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Preface

In the spring of 1987, the Phi Delta Kappa Issues Board identified adoles-
cent suicide as one of several critical problems in education needing atten-
tion The Issues Board convened a group of experts to develop a proposal
to be presented to the Phi Delta Kappa Board of Directors for approval
and funding. The proposal established a Task Force on Adolescent Suicide.
This publication is one of the efforts of that task force, whose members are:

Barry D. Garfinkel, child and adolescent psychiatrist, head of the Divi-
sion of Child and Adolescent Psychiatry, University of Minnesota
Medical School, and chairperson of the task force.

Eineral Crosby, principal, Pershing High School, Detroit, Michigan.
Myra R. Herbert, chief . ocial worker, Fairfax County Public Schools,

Fairfax, Virginia.
Abraham L. Matus, school psychologist, Ridgewood, New Jersey.
,erilyn K. Pfeifer, associate professor of education, Abilene Christian

University (on leave) and supervisor of English and Language Arts,
K-12, Abilene Independent School District, Abilene, Texas.

Peter L. Sheras, clinical psychologist and associate professor of educa-
tion in the Curry Programs in Clinical and School Psychology. Univer-
sity of Virginia

Jack Frynuer, senior fellow at Phi Delta Kappa, served as staff liai, in
for the Task Force.

This publication deals with the school's response to an adolescent sui-
cide. The family of a young person who commits suicide is affected most
directly, but hundreds of other people students, teachers, administra-
tors, and community members may be affected, too. Educators can play
an important role when a suicide occurs. This publication will help them
to cope with the problems that arise after a suicide.
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Extent of the Problem

Over the past 35 years there has been a steady and dramatic increase in

the number of youth suicides. During this period the increase in suicides
among young males has been 300%; among females, 230%. In the decade

1970 to 1980, the suicide rate among young males between the ages of 15

and 25 increased 50 %. Suicide is now the second leading cause of death

among high school students, exceeded only by motor vehicle fatalities.
Suicide was once considered a problem primarily of adults. Actually, the

suicide rate is decreasing for all age groups except young people. This is

both encouraging and disturbing. It is encouraging because the decrease

in suicide rates for adults probably has occurred as a result of better recog-

nition and treatment of conditions leading to suicidal behavior. It is dis-
turbing because there has not been adequate recognition of early warning

signs of suicidal behavior in adolescents and, therefore, a lack of effective

preventive measures.

The problem of adolescent suicide takes on even greater magnitude when

we examine the statistics of suicide attempts. It was formerly believed that

for every completed suicide among young people, there were from 40 to
100 suicide attempts. It is now known that among high school students,
there are almost 350 attempts for every completed suicide. One study re-
ported that 3% of high school students attempt suicide each month.

Several factors relating to suicide attempts are important to our discus-

sion. First, approximately 10% of suicide attempts will ultimately succeed.

Attempted suicide is one of the best predictors for identifying those at
greatest risk of committing suicide Second, adolescent suicide attempts arc

1
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often "silent." 'young people seldom ca.I crisis hotlines, tell family or friends,
or go to school guidance counselors. Although some may tell their friends,
they tend to pledge those friends to secrecy. Students who inflict self-injury
do not show up at hospital emergency rooms or police stations; they usual-
ly keep it secret. Only when the injury is severe is It recognized; but even
then, It may be covered up by deception.

Suicidal behavior among young people increases in the fall and winter
months; the highest rates of attempted and completed suicides occur be-
tween October and March. Many suicide attempts are associated with birth-
days, holidays, anniversaries, and national events. Attempted and completed
suicides also increase after stories about suicide appear in newspapers or
on television, especially if the victim is a celebrity. This phenomenon has
been described as "psychic contagion" and suggests that if the media de-
scribe a suicide in a sensational manner or give excessive attention to a

particular suicide, already depressed students may decide to attempt suicide.
Because depression is the major predictor of suicidal behavior, students

need to learn to recognize depression in themselves and in their peers. Adults
in the school teachers, counselors, coaches, administrators need to
know the symptoms of depression; they need to know what to look for;
and they need to know how to work with young people in order to help
them communicate their feelings more openly and to accept help from con-
cerned adults

Educators have important roles to play, which only they can accomplish,
in both prevention of suicide and in the aftermath of student suicide First,
as professionals they are knowledgeable about the emotional and behavioral
characteristics of students and understand the pressures of normal adoles-
cent development. They are able to provide a consistent and mature per-
spective to the common emotional upheavals of adolescence

Second, because teachers spend many hours in direct contact with stu-
dents, they can objectively compare students who are facing academic,
family-related, or interpersonal problems. They should be able to detect
differences in students' responses to emotional problems In the aftermath
of a suicide, teachers are in a good position to observe behavior of students

who are expel iencing severe emotional reactions to the loss of a friend

3



Adolescent Suicide: Who Is Vulnerable?

Who are at risk of taking their own lives? If one asks this question of
mental health professionals, the answer is: young people with psychiatric

problems. If one reads the accounts of adolescent suicides in newspapers,

one gets the impression that all teenagers are at risk, and suicide strikes

for no apparent reason.
Neither of these perceptions is completely accurate. True, a person with

a serious psychiatric problem is at much greater risk than the average per-

son. But there are many young people who commit suicide without a specific

psychiatric diagnosis. In fact, many appear to be "happy-go-lucky" and free

of problems. Only hindsight shows that these young people were struggling

with enormous problems, whic ;. they kept hidden.
Adolescent suicide rarely is precipitated by a single factor. When students

who have attempted suicide are asked "Why?" they often respond: "It was

a lot of things, some little and some big." In truth, the situations and events

they recount are rarely "little." Most often it is a combination of factors
escalating to the point where suicide seems the only route to escape.

Adolescence is an impulsive age, and suicide is often an impulsive act.

Young people with a history of Impulsivity appear to be at greater risk than

others. Impulsivity, by itself, is not a cause of suicide; but in conjunction

with other events, it may exacerbate self-destructive behaviors.
A history of depression makes one vulnerable to suicidal ideation. If a

young person is depressed, either in reaction to a crisis or for reasons that

are not apparent, he or she is at risk. When a person exhibits both depres-

si9n and impulsivity, vulnerability increases.
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Loss in any form puts young people at risk. For example, a cnild of parents

going through divorce experiences a traumatic loss. Divorce usually means
that there is only one adult in the family to offer support to a troubled child.
Apart from the loss of a parent, there are other losses. Sometimes it is the
loss of a familiar house, loss of friends, grandparents, and extended fami-
ly, or loss of an expected standard of living.

The United States is the most transient nation in the world. It is not un-
common to meet students who have changed schools four or five times.
Moving, in itself, is a stress factor for young people difficult for young
children and even more difficult for adolescents. During adolescence young
people form tight social circles of peers. Moving means leaving a familiar
peer group and trying to find a new circle of friends, which is often diffi-
cult. Moving means changing schools, with new teachers and unfamiliar
routines. Bright and gregarious students usually handle this transition well,
but slower or shy students may have difficulty making the adjustment and
simply give up along the way. Thus, moving can be a disorienting and stress-
ful event, which puts some young people at risk.

Today, two parents employed ful; time is the norm, and mothers may
be as career-directed as fathers. Working parents can be loving and sup-
portive of their children; but it requires considerable energy, which may
not be there at the end of the work day. Adolescents are left with more
free time and less supervision than in the past, but they still need the atten-
tion and mature outlook of parents.

Some adolescents are at risk when they face disappointments, such as
poor grades, social rejection, or not making a sports team or cheerleading
squad. Those who cannot cope with these disappointments become emo-
tionally vulnerable.

Substance abuse does not cause suicide; rather, it is an indicator that trou-
ble exists. For a depressed young person, the temporary "high" of drugs
or alcohol provides a brief escape, only to be followed by a decline into
depression. Use of alcohol or drugs can lower inhibitions and allow a young
person to commit a self-destrictive act. Overdosing may be a chosen method
of committing suicide, but the problems are present before the use of drugs
or alcohol. Habitual users, of coarse, are at serious risk regardless of wheth-
er or not they are considering suicide.

Young people with chronic illnesses and handicapping conditions also
should be considered at risk. Many adolescents are obsessed with personal
appearance; anything that sets them apart from their peers is a source of
great concern. Temporary conditions affecting personal appearance such
as acne or delayed physical development can create additional stress. Even
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when illness or handicaps are not apparent, as with diabetes or hemophilia,

young people tend to feel deformed in some sense and believe the world
is staring at them.

Adolescents who have suffered physical, sexual, or emotional abuse are

definitely at risk. Repeated acts of abuse destroy their sense of self-esteem

and leave them with profound feelings of guilt.
The most vulnerable adolescent is one who is depressed, impulsive, and

has experienced several negative life events. However, any young person

attempting to cope with severe emotional problems, alone or in an ineffec-

tive way, needs assistance. Whenever teachers are aware of a situation where

a young person is facing a series of traumatic events or a one-time crisis,

they should be alert to the emotional fallout and offer whatever help they can.

Cluster Suicides

Adolescent suicides that occur in clusters in the same geographic area
and over a short period of time are both puzzling and frightening. A romantic

fascination with death is normal for adolescents, but currently there is no

clear explanation for why the suicide of one teenager triggers others to do

the same. What is known is that young people who take their lives in these

situations do not always share the characteristics of the at-risk suicidal adoles-

cent identified by research.

Although there is no satisfactory explanation as to why cluster suicides

occur, one factor often associated with them is the accidental death of a stu-

dent known in the community. There is also evidence that when the media

report suicide, in lurid detail (giving a full description of the methods used),

the same methods have sometimes been replicated by the cluster suicide

victims. Lie problem is complicated when reports by local media are picked

up by national syndicates and networks. For example, in 1987 when four
teenagers took their lives with carbon monoxide poisoning in New Jersey,

similar incidents quickly followed in Illinois, Nebraska, and Virginia. No
one knows how many attempts may have been made during the same time.

Several communities have formulated guidelines that may be helpful in
curtailing cluster suicides, although it is not known how effective they are.

Cluster suicides seem to end as mysteriously as they begin, and no one is

certain which actions, if any, make a difference. But certain activities help

to pull people together in a community and serve as a calming influence
over what could be a panic situation. Following is a list of suggestions from

communities that have dealt with cluster suicides:

1. Contact the local media and seek their cooperation in not reporting
the deaths, except in the obituaries. If they consider this a restriction of
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press freedom and do not agree, request that they make reports as brief
and neutral as possible, and report the measures the school and the com-
munity are taking to cope with the event. Issue press releases to assist them.

2. Collect the names of the deceased students' peer group and see how
many students are mutually acquainted.

3. Identify all students known to two or more of the deceased and con-
side; them a high-risk group.

4. Create a protocol for a suicide/depression evaluation, or use a depres-
sion evaluation instrument, such as the Beck Depression Inventory. Non-
mental health personnel can use standardized instruments. An established
protocol ensures that all Interviewers request the same information.

5. Obtain parent permission and assess all students in the high-risk group.
In communities where there is a contingent of mental health professionals,
seek their help. Many will volunteer if asked to assist in this kind of crisis.
However, it is best to use licensed practitioners, and be sure they are cov-
ered by malpractice Insurance.

6. After the evaluations are conducted and the high-risk group identi-
fied, determine what types of support are available to this group from fam-
ilies, friends, and agencies.

7. For those students at greatest risk, enlist at least four adults who are
willing to serve as monitors perhaps two at school and two in the com-
munity. Two or three times each week, each of these people should spend
at least five or ten minutes with the student, in person or on the telephone,
and ask specific questions in a direct manner. For example, the conversa-
tion might go as follows: How are you? Are you getting all your home-
work done? Are you seeing friends? Are you eating regularly? Do you have
any sleeping problems? What are you going to do this weekend?

If a student appears to have trouble functioning, these adults should be-
come the student's advocate and contact parents or teachers to explain what
the difficulties seem to be. Advocacy should continue until the student seems
stable and depression has lifted.

8. High-risk students might be asked to join discussion groups for six
to eight weeks. These need not be "grief" groups, but rather a forum where
all issues can be discussed academic, social, or personal.

9. In addition to working with the media and students, it is imperative
that regular information sessions be held for parents. Parents are likely to
be anxious. and their anxiety can he projected in the form of blaming school
officials. Such feelings can be dispelled by keeping open the channels of
communication between school and home. It is reassuring to parents to know

precisely what efforts the school is making to deal with the situation.
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In the Wake of a Teenage Suicide

A teenage suicide is an overwhelming event in the life of a school, but
school goes on. In fact, the organized routine of the school schedule pro-

vides a secure setting in which to work through the bereavement and recov-

ery process and return to normal. Students must have a supportive
environment in which to express their grief and work out their feelings.
Teachers and other staff must be sources of sound information and helpful

reassurance, even when they themselves ,eel a deep personal loss and sens&

of failure.
A suicide leaves in its wake many survivors, who must deal with a com-

plex set or erations. The death of a classmate from causes other than sui-

cide may leave the survivor with feelings of abandonment, but with suicide

the feeling is mie of rejection. As one survivor put it: "He could not have
loved me; he did not think I was worth living for."

Another common feeling among survivors is self-blame. sometimes called

"survivor guilt." Parents and peers may blame themselves for not seeing

the signs of the impending suicide or f,M* not meeting the needs of the de-

ceased. Survivors may question what they did to add to the deceased's stress

of wonder why they did not foresee and stop the ac:.
Suicide also may leave survivors with feelings of rage over being abar.-

cloned. This feeling of abandonment, coupled with a sense of relief that
the deceased persor's problems will not plague him, can intensify survivor

guilt. It is hard for survivors to reconcile these simultaneous feelings of
anger and relief. Because they cannot understand them, they may try to
deny them.

8
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Finally, survivors of suicide may worry that they themselves might re-
peat the deceased's self-destructive act.

Following suicide, survivors frequently use denial to mask feelings. In
a study of families in which an adolescent committed suicide, denial was
manifested in the form of hostility toward the medical examiner and to-
ward anyone who called the death a "suicide." Denial also may take the
form of idealizing the deceased, making them larger than life.

Those closely identified with the suicide victim may perceive the act as
an appropriate resolution to life's problems. The very fact that the ,,aboo
was broken by someone close may serve as a stamp of approval for the
act and even suggest to survivors that when they are overwhelmed by prob-
lems, they, too, might be vulnerable to suicide.

Social stigma surrounding suicide can compound the problems of sur-
vivors. Those who usually would provide support may find they are un-
able to comfort the survivor of a suicide. This failure of the informal support
system leaves many survivors to deal with their complex feelings isolated
and alone. When this happens, the decision of some survivors to deny the
fact of a suicide is understandable.

Bereavement and Recovery

The bereavement and recovery process includes four stages: denial, an-
ger, acceptance, and resolution. By becoming familiar with the characteris-
tics of these stages, educators can help themselves and their students to
understand their feelings when a student commits suicide. Each of these
stages is discussed below.

Denial: On first hearing of a student suicide, the common response is
denial. "It can't be true. '-le was cleaning the gun, and it just went off."
Questions and contradictions quickly follow. "It must have been an acci-
dent. She wouldn't really do that." "Why did it happen? He couldn't have
been serious." is there some chance that he is still alive, that the shot wasn't
fatal?"

Even through the funeral and burial ceremony, denial continues. Students
are in shock. They go through the motions of attending the funeral or
memorial service without internalizing what has happened. For many this
may be their first confrontation with the reality of death; it may be then
first funeral. Their faces are often blank, expressionless. They look to others
for behavior to model. They seek answers to questions they do not even
know how 4o ask.

After the imrial ceremonies, denial continues. The victim is gone but ex-
ists somewhere else Denial allows one to assume that the deceased has
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moved away, taken a vacation, but will return. Some survivors convince
themselves that they can continue their relationship with the victim and,
at times, actually engage in conversation with the deceased.

Denial takes many forms. Some students will avoid the funeral; some
will be fearful of speaking to the suicide victim's parents; some may want
to drop out of school and never return. The length of the denial stage will
vary. For some It is only a matter of a few hours or a day; for others it
may linger on for weeks or months.

Some students will not talk about suicide, ever. While they may never
verbalize their feelings, they eventually will respond and accept the reality
of death. Although many forms of denial appear irrational, students must
be allowed to work through this stage at their own pace.

Teachers also go through the denial stage when a student they know com-
mits suicide. They may be preoccupied with how they will handle the situ-
ation when it come up in class the next da) and mask their own intense
feelings about the suicide victim. Educators need an outlet to express their
feelings perhaps in a group of their own or at a special faculty meeting.
They, too, need to grieve, and doing so prepares them to deal with student
grief.

Anger: At the same time that adolescents are feeling shock, loss, fear,
and guilt, they also are full of anger. They want to lash out at someone.
They cannot lash out at the victim. The victim is gone. Sometimes their
anger is directed at themselves, because they feel they are accomplices to
the suicide by what they did did not do. Their anger should be directed
not at the victim and not at themselves, bin at the act of suicide.

Anger prompts action. One can become angry at cancer and respond by
contributing to research to find a cure for it or by altering one's lifestyle
to avoid contracting it. One can become angry at deaths caused by automo-
bile accidents and respond by lobbying for seatbelt laws and safe speed
limits. One can petition city hall for traffic signals to make intersections
safer. So, too, can the anger generated by the suicide of a friend or class-
mate be harnessed and directed at affirming life.

In the bereavement period following a student suicide, one should recog-
nize that anger occurs. Educators should acknowledge this anger in them-
selves and in their students but then go on to direct that anger into positive
actions leading to recovery.

Acceptance: Acceptance of a suicide may come in a week or a month,
or even a year, but it comes eventually. The victim is gone and will not
return. The finality of death is accepted. This is a difficult time for adoles-
cent survivors, but acceptance is a critical step in their recovery.

i j
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Educators need to help students recognize a suicide for what it is a
tragic death. Students will come to accept the death and even the circum-
stances surrounding it, but they cannot be allowed to accept the idea that
suicide is justified. Students also must learn that they can exercise control
over their own lives. even in the face of adversity.

Resolution: This stage in the bereavement process is one of accepting
the reality of death and moving on with life. It is the recognition that what
has occurred cannot be changed. It does not mean that the dead are forgot-
ten or any less valued as friends or family members. Moments of sorrow
may linger, but they are Iio longer obstacles to productive living. Fortunate-
ly, adolescents' lives are so full of new experiences and activities that ar-
riving at the resolution stage may occur sooner than it does with adults.

In the aftermath of a student suicide, educators must be in touch with
their own feelings if they are to help their students and parents to cope with
the traumatic event. The stems below serve as a summary of the bereave-
ment process and of the actions educators can take to help them through
the process.

I. You may feel overwhelmed by the intensity of what you are feel-
ing. Know that such intense feelings are normal and common.

2. You may feel angry at the person who committed suicide or at some-
one close to that person. You may be angry at the world in general.
Such anger is common.

3. You may feel guilty for what you think you did or did not do. You
are not to blame.

4. You may feel hopeless and depressed. These feelings are common
and in time will pass.

5. Remember, you are a p,-n sr,-, of worth, even though you may not
think so at the time.

6. Express your feelings to others. Denying or hiding your feelings
may lead to depression. If necessary, express your feelings through
creative activity.

7. Learn about the grief process so you know what to expect and can
explain it to others.

8. Call on your personal faith to help you through the trauma.
9. Be part of a support system that includes colleagues and others out-

side of school. The trauma of a student suicide does not go away
at the end of the school day.

10. Do not be afraid to use professional help as part of your support
system.
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Managing the Crisis of a Suicide

Coping with a student suicide begins with a crisis management plan. Such
a plan should include a statement of purpose, an explanation of what the
procedures will be for students and families, and the reasons why the proce-
dures are needed. Because the plan will involve policy questions, it should
have the support and approval of the school board. Implementing the crisis
management plan should include information and awareness sessions for
teachers, administrators, guidance counselors, social workers, psycholo-
gists, and nurses.

Crisis management means having a plan before a crisis occurs. Follow-
ing is a list of decisions and activities involved in setting up a crisis manage-
ment plan:

I. Decide who is to be in charge during a crisis. Designate a substitute
in the event that the appointed I arson is unavailable at the time of the emer-
gency. Make certain that all staff know who that person is.

2. Hold an inservice meeting on suicide in every high school and inter-
mediate school at least every other year. Such inservice meetings should
include a summary of the extent of adolescent suicide nationally, descrip-
tions of behavior associated with suicidal tendencies, specific information
about what to do if suicidal behavior is exhibited, and community agencies
and other support services to which students can be referred.

3. Hold an inservice meeting for school secretaries on how to handle tel-
ephone calls from parents, other community members, and the media when
a suicide is reported. Secretaries need such training since they are usually
the ()ties to answer the phone when a crisis arises. Have a contingency plan
for additional secretarial ht.lp if the situation requires it.

12 17



4. Set up "phone trees" so that critical information can be communicated
as quickly as possible to those who need to know it. The complexity of
the phone tree will depend on the size of the community and its school
system.

5. Have a plan for making space available for community meetings. The
plan should include alternative sites in the community if space is not avail-
able in a school.

6. Establish a police liaison. Designate one person from the school sys-
tem to communicate with the police. Inform the police that this person can
be telephoned night or day to report a suicide and other relevant informa-
tion that can be released. This person, in turn, should contact key people
in the schools. Information supplied by the police usually is kept confiden-
tial, but having accurate information allows school personnel to quell any
rumors that frequently arise when a suicide occurs.

7. Establish a working relationship with community health agencies and
other resource groups that can provide support if a suicide occurs.

8. Hold a practice "crisis alert" session, perhaps on a teacher profession-
al day, to prepare the staff for what they would do in a real crisis. Through
role playing, the staff can become aware of the problems that might arise
and then discuss how they will respond.

A Suicide Crisis Plan in Action

When a student suicide occurs, the crisis management plan is put into
action. The staff know what to do and are prepared for any contingencies.
For example, if a student suicide occurs over the summer vacation, the cir-
cumstances will be different than if it occurs over a weekend during the
school year. In one large high school of nearly 5,000 students, which did
not have a crisis plan, a popular 10th-grade student committed suicide on
a Wednesday. The staff began organizing to deal with it on Thursday. On
Friday the area was hit by a hurricane and school was closed. Monday came,
and the school officials assumed that, because things were quiet, the crisis
was behind them. But on Wednesday a second student, the closest friend
of the first suicide victim, took his life. The student body erupted with ex-
pressions of anger and outrage, which the school officials were unable to
contain. With a crisis plan in place, much of the turmoil in this high school
might have been avoided.

Following are the steps of a crisis management plan that a school should
put into action when a student suicide occurs. Although the circumstances
will vary in different communities, each step should be addressed by those
in authority.

if ,
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Step 1. Verify that the suicide occurred. Contact the police, hospital
authorities, or coroner to be certain that a death has occurred; and get the
exact name of the student involved. Do not accept a statement from stu-
dents or teachers that a student has died or that a death was by suicide without
verifying that statement.

Step 2. Notify the key people in the school system (the School Crisis
Team) once a reported suicide is verified. Follow the crisis management
plan that has been developed. Call student personnel staff together and re-
lease them from other responsibilities in order to assist in the emergency.
Appoint a spokesperson to deal with the media if such a person has not
previously been designated. Draft a press release and disseminate the same
information to all media representatives. Ask reporters not to interview stu-
dents or teachers on school property. (Note: Media representatives might
object on First Amendment grounds that you are restricting access to in-
formation. If the press does request a statement, restrict the comments to
the suicide victim's school activities, not personal information about the
student or family.)

Step 3. Take action immediately. Delay feeds rumors, which only com-
pound the situation. Delays also engender anger from students, who feel
that information is being withheld from them.

Step 4. Prepare a general statement for the student body to be made by
the principal or designee. Do not mention details of the suicide. A straight-
forward announcement of the death of a student and a simple statement of
sympathy and condolences to the family is all that is necessary at this time.
A statement that more information will be forthcoming, when it is veri-
fied, can be reassuring to the students. Students also appreciate being told
about funeral or memorial service arrangements. If that information is not
available at the time of the announcement, state that it will be provided
when available.

The general announcement can be made on the public address system.
Calling an assembly to announce the death to the entire student body is not
recommended. Questions will arise that cannot be answered, and emotions
may get out of control in the large assembly setting.

Some schools write out the announcement of the death and deliver a copy
to each classroom duril.g the same period for the teacher to read to the stu-
dents. This method is more personal and is effective as long as all students
receive the announcement at the same time. It can be highly disruptive if
some students have the information and some do not when they flood into
the halls at the end of the period.
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If students ask direct questions, be as truthful as possible but exercise
discretion. And do not hesitate to say, "I don't know." Do not reveal such
details as the cause of death, time of death, circumstances under which the
death occurred, or contents of any suicide note left by the deceased. Such
details all are subject to misinterpretation, and all the facts may not be known
until an official report is released. Because suicides sometimes are recorded
as accidental deaths and because some families will go to great lengths to
cover up a suicide, teachers should restrict their answers to students' ques-
tions to basic information and avoid speculation.

Step 5. Hold a faculty meeting as soon as possible. If it is scheduled for
the end of the day, send a notice of the meeting early in the day. Alert the
student personnel staff and enlist their help in providing general support
to the teaching staff.

Step. 6. Set up small-group meetings for students who were close to the
suicide victim to discuss their feelings. Allow other students to join a group,
even if they were not close to the victim. Groups should be no larger than
15 to 20 students. Larger groups tend to be dominated by the more verbal
students; those with the greatest need to share their feelings may never have
an opportunity to do so. If possible, the groups should have privacy. Avoid
putting all the groups in a large gymnasium, where if one group becomes
particularly emotional, it will be disruptive to the other groups.

Counselors should be on hand to spend time with students who wish to
talk individually. However, most adolescents will feel more comfortable
discussing their feelings in a group with their peers. Be alert for students
who were close to the victim who do not join a group; also, those students
who have recently lost a friend or family member. This latter group may
not be readily identified if they were not close to the victim. But other stu-
dents can help identify them if you ask: "Are there other students who she uld
be with us now?"

The dynamics of these small groups deserve some comment. Sometimes
students wander from group to group or form subgroups without an adult
leader. Insist that students stay with their group for at least one class peri-
od. Sometimes tensions arise in a group because one or more members of
the group was not a close friend of the victim and "could not possibly feel
what we feel." When such tension surfaces, deal with it immediately. Ex-
plain that anyone can experience feelings of loss and that no one's grief
is to be discounted as less important or less real. Needless to say, such groups
often help the school staff identify other students who need special atten
tion. On some occasions students will ask to meet by themselves, but ex-
perience has shown that students often cannot handle the intense emotions
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generated. Student grouts are best conducted with one or two adult leaders
present. Knowing that there are adults who care is reassuring to students.

Some schools with established peer counseling programs have experi-
mented with using peer counselors as group leaders. This is not recom-
mended. Peer counselors are students and are as likely to be deeply affected
by a suicide as other students. Further, they rarely have either the objec-
tivity or the interpersonal skills to handle emotionally charged issues.
However, because of their peer counseling training, they function well as
group members. They have spent many hours in groups and know how to
participate. They are not apprehensive about discussing their own feelings.
They can be effective catalysts in helping other students to work through
their feelings.

When a suicide occurs, some schools have allowed students to leave school

with parental permission, but sometimes students will defy authority and
leave school without permission and gather with close friends in someone's
home. If school personnel are aware of such meetings, they should make an
effort to establish that there is a parent or other responsible adult in the home.

Step 7. Arrange for back-up help from community agencies when an
emergency occurs. For example, school personnel alone cannot deal with
the fallout of a cluster suicide. It demands the cooperation and support of
the entire community. By establishing a liaison with the staffs of communi-
ty agencies and providing them with information about the school's crisis
management plan, they will be prepared to lend assistance when a crisis
occurs.

Step 8. Ask school staff to make themselves available to parents and other

members of the community. An evening meeting to discuss the issues sur-
rounding adolescent suicide and to hear what the school is doing to meet
the crisis can be reassuring to parents. Parents also appreciate receiving
guidance about what to do at home. Remind parent.) that after a student
suicide is reported, they should know the whereabouts of their teenagers
at all times, and that they should not leave troubled young people alone,
particularly over a weekend.

Step 9. Give students direction as to what is appropriate as a memorial
to a student who has committed suicide. There is a fine line between
dramatizing a death and doing something that allows students to expre.::
a sense of loss and to chann- -rings. A small gesture such as planting
a tree or writing a poem cal sate feelings of loss.

Sometimes students will come up with activities that are inappropriate
and will become quite angry if they are refused permission to carry them
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out. In one school students wanted to organize a rock concert as a memori-

al. In another, where the suicide victim was a well-liked member of the
band, the band members wanted to dedicate a concert to him. In such cases

it is important to continue the dialogue. By keeping the discussion open,
the fervor tends to ebb and something mutually acceptable usually can be

agreed on. Do not fly the school flag at half staff. Do not have a moment

of silence in an all-school assembly. Do not have a memorial service at
the school. Do not have an "In Memoriam" page in the school yearbook.
In short, do nothing to glorify the death.

Step 10. When advising students who wish to attend funeral services 01

to take part in them by writing something to be read at the service, the wishes

of the family are paramount. Some families will welcome such participa-
tion, but others will refuse requests and ask that students not attend. The

student groups discussed in Step 6 can be a place where students can talk

through their feelings about attending or not attending the funeral.

Follow-Up Activities

After the immediate crisis of the suicide is over and the 10 steps dis-
cussed above have been addressed, there is a need for follow-up activities

for both students and faculty. The discussions in the student groups may
have identified students who were not known to be at OA. Discussion in
groups often will touch on the deaths of parents and grandparents, the lone-

liness of moving, the loss of friends, even the deaths of beloved pets. In
some students, latent fears and suicidal ideation will surface. Faculty, too,

can become deeply depressed after a student suicide, particularly those who

have had a direct association with the victim in the classroom or in extracur-

ricular actiVies. Personal grief may resurface. It may be necessary to con-

tinue group meetings for bereaved students and staff beyond those initially
held at the time of crisis.

Opinions differ as to what are the most app:opriate typ.:s of follow-up
activities after a student suicide. However, most authorities agree that iso-

lated discussions of suicide with students should be avoided. A better ap-
proach is to address the broader context of social and emotional issues
affecting adolescents. Students can explore the strains and pressures they

feel and share their coping mechanisms as well. In such a context, suicide

is not singled out as a dramatic entity but, rather, is seen as a bad choice
in the field of options.

Some schools have used the panel discussion format in which a group
of students deal with issues they feel are most stressful to teenagers and

use their personal experiences as the basis for the discussions. Students

17 22



selected to participate on the panel should be articulate and willing to dis-
cuss such issues as academic pressure, social pressure, divorce, combined
families, moving and readjusting to a new school, learning disabilities,
family death, competition, cultural differences, and being a minority. The
students on the panel also share their coping mechanisms for these issues.
The panel discussion format can be effective for both student and parent
audiences.

Another follow-up activity some schools have used is a Student Stress
Program. This is a small-group activity and participation is voluntary. The
group is led by a staff member skilled in group techniques and knowledge-
able about adolescent issues. A guidance counselor, school social worker,
or school psychologist usually has these qualifications. The group meets
weekly for about six weeks with an established starting and stopping time.
No outside observers are allowed. The participating students agree to at-
tend each session and to observe strict confidentiality.

The Student Stress Program provides a structure in which the group mem-
bers can draw support from one another. Because many students will have
several areas of stress in their lives, the group interaction gives them an
opportunity to sort out the pressures, put them in perspective, and share
effectiv. ways of coping with them. In addition, the group can focus on
stress issues in their particular school and perhaps come up with sugges-
tions for lessening them.
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Establishing a School Crisis Team

A school crisis team can be a highly effective organizational unit for deal-

ing not only with student suicides but also with other crises, such as acci-
dents, drug overdoses, tornadoes, earthquakes, bomb threats, even riots.
Crisis teams in a school system can operate at three levels: individual build-
ing, central office, and comm. nity support groups. Well-functioning teams
at each level provide a networl that can take action whenever a crisis arises.

Building Level Crisis Team: The building level team usually is led by
the principal, with an alternate leader designated in the principal's absence.
In addition to teachers, the team might include a coach, guidance coun-
selor, school nurse, school secretary, and custodian. The team would have
responsibility for the following:

I. Establishing a protocol for dealing with crisis.
2. Planning and implementing an inservice program for faculty and

staff about student suicide and procedures for dealing with a suicide.
3. Cataloguing community resources to help with crises and establishing

a liaison with them.
4. Preparing a report for the central administration at the outset of a

crisis and following th? crisis.
5. Providing organizational assistance during a crisis, including assess-

ing the need for additional resources outside of school.
6. Identifying and monitoring students at risk.
7. Debriefing personnel after the crisis and providing follow-up

activities.
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Central Office Crisis 11?twork: In addition to crisis teams at eaci. school
building, the crisis network should include a team at the central office lev-
el. This team might include the superintendent or someone designated by
the superintendent, a representative of each of the school crisis teams, and
other central offic.; personnel, such as the director of pupil personnel ser-
vices and director of school social workers. It also might include consul-
tants outside the school system. The central office crisis network would
have responsibility for the following:

1. Overseeing and coordinating the building level teams.
2. Authorizing resources for areas where they are most needed; for

example, providing more counselors to a school whose staff may
be overburdened in dealing with a crisis.

3. Collecting and disseminating educational materials to schools for
training crisis team members and faculty.

4. Establishing a central library of materials on suicide for faculty,
staff, and students.

5. Conducting a mock crisis event to test the crisis management
procedures.

6. Evaluating responses to crises with a report to the superintendent
and a plan for follow-up.

7. '.:stablishing a community support team and encouraging input and
support from its members.

Community Support Group: This component of the crisis network includes

representatives from community and government agencies. Members of this
team might include mental health center personnel, physicians, nurses, law-

yers, judges, probation officers, media personnel, and clergy. These per-
sons not only bring their own professional perspective for dealing with a
suicide crisis, they also can provide access to the resources of the commu-
nity and government agencies with which they are associated. Listed be-
low are some of the agencies that can be called on to help troubled young
persons and their families in times of crisis.

Emergency services: police, ambulance, first-aid squads, fire department,
hospital emergency rooms, hot lines (suicide, drug abuse, runaways, child
abuse), Alcoholics Anonymous, battered women programs, and juvenile
justice programs.

Community out-patient services: mental health centers, hospital outpa-
tient services for adolescents, drug and substance abuse programs, family
service agencies, crisis intervention programs, pregnancy counseling ser-
vices, venereal disease information and treatmen, and youth-serving agen-
cies such as Y's and community centers.
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Community in-patient services: general hospital adolescent units, psy-
chiatric hospital adolescent units, halfway houses for adolescents, and group
homes for juveniles.

Other resources: national volunteer associations, local board of health,
funeral directors, religious groups, Society of Compassionate Friends, lo-
cal chapters of Suicide Prevention Centers, various university-basedcoun-
seling programs, and local support groups for survivors of suicide.

Small communities will not have all of the resources listed above. Schools
in smaller communities might link up with neighboring communities where
specific resources may be available and establish reciprocal arrangeinents
for use of resources. Schools also should maintain periodic contact with
community agency representatives and invite them to participate in a meet-
ing with the school crisis team.

Educators also can help students to become aware of community resources

that are available in times of crisis. For example, high school students in
sociology and psychology courses might be assigned to investigate and com-
pile a list of community agencies that offer services to youth in need of
counseling. The list could be printed in the school newspaper or printed
in a small brochure. Some schools have produced a wallet-size laminated
card on which is printed the name and phone number of helping agencies
in the community.
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Community Education and
Suicide Prevention

Adolescent suicide is a problem for the entire com..iunity, not just the
schools. But schools can play an important role in educating the communi-
ty about the problem and about steps that can be taken to prevent or lessen
the problem. Two key audiences for community education are parents and
the media.

Parents

Teachers and administrators who work with adolescents can provide par-
ents with a better understanding of the teenage culture and the pressures
young people face today. One way educators and community mental health
specialists make parents aware of these pressures is by sponsoring a series
of meetings devoted to stt !ent mental health issues. Relevant topics for
these meetings might include drugs, alcohol, sex, academic pressure to get
into college, and communicating with adolescents.

In addition to general parent education programs on adolescent problems
and pressures, there is need fer .nore specific parent education when a stu-
dent suicide occurs. Parents are shocked and frightened. Some will come
to a meeting who have never before attended a parents' meeting Many are
not prepared to discuss suicide and become quite anxious about what tc
say. Typical questions asked are: "How much should we talk about this
at home?" "What should I say to my teenager?" "How do I know if my son
or daughtN is at risk?" "Should I let my son go to the funeral?" Parents
often begin to scrutinize their teenagers as they never have before. A smat-
tering of "pop psychology" from magazines or television progi ams may be
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the only information about adolescent suicide many parents have. They need
reliable information and reassurance.

Parents need to understand that rarely is a single factor enough tc place
a child at risk. All children of divorced parents or all children under aca-
demic pressure are not necessarily suicidal. However, some symptoms and
behaviors must be taken more seriously than others. For example, symp-
toms of clinical depression should receive immediate attention. By helping
parents assess a duster of factors, they will know whether there is reason
for concern or a need for professional consultation.

Parents need to.underatand that they should express their own fears and
insecurities when a student suicide occurs. Sharing concerns about death
and the feelings of loss are not just the province e, young people; they are
the experience of all people. Parents should be urged to to speak openly
and honestly, to voice their concern, and to express their grief. Parents
must share their own feelings and allow children to feel comfortable shar-
ing theirs.

In the aftermath of a student death, schools can forge bonds with parents
that will continue to be a basis for mutual trust and communication essen-
tial for continued community support.

Media

The business of the media is to inform the public. But when a student
suicide occurs, sensational coverage often follows, which is detrimental to
the good of the community. There is evidence to suggest that detailed
descriptions in the media of the methods used to commit suicide will en-
courage vulnerable adolescents to use those methods to take their own lives.
If school officials present a solid rationale for why sensational reporting
of adolescent suicides is harmful to the community's young people, the me-
dia usually will respond in a responsible manner.

In one community, schoo, personnel and mental health professionals ex-
pressed their concerns to the executive editor of a large national newspaper
and were invited to give a seminar for all local reporters and editors of
the paper. As a result, subsequent coverage of student suicides and trau-
matic events affecting children has been handled with restraint and sensi-
tivity. In addition, school personnel, working with a concerned TV reporter,
organized a program for the local chapter of Sigma Delta Chi, the profes-
sional journalism society, which wa.; attended by representatives from all
the newspapers and TV stations in the area. The discussion was frank and
lively and pointed out the different perspectives to the problem, but the re-
sult was greater sensitivity in reporting student suicides.
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One of the media's ongoing concerns is "scooping" the competitio, when
a story breaks. This can be controlled to some extent if a ground rule is
established that all media get exactly the same information at the same time.
Each school should appoint a media spokesperson who gives the same in-
formation to all reporters. This person might be assigned to prepare a press
release for simultaneous release to all media. The information released
should first be verified by the police or the family. The school should have
a strict policy of releasing information al,out only the deceased student's
school activities. Personal information should come only from the student's
family.

If school officials take these simple steps in educating the community,
they will help to protect and support adolescents and their families in the
aftermath of a student suicide.
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Appendix

The checklists in this Appendix serve as a summary of many of the points
made in this publication. They may be reproduced for educational pur-
poses without the permission of the publisher as long as the soiree is
cited.

At-Risk Adolescent Checklist

Listed below are several factors associated with at-risk adolescents. None
of these factors alone is an indication of suicidal tendencies; bi't educators
should be alert to clusters of these factors, which could indicate potential
problems.

1. Inability to compete in school, failing grades.
2. Family instability (divorce, blended family, neglect, and abuse).
3. Death or chronic illness of a loved one or pet, or the anniversary of

such an event.
4. Failure to communicate feelings of unhappiness.
5. Health probler ..
6. Major disappointment or humiliation (real or imagined).
7. Economic insecurity.
8. Parental role failure.
9. Desire for revenge against a girl friend, boy friend, or significant other.

10. Sense of not belonging to anyone (family, comr unity, school).
11. Family history of suicide or suicide attempts.
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Symptoms of Suicidal Youth Checklist

I. Extreme mood swings (violent or rebellious beii.:vior, sudden cheer-
fulness).

2. Difficulty concentrating.
3. Sudden lifestyle changes.
4. Withdrawal or isolation from peers, family, or school acts
5. Neglect of personal appearance.
6. Previous suicide attempts.
7. Loss of friends (boy friend, girl friend, best friend).
8. Giving away possessions, pulling affairs together, voluntarily clean-

ing room, or throwing things out.
9. Decline in school work, failing grades, cheating.

10. Noticeable change in sleeping habits and energy level.
I I . Frequent suicidal talk (revealed through writing, drawings, or indirect

verbal expresssion).
12. Drug use (half of suicidal youngsters are Involved in substance abuse).
13. Many unexplained absences.

Suicide Threat Checklist

Do these things:
I. Remain calm. Stay with the student. Remember, the student is over-

whelmed, confused, as well as ambivalent.
2. Get vital information if possible (name, address, home phone num-

ber, parent's work number). Send another teacher or student to get
help.

3. Clear other students from the scene. Direct them to return to class.
4. Assure the student that he or she has done the right thing by talking

to you. Try to win the student's trust. Assure the student that emer-
gency help is coming. Tell the student that there are options
available.

5. Get the student to talk. Listen! Listen! Listen! Repeat back what
you hear the student saying (help the student define the problem).
Acknowledge the student's feelings ("You are really angry." "You
must feel humiliated.")

6. Establish direct eye contact with the student. Speak in a ciim, low
voice. If student is about to commit suicide, buy time. Say, "Don't
jump. Stand there. Talk with me. I'll listen." Show that you are not
shocked by discussing suicide.

7. Try to get the student to agree to a verbal "no suicide" contract ("No
matter what happens, I will not kill myself.").
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8. Monitor the student's behavior constantly.
9. Make a mental note at the time of the incident of what the student

says.

10. Ask the principal or another administrator to contact the parents with

the message that their child is hurt and that they will be called back

immediately with the name of the hospital where they can join their

child. Tell them to keep their telephone line clear.

Do Not Do These Things:
1. Do not ignore your intuitions if suicide is suspected.
2. Do not minimize the student's threat. Take it seriously.
3. Do not be concerned about long periods of silence. Give the stu-

dent time to think.
4. Do not leave the student. Do not let him or her go to the restroom.
5. Do not lose patience with the student.
6. Do not argue with the student about whether suicide is right or

wrong.

7. Do not promise confidentiality. Instead promise help and promise
privacy.

8. Do not discuss the incident in the teachers' lounge or with another

student.
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