those disturbing statistics can be explained by the
sharp rise in violent (suicide and homicide) deaths among the young (Seiden
and Preitas, 1980; Nonuser, 1979).

o Firearms and explosives accounted for 62 percent of all suicides among
15- to 24-year-olSo in 1980. The increase in tha use of guns accounts for
almost all the increase noted in youthful suicides (Boyd, 1983), It is

interesting to pots that fully 852 of those using firearms are male and that
states with stricter handgun control laws have lower rates of suicide by
firearm (Lester 6 Murrell, 1962).

o As with males, the majority of young females use firearms to kill

themselves (522 of females versus 642 males); yet they are more likely than
males to ingest drugs and poisons a02 of females veraua 62 of malea). Thia
sex-specific choice of method has long been thought to be one of the main
reasons why men are overrepresented as completed suicides and why women are
overrepresented as non-fatal attempters.

o Racial differences are also evident in that more than one in four black
suicides (262) is aged 15-24. While the suicide rate for minorities is
significantly lower than that for the white majority, the greatest increase in
rates has been noted for young black sales who, in addition, have had
traditionally high rates of homicides as well.

The At Stale Adolescent

While suicide may best be viewed as an Intensely personal act, great

variety of social forces impinge on any individual's sense of self, needs,

resources, and behavior. Berman and Cohen-Sandler (1982) have outlined

sample of indicators of societal change affecting the adolescent population.

Profound increases in the number of children of divorced families, births to

unmarried adolescent women, drug use, running emu from home, and juvenile

arrests are but few of the signs pointing to potential explanatory factors.

A recent study of runaway end homeless youth seeking refuge in emergency

shelters in New York City reported significant psychiatric problems among this

population, including depression and suicidal behavior, antisocial behavior,

or a combination of these (Shaffer 6 Caton, 1984). Of the 118 youths

interviewed, at least one-third of the girls and one-sixth of the boys had at

some time attempted suicide. A related study of 150 delinquent adolescents at

coeducational youth correctional facility in Washington State found that 30

of the 13- to 15-year-olds interviewed (or 202 of the aample) had previeuely

attempted suicide (Miller, Chiles & Barnes, 1982). The ge age at which

the first suicide attempt occurred was around 13 years, with the earliest

attempt at age 7. The group averaged about 3 attempts per youth, with range

of 1 to 5 attempts. Furthermore, when youth auch as runaways and delinquents

are inappropriately detained in adult jells and lockups, they may attempt
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suicide while in the facility. As documented by a 1981 University of Illinois

report prepared for the U.S. Department oc Justice, the suicide rate of

juveniles in adult jails is eight times greater than that of juveniles in

juvenile detention centers and five times greater than that of /ouch in the

general population (M.S. Department of Justice, 1981).

Males, both white and black, complete suicide at rates better than four

times those for females. In contrast, females outnumber males by about the

same ratio when available data on attempted suicide are examined. The

significance of these data lies in the fact that attempters and completer., as

groups, appear quite different. Although one may be defined as an attempted

suicide in a number of ways (e.g., intending to complete suicide but being

rescued, intervened with, or failing to complete versus not intending to die

but rather to communicate an otherwise unaccepted go), the typical

completed suicide in adolescence is a male using a gun and the typical

adolescent attempter is a female ingesting pills.

Since the attempted suicide remains alive and, consequently, is available

for observation and study, what we have learned about the suicidal adolescent

has come primarily from our study of young women and is retrospective in

nature. Nevertheless, much can be learned from the suicide attempter. And,

it is important to note that there is overlap between these groups. Once it

youth is despairing enough to jeopardize his or her life even without intent

to die, the likelihood of future and perhaps more lethal suicidal behavior

increases.

The majority of h on suicidal adolescents has focused on family and

parental dynamics. Adolescents, by definition, are caught between childhood

and adulthood. The often intense and conflictual task of separating from the

world of parents and family can be all the more difficult when family dynamics

interfere with the child's move toward self-sufficiency. Parents of suicidal

adolescents have been characterized by more overt conflict and threats of

separation and divorce, often culminating in the loss of parent for the

child prior to hie or her 12th year (Miller et al., 1982; Corder, Shorr, 4

Corder, 1974; Stanley A Barter, 1970). Various psychological problems ranging

from depression, alcohol, and drug abuse (Tishler 4 McKenry, 1982) to current

end chronic suicidal behavior (Garfinkel et al., 1982; McKenry, Tishler,

Kelly, 1982) have also been found to characterize parents of suicidal

adolescents. Suicidal adolescents report receiving little affection (Korella,

1972). They hold negative views of their parents and see themselves an

different from their parents (McKenry et al., 1982). When families of a

1'
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suicidal adolescent have been observed interacting on a task, communications

to the suicidal adolescent have been found to be limited and often punitive

(Abraham, 1978).

It is understandable, then, that suicidal adolescents describe time spent

in their family as unenjoyable (McKenry et al., 1982) and have been found to

have deficient problemsolving skills (Spew, 1976; Levenson 6 Neuringer,

1971). Without adequate attention to fulfilling the adolescent's need for

nurturance and skill training-- those ingredients essential for psychological

growth--the adolescent at risk for suicide is one who lacks the resources

needed to deal with the crises of growing up. The suicidal adolescent feels

e xpendable, yet is unable to separate and leave. Instead, he or she develops

poor reality testing and becomes more hopeless and dap d (Tishler6

McKenry, 1982; Topol 6 Resnikoff, 1982). Suicidal behavior, then, may serve

as a form of communication, a cry for help to whomever might care, or a way to

e scape seemingly insurmountable problem.

Other cues of despair and poor problemsolving skills may be evident in

the adolescent's behavior. Drug and alcohol use and aggressive behavior have

been found to be more prevalent in histories of suicidal (vs. nonsuicidal)

adolescents (Garfinkel et al., 1982; Korells, 1972).

In addition to focusing on the family, psychological studies have also

examined the suicidal adolescent's behauor at school and relationships with

peers. With respect to school behavior, suicidal adolescents are more likely

to emotionally withdraw from school (Gibson, 1982; Corder et al., 1974;

Karelia, 1972). School problems have been found (Series, Reynolds, 6 Heald,

1979), and underachievement and poor school performance have characterised

this group's presuicidal behavior (Garfinkel it al., 1982; Korona, 1972).

Yet it should be noted that while the academic problems are typical of

suicidal adolescents, they may describe the much larger class of depressed

adolescents as wsll; unfortunately, no study of suicidal adolescents has, as

yet, discriminated them from depressed, nonsuicidal adolescents (Berman 6

Carroll, 1984).

The academically capable, but truly depressed and potentially suicidal,

adolescent is rarely pleased with academic performance--makIng the error of

reasoning that a grade of "8" is the equivalent of an V. When such

perceived failures occur, they have the potential of heightening the sense of

despair and hopelessness already felt. Suicidal adolescents have been found

to feel more pressure to do well in school (McKim et al., 1982). Perceived
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failures, thus, may lewd the adolescent to fear an even further loss of

recognition from those family members who demand academic performance.

It is common that adolescents will at one time or another have suicidal

fantasies (Cantor, 1976). It is also true that adolescents focus more on the

present than the future. When an adolescent experiences stress, then, a

constricted view of future possibilities and a momentary fix on present

escapes may hold sway. Impulsivity and poor alternative problem-solving may

make suicidal fantasies turn to suicidal behaviors. A positive and healthy

interaction with peers may be sufficient antidote to this destructive process.

Active peer involvement (e.g., dating and shared activities) and close

relationships with parents have bean found to be inversely related to

.repressive mood in aoolescence (Handel 6 Davies, 1982). In contrast, suicidal

adolescents have been found to have more frequent and serious problems with

peers, to be sore interpersonally sensitive, and to be less likely to have a

close confidant (McHenry at al.: 1982; Tishler 6 McHenry, 1982).

The Suicide Clustering Phenomenon

Peers have one other significant effect on the potentially suicidal

adolescent: contagion. Adolescents are highly suggestible, eager to imitate

others in their quest to ertablish a suitable identity. Suicidal adolescents

are highly vulnerable to influence as they lack positive role models and are

low in self-esteem. Thus, whet a suicide occurs and receives attention and

response in a community (e.g., school), it is not uncommon to find

subsequent suicidal behaviors, often a "rash" or epidemic of followers. It

has been proposed that the first suicidal behavior serves as a model or

permisc'on giver to others who had been contemplating such an action (Berman 6

Yufit, 1983). The phenomenon of contagion is most important for us to address

through our intervention+ and prevention efforts at the school and community

level. The Centers for Di Control of the U.S. Public Health Service are

currently conducting a major study to explore this puselins and tragic

phenomenon.

Sample Cases: Types and Motives

The decision to end one's life can never be simple. Suicide is a complex,

multi-deteruined behavior that is acted out either on impulse or as a life

plan. In adolescence, the motives for suicidal behavior appear 1. -ly

interpersonal, dtrectcd at effecting change in or escape /roc e rJuf Actual

family or peer system. The intended communication may range fo t t.Nt 1ity to

helplessness; each case has its idiosyncratic message. One thit; spr.8
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clear: no other way to achieve the intended goal is apparent to the suicidal

adolescent at the time the behavior is compelled.

Soros adolescents engage in suicidal behavior as a conseqqrace of severe

emotional problem. Others act out of despair from severe dprsion,

interpersonal isolation, or unexpreseable rage. For most adolescents, not

already defined as severely disturbed, suicide is a desperate act to end a

crisis in their lives. The following sample of cases is intended to provide

some insight into the motive' common to completed suicide:

A 12-year-old son of a unitary officer shot himself with his
father's shotgun. He had been severely punished by his father after
being caught playing hookey from school.

The life of a 13 -year -old boy was "wrapped up" in a television space
show; his room cluttered with space models, posters, and related
paraphernalia. When not involved with this passion, he spoke of
being bored and lacking challenge. When the television show was

cancelled, he wrote suicide note and jumped 200 feet to his death
from a bridge.

A 15-year-old female, on alcohol and PCP, told her friend that she
had "messed up [her' life," then put a shotgun to her head.

A 17-year-old male argued with his girlfriend and threatened to kill
himself if she walked out on him. She told him, "you're crazy." He

pulled gun out of his pocket and shot himself in the head.

A 17-year-old hanged himself in a county jail cell. He had been
arrested for drunk driving the night after having failed a Marine

Corps test.

No vignette can portray adequately the dynamic' behind such life stories.

No typology can summarize succinctly the multiplicity of motives for deciding

upon self-inflicted death Had the opportunities presented themselves, we

can only wonder which and how many of these suicidal decisions 'eight have been

redirected toward alternative, life-sustaining choices. That this is possible

is without question.

Interventions

It is believed by suicidologists that the decision to kill oneself is

rarely lacking in clues end signs; often these are readily discernible to the

trained therapist but unrecognized by those closest to the victim. It is

apparent, then, that intervention begins with assessment. The ability to

assess a youth at-risk depends on an awareness of signs (both verbal and

behavioral) indicating that the youth may be considering suicide and an

ability to overcome the feelings of anxiety, helplessness, enter, or rage that

arise when confronteu with life-threatening situation. Teachers must

recognize and respond to student in pain, in spite of the myriad of other

responsibilities. Peers, most often the first turned to and communicated with

(Ross, 1980), must understand that what a suicidal adolescent needs is a
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caring friend, and that caring friend does not hold secret a message that

friend is considering suicide. Both teachers and students fear the felt

responsibility of involving themselves or of 'doing the wrong thing.' With

education to counter commonly held myths and irrational fears (e.g., if one

talks about suicide, one eight suggest it . . .), knowledge about what can end

should be done, and information concerning available resources for

professional intervention, teachers and students can be significant

gatekeepers in the intervention system (Ross, 1980).

On more preventive level, student -peers can be taught how to identify

signs and symptoms of depression and psnic and about the realities of the

mental health system and referrals to promote better self- assessment and

nroblem-solving (Roes, 1985). In California and Florida, for 'simple, state

legislation has recently been passed to provide for the implementation of

pilot youth suicide prevention programs in the schools to accomplish these

objectives.

With awareness and education, effective steps toward intervention in and

prevention of a suicidal action can be taken. Suicidal communications can be

observed and taken seriously. Warning signs for increased risk of suicidal

behavior can be noted and responded to. Channels of communication and

empathic support can be opened and provided. Referrals for professional help

h

can be made where both ate and necessary.

Individual or family t rpy with the suicidal adolescent must first and
foremost ensure the safety of the adolescent. Youths evaluated at high risk

for continued self-ham should be considered for hospitalisation. In or out

of a hospital setting, however, treatment should be provided. Symptoms must

be ameliorated and ongoing sources of stress must be removed or minimised.

Moreover, the support of family and peers must be ieproved and open

communication within them encouraged. Although family therapy is often the

most appropriate treatment for the suicidal youngster, it may be difficult to

pursue. The blame and responsibility experienced by families of suicidal

adolescents may lead them to quickly cover up the open wound (Berman 6

Carroll, 1984) or forego treatment (Morrison 6 Collier, 1969). For families

and peers of suicide victims, it is crucial that counseling be available to

help them mourn premature death by suicide end go on with their lives.
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The effectiveness of individual psychotherapy with a suicidal adolescent

depends, in good measure, on the quality of the relationship established with

the therapist. Whatever the procedures, the goal of therapy with a suicidal

adolescent is to find non-suicidal solutioos to the problem(*) presented. In

this process, the more important goal of teaching effective problem-solving

skills applicable to a wide range of future problem situations is sought.

Al a last word, suicidal behavior--whether ending in death or renewed

life-- is a communication of pain. for those we have opportunity to help,

that communication coumands our attention. That but one life may be renewed

should be sufficient justification for the effort.

Thank you for the opportunity to testify today on the subject of teenage

suicide on behalf of the American Psychological Association. If I can provide

the Subcommittee with any additional information, please do not hesitate to

contact me.
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Senator SPECTER. Thank you very much, Dr. Berman.
What do you contribute the large increase in suicides to?
Dr. BERMAN. There is no one factor. Most of our research tends

to implicate some breakdown in the nuclear family, some increased
alienation among peers, among adolescents, and, perhaps, the cut-
backs in recent years in terms of mental health resources and
available funding through insurance.

Senator SPECTER. Dr. Berman, are we sure that there is really att,
increase in suicides, or perhaps we are keeping better track of it?

Dr. BERMAN. Well, undoubtedly we are keeping better track of it.
We have a long way to go in terms of improving that. In spite of
that, there are clear, undeniable increases in the certified rates,
and my guess is those rates underreport suicide among adolescents
by perhaps 50 percent.

Senator SPECTER. What influence, if any, does the use of drugs
have on suicide? There is a line where drug usage has become
much greater in the past quarter of the century.

Dr. BERMAN. We can notice parallel increases in drug use. drug
abuse, and suicide rates. And again, that is corellationa: data; it is
not implicative of cause. We know that drugs are the No. 1 method
of choice for those attempting suicide but not completing. We can
much more point to the prevalence of guns as the method of choice
in completing suicide. We know that drug abusers share a common
pathway with suicidal people in terms of being depressed, in de-
spair, and helpless in finding effective ways to deal with life's prob-
lems.

Senator SPECTER. You talked about impulsive and career suicide.
What is a career suicide person?

Dr. BERMAN. Well, Susan might be a good example of someone
who, hopefully, has stopped a career of using suicidal coping strate-
gies. She began suicide at a yourg age, and used that method--

Senator SPECTER. Someone who tries it a number of times over a
period?

Dr. BERMAN. Yes, repetitive use of this behavior to deal with
problems, either to gain attention or to communicate something.

Senator SPECTER. You say 80 percent of those who commit sui-
cide talked about it?

Dr. BERMAN. From research studies, we estimate that from 75 to
80 percent, yes.

Senator SPECTER. If you were to give advice to parents of teen-
agers on a way to deal with the potential problem of suicide in
their own children, what would you tell them?

Dr. BERMAN. That is a very difficult question, because oftentimes
parents are imbedded in family problems, and they may be strug-
gling with their own issues, and may not be in the best position to
observe.

I think my advice is to observe closely any changes in an adoles-
cent's behavior, and to ask questions, 'well, what is going on?"

Senator SPECTER. If there is some communication about suicide
in the mind of the teenager, that is a pretty good sign, from what
you say?

Dr. BERMAN. DefinItely. If the message is given, it is a myth to
believe that we should keep our mouth shut about the subject.
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Senator SPECTP:R. And if' the teenager brings up the subject of
suicide, what advice would you give to the parent, on how to re-
spond?

Dr. BERMAN. Well, I would first say to sit down and talk about it,
and give as much support, and ask questions, and do not be afraid
to open the subject, and if the child goes on and communicates
some thought that he or she is thinking about suicide as a way to
deal with his or her problems, to recommend that perhaps together
they go seek some outside help, and talk about it.

Senator SPECTER. At what stage, if you can generalize, would you
recommend seeking outside help?

Dr. BERMAN. As early as possible.
Senator SPECTER. How about the question of a parent brinsing up

the subject of suicide? We asked that question of earlier witnesses.
What would your sense of that be?
Dr. BERMAN. I think it is an appropriate topic to bring up, again,

if there is some stimulus. That is, if the child says something that
suggests that it is on his or her mind, or if there is some public
statement about suicide, just to raise the subject in a general way
to see where the child is at in his or her thinking. This is a taboo
subject.

A child or adult who is feeling suicidal often feels the taboo and
stigma, and is scared to bring it up, because the general feeling is
"I will frighten away all these people who might care for me."

Senator SPECTER. How about the problem, or the potentiality if a
parent brings it up for planting the suggestion?

Dr. BERMAN. We have absolutely no data that that happens.
Senator SPECTER. Well, aside from the data, what is your feeling

for it?
Dr. BERMAN. I have never seen it to be an issue.
Senator SPECTER. You do not think it is a problem, that is a

matter that is initiate, as has been suggested by reference to other
people, what they apparently read in the newspapers?

Dr. BERMAN. Suicidal adolescents oftentimes are highly suggesti-
ble. One of the problems, perhaps, that you are addressing is if the
subject is brought out into the open, it would be like we were plant-
ing a seed, creating an idea that they have not already thought of.

First of all, they have thoiight about it, it is on their mind.
Second of all, what we are talking about here is an opportunity to
interact on the subject, not only to bring it up, but to talk about it.
That is the difference between seeing a report in the newspaper, or
on television, where there would not be any interactive response.

Senator SPECTER. Where you talk about children feeling either
expendable or responsible, could you amplify on that? What should
parents be looking for on a feeling by the teenager being expend-
able?

Dr. BERMAN. Well, it is very common, at least in my clinical
practice, and from others that I have talked to, that an adolescent
feels responsible for the problems that the family is dealing with.

There was a report a few weeks ago that a child of a military
family, it was reported widely in the press, in People magazine,
where the family had some clear financial problems, and war
having trouble meeting their basic needs, and the child basically
said if there were one less mouth to feed perhaps things would go

48



45

better. There was a clear message, that the child was feeling re-
sponsible for solving the problem, and perhaps for even causing
some of the problems.

Senator SPECTER. Did that child attempt suicide?
Dr. BERMAN. That child committed suicide.
Senator SPECTER. Dr. Berman, if you had the opportunity to get

Federal assistance, where would you like to sk.e it go, on thisproblem?
Dr. BERMAN. If I had that opportunity, I would spend the money

wisely on research, and on program development. And just perhaps
integrating what we do know.

Senator SPECTER. What kind of research would you undertake?
Dr. BERMAN. I think there has to be good work on family sys-

tems, that is what happens to families when one or more family
members get in trouble. There has to be good work on how these
messages have been communicated by adolescents who have gone
the suicidal route, in the school system, and in the family. We are
taking educated guesses on the basis of individual reports; nobody
has bothered to research this. There has to be clear research on
what might work prog.-ammatically, educationally, and preventively.

Senator SPECTER. On that note, let us turn to Myra Herbert, who
is a social work services coordinator, from Fairfax County, VA,
school district, and I understand, Ms. Herbert, that you have a
model program which has been developed there for the school
system.

Ms. HERBERT. Yes.
Senator SPECTER. We very much appreciate your coming, and

look forward to your testimony.

STATEMENT OF MYRA R. HERBERT
Ms. HERBERT. Thank you, Senator Specter.
I am here today to discuss the Adolescent Suicidal Prevention

Program in Fairfax County. I am also here to tell you that preven-
tion programs work, and are where mare of our money and energy
ought to be directed.

In September 1982 the Fairfax County School Board declared
this program a priority, and asked that it be made a school and
community effort. An advisory committee was convened with rep-
resentation from the school system, the mental health centers, the
medical association, police department, and the mental health asso-
ciation.

The primary goal was to give the faculty of every high school an
awareness of the signs, and symptoms of children at risk, guide-
lines for talking with troubled children, and channels for referring
them to ongoing help.

In addition, the PTA's, the Parent Teacher Associations were
asked to organize correlated programs, and schools were requested
to design appropriate activities for students.

It is not a simple matter to put a mandated program into a
schools schedule. It is impossible to take time in the working/
teaching day. We therefore had to present a didactic session in a
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regularly scheduled 45-minute faculty meeting, which was really a
constriction.

And then folio wing--
Senator SPECTER. A didactic session?
Ms. HERBERT. A didactic session. We just went in and talked

steadily for 45 minutes. We then held an open house the next day,
with the mental health professionals from the school system and
from the community, and teachers dropped in on their free periods.
They did, indeed, bring in questions, concerns, many individual re-
ferrals, and often their own issues.

In the 1980-81 school year there were 11 recorded teenage sui-
cides in the county. There were actually more that occurred during
vacations or after graduation. There were several deaths recorded
as accidental because of the circumstances or wishes of the family.

Senator SPECTER. Was that a very high incidence for a communi-
ty of your size?

Ms. HERBERT. Very high. The real number was over 20. The
number dropped to five after the first year of this program, and
fell to three last year. Staff reports that referrals from teachers
have escalated.

It must be noted that the decrease is not in accordance with the
national trend, which has risen steadily every year. This is a con-
tinuing program, and this year we are dealing more directly with
students, looking at the social and emotional issues of their age
group, and the impact on education.

We are hoping to organize a very complete awareness session for
all administrators, and will continue with parents and teachers.

Adolescents need a better support system than this society is pro-
viding. In earlier generations, teens had places to turn. Extended
family lived nearby, on( .r the other parent was usually available.
There were religious alfiliations, there were youth groups that
reached large numbers. These kinds of support disappeared as
family moved every few years, both parents began working, divorce
rate rose, religious ties weakened, and youth groups seem to have
gone out of fashion.

As a result, kids are bringing their problems in to school. We
often hear the argument about whether this is an appropriate area
for involvement of schools, but it is a pointless argument. Whether
they should or not, kids are carrying their issues into the class.
room, and bringing them to the school personnel they know and
trust.

Schools, for many children, may also be the most constant and
dependable thing in their lives. The difficulty is that schools are
taking on these duties with no changes in budget, and using staff
that is already heavily ladened with responsibility, and cannot
cover the problems adequately. They could do a great deal more
with proper funding and organization.

I am not suggesting that schools take on long-term counseling,
but much more could be done effectively with short-term crises,
community referral, and most of all, prevention.

I would like to ask you to take into legislative consideration the
proposal that more behavioral science professionals be added to the
school rosters, either administrated by schools or community
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mental health centers in units that operate exclusively as liaison
with the local school system.

There should also be consideration for more affordable mental
health care in the community. The mental health centers have
long waiting lists, and private care is prohibitive for many, espe-
cially if there is no health insurance. Many group policies make ab-
solutely no provision for outpatient mental health counseling,
which is, in my opinion, the single largest need of adolescent
health care. Kids need people to listen to them.

The efforts of such organizations should not only be to offer sup-
port and guidance to students, but to assist parents and families to
understand the issues at stake, and to give direction in the care
and growth of our young.

Suicide for the young is frequently an impulsive act, and if help
is forthcoming at the right moment, the crisis passes, often never
to return. There is no benefit in lamenting the state of the present
age, and longing for a past one. Life has changed, and we have
changed, and we must adjust. If we do not, we are placing our chil-
dren at ever increasing risk, and will see more of them escaping
from a life they find intolerable.

Thank you.
[The prepared statement of Ms. Herbert follows:J
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PREPARED STATEMENT OF MYRA R. HERBERT

ADDRESSING THE ISSUE OF TEENAGE SUICIDE IN A PUBLIC SCHOOL SYSTEM

Fairfax County, Virginia is a four hundred square mil* area outside of

metropolitan Washington, b. C. It is largely affluent and middle-class with

a median family income of $47,600 and a per capita income of $14,731 in 1983,

but contains a variety of socio- economic and ethnic groups. In 1983, thane

was a minority population of 14.6 percent. Approximately 7 percent of that

is black and the remainder Southeast Asian, Hispanic, and other smaller

racial and cultural groups. In one high school, that.. an 60 different

languages spoken.

The Fairfax County school system is the eighth largest:n the United

States. In 1984, there are 123,794 students enrolled in 162 schools. Forty-

six of those schools are intermediate and high schools, some of which have

populations of four and five thousand children. It is the population of

Lhasa schools at which the suicide prevention program is aimed.

In the 1980-81 school year, thane were eleven recorded adolescent

deaths by suicide in Fairfax County. It must be understood that these war*

students enrolled who took their lives during the school year. Thar* were

a number of other deaths that occurred during vacations or immediately after

graduation, or that were questionable ',tough to be recorded as accidental

either because of the circumstances or because of the wishes of the family.

The actual total was wall over twenty, perhaps higher.

In the 1982-83 school year, in responst the Fairfax County School Board

elected to make a suicide prevention program a priority and requested that

the effort be organized to mak* it cooperative school and community program.

The Department of Student Services and Spacial Education, an umbrella

department that encompasses wide range of related services, avidly

organized a school/community advi-wl committee with representation from the

school system, the community mental health centers, the medical associatioh,

the eental health association, and the polio* department. This committee

served not only as an advisory committee, but took part in the implementa-

tion of the program, organizing speakers, and contributing expertise.

It was decided that the program should reach three groupst teachers,

parents, and the students thamaalves. Every high school and intermediate

school faculty was to hay* an insarvica program that would address depression

and suicide in children. Parent Teacher Associations would be asked to

organize correlated programn during the sane period and all schools were

asked to provide information .01 assistance to students. This was extended

over a two-year period, 1982-83 foc high schools and 1963-04 for intermediate

schools.
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It is not a small matter t organise program within the confines of

the school day. Schools are often criticized by outside agencies for not

responding en masso to what may be viewed by some as a crucial need. If

teachers were mandated to an assembly for a substantial period of time,often

the suggestion, the classrooms would be unatteaded, and the needs of the

curriculum would go unaat. Teachers must cover a specified amount of

material in a 'pacified number' of hours and are held accountable for that

coverage. There is the added aspect that in a county this large, all parents

do not see all issues as equally important and can be vocal and critical of

the school system for using time for other than academic subjects.

W. therefore decided on a format that, while not ideal,icould nct

provoke negative reaction. A v.gular forty-five minute faculty Meeting was
designated as a workshop on adolescent suicide. This was designed to be a

didactic session constructed to heighten the awareness of teachers and provide

guidelines for talking to students and referring problems to the proper

resources within and without the school. The following day, an all-day open

house was to be held in a comfortable conference room where coffee was

available. Teachers were invited to drop in during their free periods to talk

with the school social worker, the school psychologist, a guidance counselor,

often the speaker from the previous day, and community mental health profes-

sionals as they were available. These professionals stationed themselves in

schools all day. This proved to be a very effective method of communicating.

Many teachers asked questions they would have hesitated to ask in a larger

more formal group, many brought in their own issue., and a great number

referred children they had been worried about for some time but had nut

identified as having a specific problem.

Guidelines were developed for the material that should be covered by

any speaker to any of the groups, the signs and symptoms of depression and

suicidal ideation which children are apt to exhibit. It was stressed that

a single factor is usually not significant, but clusters of factors are.

(See Attachment A.) Every faculty member in the county was also given a

Public Affairs pamphlet that served as a ready reference. (See Attachment B.)

Community cooperation was excellent. Agencies and private practitioners

gave generously of their time both to the schools and to the parent groups.

The Division Superintendent gave the program full support and all schools

held faculty programs. (See Attachment C.) At least three-quarter of the

Parent Teacher Associations did the same. Student programs were not so

widely suc-.7essful. The adminiC,atorz of many schools were cautious about

doing something labelled "suicide" with students, many operating under the

misguided notion that discussing the subject encourages the thought. Only

one high school did a program that reached the entire student body. In

working with students, however, one quickly realizes that they discuss the

subject freely among themaeliei and have very little discomfort with it.
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We therefore began to look at alternative methods of reaching students

by a somewhat different routs and reexamined those issues moat mentioned as

the causes of stress and unhappiness in adolescents. During 1983-84, we

began to do organized programs on social and emotional issues with students.

These took the form of doing in a particular high school about six hours of

group work with functioning students known either by the guidance counselors

or by friends to have "is problem" of some kind. Many had multiple issues

but isolated one as the one to be addressed. These students then presented

a panel for the entire student body, parentu, and teachers at an evening

session. They have offered their experiences with a particular issue and

their methods of coping. Needless to say, this has been both successful

and rewarding. Adolescents are extremely self-absorbed and tend to think

their situations are unique. This program too has been followed by an

open house the following day, and students never identified as "troubled"

have shown up to discuss problems they previously thought were theirs alone.

They hoar the experiences and listen to the advice of their peers much beLter

than they hear adults.

We are expanding this effort during the 1984-85 school year and hope to

reach every high school. We have made a video tape of one of these panels.

It is about thirty-minutes long and well worth the time it takes to view.

Young people are open, honest, and spontaneous, and have proved very glad to

have someone listening to them.

There is nothing more difficult to evaluate than a prevention program.

There were, however, five deaths in the first year of the program and only

three last year. This is again only the period during which school was in

session. There were, however, also fewer deaths during holiday periods.

Coincidence perhaps, but that is in inverse proportion to the national

statistics. Mental health and guidance personnel in the schools report

that the referral of students to their offices has risen significantly, and

that faculties and administrators display an increased sophistication in

identifying troubled situations. We have good reason to believe the program

has had a positive impact and should be considered in other school districts

over the nation.

PERSONAL. VIEW

When I began on a suicide prevention progrtim for the Fairfax County

Public Schools, I reviewed the deaths that had occurred in the 1980-81

school year, the year before I joined the system. I searched school records

and interviewed school personnel who had known the students. Though some of

the findings were probably sociologically peculiar to Fairfax County, much

of what I learned corroborated only some of what is thought to be trut about

su,cidal young people. I have continued, with the help of the police depart-

ment, who have used a survivor interview format I requested, to try to

develop profiles of students at risk. The format is not intrusive and does
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not ask any questions the police would not usually ask, it simply insures

that the important areas are covered. This was not hard research and the

entire group numbers approximately thirty students. There was more informa-

tion available on some than on others :rom the combination of these things,

I have found the following%

Only one stu.:ent over the three-year period was known tJ have any diffi-

culty with the law and that was minor.

There were more males than females.

Most of tte miles used guns, but so did a significant number if the

females. wlich is contrary to popular belief. In most cases, the guns

were in the come and belonged to the immediate family.

About five of the students were reported by family or friiinds to have

been depressed.

Three of the entire group had had or were presently receiving psychiatric

therapy Of some form of mental health counseling.

If there were histories of physical or sexual abuse, none emerged.

Several ot the students had run away--some several times.

exposure to pornography did not &mar to be an issue, but at least three

deaths were auto-erotic hangings. One student was found with a copy of

a popular magazine describing such an action. It must be added, however,

that in each of these cases, the students were reported to boa having

difficulties of other kindr., either academically or with families.

Family problems of some kind figured in almost all situation!, although

these varied greatly. About half the group had experienced parental

divorce. Many of the others had conflict issues with one or the other

parent and four instances of suicide occurred after a family argument.

Of the entire group, only two students were 'Anown to have been substance

abusers and only one a serious abuser. I am often distressed by the link

made between suicide and substance abuse in an almost automatic manner.

Young people often use substances to escape or to self-medicate, but

their problems are frequently evident long before drug use begins. That

fact is sometimes explained away as though substance abusing is the begin-

ning and the end. They are all escaping, by longer or shorter routes,

something they are, finding unbearable.

Of the entire group, there was not an individual who was not touched by

academic issues, and on this I would like to expand. It is the students

on either end ot the academic spectrum who seem to have the most difficulty.

Six students were clearly what we deem "overachievers," students with

academic ability but who punh themselves to a limit the!. is sometimes

unhealthy. At the otter end of the spectrum are the underachievers, and

rticularly those labeled as "learning - disabled." Underachievement is

the single isEost common factor I found in the entire group and most of

those had n learning-disabled (LW label. In an upwardly mobile,

ambitious, college-bound student body, these are the children who drift
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to the bottom, who experience a very real sense of futility and to whom

we are not paying enough attention.

We have not observed an identifiable clustering phentmonon, although

I can understand the adolescent predilection for that kind of behavior.

We did have three suicides in one school over a two-semester period.

These were students who knew one another vaguely but were not good

friends. Perhaps more importantly, all three were learning-disabled.

This has been a summary of the identified suicide population in Fairfax

and the factors that appeared to be relevant. I must emphasize once again

that this was not a study . . an organized piece of investigation; it vas

done informally to give guidance in the construction of the prevention

program. Students have continued to define their issues for us.

From my yLIrs of clinical practice with this age group and from the

student groups held over the past year, there are numerous factors which

emerge as important and should be given attention.

Academics and academic pressure play large part in young lives. The

cost of college is overwhelming for many families and competition for

scholarships is intense. Many students have jobs as well and know that

colleges and universities place an importance on extracurricular activities.

Even the bright are pushed to the limit either by thei3 own expectations

or those of their families. Parental expectations, particularly unrealis-

tic ones, play a large part in student stress.

For those wh'- are not bright or who clearly have learning difficulties,

life appears bleak. In a world where those with college educations are

not finding jobs, those who may just graduate from high school do not ree

great hope.

Learning disability creates terrible frustration and students are often

given unkind labels, such as dumb or stupid. We are not as a nation

spendinr enough money researching the process of learning.

A death a parent or that of a close friend is a painful loss for an

adolescent and can change the course of life.

Being in a minority is often painful and

An alcoholic parent is a damaging burden for an adolescent.

Having a mentally or physically ill parent will often render a child

troubled and depressed for much of his or her own life.

The American emphasis on sports and sports achievement can leave many

young people feeling inadequate because they cannot perform in this sphere.

Divorce is not good for chi ren. It is a searing, devastating experience

for most children, and there is a necessity to handle it with much more

d concern than is often being exercised. Parents need morecare a

education.

Living in combined

with peril and families n

families is not a story-book experience. It is frought

ed far more guidance than they are being given.
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Having two working parents 'novels to be a factor, particularly if a child

is left alone A great deal or in charge of siblings. Not only is parental

attention sometimes wanting, but studies on adults who have had this

experience are beginning to show that it may leave an individual with

unspecified fears. paranoid thinking, and a lack of social skills. Good

care substitute plans deserve more consideration.

adlusting to a new society is sometimes mystifying to both children and

their families, particul-,ly when they are from A non-Western culture.

Students get caught between parental behavioral dictates and the normal

adolescent desire to emulate peers.

Mobility and the transiency of our national population is often creating

failure and misery fo, our young people. In Fairfax County, we have a

large governmental population, foreign service and State Department

families, military families, and large corporation executives who seem

to move every two or three years. In addition, one of the perils of

affluence is the need to move to a larger, nicer house. Divorce also

often MoAne a 10,:ation change. Sore of our schoCts empty and refill by

as much as 50 percent every year. Admittedly that is not typical of the

national picture, but it is not atypical either of many urban areas.

Children report moving AS much 48 nine times in fourteen years. There

are two dangers in this; one is that students are constantly changing

school programs and, particularly if academics do not come easily, they

give up somewhere along the way. The second is that they lose their

friends and this is particularly difficult after the age of twelve.

Coming into a new school can be a nightmare for many, and families often

report severe behavioral changes.

When one begins to real'se that many of ouz teenagers are experiencing

several of these factors at the same time, the strains upon them become

evident. We must as a society look at what we are doing to our children.

PROPOSED SOLUTIONS

Adolescents need a firmer support system than they are being offered in

this society. In the age when families remained intact and stayed in one

place the extesaed family, the grandparents, aunts and uncles, cousins and

siblings often performed that function. That was also an age when even

small towns hart organized youth groups and most families :lad church affilia-

tions. Mothers remained at home and fathers did not travel greatly. Most

of that kind of support system is gone for most of our young, and we have

offered no substitutes.

I believe that public schools are filling much of that gap. Ther, is

little point in arguing that they should not be, children are bringing their

problems into the classroom and it is often proving impossible to educate

them until some of the obstacles are removed. Public schools, however, are

filling the gap with inadequate preparation, pnsonnel, or budget.
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Professional staff assigned to the schools could do much to allay the

prohkems of children and to educate parents. Many schools have mental

health personnel on staff now, but these people are absorbed with the huge

tasks of meeting the requirements of Public Law 94-142. And While they have

skills, they do not have the time to use them and school budgets are stretched

to the limit. I am not for an instant advocating that that law be in any way

changed, but rather that further personnel be added, and additional federal

funds ba appropriated for that purpose.

I would also advocate that such staff be administrated by the school

system rather than by community mental health systems. There are demands

and requirements upon school systems that exterior agencies do not seem to

easily cc:aprohend. Appropriations should be made, however, clearly for this

kind of supplemental program and personnel hired cbould be trained in the

area of behavioral science and not education.

The alternative is to create a school liaison department in the com-

munity mental health centers that employsmental health professionals trained

in the workings of an educational system and that developsspee.alised com-

munication with the local school systems.

In either case, such a service must be further supported by more afford-

able mental health care in the community. The school service can function

as a short-term crisis agency during the school year, but rainy children and

families need longer term assistance. At present, there is often no where

to send wm, particularly if they do not have health insurance. The agencies

with adjustable fee scales have long waiting lists and the cost of private

practitioners is prohibitive for many. If help is not offered at the time

of immediate need, the trouble is often closed over again until it erupts

at another time or in another form.

The efforts of such organisation should not only be to offer support

and guidance to students but to assist parents and families to understand

the issues at stake and give direction in the care and growth of our young.

Suicide for the young is frequently an impulsive act and if help is forth-

cckol-g at the right moment, the crisis p , oftn not to return.

There is no bmefit in lamenting the state of the present age and

longing for a past one. Life has changed, and we must adjust. If we do

not, we are placing our children at ever-increasing risk, and we will see

more of them escaping from a life they find intolerable.
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Senator SPEormt. '('hunk you very much, Ms. Herbert.
You say the suicide rate went down from 25 to 3 over a 3-year

span. Do you know what would be an expected or average rate of
suicides for a community your size?

Ms. HERBERT. I do not. I do not know.
W,.! have a very large student body that numbers over 123,000.

That includes elementary school children.
Senator SPECTER. I am just wondering if you are under three, or

if you are statistically, average three?
br. Berman, would you have any idea?
Dr. BERMAN. Approximately 100,000 children, you might expect

to have somewhere between 3 or 4 completed suicides per year.
Senator SPECTER. Well, perhaps if you have two or three, it is

perhaps not a statistic that you cem gauge very accurately.
How expensive has it been for /our school district to put this pro-

gram into effect?
Ms. HERBERT. Not as expensive as it might be, because we have

gotten a lot of voluntary help from the community. Mental health
professionals including private practitioners, have given time.

Senator SPECTER. Volunteered their services?
Ms. HERBERT. Volunteered.
Senator SPECTER. Ms. Herbert, if you were to give advice to a

parent about what to look for, how to prevent potential suicide in a
teenage child, what would you say?

Ms. HERBERT. The first thing I would say is stay in touch with
your kids, from the time they are small, if you possibly can. Listen
to what they tell you, and listen quietlyI have a 16-year-old of
my own, and I find that sometimes I really must steel myself to
listen, and not react. It is better, however, to know what is going
on with them, and have them talk to you openly, than to run from
the subject or shut it off. I think that is the single most important
thing that parents can do.

Senator SPECTER. So the most fundamental advice is to communi-
cate?

Ms. HERBER:I'. And to hear.
Senator SPECTER. How about the subject of suicide itself?
Dr. Berman and others testified that when it is mentioned, it is a

sign of a real problem. Do you agree with that?
Ms. HERBERT. Well, I work frequently with large groups of stu-

dents, and it is my experience that they talk about it quite easily
among themselves, and with adults, with very little of the kinds of
reaction that we have as adults. I think for us it is very shocking,
arid it makes us feel guilty and responsible, and we wonder what
we have done wrong, but kids do not experience that.

They do talk openly, and many have at least considered it at
some point :n their lives, as most of us have.

Senator SPECTER. Do you think most teenagers think about sui-
cide at some time?

M. HERBERT. I think that everybodyprobably everybody in this
room has at least thought about it Once, and I think children are
the same way.

Senator SPECTER. Do you think everybody has thought about sui-
cide at least once?

Ms. I 1 ER BERT. I think so.
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Senator S1,14:crii. How about the subject of the parents bringing
up the matter of suicide, do you think that would be suggestive,
and harmful, or do you think it is on balance a good thing to do?

Ms. HERBERT. I think it depends on the context in which you do
it. If there is a program about suicide, or something on the media,
,:ameth:ng relevant, or something in the newspaper, to bring it up
is not a bad thing.

Senator SPECTER. Do you think if there is some excuse to bring it
up, it is a useful thing to do?

Ms. HERBERT. I am sorry, I did not hear that.
Senator SPECTER. Some excuse, look for a way to bring it up, a

parent sees-
Ms. HERBERT. If you are worried about your child, sure.
Senator SPECTER. A person sees Mrs. Herbert on the television

talking about it, that is an occasion to say, hey, that is a subject we
ought to talk about?

Ms. HERBERT. Well, I would say "this is apparently a very well
publicized subject right now, but what do you think about it? What
is going on with your friends?"

Senator SPECTER. Give an example. You are an expert in the
field.

If a parent wanted to find occasion to bring this subject up, what
would be an appropriate opening, and how would you suggest that
a parent raise the subject?

Ms. HERBERT. I would say, simply, "Mere has been a lot of
media attention to suicide lately, in adolescents. It seems to be a
growing national problem. What do you think about it? What do
your friends think?" Or you might take some film, like "Ordinary
People," which got a great deal of publicity not too long ago, and
which I think many of the kids went to see, and discuss it with
your child.

There are opportunities to bring up most subjects quite easily
with kids, if you do indeed talk with your children, and communi-
cate with them.

Senator SPECTER. Do you think it would be wise to look for such
an opportunity to discuss the subject of suicide?

Ms. HERBERT. I think if you are concerned about a child being
depressed, or having a combination of difficulties, if there is some
reason to do it, by all means.

Senator SPECTER. What is your sense as to drugs as a causative
factor of teenage suicide, Ms. Herbert?

Ms. HERBERT. i have rather strong feelings about that, some of
which I think have been echoed here today. I think that too many
people make a very direct association between suicide and drugs.
They write off the suicide because the kid was on drugs.

My feeling about it is that kids go on drugs to self-medicate, or to
escape in some way, and the signs of their problems are there long
before they start drug taking, and that is where we ought to start
looking.

SetlatOr SPECTER. How ab011t the subject of sexual abuse, do you
think that is a causative factor, a significant causative factor of
teenage suicide?

Ms. HERBERT. I have not found it so. My feeling aly ut sexual
abuse is that in women it leads to difficulty with sex relations in
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adult life, and for men they often become sexual abusers them-
selves. But I have seen only a single direct association.

Senator SPECTER. To what extent would you like to see the Feder-
al Government involved in this problem?

Ms. HERBERT. Well, I would like to see flow-through money of
some kind, if that were possible.

Senator SPECTER. What would you suggest, by way of a Federal
program, if you were to fashion one, have some help on the pro-
gram?

Ms. HERBERT. 1 think that the most useful thing, would be the
kind of thing I outlined, where either mental health appropriation
was made directly to public schools, I suppose funded through
States, or directly to community mental health programs, which
then worked very closely with schools, with units specifically as-
signed to this kind of activity with the school program.

Senator SPECTER. Well, that is very helpful.
Thank you very much, District Attorney Ownby, thank you, Ms.

Herbert, and thank you, Dr. Berman.
We will pursue this subject, and pay close attention to your rec-

ommendations.
[Whereupon, at 11:34 a.m., the subcommittee adjourned, subject

to the call of the Chair.]
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APPENDIX

ANDItEW TETRA s510
Mc MAN FiSS7111
SILVIA Alb

October 29, 1984

omit* subcommittee an Juvenile Justice
donate dart duilding
Room 815
4ashington, D. 3. 20510

Dear sirs:

I would like to offer my views cm the oauses of teenage suicide, whioh I understand
was the subjeot of repent hearings and therefor a subject of ourrent interest to the
Subcomitttee. I as sorry for my delay in writing this letter, and I hope it is in
time for your oansideration. You may include it in your hearing record if you wish
although I realise this is unlikely.

Although teenage uioide is nothing new and there are probably several factor'
involved in teenage suioides, I think a significant faotor now is that thore sews to
moms teenagers to be no escape from a 'misty that is becoming inoreasingly oompetitive,
fast-paoed, complex, materialistic, polluted, sick, morally weak, self-destruotirs, and
unable to control its economy and tmohnology, or tram the pressures from the family and
soois:y to oompete and "'wooed" in this society. Thia realisation by the teenager
may be oonsoioue or unconsoious. Although we may think they are not seeing reality,
perhaps they see a reality that we ars not willing to see. The 1960's were a time of
idealism and hope that idealism will work, andsooial protest was expressed in
oolorful, beautiful, Life -affirsdng hippie-like styles; but the 1980's are a tile of
self - interest and little hope that idealism will work, with social protest expressed
in black, oolorless, ugly, deathly punk-like styles. I asked a very punk-style
dressed fellow what his philosophy of life was, and he said "stick it up your ear."
I told his my philosophy was to try to make the world a better pleas, and he said
"6'hat I do won't make any difference." And maybe he's right, but I's not willing to
admit that.

Children have nuclear nightmares; a large percent of teenagers expect nuclear
war within 10 years; students in one high sohool request suicide pills to be
available in oase of nuclear war. We live in a sooiety headed toward suelen death
by nuclear war or slow death by pollution and ,')stxuotion of the ecosystem, and
sieultaneoua slew death of our moral strength, our sooial fabrio, our ideal', and
our spirit. It seem, that ocapetition, temptation and memory stimulation contwol
us, and that there is no *soaps. This probably memos like a living death indeed
to the sensitive and idealistio site of many teenagers. rap suicides of teenagers
may be but a harbinger of the suioide of our society and pillaps all of humanity that
threatens ue.

The way out of our problems is for 000peration to predominate over ocupetition

through a =Baire ohange in our economio ystem and way of life, A grassroots change by us
as oitisenr, oonmumers and investors, hopefully led by or at limit with the
000peration of government and the ecanomioally powerful, i. order to avoid a class
struggle or social hreLkdown. Eoonomin democraoy, deountras.isation of economic power
and resporaibility, self-control over our economy, co'r technology,&ourselves as a
society, and some simplification of lifestyle, are neoessary. Cooperative business
must play a imye role, and by this I mean cooperatives and a strong system of
000peretives. rationalism, capitalism and the free market will not save us. Only
cooperation can 3/VS us, so we suet /earn to olloorate. Not just the United States,
but other nations al; well. A 'riot suet provide moral leadership. Voluntary
cooperation can be the reconciliatory meeting ground, the synthesis, between Amorioan
capitalism d Soviet oommunism, so that both nations can eaoh owes its kind of
aggressive.. If cooperation can only oome in the faoe of a common enemy, then both

nations must see that our common enemy is the possible self - destruction of humanity.

Sinoerely,

Andrew C. Toter
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Adolescent Suicide and the Classroom Teacher
Patrick C. McKenry
Carl L. Uhler
Karen L. Christman

ABSTRACT

Adolescent suicide is a phenomenon of epidemic
proportions, constituting the third leading cause of
death in thu litf group Various theories of suicide
are reviewed and the attention to family variables
ducussed These them-- models indicate the multi-
disciplinary nature of the problem that is, that
adolescent suicide requires a medical, psychological,
social and educational approach to the problem. Since
school plays a major role in the lives of adolescents, it
offers an avenue of approach to adolescent suicide. A
list of behavioral changes indicative of emotional
distress is provided for teachers for use in identification
and referral Teachers should also serve an educational
function. Ducussion of suicide dispels myths and
modifies the likelihood of an attempt. Several
suggestions concerning how school personnel may
intervene are provided.

INTRODUCTION

Adolescent suicide and suicide attempts constitute
major social and medical problem today. Almost 5,000
adolescents and young adults committed suicide in 1977

an average of 13 a day. The present adolescent
suicide rate has doubled in the last decade and tripled in
the last 20 years while the nation's overall .suicide rate
has not varied much in the past halfcentury. Suicide is
presently the third leading cause of death among
adolescents: only accidents and homicides account for
more deaths."

Statistics tend to underestimate the extent of the
problem. Because of religious taboos, the limitations of
insurance policies and the social stigma associated with
suicide, it has been estimated that as much as 5007s of
suicidal behavior in young persons is disguised or not
reported " Furthermore, for every successfully
completed suicide by a young person, there are many
more attempts perhaps as many as SO-150 for each
one successfully completed."

THEORIES OF SUICIDE

Much controversy surrounds the etiology of suicide,
particularly suicide among the young. Although there is
much clinical information on suicidal attempts by
children and adolescents, there have been very few
controlled empirical studies of these attempts. No single
theory sufficiently explains the etiology of suicide in
adolescents, and research to date has produced
conflicting results."
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One of the basic theories of the dynamics of suicide
behavior was first formulated by Freud' Applying the
psychodynamic theoty to adolescence, the suicidal
adolescent is depicted as having experienced loss of
love, ?...-privation and rejection in relation to important
persons in his/her life. As a result, the adolescent
develops feelings of anger and resentment toward these
depriving persons for denying him /her affection and
nurturance. These aggressive Impulses toward those
who are also love objects cause the adolescent to
experience guilt and thereby increases his/her feelings of
"badness." The adolescent's need to assuage these guilt
feelings then results in self-destructive attitudes and
behaviors.lem
Developmental psychologists emphasize the stresses

that accompany a particular stage of the life cycle.
Adolescence is viewed as a time of great change, crisis
and pressure with a tendency for impulsive overreaction
to stressful situations. The precipitating event leading to
suicide is seen by developmentalists as the culmination
of longstandiu sense of entrapment and rale. The
precipitating problems leading to a suicide attempt
usually begin in the adolescent's environment and en-
compass such things as moving, changing schools.
breaking up with a boyfriend or girlfriend. death of a
parent or caretaker, parents' divorce or alcoholism in a
family member."

Cognitive theorists stress the importance of con-
sidering what the adolescent means when he con-
siders his/her own death, TI Wolescent sometimes has
a sense of ,ersonal immortality because death appears
so remote. For these adolescents, death is not final, but
rather a reversible process. Such a perspective is thought
to be the result not only of incomplete intellectual
development, but also cultural attitudes and the
influence of th media which support the notion of the
unreality of u.'th. In some suicide attempts, this
irrational thinking is reflected in the attempter's hope to
Join a lost loved one, to make an important figure love
him of to represent, symbolically, a rebirth after
death.'

Durkheins Is foremost Amon, those who take a
sociological view of suicide that is, the result of
anomiewithdrawal, resulting in a loss of social contact
and a sense of isolation from the rest of society. Such
factors as family conflict and environmental changes
characterize this phenomenon of anomie."

Regardless of any particular theoretical orientation,
much attention has been focused on family variables
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!elated to depressive and suicidal behavior in
adolescents A review of research findings indicates a
relationship between adolescent suicide and a family
background of me,. nal instability, economic stress,
disruption of residence and long and bitter parentchild
conflict Such family factors are thought to result in the
adolescent feeling rejected, unloved and unworthy '4"
Sevrtal researchers have noted the frequency of
depression, recent death and suicide in the family
histories of depressed and suicidal adolescents. This
death trend in the family histories of suicidal
adolescent% may indicate emotional deprivation as a
result of the loss as well as an identification with the
deceased and or modeling of their means of dealing
with ,tress

While these theories and research findings pertaining
to adolescent suicide may appear somewhat contra
dietary, Smith" contends that they all agree on one
point that the individual's actions result from forces
loser which he has little or no control In addition,
certain precipitating events which can be monitored are
common to all theoretical orientations These
theoretical model, of adolescent suicide indicate that the
problem is a multidisciplinary one that must be attacked
on all from% medical. psychological, social and
educational

ROLE 01 THE CLASSROOM TEACHER

The role of the cla,sroom teacher is inevitably inter
twined in the lives of adolescents and their families ac a
result of the importance of the school in the normal
maturational process The school is the natural
extension of the 'amity in the student's development. It
is important that school personnel resist the notion that
school life and home life are separate systems Often
teachers are the confidants of students who are under
stress, sometimes they are the first outside the family to
know of a problem, either by rumor, direct. contact with
the student or by an observed behavioral change in the
student Suicides rarely occur without warning, and
teachers should be aware of both direct and indirect
distress signals Numerous behavioral changes have
been associated with adolescent depression and
suicide " These should be observed for possible
referral to the school counselor or psychologist,
particularly if several are present The teacher, however,
should not over react Not all adolescents who have
these behavioral changes become suicidal, however, the
majority of adolescents who have attempted suicide
have evidenced such changes in behavior. These
behavioral changes or cues include the following

-- a drastic change in the student's personal ail-
pearance, particularly from good to bad,

somatic complaints muscle aches and pains,
stomachaches, backaches, headaches, diarrhea;

inability to concentrate and problems in
judgement and memory;

a dramatic shift in the quality of school work,
changes in dark behavior and Irving patterns, such

as eXtrellle finyue. boredom, stammering and or

decreased appetite;
social behavior changes Including behavioral dis-

orders in class, falling asleep in class, emotional out-
bursts possibly compounded with crying or laughter, in-
ability to sit still, sudden bursts of energy followed by
lethargy and excessive use of alcohol and drugs;

open signs of mental illness, such as delusions and
hallucinations;

a sense of overwhelming guilt and shame;
loss of friends

It is also important for teachers to note that, in addi-
tion to the many personal crises that affect adolescents,
some of the major life crises that occur in adults may
drastically affect the psychological, familial and
adaptive spheres of adolescent life. Situations that
might seem relatively unimportant to the teacher could
be very painful to the adolescent. The following might
be a helpful checklist of life crises for teachers in
referring student to school counselor or
psychologist, particularly if they are accompanied by
the aforementioned behavioral changes: (Again,
teachers should be aware that the presence of these
crises, even along with the behavioral changes, does not
necessarily imply suicidal behavtor.r Ion

the death of family member, close friend nr
relative;

the divorce or separation of parents, siblings or
relatives;

personal problems with the law or a family
member who is having present difficulty with the law;

personal injury or ch inic illness of the adolescent
or close family member or :rrend;

the marriage of a sibling or remarriage of a
parent;

being fired from a job or a parent being fired from
job;

the retirement of a parent;
a drastic change in health of a close family

member or friend;
the adolescent's own pregnancy, abortion or birth

of a baby and/or that of a sibling or parent;
a drastic change either for the better or worse in

the family financial status which would include business
failures, successes and foreclosures;

a sibling leaving home for college, camp;
outstanding or poor personal achievement by the

adolescent;
a mother beginning or stopping a work career;
the beginning or ending of school;
a change in residence;
the adolescent having trouble with a teacher or

teachers or a parent having trouble with his/her own
boss at work;

vacations, holidays and the first week of spring
are often stressful times in the adolescent's life, the
anniversary of a parent's divorce and/or birthdate;

the death of a pet.
One of the most important psychological crises of

which teachers are often aware is boy-girl relationship
problems Breaking up with one's boyfriend or girl.
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friend, even after dating only two or three weeks, can
often precipitate acute depression on the pan of the
at:descent. Younger adolescents often form intense,
sometimes fantasized relationships with members of the
opposite sex. The disruption of these relationship can
be very stressful. If the adolescent has other
psychological difficulties at the same time, the breakup
can be extremely upsetting.

Studies of adolescent suicide slimmers indicate that
school adjustment is often one of the major
precipitating factors. School performance was almost
uniformly poor in these samples. Poor grades, truancy
and discipline problems have been found to characterize
some of these adolescents. It is interesting to note that a
disproportionate number of suicides occur in the spring
and fall when school problems are often peransount.4

Thus, the classroom tencher is witness to many major
indicators of student distress. But the teacher serves dr
educational function hen as well. Prank and op
discussion of suicide with students is a significant aspect
of death education and should help dispel myths
surrounding suicide. Discussing suicide still not make
depressed students more inclined toward suicide;
typically, they are emotionally relieved.
Communkation actually helps to modify the likelihood
of an attempt.4 However, teachers should be aware
that suicide is an extremely difficult subject to discuss.
Although it must not he ignored, some students may
respond as non-caring, Inattentive and/cs giddy as a
result of the ar Alety raised by the subject matter.
Student assemblies could also be an appropriate forum
for education about suicide, Speakers in the areas of
child and family development, clinical psythologY,
health and medicine could provide a thorough overview
of the problem.

Beside the classroom teacher's primary role of refer-
ral and education in regard to suicide, the teacher
should be expected to work with thi counselor or school
psychologist when appropriate.i The teacher can
provide a great deal of intormation as a result of daily
observations and interaction with the adolescent. The
teacher must take all suicide thr.ats seriously.
Frequently thore who threaten suicide do follow
through; they're: not just "crying wolf." Marks and
Haller found little difference between those who
threatened suicide and those who actually attar pled it,'
The reacher, however, must avoid the trident,/ to be
counselor to either student or parent. TM teacher can
make parents aware of any problems and acquaint them
with appropriate soirees of referral.

With additional training, teachers could possibly play
a more active role in suicide prevention, Workshops
could be undertaken to acquaint teachers with the
theory and study of suicide, le, sources of emotional
and interpersonal disturbances. Teachers also could
kern about community resources and techniques of
referral. Along with this theoretical training, teachers
alight participate actively In a suicide prevention center
or crisis "hotline" after special clinical training. While
not all teachers have the interest, time or skills to
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become actively involved with this problem, it is impor-
tant that teachers In all cisciplines be cognizant of the
life stresses and behavioral c4anges in their students and
not pass these events of as unimportant or less impor-
tent than the subject matter they are teaching,
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California Svilate Hill No. 947

ClIAPTEll 750

An act to add and repeal Chapter 3 (commencing with Section
0200o of Part 7 of the Education Code, relating to schools, and

making an appropriation therefor.

psliprmed I)) Co% er nor September 12. 10,33. Filed with
Secretary of State September 13. 19S3.1

Lt:UCLA-1111E COUNSEL'S 1)1(:k' 'r
Sli 947, Presley. Schools: youth suicide prevention school

programs
Cur rent law authorizes various programs to be jointly conducted

by state and local educational agencies or institutions.
This bill would provide for the development of a statewide youth

suicide prevention program through the establishment of
state-mandated demolish ation programs in 2 designated counties.
Existing suicide prevention and crisis centers located within those
counties would serve as coordinating centers for the planning and
development of the statewide program. Any interested county
which submits a reqoest to the State Department of Education to
participate in that pi mess by a specified date would be permitted to
do so.

The hill would require the Department of Education to annually
report to the Legislature regarding the status and effectiveness of the
programs established pursuant to this act, and would establish a
onlinunusly appropriated Youth Suicide Prevention School

Program Fund to be administered by the departin,.nt for the
purposes of this act. The hill would express the intent of the
I .egislat me that $30i1,0(X) he appropriated to this fund by the Budget
Act of 11).1, and in the event that a lesser aotttit or no moirey is
appropriated, tly11 the Youth Suicide Prevention School Program
mil) he implemented to the extent funds are made available. The bill
is ould specify that none of the orovisions of this act shall be
conch tied to prohihit the department from providing financial
assistance from that fund to other counties, in addition to the
counties maintaining the demonstration programs, for purposes of
youth suicide prevention school programs. Any county receiving
such funds would be required to annually provide the Director of
Finance, the I .egiclat tire, and the department with a specified
accounting and poigratil ovahl3tiOti report for the previous year.

'file provisions of this hill would become operative on July I, 1984:
Arlie le XIII It of the California Constitution and Sections 2231 and

2234 of the Iteveue and Taxation Code require the state to
reimburse local agencies and school districts for certain costs
mandated by the state. Other provisions require the Department of
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Finance to review statutes flisclanning these costs and provide, in
eel Lim cases. for making claims to the State Board of Control for
reiinhonsemclit

.1 his bill %old impose a sttemandated local program in the two
counties designatd to maintain the demonstration youth suicide

eventon school programs pursuant to the provisions of the bill.
This bill would provide that no appopriation is made by this act

for the purpose of making reimbursement pursuant to the
constitutional mandate or Section 2231 or 2234, but would recognize
th.il local agencies and school districts may pursue their other
as remedies to seek reinilmirsenient for these costs.

1 his hill would 1(12E:11_1hr provisions establishing the youth suicide
prevention Lchool prop rims on June 30, 1987.

Appropi iation: yes.

The people of the Mate of California rlo enact as follows:

ShICI ION I. Chapter 3 (commencing with Section 102(K)) is
addecl to Pail 7 of the Education (:odc, to read:

CI IAP I Ett 3. You t tt SulcID PliENENI ION SCHOOL PROGRAM

10200. The Legislature makes the following findings and
declarations of intent:

(a) A statewide youth suicide prevention program is essential in
order to address the continuing problem of youth suicide throughout
the state

(h) The suicide problem often exists in combination with other
prohles, such as drug abuse and alcohol use.

(c) A uicide prevention program for young people must
emphasize a partnership between educational programs at the state
and local le% els and community suicide presention and crisis center
agencies hi order to facilitate this par tnership, the Legislat4rre finds
and deel.trer4 kit it is of sital importance that a statewide primary
prevention prom am be established with shared responsibility at both
the state and comity Icyck. and that this cooperation shall ben major
tool in efforts to achieve the successful prevention of youth suicide.

(d) The program established pursuant to this chapter is intended
lw the Legislature to delegate primary responsibility for the
development of a youth suicide prevention program to existing
county suicide prevention agencies through the establishment of a
demonstration program. The 1 ,egiciature recognizes that county
suHde prevention and crisis center agencies are best suited for
dealing with euth suicide, as demonstrated by their past success in
youth suicide prevention in California.

10207). (a) In s iew of the purpose and intent of this chapter, as
expressed in Section 10200, highest priority for program funding
under this chapter shall be designated to those counties which
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enitillaWe j011it SCIIOUIC01111111111ity YOUt suicide prevention
plow:tins

() It is the intent of the Legislature that, to the maximum extent
pussible, funds made available for the purpose of tlic chapter shall
be used to support existing in ograms which have demonstrated a
capacity to meet the needs of young people and families in the
prevention of suicide, and to support two demonstration youth
suicide prevention school programs, one of which shall he located in

Nor Wein Cahloinia county, the other in a Southem. California
county.

(c) view Of the urgent need to begin development of a
statewide youth suicide prevention program at the lowest cost to the
state. and with the participation of existing suicide pre% ention and
crisis center agencies to the greatest extent possible. and in order to
ensure that the pioin will meet the needs of all economic and
ethnic wimps in California, the Legislature hereby designates_San
Nlateo :outy and Los Angeles County as the locations of the two
dciummtotimi youth suicide prevention school programs.

10210. (a) 1 he demonstration programs in San Mateo and Los
Angeles counties, hereinafter referred to as "demonstration
counties," shall be maintained for a pet iod not to exceed three years
from the operative date of this chapter, according to the follo.ving
schedule:

(I) Planning and des elopment of the county demonstration
program shall he completed by June 30, 1985.

(2) Inipleentation of the county demonstration pfogram shall
lie completed by June 30, 1986,

(3) Each demonstration county shall evaluate its demonstration
program and submit a report of its findings to the State Department
of Education, the Legislatuce, and the Governor on or before January
1, 1987.

1(1212 (a) Until October 1, 198.1. any county in the state may,
throwth hnaid of education, submit a request to participate in fire
planning and de% lopment of the statewide program to the Stale
Department of Education,

(b) Each demonstration county shall designate the suicide
prevention and criis centers located within the county to serve as
comdmihur, centers for the planning and development of the
5tatekvalf, youth suicide prevention school program. The State
Depot meat of Education, in cooperation with the designated
coordinating centers, shall publish procedures for the participation
of all interested counties in the planning and development of the
st t ekvidp program

(r) Tanning and development of the statewide program shall be
completed by June 10, 1985.

10213 No provision of this chapter shall he construed to prohibit
the State Department of Education horn providing financial
assistance from the Youth Suicide Prevention School Program Fund
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to other counties, in addition to the demonstration counties, for
pm poses of youth suicide prevention school programs, including, but
rent limited to, those programs set fOrth in Section 10215.

10219. Funds received by a county board of education in order to
carry out the purposes of this chapter shall he deposited in a separate
county Youth Suicide Prevention .,-ehool i'rogram Fund established
for that purpose. On or before January 1 of each year, any county
MU( received state funds for the purposes of this chapter shall
Provid he Director of Finance, the Legislature, and the State
Department of Education with an accounting of expenditures for its
youth suicide prevention school program and revenues received for
the program front sources other than the state, and with a program
evaluation report for the previous year.

10215 The youth suicide prevention school programs established
suant to Section 10210 shall plan, fund, and implement

educational programs, which may include any of the follm% ing:
(a) Classy own instruction designed tk, achieve any of the following

objectives:
(1) Encourage sound decision making and promote ethical

developinent
(2) Increase pupils' awareness of the relationship between drug

and alcohol use and youth suicide.
(3) Teach pupils to recognize signs of suicidal tendencies, and

other farts about youth suicide.
(4) Inform pupils of available community youth suicide

prevention cervices.
(5) Enhance school climate and relationships between teachers,

counselors, and ;mink
(11) I'm tiler cooperative efforts or school personnel and

community youth suicide pre. ention program personnel.
(b) Nonclaroom school or community based alternative

programs, including, but not limited to:
(I) "ositke peer grptip programs.
(2) A 2r11olir "Ii-thia!" telephone service, staffed by trained
otes.,ional ounwlors
(3) Programs to collect data on youth suicide attempts.
() Intervention and poll% cntion services.
(5) Parent education and training programs.
() I eacher trainii. programs.
102,2 he Depia anent of Education shall enter into art

ituergency Certeilt with the ;wpm; .late county board of
r'clio ion ha the implementation of an approved Youth Suicide

riolon Proeram.
,..)ep..rtnient of Education, the county board of

educdt ion, school districts. and the county suicide ntion agency
at 0,e h c pr)gratii piircw.nt to this chapter shall
estdblich piocedures for the ooperative collrlion and
div.connatliql data regarding Ow implementation of the

63



67

pros isions of this chdi 'ter
I 023.i The Department of Education shall submit an arnmal

icl"" t tc. Ow I A1'3'1;01110 regarding the current status and
effect eness of the pt ogranIS established pursuant to this chapter.

102.10 here is her eh)' cleated in the Staterreasury a fund which
shall be know n as the Youth Suicide Prevention School Program
Fund. The fund chat) consist of funds appropriated by the annual
Budget Act. as %Nell as any private sector money as may he made
availahle. Notwithstanding Section 13340 of the Government ;:ode,
the hind shall he continuously appropriated. The Department of
Education shall administer the fund for the purposes of this chapter.
and shall use no more than 5 pct cent of the balance of the fund to
meet mhinnistratise costs.

1(1242 1 he provisions of this chapter shall become operative on
July 1, MI

10215 1 his choptr shall remain in effect only until June 30, 1987,
and as of that date is repealed, unless a later enacted statute, which
is chdl)tered heir)! e June 30, 1987, deletes or extends that date.

SEC. 2. It is Ow intent of the Legislature that the sum of three
howl! ed thousand dollars 1,$300,(0) be appropriated from the
General to the Yth SulFic-re Prevention School Program Fund
by Hie 1951 85 liudget Act. In Jr event that a lesser amount or no
money t appinpriated, it is the intent of the Legislature that the
Youth Suicide Pies cot ion School Prograin be implemented only to
the extent that funds are made available.

SEC 25. It is the intent of the Legislature that the Department
of Education use a pat t of the amount appr ()primed from the General
Fund In the Youth Suicide Pies claim' School Program Fund by the
1984 .85 Ilndp,et Art for the pin pose of complying with Section 102.35
of the Education Cone. It is also the intent of the Legislature that the
coats of coinpl log v. ith Section 111235 of the Education Code not be
inc hided itt calculating the 5wrcent limitation on expenditures for
admoostrinive costs itlipowd by Section 10240 of the Educaticm
Code e"

3. N(41111isimulliii! Section 6 of Article XIII Li of the
Califot nia Constitution and Section 2231 or 2234 of the Boycott° and
Taxation Code, tin ppropriMion is ide by this act for the purpose
of loaf mi. riitnhtup,elnenl pH clIallt to these sections It is
leognriad, lims,,, that a local agency or school district may
plt.li any remedies ohtain eimbmsent :tvadahle to it under
Chapter 3 (ominei,,ing ss ith Section 2201) of Part 4 of Division 1
of that code.

70



68

In: Colombek, H. & Garfinkel, B.D. The Adolescent and Mood
Disturbance. N.Y.: International Universities Press, 1983.

CHAPTER FOURTEEN

SUICIDE IN ADOLESCENCE:
PREVENTION AND TREATMENT

NORMAN L. FAKBEROW

A rock sung a few years ago lamented: "It's the same thing every day, well,

I can't get out of bed/Too ma'y questions that's confusing up my head."

Chorus: "I got that teen-age depression, and that's what I'm talking
about/If you don't know what I mean, then you better look out." The song

was entitled Tien-age Depression and went on to deplore, with liberal use of

four-letter words, the problems of family, school, and drugs.

This song reflects an alarmingly common international phenomenon

of depression and suicide among the young, which is apparent in the sui-

cide statistics for adolescents and young adults, aged 15 to 24, in many

parts of t he world. In Finland, for example, suicide by adolescents increased

128% between 1965 and 1973, while the rate for the entire poi ulation rose

only 19% (1). During the same period, in Israel, suicide among all ages

was down 3%, but 15% more young people took their own Jives (1). In

Japan, suicides by youth climbed 32% between 1968 and 1574, while the

rate fur the total population increased 24% (1). The U.S.A. saw a 70% rise

from 1966 to 1974 for 15 to 24-year-olds, while the rate for the total popu-

lation increaywd only 18% (2). Similarly, between 1965 and 1974, Canada

icportecl a 156% incrcr.sr in rate fcr the young group, in contrast to a 47%

nal vase for the total population (1).

CHARACTERISTICS OF THE SUICIDAL ADOLESCENT

Who and why are the young killing themselves so readily? A search of the

literature since 1970 yields at least 120 references to published reports and

7.1
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papers presented about suicide by young people. Assuming that this is an
incomplete record of the actual number published, we can estimate that be-
twe,m 150 and 200 articles about suicide among the young were written
during the past decadean impressive number, averaging 17 to 22 publi-
cations annually, signifying the great concern about this problem.

I icviewed 35 reports from all parts of the world: 19 from the U.S.A.,
3 from France, 2 each from Britain, Canada, and Japan, and 1 each from
Australia, Germany, India, Norway Poland, Sweden, and Yugoslavia.
These articles (which are listed on pages 234-237) reported studies of ado-
lescents and children whose suicide had been recorded in coroners' offices or
who had appeared in hospitals, clinics, and schools as a result of ha% ..ig at-
tempted or threatened suicide. The characteristics most frequently noted
were summarized and tallied to identify the young people who arc most at
risk.

FRELING STATES

The most frequently mentioned feeling state was depression and hope-
lessness (in 12 reports)," along with emotional and physical symptoms such
as sleep disturbances, changes in eating habits, trouble concentrating,
fatigability, apathy, agitation, anxiety. Aggression and hostility were
noted frequently (7), along with low frustration tolerance and low impulse
control (3). Each of the other emotional reactions, such as guilt, anger,
fear, embarrassment, shame, and the general term "emotional disturbance,"
was cited at least once.

HISTORY

A suicidal history, of attempts or threats or suicidal ideas, was consid-
ered especially significant (10). This confirms our experience that use of a
suicidal mode in response to critical situations and severe interpersonal
problems is likely to be repeated, often with increased potential lethality
(3). A history of psychotherapy and/or hospitalization seemed significant
(5), but more as an indication of emotional disturbance with behavior so
deviant that professional attentinn had been required. Suicidal behavior in
the family or among friends was mentioned only once as an important iden-
tifying factor.

80(lAt. ASPECTS

The social behaviors most frequently mentioned were withdrawal and
isolation, accompanied as might be expectedby poor personal relation-

The numbers in italics inclic ate the number of al ticles in which the characteristic was
noted.

4(1- 1'111 () 101 - 72
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ships (12). The %Air( is had few contacts with their peers, and even less
communication with them. They had fewer sexual contacts than is usual
(3), and felt unci mfortable and uneasy with the oprosite sex. Their achieve-
ment in school was poor (11), and they expressed frequent worries about
performance in class and on examinations (9). Special note was made of
(bug abuse and/or heavy use of alcohol, but these were reported as signifi-
cant by only three investigators and apparently were not considered highly
impot tant factors in the suicidal activity of the young. There were infre-
quent mentions of a low rate of church affiliation (2) and membership in a
low socioeconomic class (3).

IN, 110q.11S0NA1 AND DYNAMIC: ASPECTS

Parental and family interaction had the greatest number of significan.,
factors. This area of disturbed relationships with the parents, including loss
of din .L,ened loss of a parent, was considered crucial by most of the authors
(20). Parental discoid (11) and even assault by and between the parents (3)
v,err mentioned, along with alcoholism in the family (4) and pa.-ents' pro-
jec ring themselves on their children (3). As mentioned earlier, disturbance
of this relationship affects school performance and leads to severe social and
interpersonal dillicohits.

Both the family and the school have thus been identified as playing
major rules in the suicidal behavior of young people today.

FASIII Y AND SC:11001. ROLES

The p two or three decades have seen great changes in the family
and its role in society. Helen Frank commented (4): "The family reflects the
cultural trend towards replacing commitment, involvement, and tender-
ness with self-aggt andizement, exploitativeness and titillation. The stimu-
lation of unlimited expectations and the impossible need to validate oneself
through fulfillment of them have helped change individualism to egocentri-
cism to the detriment of the family" (p. 91). Etzioni (5) described a continu-
all) expanding divestiture of mission, from the family to other institution.:
edit( at ion has been invested in the school, meals arc obtained at fast-food
outlets, economic dependence has been broken by the equal-rights move-
ment, and the care of children has been delegated to day-care centers. Mar-
riage i., «aisidered less important than formerly, and second marriages are
halted as brIlcr than the first. The emotional bonds between husband and
wife have been belittled. Shorter stated (6): "A fundamental change in fam-
ily life is under way, a ti.msition from the 'nuclear family' of the 1940s and
'50s to the 'couple family' that is rapidly emerging today..." (p. 10).

The family thus stems to have abre:;ated its responsibility for prepar-
:rig the child for appropriate functioning in adult society. The resulting

7 3
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vacuum, unfilled by other social institutions and ignored or denied by
schools, has been filled instead by peers. One consequence has been a shift
in emphasis to self rather than society, with responsibilities and obligations
to others subordinated to gratification of self. Self-focus, self-exploration,
self-expression, self-fulfillment, self-awaret.as, all summed up in the
phrase "doing your own thing," have become not only acceptable, but
desirable. Parents not only have approved this marked shift in values in
their children, but in many instances have adopted the new values for
themselves. Separation and detachment from and by the children have left
the latter with a sense of alienation, lack of continuity, and instability. The
feeling of security that comes from a sense of belonging to a nurturing fami-
ly environment within which supportive learning could take place has been
lost. The affluent society has contributed to this state by providing financial
and social independence before youth is ready and car. handle them. The
family role has been further changed by the women's-liberation movment,
as increasing numbers of women have moved out of the home and back into
the work force. Although this adjustment is seen as long overdue, there
have been no compensatory movements to make up Lc the loss of the
mother in the home. Adjustment to this shift is still in process, with many
more changes undoubtedly yet to come.

Repschitz (7) listed several features of today's society that contributeto
the alienation and loneliness characterizing our youth. He noted how par-
ents have provided an unfortunate example by their ready use of drugs to
alleviate any anxiety or stress, and by behaving as if these were feelings to
be avoided at all costs. Drugs of many kinds, especially analgesics, tran-
quilizers, and soporifics, can be found in most households, their easy avail-
ability facilitating impulsive ingestion. Repschitz deplored the lack of inhi-
bitions and discipline that characterize communication today in what he
calls an erroneous interpretation of free expression. He stated that the young
have seized upon what they consider the right, if not the obligation, to ex-
press themselves when the impulse occurs, regardless of time, place, and
appropriateness. The result is narcissism and an uncontrolled release of in-
stinctual drives. This tendency has served to drive the wedge even further
between youth and adult, since the adults were educated to inhibit and con-
trol their free expression, whereas today's young are not.

It is also believed that excessive sexual license has further increased ali-
enation among the young (7). As sexual inti'nacy has lost its sense of warmth
and tenderness, under the bombardment of advertising, television, "pop
stars," pornography and X-rated films, mechanized sex has become a bore.
Increased rates of separation and divorce, especially among teenagers, sup-
pat this conclusion. Along with loss of meaning in life has been the feeling
that life at present is uncertain and tenuous in the extreme. The young
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have had to deal with the wiclear age ae its potential for instant tertnina-
.' al, with a callousness for life exemplified by exterminat.ion camps and
indifference to "the boat people,* and to a marked increase in violence and
murders, all leading to a feeling of living on the brink of disaster; life has
become cheap and readily expendable.

Rep,,Iiitz (7) and Weissman (8) feel that physical changes too have
contributed to the increase in suicides by youth. Physical development oc-
curs earlier today, as a result of improved nutrition, medical care, social
services, and economic conditions. At the same time, the age of entrance
into gainful employment and independence has been delayed. The speed of
attainment of physical maturity has not been paralleled by emotional growth,
hosseer, causing increasing disparity betwet:n physical capability and the
emotional maturity required to appreciate the consequences of one's
actions. Suicide among children below 15 years of age is also reported to
have increased, although the numbers remain comparatively small, and
their validity probably is even more tenuous than the numbers and rates for
any other age group (9-11).

'1 he schools also ale not meeting the needs of today's youth. Difficul-
ties in learning lead to self-defeat and frustration, resulting in poor achieve-
ment, thus 'eating a vicious cycle (12). Rohn, Sarles, Kenny, Reynolds,
and Heald (13) reported that of 65 young people who had attempted sui-
cide, 75% had poor scholastic records, 35% were truants, 35% had chronic
discipline problems, and 19% failed one or more grades. Althlugh the
school's immediate responsibility is to imprt information on specified
subjects, it is also a primary source for models of social adaptation. Intro-
duction of the primarily youth-centered problem of drug abuse caused fran-
tic panic reactions on campuses as the schools tried to cope. The problem of
drugs and alcohol brought in by a relatively small pre portion of students
produced an atmosphere of massive chaos and confusion, suspicion and
mistrust; undercover agents, deception, and trickery were introduced, and
violence and cheating became common experiences of school life. The
students beraine confused, bitter, and resentful.

In short, suicide by the young is a major, increasingly visible problem
that is likhly influenced by probl,ms in the family, school, community,
and society.

TREATMENT PROGRAMS

Glaser's assertion (14) that treatment of uicidal adolescents requires an
eclectic, flexible approach, using all available methods and resources
cep:timely, sequentially, and in conjunction, is unquestionably fitting. A
«miptehensive program should be widespread, made up of several special
programs. It should include not only crisis intervention, "the secondary
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area" in public-health terminology, but also primary care activities aimed at
preventing the event; and tertiary care, with follow-up, hospitalization
when necessary, and rehabilitation to help the person recover from the
suicidal behavior and adjust better to his environment.

Primary prevention requires removal or modification of causes or pre-
cipitants so that the condition does not occur; thi. ineans getting at the basic
structure of social and family life (8). To be effective, it should aim appro-
priately at educating parents in mental-health principles of child-rearing,
with special emphasis on the development of identity, self-esteem, basic
trust, and feelings of self-worth, and in the need for responsibility to others
as well as, oneself. Social changes, such as reducing the divorce rate, re-em-
phasizing the family as a nuclear unit, increasing communication between
family members, and re-establishing the family as a primary support, are
further desirable goals, but their achievement will require major cultural
reorganization.

Other more immediate, primary preven ivc methods should include
programs that focus on early identification of potential suicides within high-
risk groups, and then intervention with information, modeling, involve-
ment, close and repeated association, and continued evidence of caring.
Psychiatric and delinquent youth are examples of groups within which the
potential for suicide needs to be assessed constantly, and programs of
prevention initiated (10, 15).

Roth primary and secondary efforts are necessary in the schools. A
comprehensive program of prevention directed toward teachers as well as
students should aim at educating both groups to serve as "gatekeepers."
They should be trained to recognize the various guises in which suicide
might appear, and to reduce the taboos around the event; thus the usual
reactions (i.e., denial, emharrassment, and shame) need not prevent a
distressed child from expressing his wish for help, or potential rescuers from
responding to his communications. Any form of deviant behavior should be
investigated immediately and followed up (16).

One such program has been initiated successfully in the Suicide Pre-
vention and Crisis Intervention Center at San Mateo, near San Francisco.
Ross arid Lee (17) wrote two brochures, one directed to school guidance
personnel and teachers, the other to students. For the students, the authors
included six warning signs: suicide threats, statements revealing a desire to
die, previous suicide attempts, sudden changes in behavior, depression,
and making final arrangements. In visits to schools, professionals from the
Center meet the staff and students to present information on suicide, rea-
sons for concern, and what to du about it. The cr tical points are empha-
sized many times: listen, without being judgmentpl; d not help the person
deny problems; indicate interest and concern; enlist help; re-establish (-nil-
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munication with significant others; and use prolesslonal help, if necessary,
for evaluation. A film, Suicide at 17, has been produced especially for school
personnel; it details the case of a school student who became suicidal and
killed himself.

The principles and procedures developed for school personnel are also
useful for most other gatekeeper groups, such as physicians, police, and
clergy, and social organizations. It is most helpful to reassure such groups
that they are not asked to be therapists or to assume full responsibility for
helping, which is often a frightening obligation; rather, their primary pur-
pose should be earl; identification, support through evidence of caring, and
referral to trained persons when necessary.

Secondary prevention services, aimed at reducing any disability as
soon as possible after its onset, are provided by suicide-prevention centers,
crisis centers, community mental-health centers, and hospital emergency
rooms, adolescents may use these services directly or be referred by others
in the community. Physicians, clergy, teachers, police, and other indi-
vidual or group gatekeepers play a major role in this phase, serving as first
contacts with the community's social services.

Many adolescents identify themselves as suicidal through a suicide
attempt or threat, or through severe depression, withdrawal, hopelessness,
and other disturbed behavior. The first objective of treatment is survival
beyond the crisis. Principle; of treatment to cope with a crisis experienced
by an adolescent are the same as those applied to any other age group:
establishing rapport and trust, focusing, assessing the potential for suicide,
evaluating resources, and making recommendations for disposition and
treatment. Details of development for each step arc included in the Los
Angeles Suicide Prevention Center Manual (18).

"1 lot lines" and "crisis lines" for youth are useful in encouraging direct
contact from distressed persons. A special feature of these may be the use of
workers who are young themselves; they are carefully selected, usually
frorn among university graduates, or from colleges where psychology,
nursing education, premedical, and other such courses credit the experi-
ence. Training is by professionals, with emphasis on the principles of inter-
viewing, including establishing rapport, genuineness, and empathy, and
the recognition of severe disturbances that require professional help. The
extent of personal involvement is carefully monitored to avoid the common
pitfall of doing too much, e.g., the Magna Mater Complex ("I shall take
care of all your problems") and the Jehovah Complex ("I'm the only one
who can handle this difficult case") are described as reactions to be avoided.
Youthful personnel of suicide-prevention and crisis centers are also excel-
lent representatives in work with schools and other youth organizations.

Te' .ary prevention with suicidal youth involves long-term rehabilita-
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non, and usually iryilCS OW 1011 range of therapeutic modalities. Toohm
(1 1) lurk that every young person who attempts or threatens suit ide should
be evalu ited thoroughly Pfefkr (VI) -.1:rted that the psychiatric hospital
n..111111.11. idii y eirti children is lengthy, and requires the participa-
tion III th- family If a child c annot retail 0 home because of insufficient
changes in the Loud) and environment, it may be necessary to arrange fur
residential c are el ,ewhere Other outpatient inci inpatient therapies may
involve (41-nrp, Lund', and psyc hopharma«,!ogic techniques. However, no
one method ( he prcfei led over all others, fur, as Heller pointed out (ID),
their hay, teem Is w s .4,11)06( long term prospective 'tudies of children

snit idal, love liven followed up through adolescence into
adulthood for the purpose of evaluating the benefits of' various therapies.

No matter .shat the treatment modality individual, group, or family,
inpatient ur mitpatit'llt, prolonged or brief tire therapist's primary objec-
tive is to -o, e the person's life, and then to help him change his feelings (and

r /I% II feasible) SO that he can font tion comfortably and
ponlm tively Severe personality disturbance: makes the task much harder.

Suicidal In 1,1.. for tr, youth is nearly always a sign of poor communica-
tion patents, and rperinn!, the Fines of communication is fundamental
(20) (;laser ( 1.1) emphasiied the need analyle the child's self-image care-
fully, to help sepal ate thti elements that are alter able from those that are
not If medications are used, they must be carefully monitored to ensure
they are taken correctly, and the patient must he warned of any possible
side-elle( ts, such as dryness of the mouth or drowsiness.

Family therapy SUCIIIS especially useful, judging by the extensive con-
tribution to suicidal behavior that has been attributed to the family. Rich-
man (21), reporting his use of family therapy in the treatment of many suici-
dal persons, des( ribed the tight defense a family develops against the anxiety
produced by suicidal behavior of one of its members. This "closed family
system" is characterized by four features: disniption of ties to other institu-
tions by constric tion and isolation, forcing its members to rely on each
other for satisfying their needs; prohibition of intimacy with non-family
members by treating any outside encroachment as an enemy; emotional
isolation of the suicidal person by alienating that person both from outside
contacts and within the family; and domination by a fragile family
member, as hi the case of parents who are weak, in need of protection, or
even potentially suicidal themselves. The family may not be closed at all
tunes; it may vary between open and closed states according to conditions
of stress and crisis.

Pluzek (22) uses a direct social-modification approach in her program
in Cracow, Poland. Youth (mostly between 15 and 20 years old) who have
attempted suicide are invited to join a club, and are seen in group treat-



76

mem. There ate at least live kinds of groups, depending on the patient's
needs: insight therapy, learning work habits, organizing leisure time, stim-
ulation of interests, and relaxation therapy, including sports. She reported
sun cess with all of ihe procedures, but admitted there arc some chronic pa-
tients with a long history of maladjusted behavior who remain at high risk
long after the attempt at suicide. Here crisis intervention is not enough:
treatment must be ( ontinued to help these young people not only through
the suicidal situation, but also through the complicated process of develop-
ing a more mature personality,

CONCLUSION

Although the lung -range goals of altering society and schools are slow in
arriving, change in secondary and tertiary processes for suicide prevention
can be initiated at any time. Treatment takes many forms, the basic ingre-
dients being the attitudes and motivations of professionals and the public.
With society alerted to the fact that the young are killing themselves at an
alai ruing and ever-increasing rate, both the motivation and the opportunity
emerge for %side- ranging programs of prevention and treatment.

The objective common to all such programs would be to overcome the
lethal combination of feelings of worthlessness, helplessness, and hopeless-
ness; thus, the essential ingredient of all approaches is the development of
interest and caring for each youngster who despairs, a factor proven funda-
mental and effective in preventing suicide.
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