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PREFACE

Many people absolutely reject suicide under any circum-
stances. However, most of us can sympathize with the suicidal
motives. let's say, of an elderly person afflicted with terminal
cancer. But it disturbs the core of our being that a child would find
this life so empty of hope that death would be preferable. Teenagers
are so full of pain, pleasure, sexuality, energy, curiosity, idealism,
bravado, vulnerability, rebellion, and promise!

We know that children grow with considerable ambivalence
towards the awesme responsibilities of adulthood. Sexual and
physical maturity thrust the child Into the adult world. However,
physical development belies the reality of emotional immaturity.
Television and movies excite teens with a plethora oflethal images.
Drug and alcohol abuse are epidemic. Families are breaking up.
Adolescents simply cannot bring sufficient perspective to the
problems they face. The world, itself, seems a suicidal free fall into
the nuclear abrs.

While most adolescents accumulate a few psychological scars
along the way. most are able to "tough it out." Why do some
succumb and otheis survive, indeed thrive, under similar condi-
tions? The "psychological authopsies" that follow a suicide rarely
uncover a clear and reasonable motive. The questions about "Why"
and "If only..." persist Who is to blame? What could have ixen
done? How can we recognize the signs of a suicidal crisis before it's
too late? How can we intervene with a suicide attempter to preclude
another, perhaps successful. attempt? How can we avoide the
"cluster" effect, the rash of attempts. that often follows a suicide?

This book comes to grips with the reality of adolescent suicide.
In the book are fifteen chapters organized under five major parts.
The name and a synopsis of each chapter are as follows:

I. THE PROBLEM OF ADOLESCENT MOOD&

Chapter 1. Adolescent Suicide An Introduction to Issues
and Interventions, is an overview of the suicide problem while
Chapter 2. Societal Trends and the World cf the Adolescent.
contains a discussion about changes in American iociety that
influence adolescent development.

Preface
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IL A PROFILE OF THE ATTEMPTER

This part describes individuals who are most likely to
commit suicide. In Chapter 3, Behavioral Indicators, is
established a conceptual baseline of "normal adolescent
behavior" as a point of departure.

Chapter 4. Personality Variables, contains information
about personality traits and disorders that contribute to
adolescent suicide.

Chapter 5, Thinking Patterns and Motivation,, has an
explanation of how suicidal adolescents differ from their
nonsuicidal peers in terms of cognitive process and motivation.
Typically, suicidal thoughts are dominated by a negative view of
self and pessimistic expectations for the future. Suicide is
motivated by a desire to finally gain some measure of control.

In Chapter 6, Depression, is information that supports the
view that most suicidal individuals are basically depressed.
Depressed individuals feel helpless, unable to change their life
circumstances.

IIL ASSESSING LETHALITY

Some suicidal teens give hints that are hard to miss, such
as "You're going to regret how you've treated me." "Life has no
meaning anymore." or "I'm Lired of living." Others become
preoccupied with morbid themes. Still others give virtually no
clues.

In Chapter 7, Psychological Assessment, is provided a
comprehensive system for psychological assessment of
suicidal adolescents that is useful in both assessing suicidal
risk and generating appropriate treatment strateges. The
"symptom clusters" that predict high risk are described.

In Chapter 8, "Signatures" of Suicide, are discussed the
developmental problems which occur during childhood and.
quite often, set the stage for an adolescent suicide. Situational
"signatures." such as social isolation, are identified, No single
signature is complete as a predictor, rather, the professional
must be aware of the accumulation of warning signs that put
adolescents at risk.

vi Preventing Adolescent Suicide



IV. PREVENTION AND INTERVENTION

Treating suicidal adolescents can be a terrible burden. The
ideals of course, is prevention rather than treatment. In Part IV
are described ( I ) programs for suicide prevention and (2)
strategies for intervention when suicide has been attempted.

In Chapter 9, Overview cf Prevention, is proposed content
for school/community based suicide prevention programs and
recommendations are provided for schools and communities
interested in initiating a prevention prognim.

In Chapter 10, A Model Prevention Pmgram, is described
the development of suicide prevention programs and a descrip-
tion of an actual program. The chapter includes ideas for
networking program expansion, and program evaluation.

Native American adolescents are at high risk for suicide
attempts and completions. In Chapter 11, Interventions with
Native Americans contains treatment issues such as inten-
tionality and client roles as well as specific inteArentions.

In Chapter 12 Interventions withCollege Campus Popula-
tions, the suicide problem is viewed from the perspective of
university counseling center staff. Epidemiology is reviewed
How prevalent is suicidal behavior among college students?
Legal. ethical. and practical concerns which college adminis-
trators must face when dealing with a suicidal crisis are
discussed.

In Chapter 13, Crisis Intervention, are school-based
strategies for preventing adolescent suicide. Roles of teacherrs.
administrators. studens. and counselors as part of a district-
wide crisis intervention team are presented.

In Chapter 1.4. Family Therapy and Netwonting, the
focus is on the use of the family therapy and professional
networking. Three major sections are included: the variety of
self-destructive behaviors demonstrated by adolescents. family
therapy as a treatment modality with suicidal adolescents, and
consultation in the treatment of the suicidal adolescent and
the family.

Preface vi



V. LEGAL ISSUES

While Part V is comprised of only one chapter, it is of great
importance. In Chapter 15, Legal Constderatins for the
ftuctitioner. is the issue of whether or when the law will hold a
health care practitioner responsible for a suicide. In addition.
suggestions are provided for what practitioners can do during
treatment to avoid law suits.

Suicide is an extreme method of ending a crisis. The person
can see no other way to find relief. Usually an adolescent who
attempts suicide is reaching out for help. School and community
groups must plan for the increasing problem of adolescent suicide
in the same way that provisions are beingmade for interventions
related to physical and sexual abuse, and drug abuse. We must
aflIrm the self-worth of every child by being sensitive to his or her
developing individuality. We must join with our young people in
creating a world that is worth living for.

Dave Capuzzi
Portland State University

Larry Golden
The University of Texas at San Antonio

Ali Preventing Adolescent Suicide
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CHAPTER

ADOLESCENT SUICIDE
AN INTRODUCTION TO

ISSUES AND
INTERVENTIONS

Dave Capuzzl, Ph.D.
and

Lany Golden, Ph.D.
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MULL ABSTRACT: The pwpose if this chapter is to
introduce the reader to issues and interventions con-
nected with the topic of adolescent suicide and the
prevention of addescent suicide The developmental
pralems cqf adolescence, personality, and behavioral
disorders, dyrifunctional relationships and societal provo-
cations and pending catastrophes are overviewed to
provide the reader lath an underw4anding tif the adoles-
cent suicide problem in the United State& Predicting
adolescent suickle is addressed dimwit discussionif the
myths connected with adolescent suicide signs and
symptoms and a presentation Qithe profile cf the suicidal
adolescent Prevention. aisis management postvenlion,
and approaches t3 counseling/theran are also over-
viewed to provide the reader with a point cf departwefor
thefocusedfollow- 43 chapters of this book

Matt Reiser had a date with Cheryl Burress last Tuesday night in
Bergenfield. N.L. near New York city, but at MO Cheryl called to cancel.
"We can't get together tonight." she told Reiser. "We're going to visit Joe."
Reiser thought he knew what she meant. Joe Migor. a Mend of Cheryl's .
had fallen 200 feet to his death off the Palisades cliffs along the Hudson
River last September in what police considered an alcohol-related
accident. and Reiser figured that Cheryl was planning to visit Major's
grave that night, as she had many times before. Reif er was wrong.

Instead. Cheryl. 17. and her sister Lisa. Hi. went driving around the
Bergenfield area with tro companions, "Ilamias Oiton. 18. and Thomas
Rizzo, 19. At about 3 am., the teenagers stopped at an Amoco station and
bought 83 worth ofgas for C4ton's brown Camaro. Theyasked if they could
take the hose from the station's automobile vacuum &tarter, but the
attendant refused.

It was a short drive from the gas station to 'Rater Village apartments. a
housing complex. The place was well known. Garage No. 74. vacant at least
a month, had been serving as a hangout where groups of Bergenfield
teenagers came to drink and to smoke marijuana. The youngsters drove
into the dark gam*. shut the door and locked it. They left the car idling its
windows open. Then they sat back and waited.

The steadily burning gasoline did its job, releasing deadly carbon
monoxide fumes. Within an hour all four were dead- (WIlentz. 1987. pp.
1243)

The story above appeared in the March 23, 1987, issue of Time
The day after the bodies of the four teens were found, two more
adolescent girls killed themselves by the same method. One of
them, Karen Logan, was found holding a stuffed animal and a rose.

Ch 1 Adolescent Suicide: An Introduction to Issues and Interventions 5
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Adolescent suicide has become a critical problem in the United
States. Recent yearly estimates report as many as 7.000 com0e-
tions and 400,000 attempts among tly adolescent population in
this country. Five yems ago, suicide was the third leading cause of
death among the ii to 24 year age group. Now it is the second
leading cause. Only accidents, usually autmnobile accidents, rank
higher. Suicide among the natimfs youth, particularly white
malesdumped 40 percent during a l Oyear period, 1970-1980. The
full extent of the adolescent suicide problem is difficult to quantify
because many suicides are reported as accidents because of family
embarrassment, religious beliefs, or community discomfort

While the statistics that describe adolescent suicide can be
interpreted in various ways, the fact that more and more young
people are killing themselves can only be understood in one way: as
a terrible waste.

UNDERSTANDING ADOLESCENT SUICIDE

Teenagers are Just starting out in life. They are anxiously and
excitedly planning for career or vocation and explorf ; relations
with the opposite sex. A small minority are planning on a suicidal
career? It disturbs the cone of our being that a child would find life
so empty of hope that death would be preferable.

While most adolescents accumulate a few psychic scars along
the way to adulthood, most can cope with the stress of daily living.
In an attempt to undersand the contingencies which make some
adolescents vulnerable tt suicide, we will explore four factors: (a)
developmental problems of adolescence. (b) personality and beha-
vioral disorders, (c) dysfunctional relationships. and (d) societal
provocations and pending catastrophe&

Developmental Problems of Adolescence

With the exception of infancy, no period is so fraught with
change as adolescence. Forsaking the security of childhood, the
adolescent grows with considerable ambivalence towards the
awesome responsibilities of adul thood. School is no longer merely a
place to learn and play. but has become the training ground for

6 Preventing Adolescent Suicide
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earninga living and mate selection. Home is no longer the source of
endless sustenance and support, but is a place to leave, a trap to
struggle free oE Sexual and physical maturity propels the child into
the adult world. However, physical development belies the reality of
emotional immaturity. Adolescents simply cannot bring sufficient
perspective to the problems they face

Suicidal young3tem are subject to the same stressful circum-
stances that all adolescents are, but :notes& These at risk teens are
less resourceful in their ability to cope. During times ofstress, they
obsess about suicide as an escape devoting more and more energy
to planning the details of the act.

The stressful events that precipitate a suicide may not be of
overwhelming proportions. Such events are failure of a subject in
school, rejection by a friend, a disappointing romance, or a family
argument. Even pleasurable experiences can cue suicidal fan-
tasies. For example, high school graduation, for many, symbolizes
the transition to young adulthood and the initiation of a life more
independent of other family members. Even though adolescents
will tell friends and family that they are thrilled to grmluate, they
may be apprehensive.

For teens to indulge in suicidal fantasies is not abnormal.
Further, normal adolescents are easily influenced by their peers.
They are in search of an identity that fits. A youngster who is
"barely getting by" is especially vulnerable when another person in
the immediate community commits suicide Therefore when a
suicide occurs in a school, we can expect a rash of suicidal
"copycats" to follow (Berman. 1986). These multiple suicides
occuning in a brief time are called "clusters."

Personality and Behavioral Mord=

In his masterpiece, SteppenwoY; Herman Hesse (1974) invited
us to investigate the personality traits of individuals at risk of
suicide, "Just as there are those who at the least indisposition
develop a fever, so do those whom we call suicides, and who are
always very emotional and sensitive develop at the least shock the
notion of suicide."

Why do some succumb and others survive, indeed thrive,
under similar environmental conditions? The "suicide note" is but

Ch 1 Adolescent Suicide: An Introduction to Issues and Interventions 7
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a morsel of information. what Pfeifer (1986) calls "iceberg" talk. The
whole truth lies deeper and is more complex.

An understanding of the "suicidal personality" begins with an
understanding of dtpression. The majority of suicidal individuals
of all ages are basically depressed (Toolan, 1984). Depressed
adokscents complain of feelings of sadness, isolation, fatigte, and
boredom. They may have trouble getting up in the morning ay
easilye and daydream excessively. They may suffer from melan-
cholia, a loss of *mut in almost everything. Depressed indi-
viduals feel helpless, unable to change their life circumstances. The
consequent feelings of rage are turned inwards. However, depres-
sion may be masked by overactivity, participation in a constant
round of social activities, sexual promiscuity. or drug abuse
(Emery, 1983).

Holinger and Offer (1982) suggested two models: (1) compe-
tition and failure, and (2) progressive isolation. According to the
first model, some teenagers who fail in the competition to play
sports1 earn high grades, gain entrance to good callers, or socialize
with the "right" peers, seek relief in suicidal fantasies. The
pressure to achieve academically, vocationally, and socially is one
that is keenly felt by adolescents. In the competition for swam%
some teenagers will win, some will lose, and a few of these "losers"
will become suicidal. The second model envisions a fragile, isolated
adolescent who bases an assessment of personal inferiority on a
narrow, and thereby, distorted perspective. "Nobody wants me,"
becomes a pervasive theme. The individual becomes increasingly
isolated and undefended against feeliAgs of despair.

Poor problem solving ability is another characteristic of many
suicidal adolescents. This trait is epitomized by a lack of resource-
fuln-ss in generating options, coping with a difficult relationship,
or planning for the future.

A lack of problem solving skills is particularly troublesome in
conjunction with another trait which is part of the suicidal
patterntotal commitment to a relationship or a goal for the
future. Suicidal adolescents develop a tunnel-visioned perspective.
A relationship may become so important that other friendships are
dropped; a goal may begin to dominate every decision. Commit-
ment, total and unswerving often becomes the theme for the

8 Ptrventing Adolescent Suicide
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patterning of daily. weekly, and monthly activities and priorities.
When an important relationship ends or a goal becomes unrwhiev-
aWe, self-esteem plummets, feeling; are kept secret. achievement is
roadblocked, and the behavioral repertoire becomes frozen in
maladaptive pafterns. The result is an escalation of stress and
anxiety. Suicide becomes an t&treme method of ending the crisis.
The person can see no other way find relief at the time the suicide
takes Owe (Bennan, 1986L

The United States is experiencing an epidemic of drug use and
abuse. Drug abuse goes "hand-in-glove" with suicide. Oppor-
tunities to expuiment with marijuana. akohol, and other drugs
are presented to fifth and sixth graders in most school in this
country. Suicide prone adolftsmts are especially vulnerable to
peer piessum it is common for parents of suicidal adolescents to
report that their child seemed to lose control and jud4ment in the
presence of peers and that they dreaded the arrival of their child's
friends for an afternoon visit or a weekend stay. Since problem-
solving ability, self-esteem, communication skills, etc., which may
already be inadequate, are never enhanced through the use of
drugr, suicide prone addments become even higher risks as drug
ecperimentation and dependency increases.

From a psychoanalytic perspective, a suicide attempt is seen as
an acting out of sadomasochistic excitement (F\ =an, 1984).
Suicidal adolescents provoke rejections and misconstrue the
words and behavior of others. Violence and mutual hurting provide
gratification and death may take the place of surrender or orgasm
(Furman, 1984).

Dysfunctional Rek 4ionaltipa

No evidence exists that suicide is genetically inherited.
Further, children have committed suicide when no apparent
psychopatholomr is within the family. That is, some of these families
are normal. However, suicide does tend to run in families. Just as
physical and sexual abuse does. Members of families share an
emotional climate since parents model coping skifis as well as high
or low self-esteem. According to McAnarney (1979), "In societies
where family ties are dose, suicidal rates are low and and con-
versely, where families are not close, suicidal rates are high." A close
relationship with parents has been found to be inversely related to
depressive mood in adolescence (Kandel & Davies. 1982).

Ch 1 Adolescent Suickle: An Introduction to Issues and Interventions 9
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Paw Communkadans

Typically. families of suicidal youngsters are troulAed by
dysfunctional communication. These families report great diffi-
cufty in communicating clearly and consistently with one another
(whether between parents or between parent and child). Even
when the family eats breakfast or dinner together, quite often the
meal is eaten in silence or with attention directed to a television
program. Very often, parents have not modeled a positive, articulate
communication style for their children to imitate. Parents may have
little knowledge of the tribulation experienced by their adolescent
child. The adolescent may have difficulty talking with peers and
sibling* talking with parents may seem unthinloittle As time
passes, the easier thing to do is to keep feelings buried.The suicide
comes as a surprise.

A striking feature of communication in "suicidogenic
families" is the presence a overt and covert messages about
suicide and death (Richman. 1984). Rumples of overt messages
would be, "I wish you'd never been born." or "Croaldng was the best
thing your father ever did for this family." Covert messages, of
course, are more difficult to decipher. According to Richman
(1984). the isolation and loneliness of the suicidal individual is
invariably related to unconscious family rules. Both an absence of
any warm, parental figure with whom to identify and a sense of
aloneness exists. The individual is trapped within the boundaries
of the family while intimacies with persons outside are seen as a
threat and, therefore, forbidden. Consequently, many suicidal
adolescents have a relatively small network of social support.

Separation and Lose

Social isolation makes these adolescents vulnerable to the loss
of any love object, which may trigger the suicide attempt (Rice,
1987). These youngsters are not only vulnerable to loss, they are
likely to experience it. In fact suicidal axIolescents are more likely to
have experienced the loss ofa parent through separation or divorce
by their twelfth year than "normals" (Berman, 1986). In what
Litman and Diller (1985) called the "cla-ssical crisis case," even an
individual with a history of normal relationships can become
suicidal after a sudden loss, usually of a low relationship.

10 Preventing Adolescent Suicide
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The issue of separation from loved ones is central to the
addescent experience. Adolescents are bound and determined on
the road of independence from their families. However, this road
can be deadly for those not prepared for the journey. Richman
(1984) believed that the increase in adolescent suicide is related to
growing pressure on youngsters to leave home as soon as possible
A mistake is often made by confusing physical separation from the
family with personal autonomy. The suicidal addescent feels
expendable, yet lacks the maturity to separate and leave

Family Miarspnisatloa

Family disorganization is widely implicated in adolescent
suicide (Jacobzinner, 1965; McAnarney 1979; Molin, 1986; Rice
1987). Recent decades halm witnessed dm decline of the traditional
nuclear family. The stability that this model afforded, albeit at the
expense of personal freedom, has been eroded.

The role of the single parent has long been characterized by
escalated responsibility, lowered income, high stress, and lack of
time. A single parent may be so busy attempting to provide an
acceptable standard of living for his/her children that little time
can be allotted to the basics of a parent-child relationship.

Remarriage results in "blended" or "step" families. When
adults who have custody of children from a previous marriage
decide to form a new family, the dynamics can become unwieldy.
For some adolescents, the adjustment is too difficult when faced
with a "substitute" parent. new guidelines for behavior and
discipline, additional siblings, less personal space, or a different
home in a new neighborhood.

More and more American families are finding that two in-
comes are needed to support an acceptable standard of living.
Parents in these dual career families may bring the stresses of
employment into the family system. Less time is available to
amomplish household tasks, grocery shop, schedule medical and
dental appointments, and so forth. The breakdown of a car or a
child's minor illness can easily disrupt a taut schedule.

Parents of adolescent children are usually between the ages of
35 and 50. As parents see their children approach the age of leave

Ch 1 Adolescent Suicide:An Introduction to Issues and Interventions 11



taking. they may begin the process of reassessing themselves, the
familiar "mid-life crisis." They may reevaluate their career and
financial status. Issues between spouses may resurface if theywere
not dealt with successfully earlier. Just at the time when children
need more time and attention, parents may be focused on their own
status and anxieties about time "running out."

Families in which physical or sexual abuse is occurring are at
high risk for adolescent suicide. Children of abusive parents have
not been taught to feel good about themselves and to problem-solve
well. Escaping the pain of such a family atmosphere or the self-
deprecating viewpoint they have internalized can be sufficient
motivation for suicide.

Today, virtually all American families are at risk. Unless family
members are good at managing both time and stress. saying "no"
to unnecessary work-related or other responsibilities, helping one
another and meeting each other's needs at the time these needs
arise, the family climate may be one of tension and lack of
receptiveness. Adolescents may not feel they can turn to family
members for help. Parents must he alert to stgns of depression and
poor adjustment in tlxmselves and their adolescent children.

Societal Mions and
Pending Cataairopises

Little ifanyevidence is available to link problems that threaten
human society to the rise in adolescent suicides. However, negative
social trends and frightening world events can engender feelings of
despair in all of us. In an essay titled. The Adolescent Philosopher
in a Nuclear World, Austin and Mack (1986) observed that
traditionally the adolescent struggle has occurred in relation to a
stable but progressive social order. While every generation of
teenagers has faced crises (the Depression, World War H. etc.),
suicide is clearly on the rise in today's generation. Therefore, a look
at the formidable issues that loom large for our youth is worth
taking.

Racism and Poverty

While the suicide rate is lower for Blacks than for Whites, the
murder rate, specifically among young Black men, is much higher
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(Cohen. 1987). Suicide and homicide are obviously different kinds
of acts but depression, hopelessness. and frustration can energize
either or both.

Death and Violence as Caledia Theme

Recently, one of the authors saw a marquee at a San Antonio
mall cinema advertising: "Black Widow," "Evil Dead 2," "Lethal
Weapon," "Nightmare on Elm Street." and "Witchboard." Suicidal
ad*scents bonow lethal ideas and images from media sources.

Decline in the American Standard of Living

Indications are that the growth in the American economy is
slowing down. Many young people can anticipate a lower standard
of living than their parents because of inflation, depletion of
natural resources, huge national debt, competition from abroad,
bankruptcies of family farms, and so forth. The reality of the
situation may be leS6 crucial than how it is perceived. Some
adolescents may fear that no matter how much effort they expend.
they are destined for a bleak future.

Acquired Immune Deficiency Syndrome (ALDS)

Still unlmown is how this disease will impact the psychology of
adolescents. For some, fear of AIDS may relieve mrssure to engage
in premature sexual experimentation. It may also cause terrible
anxiety about the onset of a new "Black Plague."

Nuclear War

Todays young people are aware that a nuclear war will end
human civilization. As vast amounts of the earth's resources are
deployed in a search for still more lethal forms of annihilation, the
appearance is that the human race, itself, is suicidal. Austin and
Mack (1986) quoted one youngster as saying, "My generation has
been shaped not so much by the Civil Rights Movement or even by
Vietnamthat's your generation. We're the generation that has
nuclear weapons all around us...I would rather die trying to saw the
world, than just die. So that's how I'm going to live." This response
holds a promise. not just for this teenager, but for all of us.

Ch 1 Adolescent Suicide: An introduction to issues and Intenentlons 13
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ff an adolescent attempts suicide and survives,
he/she will nct make an additional attempt. A difference
exists b-t-4wevs-, the adokscent who experiences a suicidal
crisis but does not attempt, and the adolescent who
actually tries to bring an end to life. An adolescent who
carries through with an attempt had identified a plan. had
access to the means, and maintained a high enough energy
level to follow through. He/she knows that a second or third
attempt would be within the realm of possibility. Most
likely, each follow-up attempt will be more lethal.

Adolewents who commit suicide always leave notes.
Only a small percentage of adolescents who complete the
act of suicide leave notes. This is a popular myth and one of
the reasons why many suicides are mistakenly classified
and reported as accidents.

Most adolescent suicides happen late at night. This
myth Is not true for the simple reason that most suicidal
adolescents actually want help, Mid-to-late morning and
mid-to-late afternoon are the time periods when most
attempts are made because someone is more likely to be
around to intervene than would be the case at night.

Never use the word "suicide when talking to adoles-
cents because it may "put ideas in their heads." This is
simply not trtm using the "word' will not motivate someone
to commit suicide who is not suicidal. However. if an
adolescent is suicidal, the use of the world can help
him/her begin to verbalize feelings. If a suicidal adolescent
thinks you know he/she is suicidal and realizes you are
afraid to approach the subject, it can only contribute to
feelings of despair and helplessness.

People with strong religious beliefs will not attempt
suicide. This is not true. In fact, although the Catholic
Church considers suicide a serious moral offense.
Catholics actually attempt suicide more frequently than
non-Catholics (Toolan, 1984)
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Signs and Symptom

Professionals who work with oddments should familiarize
themselves with these indications of an impending suicide
attempt

Changes In &haw km In general. any decided change in
behavior shmdd be noted A sudden drop in grades. difficulty with
concentration, a loss of interest in hobbies, changes in sleeping
and eating habits, experimentation with marijuana. running away,
and sexual promiscuity can all be warning signx. Cause for concern
is present when depression occurs in combination with otlxr
marked behavior change for periods lasting longer than a week. An
especially important point to realize is that when an adolescent
who has been struggling with periodic depressive episodes
suddenly improves, a suicide attempt may be imminent libr a
person who has seemed troubled for some time to improve
suddenly and °magically" is whitely. Quite often, an abrupt change
in emotional tenor results after the decision about whenand how
to make a suicide attempt has been made.

Vestal Cues. Changes in behavior, such as the ones previously
described, may be accompanied by a number of explicit verbal
warnings:

"I can't go on."

"I wish I was dead"
'Tm not the person I used to be"
"Them's only one way out"
"You won't be seeing me around anymore."
"You're going to regret how you've treated me."

"Life has no meaning anymore."
"rm tired of living."
"lf (such and such) happens, I'll kill myself."
"If (such and such) doesn't happen, fli kill myself."

"rm going home."
"Here take this (cassette, jewehy, etc.); I won't be needing it
anymore."

16 Preventing Adolescent Suicide
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Although the idiosyncratic language of the teenage com-
munity varies fmm year to year and from one part of the country to
another, the previous statements convey that suicide is being
considered as an option. Such verbalizations should cue us to pay
attention and invite additional disclosurea

Themes enTsepeempadiinasbaThinidug. Listen for the themes
or preoccupations that dominate the suspect individuars
thinldng:

Wanting to escape from a situation which seems
intolerable (e.g., abuse, difficulty at school, drugs, lack of
friends, etc.).

Wanting to join a friend or family member who has died.
Wanting total commitment to a relationships or a goal.
Wanting to be punished.
Wanting to avoid being punished.
Wanting revenge.

Wanting to control when death will occur.
Wanting to end an unresolvable conflict.

Wanting to become a martyr for a cause.

A Profile of the Ilithaddid Adolescent

To My Dearest Runny.

I know that you will not understand why rve done this.
Please don't blan* yourselves. It has nothing to do with you.
A boy who I love very much doesn't want me. I've tried
everything to let him know how much I love him. I knowyou
will think this sounds stupid, but I don't believe I can be
happy without him. Everybody dies sooner or later
anywaya

Love,

Alicia

Alicia slit her wrists, then called the boy who had rejected her,
who. in turn. called EMS (Emergency Medical Service). The wounds
were superficial
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The case of Alicia is reaL Following is a description of a
hypothetical case, that of the typical suicidal adokscent, adapted
from the work of Martin (1988) and 'fishier. McKetuy. and Morgan
(1981).

Our typical suicidal adolescent is a white 15 year old girl. Her
parents are divorced and her mother waits full time. Last year she
earned "As" and "Bs" in school, but this year she is failing several
subjects. She has excessive absences from schod due to colds and
flu symptoms and has been caught tniant several times. Teachers
describe her as lethargic and depressed. She has lost weight and
complains of a loss of appetite, fatigue, and insomnia. Recently, she
broke up with her boyfriend of two months. She has few if any
friends and feels she cannot communicate with either parent. Her
mother suffers from depression and attempted suicide ayear ago.
Mother and daughter quarreled shortly before the girrs drug
overdose.

PREVENTING ADOLESCENT SUICIDE

In 1910. in the Austrian capital of Vienna, Sigmund Freud
addressed a professional conferencc

A seccmdmy school should achieve more than not driving its pupils to
suicide. It should give them a desire to live and should offer them support
and backing at a time in !treat which the conditions of their development
compel them to relax their ties with their parental home and their family.

Prevention in the Schools

Suicidal behavior usually has origins that are unrelated or
indirectly related to events in the school (Berkovitz, 1985). For
some students, however, school exacerbates suicidal despair.
Competition for grades. overworked teachers who teach too many
students, and, in general, the lack of a caring, personal touch are
pervasive problems.

In all fairness, schools cannot be expected to cure all of societys
ills. However, since virtually all children go to schooL it is the logical
place to start preventive prqgrams. Schools that deter suicide
would enable children to grow towards masteryand a positive view
of :la and the world. Children would learn to cope with stress. The
curriculum would place more emphasis on cooperation and less on
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bruising competitice. Mistakes would be regarded as opportun-
ities for new learning. A wide range of extracurricular activities
would offer alternatives to social isdation. A commitment to
improving society through community service would be encour-
aged. Children would learn respect for the miracle of life.

Suicide prevention should be initiated on the elementaiy
school level and continued through secondary school. Counselors
should be permitted to counsel children rather than perform
administrative and clerical duties. (lass sizes should be reduced so
teachers can develop personal relationships with pupils. Remedial
reading programs could reduce academic failures. Low self-esteem
and poor problem-solving skills are observed in some first and
second graders. These problems are more easily resolved in the
formative years.

Counselors who work with students in grades five through
twelve can provide information about the signs of an impending
suicidal crisis. Classroom presentations should =courage stu-
dents who are concerned about themselves or their ? ;fends to ask
for assistance from adults, as amildants (Ross, 1985). Not unlike
thP Mafia, the society of adolescents honors a sacred code of
silence) In the case of a potential suicide, this commitment to
keying searts, especially from adults, can be dangerous. Teens
must be convinced that their first loyalty ic a suicidal friend is to
inform adults.

Teachers and administrators need inservice training. Not only
must school personnel understand the dynamics of the suicidal
adolescent they must know how to make appropriate and timely
referrEds.

Some have cautioned that "death" education will cause
suicides (Raspberry, 1987). This is not unlike the view that sex
education will cause promiscuity. Until evidence exists of a cause-
effect relationship. the authors strongly recommend education as a
strategy for suicide prevention.

Pothlention

Given the wdl known duster phenomenon, the response to an
actual suicide can be crucial. Postvention becomes a means of
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prevention both in the immediate situation and in subsequent
decades and generations.

A suicide creates a state of territ4e disequilibrium for the
immediate family and the entire community. Unfortunati4y, the
community is all too quick to blame the parents for causing the
suicide. Questions about. "Wby." are ralazd again and againIowa
as. "If only." selktproach.Who is to blame? What could have been
done to avert this death? The investiiption is seMom conclusive
since people rarely kill themselves for a single mason (Hill, 1984).

As many as six to ten people are affiacted, on a long-term basis,
for each adolescent suicide attempt or completion. A necessmy
procedure is to offer either individual or group ("survivor groups")
counseling for family members and friendsci the suicide victim or
attempter. On a short-term basis, htuxlieds of people, if not entire
communities, can be in need of assistance ranging from infor-
mation about the dynamics of suicide to individual or group
counseling.

If a student has attempted suicide, best procedure is to wait a
few months before starting prevention programs in the school so
that the returning student will not be focused upon. Individual or
group counseling can still be provided for those who need to talk
about their kelings.

The end of a period of suicidal crisis or the return of an
adolescent who has made an unsuccessful attempt does not mean
that the problem has been resolved. The best hope for improved
mental health of such an adolescent is long-term counseling
focused upon overcoming low self-esteem and depression so that
life and its options can be viewed differently.

TREATING ATTEMPTED SUICIDE

"Suicide is based upon a problem in the present whic-h has its basis in
unresolved aims in the past whit*. in turn. precipitates a niliqr crisis.the
fate of which may determine the future (Rasa 1985. p. 400)

Crisis Management

For a short time (24 to 72 hours). the client must be directed
and monitored. Definite steps must be taken tosafeguard the well
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beirgof the client and sapedited in an assertive manner. Ifa person
were in an accident which resulted in a life-threatening physical
injury. paramedics and enwrgency room physicians and nurses
would act, without the permission of the patient to save the life.
Managing a suicidal crisis is no different.

When a counselor is called upon to help an adolescent in a
suicidal crisis, a number of steps must be Mowed to ascertain the
level of lethality and reduce the risk

Be a Good Listener. Suicidal individuals may have difftculty
communicating. Judgmental statements such as, "it's against the
teachings of your religion" or "you can't consider suicide it would
be devastating to your family," will make it difficult if not
impossible, for rapport to develop. Convey understanding and
respect for eveiything that is being shared, However the circum-
stances, concerns and feeling& they are reality for this client
Counselors must be able to hear how the client perceives his/her
world however distorted that perception might seem.

Be Supportive. When talking with an adolescent who may be
at risk, be genuinely reassuring. Avoid phony reassurance, such as,
"things aren't really that bad" (for the elks% things arebad) or "the
situation will take care of itself" (circumstances usually do not
become better without much effort). Being supportive means that
the counselor communicates understanding, reinforces the client
for seeking assistance, and outlines counseling options for the
near future.

Asses, Lethality. The following questions should be asked to
determine the degree of risk:

1. What has happened to make life so difficult?

2. Why are you thinking of suicide?

3. Do you have a suicide plan? The more specific the client is
about the method, the time, the place, and who will or will
not be nearby, the higher the lethality. If the client des-
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cribes a specific method, such as, an overdose of sleeping
pills, using a gUn or a knife. and so forth. ask if he/she has
that item in a pocket or purse and requixe that the suicide
"weapon" be left with you. Firearms and highly lethal items,
however, should be handled by the police. Most adolescent
clients will cooperate with reasonable docility if they feel
that they are in the care of a competent and trusted adult.

4. How much do you want to live? The more difficult it is for
the client to respond with conviction, the higher the
risk.

5. How much do you want to die? The more the client
discusses ending life, the higher the risk.

6. How frequently da periods of suicidal thinking occur? How
intense are they? How long do the episodes last? The more
frequent, the more intense, and the longer the length of
suicidal obsessing. the more lethal the condition. During
episodes of suicidal preoccupation, virtually no time and
energy are available for solving problems and seeking
alternatives.

7. Have you attempted suicide in the pest? If the answer is
"yes." the client is more lethal. The more recent the attempt,
the more dangerous the current crisis.

8. Has a family member, neighbor, friend ever attempted or
completed suicide? If the answer is "yes." the client is more

9. On a scale of "1" to "10." with V being low and "10" being
high, what is the number which depicts the probability
that you will attempt suicide?

10. Is there anyone to stop jou? This question is important for
two reasons. First, if the client had difficulty identifying
anyone who would want to keep them alive, the lethality is
higher. Second. an important procedure is to obtain
srecific information about the people identified in
response to this question. Names, addresses, phone
numbers, and the nature of the current or past relationship
may be needed to organize a suicide watch.
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Make a Decides About IaWirvenitm. If the risk factor or
lethality is high, dm counselor must devek* a crisis management
plan which must be followed until the crisis subsides and long-
term counseling can be initiated. If the client is acutely suicidal,
hospitalization or a suicide watch is wassary. A suicide watch is
organized by contacting friends and relatives. Flimily membas and
friends take turns staying with tlx client until the crisis has
subsided. Under no circumstances should an Wolescent in crisis
leave the counselor's office until arrangenwnts have been make to
monitor the client. Contacting Mends, family, and SO forth brealra
confidentiality but, in this case, does not violate any professional
code of ethics. Such steps must be taken tosave the client's life.

A written contract can be used along with a suicide watch (or
in Fdace ofa suicide watch lithe risk is low). Such a contract should
specify activities, time with friends andso forth. The client must
agree to phone if preoccupation with suicide begins.

The counselor should not assume that a high risk client will
have the energy to arrive for needed counseling even when the
crisis has subsided. The counselor must be willing to cancel other
appointments and "drop everything" to respond to a new crisis.

Cousseling/Theraff

Edwin Shneidman (1987), a professor of thanatologr, con-
ducts what he calls "psycholcgical autopsies" of suicides. He is
convinced that suicide is not a vengeful or hostile act, but rather,
that people try to kill themselves tt, make thepain stop. Therefore,
the immediate task is to reduce the pain. Shneidman will intervene
with lovers, parents1 teachers, whoever or whatever is causing
distress. Sometimes this is sufficient But often, beneath the
immediate concern, there is deep psychic pain andunmet needs.
Counseling and psychotherapy are the means to address the
client's psychological problems and unmet needs. Following is a
discussion of various therapeutic approaches.

Psychoanalysis

Toolan (1984) advised individual, psychoanalytically oriented
therapy for both child and parents. The child needs to be separated
from his/her parents in the therapeutic process in the interest of
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confidentiality, an especially important conctrn for adokscents
(Too Ian. 1984). Freud believed that the act of suicide was an
expression °ranger towards an introjected. ambivalently regarded
lost object (Trautman & Shaffer, 1984), The "lost object"might veil

be parental love The goal of psychoanalytic therapy, therefore
would be to bring ambivalent feelings into consciousness, to
confront feelings of !ejection, and to allow the client to separate
from the lost object (Trautman & Shaffer, 1984). A problem here is

that most adolescents are action-oriented; they are poor candi-

dates for long-term, insight oriented psychotherapy.

Cossithre-Belurvioral lbentpy

Suicidal adolescents hold irrational ideas about themselves
and the world. The goal ofcognitive-behavioral therapy is to teach
the client to test the validity of these ideas. The client is taught
problem solving skills and urged to consider alternate solutions.

Suicidal individuals see only two alternatives: a total solution
or a total cessation. In fact, very few oflife's problemsyield to a total
solution; total cessation of pain. on the other hand, can be achieved
by anyone with the means. The goal, obviously. is to broaden the
suicidal person's constricted perspective. In a suicidal state,
Shneldman (1989) believed. a person, "...cuts his or her throat and
cries out for help at the same time." The individual must learn how
to separate these two acts; to get help without being self-
destructive. In an intervention called "stress-inoculation," solu-
tions to difficult situations are role-played and rehearsed.

Group Therapy

Social isolation is often seen in suicidal youngsters. In group
therapy, clients discover that they are not alone and that they share
feelings in common with others. Further, through feedback and
role-modeling the client learns socialskills. Group therapy can be
an alternative to familytherapy for the adolescent in florid rebellion
against his/her parents (Trautman and Shaffer, 1984). On the
negative side. Trautman and Shaffer (1984) are concerned that
suicidal ideation and behavior could spread to all group members.
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Family Therapy

According to "systems theory." a symptom in a family member
is maintained by faulty family structure. Therefore, the family, not
the suicidal youngster. is the "client." Blurred or rigid boundaries
between family members are examined. Examples of boundary
problems would be when individuation is stifled in the name of
family loyalty, a child forms an alliance with one parent against
another. or a child is forced to assume adult responsibilities.
Communication problems are also considered. Examples of dys-
functional communication would be when conflicts are avoided at
the expense of intimacy, excessive blaring keeps productive
interaction to a minimum, or family secrets are kept according to
powerful but unspoken rules.

At family sessions, the therapist may ask each family member
about events leading up to the suicide attempt. Typically, the
suicidal member will be in a "scapegoat" role. Complaints are
voiced and anger escalates. However, such outbursts in a thera-
peutic setting are less dangerous than bottled-up rage with a
subsequent decline into depression. Richman (1984) recom-
mended that the identified suicidal member be asked, "Do you feel
that the family is fed up with you?" or "Do you think that you are a
burden and that they would be better off if you were dead?" Covert
or overt death wislxs may be voiced by family members. Alter-
natives, other than "being rid of" someone, that could make family
life more manageable, are explored.

Relationships in dysfunctional families, indeed, in most fami-
lies, are intensely ambivalent. Behind the hate is also love. Parents
want their children to succeed at the same time that they fear their
child's autonomy. The job of the therapist is to reframe a hopeless
and hateful condition in a new light. For example, an angry
outburst can be reframed as an attempt, albeit ineffectual, to
communicate. Hope is the antidote to despair and the therapist's
faith that a family can go beyond a suicidal crisis to renewed living
is essential.

The authors regard family therapy in combination with a
cognitive-behavioral approach as the treatment of choice for most
suicidal adolescents. The major limitation is that families are
disinclined to accept responsibility for a suicidal act and will,
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therefore, push for a quick repair as opposed to a long-term
solution (Berman, 1986). In fact, less than half of families will
return for treatment after the first session (Morrison & Collier.
1969).

Mospitalization
Unless a suicidal adolescent will agree to assume xespwisi-

bility for coming to therapy sessions regularly, calling for help if
needed, and taking prescribed medication, many therapists will
refuse to treat outside of a hospital (Toolan. 1984). Increasingly.
hospital wards are being set aside for the treatment of emotionally
disturbed and misbehaving adolescaits. A course of hospital
treatment will be a month or longer. The patient receives a wide
range of therapeutic interventions. Behavior iscarefully monitored
and consistently rewarded or punished. Thereby. the patientlearns
about the "cause and effect" of his/her behavior. Richman (1984)
cautioned that discharge from the hospital for the suicidal
adolescent can be experienced as a recapitulation of other separ-
ations in the past This new separation experience must be
sensitively confronted.

A suicide attempt serves to erode parental authority. Parents
may fear that the act of disciplining their child will trigger anaher
suicide attempt Unfortunately, while hospitalization may provide
some much needed respite for parents, it ultimately diminishes
their power (Haley. 1980). Further, hcepital care is enormously
expensive.

Medication
Depressed pungsters. as opposed to those who are angry,

seem to respond well to antidepressant medication. However,
antidepressant medication, even when effective, takes two to three
weeks to produce its full therapeutic effect (Toolan. 1984). Even
when medication is effective, psychotherapy isalso recommended.

SUMMARY
As a final word of caution, treating suicidal adolescents can be

a terrible burden. Toolan (1984) advises that therapists not accept
more than one or two acutely suicidal patients in therapy at the
same time.

In summary, an adolescent who attempts suicide is reaching
out for the help. School and community groups must plan,
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network. and fund services to cope with the increasing pmblem of
adolescent suicide in the same way that provisions are made
for intervention related to physical and sexual abuse drug
abuse. We must affirm the sdf-worth of every addescent child by
being sensitive to his/her developing individuality. We must join
with our young people in creating a world that is worth living for.
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wirrosim, Apsmiticr: In this chapter are discussed
societal changes and their impactortadolescentdevelop-
ment. The rapid gmwth that makes adolescence a time cf
difficult adjustment also must interact with such power-

fulforces as the onset 4- the "information society" and its
ubiquitous computers, intense competitionforfewerjobs,
restructuring 4- traditional sex roles, the threat 4' nuclear
war, AIDS, substance abuse, and the eimion 4- the
nuclear family. The result is that today's teenagers
experience enormous stress.
Adolescents now live in a society where technology is rapkIly

changing the way we live (Rice, 1981). With the advent and
expansion of technology, we have evolved from an industrial to a
technological society. No longer does change come slowlyor are jobs
stable and secure. Americans have watched their manufacturing
industries contract one by one. Once productive and active
industries such as steel, rubber, and automotive have laid off
workers and closed plants both temporarily and permanently.
Wages and benefit conceasions, once unthinkable, have been
willingly accepted to preserve jobs. Many skilled and unskilled men
and women have lost decent paying jobs and now work for
minimum wage and part-time hours. Some formerly productive
workers have had to resort to welfare. Many workers trained in
manufacturing found their skills obsolete as technolo& altered the
workplace.

Finding a stable career is much more tedious and difficult
than it was ten years ago. As society changes. job tasks also change.
In the past. workers learned one skill which usually lasted a
lifetime Now workers in technological and information fields must
acquire new skills constantly. High school graduates find them-
selves ill-prepared for much of the technological work available.
Education and training are emphasized in most arenas. Even
those in professional areas are required to take continuing
education. Unfortunately. education does not guarantee job
security or placement As people become more educated the
competition for jobs increases.

We now live in what has been called the "information society?'
The omnipresent computer stores vast amounts of information
economically and efficiently. Even pre-school youngsters are
exposed to computers and their use. Consequently. some degree of
computer literacy has become a must for working Americans.
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Adolescents feel the pressure of this push for education, skills
training. and success. Often they pay an emotional price and
experience psychological stress as they try to adapt to these
changes (Gordon & Gordon. 1983).

Children are growing up in a world muchdifferent than that of
their parents (Gordon & Gonion. 1983). In the Pant the extended
family offered a buffer for families experiencingdisorganization or
stress. Today, families have become more mobile (Hafen &
Frandsen. 1986). moving frequently due to job advancement or in
search of new employment Fifty million Americans change their
place of residence each year (Justice &Justice, 1979). This mobility
threatens the existence of the extended family and its support
(Dacey, 1982).With mobility, families seem to be experiencing more
dienation and isolation (Gordon & Gordon, 1983).

In addition, the very nature of family life is changing Robon
(1987) str,ggested that children today are likely to experience more
than one family pattern during their development. He stated that
25% of all children will be part of a remarried family and that many
others will live in common-law families. Between 25% and 70% of all
marriages end in divorce (Gordon & Gordon. 1983; Woodward,
1978). One of every six children live with a single parent (Dacey,
1982). Gordon and Gordon (1983. p. 179) state that"single parent
families represent the fastest growing type of familyunit" Often
ordlnary problems in nuclear families become magnified in this
type of family.

Changes in the family structure are accompanied by inherent
stress. Adolescents often find these changes difficult In so-called
blended or step-families the adolescent may experience difliculty
adjusting to a new or substitute parent (Capuzzi. 1986). No
surprise should occur when teens report often feeling alienated
from their families (Dykeman. 1984). Many researchers (Peck.
Farbemw. & Litman. 1985; Hawton, 1982; Dykeman, 1984) have
suggested that changes in the quality of family life have contri-
buted to the rise in adolescent suicide.

Pfeffer (1985) stated that the most significant life stress is loss.
Strauss (1985) reported suicidal adolescents have histories
including many losses with few social supports to compensate.
"Today's families are fractured and fragile and cannot meet the
demands put on them" (Justice & Justice, 1979, p. 20).
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Surrogate parenting has snowed previously infertile couples to
conceive. Surrogating also has brought with it a hwt ofemotional.
moral, and legal dikmmas. Thne has not allowed us to assess the
influence of surrogating on the emotional/psychological well-being
of childrenvery different issues from those with which our
parents wrestled decades ago.

The increasing presence of women in the workplace and their
assumption of more powerful economic positions also has contri-
buted to the changing society. Use of child care facilities anti the
emergence of "latch key" children are some relatively new
phenomena. Relationships between husband and wife have
changed as have sex roles and expectations for men and women
(Justice & Justice. 1979).

Teens are strongly influenced by societal expectations of the
kind of work males and females should do (Rice, 1981). To find
one's place as a productive, valued member of our society can be
difficult and confusing.

The threat of nuclear war and international unrest hovers over
mankind. Although most of us do not dwell on the possibility of
nudear annihilation, the threat is inherent The festering conflicts
in South America. Africa. and the Middle East threaten to explode
in ways yet unknown. Adolescents often question social behavior
and attitudes toward war. In addition. the Chernobyl disaster has
illustrated that nuclear catastrophes are no longer part of the
future but a real part of our present

Coping with these changes brings confusion to the adjusting
family. In many ways. "the home has become a pressure cooker"
(Justice & Justice, 1979, p. 20)

THE NEW AGE ADOLESCENT

Physiological, psychological. sexual, academic, and family
pressures always have been difficult during the transition from
childhood to adulthood. The inherent conflicts associated with
adolescence are today intensified as society passes through an era
of upheaval.
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Physiological Changes

At puberty, increased physical growth combines with social
and cultural pressures (Golombek. 1983). Adolescents ate con-
cerned about these physiological changes, and resulting social
pressures (Shertzer & Stone, 1981). They are concerned about
their rate of development and how it compares with their peers. Self
doubts about appearance are accentuated by the impossible
physical ideal perpetuated In the media.

Teens also are reaching puberty at ayounger age. This means
the gap between physical changes and emotional maturity is
widening (McCoy, 1982).

Psyeingogkal Changes

Adolescents strive to become independent while still main-
taining some sense of security. One important developmental task
of this stage is the separation from one's family. The confusing
issue for adolescents, however. Is that they are still dependent upon
their families for their physical and psychological needs.Another
cause for confusion is the mixed messages sent by families. At one
point parents may call for independence and responsibility from
their teens. At another they may treat their az-Vescent as a child.
Adolescents are forced to chowse between adult rules and peer
rules. They find themselves struggling to resolve these issues and
become autonomous. Adolescent behavior, consequently. often
appears confused and inconsistent (Davis, 1983).

A sense of belonging is a pressing need for teens(Levine, 1983).
In the place of family, adolescents seek acceptancefrom their peers.
Due to insecurity, adolescents conform in attempting to emulate
the group they wish to join (Sherzer & Stone, 1981). No matter the
socioeconomic level, crowds or cliques are part of the adolescent
world (Dunphy.1980).

Adolescents are sensitive to criticism and rejection. Hyper-
sensitivity is an occasional problem for teenagers. They become
upset by perceived rejection. The search for identity often leaves
teens feeling isolated and alone. Those that are different are often
ostracized and called by slang names such as "nerd" and "geek."
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Unfortunately. our society has very narrow definitions of what
adolescents, of either sex, must look like Being obese isa problem
for many adolescents because they are affected by popular images
of the ideal body (Rice. 1981).

Girls have difficulty coining to terms with their bodies. They
may feel that their breasts are too small, thighs too big and
stomachs too full. This quest for an arbitrary ideal often leaves girls
unhappy and dissatisfied. Since not all girlscan be "perfect," much
pressure exists for them to achieve "perfection" in maladaptive
ways.

Boys face different physical pressures. The addescent male
learns he has to be tall and strong. Sports. which, for goodor !Mare
deemed important by peers. parents, teachers, and others, are the
purview of the larger, swifter, and stronger boys. Shorter, slower
boys are usually left out.

Because adolescence is often an awkward physical stage for
both sexes, many teenagers feel unattractive, unpopular, and
unhappy. The lack of acceptance of their physical selves makes it
difficult for many to achieve feelings of self worth.

Sexuality

Adolescents struggle with identity problems particularly as
they relate to their sextinl fePlings (Finch. Poznanski, & Waggoner,
1971). They face many conflicting messages about sexuality. The
media is setn to advocate sex without responsibility. Yet increas-
ingly teens are warned of the dangers of sexuality transmitted,
sometimes life threatening diseases, such as AIDS.

Many adolescents are sexually active. One-half of all teens
engage in sexual intercourse before they leave high school, while
births to unwed teen mothers have reached an all-time high
(Gordon & Gordon, 1983).

In spite of apparent sophistication, adolescents may have little
accurate sexual knowledge. They have difficulty admitting to this
lack of knowledge because it can be interpreted as a sign of
immaturity and social inadequacy (Anarson, 1984).
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Like adults. adolescents are confused about sex nple differ-
ences (Anderson, 1984). Young women are still pulled between
success goals and affiliation needs. Young men are confused about
their own roles and the expectation of others.

Since intimacy is one of the tasks of older adolescence, teens
find the need to become involved in intimate relationships
regardless of the sexual involvement.

Mood Pluctuationo

Mood swings seem to be a trademark of adolescence Internal
and external events seem to have a greater impact during
adolescence (Offer & Franzen, 1983). Thesemood fluctuations also
may be a result of the confusion of sifting through old and new
values and developing a style which is right for each individual.

Adolescents are present oriented. The future is now. This
causes adolescents to behave impulsively, experiencing things that
physically, and psychologically, they may not be ready for.

Addovement Pressures

Our society puts a premium on achievement and competition
Gordon & Gordon, 1983). Making money and moving up the
corporate ladder are the values of the 1980s. Adolescents are told
via marketing and mass media they must achieve academic
success to afford the many luxuries of our times.

Pressure exists to ge.t into the "right" college or university.Part
of the process of getting accepted means not only good grades but
good test scores. We see the evidence of this in the manyACT and
SAT preparation courses available both in high schools and the
private sector. The emphasis on academic achievement has filtered
down to pressure youth as young as three or four years old as
parents push for the "right" pre-schools. The need to choose a
major or enter a particular discipline of study puts added stress on
adolescents seeking a college education.

Many parents. too, have high expectations for the achievement
and success of their children. This comes at a time in which the
upcoming generation, for the first time in the nation's history. will
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not achieve a higher standard of living than their parents. For
adolescents. the inability to live up to parent's expectations can
signify loss and can lead to depression (McCoy. 1982).

Family Conflicts

Historically, adolescents have experienced difficulty dealing
with their parents. Much of this conflict arises from the natural
process of forming an identity while developing values of their own.
Many parents do not have the skills, time, and energy to be good
listeners. Many families have difficulty sharing feelings (Capuzzi,
1986). especially positive ones. Consequently, communication
problems occur between parents and their teens.

Increases in the reports of physical, sexual, and emotional
abuse in our culture have been documented. More families report
problems with drugs and alcohoL Approximately three million
teens haw problems with alcohol (McCoy, 1982). Intrwtions
within the family are often abusive. Healthy communication and
support for adolescents In families with abuse or chemical
dependency problems are too frequently minimal or unavailable.
Adolescents go through a naturally difficult time of testim their
limits. Those from abusive families, however, must do so without
the love, support, and safety net they really need.

Part of developing self identity means exploring and devel-
oping relationships with many kinds of people. Not all relation-
ships will last. Therefore, normal adolescence also means learning
to cope with Icos. Loss takes many forms, such as through death.
termination of a relationship, or divorce. Through dating and
development of peer relationships, adolescents will natizally be
forced to deal with loss. All loss is difficult However, loss combined
with the turbulance of adolescence can be particularly difficult.

WE LIVE IN A STRESSFUL SOCIETY

The rate of change in our lifestyles has increased tremendously
(Dacey, 1982). The rapidity of change In society suggests a
continuing increase in stress levels.

One of the shortcomings in society, has been the failure to
teach stress-coping skills. Neither parents nor schools have
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adequately taught children and adolescents how to deal with the
stressors of life in the late 20th century.Young boys are taught "big
boys don't cry and emotions exhibited by women are often seen as
"weak." Consequently, the natural ways in which we deal with
stress are negated. We teach people to work against natural
healing, while suppressing feelings and emotions.

In this culture, apparently the inability to deal with emotional
stress is considered a weakness. On the other hand, to have a
physical problem is acceptable. In many cases one will get
sympathy, encouragement and support for physical ills. However
to discuss psychological ills is less acceptable. To show stress is to
show weakness. therefore, those underemotional stress often deny
its existence.

Unfortunately, when stress is not dealt with, it takes its toll.
Physically stress can aggravate many pre-adsting conditions. The
top selling prescription drugs in this country are used to treat
conditions which are stress related. A large percentage of the visits
to family physicians are stress related. For adolescents, failure to
deal with stress often means an increase inpsychological concerns
such as depression, h thargy. anxiety. and fear. Stress may even
trigger suicide attempts (Rice 1981).

Our society endorses instant gratification. This notion is
particularly reinforced for adolescents vta the styles and fads they
embrace Most adolescents, like their adult counterparts, are
looking for a fast easy way to reduce stress. Because of pessimism
about the future and focus on the present, many teens are
searching for, and finding, momentary relief. They also are being
reinforced for doing so by society. The coping mechanisms are
often maladaptive Alcoholism and other drug abuse, teenage
pregnancy, eating disorders. runaways, and the perfect-child
syndrome are running rampant in our society.

Ways Adolescents Choose
to Cope with Stress

Society has paid little notice to the stressors adolescents
experience. The exception, rather than the rule, is for parents to
work with and talk to their children about coping with everyday
stress. Schools are equally negligent. anything, the emphasis in
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schools is moving toward a "back to basics" approach with reading,
writing, and arithmetic the central focus. Consequently, teenagers
are forced to find other outlets for coping with stress.

Unfortunately. many of the maladaptive ways of coping with
stress have received extensive media attention. To find a magazine
which does not contain full-par ads ahrocating the use of alcohol
with friends and family is difficult to do. Often these adsare made
more appealing through endorsements by celebrities and athletes.
Widely watched soap operas and prinv-time television axlvocates
the virtues of sex with multi* partners and without much
acknowledgement of pregnancy, disease risks1 or moral issues.
More than any other age group, teens are susceptible to this media
bombardment Messages about adaptive ways to deal with stres-
sots are rare.

One of the most readily and socially acceptable ways teens
maladaptively deal with stress is through the consumption of
alcohol. Shertzer and Stone (1981) stated that approximately 90%
of all teens have tiled alcohol. It is easy to purchase, legally or
illegally, in most states. Not only has a dramatic increase occurred
in the use of alcohol but in the abuse as well. The National Institute
on Alcohol Abuse and Alcoholism reports that 1.3 million American
teens between the ages of 12 and 17 have some problem with
alcohol (McCoy, 1982). Oftenilmse problems go undetected for long
periods because of the availability of alcohol and its acceptance
among teens and parents.

"There has been a dramatic increase in the extent of drug
abuse other than alcohol." (Rice, 1981, p. 125). Many drugs have
lost some of their stigma as more Americans turn to them as a
means of reducing stress.

Unfortunately. drugs and alcohol do provide quick. albei
temporaiy, relief. Because of the focus on instant gratification, the
quick relief of drugs is often seen as the only solution or as more
tempting than a life-style change that includes stress reduction.
Drugs also tend to loosen inhibitions. This is an attractive
alternative for adolescents who are uncomfortable socially. For a
few dollars they find talking, flirting, or simply being with each
other easier. They allow, for a time, the avoidance of problems and
the necessity of dealing with them.
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Finally, in their own homes, adolescents are seeing their
parents use and advocate use of alcohol and other drugs as stress
reduces. It has been estimated thatone-fifth ofall adolescents come
from homes where one or both parents have drinking problems
(Hakn & Frandsen, 1986). Adolescents, then. are actually prac-
ticing what they see at home and in the media.

Teenage Pregnancy
Adolescence always has been a time to develop a sexual

identity. However, many teens are using sexual activity as a way to
deal with feelings of inadequacy and insecurity. They learn early
that being "sexy" is often equated with being wanted. Being sexy
means getting favors and compliments (Justice & Justice, 1979).
Unfortunately, much of the information teens ieceive on devel-

oping a sexual identity is from either the popular press or each
other. Consequently, teens are either uninformed or misinformed

This lack of information may contribute to the increasing
number of teen pregnancies. Births to unwed teen mothers have
reached an all-time high. "Ten percent of all American teens get
pregnant and six percent give birth," (Dacey. 1982, p. 256). In many
high schools. it has become a status symbol to get pregnant and
keep the child. Some parents and Mends condone the event by
having baby showers for pregnant teens. If teens keep their
children, society must make changes to adapt to the developing
societal patterns. Schools will need to offer tutoring and child care
classes.

Many pregnant teens still seek to terminate their pregnancies.
An estimated one-third of all abortions performed in the United
States are on women under the age of 20. Approximately 40% of
teenage pregnancies are terminated by abortion (Interdivisional
Committee of Adolescent Abortion, 1987). Many women of all ages
are ill-prepared to make a decision regarding abortions. Teenagers'
insights are often clouded by parents, friends, and boyfriends.
Many times the decision is made for them. Often, the only post-
abortion counseling that is done is for birth control information.

Teens are receiving mixed messages about themselves, their
sexuality, and the sex act. Unfortunately, they seem tobe receiving
minimal accurate information not only on the physiological
aspects of sexuality but on the emotionaland psychological aspects
as well.
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Runaways

Another way teens choose to c , ape a stressful situation is to
physically remove themselves from it. Approximately 775.000 to 1
million teens run away annually (Slwrtzer & Stone, 1981: McCoy,
1982). Some of those teens are "throwaways," who for a variety of
reasons, have been told to leave or are "kicked out" of their home&
Often runaways have been abusive to or abused by their parents.
Many come from homes where they have been victimized and/or
exploited. The absence of communicat Ion makes them feel isolated.
They believe nowhere, no place, no one is avaikible for them to Wm_
So they run. With few financial resources and being emotionally
ill-prepared to handle their feelings1 they frequently turn to
prostitution and child pornography. Escape from a pemeived bad
situation turns even worse.

Eating Disorders

As stated previously, teens are pressured to look like the "ideal"
adolescent-male or female. For adolescent girls the pressure is to be
thin. In fact, we have incorporated into our culture the saying "you
can never be too rich or too thin." "Since adolescent women get so
much confirmation from their appearance, they soon learn that
their bodies are their mouthpiece" (Garner & Garfinkle. 1985. p.
90).

Unfortunately, adolescence is often a time of vulnerability due
to such poor self-images (Gordon & Gordon, 1983), Therefore,
pressure at this time to look a certain way only highlights
insecurity and increases stress. An estimated one in four teenagers
has trouble with some form of eating disorder. The ratio is not
surprising given the premium our culture puts on youth and the
social ntigma against being overweight (Garner & Garfinkle, 1985).

Eating disorders such as anoroda nervosa and bulimiaare not
dieting issues. however. Rather, adolescents seem to develop an
eating disorder as a means of achieving a more acceptable
appearance while gaining control over the stresses in their lives.
Although previously considered a "female" disease, increasing
numbers of males are developing eating disorders for many of the
same reason&

Perfect Child

Some adolescents deal with stressors by trying to be "perfect"
These teens are fearful of making mistakes. They base their
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feelings. and consequently their actions about themselves on the
opirdon and feedback of others.

They often feel that parental love depends on their achieve-
ment (McCoy, 1982). Therefore, they push hard to succeed by their
parent's standings. often negating anydevelopment of their "true"
selves.

SUICIDE: THE ULTIMATE WAY
OF COPING WITH MESS

As adolescent suicides increase, more parents, teachers, and
the general public are asking why so many young. capable,
ktdolescents see suicide as their only alternative.Typically suicide is
not the result of a single traumatic event. Usually a number of
factors have accumulated for the adolescent with little coping
skills. Suicide, then, can be seen as an act to relieve "thwarted or
unfulfilled needs" (Shneidman, 1985. p. 126). It is a way out of a
painful situation.

"Suicide is both a personal and social act," (Reynolds &
Earberow, 1976, p. 33). In order to understand suicide we must by
to understand both theadolescent and the social-cultural environ-
ment. In addition, suicide is a complex symptom evolving out of
effects such as depression, anxiety, and anger (Pfeffer, 1985) in
combination with environmental factors.

Recognizing the preceding as existing for teenagers, we can
summarize common precipitators ofadolescent suicide. We know
that depression is common in adolescence (Rice, 1981). Depression
is the most common factor in suicide (Hafen & Frandsen, 1986).
Loneliness also is seen as a factor in suicide and chemical
dependency (Dykeman. 1984). Family crisis or abuse are contri-
butors to adolescent stress (Pfeffer, 1985). Social uninvolvement
and solitary living (Trout. 1980) or at least lack of intimate
involvement also may be contributors. Loss, whether it be of a
person or a relationship, is a commonprecipitating event (Strauss.
1985) as are school difficulties and the pressure to perform. At least

one in four of those adolescents who attempt or commit suicide
have a parent who has attempted suicide (Hafen & Frandsen.
1986).
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"Adolescents who attempt suicide also experience feelings of
low self-esteem" (Capuzzi, 1986, p. 3). Because society does little to
help teens feel good alma themselves, teens are insecure and
overwhelmed by various feelings. In fitct, many adolescents have
experienced one or many of the precipitators mentioned in the last
paragraph. Couple the common precipitators of suicide with the
lack of adaptive coping skills and one begins to see the possibility of
suicide being viewed as an option by many teens.

Adolescents often have a romantic view of suicide (Dykeman,
1984). Many see it as the ultimate sacrifice or conversely, the
ultimate revenge. Examples in literature, such as Romeo and
Juliet, reinforce this notion as do many of the current examples in
mass media. Those with suicidal intention may be encouraged to
cany out the act because of current coverage by the media (Hawton.
1982).

Suicide can be seen as the most maladaptive means of
communicating feelings of isolation, despair. fear, and anxiety.
Unfortunately adolescents haven't been taught adaptbre and less
destructive ways of communicating these messages through

Suicide is one of the topics our society has tried to avoid. We
simply do not have a very open attitude about death. Many adults
are fearful and tend to avoid talking Or thinking about death. In
addition, only recently have we begun to look at ways to talk to
children and adolescents about death. Rarely have parents,
teachers, and teens themselves learned to talk to adolescents and
each other about suicide. Only after several adolescents choose
suicide do leaders in the community attempt usually to educate
themselves and develop communication and "prevention plans."
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EDITORIAL ABSTRACT: 'lb address adolescent beha-
vioral indicators re suicide. It Is important tojbst establish
a conceptual baseline of "normal adolescent behavior."
nom this point cf departure. a descriptive representation
ce the behavior, verbal and nonverbal, cy" the presuicidal
adolescent can be discussed. The purpose qf this chapter
is to present the topic of behavioral indicators in an
integrative manner by examining suicidal behavior in
the context offamily. school. and peer gn)up.

As one examines the literature concerning the behavioral
indicators (clues or warning signs) of suicide. one is struck by the
fact that a considerable conflict of opinion exists concerning the
importance of these verbal and nonverbal clues. For example, some
suicidologists believe that behavioral indicators or clues are not
obvious, but others suggest that most, if not all, adolescents will
give clear warning signs prior to their self-destructive behavior.
The following statements exemplify the diversity of opinions
concerning suicidal clues:

The majority of adolescents who attempt suicide do not give
those people around them any signals in the form of recognizabie
changes in behavior that the event is forthcoming (Finch &
Poznanski, 1971. p.3)

It is impossible to crystallize a specific presuicidal syndrome
that predicts if an adolescent will commit a suicidal act. (Otto.
1964, p. 387)

Contrast the two preceding statements with the three that follow:

The teenager who has reached a point of seriously considering
suicide never fails to send out warning signals. (O'Roark. 1982,
p. 16)

Of the serious suicide attempts, prod romal cl ues were present in
over 70 percent of the cases. (Perlsteln. 1966, p. 3017)

The clues to possible suickle are thus readily available to almost
any sensitive person who cares enough to see and respond tonne
whose life ts hanging in the balance. (Parker. 1974. p. 70)
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Most authors writing of suicide have devoted appmximately 2
to 8 pages to the subject of behavioral indicators. The paucity of
material on this topic may exist because identifying the most
salient clues that could save as lend* indicators of an individual's
struggle with life and death is a difficult, if not impossible task. The
purpose of this chapter Is to argue that most of the literature to
date has attempted to describe the "clues" without addressing the
environment or setting from which they spring. To address
adolescent behavioral indicators of suicide we must first establish
a conceptual baseline of "normal adolescent behavior." From this
baseline a descriptive representation of the behavior, verbal and
nonverbal, of the presuicidal adolescent can be pcsited.

The goal of this chapter is to present the topic of behavioral
indicators in an integrative manner by examining suicidal behavior
in the context of family, school. and peer group. Air too many
writings in the past have simply listed the behavioral signs, leading
readers to believe falsely that they possessed a recipe for
prevention.

THE NORMAL ADOLESCENT

The adolescent has been described in history and in theory as a
young person wrought with turmoil and stress who is a challenge
to teachers, therapists, and wirticularly to parenta Plato and other
Greek writers laid a view of youth as a time of marked emotional
upheaval. Shakespeare described inzthethan teenagers as spending
their time doing little more than "wronging the anciently." And
Anna Freud (1958) described adolescence as a period charac-
terized as an interruption of peaceful growth (p. 255). G. Stanley
Hall (1904), a pioneer in adolescent psychology, also described
adolescence as time of "turmoil":

The teens are emotionally unstable and pathic. It is a natural
Impulse to expe,Aence hot and perfervid psychic states, and tl
whole is characterized by emotionalism. (p. 74-5)

One of the major impacts of Hall's theory was to establish the belief
that conflict wasan inesaipable component ofadolescent development.
In contrast. Margaret Mead (1928) challenged this theory with her
anthropological account of other societies in which adolescents
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developed without major upheavals. Her observations and later
findings contested the belief that adolescents and those around
them must experience "storm and stress."

Without question for some, adolescence is a difficult and
stressful time. For others, it is a relatively smooth transition
between childhood and adulthood. For many researchers tl"e
important question is not whether turmoil does or does not exiot,
but whether or not it is correct to expect that every adolescent will
pass through a tumultous period. Offer. Ostrov. and Howard
(1981) suggested that the prevailing attitude is questionable:

The oftencited attitudes that such adolescents are "ping
through a stage." or that he or she "will outgrow this." may hann
the teenager. A disturbed3mungster is done no senrkv when his
mood swings are inaccurately seen as predictable, his negative
affect as typical. and his extreme rebellion as understandably
normal. Even more ironically, no good comes of seeing an
adolescent's disturbed adjustment as confirmation of a theory
about how normal adolescents feel and behave, instead, we
should ask. "How does this adolescent compare to others who
cope successhilly?" (p. 93)

Without a depiction of the normal adolescent, a danger exists of
overlooking and minimizing true adolescent disturbance and
passing it off as mere transitory pubertal reactions. This is of

Irticular concern for mental health practitioners involved with
entially suicidal adolescents.

Chic atter,ot to clarify true disturbance and distinguish it
from normal a *scent behavior was that of Oldham (1980). He
reviewee several longitudinal studies of patient and nonpatient
adolescents and found that normal adolescents manifested the
following behaviors:

1. Most adolescents maintained psychic equilibrium while
struggling with the developmental tasks.

2. Adolescent development was generally associated with
successful family adjustment.

3. Thrmoil was normatively manifested in mild forms of
depression and minor disagreements with
authority figures.
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Other reviewers, such as Coleman (1979). Ellis (1979), and Rutter
(1980). essentially arrived at the same conclusions as adham.
Rather than saying that all adolescents experience agreat deal of
stress and disturbance, probably a moreaccurate statement would
be that some adolescents experience a great deal of stress and
disturbance, some very little, and the others a moderate amount.
Of the disturbed adolescents who were studied by Ostrov. Offer,
and Hartlage ( 1984). theprevalenceofdisturbedadolescents wananting
psychiatric intervention ranged from 10 to 30%; onephalf of those
identified by the researchers as needing psychiatric intervention
were not recognized by adult family members as needing help.

Offer, Ostrov, and Howard (1984) studied large groups of
normal adolescents from a variety of cultures. Their depiction of
normal adolescents in our culture, in the 1980s, was ofadolescents
who reportedly enjoyed life and were happy most of the time. They
felt that others treated them fairly, and they believed they could
control themselves in ordinary life situations. They also felt relaxed

under usual circumstances. Most felt proud of their physical
development and believed they were strong and healthy. They
reported pleasure from doing a job well, were positive about their
future careers, and wished not to be supported for the rest of their
lives. Mrst saw themselves making friends easily and believed they
would be successful both socially and vocationally. The mEgority
stated that for them having a friend of the opposite sex was
important and most were not afraid of their sexuality. They did not
report major difficulties with their parents or other inter-
generational conflicts in the present, nor did they perceive any
major difficulty in the past or expect any major changes in the
future. They saw themselves as capable of coping with new
situations, enjoyed challenges. and tried to learn in advance about
novel situations. Most were optimistic. confident, and liked to put
things in onier. They expressed a willingness to do the work
necessary to achieve, and if they failed, believed they could learn
from the experience. Finally, normal adolescents did not see
themselves having psychopathological symptoms ard on the
whole. saw themselves as having no major problems.

These researchers also foundgender differences but no significant

age variations. The girls exhibited more negative feelings about
their moods and described themselves as more lonely, sad, and
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vulnerable to being hurt They felt less positive about their body
changes and body image than the boys. The girls professed
stronger social values, were more empathic and concerned
about the welfare of others, and exhibited a need to express the
truth. They also had stronger ties to family and friends. Lastly. the
girls expressed a preference for the work ethic. The boys on the
other hand, showed more autonomy. were less other-directed, and
demonstrated a willingness to stop short of nothing if someone
wronged them. They saw themselves as leaders and were less
attached to their relatives and friends. In general, the girls reported
strong coping abilities, but not as strong as those described by
their male counterparts.

Offer. Ostrov. and Howard (1984) did not find the normal
adolescent in the throes of turmoil, and they felt that these
adolescents adjusted adequately. They concluded:

The vast majority of those teenagers function well, enjoy good
relationships with their families and friends, and accept the
values of the larger society. In addition, MOM report having
adapted without undue conflict to the bodily changes and
emergIng sexuality bmught on by pubarty. The only notable
symptom that we encountered among normals was a situation-
specific anxiety that nonnal adolescents can handle without
undue trauma. (p. 12)

We have focused on the normal adolescent to establish a
baseline for comparison. As mentioned earlier, a relatively large
number of disturbed adolescents often go unnoticed and can be
described as the "quietly disturbed:* Ostrov et al. (1984) stated that
"members of this group often become known only when they
emerge from their quietness and loneliness with a sudden
desperate act such as suicide or homicide" (p. 73). Perhaps the
inability to assess these teenagers as disturbed is a result of
promulgating the belief that they are just "going through a stage.
and they will eventually snap out of it."

Adults must learn to listen with empathy to adolescents'
descriptions of their internal and external worlds. They must
compare the description of the adolescent population of one
generation with that of another, and whenever possible, consider
the changes in an adolescent's behavior over time. Otherwise.
there is always the danger of minimizing an adolescent's distress
and possible desperate plea for help.
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THE NORMAL FAMILY

Critical to the development of the adolescent is the family
system, and specialists in adolescent psycholoa have come to
recognize the need to look at adolescent development within the
context of the family (Carter & McGoldrick. 1980; Haley. 1973;
Minuchin. 1974). In this section we are interested in providing a
behavioral baseline of the normal family. We believe that the
suicidal adolescent often develops within a dysfunctional family
system: thus, knowledge of the normal family system may provide
an important backdrop for better understanding the suicidal
youngster.

West ley and Epstein (1969) identified several family variables
associated with the mental health of adolescents. For example,
they found couples with happy and healthyteenagers felt emotionally
close, met each other's needs, encouraged positive self-images in
each other, were dear about their identities,and saw their children
as distinct fmm themselves. Other predictors of positive family
mental health were a balanced division of labor and acceptance of
parental roles.

13eyond the basic task of assuring physical survival of family
members, Lewis, Beavers, Gossett, and Phillips (1976) stated that
the well-functioning family had the capability of providing each
family member with the optimal balance of separateness and
attachment required for attainment of individual developmental
goals. These researchers referred to separatenem as the ability to
experience oneself as a differenUated person, autonomously functioning
and responsible for one's own life. They referred to attachment as
the ability to relate to others, to make commitments, and to
exercise the capacity for initimacy. Lewis et al. also found that
normal parents were authoritative but not authoritarian; they
were in charge but without rigid rules that applied at all times.
Even though other relationships were important. no competing
parent-child coalitions were found in the optimal families. These
families were also characterized by hi& levels of autonomy along
with high levels of closeness. Problems were usually solved
efficiently by negotiation, and if a compromise could not be
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reached, the parents traditionally had the last word. Empathic
responses and affectionate messages were common; the family
mood was one of warmth, humor, and optimism When tensions,
disagreements1 and family losses occurred, the optimal families
appeared to know how to cope.

As a result of the National Family Strengths Research Project,
Stinnett (1983) reported six qualities present in strong families.

1. Members express a great deal of appreciation for
one another.

2. Family members make the effort to structure their
lifestyles so that they have time to spend together.

3. Direct communication is an important component

4. Promotion of each other's happiness and well-being
takes precedence.

5. Commitment to a spiritual life-style is important.

6. An ability to cope with crisis is a high priority.

With a brief background of the so-called "normal adolescent"
and "normal family." we can now turn to identification of the
pre-suicidal adolescent.

IDENTIFYING THE
PRE-SUICIDAL ADOLESCENT

The precursors to suicide have been termed "prodromal clues."
which are considered to be important predictors of a potential
suicide (Shneidman. 1965).
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In reading the list of psychological indicators remember that if
an adolescent exhibits any of the dues that are described, such
clues should not be extrapolated immediately to mean that the
adolescent is at risk for suicide. Deykin (1984) suggested that
adolescents who display such clues may merely be exhibiting
manifestations of so called "normal" adolescent development Or
the behavioral clues may be appropriate responses to certain
situational stressors. According to Deykin, one or two behaviors or
symptoms of a brief duration should not be construed automat-
ically as pre-suicidal indicators. However, if the youth displays
these behaviors over a period of several weeks, he/she may very well
be issuing "a cry for help" as a prelude to a self-destructive act.

Parker (1974) summarized the tenuous interpretation of such
clues:

While some puthorities feel that more dues are likely given by
younger rather than older persons, and by the attempters more
often than those determined todie, theconsensus is still that in
virtually all. the desire for life is as strong as any impulse todie.
Hearing. seeing, and respondingwith helpful concern can make
all the difference. (p. 70)

In the following sections of this chapter, the verbal and
nonverbal warning signs or clues will be presented within the
context of psychosocial, familial, psychiatric, and situational
indicators of suicide.

PSYCHOSOCIAL INDICATORS
OF ADOLESCENT SUICIDE

The psychosocial indicators of adolescent suicide pertain to
the social influences as well as psychological processes that
influence an individual's behavior. The following psychosocial
indicators will be examined: (1) poor self-esteem and feelings of
inadequacy, (2) hypersensitivity and suggestibilty, (3) the need to
achieve perfection, (4) a sudden change in social behavior, such as
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giving away a prized possession. (5) rapid deterioration of
performance or attendance in school, and (6) underachievement
and learning disabilides.

Poor Self-Esteem mid
Fee lisp of Inadequacy

Low self-esteem traditionally has been described as a
component of personality and/or depression (Pearlin & Schooler,
1978: Rosenberg, 1965). Self-esteem also has been viewed as a
predictor or barometer of an individual's ability to cope with life
stress (Dohrenwend & Dthrenwend, 1981: Hughes & Gove, 1981:
Lin, Dean. & Ensel, 1986:Wheaton, 1983). According to Rosenberg
(1965). low self-esteem implies "self-rejection, self-dissatisfaction,
and self-contempt" (pp. 30-1). In short, poor self-esteem breeds
feelings of inadequacy.

In an explosatory study of adolescent suicide attempters,
Tishler and McKenry (1983) found that adolescent sui-
cide attempters displayed significantly less self-esteem than
nonattempters.

Hypeisensitivity and
Suggestibility

Husain and Vandiver (1984) stated that the adolescent who is
hypersensitive and suggestible may be at risk for suicide. Other
researchers have studied the phenomenon of suggestion.
imitation, and contagion and have reported that imitative learning
is influenced by a number of factors such as characteristics of the
model, rewards associated with the observed behavior, identi-
fication with the decedent, etc. (Bandura, 1977; Gould & Shaffer.
1986: Phillips & Carstensen. 1986).

Although examination of the role of imitation and suggest-
ibility in adolescent suicide is still in its infancy, the data appear
sufficient to conclude that presenting media coverage of suicide
within an aura of romanticization may be dangerous, particularly
to youth who are most vulnerable (Gould & Shaffer, 1986; Phillips &
Carstensen, 1986).
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Pethetionism

One of the subpopuiations of youth who are mostsusceptible
to perfectionism are gifted adolescents. De lisle (1984) suggested
that a link exists between giftedness and suicide which is often
manifested in the form of an ovenvhelming desire to achieve
perfection. He also pointed out that additional stressors are placed
on gifted youngsters which put them at high risk: self and societal
expectations, the feeling that one's gifts and talents can and should
benefit society, and the strain of being intellectuallycapable while
at the same time often socially immature.

Leroux (1986) summarized the"catch-22" situation that some
gifted adolescents find themselves in:

Gifted youngsters can haw an overly demanding image of self
because of their personal high expectations. When a
discrepancy occurs between ideal selfasptration. unrealistic
goals. and low self-esteem, there is the potential for high risk. (P.
77)

Sudden Change in
Social Behavior

Mmt experts agree that an important danger sign for suicide
can be a sudden change in social behavior. For example. if an
adolescent gives away his/her most prized possessions, such as a
favorite collection of music tapes, a stereo, or a musical instrument
it could be a clue that the individual is contemplating the severing
of social ties and ultimately, the severing of life.

Academic Deterioration

Suicidal adolescents have typically demonstrated greater
withdrawal from and less involvement with t.he milieu than is true
for non-suicidal adolescents (Berman, 1986). Teachers and
counselors are in a good position to note any sudden or rapid
deterioration of performance or attendance in school. Such a
decline in perfonnance may be attributed to a numberof problems
such as school phobia. disruptive interpersonal behavior, or a
general preoccupation with emotional concerns and conflicts.
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Although Sartore (1976) did not find a correlation between
failure in school and suicide, he did suggest that school failure may
lead to loneliness; loneliness, in turn, can prompt depression.
which is associated with suicide.

In a study of adolescents 12 to 18 years of age who had been
admitted to a hospital because of self-destructive behavior ot
strong suicidal threats, Gispert. Wheeler. Marsh, and Davis (1985)
found that of the 80% who were enrolled in school. 45% were
typically truant or did not attend school at all and only 50% were at
the appropriate grade level.

Underachievement and
Leandng Disabilities

The youngster who consistently experiences feelings of failure
despite expending effort and a desire to succeed, will often
experience learned helplessnessa belief that failure cannot be
avoided (Hiroto & Seligman. 1975; Maier & Seligman, 1976;
Seligman, 1975). Thomas (1979) identified these negative self-
attributes as typical of individuals who have been identified as
learning disabled. According to Thomas. the learning disabled
individual tends to attribute his/her failures to a lack of ability

ther than a lack of effort.

Peck (1985) reported that in a 1978 study of adolescents under
the age of 15 who had committed suicide. 50% had been diagnosed
as learning disabled. The following vignette presented by Peck
illustrates such a victim:

A typical case exam* of a youngster in this categmy is that of
13-year-old Michael. the oldest of two children. Michael came
from an intact middle-class family in southern California. As a
fourth grader he had been diagnosed as hyperkinetic, placed on
Ritalin. and entered into a special treatment pmgrani. While
this helped somewhat with his disruptive behavior, his ability to
concentrate was still limited. Michael was described as having a
very poor frustration level and would frequentlyshow aggressive
behavior toward his peers. He was teased for his bad temper. By
the time he had reached the seventh grade, he had rather poor
relationships with hispeers. except for one friend. Ho was
involved in an intense. rebellious. independent struggle on the
one hand. yet overly dependent on his family on the other. As a
result he always seemed to be fighting with his family. He would
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frequently express feelings of unhappiness and dissatisfaction
with his life to people around him. After no particular
previpitating stress, approximately two weeks before his thir-
teenth birthday. he found his father's gun and shot himself in
the head. fp. 1161

TABLE 3.1
Psychosocial Indicators of Adolescent Suicide

Indicators Evidence/Description

I. Poor self esteem and feelings of
inadequacy.

2. Hypersensitivity and suggest-
ibility

3. Perfectionism

4. Sudden change in social be-
havior,

5. Academic deterioration

6. Underachievement and learn-
ing disabilities

'1}Tically manifested by
an element of personality
or depression; a predictor
of the ability to cope with
life stress.

Often manifested in the
form of imitation which
may be associated with
suicide contagion.

Often evident amorg
gifted adolescents who
feel the need to fulfill
societal expectations.

Often manifested in
giving away ones prized
possessions.

Exhibits itself by sudden
and rapid deterioration
of performance or attend-
ance in school

Identified by feelings of
failure, learned helpless-
ness. negative self atti-
tudes. Often evidenced by
attribution of failure to a
lack arability rather than
a lack of effort.

Sources: Debate, 1984; Dohrenwend & Dohrenwend. 1983; Gould & Shafer. 1986:
Husain & Vandiver. 1984: Pearlin & Schooler. 1978: Peek. 1985: Phillips &
Corstensen. 1986; Rosenberg. 1965: Sartore. 1976:Seligman, 1975:Thomas. 1979.
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FAMILIAL INDICATORS
OF ADOLESCENT SUICIDE

The familial indicators of adolescent suicide pertain to some of
the origins of suicidal crisis that emanate from the interaction of
the adolescent and his/her family. The following familial indi-
cators will be examined: ( 1 ) disintegrating family relationships, (2)
economic difficulties and other family stresses, (3) child and
adolescent abuse. (4) ambivalence between dependence on family
vs, independence, (5) running away, (6) unrealistic personal or
parental expectations, and (7) a family history of suicidal behavior.

Dbdntegniting Family
Relationsidps

A finding common to many studies of attempted suicide in
adolescents is that in a significant number of cases there is a
history of a disintegrating family or broken home (Bergstrand &
Otto. 1962: Hawton. 1986: Jacobs, 1971: Walker. 1980).

Hoff (1978) presented the following vignette that describes
how a disintegrating family relationship can precipitate a suicide
attempt:

Sally. ay 16. made a suicide attempt by swallowing six sleeping
pills, which is a medically non-serious attempt Though she
contemplated death. she also wanted to live. That is, she hoped
that the suicide attempt would bring about some change in her
miserable family life so that she could avoid the last resort of
suicide itself. Before her suicide attempt Sally was having
trouble in school. she ran away from home once. experimented
with drugs. and in general engaged in behavior that brought
disapproval from her patents.

All these behaviors are Sally's way of saying "Listen to me."
"Can't you see that I'm miserable...that I can't control my
9W...that I can't go on like this anymore?"

Sally had been upset for several years by her parents constant
fighting and favoritism among the chilrhen. Her father drank
heavily and frequently was away from home. When Sally's school
counselor had recommended family counseling they refusal
out of shame. Her acting out was really a cry for help. 115)
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Tishler. Wic 'Cerny, and Morgan (1981) found over half (52%) of
the adolescents they studied who had made a suicide attempt
identified parental problems as the reason for their attempt
Crumley (1979) studied 40 adolescent patients who had attempted
suicide and found a similar pattern, with 32% of the adolescent
suicide attempters reporting family discord, primarily through
divorce.

In a study by Toolan (1968), ofapproximately 900 children and
adolescents who were hospitalized for suicide threats or attempts,
an impressive number came from disorganized homes; fewer than
one-third resided with both parent& Toolan also found that
fathers were significantly absent ihrm the homes of the suicidal
youth.

Hawton, O'Grady, Osborn, and Cole (1982) studied 50
adolescents, including 45 girls aged 13 to 18 who had taken
overdoses; these researchers found that 14 of the adolescents had
difficulties with one or both parent& The adolescents also
complained about their inability to difzuss their problems with
their parents, especially with their fathers. These data are
consistent with other similar studies (Garfinkle & Gokxnbek,
1983; Jacobs, 1971; Rohn, Saries, Kenny, Reynolds. & Head, 1977).

Economic Dculties and
Other Fondly etzesses

At times of great family stress (e.g., unemployment, recurring
illness of a parent or sibling, alcoholism, etc.), the relatives of the
adolescent often will no longer be able to function as usual, and
may feel obligated to either attempt to maintain their own defenses
or keep up a false appearance that "everything is okay." According
to Richman (1986), once this state of intolerable stress is achieved,
the family is no longer helpful to the suicidal adolescent, and the
teenager is left not only to face his/her own despair and self-hate
but also to face the cumulative despair of others. The accu-
mulation of economic difficulties and family stresses can place the
vulnerable adolescent in a very precarious emotional state.

Other family stiesses with which many adolescents find diffi-
cult to cope include parental loss and general conflict with parents.
In an examination of parental loss as a met:Wing variable for
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suicide, Stanleyand Barter (1970) found that the child's age at the
time of loss was the pivotal mediating variable, rather than the
occurrence or nonoccurrence of loss. These researchers reported
that 16 of the 17 adolescents they studied who had attempted
suicide had lost one or both parents before age 12.

Crook and Raskin (1975) broadened the notion of parental loss
to include divorce, desertion, and separation, in additionto death
of a parent: all were described as correlates of a suicide attempt

Several studies have included information concerning the
importance of parental conflict in adolescent suicide Schrut
(1964) found that ambivalence toward the child by the parents.
alcohol abuse by parents. marital discord, economic stressors,
hypercritical discipline, and "coldness" differentiated suicide
attempters from non-attempters. In a study of female teens, Cantor
(1976) suggested that this conflict may have led to an inability to
request parental help. Her findings were similar to those of
Grollman (1971) and Teicher (1970), who also reported parental
conflict was a mediating variable in adolescent suicide.

Child and Adolescent Abase

For the suicidal adolescent, sexual abuse, physical harm, or
emotional abuse may become "the straw that broke the camel's
back." Shafil, Carrigan, Whittinghill. and Derrick 11985) found
that a parental history of emotional problems, abusiveness, and
absence were all significant factors for children and adolescents
who had committed suicide

Egeland. Cicchetti. and Taraldson (1976) found that among
families in which child or adolescent abuse occurred, a higher-
than-average degree of frustration was present in addition tomany
stressors including marital discord, high unemployment, and
alcohol abuse. With the adolescent in particular, many incidents of
physical abuse were outcomes of the parent's reactions to the
youth's acting out behavior such as fighting, sexual promiscuity,
or aggression (1-lerrenkohl, Herrenkohl. & Egolt, 1983).

Kosky (1983) reported a history of child abuse for 60% of the
children who had made attempts on their lives but for only 4% of
the nonsuicidal psychiatrically Ill children.
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Roberts and Hawton (1980) found an interesting link between
child abuse and suicide among parents rather than adolescents.
They found that in 29% of the families with reported child abuse.
one or both parents had attempted suicide.

Ambivalence Between
Dependence vs. Independence

In a comprehensive study of 100 families with suicidal
members. Richman (1971) identified 14 characteristics or
patterns common to families with suicidal members, and that
collective set of patterns he called tithesuicidal family system." Of
the 14 patterns, the following five touch on the conflict between an
adolescent's desire for independence and a tremendous need for
dependency.

1. Intolerance for Separation: For a suicidal family, the
idea of separation becomes a very threatening possi-
bility. According to Richman, a reason for this height-
ened sensitivity to separation maybe that a majority of
suicidal families have experienced more incidents of
loss or separation than their non-suicidal family
counterparts.

2. SymMosis without Empathy. A unique characteristic
of the suicidal family is the exploitation of the suicidal
individual by other family members. Because the
faintly cannot perceive the suicidal individual as a
separate entity, the needs of the suicidal member are
not recognized or acknowledged.

3. Fixation upon Infantile Patterns. Because growth.
maturity, and change are often equated with loss and
separation, the suicidal family will encourage and
foster a fixation on the earlier stages of the adolescent's
development to prevent the ultimate loss or separation.

4. Flaation upon Earlier Social Roles. According to
Richman, a characteristic of suicidal families that is
similar to their fixation upon an earlier infantile pat-
tern is their tendency to identify with and act out
earlier social roles to preserve the security of an earlier
life period.

5. Closed Family System. Because any change will lead to
disequilbrium and will affect or threaten the estab-
lished family system, the suicidal family will exhibit a
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low tolerance for contacts outside the traditional
family.

Even though several writers have stated that the period of
adolescent4 need not be one of turbtdence and great emotional
stress (Douvan & Adelson. 1958: Josse Isom 1980; Mead, 1939),
most writers of adolescent psychology would agree that because
adolescents in our society remain In the nest" longer than is true
in other societies, this probably makes it all the more essential for
them to establish some elements of a separation between theirawn
world and the world of their parents (Gleitman, 1986).

Running Away

Adolescents often have difficulty communicating their
thoughts and feelings with an adult. As a result, adolescents may
communicate their distress silently by running away. Peck and
Litman (1975) have reported that 60% of runaway youth cite
difficulty in communicating with parents, and 90% of suicidal
teens claim that their families do not understand them.

English (1973) concluded that adolescents run away from
home for the following reasons: (1) getting out of a destructive
family situation, as in the case ofa gi rl who ran away to avoid sexual
advances of a family member (2) runntngai.ny with the thought of
b.ttertng the family situation; and (3) trying to escape from an
ur 0-arable problem such as pregnancy.

Honk r (1974) lassitled r_tnaway girls Ells "run from's" who
were running away because th .y were unable to resolve their anger
and eonflic... at houie and "run to's" who were seeking something
outside the home such ar sex, drugs, liquor, or r..bcape from school.
Holn ,. found a number of these adolescents who are "run from's"
were ai tempting to tscape from an intolerable situatfon at home.

Sabbath (1969) described the runaway as the "expendable
child," typically a deizessed youngster who becomes so much ofa
disturbance to the family that the family members want the child
to leave and literally drive the child away.

Unrealistic Pommel And
Parental Rwandans

Victoroff (1983) described how some children may be vic-
timized 1:75. the exploitative plans and ambitions of their parents.
For example
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A junior high girl seemed to have talent as a singer. Her
airbitious mother pressed Mr to learn voice. She vms never
permitted friends, social interaction with her peers, physical
!venation. or dates with boys. Her time wastaken up either with
school or with voice instruction. Her mother:endedto the girl's
failure to win an important contest by berating her with
accusations that she had failed to prepare hesself adequately,
coi Judingwitit 9 gave up 'wide foryou. and this is the thanlm
get." The girl died of injuries suffiened whenshe jumped out the

window of the apartment house where she had lived with her
mother. (p. 56)

To the casuai observer, the appearance may be that adolescent
suicidal behavior is closely related to actual or anticipated
academic failure. In reality, one often finds that the real pressure
did not emanate from the school but rather from the unrealistic or
extraordinarily high standards that many youth tend to inter-
nalize in order to meet or satisfy parental demands.

FamBy History of
Suicidal Behavior

The probability of suicide increases amongadolescents with a
parent or relative who has committed suicide. Murphy and Wetzel
(1982) studied family histories of 127 patients hospitalized
following a suicide attempt. Among the suicide attempters with a
diagnosis of primary affective disorder. 17% gave a ;aridly history of
suicide, 17% a family history of suicide attempt. and 4% a family
history of suicide threat. In a similar study, Tishler, McKenry, and
Morgan (1981) also found that 22% of 108 adolescent suicide
attempters treated at a children's hospital emergency service
reported that "at least one family member had exhibited suicidal
behavior" (p. 88).

Roy (1983) corroborated Tishler. McKemy. and Morgan's
findings and found that among psychiatric patients with a family
history of suicide, approximately 50% had attempted suicide at
least once. Royals° found that the age of the child at the time of the
parent's suicide was critical. For example. of the patients who were
less than 11 years old at the time of their parent's suicide, 3/4 of
these patients attempted suicide. Victoroff (1983) suggested that
exposure to suicide of a relative, friend, or peer increases the
suicide potential for the survivor.
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TABLE 3.2
Familial Indicators of Adolescent Suicide

Indicators Evidence/Description

1. Disintegrating
family relation-
shiFs

Often manifested via family discord
and conflict, broken homes. dis-
organized or disengaged families.
and parental loss through death.
divorce, or separation.

2. Economic dif- Evidenced by cumulative life stress.
Acuities and fam- in particular unemployment. sl-
ily stresses coholism, family illness. etc.

3. Child and ado-
lescent abuse

Manifested in sexual abuse, phy-
sical harm or emotional abuse
which often emanates from par-
ent's reactions to youth's acting out
behavior. sexual promiscuipi and
aggression

4. Ambivalence of Evidenced by an inability to tolerate
dependencyvs. in- separation, symbiosis without em-
dependence pathy. fixhtion on infantile patterns

of past. fixation on earlier social
roles and closed family system.

5. Running away Evidenced by an avoidance of a
destructive family situation, hoping
to better the plight of the family, or
trying to escape from an unshamble
secret. Includes °running from"
and "running to" behavior.

6. Unrealistic pa-
rental demands

7. Family history
of suicide.

Manifested in the exploitation of
youth by ambitious parent's un-
realistic or extraordinaly expect-
ations.

Manifested 1 n a suicide or suicide
threat from a family member or
significant othrx.

Some= Crook & Raskin. 1975: Egeland. Cicchetti, & Taraldson, 1976; Hawton,
1986; Henenkohl,Herrenkohl,& Egolt. 1983: Homer. 1974:Jacobs.1971; Murphy&
Wetzel. 1982; Feck & Litman. 1975; Richman. 1971; Richman. 1986; 'Fishier,
McKenry. & Morgan. 1981; Roy, 1983; Victorofi. 1983.
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PSYCBIAIRIC INDICATORS
OF ADOLESCENT SUICIDE

The following psychiatric indicators of adolescent suicide will
be examined: (1) prior suicide attempt (2) any talk of suicide or
self-harm; (3) preoccupation with death, including essays. poems,
or other written work that openly or implicitly consider suicift (4)
repeated episodes of serious self-destructive ideation: (5) dare-devil
or self-abusive behavion (6) open signs of mental illness such as
delusions and hallucination% (7) an overwhelming sense of guilt
and sham= (8) obsessional self-doubt: (9) phobic anxiety: and (10)
clinical depression.

Prior Suicide Attempt

One of the most revealing signs of suicidal risk is a prior
suicide attempt Grollman (1971) reported that 12% of those
individuals who attepted suicide will try again and succeed within
a period of two years.

Berman (1986) described theadolescent suicide attempter as
an individual who is extremely vulnerable. According to Berman.
"once despairing enough tojeopardize one's life even without the
intent to die, the likelihod of future and perhaps more lethal
suicidal behavior increases" (p. 157).

A prior suicide attempt is perhaps the singlemost significant
predictor of suicidal behavior for all groups.

Any Talk of Suicide
or Self-Harm

Another very revealing sign of suicidal risk includes any talk
or verbalization of suicide or self-harm. Moldeven (1985)
suggested that an adolescent suicide might be prevented if a family
is gble to recognize certain clues in the adolescent's com-
munication. These might include repeated talk of death or suicide
threats. Examples of such remarks actually made by individuals
who later took their own lives were as follows:

"My family would be better off without me."

"I'm going to end it all. I can't stand this any more."

"I don't want to be a burden!' (pp. C-21 and C-22)
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"I won't be around much longer for you to put up
with me."

The research data concerning verbalizations or talk of self-
harm clearly questions the myth that adolescents who talk about
suicide seldom commit suicide.

Pmoccupation With Death,
Including Essays, Poems, and Other
Written Work That Openly or
huplicitly Consithe Suicide

O'Roark (1982) suggested that suicidal teens frequently will
"become preoccupied with the notion of death in music, art, poetry.
or journals they write" (p. 22). Parachini (1984) quoted Cantorwho
suggested that if an abrupt redirection of interest to literature that
deals with depression and self-destruction has occurred, then a
parent should ask his/her daughter/son about the reasons for the
change in reading hal-its. English and art teachers need to be
particularly mindful of hints or clues of a preoccupation with death
In the adolescent's school related assignments.

Repeated Episodes of
Serious Self-Destructive
Ideation

Richman (1986) pointed out that "everything else can be
present, but if the suicidal intent is absent then there will be no
suicide. The explicit suicidal reaction can range from those
fleeting thoughts that are virtually universal to a careful plan such
as the purchase of a gun" (p. 67).

In a study of 132 adolescents, Friedrich. Reams, and Jacobs
(1982) reported that suicidal ideation was a highly different
phenomenon than depression and that the severity of suicidal
ideation was related to family social climate. Although no clear
evidence is available of an association between suicide ideation
and suicide attempt, or between suicide ideation and a suicide
gesture. sufficient evidence appears to suggest that suicidal
ideation accompanied by depression does correlate highly with
suicidal behavior (Goldberg, 1981; Vandivort. Locke. & Locke,
1979).
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When considering the issue of suicide ideation, those of us
who work with adolescents should not be influenced by a false
sense of security when ti teenager denies having any suicidal
thoughts or ideas. According to Fawcett. Scheftner, Clark. Hedeker.
Gibbons. and Coryell (19ti7). more than one-half of the patients
they studied who died by suicidewithin six months of assessment
reported mild or no suicidal ideation.

Don-devil or
Self-Abusive Behaviors

Adoleteents with poor impulse control are also at risk for
suicide and maybe responding to aparticularlystressful situation
(Husain & Vandiver. 1984). Their response to the stressor(s) may
be a mask or camouflage for a potential suicide attempt.
Concerning the dare-devil phenomenon, many teenagers' are des-
perately ambivalent about taking their life and they initiate a
dangerous course of action that they may or may not cany to
completion. That course of action is very much contingent upon
their impulse control at the moment (Coiunan. Butcher. &Carson.
1984).

Gordon (1986) described the period of adolescence as one of
"risk-taking" and drew a comparison between high riskactivities
and death fears:

Descriptions of the emotions experienced in situations of high
risk are similar to descriptions of sexual feelings-othilaration.
sensations of danger. heightened physical awareness, exquisite
sensation, suspension of logical thought lack of anxiety. and
testing of physical limits. Sexual feelings and death fears are
hidden fr ordinary situations. Dangerous situations stimulate
both. mgb risk activities are ways of testing the body. while still
remaining cloaked in the remnants of belief in immortality. At
the same time, such activities way prcwide an outlet for sexual
tensions and fears. i. 27)

Open Signs of Mental
nines, Such as Dehmlow
or Halluelnations

The researth concerning the association between mental
illness and suicide behavior is mixed. Some researchers have
claimed that only a small proportion of suicidal adolescents suffer
from mental illness. Fer example, researchers have studied the
details of 320 cases of auicide among high school students and
concluded that only 10% "were already of unsound mind"

72 Preventing Adolemvnt Suicide

s8



(Parachini, 1984, p. 17). Hawton and associates (1982) found that
among adolescent suicide attempters. a psychiatric disorder was
rare, although almost 25% had seen a psychiatrist at some time.
They did find that a small group of the adolescents appeared to be
developing severe depressive symptoms, but these symptoms were
typically of a transient nature.

Other researchers, such as Seiden (1989), have suggested that
depression and schizophrenia are two mental disorders that are
frequently associated with suicide. (The relationship of clinical
depression to adolescent suicide is discwised in greater detail in a
later section of this chapter.) Toolan (1962) and Balser and
Masterson (1959) have provided additional support for a positive
relationship between schizophrenia and suicidal tendencies in
adolescent&
Overwhelming Sense at
Guilt or Shame

Feelings of guilt or shame usually arise from a behavior that is
contrazy to one's ethical principles and involves both a sense of
devaluation and c9ncern growing out of a fear of punishment
(Coleman, BuWher. & Carson, 1984). For example. the adolescent
who is fearful of facing parents because of an unwanted pregnancy
or contemplated abortion may experience an ovenvlielming sense
of guilt or shame which could precipitate a serious depressive
episode or suicide attempt

Obsessional Self-doubt

Some adolescents may exhibit an overamdous behavior that
resembles obsessional self-doubt Such adolescents may also
exhibit perfectionistic ideas and become obsessed over dis-
appointing others, particularly their parents. Coleman, Butcher.
and Carson (1984) illustrated such behavior in the following
vignette:

Cindy. an overweight eleven-year-old gtri, was taken to the
emergency room of a hospital following an "attack" of dizziness.
Faintness, and shortness ofbreath. She believed she was having
a hr,-i attack because cidiscomfort she was experiencing in her
ches... Cindy had a long history, of health problems and concerns
and was a frequent visitor to doctors. She had missed, on the
average. three days of school a week since school had begun foul.-
months before. Cindy was viewed hy her mother as a "very good
girr but "sickly." Cindy was vezy good about helping around
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the house and with her two younger sisters. She seemed wry

conschentious and concerned about doing things right but
seemed to lack self-confidence. She always checked out things
with her mother, sometimes several times. She wasparticularly
concerned about safety. and wm ild. for example. ask her mother

frequently if the ldtel en stow was turned off light.
Cindy would become extremely fearful at Items,often for no

external reasaa. For example, on one clear stunmerday a few
months before, she had become panicked over the possiblity
that a tornado might suike and had insisted thather family take
shelter for several hours in the basement. (p. 560)

Phobic Anxiety

Anxiety disorders are among the most common psychological
disorders and according to Price and Lynn (1986) haw been
experienced by an estimated 2 to 4 percent of the general popu-
lation. One category of anxiety 67orders includes phobic dis-
orders. The following vignette is interesting because it not only
involves an example of a phobic anxiety experienced by an
adolescent that culminated in a suicide attempt but also illus-
trates how a suicide attempt can become a method of mani-
pulation. Toolan (1968) suggested that the suicide attempt maybe
a way "to manipulate another, to gain low and affection, or to
punish another" (p. 222), Often these feelings are directed toward
the parents. To illustrate such manipulation. Toolan provided the
following vignette:

A 16-year-old pi...had withdrawn from tchool because of a
school phobia She insisted upon her mother's being zun-
tinually in attendance and accompanying her wherever ahe
wished to gm The mother had taken a leave of absence hum her
Job to be with her daughter. When she announced that she
planned to return to work, the giti slashed her wrists. The
attempt produced the desired effect, as the mother then con-
tir- led to stay home. (p. 279.

awes' Depression

Depression has been considered one of the most important
sir& prodromal syndromes for suicide; according to Shneldman
(1965). depression occurs to some degree in approximately one
third of all suicides.

Tishler and asaaciates (1981) studied 108 adolescents who
had attempted suicide and found that the majority were depressed.
Depression which is masked as boredom, restlessness, or delin-
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quent behavior should be targeted as a sign of possible suicidal
risk (Husain & Vandiver. 1984).

The symptoms of depression in youth will vary with the
developmental level of the adolescent and the youth's ability to
tolerate pain. According to Greuting and DeBlassie (1980), in early
adolescence depression is often masked by acting-out or de-
linquent behal, tor, but the older adolescent is more apt to choose
drugs, alcohol, and sex as a means of avoiding painful depressive
feelings.

Not all writers describe depression as one of the key predictors
of suicide xtrticularly foryouth. For example, according to Gispert
and associates (1985) the relationship between depression and
ruickle rmains unclear. They noted that although depressed
patients are at risk for suicide, depressed adolescents have not yet
been established necessarily suicidal.

Frazier (1985) differentiated between regular depression and
clinical depression. According to Frazier, regular depression
describes a normal mood that includes the ups and downs, the
disappointments and losses, and the good and bad days that affect
all adolescents. Clinical depression, on the other hand, is a more
serious depression with persistent signs and symptoms that
usually last for at least two weeks.

Clinical depression may manifest itself according to a number
of dimensions which include tlw following: persistent change in
mood; sadness as adominant mood; change in sleep habits; change
in appetft change in appearance or grooming change in activity
or enerf& level; feeling of emptiness in feelings of hopelessness,
helplessness. and worthlessness; loss of ability to experience
pleasure from normally enjoyable activities; problems in judgment
or memory, deficient problem-solving skills or mgnitive rigidity;
psychosomatic or psychogenic illness; unexplained impulsive be-
havior and low level of frustration tolerance; anger. rage, or
hostility; acting out behaviors; withdrawal from or lack of involve-
ment with, usual peer group: and loneliness.

According to Price and Lynn (1986), in order for a diagnosis of
a depressive symptom to occur, at least four of the above di-
mensions must be present

Hippie and Cimbolic (1979) recommended that counselors be
alert to the different manifestations of depression and its rela-
tionship to suicide They particularly cautioned counselors to be
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attentive to the period when the depression appears to subside.
According to Hipp le and Cimixdic, during this leveling off period
the adolescent regains the necessary psychic energy to become
acutely suicidal.

TABLE 3,3
Psychiatric Indicators of Adolescent Suicide

Indicators Evidence/Description

I. Prior suicide
attempt

2. Verbalization of
suicide or talk
of self-harm

3. Preoccupation
with death

4. Repeated epi-
sodes of serious
self-destructive
ideation

5. Dare-devil or
self-abusive be-
havior

6. Open signs of
mental illness

7. Overwhelming
sense of guilt or
shame

8. Obsessional self-
doubt

Manifested by a prior suicide threat
or gesture.

Often manifested in talk of death or
suicide threats

Manifested in a preoccupation with
the topic of death in music, art,
poetry, or Journals.

Manifested by fleeting thoughts of
suicide or a careful plan.

The dare-devil phenomenon is often
exhibited through an impulsive,
dangerous course of action.

Manifested as delusions or hallu-
cinations via schizophrenic reac-
tions.

Typically exhibited in a fear of
punishment emanating from some
behavior that is contrary to one's
convictions.

Often demonstrated via obsession
over disappointing parents.
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9. Phobic anxiety

10. Clinical depres-
skm

Manifested in an anxiety disorder
that includes various types of fear
responses
Usually evidenced by a number of
signs including hopelessness,
change in appetite, problems in
judgment and memory: cognitive
rigidity, parhosomatic illness,
substance abuse, withdrawal,
loneliness, etc.

Sourness & Quinlan. 1978: Brennan &Auslander. 1979 Ciancer &
1970 k Frederick 1977: Gernsbacher.198& Gnilman. 1971:Jacobs. 1971:

Lester & Beek. 1975; Perlstein. 1986: Richman. 1988: Shneldman. 1985:
Shneidman. 1957: Toolan. 19611 VIctorafE 1983.

SITUATIONAL INDICATORS OF
ADOLESCENT SUICIDE

The situational indicators of adolescent suicide amcem major
life events that may be cumulative and that cause certain
emotional and/or physiological types of distress. This group of life
change events includes a variety of personal, social, family, and
occupational life changes that require an adjustment on the part of
the adolescent A number of researchers have studied the effects of
stressful life events on the individual (Coddington, 1972:Holmes &
Rahe, 1967; Johnson & McCutcheon. 1980; Siegel, Johnson, &
Samson, 1979: Yeaworth, York Hussey, Ingle. & Goodwin. 1980).
They have found that life stress or life change events can have a
significant impact on the physical, social, and psychological well
being of the adolescent. Similarly, a number of suicidologists have
identified situational crises or life change events as important in
the etiology of suicide. For example, Birtchnell (1970 found that
suicide attempters had experienced a recent death ofa parent more
often than other psychiatric patients. Other studies have found a
relationship between suicide attempts and the number of stressful
life events. For example, Paykel. Prusoff, and Myers (1975) looked at
life events experienced within the six months prior to a suicide
attempt. and they found that suicide attempters reported four times
as many stressful life events as did the general population and 11/2
times as many as were reported by depressed patients prior to the
onset of their depression.
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Gispert et al. (1985) reported that the adolescents they studied

who bad attempted suicide hadexperienced a significant number
of major life events (stressors) during their lives, and especially
during the month prior to the suicide attempt.

Other studies have examined the relationship between life
events and suicide ideation. In an investigation that inchuiPd 207
high school seniors and 901 college students,Wright (1985) found
that over 10% of the high school studentsand over 6% of the college

students reported serious suicidal thoughts. In both grows,
students who considered suicide tended toperceive themselves as

having a historyof familystress at the time of the suicide ideation.

In a study by Cohen-Sandler. Berman. and King (1982),
suicidal children were found to have experienced significantly
higher levels of stress during the 12 months prior to admission to a
hospital than either the depressed children or children who
displayed other types of psychotic difficulties. The suicidal
children were found to have experienced such ever...s as birth of a
sibling, separation or divorce of parents, marriage of a parent.
hospitalization of a parent, or psychological trauma such as
observing the death of a family member or peer. In short, the data
seem to demonstrate a relationship between cumulative life
change and suicidal tendencies (Johnson, 1986: Paykel. 1974).

TABLE 3.4
Situational Indicators of Adolescent &Act&

Indicators Pvidence/Description

I. Life events and adolescent
suicide

Manifested in the rela-
tionship between stress-
ful life events and sui-
cide attempt, suicide ide-
ation, and suicidal ten-
dencies.

Source= Birtchnell, 1970: Burns & Geist. 1984; Coddington, 1972: codAngton.
1979; Cohen-Sandler. Hannan & Kin& 1982; Ferguson, 1981: Gersten. w.anger.
Eisenberg. & Orzeck. 1974: Greenberg. Siegel, & Leitch, 1983: Hawton. 1986:
Johnson & McCutcheon. 1980:Johnson. 1986: Pantell & Goodr -a, 1983; Paykel.

Prusofr. & Myers. 1975: WrighL 1985; Yeaworth, York, Hussey. Ingle. & Goodwin.
1980.
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SUMMARY

Adolescents experience stress alai depression as frequently as
adults. However, they tend to handle their stress and pain
differently. Many teenagers perceive their emotional pain as acute.
overwhelming, and unending. Although some of these ado-
lescents may exhibit a number of behavioral indicators of suicide
the majority probably will not attempt nor commit suicide On the
other hand, we must constantly be mindful and sensitive to what
might be a direct Ncry for help.°

A number of verbal and nonverbal warning signs or clues to
adolescent suicide have been presented in this chapter. including
psychosocial, familial, psychiatric and situational indicators.
Tables I through 4 summarize some of the more salient aspects of
those behavioral clues. What is particularly important about each
of these indicators is that they may senre as a benchmark for
parents. teachers, and counselors who may suspect that a certain
adolescent is at risk for suicide. By having such a comparative
benchmark of potential suicidal behavior, we are in a better
position to not only recognize serious problems early, but to
recommend the most effective intervention for our troubled youth.
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EDITORIM. ABSTRACT: This chapter is one cif tmpor-
twice in the mucticing school, mental health o r licensed
counselor working with potentially suicidal adolescent&
The chapter reviews the literature relating to the person-
ality Smits that contribute to adolescent suicide makes
reamunendationsim undestanding the potentially suici-
dal adolescent and dismisses prnEdble prevention meas.
Urea

Adolescent suicide is not a new problem. In fact. some 2,500
years ago in the Greek city of Miletus, suicide preventive
measures were being practiced by the government due to an
epidemic of suicide by hanging among young women. Pleas from
family and friends were useless in halting the outbreak. The city
officials ordered that the bodies of all these young women who
hanged themselvesbe carried to their burial directly through the market-
placea humiliation which finally brought the epidemic under
control (Freese. 1979).

While the suicide nate for adolescents seems to vary slightly
across the United States, Kubler-Ross (1983) reported that in some
communities in which she has worked, up to 30% of the teenagers
have attempted or committed suicide. The methods used most by
adolescents attempting suicide are, from most to least common:
drug overdose, wrist Yaceration, hanging, and jumping from
heights or motor vehicles (Garfinkel, Froese. & Hood. 1982).
Berman and Carroll (1984) suggested that the "modal" adolescent
attempt is an ingestion of pills, mostly analgesics, with the mgority
of these attempts in the home.

A great benefit would be achieved if researchers could identify
a personality profile of the suicidal adolescent A youngster who fit
the description could then be categorized "at risk." and apprra-
priate preventive measures taken. Several attempts have beim
made at specifying the "typical" suicidal adolescent's personality.
For example, Petzel and Riddle (1982) concluded that suicidal
adolescents are shy, self-conscious, inclined to overreacts worry,
and Indulge in self-pity. These adolescents are also immature in
understanding, attitudes. judgement, lacking in self-conildence,
and react emotionally rather than intellectually. They have inade-
quate recreational outlets, are indecisive about the future, and
have trouble controlling their impulsivity. On the other hand,
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Crum ley (1979) reported that the "typical" young suicide
attempter is a girl who is depressed, impulsive, and has a history of
dng abuse She also has a tendency to react severely to loss and has
poorly controlled rare.

Obviously, no consensus has yet been reached as to the true
"Wear personality profile of the suicidal adolescent However,
researchers have generally agreed on several characteristics which
seem to be common to many suicidal adolescents. Depressive
personality. low selksteem/self-concept, hopelessness and help-
lessness "loner" personality. dependency. impulsivity, low frustra-
tion tolerance, aggressive/acting out personality, cognitive rigidity,
obsessive/compulsive personality, and borderline personality are
some of the more common characteristics discussed.

Unfortunately, the rate of suicide for adolescents is steadily
increasing, while that of other age groups has remained stable. A
way of prediction must be found and prevention methods utilized if
this serious problem is to be dealt with successfully.

The preservation of life is an important value in our society.
particularly the lives of our young people. Therefore, of primary
importance is to find a way to control and/or reduce this problem.

This chapter's three-fold purposes are (1) to review the liter-
ature and determine possible personality traits that contribute to
adolescent suicide, (2) to make recommendations for under-
standing adolescent suicide probability. (3) and to discuss avail-
able preventive measures. Of the personality factors associated
with suicide attempts, depression is the one most commonly
discussed.

RESEARCH ON PERSOIIALPIT TRAITS
AND WHO IS AT RISK

Passonality Traits

Depressive Pessonality. Most researchers agree that depres-
sion is significantly related to suicidal behavior in some manner.
For example, Grueling and DeBlassie (1980) reported that depres-
sive symptoms are found in 40% of adolescent suicide attempters,
but this could be much higher because truancy. disobedience.
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Increased risk-taldng, and other forms of acting out can be
behavioral symptom of depression, and thus go unrecognized as
such. Toolan (1975) stated that "...the vast majority of youngsters
who threaten suicide or attempt suicide are depressed to a
significant degree«." (p. 341). Depression maybe the result ofa loss
of some type, but often the depression is characterological in
nature. awarding to Finch and Poznanski (1971).

Lending support to these assertions is a study by Pfeffer.
Plutchik, Mizruchi, and Lipkins (1986). Three groups of children
were assessed to identify factors associated with suickkdbehavior.
One hundred and one children were administered specially devised
research instruments, which included a spectrum of suicidal
behavior scale, a spectrum of assaultive behavior scale, a precipi-
tating events scale. general psychopathology (recent and past)
scales, a fa ally background scale, a child's concmt of death scale,
an ego functioning scale, and an ego defense scale. In all three
groups (psychiatric inpatients, outpatients. and nonpatients),
recent and past depression were significantly associated with
suicidal behavior.

A highly significant correlation was found between depression
and suicide ideation as a presenting symptom 'n a study of 900
adolescent inpatients from 1974 to 1982 (Rosenstock. 1985). In an
earlier study of depressive personality types, results appeared to
indicate that students who agreed with suicidal behaviors were
more depressed than those who agreed less often with suicidal
behaviors (StIllion, McDowell. & Shambling 1984).

Ftiv authorities dispute the existence of depression as a
"ontrftfuting factor in adolescent suicide. The area of dissention
lies in the manner and extent depression is involved. According to
McCoy (1982). virtually all adolescents who attempt suicide are
significantly depressed. But LaDame and Jeanneret (1982) consid-
ered depressive illrwss to be only one of a trio of major predictive
factors in suicide prevention. They felt that adolescaits who had
symptoms of depressive illness, alienation, and/or anxiety should
be corasidered "at risk," In fact, Kovacs, Beck. and Weissman (1975)
found depression second only to hopelessness in effectively pre-
dicting suicide.
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One analysis of the family histories of suicidal adolescents
appears to link a family history of depressive illness to suicidal
behavior in youngsters (Friedman, Corn. Hurt Mel, Schuh& &
Swirsky. 1984). On the other hand. Hendin (1975) described the
depression of a suicidal adolescent as "a form of protective
deadness" which is actually a way of coping with life (p. 334). This
theory becomes more plausible when we consider that many
adolescents make suicide attempts after a depression has appar-
ently lifted.

Depression was also a major theme in the story of Vivienne
Loomis, a giri who took her life at the age of fourteen. Her poetry and
papers told of her intense depression and lack of self-esteem (Mack
& /fickler. 1981).

Low Self-Esteemakff-Consept. Vivienne's feeling of worth-
lessness is typical of suicidal adolescents. Several researchers have
discussed this aspect of adolescent suicide. Often the acting-out
behaviors of many suicidal adolescents are the youngster's defense
against his/her underlying feelings of worthlessness (Sheras,
1983). "Poor self-image" was reported by Fidget (1966) to be useful
in assessing the possibility of suicidal behavior. Based on their
own clinical experience with suicidal clients, Cull and Gill (1932)
included "negative self-evaluation" as one of the four subscales on
their Suicide Probability Scale. Low self-esteem, according to Stein
and Davis (1982). should be addressed as a characteristic which
would predispose a particular adolescent to suicidal behavior.

Some studies have attempted to establish concretely a rela-
tionship between self-concept and suicide probability. One study
using measures of self-report indicated that students who agreed
with suicidal behaviors tended to have lower self-esteem than
those who agreed less often with suicidal behavior (Stillion et aL,
1984).

A distorted self-concept, with its accompanying low self-
esteem, includes unrealistic self-expectations1 which can increase
distress in the adolescent as these expectations are not validated
(Glaser. 1978). According to Freese (1979). a loss of self-esteem is
often the precipitating factor in teenage suicide. On the other
hand. Toolan (1975, 1981), considered low self-esteem to be an
important symptom of depression. He was of the opinion that
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depression is the mgor precipitating factor in adolescent suicide,
and therefore, low self-esteem is strongly related to suicide
probability.

Hopelessness/Helplessuess. Other influential personality
characteristics appear to be hopelessness and helplessness.
Hopdessness is reported by Orbach (1984) as most characteristic
of suicidal children; Peck (1983) considered hopelessness to be one
of several =Jur contributing factors forsuicidal individuals. When
studying the families asuicidal adolescents. Friedman et (1984)
noted the extreme degree of hopelessness the children were
experiencing. ewecially those whose parents were chronically
depressai In fact, the Suicide Probability Scale (Cull & Gill, 1982)
included a "hopelessness" subscale; apparently the authors felt
this characteristic to be a significant factor in suicidal ideation.
However, this subscale also contains items more relevant to
depression, loneliness, and helplessness.

Kovacs et al. (1975) concluded that suicide, for whatever
purpose, is best predicted by the extent of hopelessness the
individual is experiencing. In fact, this study indicated that
hopelessness is a much better predictor of suicide than is depres-
sion. When hospitalized suicidal adoitints were compared with
hospitalized nonsuicklal adolescents and nonhospitalized coping
adolescents a significantly greater degree of hopelessness was
revealed in the suicidal group than In the other two groups. The
suicidal adolescents also experienced a significan tly greater feeling
of a lack of control over their environments. These children also
expressed despairas a justification for suicide more often than did
either of the uther two groups (Topol & Reznikoff. 1982).

A stage theory introduced by Jacobs (1971) recognizes five
progressive stages for understanding the events leading to adoles-
cent suicidal behavior. The fourth of these five stages is a loss of
hope, which is in turn used by the adolescent as a justification of
the suicidal act (the fifth stage). Tabachnick (1981) noted that
whether one is studying adolescence or one is studying suicide.
hopelessness and helplessness are important issues.

Feelings of helplessness may be a greater factor in suicides
than any other feelings. Cull and Gill (1982) stated that the lack of a
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sense of contivl over one's physical and psychological sa-being
can result in a suicide attempt In his study on fatalistic attitudes
and youth suicide, Peck (1983) noted that suicidal behavior often
occurs when the individual is experiencing feelings of help-
lessness, along with loneliness and isolation. Some adolescents do
not have adequate coping skills, according to Freese (1979), which
makes them feel helplesm after a series of events involving feelinp of
helplessness, they begin to experience hopelessness. Hopelessness.
Reese believed, is an important precipitating factor in adolescent
suicide. One interesting study on suicidal adolescents indicated
that these youngsters displayed constricted problem-solving
abilities when compared to psychiatric nonsuicidal and normal
adolescents (Levenson & Neuringer, 1971).

In a discussion of gifted students, Delisle (1986) indicated that
one of the four major issues of gifted adolescent suicide attempters
is the frustration that results from understanding adult situations
ard world events, but being impotent to effect change. This is a type
ofhelplessness peculiar to the gifted child, but no less influential in
suicide probability.

Underlying all the other feelings involved. Schneidman (1987)
stated that what exists is "a sense of powerlessness and impotence.
and the feelings that no one can help with this pain, and that there
is nothing to do except commit suicide" (p. 57).

name Personality. Is loneliness a pre-existing personality
set in some children which makes them more prone to suicidal
behavior? Or is loneliness something that these youngsters create
for themselves out of their depression and seliimposed isolation?
Authorilies are divided on this issue.

The developmental period of adolescence is a time when many
suicidal elements become magnified. Loneliness is an example of
one of these. A child who is predisposed to be a loner will and this
characteristics much more exaggerated during adolescence. As
acute loneliness seems to be related to suicidal behavior in general.
and as adolescence exacerbates the problem, a predisposition for
suicidal behavior is more present at this time (Hafen. 1972). This
view is shared by iltbachnick (1981), who also pointed out that
loneliness is an issue in the study ofboth adoletwence and suicide.
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Peck (1981) claimed to have identified a high-risk personality
type called the loner. These young people have no close relation-
ships and an inability to communicate. They=usually male. have
feelings of sexual inadequacy, and are under high parental
pressure for success.

When 299 suicidal patients were analyzed by Kiev (1977),
several different profile-types emerged. One of these, TUpe V. was
the social isolate He noted that these individuals attempted
suicide at a distance from others and did not make anyeffort to be
rescued.

In addition, Stein and Davis (1982) noted that suicidal
adolescents generally appear to have an "overwhehning sense of
isolation and aloneness" (p. 353). Peek (1983) also observed that
suicidal behavior is often precipitated by experiences of isolation
and loneliness. Sommer (1984) proposed that adolescent suicidal
behaviors are associated not only with disturbed family re/ation-
ships, hut with isolation and alienation as well. Alienation also was
singleu out by LaDame and Jeanneret (1982) as one of the major
predictive factors in suicide prevention, along with depressive
illness and anxiety.

Dependency. Another possible factor frequently mentioned in
suicide research is the dependent personality. When Kiev (1977)
analyzed 299 suicidal patients, he found that one of the sewn
profiles that emerged contained the passive-aggressive and passive-
dependent personality disorders.

ln a study ofyouthful female suicide attempters, Cantor (1976)
found that these individuals appeared to have high succorant need
(i.e. requiring that others assist them when they are troubled)
coupled with an inability to reach significant others. Perhaps the
dependent personality uses the suicide attempt as a means of
meeting both of these needs: the significant others will probably
respond. and in doing so will provide for these succorant needs.

Unfortunately, dependency seems to be fostered by some types
of therapy (Schwartz, 1979) The nurturance and acceptance often
given in crisis counseling is reinforcing to the dependent person-
ality. and teaches them that attempting suicide is indeed a method
of coercing assistance and coping with others. Prolonged
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hospitalization seems to be especially dangerousbecturse it encour-
ages dependency, according to Schwartz. To this type of person-
ality, suicide besomes =re inevitable as suicidal behaviors are
consistently "reinforced."

Impulsivity. The sin& largest group of suicidal teenagers is
that of the impulsive character disordff (Greuling & DeBlassie.
1980). This personality type has frequently been discussed in
studies on suicide (e.g.. Shaughnessy & Nystu1.1985;Freese. 1979;
Kiev, 1977). Those youngsters who think things through seem to be
less likely to commit suicide than those with impulsive personality
traits and characteristics, according to Shaughnessy and Nystul
(1985). Freese (1979) also noted that young people with suicidal
tendencies habitually react to stress without thinking things
through. Most suicide attempts are not premeditated, according to
Kiev (1977), but are impulsive reactions associated with psytho-
logical distras and other factors.

The theory that suicide is fundamentally an impulsive act is
the basis for the practice of crisis intervention with suicidal
individuals. Crisis intervention therapists generally agree that a
crisis interval is relatively short. and that if an individual can be
kept alive through this period, the desire for cessation of pain
(through suicide) will pass. Impulsive persons1 however, do not
stop to reflect that the crisis will pass, and so make a suicide
attempt (Rosenkratz, 1978).

Various studies have supported this idea. When Toolan (1975)
analyzed 102 suicidal adolescents who werehospitalized in 1960,
immaturity and impulsivity were markedly evident Lending addi-
tional support is a study on young female suicide attempters by
Cantor (1976. ) When she compared suicide attempterswith those
who frequently considered suicide and those who rarely thought
about it. the attempters appeared to be more impulsive than the
nonsuicidal subjects.

Some interesting findings emerged when researchers com-
pleted a longitudinal study using data from the Thman Genetic
Studies of Genius. The Tennan Studies covered sixty years and
amassed an enormous amount of data about the gifted individuals
it followed from childhood through their adult lives. Tomlinson-
Keasey, Warren. and Elliott (1986) compared the files of three
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groups of women ft= this studr a group who committed suicide,
a group who died of natural causes, and a group who were still
living in 1964. Among other things they found that the suicide
group had previously received higher ratings on impulsivity.

Impulsivity also may be exaggerated during adolescence along
with other suicidal elements, such as loneliness and hypersen-
sitivity (Hafen, 1972). Children who are already predisposed to
impulsivity may exhibit an extreme intensification of that facet of
their personality when they reach their teen years. Perhaps that is
why for the impulsive personality, the adolescent period appears to
be the most conducive to suicidal behavior.

What is not clear is just where impulsivity fits into the puzzle of
circumstances surrounding a suicide attempt Does the individual
make the attempt because of a single imp ulsive decision? Or does a
life-long pattern of impulsive decision- maldng lead to the depres-
sion and hopelessness which constrict the individual's coping
abilities? Kiev (1977) stated that the individual with a lifelong
history of impulsive behavior is particularly at risk for' suicide. But
not all researchers believe impulsivit7r is involved in suicidal
behavior in fact Jacobs (1971) hypothesized that suicidal beha-
vior is not impulsive, but is simply the final stage of a long, drawn-
out sequence of events leading up to its ultimate conclusion.

Law Frustration Tolerance. Perhaps adolescents who engage
in suicidal behavior have a very low tolerance for frustration. Low
Inistration tolerance appears to be one factor that can precipitate
an impulsive act of suicide (Kiev, 1977). Cantor's (1976) study on
youthful female suicide attempters indicated that an inability to
tolerate frustration appeared to characterize the females who
attempted suicide.

Acting OutiAggieran. Acting out behaviors, such as delin-
quency, disobedience, and truancy. and aggressive behaviors, such
as fighting. are frequently present in adolescents who attempt
suicide. Opinion is divided as to the role of these characteristics.
Are they manifestations of other factors, such as depression,or are
they separate indicators of suicide potential?

According to Marohn. Locke. Rosenthal, and Curtiss (1982),
suicide, homicide, and accidental death are three components of
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violent death and appear to be related. The case histories of the
behaviorally disordered and delinquent adolescents suggest that
youngsters with these characteristics may be atparticular risk for
one of the three forms of violent death.

Acting out behaviors were significantly correlated with a
presenting problem of attompted suicide in a study of nine
hundred youngsters at Houston International Hospital Adolescent
center. The attempters had a history of problems with school and
uncooperative behavior, as well as somatic complaints and loss of
appetite (Rosenstock, 1985). Kiev (1977, referred to the delinquent
with low frustration tolerance as at high risk for suicide, adding
that while the risk is higher in youth it decreases with age.

Aggression appeared to be greater in suicidal- individuals in a
study by Geller and Atkins (1978). Rorschach inkblots were used to
compare suicidal inpatientsand nonsuicidal controls. In a report
on youthful female suicide attempters, Cantor (1976) suggested
that these individuals may use the suicide attempt as an aggres-
sive act intended to provoke guilt and sympathy in their parents.

Other authorities (e.g., Toolan, 1975; Pfeffer, Plutchik. &
Nlizruchl, 1983) feel that these behaviors are merely manifest-
ations of other problems. Delinquency and other acting-out beha-
viors may actually be masks for depression, according to Toolan
(1975). particularly in early adolescence. A study by Pfeffer et al.
(1983) of 102 children indicated that while many suicidal children
display intense depression, others show less depression but much
more intense aggression. Perhaps this aggressive behavior is
merely their method of expressing depression.

Cognitive Rigidity. While some question exists as to whether
acting out and aggression are primary or secondary factors in the
potentially suicidal individual, the rigidity of the cognitive
processes seems to play a direct role in this personality.
Schneidman (1987) advised us to be alert for constricted,either-or
type thinking when screening for suicidal potential. as well as
prev,Gus episodes of disturbance and the person's way of coping
With psychological pain.

A study by Neuringer (1964) supports this idea. When suicidal
individuals were compared to psychosomatic and to normal
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subjects using two different problem-solving tests in combination,
the suicidal group was found to be more cognitively rigid than the
other two groups.

Suicidal, chronically ill, and normal children were compared by
Orbach (1984), who found that the suicidal children were
cognitively more rigid than were the other groups. This is consis-
tent with the findings which emerged when suicidal and nonsui-
cidal psychiatric patients were compared on measures of rigidity,
field dependence, and impulsivity. Among these measures, only
cognitive rigiditydiscriminated the suicidal group from the nonsui-
cidal one (Patsiokas, Clum. & Luscombe, 1979). Perhaps this
cognitive rigidity. which amstricts one's problem-solving ability. is
actually the precursor of the helplessness described earlier.

Borderline Personality. Other authorities (e.g., Snyder. Pitts,
& Pokorny, 1986) have suggested that borderline personality is a
possible predisposing trait for suicide. Data were collected from
&BOO consecutive admissions to a Veteran's Hospital from 1972-
1974. A psychiatric rating scale was administered to all of those
admitted in an effort to find away to predict suicide in a psychiatric
population. Those individuals with borderline subscale scores in
the moderate to severe range appeared to have a greater history of
suicide attempts.

In summary, of the eleven personality traits discussed that
seem most prevalent in the research on suicidal adolescents,
depression. impulsivity, low self-concept/self-esteem, and
hopelessnms/helplessness have received the most attention.

Who I. At Risk?

Several groups have been identified as having exceptionally
high risk for suicide. These include substance abusers, college
students, and those who have made previous attempts.

Substance Abusers. Substance abusers are frequently consi-
dered to be a particularly high-risk group. Drug abuse has
complicated adolescence, according to Miller (1981), and made
young people more vulnerable to suicidal behavior. On the other
hand, the same factors which lead a person to excessive use of
alcohol and drugs also may lead a person to commit suicide
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(Greuling & De Massie. 1980). Impulsivity is a trait that many
substance abusers have in common with those who attempt
suicide. With teen alcoholism on the rise, a relationship may exist
between this and the rising adolescent suicide rates.

Alcoholism tends to increase depression, which may be
another reason why alcoholics are more suicidal than others
(Freese, 1979). However, drugs and alcohol may be a way adoles-
cents attempt to avoid facing their depressive feelings (Toolan.
1975). When the substances are no longer enough, theadolescent
could make a suicide attempt A study by hicHemy. Tishler. and
Kelley (1983) indicated that adolescent drug use and abuse is
closely related to suicidal behaviors.

College Students. Another high-risk group may be those
young people attending college. Price and Lynn (1981) indicated
that college students are twice as likely to commit suicide as their
same-age counterparts.

A suggestion nas been that college students exhibiting
suicidal behavior may be afraid of having an independent exis-
tence, and graduating from college has the power to free them from
their "emotionally dead" relationships with their parents (Hendin,
1975). Suicide may be a way or resolving this dilemma.

Previous Atteinpters. One of the most important of the high-
risk groups includes those who haw made previous attempts. Of
those who complete suicide, two-thirds have made previous
attempts. An individual who has attempted suicide appears to be
64 times more likely to complete suicide than the general popu-
lation (Freese, 1979).

An unsuccessful attempt can be considered a "cry for help."
which, if it is not heard, can lead to more lethal attempts. If these
individuals do not receive help, they may increase the lethality of
their attempts to the point of death (Farberow & Schneidman.
1985).

Thus, substance abusers, college students, and previous
attempters all appear to be at special risk for suicidal behavior.
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APPLICATION

self-eoneept and Weide Probablilly

Do gifted adolescents have more problems with self-concept
and social adjustment than their nongifted counterparts? Or do
OW youngsters have less trouble with self-concept and social
image? If these children have low self-canal:et, are they then more
likely to display suicidal behavior? Supporting the first view, Betts
(1986) indicated that the social and emotional needs of gifted
adolescents often are not being met, resulting in a lack of self-
confidence and self-esteem. On the other hand. Ludwig and
Cullinan (1984) indicated that gifted elementary students show
fewer behavior problems than their nongifted classmates.
However. in a review of the literature, Delisle (1986) reported that
gifted young people are especially susceptible to making suicide
attempts.

In light of the previous research, the following study by Nichols
and Fasko (1986) was conducted with two purposes in mind: (1) to
evaluate self-eancept as one possible factor in adolescent suicide,
and (2) to determine whether gifted adolescents have lower self-
concepts (and therefore higher suicide probability) than their
nongitted counterparts.

Itetilad

8altects. A total of 44 students, aged 12 through 17 years,
were included in this study: twenty-five nongifted students,
obtained from a pmgram for disadvantaged high school students
at a regional u ivemity in Arkansas and from classes at a public
elementary school in rural Arkar las ( 13 white, 12 black; 14 female,
11 males): and nineteen musit.illy gifted students, who were
obtained from a similar program for gifted and talented students
(19 whitc 11 males, 8 females) at this same university.

Isstrnments. The instrument selected to measure suicide
probability was the Suicide Probability Seale (SPS) by Cull and
Gill (1982). This appeared to be a reliable instrument with a test-
retest r:-..92; its scores. which range from 0 to 99 on the Subclinical
(low probability) scale used in this study, indicate level of probable
suicidal behavior. That is, the higher the score, the more probable
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an individual will attempt suicide. Cross-validation studies indi-
cated that the SPS correctly identified normal, psychiatric
inpatient and suicide attempter groups with an 84% to 88%
accuracy rate.

The Tennessee Self-Concept Stu le (TSC) by Fitts (1964), an
instrument with a reported reliabilitycoefficient of .92 for the Total
Positive score was selected for measurement of self-concept. The
range of scores on the TSC is from 150 to 450: the higher score
indicating a more positive self-concept. Cross-validation studies
also indicated that the TSC discriminated well between a hospital
group. a community mental health center group, and a VA

psychiatric group.

Procedure. A randomly selected group of high school students
entering the regional university's special program were admin-
istered the Tennessee Self-Concept Scale.Within two weeks these
students were administered the Suicide Probability Scale. The
same procedure was used for those sixth gradestudents who were
randomly selected at the beginning of the school term. The
following summer, the entire class of 19 students enrolled in a
university program for musically gifted high school students were
administered the TSC and SPS on one day during the thst week of
the program.

Results

For the gifted and talented group, the results indicated a
significant negative correlation between self-concept and suicide
probability (r:-.74. p< .05). That is, the higher the reported self-
concept, the lower the suicide probability. Scores on the TSC
ranged from 253 to 398 with a mean and standard deviation of 331
and 41. respectively. For the SPS, the scores ranged from I to 28
with a mean of 7 and a standard deviation of 9.

For the nongifted group, the results also indicated a signi-
ficant negative correlation between self-concept and suicide proba-
bility p < .05). On the TSC the scores ranged from 250 to
398 with a mean and standard deviation of 322 and 43, respec-
tively. For the SPS, the scores ranged from 1 to 14 with a mean of 6
and a standard deviation of 4. These results can be seen in Table
4.1.
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TABLE 4.1

Pearson Conelations for the Tennessee Self-Concept
and Suicide Probability Scales for Both Groups

Sample

Nongifted

Gifted

25

19 -.74*

Note.

To determine whether the TSC and SPS scores were different
between the groups, t-teas were computed. The means, standard
deviations, and t-test results can be seen in Tables 4.2 and 4.3.

TABLE 4.2

Means and Standard Deviations for the Tennessee
Self-Concept and Suicide Probability Scales for both Groups

Sample N

VIC

M sd.

BPS

M ad.

Nongifted

Gifted

25

19

322

331

43

41

6

7

4

9
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TABLE 4.3

T-test for the Tennessee SW-Concept and
Suicide Probability Scaies for Both Groups

Source t omega2

TSC -.71 .01

SPS -.47 .02

Note. p .05

The results indicated no significant differences between the
groups on the TSC (t=-.71, p >.05) and the SI'S (t=-.47, p ) .05).
However. there was a significant F=10.3 (p < .05) indicating that
there was a differential variability in the responses to the SPS. That
is, the gifted students appeared to be more consk,nt in their
responses than were the nongifted students.

Diseusokm

The present study does not support the notion that gifted
students have lower self-concept and, therefore, higher suicide
probability than nongifted student& In fact, because no significant
diffeTences were identified in the average scores of the two groups.
this study also lends no support to the idea that the gifted have less
problems related to self-concept than their nongifted peers. and are
therefore at lower risk for suicide. It must be pointed out, however,
that the gifted group contained only Caucasian students while the
nongifted group was more heterogeneous as to race. One might
have expected this factor to have made a greater difference In the
two groups.

Interestingly, though, personality traits such as "ego strength"
appear to characterize creative peoplewithin a specific intellectual
discipline (Gardner. 1983). However, there were no differences in
ego strength/self-concept between the musically talented group
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and the nongifted group in this study. According to Gardner (1983)
"music Is a separate intellectual competence" (1:P. 122), which, one
may assume, is different from an academic intellectual compe-
tence. Perhaps differences would have been in self-concept and
suicide probability between the gifted and nongifted groups if the
gifted group included academically (e,g.. mathematically) talented
students.

However, the results of this study do support the idea that
adolescents who have lower self-concepts have a higher suicide
probability. As has been stated previously, several authorities
(Paige!. 1986; Cull & Gill. 1982; Stein & Davis, 1982 Stillion et aL,
1984) indicated their belief that suicidal adolescents have a low
self-concept. A study by Stillion et al. (1984) yielded similar results
when self-report measures indicated that students who agree with
suicidal behavior had lower self-esteem than thwe who agreed less
often.

IMPLICATIONS

Although this study may be limited by the fact that it utilized a
small sample of subjects, the irsults of this study can still help
those who work with young people in determining which indi-
viduals are most likely to attempt suicide. For example, adolescents
with low self-concept may be more likely to attempt suicide than
those who have a higher self-concept. Those students who appear
to have a lower self-concept could be considered "at risk." and the
Suictde Probability Scale could then be administered to them. The
schools that routinely administer self-concept scales could screen
for those students with low scores and then give them the Suicide
Probability Scale.

At present. the best prevention of suicide is public awareness
of the determinants and warning signs of possible suicidal intent

Teachers are in an advantageous position to spot a suicidal
youngster. Often parents do not notice behavioral changes or are
reluctant to admit that anything is wrong other than "growing
pains." When students' grades begin to fall and they begin to
withdraw from friends and activities, the teacher should take a
closer look at those students and perhaps offer them an oppor-
tunity to talk.
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All school counselors need to be aware of the warning signs of
suicide and crisis intervention technique& Often the counselor is
the person parents or teachers turn to when they notice
"something wrong" with the studad. One might be wise, however,
to move cautiously with the excessively depaident personality.
since some evidence (Schwartz. 1979) is present that somecrisis
intavention therapies tend to reinforce suicidal behavior in these
personality types.

By knowing what characteristics are most typical of suicide
attempters (or those who think about suicide), we can investigate
and take preventive measures with those adolescents who display
these characteristic% thereby extending some hope of reducing the
rate of adolescent suicide.
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103,11CWILABSTRACT: The purpose this chapter is to
explain how the thinking and mi. Citation& patterns fy
suicidal ado :escents are different in qualityfrom those cif
the non-suicidal adolescent The reader will find the
discussions ig avnitive distortions and motivational
factors particularly helpful since these discussions help
direct and focus observation and assessment during
counseling and/or therapy. Suggestions and guidelines
for assi&ing adolescent clients in the process (#* correcting
crgnitive distortions and increasing motivation are also
provided

Research has shown that the thought patterns and moti-
vations of suicidal adolescents distinguish them from their non-
suicidal peers along a number of definakde dimensions. While
adolescents who attempt suicide are often subject to high levels of
life stress, equally well established now is that in addition to
external problems, the suicidal adolescent's thoughts are different
in quality and quantity from those of the normally functioning or
non-suicidal adolescent The cognitive and motivational charac-
tPristics of these young people are not only correlated with the
suicide attempt. but are in many cases causally Mated. ln coming
to understand the phenomenon of adolescent suicide, an equally
toportant aspect is to attend not only to external stressors but also
to the adolescent's internal state of mind.

While knowledge of cognitive and motivational factors is
helpful to mental health professionals in understanding the
suicidal adolescent, they also have been shown to be excellent and
even essential, targets for the treatment and prevention of suicidal
and parasuicidal behavior. Cognitive and motivational perspec-
tives (wide an excellent framework, then, for developing inter-
vention, treatment, and prevention strategies.

REVIEW OF RELkTED LITERATURE

An assumption of the present chapter is that motivational and
cognitive states have a great deal to do with how one fee's and
behaves. The decision to take one's own life will be discussed from
two points of view which initially may appear to be incompatible. A
cognitive viewpoint assumes that suicidal individuals develop a
particular cognitive framework which makes suicide, an
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unthinkable option for most people, appear to be a visible solution
to the pains encountered in living. From this perspective, suicidal
behavior is seen as a cognitively distorted means of dealing with
difficult situations. A motivational viewpoint, on the other hand,
assumes that all emotions, including those that lead an individual
to attempt suicide, are adapUve and designed ultimately to regulate
one's enertf and percepllons and to facilitate social interaction.
While the cognitive viewpoint sees suicide as resulting from
maladaptive cognitions, the motivational viewpoint sees suicide,
like all behavior, as ultimately adaptive.

That human thoughts and feelings are subjective allows for
the reconciliation of these two different ways of understanding
suicidal behavior. Every individual develops a unique perspective
on the world based on an individual evaluation of experience. A
personal reality is created which is an individualized under-
standing of how the world works. Because of this personal
perspective, people are capable of having inaccurate thoughts and
of initiating a rnaladaptive execution of the adaptive function.
Inaccuracy can occur either in cognitions (e.g., 1 believe that this
escape into death will make me happier") ar in motivation (e.g.,
"The only path toward survival is to get out of this intolerable
situation by dying"). Suicidal behaviors, then, are believed to be
based on distortier.2 ef either thought or motivation or both, and
are not consi.dered to be a normal function of adolescence, or
indeed of any other age.

Cognitive Theozy

Depression is the most common psychological feature associ-
ated with adolesvnt suicide. The estimate is that between 45% and
75% of those who commit or attempt suicide show previous signs
of depression (Avery & Winokur. 1978). While depression and
suicide are certainly not identical, the thought processes of
suicidal individuals have a great deal in common with those of
depressed individuals.

Several current theories of depression stress the role of
cognitive factors in the development of depression. Two theories in
particular. Beck's Cognitive Distortion Theory and Lazarus's
Cognitive Appraisal Theory, explain the integral relationship
between an individual's thought processes and his/her feelings.
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Bee les Cognitive Distortion Theory. The Cognitive Distortion
Theory of depression (Beck, 1974, 1983) provides a framework for
understanding suicidal ideation. Beck proposes that depressed
and suicidal individuals develop a mental framework for eval-
uating events that he calls the "negative cognitive triad." The triad
consists of a negative view of the self. the world. and thefuture.
Regarding theself, suicidal individuals believe that they are not
adequate to cope with life's problems. They find justification for
believing that they are defective in comparison to others and
unable to appropriately set and attain goals for themselves.
Regarding others, they view obstacles and difficulties as insur-
mountable and they tend to view demands made on them as being
overwhelming And regarding the future. they believe that no
possible positive end can come to their current problems and pain
and that a continuing cycle of failure is inevitable.

This negative belief system becomes pervasive, coloring the
person's thoughts and leading to a negatively-biased overreaction
to life events (Saklofske & ulanzen, 1987). The negative distortion of
reality is then applied as a way of understanding whatever happens
in the individual's environment, regardless of the positive or
negative valence of the original situation.

What results is a state of withdrawal and lack of initiative.
since the individual believes that all aspectsof life are destined to
result in undesirable consequences. In his recent writings. Beck
(1983) stated that these distorted psychological processes occur in
conjunction with parallel biochemical processes, resulting in a
state of "learned helplessness" such as that described by Seligman
(1975). The reformulated model of learned helplessness
(Abramson, Seligman. & Teasdale, 1978) holds that a sense of lack
of control is increased when the individual believes that negative
events are due to personal characteristics (internal as opposed to
external events), temporally stable events, and global situations.
When the individual believes that good events can be explained by
external, unstable, and specific causes, perhaps depression results
(Seligman. Abramson, Semmel. & VonBaeyer. 1979), although
further research is needed in this area. The central variable is the
degree of control which the individual believes that he/she is able
to exert in the situation.

Lazarus' Cognitive Appraisal Theory. According to Cognitive
Appraisal Theory (Lazarus, 1975). people define their emotional
states only after they have some salient thoughts about the matter
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at hand. Rather than focusing on the antecedent emotions to
depression. as Beck does, Lazarus (Lazarus, Kanner, & Fbllanan.
1980) stated that emotion is determined by the individual's
anticipation of the outcome of his/heractions. Lazarus also sees
emotions as having a signaling function, alerting the organism to
the need for the alleviation of stress andthe development of coping
activities. From this point ofview, devressionand suicidal ideation
can be seen as having a potentially positive function, that of
alerting the individual to the seriousness of the situation and to
the need for action to alleviate stress.

For both Beck and Lazarus, depressive and suicidal feelings
are said to be the result of how one thinks about oneself and the
surrounding social and physical world. Cognitive processes are
seen by both theorists as an integral component of the develop-
ment of all emotional states, including depression, which com-
glumly precede suicidal behavior.

Motivational Mealy
A motivational theory of emotion has been proposed by Izard

and his colleagues (lzard, 1977; Izard & Schwartz, 1986). Depres-
sion and the underlying motivation for suicide is viewed as
essentially adaptive, providing signals to oneself and to others
about what is needed for survival. As stated previously, in the case
of suicide these motivations can be distorted so that survival of the
individual is actually jeopardized rather than facilitated. Never-
theless, the drive toward suicide, as opposed to the act itself, is seen
from a motivational perspective as being a drive toward the
preservation of life.

Within lzard's framework, suicidal ideation is seen as pro-
viding feedback both to onesey and to others. To oneself, the
message is that a need exists for remedy of the current situation.
Thoughts and behaviors are activated which can lead to the
removal of stress, the restoration of peace. the recollection of prior
ways of coping, and other life-preserving functions. Social with-
drawal, which frequently accompanies depression and precedes
suicide, can be seen as an adaptive removal of negative stimuli and
a means of distancing oneself from intolerable pain and stress. If
the adolescent believes that he/she is in an intolerable and
unchangeable environmental situation, the motivation to with-
draw can be understood as an attempt at self-preservation, even
though suicide is an extreme, permanent, and ultimatelydistorted

116 Preventing Adolescent Suicide

!I.



form of this function. Suicidal behavior also can be seen to havea
social and communicative function of signaling to others the depth
of the adolescent's distress and need for mile In this sense,
suicidal behavior signals to those who care about the adolescent
the desperate and immediate need for caretaking and for social
bonding.

Suicide, then, can be seen as a distorted form of adaptation, an
expression of the adolescent's motivation to live by communicating
to oneself the need to withdraw from pain and to conserve energy.
and by signaling to others a pressing even desperate. need for help.
Cases of depression in a five-year-old boy (Glancotti & Vinci, 1986)
and a six-year-old boy (O'Connor, 1986) have recently been
described in Just these terms, with an emphasis on the adaptive
function of the depression which serves to protect the child from
further pain. In this way. suicide is seen as a tendency toward life
and not toward death, a wayof mobilizing individual and collective
energy to reduce overwhelming pain and in fact save the life of the
individual.

Thinking Patterns of the Suicidal Adolescent

Suicidal ideation and behavior are not normal parts of adoles-
cence but result from distorted cognitions that lead the adolescent
to a depressive, helpless, and hopeless world view. Novi& (1984)
has emphasized that adolescent suicide attempts are the final act
in a disturbance dominated by depression and feelings of abnor
mality. The mentality of suicidal and non-suicidal adolescents
differ, then, along a number of definable dimensions, both
cognitive and motivational.

Cognitive Content and Processes of Suicidal Adolescents.
Researchers who have traced the cognitive history of adolescent
suicide attempters have usually discovered a pattern of negative
cognitions which applies to all, or nearly all, aspects of the
adolescent's life. Little that the adolescent perceives or thinks
escapes this bleak mentality that casts a dark and pessimistic
shadow over everything.

This negative overview in turn leads to a series of negative
distortions which color how the suicidal adolescent behaves,
whether this involves learning in school. interacting with peers
and faintly. or making simple daily decisions. Low 8W-esteem and
self-defeating thoughts are common, creating a dominant
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framework for dealing with the world that is gloomy and pessi-
mistic The positive potential inhetent in various situations is
ignored, while the negative potential becomes magnified to the
point that it is all-encompassing. Single difficult situations, for
example performing poorly in a class or the breakup of a
relationship, may be magnified to color the adolescent's entire
self-image with visions of failure and pessimism.

Cognitive Distortions. While most adolescent develop ways of
thinking based on the surrounding reality, suicidal adolescents
distort their perceptions and thoughts to coincide with this
negative mentality. While close scrutiny reveals that such a
negative mentality cannot be entirely substantiated by reality,
these individuals often are unable to recognize the distortions
without help from someone more objective. These distortions can
be categorized along a number of dimensions.

One important dimension is the all-or-nothing thinking in
which the suicidal adolescent engages. Situations are seen as
polarized, and options are thought to be either black or white. The
anderlying distortion behind this kind of thinking is a difficulty in
perceiving subtlety and complication in a situation.

Another prominent characteristic of suicidal thought is
overgenerulization, which lead the adolescent to take a single
event and mentally magnify it so that it seems to apply to many
other situations. An adolescent who is teased by a classmate might
tell himself/herself that everyone in the school dislikes him/her,
thus distorting a single event as evidence for a much more general
pattern. An example of overgeneralization would be changing the
statement: 'Tm not a good basketball player" into the statement:
"Cm a complete failure."

Suicidal adolescents also are seen to select a single negative
detail in their life and to perseverate in their thinking about it. Over
time, this single event can dominate their thoughts to the
occlusion of other more healthy thoughts, a process which is often
referred to as a mental filter. For example, adolescents often
perseverate about situations involving peer relationships. since
these are especially crucial during the adolescent years.
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They also have a tendency to disqualify the positive. rejecting
positive experiences and insisting that they are unimportantThis
can be seen in the selective perception and attention of the
adolescent for negative details, or more overtly in statements which
indicate that all the positive events in the world cannot make up for
one negative event.

Catastlopluzing is another cognitive characteristic of the
suicidal adolescent. Throtkgh this way of thinking, adolescents
exaggerate the importance or consequences of negative events.
Examples of this kind of thinking are embodied in the statements:
if Mary leaves, I'll never be happy again" and "If I don't make the
cast of the play. 1411 never be able to hold my head up again."

Distortions are also evident in the way an adolescent labels, or
rather mislabels. the meaning ofevents. Instead of saying, "I made a
mistake," the suicidal adolescent is likely to conclude that l am a
loser." This labeling prom's creates a more negative meaning than
the original situation wanants and can facilitate other negative
thoughts which go well beyond the stimulus event.

Suicidal adolescents often see themselves as the cause of
negative events, such as the divorce of their parents, when in fact
true responsibility lies beyond their own control. This is known as
personalization. and is somewhat more common in younger
adolescents but can be found in individuals of all ages.

Finally, cognitive rigidity is often present so that suicidal
adolescents become set in a way of viewing themselves and the
world and obstinately retain this view despite contradictory
evidence. Such cognitive rigidity often incorporates elements of all
or many of the distortions just described and can lead to an
obstinate retention of cognitions which are inaccurate, inflexible.
or simply inappropriate for the situation at hand.

While a grain of truth is in each of these distortions (e.g., a
single negative event may indeed be only one in a series of negative
events which the individual has experienced), what makes them
distortions is their application to situations in which they are
inappropriate through selective attention, misattribution, and
similar alterations in the perception of reality. In fact, the very
"grain of truth" allows one to maintain a distortion: othenvise. the
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false or distorted aspect of it would become apparent immediately
and be easy to dislodge. In working with the cqinitive distortions of
suicidal adolescents. one must be ready to recognize both the truth
of the individual's situation (e.g., this is in fact one in a series of
problems) and also the degree to which the person's thinking is
negatively altered.

Self Thd'eating Cycle These cognitive distortions can lead to a
self-perpetuating cycle of self-defeating thoughts and reduced
motivation to perform well (a "what's the use?" attitude). on the
assumption that effort cannot lead to an improvement in one's
situation. And the reduced effort leads in turn to poor performance.
reinforcing the adolescent's view that effort is not rewarded and
that he/she is incompetent and worthless. This can be schema-
tically represented as follows:

negative cognitions> poor expectations of success

reduced effort--> reduced performance

reduced self-esteem> negative cognitions...

Increased social self-isolation often follows, accompanied by a
sense that others cannot understand the depth of one's feelings.
Unfortunately, this isolation most often leads to an accelerated
cycle of self-defeat and negative thoughts, since isolated adoles-
cents reduce their own chances of discovering that others both
understand and care about the pain that they are feeling. The
pattern, then. is of a self-defeating cycle. Over a period of time,
negative causes and negative effects succeed each other alterna-
tively. One cause provokes an effect4 and that effect becomes the
cause of another effect, perpetuating a cycle of gloom and
self-defeat.

Involuntary Versus Volunbuy Thoug4 Processes. Depressed
adolescents will normally experience a drop in school performance
and will withdraw from activities which they previously found
enjoyable. While the temptation is to press the adolescent to
improve school performance, the evidence is that reduction in
motivation and performance is not entirely deliberate. As the
adolescent's depression continues and/or increases, he/she will
lose the ability to concentrate and will be unable to complete tasks
which require sustained effort Maslow, Rehm, & Siegel. 1984;
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Raskin, Friedman. & DiMascio, 19821, Perceptual flexibility and
abstract thinking also have been shown to be negatively affected by
depression (Raskin. Friedman, & DiMascio, 1982), as have perfor-
mance on cognitive tasks requiring perceptual organization and
mental alertness (Maslow. Re fun. & Siegel. 1984). Levenson and
Neuringer (1971) have pointed out that suicidal adolescents have a
generally d im inished problem- "lying capacity for a wide variety of
tasks.

Slow performance is also a common characteristic of depres-
sion (Maslow. Thnenbaum, Abramson. Petervon. & Seligman.
1983). although at this time the reason is unclear as to whether
this is due to lower expectations for performance. higher criteria
for success, preference for punishment over reward (Kaslow. Rehm.
& Siegel, 1984). or decreased time perspective and goal orientation
(Corder. Shorr, & Corder. 1974).

Clearly, based on these findings, depression can have a
devastating effect on the adolescent's academic performance. What
is more, apparently some contributing factors, such as an inability
to concentrate and reduced problem-solving skills1 are not experi-
enced by the adolescent as being voluntary. Yet, despite the
presence of involuntaty thought processes, those who work with
suicidal adolescents would do well to remember that cognitions are
effective as the focus of both short-term intervention and long-
term treatment Even involuntary aspects of one's thinking, such
as slowed performance and difficulties in concentration, can be
altered through systematic and patient work on the adolescent's
thought processes.

Motivational Factors of
the Sidcidal Adolescent

A bewildering array of external stressors have been linked to
adolescent suicide, including rising divorce rates, single parent
households. population growth. reduced family support, and the
pressure on teenagers to succeed in the face of national economic
difficulties (Children, Youth, and Families, 1984). However, profes-
sionals who work with younger people also come in contact with
adolescents who may be experiencing a number of significant
stressors but are not turning to suicide as a means of coping either
with environmental problems or with developmental changes.
Suicide is not a rational act in zesponse to an impossible situation
but is an irrational act reflecting a state of mind which is. at least
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temporarily, imbalanced. One must look beyond external factors
such as stressful life events in coming to understand suicidal
behavior, and focus on what motivates the young person to
contemplate this extreme act.

Motivation can be defined as action which is directed toward
achieving a goal, and which consists of both drives and reinforcing
consequence& As such, motivation serves to activate both internal
resources and external communicative functions with the antici-
pated outcome of reaching one's goals. A motivation toward suicide
can be understood within this framework as fulfilling three
primary functions: first, an avoidance function which protects the
individual from pain; second, a earthy/ function by which the
adolescent attempts to regain control of himself/herself and of the
envimnment; and third, a communicative function which signals
to others a need for help and for reduced environmental pressure.

TheAvoidence Function. As stated previously, suicidal adoles-
cents often experience a series of highly stressful situations:
parental divorce, school failure, sexual maturation and physical
changes. as well as new relationship roles, to name only a few. Even
when these stresses are not extreme or unusual by any objective
criteria, the suicidal adolescent may experience them as being
overwhelming. Whether the stress is objectively verifiable or only
subjectively perceived. however, the adolescent will be motivated to
avoid negative situations that are perceived to be either too
psychologically painful or simply unchangeable by any personal
effort.

in support of this notion, Hawton, Cole, O'Grady. and Osborn
(1982) conducted a study of 50 adolescents who had attempted
suicide. Specifically, they looked at the reasons given by these
young people after the attempt. For 42% of the group. the attempt
was designed to "get relief from a terrible state of mind," and 42%
also said that they wished to -escape for a while from an impossible
situation." These reasons reflect the function of avoidance, the
need to escape a situation which is perceived to be intolerable but
from which there appears to be no other relief.

The Control Function. Suicidal adolescents are also moti-
vated to gain control of themselves and to gain some degree of
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control of environmental events. This control is linked to the
perceived loss of contingent reinforcement and a sense of
hopelessness.

Perceived Loss cf Contingent Reinforcement Contingent
reinforcement means that positive feedback from the environment
is perceived to depend on (be contingent upon) one's own actions.
The sense of an environment which is responsive to ones actions
begins at a very early age and is central to the development ofa
sense of self-efficacy. Individuals vary considerably in the degree to
which they feel a need for control and in their threshhold for
tolerating being out of control What is more, the life situations of
individuals vary considerably in the degree to which control of
reinforcement is actually possible. Irrespective of the environ-
mental situation, however, each individual can be considered to
have a subjective range of acceptable contingency, a range of
perceived control which may vary around an optimal level for that
individual. Variations of perceived control which lie at or above the
person's essential control level lead to a sense of mastery; variations
which fall below the essential level leave the person feeling helpless
and hopeless, unable to adequately influence the results of his/her
actions.

Helplessness versus Hopelessness. The perception that one
has some degree of control over the reinforcing consequences of
one's action is an important factor in the development of depres-
sion, an effect which has been shown to hold both for adults
(Abramson. Seligman, & Teasdale. 1978) and for adolescents
(Rholes. Blackwell. Jordan. & Walters. 1980). What is more, the
sense of control is better understood not in objective terms but in
subjective terms. A distinction between helplessness and hopeless-
ness is useful in understanding this difference between perceived
and actual control.

Studies of attribution have made a distinction between locus
of causality, which can be either internal or external, and degree of
controllability of the situation (Weiner. 1979). For example. if an
adolescent of above average intelligence is failing a class, he/she
may determine that the cause of failure is both internal ("I caused
this myself by skipping class and not doing my homework" and
controllable ("If I start studying. I can get better grades"). An
adolescent of below average intelligence who has struggled
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through elementary school to barely keep up may discover that
high school work is beyond his/her ability to perform. This
adolescent may decide that the cause of failure is external ("The
work is too hard for me") and uncontrollable (1 can't do well even
when I try").

The distinction between causality and control is a useful one
when attempting to understand the cognitive orattributions! style
of the suicidal adolescent Attribution refers to the individual's
belief in whether locus of control is due to his/her own effort or due
to external factors. A sense of external causality can lead to a sense
of hopelessness, a feeling that the situation will remain as it is, and
that no hope of remedy is possible. A sense of lackof control, on the
other hand, can lead to a sense of helplessness, a feeling that one
cannot have an impact on the situation. While helplessness does
not rule out the possibility of some eventual change in the
situation, hopelessness can produce a sense of despair. abelief that
no hope for relief is possible in the future. This sense of hopeless-
ness is more likely to result in suicidal ideation and behavior than
the sense of helplessness.

Research has supported this distinction in that a relationship
exists between high depression scores. low income, and external
locus of control (Letkowitz. Tesiny, & Gordon, 1980; Mullins, Siegel,
& Hodges. 1985). These findings support the theoretical position
that an inability to effect change in the environment canlead to an
increased sense of hopelessness, culminating in depressive or
suicidal behavior. At the same time, income was found to account
for only a small amount of the variance in depression, so that other
factors, including attributional style. also must contribute to the
sense of hopelessness.

The Communicative Function. In addition to the motivation
to avoid pain, the suicidal adolescent is also motivated to commun-
icate to others the need for help and for reduced stress. In the study
by Hawton and associates (Hawtoa et aL, 1982), many adolescents
regarded their suicide attempts as a communicative act, a way of
commanding attention. In this study, 42% said that they wished to
"make people understand how desperate you were feeling" 32%
agreed that they wanted to "make people sorry for the way they have
treated you, frighten or get back at someone 26% attempted
suicide to "try to influence some particular person to get them to
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change their mind:" and 18% said that they wanted to "seek help
from someone." This demand for responsiveness from others is an
effort to regain contingent reinforcement which was lost, either in
fact or in the perreption of the adolescent is as though the
adolescent were saying: "You haven't been listening to me, but I'll
force you to listen now."

Research data haw shown that parents and teachers often do
not notice the signs of depression and suicidal ideation in their
adolescents (Rutter, Graham, Chadwick, & Yule, 1976). If signi-
ficant figures in the adolescent's life are not perceiving their
despairing emotional state. they are also likely to be unresponsive
to it. Numerous possible reasons for this lack of perception can be
hypothesized. but the central point is that the adult's unawareness
may lead to a lack of contingency in which the adolescent's misery
receives no response from significant figures in the adolescent's
life.

Peck (1982) has found that the parents of suicidal children
and adolescents are often unable to accept the young person's
feelings of misery. depression, or frustration, probably due to their
own difficulty in coping with these painful feelings. ln the face of
emotional expression from their stressed or unhappy adolescent,
these parents may either ignore or deny the pressure and strength
of these feelings, or they may respond with overt hostility. This lack
of acoeptance may in turn lead to a sense of rejection and
worthlessness, further contributing to the sense of depression and
hopelessness and to social self-isolation.

Suicidal attempts also may be an indirect attempt to communi-
cate with others with whom the adolescent is angry. In a compar-
ison of 40 suicidal and 40 nonsuicidal psychiatric patients. Kincel
(1981) found that in contrast to nonsuicidal psychiatric patients,
suicide attempters experienced a higher intensity of aggression
which they directed at themselves. Kincel concluded that inhibited
aggression, or aggression which was not appropriately directed
toward others, was an important characteristic of suicidal indi-
viduals. Similarly. Pfeffer (1984) stated that suicide attempts are
often an effort to inflict pain on those who are seen to be the causes
of pain for the adolescent From this perspective, suicide can be
seen as an attempt to communicate anger, but from an assumption
that a direct expression of anger is unacceptable.
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APPLICATIONS

Since the thought processes and motivations of theadolescent
have been shown to have significant bearing on thedevelopment of
depression, a treatment that focuses on cognitions and moti-
vations can be highly effective whether used alone as the central
focus of treatment or in conjunct!on with another treatment
strategy. Behavioral, phrinlogical, and traditional therapeutic
strategies all have been successfully combined with cognitiveand
motivational interventions.

In practice, the simultaneous application of several
approaches can contribute significantly to the success of any one
element of the treatment plan. In working on the adolescent's way
of thinking, non-cognitive approaches can have a positive effect
upon cognithe-motivational processes. Similarly, cognitive strate-
gies can lead to improvements in physiological symptoms and
conduct problems. For example, a behavioral intervention might
include graded task assignments through which the adolescent
engages in an increasing variety and numberof success-producing
situations. Success achieved in these behavioral assignments can
in turn lead to a decrease in negative cognitions and an increase in
self-esteem. In the same way, techniques which lead to a demotic
in suicidal ideation relate to a corresponding increase in appro-
priate cognitive functioning. The importance of thee aspects
cannot be overemphasized: the tailoring of the tlrrapy toneeds of
the particular adolescent, the situation in which the adolescent
operates, and the specific strengths of the therapist. Once these
areas have been taken into consideration, a variety of techniques
am be combined to produce maximum improvement in the
adolescent's situation.

Research on Cognitive
and Motivational Therapy

A number of studies have demonstrated the effectiveness of
cognitive and motivational interventions in the treatment of
depression. These two approaches therefore can offer concrete help
to professionals in understanding and treating suicidal ideation
and actions among adolescents.

Cognitive Therapy. Cognitive therapy is designed to teach the
adolescent to recognize and challenge negative attitudes and
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beliefs. A number of studies have shown that cognitive therapy
with adults is equally or more effective in the treatment of
depression in comparison to other intervention strategies. A study
by Rush and associates (Rush, Beck, Kovacs, & Ho lion. 1977)
showed that cognitive therapy was more effective than tricyclic
antidepressant therapy with adult psychiatric patients. and that
this effectiveness persisted even after a year from the beginning of
treatment For outpatient treatment, both McLean and Hakstian
(1979) and Blackburn and colleagues (Blackburn, Bishop. Glen,
Whalley. & Christie. 1981) found cognitive therapy to be superior to
other forms of treatment.

Various cognitive techniques also have been studied in pre-
test/post-test designs. Attribution retraining has been shown to be
effective for both adults (Miller & Norman, 1979) and children
(Dweck, 1975: Dweck & Repucci. 1973). Problem-solving strategies
(Klein & Seligman. 1976), redecision therapy (Campos, 1986), and
rehearsal of the relationship between thoughts and feelings
(Mosak, 1985) are specific cognitive techniques which have been
shown to be effective in working with depressed individuals.

Motivational Therapy. Motivational strategies have been
found to be effective in helping individuals achieve a sense of
control. Since the function of suicidal ideation is primarily that of
signaling to the adolescent and to others the need for relief from
stress and pain, two motivational strategies in particular can help
to move the adolescent beyond the sense of immobility and self-
isolation and into a more active involvement with others: social
skills training and activity increase program&

Poor or inappropriate social skills are common associated
features of depression in young people (Helsel & Matson, 1984).
The goal of social skills training is primarily to help the child or
adolescent to develop, practice, and gain ease in exhibiting skills
which lead to smooth and satisfying social relationships. In studies
comparing individual therapy with social skills training (Hersen.
Bellack, & Himmelhoch, 1980: Wells, Hersen. Bellack, &
Himmelhoch, 1979). the latter has been shown to be effective in
improving confidence and assertiveness. The use of peer-pairing
also has been used as a way of improving the social skills and
self-confidence of isolatrx1 children (Mervis, 1985).
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Disinterest and lethara in the suicidal adolescent areusually
maintained by a combination of fatigue, the expectation of
unsuccessful outcomes, reduced pleasure in activities. Activity
increase programs are designed to gradually increase the adoles-
cent's activity level through the use of a variety of incentive
techniques. Studies have consistently shown the effectiveness of
activity increase programs with depressed adults (Grosscup &
Lewinsohn. 1980; Turner. Ward, & Turner. 1979; Zeiss,Lewinsohn.
& Munoz. 1979).

Cognitive Intenrention Strategies
Cognitive interventions are designed to challenge maladaptive

cognitions as being distortions of reality and to help the client
substitute new interpretations of the world. This is accomplished
through a three stage pmcess: assessing depressive cognitions,
learning to self-monitor cognitions. and learning to develop self-
control over cognitions. (See Figure 5.1.)

Intervention Strategies

Assessment of
Depressive

Cognitions

Self-Monitoring
Of Cognitions

Development of
Self-Control

Personality questionnaires
Self-report inventories
Behavior rating Scales
MMPI
Multiple Appmaches: observation

interviews
inventories
self report
adult reports

Self-assessment
Self-recording

checklist
wrist-counter
golf scoring counter

Substituion of pleasant thoughts
Self-control strategies
Attribution txaining
Cognition rehearsal of

alternate thoughts

?igen 5.1. Cognitive intervention strategies for use with suicidal
adolescents.
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AssosomentofDepreoolveCognitfoos. A variety of personality
questionaires, self-report inventories, and behavior rating scales
are available to aid the therapist in the assessment of the
adolescent's depressive thoughts. Older adolescents might be
given the Minnesota Multiphasic Personality Inventory (WPM
which includes a Depression scale that can provide information
about the adolescent's cognitive state While behavior rating scales
might be helpful in establishing the presence, intensity. cs classifi-
cation of depressive symptomatolog. they typically offer little help
in describing cognitive content. For this reason, self-report
measures that assess cognitive content are more likely to be the
instruments of choice When assessing depression as a syndrome
or disorder, however, multiple approaches should be used.
including observation. interviews, inventories, self-report
measures, and information from intents and teachers.

One of the most challenging assessment tasks is the deline-
ation of the cognitions of the depressed or suicidal adolescent If
dysfunctional cognitions are presumed to be causal in the
development of adolescent depression and suicide, then valid and
reliable methods to assess these cognitions are necessary. Kendall
and Korgesld (1979) suggested that the assessment of cognitions
serves two purposes. First. It provides a thorough description of the
role or roles that cognitions play in behavior. Second, it allows the
therapist and client to examine the effectiveness of various
treatment methods chosen to change negative cognitions. While
the initial assessment work of the therapist may be effective in
accomplishing this first function, the second function can be best
accomplished by the client through a variety of self-monitoring
techniques. Beyond helping with the ongoing therapy process,
training in self-monitoring techniques can leave the client with
skills that have wide applicability to personal improvement in
other areas and at other times in the individual's life.

fielf-Monitoring of Cognitions. As a part of the assessment
and treatment process, adolescents are taught to systematically
monitor their own thoughts and behaviors. Self-monitoring
involves asking the adolescent to be attentive to specific thoughts
and behaviors that occur and to keep a record of them. Not only
does self-monitoring accomplish the purposes suggested by
Kendall and Korgeski (1979), but it may be therapeutic simply by
making client aware of their dysfunctional cognitions. As a mere
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function of this increased awareness, the adolescent may be
inclined to decrease the frequency with which the thoughts and
behaviors occur.

Self-monitoring has two components seff-assessment and
selfrecordtng. Self-assessment refers to an individual's evalu-
ation of histher own behavior to determine if a particular behavior
has occurred. For self-assessment to be effective, adolescents must
be able and willing to examine their own thoughts and, more
specifically, be able to reliably identify therm The majority of
adolescents are able to identify and report on dysfunctional or
negative thoughts if provided with specific guidance.

The second component of self-monitoring seY-recording,
involves devising a method to enable the adolescent to record
dysfunctional thoughts. The most common method of recording
self-monitored thoughts is using a frequency count of the
thoughts that occur within specified time periods, such as a
morning, a day, or a week To facilitate the usefulness of the
recording process, the therapist will want to help the adolescent
identify the most salient cognitions that hefishe is experiencing,
such as "I feel worthless" or 1 want to kill myself." The three
primary criteria for choosing which thoughts to record are they
should be distinct from each other, identifiable, and lend them-
selves to reliable reporting. Using these criteria, the therapist and
client can work together to develop both a list of the cognitions to
be monitored and a reliable method for recording them.

While a wide variety of recording methods can be used. the
optimal recording method is one which accomplishes the objective
of recording with the greatest efficiency and ease of use This is
particularly important for suicidal adolescents, since they may
have lowered energy or coping resources than the average
adolescent. If a frequency count of distorted cqgnitions is needed, a
checklist which gives a frequency count of how often the thoughts
occur can be efficient At the end of a specified time period, the
frequencies can be tabulated to determine the cognitions that
occurred most often. A wrist-counter or goy' scoring counter can
also be used, so that the adolescent activates the counter each time
a negative cognition occurs.
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Frequency counts are excellent sources of information about
the suicidal adolescent's cognitive state, and any method that the
therapist and adolescent can devise that will allow for easy
recording of occurrences is reconunended. The potential advan-
tages of this approach are fivefold:

1. the client is actively involved in the assessment and
treatment process from the beginning,

2. baseline data about negative cognitions can be obtained
prior to the beginning of formal treatment,

a the self-monitoring process may be therapeutic in itself,
through the adolescent's increased awareness of cogni-
tions and subsequent reduction of them,

4. recording of thoughts during and after treatment can be
used as a criterion for changes in cognitions, and

5. clients will increase the self-examination of their distorted
thoughts.

Developing fielf-Control of Cognitions. A variety of self-
control strategies are available that are effective in the treatment of
the distorted cognitions that accompany suicidal ideation. While
the present chaptercannot cover all possibleself-control strategies .
four techniques have been selected for discussion based on their
applicability to suicidal adolescents and on the fact that they are
widely accepted and well researched. These four strategies are
substitutbn of pleasant thought, self-control strategies, attri-
bution training and cognitive rehearsal of alternate thoughts.

Substitution of Pleasant Thoughts. Suicidal adolescents are
likely to have a vast repertoire of negative thoughts which
dominate their cognitive set. Pleasant thoughts are rare or entirely
absent, so that the adolescent engages in a self-perpetuating cycle
of depressive cognttions. The method of substituting pleasant for
unpleasant thoughts operates on the assumption that these two
kinds of cognitions cannot occur simultaneously.

To implement this approach, the adolescent and therapist
develop a list of pleasant thoughts based upon the adolescent's
past history and preferences. The adolescent is then instructed to
recall one of these pleasant thoughts at the time that a negative one
is experienced. Through the process of repetition and continual

Ch 5 Thinking Patterns and Motivation 131



replacement of the negative thoughts, the adolescent reduces the
quantity and quality of negative cognitions in the repertoire and
replaces them with positive thoughts. Obviously, the adolescent
must be willing to participate and be at a level of cognitive ability to
reflect on his/her own thinking processes. While little empirical
evidence is available concerning the effectiveness of this technique
with children and adolescents, it has proven to be effective with
adults and may be particularly useful with older adolescents or
with those who arc at higher levels of cognitive development.

Self-control Strategies. A number of self-control techniques
have been developed based on Relun's (1977) model of depression,
and include some of the ideas of Beck's (1974) cognitive therapy
ideas, Kanfer's (1971) self-control theory, and Seligman's (1975)
helplessness perspective. Rehm viewed depressed persons as
having self-control deficits in six cases:

1. a tendency to attend to negative events or to selectively
attend to positive events.

2. selective monitoring of immediate (as opposed to delayed)
reinforcement,

3. setting excessively high self-evaluative standards,

4. making inaccurate attributions of responsibility for per-
sonal behavior,

5. inadequate self-reinforcement, and

6. excessive self-punishment

The therapeutic approach suggested by Rehm is based on the
assumption that deficits occur at one or more of these six levels,
and that intervention efforts must address these deficits in terms
of their degree of severity and their contribution to the depressive
or suicidal pattern.

From this perspective, adolescents are taught to monitor the
positively balanced behaviors and cognitions that are associated
with improved mood. Emphasis is placed both on attending to the
positive aspects of experience and on appreciating the value of
delayed reinforcement. Excessively high personal standards are
examined and the adolescent is taught to set limited, realistic, and
attainable goals. Since most suicidal adolescents have a tendency
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to attribute success and failure only to themselves mgardless of the
actual situation, this strategy teaches them to place responsibility
where it is appmpriate. Finally, they are taught how to reinforce
themselves appropriately and to reduce self-punishing thoughts
and behaviors.

Attribution Training. The research and clinical work on
helplessness has focused primarily on assessment and treatment
of maladaptive attributions of success and failure. Seligman (1981)
has described four therapeutic techniques that are useful in
reducing depressive and suicidal ideation: environmental enrich-
ment that reduces the probability of negative outcomes and
increases the likelihood for improved outcomes subsequent to
one's efforts: personal control training that emphasizes changing
people's expectations from uncontrollability to controllability:
resignation training that proposes to make highly desired out-
comes less desirable and attribution retraining that helps people
attribute failure to more external, unstable, and specific factors
and success to more int wnal, stable. and global ones. Attribution
retraining has been shown to be effective in reducing the negative
cognitive sets of depressed individuals by altering feelings of
helplessness and expectations for success (Klein & Seligman, 1976;
Miller & Norman. 1979).

Cognitive Rehearsal of Alternate Thoughts. Cognitive
rehearsal is similar to the substitution of pleasant for unpleasant
thoughts by focusing on instruction to the adolescent in creating
different thinking pat.erns. The therapist works with the suicidal
adolescent to develop a repertoire of new and adaptive thoughts to
augment and eventually replace the negative thoughts that he/she
might have. The adolescent then rehearses these thoupts and
associated statements that are incompatible with current dysfunc-
tional thoughts. As the frequency of adaptive thoughts increases
through rehearsal, negative cognitions decrease in frequency,
intensity, and duration.

Motivational Intervention Strategies

As stated earlier, suicidal ideation and behavior can be seen as
an attempt to adapt to very stressful and painful circumstances.
The avoidance of pain is a natural human response. Before
contemplating suicide, the adolescent will often have tried other
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forms of withdrawing from pain which have not proven successful:
social withdrawal, verbal hostility, or the like. When these coping
methods fail to bring relief, suicide may be seen as the only viable
alternative for maintaining survival. While the logic of this choice
may be incomprehensible to most adolescents, remember that the
suicidal adolescent is most likely operating from a base of several
distorted cognitions that make this form of reasoning appear
reasonable, at least temporarily.

From the perspective of working with the suicidal adolescent,
motivation is an essential factor to consider in the selection,
planning, and implementation of intervention techniques. lack of
motivation of the depressed adolescent is usually evident in
behavioral indicators such as decreased socialization, withdrawal
from usual activities, passivity, and an unwillingness to initiate
new activities. When combinations of these behaviors become a
characteristic mode of operating for the adolescent they are
Indications that the adolescent's environment is perceived to be
unrewarding in any positive sense of the word.

Motivation and Reinforcement. "Iwo primary motivational
explanations exist for this constellation of behaviors. First, the
adolescent may be unable or unwilling to exert efrart perhaps
because of intellectual of physical limitations. Second, and perhaps
more commonly, the adolescent's past experiences may not have
been reinforced so that efforts are not seen as leading to positive
outcomes. This latter explanation, known as a low rate of response-
contingent positive rPinforcement is a primary means of under-
standing depressive and suicidal behavior and is often a pattern
that results from excessive punishment experiences (Lewinsohn &
Haberman. 1982; Lewinsohn & Shaw, 1969)

These low rates of positive reinforcement are usually associ-
ated with social skill deficits which limit the individual's oppor-
tunities for positive experiences. Although individual suicidal
adolescents may receive positive input from others, the more
common pattern is for them to isolate themselves and to be avoided
by others. When they do have opportunities for positive experi-
ences, cognitive distortions often lead them to ignore or discount
the positive aspects of these events. Consequently, the number and
quality of social experiences declines, leading to a maintenance, or
ewn increase, of depressive symptoms. This in turn can lead
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adolescents to reduce their motivation either to exert effort or to
change their behavior in ways that might improve the situation.

A number of approaches are available for increasing the
motivation of the depressed or suicidal person. Included in this
section will be a discussion of two that have been shown to be most
effective: activity level increase strategies, and social skills
training.

Activity Level Increase Strategies. The assumption behind
various activity level increase programs is that behavior that is
either intrinsically or potentially reinforcing isnot being produced.
The process normally begins with a careful monitoring of the
adolescent's mood and activity level to obtain baseline and a
standard against which subsequent progress can be measured.
Behaviors that are or have been intrinsically rewarding or will
produce external reinforcement are identified. Attention is given to
both positive and negative mood states, and the specific activities
and thoughts that are associated with each are identified.
Assessment of these behaviors can be done through interview&
past histories. or self-report measures, such as the Children's
Reinforcement Survey Schedule for Children (Cautela. 1977) or the
Reinforcement Survey Schedule for Adults (Cautela &
Kastenbaum. 1967).

Once these activities and moods have been identified, the
treatment plan involves the therapist and client establishing
several activities for the adolescent to engage in that have a high
probability of being intrinsically rewarding or of eliciting rein-
forcement from others. In some cases, particularly with less
motivated adolescents, external or self-reinforcement procedures
may be helpful adjuncts for initiating and maintaining effortin the
activities. The use of the Premack principle (that is, requiring the
performance of a less desired behavior prior to engaging in a more
preferred behavior) may be particularly helpful (Kaslow & Rehm,
1983). Therapy then focuses on increasing activities that can
result in positive reinforcement and decreasing activities that are
associated with negative mood. Additionally, the therapist and
adolescent work together to establish environmental contin-
gencies that can reinforce positive behaviors and reduce or
eliminate the reinforcement of negative behavior&
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For activity level increase programs to be effective, the
adolescent must be able to perform the skill or behavior being
suggested. The therapist must distinguish between those adoles-
cents who are unable to perform an activity because they lack the
skill, and those who have the skillbut who are not performing the
activity currently, perhaps because riamdety or a lack of motiva-
tion. Skills training may be a more appropriate choice for the
former group. while activity inczease strategies may be most
beneficial for the latter group.

Sockd Sklils Tinning. For a variety of personal and social
reasons, the suicidal adolescent may have deficient social skills
that interfere with the performance of appropriate interpersonal
behaviors. While social skills deficits canbe a significant problem
at any age. they may be especially problematic during adolescence
when peer relationships are ofparticular importance. The develop-
ment of appropriate social interaction skills can fit well with the
needs of the adolescent

During social skills training, clients are taught appropriate
social behaviors and how to assert themselves in interpersonal
problem-solving situations. The methods used have considerable
variability and have been explored in anumber of studies both with
adults and children. Role playing, modeling, feedback, direct
instruction, observation, homework, and graded task assignments
are the major techniques that have been reported. While social skill

deficits often accompany depressive and suicidal ideation, the
training of social skills generally has been less effective than more
complex cognitive or behavioral interventions.

Indications and Countezindications
Before choosing to focus on the adolescent's adantive motiva-

tions and thoughts, therapists are well advised to asseavi the
appropriateness of this approach for the specific adolescent with
whom they are working, Cognitive and motivational therapies
assume that the client is both willing and able to participate in the
planning and implementation of a treatment plan. a condition
which may not be met by ail suicidal adolescents. Several reasons
may exist for an adolescent's inability or unwillingness to
cooperate in a cognitive-motivational therapy approach: cognitive
developmental level, severity of current impairment lack of
intellectual and/or social skills, and environmental reinforcement
of depression.
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Cognitive Develoinnental Level. Many intellectual, biological,
social, and emotional changes occur during the period of childhood
through adolescence. Some of the most dramatic changes occur in
the qualitative aspects of cognitive functioning By adolescence.
young people show an increasing ability to demonstrate cognitive
functioning that is very different from the patterns that are evident
in childhood. Young children are concrete in their thought
processes, interpreting events on the basis of environmental
events and then reacting on the basis of that interpretation.
Thinking and reasoning are directly tied to the child's immediate
circumstances and do not include the abstract thought processes
characteristic of adults. By contrast, adolescents generally show
the ability to think abstractly, to anticipate future events, to
generate potential &emotive actions in response to a situation, to
engage in hypothetical-deductive reasoning, and to reflect upon
and analyze their own thinking patterns.

Self-reflective Thought This last characteristic of adolescent
thinking, the ability to engage in self-reflection is essential to the
success of cognitive intervention approaches. For adolescents who
cannot reflect upon and evaluate their own cognitions. techniques
requiring insight into thought processes will be difficult or
impossible to implement effectively. On the other hand, the
presence of these higher-level thinking skills indicates a good
prognosis for the application of cognitive interventions.

Anticipation of the Future. Depressed individuals frequently
are unable to anticipate future events and often see the future in
negative ways. Regardless of whether this impairment is a cause or
a result of the depression, an inability to project into the future and
evaluate alternatives nevertheleas represents a cognitive dysfunc-
tion which will attentuate progress during cognitive therapy.

Some would debate as to whether young children can fully
experience hopelessntss or helplessness, since they lack the ability
of adulta to project themselves into the future and then conclude
that little change will be possible. As formal operations emerge in
adolescence, however, anticipation of the future becomes possible,
as do the experience of helplessness and hopelessness. In working
with suicidal adolescents, the therapist will want to assess each
individual for their formal level of cognitive development. When
formal operational thought and the ability to anticipate the future
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are not present. therapeutic efforts directed toward age-appro-
priate facilitation of coping strategies are likely to be the most
effective approach.

Sever ily of Current Impairment. The therapist will also want
to assess the adolescent's current level of functioning in several
areas. The third edition of the Diagnostic and Statistical Manual of
Mental Disorders (American Psychiatric Association. 1980)
suggested that the therapist assess the dient's "highest level of
adaptive functioning (for at least a few months) during the past
year" (p. 28). This can provide useful information about the
individual's current and past severity of impairment, with impli-
cations both for the choice of intervention methods and for
prcgnosis during the course of treatment

Severity is usually assessed in three major areas of the
adolescent's life: academic and/or occupational functioning social
relationships, and use of leisure time (American Psychiatric
Association, 1980). In cases of severe depression, these three areas
may be impaired to the point that the adolescent is not able to
mobilize sufficient personal resources to participate fully in the
therapy process. In these situations, non-cognitive forms of
therapy may again be more effective initially than cognitive
therapy.

Lack of Intellectual and Social SkMa. The adolescent also
may lack either the intellectual or the social skills that are
necessary for participation in the treatment process. In terms of
intellectual skills, mental retardation and some forms of learning
disabilities generally would make cognitive interventions a poor
choice of treatment stratea. Again, biological therapy or behav-
ioral approaches are likely to be considerably more effective with
these clients.

In terms of social skills, significant deficits can be due tosocial
or cultural isolation of either the adolescent or of the entire family,
and this can lead to significantly impoverished skills. Social skills
deficits are generally responsive to social skills training and
activity increase programs, as described above.

Environmental Reinforcement. Suicidal adolescents some-
times operate in situations which serve to maintain
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their suicidal ideation or behavior. Overt or covert reinforcement of
depressive behavior can come from family, relatives, friends, or
individuals in the adolescent's school or social life. While reinforce-
ment is rarely intentional or even conscious on the part of those
who are engaging in it it can serve to maintain both high levels of
depresston and suicidal behavior of the adolescent. Progress in
therapy may not be possible until changes are made in these
reinforcing situation&

Finally, these factors may exist in combination, making
progress through cognitive or motivational therapy slow or impos-
sible. Cognitive therapy is unlikely to have any significant impact
when any of these factors is operating either alone or in combina-
tion. If the therapist detennines that these or similar difficulties
are present. work might best begin with efforts to alleviate the
effects of these external problems through biological or behavioral
treatment before attempting to introduce a cognitive-motivational
approach.

IMPLICATIONS

The authors have taken the position that an understanding of
cognition and motivation is central to understanding, assessing,
and treating the suicidal adolescent. UltimatelY, the interventions
chosen should be based upon knowledge of the types of techniques,
the efficacy, the therapist's own therapeutic skills and orienta-
tions, and, most importantly, the characteristics and needs of the
adolescent The majority of research evidence has indicated that
cognitive and behavioral techniques have both immediate and
long-term effectiveness, with implications for assessment and
treatment selection.

Assessment

When working with suicidal adolescents, it must be remem-
bered that their behaviors cannot be considered without also
referring to their social and familial circumstances. Most suicidal
adolescents are living at home, and members of the immediate and
extended family can be valuable resources in developing inter-
vention plans. Alternately, these family members may be contri-
buting in significant ways to the problems that the adolescent is
facing. In either case. involvement of the family can be useful in
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determining both the source of the difficulties. the specific contri-
butions of various family members, and potential solutions.
Evidence is now available thai u substantial number of depressed
adolescents have at least one parent with an affective disorder
(Cytiyn & Mclinew, 1974; McKnew, Cytryn, Efron, Gershon, &
Bunney, 1979). In the event that the adolescent's suicidal behavior
is related to family stresses and problem% family intervention
should be considered.

Individual assessment of the adolescent should be done using
a multimethod, multitratt multisource and multisetting
approach that includes systematic consideration of personal,
social, and academic functioning. Relevant information can be
obtained from interviews with parents, teachers, family members.
and others who have knowledge of the adolescent Formal and
informal psychological assessment may be helpful if done in such a
way as to provide information about cognitive-motivational
characteristics, rather than simply for purposes of classification.
The data obtained throughout the assessment process should be
designed to provide information about the cognitive affective,
motivational, behavioral, and academic functioning of the
adolescent.

Selecting Intinvenlinn Strategies

The selection of appropriate intervention strategies is a
complex process and is determined through consideration of a
number of factors. While some form of intervention with the
adolescent's cognitive and motivational systems is usually indi-
cated, a number of other factors must be taken into account when
deciding on the stride& which will bring about optimal results for
any individual adolescent The following ten questions are
designed to address the primary decision points in the assessment
and intervention process. They provide a systematic guideline for
determining the most effective intervention approach in working
with a particular suicidal adolescent.

1. Is the behavior related to problem within the family?

lithe answer is "yes." then an appropriate starting pointwould
be family assessment and intervention, with additional help and
support for the adolescent If the answer is "no," or if appropriate
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family intervention is not possible, then focus on the adolescent is
appropriate.

2. Is the adolescent's suicidal behavior being overtly or
covertly reinforced by external _factors?

Possibly the adolescent's suicidal ideation and/or behavior are
being reinforced by the behavior of others, for example. by parents.
If such a relationship exists, an important procedure is to work
with the contingencies that are operating to maintain the
behavior, for evample. parental attention.

3. Is the behavior secondary to another, more serious
problem?

If suicidal behavior is a manifestation of another physical or
mental disorder, such as psychosis or substance abuse, then
treatment of these problems is indicated, perhaps in addition to
cognitive-motivational interventions.

4. What is the adolescent's level ci cognitive development?

If the adolescent does not demonstrate a basic level of formal
operational thought through the ability to anticipate future
outcomes, to generate alternatives, and to reflect on his/her own
thought processes, then complex cognitive interventions are not
indicated initially. For these adolescents, behavioral approaches
such as activity increase strategies are more likely to be helpful in
the beginning stages.

5. Does evidence exist of signykant cognitive distortion as
the major pmblem?

If cognitive distortions such as low self-esteem, catastrophic
thinking overgeneralization. and all-or-none thinking are evident,
cognitive interventions are indicated.

6. Does a depreive attributional style prevail?

If depressive attributions are central, helplessness therapy
with an emphasis on altering dysfunctional attributions of
negative events from internal to more external causes is indicated
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7. Are social skills *yid& evident?

Significant social skills deficits are likely to be associated with
depressed and suicidal behavior that lead to low levels of positive
reinforcement If these factors are predominant, then strategies
designed to improve social functioning by increasing positive
reinforcement from the environment are Indicated.

8. Are sey-monitoring deficits evident?

If the adolescent shows deficits in the ability to monitor both
overt behavior and cognitions. strategies to improve these abilities
are indicated. The type and intensity of the deficits are important
to determine limn both assessment and intervention perspectives.

9. Are overt behavior and interpersonal functioning
impaired?

If the types of behaviors are deficient, then activity increase
approaches are indicated. These approaches also are particularly
appropriate if the adolescent lacks the ability to use or profit from
more complex cognitive methods.,

10. Does the adolescent exhibit a deficiency in the ability to
demonstrate seY:reinforcement for positive behavior?

If the adolescent has been unable to engage in self-rein-
forcement because of cognitive disto:tions. depressive attribu-
tional style, or other similar factors, self-reinforcement can be the
most appropriate focus of treatment Strategies should include
helping the adolescent to recognize and respond to positive
experiences when they occur, create positive experiences when
possible, and establish a personal schedule of reinforcement so
that positive experiences are rewarded.

The foregoing questions are not intended to be either
exhaustive or mutually exclusive. They are guidelines that can
contribute to a systematic and personalized assessment and
treatment approach in working with a particular suicidal adoles-
cent. In providing a basic outline for assessing and choosing
treatment approaches, these questions can contribute to a
thorough and individualized approach to working with a specific
adolescent.
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CONCLUSION

Suicidal adolescents differ from their nonsuicidal peers in the
content of their thoughts, thought processes, and motivations.
Their feelings. thoughts, and behavior are dominated by a predom-
inantly negative view of themselves and by pessimistic expect-
ations for the future. Suickial talk, gestures. and acts can be
understood as attempts to escape from intolerable pain, to regain
control of the environment, and to mobilize internal and external
resources to deal with difficulties. Therapists who understand the
internal dynamics of the suicidal adolescent can utilize this
information in evaluating the individuars degree of risk, available
resources, and personal strengths and limitations. This inform-
ation is central in the construction of a treatment plan which is
tailored to the adolescent's specific abilities and needs.

In determining an appropriate intervention strategy. the
therapist is well advised to consider a broad range of factors which
can facilitate or inhibit the treatment process. Family functioning.
external reinforcement for suicidal behavior, other mental and
physical conditions, cognitive development and style. and personal
skills and motivations are all integral elements in a thorough
assessment process. When all of these factors are taken into
consideration, the therapist has an increased chance of developing
a therapeutic program which will lead to a reduction of suicidal
ideation and behavior as well as to other improvements in the
adolescent's functioning.

At the same time, no general planning approach is possible in
the treatment of suicidal ideation or behavior. Instead, the inform-
ation from various assessment and therapeutic techniques are
assessed for their applicability in working with the individual
client, and combined in a specific way that meets the specific
needs, strengths and limitations of the individual adolescent To
the degree that a wide variety of relevant factors are taken into
account throughout the process. intervention is more likely to be
successful. In practice, the usual procedure is to implement several
different approaches at various stages in the treatment process in
order to maximize the effectiveness of therapy with a suicidal
adolescent
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IMITORIAL Annum Even though depression is the
most common sympom experienced by adolescents who
are suicidal, one would make a mistake to assume that a
linear relationship exists between depression and
suicide The link between these two variables is nct
struighgonvard and, sometimes, suicide occws tn the
absence q f depression. The pwpose cf this important
chapter is to emmine the relationship between depres-
sion and suicidefor adolescents and to provide descrip-
tions cl depression, its causes, and treatment appvaches.

Depression is thought to have a close relationship with
suicidal behavior. Studies reviewed by Shaffer (1986) indicate, for
example, that a majority of adult suicides were depressed before
their death. In light of the close link between adult suicide and
depression, researchers have become increasingly aware of the
need to assess the nature of this relationship for child and
adolescent populations (Hawton. 1986). This is particularly true
for adolescents, who have experienced significant increases in the
reported incidence of both depression and suicide in recent years
(Gallemore & Wilson, 1972; Garrison, Schoenback. & Kaplan,
1985).

Research concerning adolescent depression is still in its
infancy. Studies regarding the incidence of depression among
adolescent clinical populations yield estimates that range from 3%
to 33% (Robins, Alessi, Cook Poznanskl, & Yanchyshyn, 1982).
Research concerning the incidence and severity of depressive
symptoms in normative populations is scarce and beset with
methodological difficulties, but does seem to indicate that adoles-
cent depression is a significant problem (Garrison et aL, 1985). For
example, Reynolds (1983) found that 34% of a large sample of high
school students were at least mildly depressed.

Depression is the most common symptom experienced by
adolescents who are suicidal (Husain & Vandiver. 1984). However,
to assume that a linear relationship exists between depression and
suicide would be erroneous. Hawton (1986) stated that the link
between these two variables was straiptforward, and noted that
sometimes suicide occurs in the absence of depression. Davis
(1983) concurred, and also pointed out that adolescent depression
dces not always manifest itself the same way it does in adults.
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Leonard (1974) concluded that depression and suicide both
appear to be multidimensionaL independentfactors, and present a
complex relationship. The purpose of this chapter is to examine
this relationship for adolescents by providing a description of
depression, its causes, and treatment appmaches.

REVIEW OF REIATED LITE:RAM/RE

Definitkon and Classification Issues

Ever since Hippocrates (3rd century B.C.) invented the term
"melancholia" to connote depressive symptoms the enncept of
depression has been subject to ongoing evolution and perennial
controversy, with definition and classification issues serving as
consistent focal points.

One problem results from the use of the term to describe a
mood, a symptom, a syndrome, and a nosologic disorder (Carlson &
Garber. 1986; Coyne, 1986; Levitt, Lubin. & Brooks, 1983). The
issue is one of definitional scope. As a mood or a single symptom,
depression refers to an emotional state experienced by most people
that is not necessarily pathologicaL This is contrasted with
depression as a syndrome, which "implies more than an isolated
dysphoric mood, and occurs in combination with other symptoms
to form a symptom-complex or syndrome. When this clinical
syndrome is characterized by a particular symptom picture with a
specifiable course, duration, outcome, response to treatment, and
potential familial, psychologicaL and biological correlates, then it is
referred to as a discrete nosologic entry or disorder" (Carlson &
Garber. 1986. p. 400). The question becomes. "Should we limit the
term 'depression' to those people suffering from a discrete
nosologic disorder'?" If we do. how do we describe the otheemerely
miserable" people who we have excluded from the "depressed"
category (Coyne, 1986)?

Another question is whether depressed mood in normal
persons is quantitatively or qualitativelydifferent from the "clini-
cal depression" experienced by hospitalized patients. The former
view, termed the "continuity hypothesis," assumes that depression
exists at opposite ends of a continuum. The latter perspective.
however, views clinical depression as being distinct and discon-
tinuous from normal sadness and depressed affect. As Coyne
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(1988, p. 4) noted, "The controversy is likely to continue until either
questions about the etiology of depression are resolved or unambi-
guous markers of depression are identified."

Attempts to specify the definitional boundaries and etioloor of
depression have occurred as a part of a larger effort to classify
mental illness. The prototype for modern classification systems of
psychopathology was developed by Emile Kraepelin in the 1890s.
Kraepelin believed that mental illness could be divided into
separate disease entities, each with a specific etiologic agent and
course. Kraepelin's system offered psychiatry a paradigm for the
conceptualization of psychiatric illness, and its philosophy of
discontinuities between disorders had a significant effect on the
direction of research (Gilbert 1984).

The evolution of the diagnostic nomenclature of depression
has involved continued efforts to differentiate among subtypes of
the disorder. Classification systems have been proposed based on
severity (neurotic vs psychotic depression), symptom dusters
(agitated vs. retarded), presumed cause (endogenous vs. reactive),
age of onset (involutional depression). presence of mania (unipolar
vs. bipolar), and presence of non-affective psychiatric illness
(primary vs. secondary) (Hudgens, 1974, p. 39). These systems are
based on divergent orientations and do not meld together.

The dominant classification system for the last three decades
has been the Diagnostic and Statistical Manual Gy Mental
Disorders (DSM-III). Although it contains elements of the above
classification systems, it represents a concerted effort to avoid the
controversies surrounding these systems. As Levitt et al. (1983, p.
50) noted, "The guiding purpose behind this major revision was to
provide clear and exhaustive descriptions of the various diagnostic
categories without assuming or supporting any particular theo-
retical orientation." Coyne (1986, p. 12) agreed and added that "In
considering depression, the authors of DSM-III attempted to
sidestep a number of longstanding controversies, including that of
whether there is a continuum or a discontinuity between normal
mood and clinical depressions, as well as that of the role of
precipitation life circumstances in distinguishing among types of
depression."

DSM-III encompasses depression in two main categories.
Under "Major Affective Disorder" are included two subcategories.
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Major Depression and Bipolar Disorder. Both involve the presence
of the full syndrome, dm major distinction between the two being
the presence of a manic episode in the latter. The second category is
"Other Specific Affective Disorders." Under this heading are
included Cyclothymic Disorder and Dysihymic Disorder. These are
both conditions in which mood disturbance has been chronic or
intermittant for at least two years, although not severe enough to
warrant a diagnosis of MajorAffective Disorder. The third category,
"Atypical Affective Disorders." provides subcategories for those
affective disorders which cannot be classified under either of the
two previous headings. Included here are Atypical Bipolar Disorder
and Atypical Depression.

Space does not permit a discussion of the symptoms and
diagnostic criteria for each of the various depressive disorders.
However, Getz, Allen, Meyers, and Linder (1983, pp. 56-7) have
developed a list of symptoms that generally describe the depressed
client

1. The client's mood is characterized by hopelessness and
sadness often with awdety and agitation.

2. Some clients lose their appetite and as a result have a
significant weight loss. Others experience an increase in
appetite when depressed and gain weight.

3. Sleep disturbance takes various forms. Some clients may
have difficulty falling asleep, others wake up early in the
morning, some are restless, and some sleep during the day
and stay awake at night.

4. The depressed client almost always complains of low energy
and constant fatigue. This is not necessarily related to sleep
and even when he/she has had an adequate amount of
sleep, the person is likely to feel tired upon awakening.

5. Problems with attention, concentration, memory, and
ability to think clearly are almost always present to some
degree.
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6. A pattern of decreased effectiveness at school. work, or
home is typical in an assessment of daily activities

7. The depressed client expresses a loss of interest and
enjoyment of activities once found pleasuralAe.

8. ftelings of inadequacy, self-deprecation, and low self-
esteem are common.

9. Social withdrawal results from a lack of interest in other
people as well as the belief that no one else would want to
associate with him/her.

13. Increased irritability is generally reported by the client or
by family and friends.

11. The depressed client's thought processes and physical
movement are slower (i.e., psychomotor retardation).

12. The depressed client is often preoccupied with thoughts of
death of suicide.

The developers of DSM-111 felt that the current state of
knowledge was not sufficient to warrant classification of psycho-
pathology based on etiolog,r. By focusing on precise clinical
description. they "allow investigators from various theoretical
backgrounds to use DSM-111 with major emphasis on objective,
behavioral descriptions of symptoms" (Levitt et al.. 1983. p. 51).

Causes of Depression

A number of etiological and conceptual models of depression
have been developed. In most cases the primary emphasis has been
placed upon adult depressive reactions (Erickson, 1987; Schwartz
& Johnson, 1985).

Psychoanalytic Models ofDepression. Psychoanalytic models
provided an early conceptual base for later theory building.
According to Becker (1974), the roots of the classical psycho-
analytic position on depression are found in the works ofAbraham.
Freud, and Rado. Further theorizing was completed by such
notables as Melanie Klein of the Engish school of psychoanalysis
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and Carl Jung. More recent contributions have been made byJohn
I3owlby. as well as by representatives of both the ego-analytic and
neo-analytic schools (cf. Becker, 1974 and Gilbert, 1984).

Because of the divergent schools within the psychoanalytic
perspective, our discussion will center on the classical analytic
position. A distinction is made between griefand melancholia, the
former being a normal response to loss ofa love object andthe latter
involving an intensely ambivalent love-hate rdationship with the
love object Additionally, in melancholia the loss may be more
imagined than real, and the individual may be unclear as to what
was actually lost as a result of the object having been withdrawn
into the unconscious.

Individuals predisposed toward melancholia exhibit high
dependency needs, a result of fixation at the oral stageof develop-
ment Dependency amuses frustration and hostility towanl the
focus of the dvendency. Since overt expression of hostility would
endanger the relationship, the negative feelings are repressed. If
the love object is lost. the Individual attempts to regain it via the
process of identification. That is, an attempt N made to reincarnate
it as an incorporated feature of the melancholics's personality. The
hostility originally felt toward the love object is through identi-
fication redirected or converted into self hostility. This "anger
turned inward" causes a catastrophic diminution of self esteem
and depression ensues.

Although psychoanalytic models had an early impact on the
study of depression, they did not generate much empirical research
nor were they successful in developing specific treatment proce-
dures. The most influential approaches to depression are those
that have demonstrated some success in treatment These
approaches fall into two general categories: bthavioral models and
cognitive models (Lewisohn & Hoberman, 1985).

Behavioral Models of Depression. Behaviorists view depres-
sion as a function of inadequate or insufficient reinforcement
(ftrster, 1973, 1974) which may result from environmental
changes, loss of the person who provided reinforcement, or the
individual's inability to arrange for positive reinforcement This
position and the psychoanalytic perspective both view depression
as a result of significant loss (Kovacs & Beek, 1977; Schwartz &
Johnson. 1985).
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Lewinsohn and his associates have refined the behavioral
model into a social learning theory of depression. Lewinsohn
suggested that depressive behaviors are "a direct result of a
reduction in the rate of response-contingent reinforcement Thus,
the relative presence or absenceof reinforcing events is postulated
as playing a major role in the development and maintenance of
depression" (Lewisohn & Hoberman. 1985, p. 176).

Lewinsohn contended that either too little positive reinforce-
ment or too much punishment can result in depression. Further,
positive reinforcement is a function of three variables; 11) the
number of events which are potentially reinforcing to the indi-.
viduat (2) the number of potentially reinforcing events which axe
available in the individual's environment;and (3) the social skill by
which the individual elicits these available reinforcers" (Levitt
Lubin, & Brooks. 1983. p. 73). Similarly. punishment or aversive
events "...play a role in deprersion when aversive events occur at a
high rate: when the individual has a heightened sensitivity to
aversive events; and lastly, if the individual lacks the necessary
coping skills to terminate aversiveevents" (Lewisohn & Hoberman,
1985, p. 176).

Lewinsohn suggested a feedback loop that V:rves to
maintain depression. Mthough depressive behaviors PSC initially
elicited by the low rate of reinforcement, those same behaviors are
then reinforced through concern. interest, orsympathy on the part
of significant others. Finally, the depressive behaviors ultimately
causes these people to begin avoiding the depressed person,
positive reinforcement is further reduced. and the depression i3
accentuated (Lewinsohn & Hoberman, 1935).

Cognitive Models of Depression. Whereas behavioral models
cite the primacy of reinforcement in depression, cognitive mcliels
emphasizes the role of cognitions. Aaron Beck. Martin Seligman,
and Lynn Rehm are major contributors to the cognitive perspec-
tive

Beck (1967) emphasized an interactive relationship between
cognition and affect Cognitions orautomatic thoughts occur prior
to an individual's response. If one's mgnitiors are inaccurate or
distorted, the ensuing affective response will be inappropriate.
Beck (1967) contended that the dysphoria or sadness associated
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with depression derives flum a person's tendenoF to interpret
experiences as deprived, deficient, or defeated. Thus depression is a
function of negative cognitions.

Beek and his associates (Beek, Rush, Shaw. & Emery. 1979)
described three cognitive structures important to depression: the
ccenitive triad, schemas, and cognitive errors. The cognitive triad
are three thought patterns that account !I'S'nevlivistie ideation: a
negative view of self: of &he wodd, and of the fu ft ere.

Beck's (1967) conevt of schemss s straits: to personality
traits in that they represent a stable cogniti7e pat:ern. Everyone
molds raw data into meaningful schema, te otganhz and predict
exoerienee. Depressives, however, develop certain superordinate
schemate that they use to filter and distort environmental stimuli.
These thou& patterns generally Must've a pejorative self view,
and serve to mold stimuli in a direction that is consistent with that
view.

Dysfunctional or negative schema result in and ate main-
tained by fault3r information ptocessing These systematic errors in
the logic of the depressive's thinking we laneled "eogative errors."
They are automate and involuntary snd are heavily relied upon by
the depressive in evaluating experience The result is thinldng that
is extreme, negativistic, categorical, absclute, and judgmental
(1evitt et aim 1983; Lewinsohn & Haberman, 1985).

Seligman (1974, 1975) formulated the learned helplessness"
model of depression. He contended that depression oe -us in
individuals who perceive themselves as l'Icking conuol over
environmental rewards and punishers.

Seligman emphasized the self-defeating attributional style of
the depressed individuaL Attribut!ons are postulated to vary along
three major dimensions: internal versus external, stable versus
unstable, and global versus specifte. Individuals make internal
attributions when they feel responsible for the outcome of art event,
and external attributions when they feel it was caused by others.
Stable attributions occurwhen the individual legs that the cause4
of the event will remain constant, as opposed to transitory. Finally,
global attributions are made when the individual believes that
event outcomes will impact upon all areas of existenoe, while
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specific attributicais are made when causes axe thought to be
"situation-specific" (Koslow & Rehm. 1983) .

Seligman postulated that depressed persons tend to make
attribution for failure that are internal stable, and global In
contrast, their attributions for success tend to be external
unstable, and specific. The result, according to Ras low & Re lun
(1983, p. 31) is "an insidious attributional style that filters failure
in such a way as to produce the affective. motivational, and self-
esteem deficits associated with depression." Lewinsohn &
Hoberman (1985) cited preliminary evidence in support of this
proposed relationship between attributional style and degree of
depression, although data for younger populations are lacking

Rehm (1977) has developed a theory of depression that
presents it as a problem of self control. He suggested that
depressives exhibit deficits in three important c4nitive process:
self-monitoring self-evaluation. and self-reinforcement. Dere&
sires monitor their own behavior in two characteristic ways: They
attend selectively to newttive outcome% and also to immediate
versus delayed reinforceinent outcomes. They thus lack "...a future
perspective and are trapped by immediate consequences and
outcomes" (Gilbert. 1984, p. 68). As a result, they develop negative
views of themselves, the environment, and the future.

Depressives also have maladaptive methods of self-evaluation.
They either make external attributions for negative events, while
viewing such adversity as beyond their control or they may make
internal attributions for these same events, while viewing them-
selves lacking the skills to change anything. In addition, they tend
to set very high standards for positive self evaluation, while
exhibiting quite low thresholds for negative self evaluation. As a
result, they suffer from reduced self esteem and increased feelings

of helplessness (Iiewinsohn & Hoberman, 1985).

Although comprehensive interrention stxategies haw not
been generated two additional models of depression need to be

mentioned in this section. The biological and life stress models of
depression each provide information that is useful.

Biological Models ofDepasesion. Biological models of depres-
sion can be divided into two main categories, those which focus on

Ch 6 Depression WI



the biochemical =relates of depression and those which empha-
size the role of genetic factors. Much of the biochemical research
has centered on the actions, neurotransmitters and their inter-
actions with antidepressant medications. Some evidence is
present to indicate that abnormalities in the metabolism of
neurotransmitters odst in depressives and can be counteracted
via antidepressant dnigs. However no indication has been made as
to whether the abnormalities are a primary causeof the depression
or a secondary correlate (Kashani, Husain, Shekim, Hodges,
Cyhyn, & McKnew. 1981; Snyder, 1975).

The role of genetics in depression has been expandedprimarily
via twin and adoption studies of adult populations. Research
reviewed by Kashani et aL (1981) indicates an averageconcordance
rate of 76% for affective disorders in monozygotic twins, versus a
rate of 19% for dizygotic twins. Similarly, adoption studies have
demonstrated an increased rate of depression in adoptees whose
biological parents suffered from an affective disorder. Although
several theories haw been promoted. the exact nature of genetic
transmission has not yet been determined. In addition, the role of
genetic factors in the etiology of depression for adolescentshas not
been systemtically researched. Descriptive research does indicate
however, that depressed young people often have depressed
parents (Schwartz & Johnson, 1985).

The Life Wen Model. According to the life stress model.
depression is at least partially a result of environmental stresses or
major life changes that necessitate readjustment (e.g., job loss,
divorce, death in the family, and so on). Resemeb reviewed by
Kaahani et al. (1981) and Schwartz and Johnson (1985) indicates
that life stress maybe a contributing factor, although not a prhnary
cause, in depression for all age group& However, the specific life
stresses for young people may be different from those for adults.

The theories and conceptual models diseussed above vary
widely with respect to emphasis, scope. and empirical foundation&
ln addition, while some seek primarily to describe the disorder,
others have evolved treatment interventions consistent with their
theoretical underpinnings. These interventions will be discussed
in a later section of this chapter.

162 Preventing Adolescent Suicide

1 'I r77I I



Depression Dozing Adolescence

No consensus has been obtained concerning adolescent
depression. Classical psyc;loanalytic theory provided the first
perspective. According to this view, "...the mechanisms of depres-
sion require a differentiated and strong ego, as well as a strong and
functiming superego. Neither of these entities is thought to be
present before late adolescence or early adulthood" (Garrison.
Schoenbach. & Kaplan, 1985, p. 61). As a result, the existence of
depressive disorders during childhood and early adolescence
beconms suspect.

The psychoanalytic concept of "adolescent turmoil" also has
had a significant impact on models of depression.According to this
formulation all adolescents go through a period of developmental
turmoil which resembles psychopathology, and which can be
attributed to the naturallyoccurring phenomena ofego regression.
Inner unrest, deviant behavior, and personality upheaval are
considered normal manifestations of the developmentalperiod. As
a milt, the significance ofdepressive symp,oms becomes question-
able. giving "...rise to the contention that, although depressive
symptoms may be common during adolescence, they are a normal
part of development and, therefore. clinically unimportant"
(Garrison et al.. 1985, p. 62). As Robbins and Kashani (1986) noted,
clinicians who adhere to this perspective consider the absence of
symptoms of adolescent turmoil to be pathologic.

The psychoanalytic model of depression was predominant for
years. As a result, childhood and early adolescent depression was
discounted, while during later adolescence. it was virtually ignored.
More recently, however, resumence ofinterest has occurred in the
study of depression across all age groups.

In the 1960s the concept of "masked depression" gained
popularity. According to this model, depression does occur in both
childhood and adolescence but in many cases is not expressed
overtly. Rather, it is masked by "depressive equivalent" or
behaviors/symptom such as hyperactivity, irritability, aggres-
siveness, delinquency. somatic and hypochondriacal complaints,
anorexia nervosa, obesity. poor school performance, school phobia.
loss of initiative, social withdrawal, and difficulty in sleeping
(Carlson. 1981; Carlson & Cantwell, 1980; Davis, 1983; Husain &
Vandiver, 1984).
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The concept of masked depression has proven to be both
controversial and difficult to validateCarlson and Cantwell (1980).
Cytryn, hicKnew, and Bunney (1980). and Kovacs and Beck(1977)
haw been among those who are primarily responsible for its
refutation. Based on their review of the literature, Kovacs and Beck

(1977) concluded that "masking behaviors" are better concep-
tualized as presenting complaints. Carlson and Cantwell (1980)
concurred and added that since thesepresenting complaints often
meet the criteria for other disoirlers particularly behavior distur-
bances, they may divert attention away from the concomitant
depression. "To an alert clinician conducting athorough interview,
however, the depression will not be masked" (p. 449).

Cytryn et al. (1980) carried theabove thought a step further by
cautioning the clinician to ascertainwhich features dominatc the
depressive equivalents or the depressive symptom& If for example
"...acting out behavior predominates and the depression seems
secondary and of lesser magnitude in the clinical picture, the child
should be diagnosed as having a conduct disturbance with
depressive features...On the other hand, if the child fits the
established criteria for a depressive disorder, that should be the
primary diagnosis with other diagnostic features stated as
ancillary" (p. 23).

Adolescent turmoil also has been refuted by recent investi-
gators (Rutter, Graham, Chadwick. & Yule, 1976). Weiner (1975. p.
101) summarized his review of theliterature by noting "...that there
is no common picture of adolescent turmoil simulating psycho-
patholoch that adolescents display no greater incidence of
psychological disruption or instability than is normatively found
among adults, and that there is no basis for blandly expecting a
troubled adolescent to grow out of his adjustment difficulties."
Garrison et al. (1985, p. 63) reviewed additional research and
concluded that "...many types of adolescentdisturbance are not, as
often presupposed, merely benign, transitoryphenomena, but tend
to foreshadow important psychiatric maladjustments in adult-
hood"

With the demise of masked depression and adolescent turmoil
as explanations for depressive symptomology. acceptance is
present that depression exists across all age groups. As Reynolds
(1984, p. 172) noted, "The current general consensus among
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researchers (e.g.. Carlson & Cantwell. 1980: Cytryn. Mc Knew, &
Bunney, 1980; Puig-Antioch, 1982), is that the manifestation of
depression in children and adolescents is similar to that found in
adults. Consequently, adult criteria for the diagnosis of depression
are vieuvd as appropriate and applicatie to children and adoles-
cents."

The Research Diagnostic Criteria (RDC) (Spitzer, Endicott. &
Robins, 1978) and the DSM-Illhave gained wide acceptance as the
primary diagnostic classificatory systems for use by researchers
and clinicians. The RDC, which provides greater specificity within
the category of major depressive disorder. is used primarily in
research settings. DSM-III, which basically contains the RDC with
some modifications, is geared more toward clinical use. DSM-III is
currently considered to be a valid system for use in diagnosing both
child and adolescent depression (Cytryn et aL, 1980; Pfeffer, 1986;
Reynolds, 1984; Robbins & Kashani, 1986; Weiner, 1983).

DSM-III supports the perspective that affective disorders axe
consistent across age groups. It does, however, provide age-specific
associated features for prepubertal children. adolescent boys, and
elderly adults when defining "major depressive episode," as well as
minor variations in adolescent onset and social behavior for
Dysthmic disorder.

Adolescent depression has thus run the gamut from being
either denied or considered clinically unimportant. to being
accepted as an affective disorder which impacts on the individual
longitudinally. Nevertheless, the disorder continues to be under-
recognized and relatively neglected in the research literature
(Kandel & Davies, 1982; Poznanski. 1984). In addition, many
studies are beset by methodological and definitional problems,
particularly for research which deals with epidemiological and
demographic variables. For example, the reported prevalence of
adolescent depression varies significantly across studies. The
discrepancies may be caused by sampling differences, variations in
assessment techniques. and by ambiguity regarding diagnostic
criteria

Sampling Ilifferences. As Reynolds (1985) noted, mcet of the
data concerning depression in children and adolescents is based
upon "convenience samples," with subjects from various in- or
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out-patient treatment settings. In addition, subject age varies
widely acmss studies, with some samples composed of both
children and adolescents. Therefore, not surprisingly. resuhs are
disparate and generalization of findings to the normative popu-
lation are problematic. Also, relatively few studies have used
-nonclinical" or normal samplts.

Assessment Differences. Considerable variation in the
methods and modalities is used to assess depression among
adolescents. Even where the same measure is used, cut-offscores
for levels of depression vary.

Diagnostic! Criteria. Althqugh the RDC and DEA4-111 provide
formal criteria for the diagnosis of depression. only recently has a
consensus been achieved concerning the appropriateness of using
these systems with child and adolescent populationsas previously
noted. Subjective and non-standardized diagnostic criteria are
prevalent in the literature with the resulting ambiguity ofresearch
findings.

The distinction betwer.a depression FIS a symptom vs. depres-
sion as a syndrome is also important within this context Whereas
some studies have addressed the prevalence of various symptoms
of depression. othets are concerned with tile incidence of depres-
f0 ie syndrom. Sin-x the diagnostic criteria br the latterare more
rigorous than fr r the former. disparate incidence rates should not
be surrrisizig. With thew cautions and limitations in mind, a
summary of reprrsentatve .esearch fincitr.gd seems in order.

fiunumuy of Resew.* oludings

Poptdstons. King and Pittman I. 1.96:?) found that
26,6% of a sarnp le of adolescent 14-1-chiatr1c paitents fit the
diagnosis for depression based on criteria consistent with DSM-111
and RDC.

Carlson and Cantwell (1980) found that 28% of a sample of
adolescent inpatients and outpatients met DSM-III criteria for a
depressive disorder.

Strobel-, Green, and Carlson (1981) found that 25.6% of a
sample of adolescent psychiatric patients received a diagnosis of
major depression based on DSM-III criteria.
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Robbins, Alessi, Cook. Poznanski. and Yanchyshyn (1982)
found that 27% oia sample of adolescent psychiatric inpatients
fulfilled RDC criteria for malor denressive disorder.

Normal Populations. Albert & Beck (1975) found that 38.5% of
a samrde of 7th and Sth grade students at a suburban parochial
school were moderately or severely depressed as measured by the
short form of the Beck Depression Inventory (BD1-S. Beck & Beek,
1972).

Rutter. Graham. Chadwick. and Yule (1976) in a rural English
sample of 14 and 15 year olds, found that 20.8% of the boys and23%
of the girls reported often feeling miserable or depressed.

Kandel & Davies (1982) administered a 6-item self report
inventory to a large sample of 13 to 19 year old adolescents. The
estimated rate of major depressive disorder ranged from 13% to
28%, depending upon the cut-off score selected.

Reynolds (1983) administered a modified version of the BD1to
a large sample of 13 to 18yearold adolescents.Application ofBeck's
(1967) cut-off criteria for moderate and severe depression yielded a
prevalence rate of 18%.

Kaplan, Hon& and Weinhold (1984) administered the BD1 to a
larg sample ofjunior and senior high school students.Application
of Beck's cut-off criteria for moderate and severe depression yielded
a prevalence rate of 8.6%.

Demographic Trends. (Cf. Reynolds. 1985; Robbins &
Kashani. 1986): Age The incidence of depression seems to
increase with age, with a significant elevation at the onset of
puberty. Gender: Although numerous studies with adult popu-
lations report a higher prevalence of depressive disorders among
females, consistent findings have not been achieved with adoles-
cents, Reynolds (1983) did report a strong gender difference in his
study sith girls manifesting greater depressive symptomology
than boys. &andel and Davies (1982) reported similar results.

Ethniet and Socioeconomic Status (SES): Although these
variables have not yet been systematically addressed for adolescent
populations. Kaplan et al. (1984) did report higher depression
scores among the lower social class adolescents in their sample.
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The previous information is evidence that depression is a
major mental health problem for adolescents. The significance of
the problem becomes even more apparent when the nature of the
relationship between depression and suicide is examined for
adolescent populations.

Depression and Suicide Dudng Adolescence

Depression is a strong contributing factor tosuicidal behavior
in adults (Carlson & Cantwell, 1982). According to Guze and
Robins (1970) completed suicide is 30 times moreprevalent among
adults suffering from primary affective disorders than it is among
the general population. Similarly, studies reviewed by Morgan
(1979) indicated that 50% of the adults who commitsuicide show
signs of depressive illness. Depression is also the most common
diagnosis among adults who attempt suicide (Weissman, 1974).
Studies reviewed by Pfeffer (1986) indicate that somewhere
between 35% and 80% of adult suicide attempters aredepressed at
the time of the attempt.

Lessagreementwdstsreg~xerelationshipbetweendepres-
sion and suicide foryounger populations. Early researchers (Balser
& Masterson, 1959; Bender & Schilder, 1937; Despert, 1952;
Schilder & Weschler, 1934) concluded that depression was not an
important factor in the suicidal behavior of children or adoles-
cerls. Only recently has this perception changed. Indeed, research
concerni4 the relationship between adolescent depression and
suicide is still in its infancy. In addition moststudies suffer from
the same weaknesses that were mentioned earlier. Although to
make any global summary statements concerning the data is
difficult, research does point out some interesting trends.

Completed Suicide. In one of the few studies dealing with
completed suicide, Shaffer (1974) found that 42% of a sample of 12
through 14 year old suicide victims (N = 30) showed signs of
depression. Carlson and Cantwell (1982) noted that Shaffer was
unable to interview surviving !datives of the victimsand thus had
to rely upon ofacial records in the collection of his data. As a result,
the percentage of depressive symptoms maybe an understatement.

Clinical PopulationsAttempted &delft Crumley (1979)
examined the clinical diagnoses of 42 adolescent suicide
ottempten3 from his private psychiatric practice between 1972 and
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1978. Using DSM-III diagnostic criteria. he found that 80% of the
sample suffered from syndronws characterized by depressive
episodes or depressed mood. Major depression was the predom-
inant diagnosis, accounting for 60% of the total sample. In
addition, personality disorders were diagnosed for 65% of the
subjects, with Borderline Personality Disorder (FWD) the most
frequent (55% of the sample). All but two of the subjects who were
diagnosed as suffering from BPD were also diagnosed all suffering
from a depressive cli--rder. It should be noted that girls outnum-
bered boys in this study by a ratio of 2.6 to 1.

Friedman, Clarkin. COM, Arndt-. Hurt. and Murphy (1982)
provided additional data concerning the intenelationships among
affective disordem, BPD, and suicidal behaviors. Their sample
consisted of 76 adolescents who had recently been discharged from
a psychiatric hospital. Fifty-two percent of the subjects fulfilled the
diagnostic criteria for depression, and 22% met the specific criteria
for major depression. With one exception, all subjects who had
attempted suicide were depressed. BPI) was diagnosed for 16% of
the sample, and every one of the individuals in this category also
met the criteria for an affectbe disorder. In addition. every
affective/borderline subject in tlw sample had attempted suicide,
with those in the major depression category making both more
frequent and more lethal attempts. The researchers concluded that
adolescents who manifest this dual diagnosis are at very high risk
for successful suicide.

Garfinkel, Froese, and Hood (1982) examined emergencyroom
admissions at a pediatric hospital over a 7-year period and found
505 children and adolescents who had attempted suicide. Consis-
tent with Cnunleys (1979) data, girls outnumbered boys by a ratio
of approximately 3 to 1. Results showed that 552% of the subjects
exhibited dysphoric affect.

Mind PopulationsSuicidal Attempts and Suicidal Idea-
tion. Carlson and Cantwa (1982) assessed the correlates of both
suicidal ideation and suicidal attempts for a sample of 102
psychiatrically referred children and adolescents. The subjects
were interviewed and administered the Child Depression Inven-
tory (CDI) (Kovacs & Beck. 1977). Severe suicidal ideation was
found to increase around puberty and to correlate with increas-
ingly severe depression. Forty-live subjects exhibited no suicidal
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ideation, another 45 had some suicidal thoughts, and 12 seriously
felt like Id lling themselves. Subjects in the latter group were rated
as seriously depressed and 83%of them met the diagnostic criteria
for major affective disorder. The frequency of affective disorder
diagnosis was significantly higher for this group than for either of
the two other groups (33% for those with some suicidal thoughts,
and 1% for those who exhibited no suicidal ideatkm) Finally,
results indicated that 63% of the subjects with depressed CDI
scores were suicidal, ascompared to 34% who were suicidal but not
depressed. As a result, Carlson and Cantwell (1982, p. 365)
concluded that "there is a direct association between feeling
depressed (as reported by CDI and interview) and feeling suicidaL"

Twenty-two of Carlson and Cantwell's (1982) subjects indi-
cated that they had previously made a suicide attempt. A majority
of these (17) were adolescents. lUeven subjects werehowitalized as
a result of their suicide attempts and they were significantly more
depressed than nonhospitalized attempters. Eight of the 11
hospitalized attnapters met the diagnostic criteria for major
affective disorder, as opposed to 3 of 11 for the nonhospitalized
group. As a whole however, depressed subjects who make suicidal
attempts were barely more common than attempterswho were not
depressed (as measured by the CDI). Carlson and Cantwell (1982)
concluded therefore, that the relationship between suicide
attempts and depression is not as clew as that between suicidal
ideation and depression.

Brent. Kalas, Edelbrock. Costello, Dulcan, and Conover (1986)
examined the relationship between psychopathology and suicidal
behaviors for a sample of 231 psychiatrically referred children and
adolescents. Each subject received a structured interview. Results
indicated that components ofdepression were the most significant
correlates ofboth suicidal ideation and attempts. !Tent etal. (1988,
p. 672) concluded that: "Either depression plays a larger role in
youthful suicidal behavior than heretofore realized, or these
findings may be attributable to the characterist.cs of this psychia-
trically refened sample."

ClInica1P0pulSdOfliLe4"h'tYCfSUIddeAtemPts. Gispert,
Wheeler. Marsli, and Davis (1985) examined the medical chartsof
82 adolPscents (ages 12 to 18 years) admitted to a hospital
adolescent unit because of suicidal threats or attempts.
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Depression (as measured by the CDI) was found to be positively

correlated with suicidal risk. That is sajects who were more

depressed. were also more intent on killing themselves and had a

dearer perception of the lethality of their methods.

Robbins and Alessi (1985)examined the relationshipbetween

depressive symptoms and suicidal behavior in a sample of 64

hospitalized adolescent psychiatric patients (ages 13 to 18).

Subjects participated in a structured interview and wereadminis-

tered the Scheduk Affective Disorders and Schizophrenia
(SA)S ; Spitzer & Endloott, 1977). Results were consistent with
those of Gispert et aL in that depressive symptomoloiv was

positively associated with suicidal behavior, particularlylethality

of attempt. Specificslly, 83% of the subjects who made medically

serious attempts met the diagnostic criteria for majordepressive

disorder.

Normative PopuistioneSuicide Attempts and Suicidal
Ideation. Smith and Clayton] (1 ) examined the relationship
between depression and suicidal behaviors for a sample of 313

high school students. Each subject completed both the BDI and a

survey of suicide-sehtted behaviors. and were divided into four

mutually exclusive groupie Nonsuicidal (n = 117), ldeators (n =

117), Planners (n = 46). andAttemptess (n = 33). The BDI was then
used to identify those ineach group who weremarkedly depressed

(score of 21 or above). Smith and Crawford (1986, p. 31) summas-
ized: "Only 1.7% of the Nonsuicidal group scored as markedly

depressed. compand to 11.1% of the Ideators. 328% of the
Planners, and 42.4% If theAttempters. Apprudmate.ly 14.1% of the

total high school group presented themselves as significantly
depressed Depression was more common among females (18.591)

than among males (5.6%)."

Although the above findings are preliminary and skewed
toward clinical populations, they suggest that depression is a
significant contributing factor toadolescent suicide.

Some researchers, while admitting the link between depres-

sloi. and suicide, assert that a third parameter, hopelessness. I. a

better predictor of suicidalbehaviors (Hawton, 1986). The relanon-

ship between hopelessness arm suicidal ideation/attempt wasfirst

reported for adults (Beck Kovacs, &Weismann. 1975) and has not
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been consistently replicated for younger populations (Munn,
French, Unis, Esveldt-Dawson, & Sherick, 1983: Carlson &
Cantwell. 1982). Nevertheless1 to continue to pay particular
attention to this variable would be wise. Hopelessness emerges as
the primarycognitive componentof depressive symptomologyand
suicidal behavior.

In summary, the relationshipbetween depression and suicide
during adolescence is not straightforward. Suicidal behavior may
result (rum depression, but an adolescent need not be depressed far
suicide to occur. Also, all depression does not lead to suicide.
Depression remains, however, the most common denominator in
both suicide attempters and completers. Thus. the presentation of
depressive symptoms should be taken seriously and should alert
significant others to the possibility for self-destruction.

ASSESSMENT/TRE&TMENT/PREVENTIM

Therapeutic intervention for the depression and suicidal
adolescent involves the implementationof strategies that impinge
upon both. Without question an initial emphasis must be placed
upon suicide prevention. Once the risk of imminent suicide has
been diminished, the depression can be more safely treated.
Intervention strategies tailored to contendwith the initial suicidal
crisis are examined elsewhere in this text. Therefore, we will
emphasize those strategies developed for depression. Please note,
however, that these strategies comprise only part of the treatment
package necessary for the suicidally depressed adolescent. The
section will be divided into three subsections: Assessment,
Treatment, and Prevention.

Assessment

Assessment measures, the first step in the intervention
process, can be used to screen at-risk populations, to assess the
level of depression in already identified clients, or to judge the
effect' --eness of intervention strategies. According to Reynolds
(1984, p. 1734), two primary approaches exist to the awessment of
depression: "The first approach focuses on the assessment of the
clinical syndromes or symptom clusters which rtomprise the
diagnostic classifications of depression such as DSM-III's major
depressive disorder. The second assessment approach views
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depression from a depth or severity petspective without the
specification of symptom-clusters. Assessment of depression in
this context is typicallyexpressed by a score continuum which may
be translated into levels lunging from nondepressed through
severely depressed" Reynolds (1984) noted that most instruments
developed to assess adolesamt depression follow the second
approach.

Inbtruments designed to assess depression in children and
adolescents have been developed within the last decade. A number
of &mists have been used, including self report inventories and
interview schedules. Interest in childhood depression has been
greater than for adolescents resulting in less instruments for
adolescents although a number of measures span both develop-
mental stages. Also, some instruments for adults also have been
found to be appropriate for adolescents (!, ,:ynolds, 1985).

Ileif-Repart Measures. Two instruments developed by Beck
and his associates have been found to be useful with young clients.
The first, the Beck Depression Inventory (BDI) (Beek Ward.
Mendelson, Mock, & Erbaugh, 1961) is frequently administered to
adolescents (Reynolds, 1985). The inventory consists of 21 items
and yiekls a single score that reflects the test-takefs position
relative to four levels of depressive symptomology (nondepressed,
mild depression, moderate depression, severe depression). The
second instrument. the Child Depression Inventory (CDI) (Kovacs
& Beck 1977; Kovacs, 1981). was modified from the BD1 into child
appropriate language. It contains 27 items and has been adminis-
tened to clinical and normative samples containing subjects from
ages 6 to 17 Maslow & Rehm. 1983).

One measure, the Reynolds Adolescent Depression Scale
(RADS) (Reynolds. 1981). has been developed specifically for
adolescents. It consists of 30 items, and like the BDI and CDI, It
follows a self report format

Interview Measures. The Schedule for Affective Disorders
and Schizophrenia (SADS) (Spitzer & Endicott, 1977) is a semi--
structured interview instrument designed pnmarily to differ-
entiate between depressed and nondepressed adults. It has also
been used with adolescents (Reynolds. 1985). In addition. the
Kiddie-SADS (Puig-Antioch & Chambers, 1978) has been derived
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from the SADS, for use with children ages 6 to 16. Both
instruments yield DSM-111 diagnoses for a number of categories
(Kolko, 1987).

The Hamilton Depression Rating Scale (HDRS) (Hamilton,
1960) is a 17-item instrument designed to measure depressive
syroptonst logy. It has achieved wide use with adults and is also
appropriax for adolescents. The MRS is primarily a measure of
severity of dinical depression which "allows the user to probe for
psychotic or delusional symptoms which are precluded when one
uses self-report measures such as the BDI of RADS" (Reynolds,
1985. p. 155).

Treatment

Depression treatment has traditionally been the domain of
psychiaby and the therapy of choice frequently has beenpharma-
cological interventions. More recently. however, other treatment
methods have been established. This subsection will review
strategies representative of both the pharmacological and the
psycholcgical approaches to treatment

Pharmacological Interventions. Trycyclilc antidepressants
have been prescribed for young patients since the 1960s
(Hodgman. 1985). Monoamine oxidase inhibitors and lithium
carbonate also have also been used, although to a lesser degree
(Reynolds, 1985), In spite of frequent clinical use, the effectiveness
of antidepressants has not yet been established via controlled
research, although uncontrolled studies have claimed positive
results (Robbins & Kashani. 1986).

The use of antidepressants in treating the adolescent who is
ooth depressed and suicidal must be carefully monitored. parti-
cularly for the client who has a history of alcohol abuse. Antide-
pressant medications may enhance the depressant effects of
alcohol, thus increasing the dangers ofa suicide attempt (Medical
Economics Company, 1987).

Behavioral Approaches. Behavioral strategies have been
developed tor the treatment of depression. Two approaches are
social skills training and activity level increase programs.

Social skills training approaches are based on the premise that
depresstort results from the absence of social skills that elicit
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positive consequences from others. The goal is to enhance those
sldlls that elicit reinforcement (Lewinsohn, Big lan, & Zeiss, 1976)
with training packages including modeling. role playing, feedback,
instruction, situation logs, and homework practice Specific skills
(eye contact, posture, or voice quality) or improvement of inter-
personal style are the focus of treatment (liaslow & Rehm. 1983).
Although social skills training has been heavily researched for
adult populations, neither the prevalence of social skills deficits
not the efficacy of social skills training have been systematically
assessed for adolescents.

Activity level increase programs are also based on the premise
that depression results from low levels of environmental reinforce-
ment. Depression is further conceptualized, however, as a reduc-
tion in activity. The assumption is that the individual has the
necessary social skills, but is not doing enough to be reinforced
(Koslow & Rehm. 1983). Activity level increase programs are thus
based on the rationale that an increase in pleasant or mwarding
activities will be accompanied by an increase in the level of
response-contingent reinforcement, and that this in turn, will
result in a reduction in the symptoms of depression.

Kaslow and Rehm (1983, p. 30) indicated that the following
program components are typically included in activity programs:
"(1) monitoring mood and activity level in order to obtain a
baseline. (2) identifying positive activities in an individual's
repertoire that correlate with daily pleasant mood, (3) instigating
increases in those activities that are potentially reinforcing (4)
decreasing negative activities that correlate with negative mood,
and (5) setting up environmental contingencies to reinforce
increased positive and decreased negative activity." Strategies to
increase positive activities include scheduling activities, pairing
wore frequent positive behaviors with those which are less
probable (the Premack principle), or providing reinforcement
programs which are either self-managed or externally controlled.
Again, research assessing the efficacy of activity level increase
programs has been conducted primarily with adults and has
yielded only partially successful results (Kaslow & Rehm. 1983).

Cognitive Approaches. Strategies for the treatment of depres-
sion have been based upon cognitive models. Beck and his
colleagues (1979) have developed an intervention package based
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on automatic negative cognitions with the goal to assist the client
in identifying certain assumptions and themes that support
recurrent patterns of negative thinking.

Beck contended that cognitive therapy should contain both
behavioral and cognitive strategies and that the former should be a
priority early in treatment because depressed clients often exper-
ience difficulty moving directly into cognitive tasks. The impor-
tance is to quickly establish positive activities and to preclude
withdrawal. Lewinsohn and Hoberman (1985) summarized the
techniques that are utilized toward these ends: graduated task
assignment& activity schedules, mastery and pleasure rating,
assertiveness training, behavioral rehearsal, and role playing,

After some success. the emphasis is moved to cognitive
distortions which are primarily responsible for maintaining the
depressive state. Kas low and Rehm (1983, p. 31) summarized the
cognitive techniques that are used to assist the client in identi-
fying, reality-testing, and modifying these distortions: "(1) recog-
nizing the connection between cognition, affect, and behavior, (2)
monitoring negative automatic thoughts, (3) examining evidence
for and against distorted automatic thoughts, (4) substituting a
more reality-oriented interpretation for distorted cognitions, and
(5) learning to identify and modify dysfunction bellef&" Cognitive
therapy findings have been generally positive (Kolko, 1987),
although few studies have assessed the approach for adolescents.

Seligman's learned helplessness model also has a cognitive
base, and it too has yielded a treatment approach (Seligman, 1981).
According to this model, depression is the result of faulty attri-
butions of control and efficacy (Kolko. 1987). Proposed treatment
strategies included: (1) environmental enrichmentto increase
desired outcomes while decreasing unwanted ones: (2) personal
control trainingto foster expectations of control, (3) resignation
trainingto reduce preference for unobtainable outcomes; (4)
attribution retrainingto replace unrealistic attributions with
realistic ones. Only a few actual applications have been made of this
approach, however, and no reports comxtrning adolescent popula-
tions.

The final cognitive approach is based on Rehm's selCcontral
model ofdepression. Recommended treatment. as summarized byKolko
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(1987. p. 156). invcdves training in activities such as "monitoring
positive events and self statements, engaging in those behaviors
and thoughts associated with positive affect, emphasizing long-
term positive consequences and development of achieveable goals,
making more legithnate attributions, and providing more frequent
self-reinforcement." Unfortunately, no reports are available of the
use of self control therapy with depressed children or adolescts.
Kaslow and Rehm (1983) believed, however, that the model might
be useful in teaching skills for avoiding depression. and that it thus
has promise as a primly prevention procedure.

Family Approaches. Adherents of the "systems" perspective
view the depressed adolescent as evidence that the family may be
malfunctioning. The adolescent might for example. be playing a
"sick" role in a homeostatic although maladaptive family system.
Thus, one can expect other family members to resist any change in
the adolescent. As a result, involvement of the entire family in the
treatment intervention becomes a necessity (Guttmar 1983).

The role of the family in the successful treatment of the
depressed adolescent remains crucial. Robbins and Kashani
(1986) noted that the clinician must be aware of both the effect of
the client on the family, as well as the effects of the family members
on the client. Family support and nurturance which would
effectively relieve "normal" sadness are ineffective for the
depressed adolescent. As a result depression becomes I signi-
ficant stressor. even to psychologically healthy family. Intel ention
thus must include and be sensitive to each family member. The
effects of other family members upon the depressed adolescent are
probably most significant in those awes where one of the parents
also suffers from an affective disorder. Robbins and Kashani
(1986, p. 79) pointed to the negative impact depres.sed parents have
upon their children. These authors concluded that Interventions
clearly have to include appropriate treatment of the parent's
affective disorder as well as identification and treatment of the
secondary pathologic intemchoiis." Research reviews (Reynolds.
1985) indicate that a significant proportion of depressed adoles-
cents have a family history of affective disorders.

A Math:nodal Perspective. The treatment approaches dit,-
cussed thus far each emphasize a different facet of the irluividual's
life experience. Because of multiple etiologies and resulting
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complexity of depression (Petti, Bornstein. Delamater. & Conner&
1980), one is not surprised to find that each strategv can claim

some success. Therefore, the most effective means of treating
depression might involve a concerted multimodal approach. i.e., a
structured combination of these strategic&

The multimodal approach is actually used quite often in
clinical settings (e.g., co-application of pharmacological and
psychological treatments). Multimodal models have been mini-
mally researched foryounger populations although in one relevant
study. Petti et al. (1980) made use of dynamically-oriented psycho-
therapy, social skills training and antidepressant medication in
their treatment of a 10 year old depressed girl. Although their
findings demonstrated the efficacy of the multimodal therapy. the
contributions and interactions among the components were not
delineated.

Inteivening in the School Betting. The increasing rates of
both depression and suicide among adolescents suggests that
prevention and intervention might be effected in the school
setting. Since school personnel spend considerable time with
adolescents, this approach seems to have merit School mounselors
and school psychologists should take the lead in this endeavor.

Forrest (1983) promoted a multimodal model of prevention
and intervention for use by school counselors. His approach allows
the counselor to investigate and treat the major components of
depression. Included in the investigation phase of the intervention
are the following strategies:

assessment of the cognitive-affective characteristics of the

student:

examination ofenvironmental stressors that may contribute to
the onset of depression; and

assessment of the coping behaviors possessed by the student.

Treatment interventions are

1. cognitive strategies such as

self-esteem building,
self-control training,
and cognitive restructuring.
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2, behavioral interventions such as

social skills training and

activity level increase pmgrams.

FOrrest thus proposes that the school counselor consider a wide
range of intervention techniques in treating the depressed
adolescent-

Coats and Reynolds (1983) provided some data on school
intervention in a study that evaluates the treatment of depressed
adolescents. Thirty moderately and severely depressed subjects
were randomly assigned to a cognitive-behavioral treatment
(derived from the models of Beck. Lewinsohn, & Rehm), a relaxation
treatment, oi a wait-list control group. Both treatment conditions
provided reduction in depression. Reynolds (1985, p. 168) inter-
preted these results as indicating "that moderate and severe levels
of depression in adolescents can be effectively treated by psychol-
ogists in the school setting." Although Reynolds' findings are
preliminary, they point toward the school as a logical site for the
treatment of adolescent depression.

Prevention

Prevention is divided into two subcategories: primary preveir-
tio., and secondary prevention.

Primary Ption. Prialary prevention involves the removal
of those factors that cause a disorder. Although uncertainty
regarding the etiolog of depression makes this a difficult task.
some researchers have begun to address it. Reynolds (1985. p. 170),
for example, indicated that he was developing "a multicomponent
affective curriculum to promote the prevention of depression in
adolescents."

Secondary Prevention. The m.Vor component of secondary
prevention is early detection and treatment Individuals who have
primary contact with the adolescent becomes crucial. As Robbins
and Kashani (1986) noted teachers, social workers, school nurses,
pediatricians, and general practitioners fall into this category, and
would logically serve as primary referral sources. Reynolds (1985)
indicated that early detection also would be facilitated via the use of
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screening techniques. In light of the low cost, brevity, and group
administration formats found in assessment instniments, the
screening of entire schools becomes feasible.

Although approaches to both primary and secondary preven-
tion ate still in the early stages of development, the latter seem to
show more promise. School personnel need to take a leadership
role in this important endeavor. One can anticipate that school-
wide programs of early detection and treatment for adolescent
depression will lower the suicide rate for that popubtion.

CONCLUSIONS/1MPLICATIONS

Hopefully, this chapter has provided relevant information and
generated tmportant questions concerningadolescent depression
and suicide. Depression is emerging as a major menbil health
problem among adokscents with manifestations similar to adults.
In addition, important links exist between &megaton and suicide
among adolescents. Data clearly indicate the increased potential
for suicidal behaviors in the presence of depressive disorders.

Continued research is critical. The reiatheabsence of data for
normative populations needs to be remedied, to achieve a better
perspective concerning the incidence of depression among adoles-
cents and its relationship to suicide. Systematic evloration of the
vanous models of depression is also needed. Of course, a related
effort to evaluate the efficacy of various treatment strategies for
adolescents should be a high priority.

Public education is needed regarding adolescent depression
with parents and school personnel the primary targets. To do so is
particularly crucial given the lack of recognition of adolescent
depression (Friedman et al. 1982; Husain & Vandiver. 1984). The
problem is further exacerbated by substance abuse. According to
Hodgman (1985) many adolescents participate insubstance abuse
to cope with depression. This process of "self medication" affects
accurate diagnosis and treatment

Even though depression does not necessarily lead to suicide,
and an adolescent need not be depressed for suicide to occur,
depressive symptoms should alert others to the possibility tor self-
destructive behavior. Depression has a catastrophic effect on the
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adolescent and those around him/her, even without suicide. Thus.
prevention and early intervention strategies are important The
school setting is the logical site for these endeavors, with school
counselors and school psychologists the likely candidates for
leadership roles.
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SDITORIALABSTRACD A comprehensive psychological
assessmr-lt qf suicidal adolescent patients provides a
wealth qf data that is useful in both the assessment ci
suicidal risk and generating appropriate treatment wate-
gles. In this chapter are described the "system clustors"
that present a picture cf adolescents at high risk for
suicide. A case stuck, including a psychological report.
serves as an illustration.

The identification and assessment of suicide potential is the
essential component in managing and treating suicidal adolescent
patients. The assessment process begins at the time a mental
health or health care provider becomes aware of a patient's suicidal
thoughts, intentions, gestures, and/or attempts. Because of the
necessity of on-going assessment in suicidal adolescent patient%
the line between assessment and intervention is rarely clear.
Unfortunatet often the urgency to see the patient and to initiate
intervention takes priority over a thorough and formal psychcfr
logical assessment In this chapter are considered interview and
assessment strategies, as well as the more thorough and preferred
formal psychological assessment.

When the mental health provider's skills do not include formal
psychodiagnostic training and experience, referral should be made
to a psychologist for a complete examination. The history, life
stressors, family dynamics, and suicidal potential of the patient
must be fully assessed by a qualified psychologist Less formal
rating scales and interview formats may be utilized by staff at
various levels of training and across all disc 10;nes, assuming their
familiaritywith the instruments, recognitions of the psychometric
limitations, and when the information is used in consultation with
otter professionals for discussion of the patient's status.

CONDUCTING THE INTERVIEWS

Parent Interview

A thorough history of the patient obtained from parents or the
primary caretaker is most desirable. Although it is not always
possible, a parent interview can be obtained in ma cases when
adolescents present for either outpatimt or inpatient treatment In
many cases, parents will require some immediate intervention as
they are often in distress and anxious regarding their child's
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current emotional condition and safety. The experienced therapist
will recognize the parents' need to share their anxietiesand fears

and afford the time necessary prior to conducting the history.

Many formats for obtaining a thorough history exist. Some

history forms designed to be completed by parents provide limited

information due to the nature of the instrument. That is, when a

"yes" or "no" response to an item is viewed as acceptable or the

parent is required to merely "check" items on a symptom list, the

qualitative and dvnamic aspects may be lost These "checklists" or

"parent questionnaires" are excellent adjuncts to the interview,

but should not be considered areplacement for a thorough history.

Asking a series of questions in a structured hut open-ended

format related to the child's background and development provides

the interviewer with considerable information to be used in
assessing the patient's status. During the history, the following

factors should be addressed:

1. Presenting Problems/Current Status
a. Parents' description of presenting problems
b. Overall emotional status
c. Changes in behavior
d. History of suicide gestures/attempts
e. Statements regarding death wish

2. Family Constellation
a. Mother (natural, step-. age. occupation, education,

health)
b. Father (natural. step-, age. occupation, education,

health)
c. Length of marriage
d. History of divorce, separation, or marital discord
e. Relationship with extended family

1. Ages. sex of siblings
g. Relationship with siblings.

3. Clinical impressions of the Parents

a. History of learning and/or emotional problems

b. Alcohol/drug abuse history
c. Emotional status
d. Clinical impressions impacting child
e. Too much/too little involvement with child
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4. Developmental. History
a. Pre-, pert-, and post-natal factors
b. Feeding
c. Developmental milestones

1) Motor
2) Language
3) Socialization
.0 Daily living
5) Urmsual behaviors

d. 1st two years of life
e. Pre-school factors

5. Medical History
a Medical problems
b. Accidents injuries
C. Last physical examinfition
d. Sex education
e. Adjustment to adolescence
1. Speech hearing, vision
g. Fvers
h. Unconsciousness
I. Seizure history
j. Complaint of dizziness, headaches, poor sleep

6. Academic History
a. Day-care
h. Pre-school
c. Kindergarten
d. Schools (public, private)
e. Spvial classes
f. Adjustment to kindergarten and 1st grade
g. School performance

7. Interpersonal Factors
a. Friends
b. Small groups/large groups/loner
c. Leader/follower
d. Adults/peers

8. Home Environment
a. Own room/share with sibling/other
b. Hobbies (casuals physical)
c. Television
d. Movies
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e. Dating
f. Allowance
g. Curfews/bedtimes
h. Responsibilities around the home

This information lays the foundation against which the
current symptoms will be viewed. The emotional turmoil, the
internal and external presses, and family dynamics are to be
assessed. Extracting information from parent interview data and
formulating preliminary hypotheses of underlying psycho-
dynamics are sometimes made difficult by defensive parents
attempting to disown any responsibility for suicidal behavior of the
patient. Thus. the therapist must be more investigative and ask
proper questions in order to see the entireclinical picture. Section
1 of the Family History should determine the array of presenting
problems/symptoms and the emotional overlay and resultant
behaviors. The use of symptom checklists or child questionnaires
c.7...n certainly highlight presenting concerns. However, a careful
interviewing style not only establishes a chronology of symptoms,
but also allows qualification and discussion of the symptoms in the
context of current behaviors. Regardless of the technique decided
upon, the interviewer must assess how the behaviors, based upon
parent report. may be symptomitic of suicidal behavior and/or
potential. Some symptoms will be obvious while others are more
subtle. Based upon the scientific literature, most suicidal patients
give "clues". Their world is not always responsive to the clues, but
the clues typically exist. Clues may be verbal or non-verbal.
Evidence of a significant thpression and feelings of helplessness,
hopelessness, and haplessness are among the most dramatic
symptoms found among suicidal patients. Not all victimsof suicide
are depressed, but depression is most often associated with
suicidal feelings. Foryears opinions have differed as to the manner
in which depression manifests itself differently in children/
adolescents and adults. A growing concensus is occurring that
depression does not have differing manifestation in adolescents
and adults (American Psychiatric Association. 1986; Yanchyshyn
& Robbins, 1983). More overt verbal clues may include wants of
warning such as, "I'd be better off dead", "There's nothing left to live
for. etc. These clues are given to a variety of individuals in the
adolescent's life including teachers, boyfriends/girlfriends,
coaches, as well as parents. In assessing the level of depression and
related emotional factors based on parent report. the therapist
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should look for the presence of symptom dusters of anxiety. crying
spells, lethargy, difficulty with concentration and/or irritability.
The therapist should determine the presence of sleep disturbance
(too much. too little), appetite disturbance (too much, too little),
somatic symptomotology, physical complaints in the absence of
organic origin, loss of interest in activities. and poor self-concept.

Sudden changes in behavior have been associated with
suicide attempts and eventual suicides. These behavioral changes
include, but are not limited to. interpersonal difficulties, with-
drawing from social activities, and generally isolating one's self
from the world. Verbal and non-verbal expression of a poor self-
concept or self-pity also emerge. Assessment of any dysfunction in
the home and/or school, the presence of increased aggressive
behaviors, accident proneness, and moodiness should be made. In
summary. in addition to a good developmental history, the
therapist will want to obtain answers to the following questions.

1. What is your child's current emotional status. Is he/she
depressed? Have you seen evidence of feelings of helpless-
ness. hopelessness, and/or haplessness?

2. Have dramatic changes occurred in your child's behavior or
personality?

3. What is the history of suicide threats, gestures. and/or
attempts?

4. Has the patient made statements or shown other indi-
cators of a wish to die?

5. Have any uncharacteristic behaviors occurred to suggest
that the child is making any "final arrangements'?

Interviewing the Patient

Regardless of whether or not the individual conducting the
interview will be the professional providing the intervention, the
establishment of a pre-therapeutic relationship is essential if the
clinical interview is to add to the assessment process. If one
conceptualizes that suicidal behavior is a "cry for help" or a
communication of internal pain, then the adolescent needs to be
provided with a strong helping professional. Encouraging the
patient to see the therapist as a "pal" or peer offers little to one in
distress. The signal is clear and the response should be clear.
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Adolescent suicidal behavior must be taken seriously, and inter-
vention by peers. inexperienced therapists, or those not having
experience with children and adolescents should be avoided.Thus,
establishing a relationship is the first order of business. The
therapist must avoid the temptation ofbeing seen as a "buddy" and
must resist being addressed on a first name basis for the purpose
of establishing a relationship. The relationship must be viewed by
the patient as a response to a "cry for help" by an individualwho is
capable of responding to that need. As a group, suicidal adolescents
are angry at the world, angry at themselves,and are often embroiled
in much emotional turbulence. Thus, establishing therelationship
is often difficult unless the patient views the helping professional
as non-judgmental, capable of being of assistance, and trusting.

The issue of confidentiality and the therapist's responsibilities
should the patient indicate immediate danger to himself or others
must be addressed. In the context of a crisis interview, discussion
of the therapist's responsibility is not typically at issue, since the
implication is that the therapist will take some action. In the case
of a crisis interview, a structured interview format is inappropriate.
Perhaps even making notes during an extremely emotional inter-
view may be seen by some as inappropriate. However, basic aspects
of the adolescent's functioning thinking, feeling, and relating need
to be assessed. In many cases, the use of a standard interview
format is not only appropriate but most desirable. Figure 7.1 is a
standard interview format used by this author with adolescents. It
contains nothing particularly novel, but it allows organization and
provides cues to items that are sometimes otherwise omitted.

Information about "presenting problems" may be obtained by
parents, teachers, siblings, babysitters, etc., but the experience of
this author is that the best report of what is actually happening is
the adolescent's report. That is not to say that it will not sometimes
be colored by defenses, embellished for manipulation, or mini-
mized for escape from an uncomfortable situation. But, on the
whole, the "presenting problems." those issues of concern to the
patient in distress, are most accurately delineated by the patient.
Also, when discrepancies occur between reports (e.g.. parent and
child), immediate hypothesis testing may begin. For example, is the
parent minimizing a significant dysfunction in order to reduce
his/her anxiety about the situation? Is the parent's anger at the
child so intense that the parent attributes all of the difficulties to
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Name:

CLINICAL INTERVIEW-ADOLESCENT

Age: Patient 0. Date:

PRESENTING PROBLEM:

ACADEMIC:

INTERPERSONAL:

FAMILY:

EMOTIONAL:

Mental Status

Life St ressors

Suicidal History

Ideation

Gestures

Attempts

Mends/Family Histoiy

Figure 7.1. A clinical interview format to be used with adolescents.
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MEDICAL:

Last Physical

Last Physician Appointment

Physical Condition

Appetite

Sleep Patterns

Significant Illness/Injury History

Tobacco

Alcohol

Drugs

INTERESTS:

Casual

Hobbies

Social

Physical

Television/Music

Other

ACCOMPLISHMENTS:

STRIAOTHS: WEAKNESSES:

BEHAVIORAL OBSERVATIONS:

Figure 7.1. Continued.
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the child? Is the child exaggerating a conflict in order to avoid
age-appropriate responsibilities? Is the child deliberately
attempting to twist the truth in order to triangulate the situation
and have others in conflict, thereby changing focus from the
patient? A number of hypotheses may be generated and tested as
more data are collected. Another valuable aspect is to ask "Why
treatment nowT, as most clinical cases will have MOTT than just a
recent history. Ask the patient about his/her academic history and
functioning. Pay attention to how the patient views the academic
arena For example, is it a place where he/she feels good? Are there
any successes? Are the failure experiences overwhelming? Does
the history reflect difficulties due to repeated change of schools and
why the changes? The therapist should ask about grades,
favorite/least favorite subjects, whether or not the patient is in a
special school and or special classes, attachment to certain
teachers. current pass/fail status. etc Attempt to amess whether or
not the academic prcgram meets the individual's need.

Assessment of interpersonal functioning is essential. Does the
patient have a group of friends? Does the patient prefer to be alone?
Does the patient actually prefer to be with others, but feel like an
outcast? Another significant area for assessment in suicide
potential is the functioning of the family. What is the patient's
relationship with the mother and father? How does the patient
relate to siblings? Are divorce, separation, or adoption issues
emerging with the onset of adolescence?

Prior to formal psychological assessment, the therapist,
through interviewing, may conduct a brief mental status exam and
attempt to assess the patient's current levels of anxiety. tension,
and depression. The history of previous counseling and/or hospit-
alization is also useful.

One myth is that asking questions about suicidal thoughts,
gestures. and intentions might increase the patient's tendency to
act on the impulse. or "put the idea into his/her head". The
patient's report is a crucial element of the suicide assessment and
must be considered carefully. More often, discussion of the suicidal
thoughts reduces the anxiety associated with them. The therapist
will want information on the history and certainly the current
presence of suicidal ideation. gestures. and attempts.
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The patient's physical status, as reported by the patient, needs
to be part of the assessment. Also determine when the last physical
examination was conducted and if n..4erra1 for physical exami-
nation is required. Often, suicidal patients have uncharac-
teristically made a number of trips to the physician's office prior to
a suicide attempt. Physical complaints and illnesses should be
assessed. The therapist should ask the patient about appetite and
sleep patterns. The patient's report or evidence of self-inflicted
wounds should be explored. The extent to which the patient is
involved in drug and/or alcohol use has been shown to be of
significance in suicidal patients, and should be discussed and
assessed. What is the length of use, age at which regular use began.
and the patient's reason for use? In the case of severelydepressed
adolescents, the use of alcohol and drugs is often a self-medication
and not merely the result of peer pressure.

Another appropriate ama for questioning is whether the
patient has received any awards, special recognition, for his/her
accomplishments. How the patient spends time outside of school
should be evaluated, as lethargy, withdrawal, and isolation are
symptom clusters fo the depressed and suicidal. This is not to
identify "introverts" as depressed or suicidal, but excessive with-
drawal is a clear danger signal. This author often asks the patient
to list "strengths" and "weaknesses." This is a revealing technique
in which, using the patient's report, the self-concept and self-
perceived abilities can be assessed. For the more concrete or
intellectually limited, substitute the question. "What are three
things you like (and do not like) about yourself?"

FORMAL PSYCHOLOGICAL ASSESSMENT

While formal psychological assessment can aid in identifying
potentially suicidal patients, its greatest utility is in clarifying the
amount of emotional turmoil and identifying dynamics and issues
to be addressed through intervention. Demographic and behav-
ioral variables and their relationship to effected suicide have been
long established and reported in the classic works of Farberow and
Schneidman (1957; 1961).

The purpose of psychological testing is to enable the psychol-
ogist to sample or measure. in a standard fashion, behaviors of the
patient and to predict behaviors. The "sampling" of behaviors
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should be a .comprthensive approach including parent interview,
teacher interview, clinical interviJw, behavioral observations.
review of records, intelligence testing, academic testing, neuro-
psychological screening testing, and social/emotional (personality)
testing, This is particularly recommended with suicidal patients,
because possibly a number ofdisorders may be present leading to a
suicide attempt. Depression, of course, is one of the most common,
and suicidal behavior is often found in the presence of depression.
Neurological dysfunction, psychosis, Loxic states (drug or alcohol).
and a number of other interpersonal and intra-psychic dysfunc-
tions are also possible factors in suics.dal behavior. Thus, the
thorough examination goes beyond assessment of depression. The
intelligence test is conducted to assess how the individual
processes information and to offer an estimate of the cognitive
capability of the patient. Academic assessment is conducted, and a
comparison among intellectual capability, achievement levels, and
school performance should be made. Neuropsychological
screening and referral for further evaluation. if indicated, should
be a part of the assessment.

CLINICAL CASE EXAMPLE: THE CASE OF S.D.
Integrating psychological interview and assessment data is

the final step in formulating treatment recommendations and
generating a written report. Figure 72 is a summary of psychol-
ogical findings in the case of S.D., a thirteen-year-old Caucasian
male referred for evaluation due to changes in his behavior and
concern regarding his emotional status, having lived in an abusive
home most of his life. (Figure 7.2 is included at the end of this
chapter.)

The background information provided by the grandmother
contains a number of "danger signals" that suggest a child at risk,
as well as the need for further psychological evaluation. The
following are the danger signals revealed during the history:

I. S.D. has received little affection.

2. Parental communication has often been punitive.
3. S.D. continues to have difficulty relating effectively with

peers.

4. S.D. is depressed.

5. S.D. is seen as having difficulty concentrating.

Ch 7 Nychologkal Assessment 201

a II al a II



The behavioral observations revealed considerable anxiety and
tension. His range of emotions were reported as being limited and
serious. The formal psychological assessment confirmed the
grandmother's impression that SD. has difficulty concentsating.
Academically, he Is functioning at a level fairly consistent with
intellectual expectancies as this appears to be one of the kaw areas
where S.D. receives any gratification, as his gratification is
dependent upon the acceptance and acknowledgements of others.
The danger signals revealed through the formal assessment
include the dusters of his living with a considerable amount of
pain and anger, self-devaluation, poor Judgment and decision
making ability under stress, propensity to get "caught up" in
affective situations, and the tendency to over-internalize and
constrain his feelings.

Clearly S.D. is in distress and intervention is required.
Although concern regarding suicidal risk was revealed, the patient
is not seen as being in immediate danger, due to the fact that he
was essentially "ciying for help" without suicidal gestures or
attempts. He was open to psychotherapy, and should be able to
establish a good working relationship with a therapist. He's in
pain, he wants help and he is not so impulsive CIT so distressed to
suggest that he is in any immediate danger. As an outpatient,
however, his progress must be monitored consistently and
carefully.

TRANSLATING INTERVIEW AND TEST DATA
TO TREATMENT RECOMMENDATIONS

Assessment of Degree of Risk

A number of psychological variables have been discussed in
this chapter and throughout this book that are related to suicidal
behaviors. The reader is cautioned that not Just one variable.
demographic or psychological, is associated with suicidal behavior.

Of utmost importance. of course, is the articulated intention of
suicide. The mere thinking of suicide is not necessarily a high risk
factor. as adolescents commonly have suicidal fantasies at one time
or another in their development (Cantor. 1976). However, when the
ideation is combined with a method, and the patient has the
means. and has ailiculated a plan, then obviously this represents a

202 Preventing Adalescrnt Suicide

04 A



high risk. When the factors represent a rather high risk, the
patient's life stressors and coping mechanisms should be simul-
taneously assessed in order to render a level of risk for the patient.
Some adolescent patients in crisis will appear to require hospital-
ization, but with proper crisis intervention and contract with a
therapist may return to a previously "normal" level of adaptive
functioning within a short period of time. individuals with
extremely poor problem-solving abilitymay present in distress, but
with some directive counseling emphasizing alternatives to
suicide, the patient is able to be maintained on an outpatient basis
and return to "normal" functioning within a few days. following a
crisis event. Many times the patient has become frustrated because
strategies to cope and to problem-solve have been unsuccessful.
Additionally, suicide is triggered in some individuals by a specific
event such as. death of a lov td one, a debilitating illness or injury. or
significant disruption in the family or Job. Whenever possible,
consultation with a colleague or supervisor is strongly recom-
mended when assessing the degree of suicidal risk.

Outpatient es. Inpatient

When the assessment of an acutely suicidal patient has been
made, the result is generally voluntary or involunt -.1y admission to
a psychiatric hospital or other treatment facility. These facilities
provide an environment in which the goal is to stabilize the patient
for return to the community or to be referred for other community
programs. Drug and alcohol rehabilitation are often part of the
treatment. Unless acutely suicidal, hospitalization is not the only
treatment alternative for suicidal patients. Hospitalization is the
choice when the patient. in spite of outpatient intervention, fails to
see alternatives to the suicidal plan.

Outpatient treatment for suicidal patients requires good
initial assessment and continued re-assessment. The therapist
must develop a plan of action that may include a contract with the
patient.

Medication

The suicidal patient presents a particular problem in regard to
assessment for the advisability of psychotropic medication. On the
one hand. anti-anxiety and/or anti-depressants may assist in
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stabilizing the patient however, the risk of overdose and self-
destructive use in combination with other drugs and alcohol
exists. The same criteria used to determine the appropriatenessfor
referral for medication assessment as used with non-suicidal
patients maybe utilized, but a risk/benefit must be addressed, and
most preferably in consultation with a colleague or supenrisor.

SUMMARY

Comprehensive psychological assessment of suicidal adoles-
cent patients provides a wealth of data that is extremely helpful in
both the assessment of suicidal risk and generating appmprinte
treatment strategies. Although psychdogical testi ng can behelpful
and certainly aids in treatment planning, no one test, technique, or
psychological variable can singly ident14r suicidal adolescent
patients. "Symptom clusters." heavily dependent on demography,
patient's previous levels of functioning. coping strategirg ability to
problem-solve, and suicidal history. saw as the best source of data
for assessing and managi' ig suicidal patients.
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CASE EXAMPLE
PSYCHOLOGICAL REPORT

NAME: SD.

DATE OF BIRTH: August 1, 1974

AGE: 13-1

EDUCATION: 8.1

DATE OF ASSESSMENT: September 15, 1987

REASON FOR REFERRAL

SD. was referred for psychological evaluation in order to
assess his overall intellectual, academic, and personality
functioning to aid in planning.

BACKGROUND INFORMATION

The background information for this evaluation was
provided by review of available records and by interview of
S.D.'s maternal grandmother, Mrs. L S.D. is currently in the
custody of his grandmother. S.D. and his younger brother (age
9) were placed in Mrs. L's custody last year. following their
parents' divorce. The marriage was described as avery unstable
and violent marriage, resulting in S.D. and his brother being
placed in temporary shelter. According to the record. both S.D.
and his brother witnessed considerable abuse of their mother
by Mr. F. Mrs. F. was hospitalized due to her emotional
condition and subsequently committed suicide. Mrs. L states
that she feels that the boys were subjected to very traumatic
incidents involving the abuse of their mother by the father. Mr.
F. has intentions of gaining custody. Mrs. L. notes that her
grandchildren will often hide when their father comes to visit.
so that they will not be forced to go with him.

Figure 7.2. Clinical Case Example: The Case of S.D.
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Mrs. L describes S.D. as extremely passive and he will
often allow his younger brother and much smaller friends to
beat up on him. He shares his feelings only occasionally. S.D.
is often picked on at school by the other children and has been
frequently referred to as a "nerd." She states that he has
attempted to socialize with a group of friends more recently.
but he still has considerable difficulty in relating to them.

Mrs. L. reported a fairly normal developmental history
with the exception of a problem with SD.'s occasionally
passing out between the ages of one and five. Medical
assessment, including a CAT Scan did not reveal the etiology
of the spells. Mrs. L was not aware of any other significant
medical or developmental difficulties.

Mrs. L did not report knowledge of any previous suicidal
gestures intentions, or attempts by SD. She does, however,
describe him as depressed and a child who seems to "have his
mind on other things." She is concerned that he may be
suicidal.

EICAPNRATION PROCEDURES:

Wechsler Intelligence Scale for ChildrenRevised;
Wide Range Achievement TestRevised;
Metropolitan Achievement Test, Advanced 1, Fonn JS;
Rorschach Inkblots;
High School Personality guestonnaire;

Bender Visual Motor Gestalt Test;
Draw-A-Person (Story):
House-Tree;

Sentence Completion;
Review of Records;
Interview of Maternal Grandparent;
Clinical Interview.

Figure 7.2. Continued.
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RESPONSE TO EVALUATION

S.D. is a thirteen-year-old Caucasian male who came
willingly with the examiner to the examination r -tom. He was
neatly and conservatively attired. He wears glasses. He was
cooperative throughout the assessment and appeared to put
forth his best effort. He displayed adequate interpersonal
skills with the examiner, but demonstrated limited sponta-
neity. His affect was ilat, and he presented himself in a serious
fashion. He was notably tense and did not appear to handle
the pressure to perform very well (e.g., the amdety amused by
certain tasks seemed to significantly reduce his ability to
perform). The level of tension that he was experiencing might
best be exemplified by the fact that he was twisting so hard on
his pencil at one point the pencil broke.

SD. was generally open with the examiner about his
personal life, but did not appear to be in touch with his
feelings. He stated that he likes school and that he has a
number of girlfriends at school. He did admit to feeling sad
when he thought of his family difficulties.

TEST RESULTS AND DITERPRETATION

A. Intellectual Factors
SD. was administered the Wechsler Intelligence Scale

For ChildrenRevised. He obtained a Verbal Deviation IQ
Score in the Superior range (96th Percentile), a Perfor-
mance Deviatior IQ Score in the High Average range (87th
Percentile), and a resultant Full Scale Deviation Ig Score
in the Superior range. This overall of intellectual func-
tioning places him at the 95th Percentile. Inter-subtest
variability on the Verbal Scale reflects an exceptional
strength in Verbal Concept-Fonnation and the ability to
abstract. A relative weakness (Average range) was noted
on a measure of Arort-term auditory recall, an arra most
likely affected by anxiety and tension. The remainder of
verbal abilities are consistent with the High Average to

Figure 7.2. Continued.
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to Superior ranges. Variability among the non-verbal
subtests showed strengths (Superior range) in the areas
of perceptual organization of both abstract and familiar
stimuli. The remaining non-verbal abilities fall in the
Average to High Average ranges. His ability to recognize
visually the temporal recognition in a social context and
to use foresight in planning his approach to a visual-
motor task were noted to be the weakest areas.

B. Achievement Factors

In order to assess S.D.'s cunent levels of academic
achievement. across the three basic areas of achievement
(Reading, Spelling, and Arithmetic), he was administered
the Wide Range Achievement TestRevised and the
Metropolitan Achievement Test, Advanced 1, Form JS.
The results indicate that S.D.'s performance in the areas
of Reading and Arithmetic are consistent with both
intellectual and chronological expectancies. However, in
the area of Spelling, he is performing at a level below both
intellectual and chronological expectancies.

C. VisualMotor Factors

S.D.'s performance on the Bender Visual Motor
Gestalt Test reflected no significant visual-motor inte-
gration deficits. The reproductions were placed in an
orderly fashion on the page suggesting fairly good plan-
ning ability. A sequential expansion in the size of the
reproductions tends to suggest a low tolerance of frustra-
tion, in spite of initially overly constrictive controls. Over-
work was observed in all of his drawings. suggesting the
above noted levels of increased andetyand tension with certain
tasks.

Figure 7.2. Continued.
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D. Seckl/Emotkniel Factors
Based upon the above test results, background infor-

mation, and clinical interview, it appears that S.D. is a
young man experiencing significant emotional difficul-
ties. He is an extremely passive individual who tends to
avoid the expression of negative feelings as well as
possessing a strong desire to avoid environmental
conflict. The test results sugpst a fairlypoor self-concept,
a preoccupation with the values of others, and little awarv-
ness of his own needs. A significant level of depression is
noted, as well as generalized anxiety. He lives with a
tremendous amount of tension and a hip level of stress
from external sources. This would make him prone to
various degrees of cognitive and behavioral decompen-
sation, while under additional stress. This type of
"decompensation" was evickilt on a number of the testing
tasks, particularly on several of the timed tasks of the
intelligence test. His tension level rose to the point on one
particular task (Arithmetic subtest), that he broke his
pencil. A high level of affective constriction was noted as
well as the tendency to intellectualize his affective
experience. The test results suggest that he is a young
man who tends to put much affective distance between
hhnself and those around him. He has exceptionally high
aspirations and drive, particularly in intellectually-related
areas. A major part of his identity appears to be with his
self-perception as a high academic achiever as well as one
who is very rule-bound and has a conventional
orientation.

His reality testing, particularly during periods of
stress ane /or provocation, tends to be somewhat poor and
would suggest that his Judgment and decision-making
capabilities may be poor. S.D. has not developed a
consistent problem-solving style. Moreover, he tends to
possess a mixed response style; sometimes engaging the
environment in trial and error problem-solving while at

Pit= 7.2. Continued.
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other times attempting to "think thing; through." This
appears to create a certain amount of disequilibrium.
When a situation fits his problem-solving style he will do
well, but when it does not, misdirected behavior will be
noted

The most significant finding is a suicide potential,
with considerable underlying emotional pain and anger.
This self-devaluation, poor judgment and decision-
making difficulties under stress, propensity to get
"caught up" in affective situations, and tendency to over-
internalize and constrain his feelings, makes him at high
risk, particularly when faced with unavoidable stress.

SUMMARY AND RECOMMENDATIONS

Psychological evaluation ofyoung S.D., a thirteen-year-old
Caucasion male, reveals that he is eminently functioning in the
Superior range of intellectual capacity. Academically. in the
areas of Reading and Arithmetic, he is performing at levels
consistent with both intellectual and chronological expect-
ancies. In terms of personality, he is ayoung man who is found
to be anxious, tense, depressed, and a significantly high risk.
A tremendous amount of underlying emotional pain and
anger. self-devaluation, poor Judgment and decision-making
capabilities, particularly under stress, and tendency to over-
internalize and constrain his feelings, make him at risk,
particularly during periods of unavoidable stless.

Based upon the above test results, background infor-
mation, and clinical interview, the following recommen-
dations seem appropriate:

1. A strong recommendation is for S.D. to be involved in
individual psychotherapy on a long-term basis. The
focus of such sessions should be upon; (a) expression
of angry feelings; (b) expression of dysphoric feelings;
(c) enhancement of self-image; (d) help in generalizing
from previous learning situations to new, by role
reversal, role-playing, etc., and (e) emphasis on age-

Figure 7.2. Continued.
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appropriate socialization skills. An intensive psycho-
therapeutic venture is indicated.

2. Initially, the therapeutic efforts should be very
gradual. so as to not minimize or re-orient S.D.'s
defenses too drastically. He appears to be maintaining
a rather "delicate balance" at this point, and an over-
Intrusive approach may result in decompensation.

3. Another recommendation is for schocd, personnel to
continue to monitor S.D.'s behavior for activities
which may appear to be unusual. out of character, or
self-destructive.

4. Social work services through the school appear
warranted. in order to direct Mrs. L to appropriate
community resources,

5. S.D. should be encouraged to participate in extra-
curricular activities, as indicated, particularly those
involving relationships with peers. A school-based
group. when his individual therapist feels that he is
ready. may be of great benefit

Azaf it( D. ,erlitel-4i,t4,4-...1
Charles D. Funnan, III. PsyD.

Jita*

Fred L Alberts, Jr., Ph.D.
Licensed Psychologist

Figure 7.2. Continued.
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EDITORIALABSTRACT: The pwposeof this chapter is to
pruuide the reader with a discussion cf the "signatures" or
causes cf adolescent suicide. The chapter begins with a
discussion cf the developmental problems which occur
during childhood and quite (*en, set the stage for an
adolescent suicide The second section of the chapter
identifies situational signatures (e.g., peer relationships)
common to adolescents. Events that trimer an adolescent
suicide will be discussed in the third section. Also,
behavioral indicators and case studies are presented.

The reader should note that no single signature of
adolescent suicide can predict an attempt or completion
cl the act of suicide. The important point is for the
concerned helper. parent or peer to become aware cf the
accumulation cf warning signs that put adolescents at
risk
The newspaper headlines scream in oversize letters that four

young people have taken their lives. In subsequent days1 television
cameras linger on the padlocked garage door where the teenagers
committed suicide by inhaling poisonous fumes from an exhaust.
On the evening news. reporters interview teachers and friends of
the victims. Psychologists and psychiatrists are asked to offer their
wisdom concerning the tragic event. Unfortunately, the knowledge
of these mental health professionals has to be compressed into a 60
second interview between commercial spots. The present volume
offers a more penetrating look at adolescents who commit suiciee
and considers the causes of suicide, as well as the detection and
prevention of suicide among young people. Being able to prevent
suicide is the end goal, but reaching that goal depends on several
intermediate stesp. In this chapter, we will describe adolescents,
who are at risk for suicide as well as those for whom risk is low.
Being able to identify adolescents at risk is one of the first steps
toward a successful prevention program.

Before proceeding to identify the "signatures" of suicide which
might put adolescents at risk, an appropriate procedure is to
indicate several caveats about the data to be reported. This volume
focuses specifically on adolescent suicide, thus recognizing that
adolescent suicide and adult suicide are motivated by different
factors. Some of the differences are clear (see Maris, 1981).
Adolescents who commit suicide are more likely than adults to be
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abusing alcohol or drugs. The contagioneffect is more prominent
among adolescent suicides. Adolescents are mon likely to have
experienced the loss of a loved one early in their live:, and, to have
low levels of self-esteem (Maris, 1985). In addition, adolescents who
commit are more likely to be female, to come from a dysfunctional
family, to have attempted suicide previously, tobe seeking revenge,
and to have parents who are divorced (see Table 8.1 adapted from
Maris. 1981). Of course, adolescent suicides are similar to adult
suicides in that they both involved depression, isolation, chronic
stress, and poor coping mechanisms.

TABLE 8.1
Differing Traits Between Adolescent

and Adult Suicides

Adolescent Adult

1. Percent female 87% 45%

2. Low self-esteem 75% 53%

3. Dissatisfaction with life 73% 42%

4. Multiple suicide attempts 71% 32%

5. Death seen as revenge 50% 25%

6. Parents divorced 45% 13%

7. Suicide in family 38% 11%

S. Committed suicide while drinking 36% 19%

A second caveat to consider is the difficulty involved in
studying suicide. Once a suicide occurs, the subject is no longer
available to provide information. The suicide itself may color
interviews with family, friends. and teachers. The grieving process
and the guilt that families inevitably feel, mean that talking to
interested researchers is not a high priority. One alternative to
such subjective data gathered after the fact is to study individuals
whit, attempt suicide. When they recover, they can provide data on
their self-esteem, motivation, end so forth. Furthermore. the family
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Is typically shocked into action by the suicide attempt and is in
touch with mental health professionals. But the fact that the
troubled individual is in therapy does not necessarilyhelp research

on suicide The therapist's job is to work with the family and the
adolescent to remedy the difficulty, not collect objective data for
research purposes. Even if all therapists dutifully gathered
objective information about the teenager. the family, and the peer

group, the problem would remain because the sample of indi-
viduals who attempt suicide differs In significant ways from the

sample of individuals who actually commit suicide (Wells, Deykin,

& Kleiman, 1985).

Another alternative is to follow agroup of men and women on
whom you already have a variety of information and wait until

some of them commit suicide. This alternative is usually not viable

because suicide is a comparatively rare event If I00.000 adoles-
cents were followed for a year. about 12 of them would commit
suicide (Vital Statistics. 1986). For this reason only a handful of
prospective studies of suicide are available (see Tomlinson-Keasey,
Warren. & Elliott. 1986).

With the previous as background. one can easily see why

information about suicide comes from the emergency rooms and
psychiatric hospitals of our country.Here investigators find a large

sample of individuals who have tried to take their lives. In these

crisis settings, researchers can collect detailed information on the
"signatures" of suicide.

Shneidman (1971) was the first investigator to discuss "signa-

tures" of suicide. The choice of the word signature was deliberate

because suicide does not lend itself easily to a specific listing of
causes. By talkingabout signatures, Shneidman conveyed the fact

that many suicides have similar features, but he made it clear that
predicting suicide for a single individual is very difficult Just as
risk factors for heart disease do not always predict a heart attack,
signatures of suicide will not indicate an imminent suicide
attempt. Any single risk factor has very weak predictive power.
Nevertheless, a listing of signatures maywell help psychologists,
teachers, counselors, and parents identify the accumulation of
warning signs and begin to take action that could remedy the

gmblem.
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In recent years, investigators have come to realize that
adolescent suicide has a developmental component that is impor-
tant. Prior to 1970. the personnel in suicide prevention centers
thought of suicide as a temporary response to a personal crisis.
Generally, suicidal adolescents were presumed to be people who
were functioning reasonably well, but had encountered some
severe stresses that precipitated a suicidal crisis. The severe stress
of the crisis led to emotional arousal and the crisis was seen as
limited to six weeks. In an important doctoral dissertation, Stein
(1970) found that fewer than one-ihird of the subj'ects in the Los
Angeles Suicide Prevention Center satisfied the criteria for crisis.
His research was extended by Litman and Wo Id (1978) who pointed
out that half of the individuals who ultimately committed suicide
were chronically suicidal and had little acute situational stress.
Psychological autormies of eight of their subjects who committed
suicide indicated that the suicides were independent of any crisis
that existed at that time. Since these studies, accounts of adult
suicich s have been less focused on a specific crisis which triggers
suicide and are more likely to examine lifestyles and life histories.

The situation with regard to adolescent suicide is perhaps
more mixed. Many young people. at high-risk for suicide, demon-
strate little or no precipitating stress prior to taking their lives.
They do, however, have long developmental histories which
indicate chronic emotional maladjustment (Peck. 1985). In the
present chapter, we will begin by examining the developmental
problems which occur during childhood. These problems often set
the stage for adolescent suicide. During the teenage years, the
problems of childhood intensify and the challenges which face an
adolescent become evident This period of escalating problems can
be one in which situational signatures of suicide appear. Sub-
stance abuse, intensification of conflicts with parents. and isola-
tion from peers are some examples. The second section of this
chapter will identify situational signatures common to adoles-
cents. A final triggering event usually precedes adolescent suicide.
This trigger may be as innocuous as a television documentary on
suicide or it may be as immediate as the dissolution of a mean-
ingful relationship through suicide (Tishler, McKenry, & Morgan,
1981). The events that trigger suicide will be discussed in a third
section. Finally. behavioral indicators and case studies will be
presented.
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THE MAGNITUDE OF THE PROBLEM

The problem of adolescei:4 sulede, rather than abatingunder
the flurry of recent media attention, has continued to grow. In
1984, the suicide rate for individuals 15 to 24years of age had risen
to 12.5 suicides per 100,000 (Vital Statistics, 1986). As recentlyLs
the 1950s, suicide among adolescents between fourteen and
nineteen was a rarity. Only 3.5 adolescent males committed suicide
for every 100.000. For females, itwas even lower; only 1.8 girls per
100.000 committed suicide (Bolinger. 1978). Now suicide among
the young has become so commonplace that young people are
habituating to it. Rather than evoking honor. the knowledgethat a
teenager in a local high school has committed suicide provokes
only mild curiosity and transitoly grief. The statistics verify a
predpitous rise in adolescent suicides. Between 1950 and 1980,
adolescent suicides increasexl 300% (Associated Press, 1986). In
absolute numbers over 6,000 youths now murder themselves in
the United States each year (Steele, 1985). Suicide is the second
leading cause of death among adolescents 15 to 24 years of age in
the United States (Vital Statistics, 1986). The Samaritans. a British
suicide prevention group. reported that one-quarter oftheir phone
calls come from teenagers (Young People. 1974). Further, the
suicide rate of young men in the United States Is among the
highest in the world (Hendin. 1982). Suicide among this age group
is now no different from the suicide rates of the adult population. In
fact, while adolescent suicide has been skyrocketing, the suicides
of adults over 40 have been decreasing (Pfeffer. 1986).

Another index of the magnitude of the problem is the number
of suicide attempts among adolescents. Several studies indicate
that 150 adolescents attempt suicide forevery successful suicide
(Jacobziner. 1965: McAnarney, 1975; Teicher, 1979). But these
statistics are collected on adolescents who attempted suicide and
came to the attention of the medical community. Smith and
Crawford (1986) pointed out that 90% of the adolescents who
attempt suicide will be missed if investigators rely only on medical
contacts to determine who attempts suicide. The 350 midwestern
adolescents in their study came from a typical high school. not
from emergency moms. Although the attempts these teenagers
reported were not very serious, they still indicate that these youths
felt a level of desperation that led to a suicide attempt. Extra-
polating from their data. Smith and Crawford (1986) suggested
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that among a normal high school population. approximately 1 out
of 10 students actually attempts suicide. In more troubled popula-
tions, the percentage of adolescents who attempt suicide is even
higher. Robert Cairns (1987) reported that one-third of the
troubled adolescents in his longitudinal sample have attempted
suicide. Among delinquents, the incidence of suicide attempts is
extraordinarily high. Mesa McManus. Brickman, and Grapentine
(1984) reported that 61% of their juvenile offenders have attempted
suicide. No wonder then, why sociologists currently define adole -
cent suicide as the critical issue in suicide (Maris. 1985).

DEVELOPMENTAL HISTORY

The adolescent who attempts suicide does so within the
setting of the family, and in response to stresses contained in the
family (Kerfoot. 1980). Family conflict characterized by anger.
ambivalence, rejection, and difficulties in communication are
frequent among families in which adolescent suicide occurs. The
majority of authors agree that most adolescent suicides are the
culmination of years of maladaptive behavior growing out of a
troubled childhood. Family dynamics have typically taken a
negative turn when the child was veryyoung and have persisted In
that negative vein. ?or that reason. our discussion of the signa-
tures of suicide. will explicate the developmental signatures that
are often present when adolescents commit suicide.

Separations and L.

Chronic and repeated separations between children and their
parents figure prominently in adolescent suicides, whether the
separation is through death, divorce, or desertion. The loss of a
parent through death has been documented frequently as a
correlate of suicide. In the study.by Tomlinson-Keasey, et al. (1986),
50% of the gifted women who committed suicide had lost their
fathers through death or desertion. Loss of a parent or other loved
one probably stimulates suicidal activity in adolescents in different
ways. Imitating the suicide is one way that adolescents have of
responding to the loss. Suicidal behavior may also be the result of
feelings of guilt and the desire for reunion (Petzel & Riddle. 1981).

Teicher (1979) investigated the lives of 50 suicidal adolescents.
Seventy-two percent had lost one or both parents through divorce,
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desertion, or death. These teenage= had been raised by someone
other than their parents twice as often as a control group of
teenagers who were not suicidal. In addition, these adolescents had
a model for suicide. Forty percent of the teenagers had a parent,
relative, or close friend who had attempted suicide

Divorce is a sign of family disruption and conflict and is often a
signal that children are not getting the security and support that
will help them negotiate adolescence successfully (McIntire &
Angle. 1971; Teicher, 1979). As such, parental divorce has become a
signature of adolescent suicide. Parental divorce, especially if it
occurs during early childhood, often become the equivalent of
parental loss, because many fathers are not able to maintain a
relationship with their children. Parental loss, regardless of the
cause, is a signature of childhood and adolescent depression and
has negative implications for the development of a positive self-
concept (Petzel & Riddle 1981). Parents who divorce when their
children are adolescents provoke a different chain of events in the
emotional life of the teenagers (Petzel & Riddle, 1981). Feeling
secure in the home environment and having adults who love and
value you is essential when the challengr., of adolescence feel
overwhelming. In families that are divrjrced, adolescents haw
difficulty finding this security. As further evidence. Palas (1974)
found that 85% of his sample of adelescent suicides occurred in
divorced families. These wsults suggest that the presence of both
parents throughout childhood helps protect the child from suicide
(Petzel & Riddle. 1981).

Separation and loss, in the form of a relative who commits
suicide, should also be considered a signature of suicide (Kallman
& Anastasio, 1947). In some discussions, these suicides are viewed
as evtdence of genetic factors that mipt predispose a particular
individual to suicide. To the extent that certain types of depression
have a genetic component and hence could lead to suicide, this is a
reasonable supposition (Black, 1986; Rainer, 1984). Among adoles-
cents, however, we have to consider the equally likely explanation
that the suicide of a relative serves as a mode1for the youth and has
little to do with genetic predispositions. Such a contagion effect is
discussed later in this chapter and occurs regardless of whether
the suicide ts a friend or a relative. Of course, the grief and guilt
associated with the suicide of a relative can, by itself, propel an
adolescent toward suicide. One adolescent male who attempted
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suicide indicated, in the weeks following his father's suicide, that
he wanted to be with his father (Sturner. 1986).

In summary, the weight of the evidence indicates that family
disruption, whether by death, separation, ordivorce, is a common
signature among adolescents who commit suicide (Hawton, 1986).
The loss of or separation from one or both parents at crucial
periods of development must be considered an important develop-
mental signature of suicide (Kerfoot 1980).

Family Interaction

Family conflict, characterized by anger,ambivalence, rejection,
and difficulties in communication, is frequent among families in
which adolescent suicide occurs. When compared to other adoles-
cents, teenagers who commit suicide sv.: their families as troubled
and dysfunctional. far from the ideal family (Topol & Reznikoff,
1982). Suicidal adolescents report that they receive little affection
from their families (Korella, 1972). Often. the family interaction is
characterized by a punitive and restrictiveatmosphere (Abraham.
1978). Suicidal adolescents have few fond memories of their
families and the time spent together (McKenry, Tishler. & Kelly,
1982). Instead, conflict with the parents is seen as the most
important extrinsic factor in adolescent suicide. Acute conflict is
often the precipitating event for a suicide attempt (Mattsson,
Seese, & Hawkins, 1969).

Rejection of the adolescent represents another dimension of
family conflict that is common rinong suicidaladolescents (Petzel
& Ricidle, 1981). The suicidal adolescent feels expendable. and the
suicide attempt complies with a parentalwish. explicitly or tacitly
conveyed, that the child is unwanted. Thesechildren are lonely, and
feel emotionally detached, or dead, even though they are still alive
(Herdin, 1982). The concept of the expendable child is even more
pronounced when a stepmother or stepfather is present. One
California boy expressed the feeling of being expendable. "I could
drop dead and they (his parents) wouldn't know it until I started to
stink" (Berkovitz, 1981).

This picture of an unpleasant family environment is con-
firmed by the parents of adolescents who attempt suicide
(McKenry et al., 1982). The parents admit that their marriages are
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filled with conflict and as adults they derive little enjoyment from
the time spent with their families. Interestingly, the fathers of these
adolescents are depressed and seem to have low self-esteem while
their mothers report being anxious. Each parent is likely to think
that his/her spouse has poor parenting skills.

Families of adolescents who commit suicide are often centers
of conflict. The conflict can lead to threats of a separation and
culminate in a divorce. As indicated earlier, divorce is a common
signature of suicide (Corder. Shorn & Corder, 1974; Miller, Chillies.
& Barnes, 1982). In short, both suicidal adolescents and their
parents describe a dysfunctional and unsatisfactory family envi-
ronment. The adolescents feel hopeless about changing the pattern
of their lives or their family situation (Topol & Reznikoft 1982).
They often express this hopelessness poignantly. "I felt helpless
and like there was nothing I could do. And my life seemed at that
time like a relatively cheap price for me to pw. because my life
didn't seem to be worth that much at the time anyway" (Berkovitz,
1981).

Many of the characteristics of suicidal adolescents are found
in their parents. The parents are often lacking in self-esteem
(Tishler & McHenry, 1982). The parents of adolescents who
attempt suicide are more likely to use alcohol and drugs than parents
whose teenagers do not attempt suicide (Marks & Haller, 1977).
Adolescents are often painfully aware of their parents' dependence
on drugs. In two studies. 29% and 44% of the suicidal teenagers
reported that at least one parent had a significant alcohol problem
(McIntire. Angle. Wikoff. & SchlIcht, 1977; Shaffer. 1974). An
alcoholic parent is another factor contributing to the adolescent's
feeling that they are already emotionally dead (Milcinski. 1974).
Given the parents' history of drug and alcohol abuse. one is not
surprised to find that 33% of the adolescents who used drugs in
their suicide attempt went to their parents' supplies to obtain the
drugs (McKenry, Tishler, & Kelley. 1983).

The picture of a dysfunctional family environment in which
parents often model self-destructive coping patterns as a way of
solving their problems is an important developmental signature
when histories of adolescent suicides are recorded (McKezuy et al.,
1983). The result of such dysfunctional families resonates sadly
through these adolescents' comments. "I want to escape the hell of
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living and find a better life in the next." "I am nothing but terrible"

(Cnimley. 1981).

Psgeblatde Disorders

Emotional instability plays a major role in adolescent suicide
(Black. 1986). In an increasing number of cases, the emotional
instability appears to be chronic rather than situational. Cosand
and his colleagues (1982) reported a history of emotional insta-
bility in over a third of the suicides among 15 to 19 year olds. The
figure for 20 to 24 year olds is even higher. Approximately 50% of
the suicides in this age group have some history of disturbance.

Although depression is by far the most common emotional
disorder (Wells, Deykin, & Klerman, 1985), other forms of psycho-
patholoa can play a part in suicide ideation. McIntire et al. (1977)
found that 10% of the adolescent attempters evidenced thought
disorders. Furthermore, these teenagers were at high risk for
suicide Three of the four adoleemntswho had a thought disorder
(75%) made a second suicide attempt within two years. The repeat
rate for other high risk adolescents was 31%. None of the adoles-
cents defined as low risk made asecond attempt to kill themselves.

in addition to depression. Tishler and McKenty (1982) found
that adolescents who attempted suicide had a wide variety of
psychiatric disorders. Compared to other adolescents admitted to
the emergency room, adolescents who attempted suicide had
symptoms of anxiety. obsessive-compulsiveness, interpersonal
sensitivity, hostility, and psychoticism.As a group. these troubled
adolescents had less self-esteem. Based on these data. Tishler and
McKeruy argued that suicidal adolescents are in such a psycho-
logically distressed state that they are unable to see alternatives to
the stresses and problems in their environment. They overreact to
their problems by turning anxious and hostile feelings inward.
Psychiatric disorders, especially enpression. must, therefore, be
considered an important signature for adolescent suicide.

Prenatal Mak

In 1985. a surprising report concerning the correlation
between prenatal events and adolescvnt suicide was published
(Salk, Lipsitt, Stumer. Reilly, & Levat, 1985). Fifty-two adolescents
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who had committed suicide were matched with infants born just
before and just after them. The birth records of the 52 suicides and
the 104 controls were er mined by researchers who were blind to
the group nxtmbership of each infant. This blind. retrospective
analysis indicated that the adolescents who committed suicide
were far more likely to have experienced prenatal or perinatal
distress. Respiratory distress occurred in 19.2% of the infants who
later committed suicide. In the control groups, only 52% had
similar problems. The mothers of infants who later committed
suicide were also more likely to have chronic diseases durhig
pregnancy and were less likely to seek prenatal care than the
mothers of control infants. 'Men together. 60% of the infants who
ammitted suicide when they reached adolescence evidenced one
or more of these risk factors. The same risk factors appeared
among only 15% of the control infants.

How should these unexpected correlations be interpreted?
One can argue that respiratory distress lays the foundation for
some of the other signatures of suicideimpulsiveness, psychi-
atric disorder, and school failure The exact neurological indtcators
involved in such a chain are not clear, but we know that um effects
of moderate perinatal distress can still be seen at age eighteen
(Werner & Smith, 1979). Chronic illness of the mother and the lack
of prenatal care suggest another mechanism, a psychosocial one
Family stresses, financial pressures, and lack of knowledge about
the need for prenatal care may reflect socioeconomic factors which
will continue to operate as the child matures (Goldman, 1985).
Perhaps these intervening variables, not the lack of prenatal care,
govern the ultimate suicide (Goldenring, 1985).

Bfrde Order

The oldest child in the family is disproportionately represented
among adolescents who commit suicide (Shaffer. 1974). The eldest
male child is statistically more at risk than his younger brothers.
Perhaps this is because the eldest child feels achievement pressure
that seems to abate by the time the younger siblings reach
adolescence. Perhaps it is because the eldest child must negotiate
curfews, dress standards, and behavioral standards that differ
greatly from the standards when his/her parents were young. The
conflict over these matters might set the stage for suicide. As with
all of the signatures of suicide, the important point to remember is
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what this finding means. The driest child is more frequently
tepresented than later children among adolescent suicides. By
itself this singe fact is likely to predict little.

Intellectual Ability

Only a handful of investigators have looked at the intelligence
of adolescents who committed suicide (Dudley, Mason. & Rhoton,
1973; Mamnen & Tucker, 1973). Surprisingly, Shaffer (1974)
indicated that adolescents who committed suicide had above
average 1(4s. Of the 28 children, aged 10 to 14 who committed
suicide. 14 or 50% had Qs above 115. One explanation for this
finding is that intelligent adolescents might well choose a method
of suicide that was foolproof; hence they would succeed more often
than other adolescents. This explanation is given some credence by
Shaffer who reports that boys of superior intelligence often devised
ingenious methods to commit suicide. One boy electrocuted
himself with an elaborate apparatus he had built. Another devised
an ingenious system of weights for drowning himself.

Signatures of suicide that can be extracted from the child's
developmental history are plentiful. Beginning with the perinatal
period, we see that respiratory distress of the infant may lead to
neurological damage that forms the founoation for later psychia-
tric disorder. Such perinatal distress also may he an indicatorof a
dysfunctional family environment. During the childhood years, the
loss of a parent or separation from either parent, whether due to
death or divorce becomes an important signature of suicide. The
childhood and adolescent years may see the child developing in a
dysfunctional family. enveloped in conflict, rejected, or isolated.
Such a family environment promotes the poor self-esteem and
isolation that are so characteristic of suicidal idolescents. A
psychiatric disorder, especially depression that is noticed in
childhood or early adolescence, is another impo /ant develop-
mental signature of suicide. These signatures India le that the life
path which ends with suicide is spotted with indica ',ors wellbeforc:
the final milestone.
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SITUATIONAL SIGNATURES

The signatures previouslydiscussed have a continuing impact
on the child. The loss of a parent, a conflict-ridden family, and
depression continue to wield their power on a day-to-day basis.
These developmental signatures tend to create a child who is
insecure, and feels anxious for moons that are difficult to
pinpoint. The child's feelings of rejection and isolation are also very
real. These early life events can set the stage for a troubled
adolescence. As the child reaches puberty, he/she must begin to
form a separate identityand armed with that fragile identity. make
friends and create a circle of successes outside the home. When
several signatures of suicide are present in the child's early years,
the challenges of adolescence become steep peaks that cannot be
scaled. These situational signatures can take the teenager one step
closer to suicide.

Peers

Adolescents are very sensitive to feelings of rejection from the
opposite sex. The loss of a girlfriend or boyfriend is frequently a
precipitating situational signature. Crumky (1981) discovered
that these severed relationships are often clinging attachments
which represent an attempt on the part of the adolescent to make
up for his/her feelings of emptiness.

Loneliness is another feeling that can precipitate suicide
among adolescents. Teenagers who are lonely have more frequent
and serious problems with peers, they are interpersonally sensitive
and are less likely to have a close confidant (McKenry et al., 1982).
"He was a loner" is often the first description that teachels and
counselors offer concerning a teenager who has committed
suicide. This impression is upheld in the majority of the studies of
suicide (Peck, 1981). Loners are typically male and us; mlly white
(Peck, 1985). Their lack of friends emerges first in the early teens.
and if it continues, can be translated into suicidal behaviors later
in the adolescent years. Jan-Tausch (1965) looked at the friend-
ships formed by 41 adolescents who committed suicide. He found
that these teenagers had no close Mends and no trusting or
supporting relationships. They spent a great deal of time alone, had
poor interpersonal relationships both with peers and adults, and
reported feeling lonely and isolated much of the time.
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Friendships were superficial and confidants were nonexistent.
litmale adolescents who attempt suicide repotsimilar difficulties.
Topol and Reznikoff (1982) indicated that suicidal females were
the ones least likely to have a close confidant

Peers are also an important factor inthe contagious effect that
is prominent ammg adolescent suicides. Suicidal adolescents are
vulnerable to suftestion, probably because their family environ-
ment is not satisfyingand theirself-esteem is low. For this reason, a
suicide in the local high school or among friends or relatives can
serve as an impetus for adolescents to take their own lives.

Evaluating the effect of poor peer relationships requires that
we step back and consider the developmental signatures of
childhood in relation to the peer relationships of adolescence.
Suppose a child lives in a tranquil home. with two parents who are
interested and supportive. If he/she becomes a teenager without
friends, he/she can find satisfaction in a hostof solitary pursuits
stamp collecting, reading, writing, playing on the computer, or
exploring nature. The satisfactory relationship with his/her
parents will still allow for developing the necessary self-confidence
and avoiding feeling isdated, anxious, and lonely. Similarly, a
dysfunctional family can be partially offset by wholesome peer
relationships. Freud and Dann (1951) were the first to notice that
peers could substitute for parents. These investigators charted the
development of children who lost their parents in the Holocaust
The peer relationships these children developed buffered the
horror of their early lives and allowed them to become productive
adults (Hartup, 1983). Peer relationships that are positive can
often protect the adolescent who has been accumulating signa-
tures of suicide. But rejection and isolation from peers can serve to
trigger suicide among adolescents who have other signatures
leading them toward suicide.

Cultural Risk Factors

Adolescent suicides are most frequent among Native
Americans with 3,7 Native Americans committingsuicide for every
white adolescent (Wells, Deykin, & Klerman. 1985). Close exami-
nation of suicide among Native Americans indicates, however, that
generalization across tribes is dangerous. The rate of suicide has
remained low on reservattons where the tribes practice traditional
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time. cultural imports for the West began to put Micronesian
adolescents in conflict with the authority of the family. The result
was a sense of anomie among the adolescents which fueled the
epidemic of suicides (Rubinstein, 1983).

Black adolescents. as a group. have a lower suicide rate than
any other racial group (Berman. 1986).M/bitesuktescents are three
times as likely to commit suicide as Black adalenerits
Deyldn, & Kiernan. 1985). The suicide rate for Black adolescents
has remained remarkably stable since 1973 (Weed, 1985). In
contrast, the suicide rate for white adolescents has continued to
climb.

Japan's suicide rate always has beenseen as high compared to
Western cultures. The pressure among the youth ofJapan is most
noticeable among university studentswho have a suicide rate of
48.5 per 100,000 (Ishii, 1981). The pressures on university
students are clearly unusual, because the suickte rate for all
Japanese youth in their twenties is about 20 per 100,000. This
compares to 12.5 in the 20 to 24 year olds in the UnitedStates, The
unique stress that Japanese youth face is called shikenfigoku or
Examination Ha. But blaming the htgh suicide rate on a sin&
examination is inappropriate. Close examination indicates that,
like American adolencents, Japanese adolescents who report
suicidal fantasies have a number of difficulties with their families
(Iga, 1981). The skikenjigolcu isa situational signature that impels
young men and women whoate already in distress to chose suicide
as an honorable way out of their difficulties (lga. 1986).

The situational signatures described in this section revolve
around the adolescent forming an te .1. Whether in a tribal
setting, a family setting or any of several contemporary. indus-
trialized countries, adolescents with a troubled childhood need to
form friendships and belong to a culture in which they feel "at
home." If they are successful in these settings. they can forge an
identity despite their childhood difficulties If these situational
signatures are negative, and no supportive peers and no cultural
"home" exist, the signatures for suicide continue to accumulate. ln
such individuals, a variety of seemingly small and innocuous
events can trigger a suicide.
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TRIGGERING FACTORS

A superficial examination of the literature might convince the
reader that adolescent suicides are impulsive, misguided acts
which were not really intended to enda life. But a thorough reading
suggests that even though an impulse, haphazard event ends an
addescent's life, the decisions that led to the act were not
capricious. An indication of the intent of adolescents is their
repeated suicide attempts. Shaffer (1974) reported that 46% of the
young suicides he studied had previously discussed, threatened, or
attempted suicide. Cosand et aL (1982) reported a similar figure.
but added that previous attempts were more common among
Pansies than males, perhaps because the methods females chose
were more likely to fail. Adolescents who attemptsuicide remain at
risk ta adulthood and 10% of those who attempt suicide will
eventually die by suicide (Dorpat & Ripley, 1967). Those who don't
die by suicide often continue to exhibit seirdestructive behaviors,
such as drug use and drug overdoses (Mehl*. Zelbrer, & Robinson.
1982).

The adolescent years are generally a time when impulsive
behavior is allowed to flourish. Heading to the beach at the last
minute or deciding, on an impulse, to visit a friend wlx) Is at college
250 miles away, are accepted impulsive behaviors. Some investi-
gators see suicide as similarly impulsive. Corderet aL (1974) found
adolescents who attempted auicide to be more impulsive than a
group of coutrols and to have a higher activity level than the
controls. Similarly, suicide attempts among delinquent adoles-
cents tended to be impulsive, rather than the result of thoughtful
rumination (Miller. Chiles, & Barnes, 1982).

The other side of the coin, the side which says that adolescent
suicide is a thoughtful decision, points to the planning that often
accompanies a suicide, and the years of difficulty that preceded it.
Going to the closet, grabbinga handgun in a moment of anger, and
ending one's life in the next moment certainly occurs. But so does
the suicide that is preceded by weeks of subtle goodbyes, in which
the adolescent disposes of personal possessions, visits relatives,
and then carries out a complex plan to end his/her life. In this
section. the specific events which trigger suicide are discussed.
Some of them seem mindless. Others continue a course toward
suicitle that has already been charted.
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Impulsivity and Contagion

The contagion effect among adokscent suicides is vay real. In

Just the last fewyears, wehave witnessed an epidemic of suicides at

an American Indian Reservation. several copycat suicides when a
particularly poignant suicide attracts the attention of the media,
and suicide pacts among a group of teenage friends. All of these

suggest that having a model who commits suicide is an important
factor in providing adolescents to commit suicide (Stumer, 1986).

Berman and Yufit (1983)argued that a model for suicide, in effect.

gives the adolescent permistdon to act similarly. An example from

Chappaqua, New York illustrates the con wean effect In June of
1978, a 15 year old boy who was perceived as a social iscgate hung
himself. In September, an eleventh gradt boy from the sanx
community hung himself. In the next sewu weeks, live more
students, all from the same high school attempted suicide. During

the same period one year earlier, none of the 1300 students at
Chappaqua High had attempted or committed suicide (Robbins &

Conroy, 1983). When investigators search for a link between
suicides among teenagers, theyoften find one. In this case, four of

the adolescents who attempted suicide had visited their friend
while he was hospitalized after attempting suicide. One of these
students later told the psychiatrist that she was caught up in the
suicide gestures of her friends.

Suicides of friends and relatives have a profound impact on
teenagers. Sturner (1986) reported that previous suicides by
siblings, parents, friends, and schoolmates figured prominently
among the 96 adolescent suicides he studied. He argued that the
evidence of contagion iscompelling enough to wanant therapeutic
intervention by trained counselors immediately following asuicide
in a relative or loved one. Similarly. he argued that counselors
should descend on a high school if one of the students commits
suicide. Counseling with ckme Mends and classmates might well

forestall further suicides.

Having a close Mend or :dative who commits suicide has an
immediate impact on many adolescents. The effect of television
presentations is not nearly as powerful. Yet television stories about
suicide clearly trigger a significantrise in teenage suicides (Goule

& Shaffer, 1986). Phillips and Carstensen (1986) identified 3E
nationally televised news or feature stories about suicide am
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charted the fluctuation of the adolescent suicide rate before and
after these stories were aired. During the week Mowing the
telecast adolescent suicides increased by apprcedmately seven
percent. This increase was greatest among female adolescents. The
fact that adult suicides fluctuated in only a minor way after the
broadcasts indicates that adolescents are more suggestible than
adults. Interestingly gamma' information stories seemed to have a
greater contagion effect than stories about specific individuals
who committed suicide. Similar contagion efkcts were seen in New
York City after three made-for-television movies dealing with
suicide were broadcast (Gould & Shafkr, 1988). Six adolets
committed suicide in the two weeks before these movies. In the two
weeks following these broadcast% 213 adolescents committed
suicide. The evidence from these two studies suggests that
fictional presentatimis of suicide may haw a lethal effect

The contagion effect is difficult to pin down. How does media
attention to a suicide trigger another suicide? Does it give tacit
permission to an adolescmt who has been contemplating suicide
for years? Does it implrait the idea for the flist time? Perhaps
contagion is not the o rily explanation for this increase. Maybe
coroners are more likely to indicate that a death was due to suicide
after such broadcasts. Perhaps parents are less likely to try to hide
the cause of death. These and other alternative er:anations axe
difficult to refute absolutely. Some critics have argued that media
attention only facilitates suicide among those who would have
committed suicide in the near future. If this were the case, suicides
after a broadcast would initially increase and then decrease to a
level lower than normal. No such decrease has been found. Here,
then, is an example of a triggering effect which might be altered,
and if so altered, might reduce the number of suicides.

If television broadcasts have a facilitative effect on suicide,
does this effect generalize to other media, such as the music that
teenagers prefer? Songs have received notorietyas suicide triggers,
especially since a father of a boy who committed suicide, blamed
the death of his son on the song "Suicide Solution" by Ozzy
Osbourne. "Gloomy Sunday" byJavor and Seress has been banned
from certain college campuses because well meaning admin-
istrators thought it might contribute to suicidal impulses (Peck.
1985). Despite these events, the evidence that such transient
information might actually foster a suicidal impulse is rather
weak.
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Alcohol and Dnig Abase

The suicide rate for alcoholics is 270 per 100,000 and in the
United States and between 7,000 and 13,000 alcoholic suicides
occur each year (Roy & Linnoila. 1910). Depression is corrdated
with alcoholftwa. Whether the depressioncomes first, and leads to
the alcoholism. or the reverse, is not clean Certainly. depression is
common among the reJatives of alcoholics (Goodwin. 1982). But
alcohol, by itself, can produce depressive symptoms (Valliant,
1983).

Roy and Linnoila (1986) presented compelling documentation
for the role that alcohd ploys in suicide.They reported 21 follow-up

studies of alcohdics, with datagathered from 10 countries. In all.
they reported on a total of 27.956 alcoholics whose lives, and
deaths, have been scrutinized. Seventeen percent of these indi-
viduals committed suicide. The five most carefully controlled
studies, in which coroners' cakesassigned psychiatric diagnoses
to the suicide victims, indicate that alcoholism was the predis-
posing factor in 15% to 26.9% of the deaths. The average age of the
alcoholics in these studies was, however,46. What role does alcohol
play in the lives of adolescents?

Drug and alcohol use are prevalent among suicidal adolescents
(Garfinkel, Froese, & Hood, 19821. A look at 92 teenagers who
attempted suicide used significantly more depressants, stftnu-
lants, marijuana, and alcohol (McKenry et al.. 1983). Twenty of the
46 adolescents who aaclupted suicide had serious drug problems.
Cocaine lise is surfacing as a major factor in adolescent suicide.
Daniel Lowenstein, a neurologist at UCSan Francisco reported
on 133 cocaine userswho cam to San Flambe° '..ieneral Hospital
with neurological complaints. Four of these patents had jumped
from buildings and another nine developed a desire to commit
suicide after using cocaine (Ritter. 1987). The effixt, he argued, was
not limited to chronic abusers. Among the first-time upers, one
became suicidal. Others became depressed and showed signs of
personality change.

Denise Kandel (Kandel & Ravies, 1987) has done a systematic
exploration of drug use among 1,158adolescents. Her scale divided
drug users into four groups. At oneend were adolescents who used
no drugs. Next were adolescents who only used alcohol and
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cigarettes. In a third group were teenagers who used marijuana. A
fourth group used cocaine. Suicideattempts were positively related
to the increased potency of the drugs used. Fifty-fourpercent of the
cocaine users had attempted suicide. The correlation between drug
use and suicide attempts was stronger for females than males.
Kandel suggested that these young women am attempting to
tranquilize themselves and that druguse is really selimedication
designed to relieve tension. The females usirkg tisz most potent
drugs were functioning at lower levels on all dimensions -family
interaction, peer relationships, and school success. These teen-
agers were at the outskirts of the school society and their family life
was minimal. They were also likely to have eating disorders. IL in
addition to the above problems, the girls had a history of trouble
with the law, the likelihood of a suicide attempt was high.

Pleguancy

Women who are pregnant often feel depressed and take their
own lives. Suicides among pregnant women are mom likely during
the first trimester and occur most often among unmarriedwomen.
In the more restrictive sexual atmosphere of previous decades,
investigators found that 13% of pregnant females under seventeen
years ofage attempted or threatemd suicide (Gabrielson, Klennan,
Currie. & Jekel, 1970). More recent data suggest that
pregnancy among unmarried women is not the disaster that it
used to bc in fact, some investigators feel thatpregnancy confers
some protection against suicide (Kleinert, 1979). Others have
argued that adolescent females have sought pregnancies in the
hope of alleviating their dissatisfactions with life. When these
expectations are not fulfilled, suicides became more frequent
(Toolan, 1980).

Failure

Otrasionally, a suicidal crisis is triggered by a specific failure.
Usually these failures involve a loss of identity (Rubinstein, 1986).
Lucy an 18 year old high school senior had studied ballet for 9 of
her 18 years. She had hoped to be awardeda scholazship to a major
ballet academy after graduating from high school. Not only did she
not receive the scholarship, she was not accepted at the prestigious
academy. Her depression was immediate and suicidal fantasies
filled her days. She lost interest in ballet, had a dramatic change in
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her self-image, and was blaie about all areas oilier life. She was in

great emotional pain. Crisis Intervention helped her see that a
varlet, of options rodsted. The suicidal crisis passed in about a
month and Lucy began exploring ways she could contInue to grwv

(Peck. 1985). Some suicidal crises are not as easily averted. A very

successful male high school student In Rhode Wand had lost an

election for dass presidentHis despondency over this small failure

was a factor in his suicide three days later (Sturner, 1986).
Perceived failure. then. is often the trigger for a suicidal crisis

(Rubinstein. 1986).

Achievement Femme

Whether or not suicidal adolescents are under gnater pres-
sure from their parents to achieve remains an unanswered
question. The contradictions in the data probably reflect the
differences in the way prents and teenagers perceive the situ-

ation. For example, McKeuryet al. (1982) asked parents to fill out a

questionnaire examining pressure to do well in school. This
assessment revealed that the parents of suicidal teenagers did not

differ in their expectations from tin parents of teenagers who had

not attempted suicide. However, when these investigators asked

the adolescents, those who had attempted suicide perceived much

greater parental pressure than those who had not.

Life's small affronts often assume mammoth proportions
when viewed through the eyesof adolescenta Yet most adolescents
negotiate these challenges successfully. In fact. adolescenceis seem

generally, as a period of increasing self-esteem and competence
(Petersen. 1987). Among suicidal adolescents, the reverse is true
Martin Seligman (1987) argued that adolescents get on adevelop-

mental track in early adolescence. Instead of following a positive
track, suicidal adolescents seem consigned to a negative one. The

trials of their childhood years have handicapped them so they deal

less effectively with the intensification of life that is part of
adolescence.

BESIAVIORAL INDICATORS

The signatures of suicide mentioned above are typically seen

as predisposing factors that occur or not in the history of the
adolescent. Behavioral indicators are much more likely to warn of
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immediate danger. In this section of the chapter, the literature
concerning atypical behaviors that flash an immediate warning
light for parents, counselors, psychologists, and friends will be
examined.

Academic Failure

To adolescents contemplating suicide school becomes super-
fluous. Many teenagers who commit suicide only attend school
sporadically prior to their suicide (Shaffer, 1974). Other teenagers
drop out altogether.A precipitous drop in school grades is a similar
manifestation of the lack of interest which may presage suicide
(Mandel & Ravies, 1987).

Aty Octal Eating or Sleeping Patter=

Sleep disturbances are one of the most common signs of
adolescent difficulties (Bettes & Walker, 1986). 'Fishier, McHenry,
and Morgan (1981) found that 81% of their sample of 108
adolescents had trouble sleeping prior to their suicide attempt.
Eating patterns were also altered before the suicide. Almost two-
thirds of the adolescents inte rviewed reported losing weight before
their suicide attempt most of them indicating that they had no
taste for food.

Comments About Sense of Worthlessness

The myth that people who talk about suicide am the ones who
sill do nothing about it has died slowly. This is particularly true
with adolescents. Adults and teachers Just cannot believe that an
adolescent would take his/her life Even males brandishing guns
have been ignored or dismissed as "Just being macho." Such
actions should always be taken seriously. Even comments which
indicate utter hopelessness should always elicit a response from
parents, teachers, and counselors.

Disperdng Personal Possessions

One of the clearest signs of suicidal crisis is the dispersing of
personal possessions. One high school student gave a friend his
skis, his Walkman, and his tape collection. At the same time, he
advised his girlfriend not to buy a dress for the prom. This clear
cutting of lines to the future means that some action is imminent
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Obtaining Weapons or But dtuates

If weapons or drugs are readily available the task of commit-
ting suicide is relatively easy. Typically, teenager; do not know
enough about drugs to be sure of their actions. Hence in the days
or weeks immediately preceding the suicide attempt, subtle ques-
tions may be posed regarding the amount ofa drug that one might
safely take and what might be a lethal dose These sorts ofquestions
should serve as a warning to anyone working with adolescents.
Simi/ar questions about the type of ammunition used in a gun or
where ammunition is kept should also raise an alarm for parents.

Use of Drugs or Alcohol

An increase in the use of drugs or alcohol may be the first
indication that adolescents are hying to ease the difficulties they
perceive in their lives. Parents who are alert to this sign can often
arrange for their adolescent to talk to a counselor before a crisis is
reached.

CASE STUDIES

Having outlined a variety of signatures for adolescent suicide,
some case histories of adolescent suicide are present so that we
might examine them to see whether one can locate signatures of
suicide. Furthermore, look at the number of signatures present in
each case and try to weigh the impact of those against any buffers
that might exist in the child's environment.

Chris. a 17 year old male hanged himself with his mother's stocking.
He was not the first born, he had three older sisters. When Chris was two
years old. his father left the home. The sisters soon left to start their own
lives. leaving Chris with an overprotective mother who had a strict
religious background.

Chris school years did not go well, he had variety of social problems
and a slight speech impediment which contributed to his low self-esteem.
He was a loner through junior high. By senior high he needed approval and
support but found none. The day he killed himself seemed uneventful.
tLitman & Diller. 1985)

Chris' suicide was not triggered by a particular event. instead we ser
the signatures. present for many years. of father loss, peer isolation
aggravated by a slight speech impediment. and estrangement from the
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only parent at home. All of these are powerful signatures of suicide. ln
Chris life, we see no buffers to counteract the events that seemed to push
him town* suidde.

Sally. a 15 year old girl was riffened to a therapist after a suicide
attempt. She began the therapy session by readinga 10 page handwritten
letter in which she described her suicidal feelings, her sexual acting-out.
her feeling that her parents hated her, and her excessive use of alcohol.
She thought she was drinking to dull her feelings. Her mother admitted
that she had never been dose to Sally. Even during Sally's earlyyears. they
had battled over every conceivable issue--isting. toilet-training,
disciplkte, and so forth. Malan. 1980)

In Sally's case, long-term conflict with her parents. alcohol abuse, and
loneliness, despite her sexual adventures, were important signatures of
suicide.

Recent studies, recognizing the importance of several signa-
tures in one life, have compared the number of signatturs in the
lives of differing individual& Detailed case histories obtained from
friends and relatives who were interviewed after a teenager
committed suicide indicated that these adolescents had an average
of 8.3 signatures of suicide. A comparison group of peers had an
average of 4.7 signatures of suicide (Litman & Diller, 1985).
Tomlinson-lieasey et al (1986) evaluated the signatures of suicide
in the lives of women who committed suicide and a comparison
group of women who did not. The women who committed suicide
had an average of 3.87 signatures for suicide The control women
averaged 1.30 signatures of suicide. The point is not the presence
or absence of any particular signature that predicts suicide, but
the accumulation of the sorts of nggative events that have earned
the title "signature" The force of the signatures is especially
powerful in lives with few positive event& Suicide results from a
complex interplay of these signatures that have their most perni-
cious effect when they accumulate and interact over time resulting
in chronic despair, the loss of self-confidence, aLd a feeling of
hopelessness.

CONCLUSION

Adolescence Is a time of challenge, change, and adjustment
Because of the need to develop a unique identity, adolescence
carries with it a considerable amount of anxiety. When the
turbulence of adolescence is combined with a conflict ridden and
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dysfunctional home environment adolescents lack the support
and self-confidence to cope witk *he changes expected of them.
Adolescence should be a time of exploring, of practicing newly
found skills, of learning how to interactwith friends of both sexes,
and of finding the niches that spell smcess for each individual.
When adolescence proceeds in a positive way, these milestones are
managed readily, typically with a few major difficulties. For
children who enter adolescencewith a damaged sense of their own
self-worth and who operate on the edges of the family, the school,
and peer groups1 the picture is much bleaker. Seemingly minor
problems can precipitate a suicidal episode

Interventions during adolescence must have as their goal the
formation of a secure identity and sense of competence During the
early adolescent years, such interventions migit ward off the
isolation and lack of identity which are two signatures charac-

teristic of suicidal adolescents. The actual triggers of suicidal
crises sometimes seem paltrya television show, a tight with a
boyfriend/girlfriend. Yet timely counseling might be appropriate
at this stage. Thrcyugh all of these steps, parents, teachels, and
mental health pmfessionabs must be aware that depression1 drug
use, and suicide are increasing and they are interlocked problems
that adolescents face. RecogniAng the signatures of suicide, from
childhood on and taking action to keep the child on a positive
developmental track could well saw lives,
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EDITORIAL ABSTRACT: This chapter provides an
excellent review Gf the literature related to adolescent
sulad e prevention programs. proposescontentfor school/
community based suicide prevention programs, and
discusses recommendationsforschools and communities
interested in initiating a prevention program. The reader
willfind this chapter particularly concreteand construc-
tive.

The problem of adolescent suicide has been stated throughout
tills book. The rate of completed suicides among adolesents has
doubled in the last 10 years and tripled in the past 20 years
(Teenage Suicide. 19811. Today. suicide is second only to accidents
as a cause of death in the 15 to 19 year old age group (Wellman.
1984). Yet in the 18 to 24 year old age group. suicide is the most
common muse of death (Millen 1981). Authorities believe that the
actual number of youth suicides is considerably higher. claiming
that many one-vehicle accidents and other fatal "mishaps" should
be recorded as suicides.

The fact that suicide among adolescents is a probelm is not
disputed. What kinds of educational programs, and what popula-
tions to rea& with these program& becomes the question.

Suicide is often refered to as "a permanent answer to a
temporary problem." Is suicide prevention possible? Szasz (1986)
felt the term prevention itself, especially when coupled with
suicide, implies coercion. He further stated that coercion leads to
institutionalization of the suicidal person.

This chapter will not deal with coercingsuicidal adolescents to
be institutionalized. It will deal with prevention of suicide from an
educational standpointeducation of educators (admini-
strator& teachers. and special services personnel), parents. and
adolesents. Education of a variety of populations is the starting
point for adolescent suicide prevention.

The literature is replete with examples of adolescent suicide
attempts and completed suicides that could have been prevented if
educators. parents. and/or adolescents had received basic infor-
mation regarding suicide. In May of 1987. a 14 year okl ninth
grader in Laredo. Texas spent Friday evening, all day,Saturday, and
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Sunday morning talking with each of his 21 clasomates. Ineach of

the 21 conversations the 14 yew" old said either 1 am going to kill

myself' or 1 am going to commit suicide". In each situation his
peers, due to lack of basic information, either did not believe him,
did not feel he was the "type," or felt he was not serioua At 440 p.m.

on Sunday the 14 year old commited suicide.

E.ducation is the key and initial focal point of preventing
adolescent suicide (Shneidman. 1985). Suicide education mustbe
developed for educators, parents, and adolescents.

This chapter includes the following sections: (I) review of the
literature related to adolescent suicide prevention programs. 12)

proposed content for school/community based prevention
programs, and (3) implications of school/community based preven-

tion programs.

REVIEW OF THE LITERATURE

Many schools. communities, organizations, and associations
have responded to the problem of adolescent suicide bydeveloping
and implementing suicide awareness and prevention programs.
The immediate problem for the developer of prevention programs
is that many of the programsdeveloped have not been reported in
professional journals. Not a single reference source is available on
the thousands of programs that have been developed thmughout
the country. Many of these programs have been developed as a

result of multiple teenage suicides in a community.

E inct zhoois are found in almost every community. they are in
the best position to initiate, develop, and implement suicide
prevention programs.

Aylward (1987) surveyed all high school counselors in Kansas.

The survey investigated three areas: (1) the current incidence of

attempted and completed suicides, (2) suicide prevention pro-
grams and services provided by schools, and (3) the perceived
needs of high school counselors in the area of teenage suicide

prevention programs. Sixty-seven percent of the high school
counselors responded to the survey. Some of the alarming findings
of this research project were (1) 70% of high school faculties had
received no in-service training relative to suicide. (2) 95% of the
schools had provided no suicide information for students.
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In addition Aylward (1987) found that 36% of high school
counselors had received no special trainin for working with
adolescent suicide and that only 28% of die coqnselors had
received suicide training from counselor education programs.
Fifty-three per cent of the counselors felt their greatest need in
suicide prevention was provisions for faculty in-service training.
Forty-four per cent of the counselors desired additional suicide
training for themselves.

Although the results of this research cannot be generalized to
other states, it does suggest that much remains to be done in
suicide awareness and prevention.

Educators

Educators play an important role in prevention of teenage
suicide because they spend so much time with adolescents. An
important step is to conduct in-service programs so as to help
teachers understand causes, warning signs, myths, suggestions on
what to do if they are concerned about one of their students.
Optimally, this should be a regularly scheduled in-service and not
an in-service in reaction to an attempted or completed suicide
(Appel, 1984).

Educators must remember that discussing suicide does not
promote suicidal behavor (Klagsbrun, 1976). For many teachers
fear, not lack of concern. is what turns them away from a suicidal
student (Peck. Farbenow. & Litman, 1985). Ignorance of what to do.
not an indifference toward doing something, leaves a teacher
unwilling or unable to act effectively.

Although some teachers may become involved in intervention
with suicidal adolescents, more often the guidance counselor,
school psychologist, and/or social worker is(are) intervener(s).
These special services personnel must be adequately trained in
order to deal effectively with a suicidal adolescent. These personnel
are in a unique position to act as liaison between the community
and school, between mental health professionals and teachers, and
between parents and students. One of the most important
functions of the guidance counselor, school psychologist, and
social worker is to construct a referral network of psychologists.
psychiatrists, emergency telephone hotlines, and mental health
agencies to contact in case of emergency.
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Because nine out of ten suicide attempts take place at home.
parents need to be aware ofbasic infomiation relative to adolescent
suicide. The most effective suicide prevention technique ruments
can exercise is to maintain open lines of communcation with their
children. Parents also need to know the warning signs of suicide,
what to do. and where to go for help (Heruy & Morse, 1985).

Parents can lower the risk of teenage suicideby teaching their
children some lessons about life during the child's developmental
years. Elkind (1981. 1984) provided many insights ir helping
parents understand their children's stresses. He specifically
emphasized stresses createi . by parents. schools, media, and
society. Parents would be wise to teach their children: (1) bad times
do not last forever. (2) showing your hurt helps you heal. (3) the
child is an important member of the family, and (4) the child will be
loved no matter what (Kline, 1986).

Adolescents

With the increasing incidence of adolescent suicide, schools
are recognizing the importanceof suicide prevention programs for
adolescents. Research indicates that adolescents would first turn
to a "friend" (91% of the time) todiscuss suicidal thoughts. Friends
were chosen as confidants over the choices of parents, other adults,
teachers, school counselors, school nurses, or clergy (Peck
Farberow, & Litman. 1985). With this in mind, it becomes apparent
that although school staffs need to become well versed in suicide
prevention, equally important is to teach students facts about
suicide.

Sartore (1976) stated that suicide can be minimized through
an educational program which emphasizes understanding rather
than avoidance. He felt that students need information on causes,
symptoms, and alternatives to suicide.

When adolescents who want to learn about suicide are not
provided with reliable information they often seek out what they
can as best they can. Often, their sources are rumor and specu-
lation, and their e3q3erts are other adolescents (Peck et aL 1985).
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School Prevention Pampa=

Positive evidence exists that well conceived suicide prevention
programs are highly effective In Fairfax County. Virginia. 20
adolescent suicides were reported in 1980-81. Following the
implementation of a five-part suicide prevention program in 1982,
the number of suicides dropped to four or five.

During the same school year. 1980-81, the ShaWnee Mission,
Kansas schools experienced 12 completed suicides among their
five high schools. The school responded by appointing a district-
wide suicide awareness/prevention committee The committee,
made up of school psychologists, counselors, administrators,
teachers, and students, developed a four level program. The first
level included providing suicide information programs for all
special services personnel (counselors, psychologists, social
workers. and nurses). The second level of the program provided
suicide information for all secorldary faculty. Level three provided
extensive training for one high school counselor in each building.
Level four developed printed information for teachers, parents. and
students. This suicide prevention program dramatically reduced
the number of suicides in the Shawnee Mission Schools.

Plano, Texas experienced eight teenage suicides in a sixteen
month period between February. 1983 and May. 1984. The high
school turned to community experts and students for help. The
program developed by the high school in Plano, Texas is based on
creating a one-to-one relationship to get problems solved. The most
successful program in place in Plano is called Students Working All
Together (SWAT). SWAT pairs high school students in a type ofbig
brother or big sister arrangement. The targets of the SWAT team
members are usually troubled studentsand transfer students. The
basic rule for SWAT team members is to become sensitive to other
students' problems and offer help. Students Thinking About Peers
(STOP) and Believe It or Not I Care(BIONIC) are two other programs
at the high school in Plano. The concerns of student volunteers in
this program range from classmateswho have been ill to groups
focused on alcoholism and drugabuse. Since the beginning of this
program. the school has receivedover 500 inquiries from 47 states
and no suicides have occurred (Kline, 1986).
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Jefferson County. Colorado had 18 teenage suicides between

January, 1985 and June. 1986 (Tugend. 1986). Jefferson County

used a community based program to provide information on
adolescent suicide. Suicide Prevention Allied Regional Effort

(SPARE) provided acoordinated outreach programfor parents and
professionals. The suicide prevention program provided work-

shops for schools, temples,churches and other placeswhere young

people gather.

The Los Angeles Unified School District (Barr, 1987) launched
a suicide prevention program. The major focus of the program
shows teachers and staff members a videotape on identifying

warning signs.

In Florida, the Youth Emotional Development and Suicide
Prevention Act of 1984 required each school district to develop

suicide prevention programs incoordination with police. parents.
and local youth agencies. Florida schools require students to take a
life-management skills course, usually in I Oth grade, which covers

suicide.

The National Association of Secondary School Principals
(1985) has published a pamphlet on "The Trauma of Adolescent

Suicide." The pamphlet recommends the development of a Crisis
Resource Team. This crisis team should be established to assist
schools in any crisis situation, including suicide.

Phi Delta Kappa (Pfeifer. 1986) provides helpful information
for schools relative to what schools can do about teenage suicide.

Included in their recommendations are suggestions for a survival

curriculum.

The American Associationof Suicidology is an excellent source

of information about adolescent suicide. lt promotes research.
public awareness and training for understanding and preventing
suicide.

Davis (1982) provided an excellent review of adolescent suicide

from 1940 through 1982. Hundreds of other resources are

available to assist individuals in developing suicide prevention

programs. Developers of prevention programs should
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1. plan the program:
2. review the materials to be used;

3. co-sponsor the program with community agencies that
work with adolescents;

4. provide opportunities for educators, parents, and adoles-
cents to attend the program; and

5. evaluate the effect of the suicide prevention program.

SUICIDE PREVENTION PROGRAM CONTENT
This section will present suggested content (informationto be

presened) for suicide awareness and prevention programs. These
recommendations are based on over eight years of experience in
conducting over 400 workshops and seminars on suicide aware-
ness and prevention. The majority of these workshops were
provided for educators, parents, and adolescents. The content for
the workshop (Nelson, 1985) was developed from a review of the
literature on adolescent suicide and my experiences counseling
with suicidal adolescents.

This suggested content provides a base for suicide awareness
and prevention programs. Five contentareas are recommended for
prevention programs focused on educators. parents, and adoles-
cents. The five areas are four components of prevention, general
comments, myths, warning signs, and what to do.
Four Components of Prevention

The more people who understand and accept suicide for what
it isa needless and ofi en preventable cause of deaththegreater
the chance that suicide will eventually be removed from the list of
leading causes of death of adolescents.

The adolescent who is suicidal needs four components in their
life. The four components are as follows:

A concerned Mend. Over 80% of suicidal youth feel that
their families do not understand them. Not being appreciated
or understood by their families seems to be the most common
factor in the continuing chaos and unhappiness in the young
person's life. The concerned friend may be a peer, parent,
teacher, counselorthe important point is that the adoles-
cent feels that someone is in his/her life who will listen to
him/her.
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Accessable persons who know the warningetas. In over
80% of adolescent suicide attempts and completed suicides,
warning signs exist (Peck et al.. 1985). These warning signs
often are not seen before the attempt but after the attempts
and/or suicide the warning signs become obvious. Those
significant people in the lives of adolescents must become
knowledgeable of these warning signs. Thesesignificant others
include educators. parents, and peersin essence, people who
come in daily contact with youth.

People in their lives who are willing to Mik with them
openly and frankly about What they are feeling. Too often
when a person is in crisis, Mrs. Lincoln (Collison. 1978)
responses are used. Mrs. Lincoln responses are inappropriate
responses to people in crisis , i.e. "other than that Mrs. Lincoln,
how was the play". The suicidal adolescent is often told "you
really shouldn't feel that way", "everyone thinks about suicide",
"in a week you'll feel much better". If the individual really
believed any of the above responses they would not be thinking
of suicide as the answer to their problem(s). What the
adolescent most needs is someone who will talk with them
openly and frankly about what they are feeling and experi-
encing. They do not need judgment or criticism.

Someone who is willing to refer them to professional
help. This may be one of the most difficult roles for educators,
parents, and adolescents to fill. The adolescent is often
reluctant to seek additional assistance. Remember that what-
ever is going on with the suicidal adolescent will not go awayby
itself. If concerned about making an error, remember that to err

on the cautious side and lose a friendship is better than to err
by not acting and lose a friend forever. Your first responsibility
in any suicidal situation is to preserve lifenot friendship
(K1agsbrun, 1976).

General Comments About Adolescent Suicide

The following general comments about behavior and adoles-
cent suicide are helpful in approaching suicide prevention.

To understand what a suicide is about one must know the
problem suicide is intended to solve In almost all instances
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adolescent suicide is the response to a specific problem or series of
problems (Klagsburn, 1976). In order to work with suicidal adoles-
cents, problem identification and problem solving alternatives are
key ingredients. Until the prolgem has been identified no possible
alternative solutions may be suggested.

Adolescents perception cf their world Ls accurate to them, but
may be perceived quite differently by adults. These perceptual
discrepancies result in the adolescent looking at his/her situation
and feeling that no answers exist, and the adult looking at the
adolescent's situations and feeling things really are not serious.
The adolescent has not had enough life experiences to allow
him/her to realize problems can be solved, alternative solutions are
possible. The adult. on the other hand, has had life experiences
which reinforce the belief that people can survive difficult and
traumatic experiences.

People behave according to how theyfeel about themselves
at any given time (Dreikurs & Stolz. 1964). This basic principle of
understanding human behavior is helpful in understanding
suicidal adolescents. When the adolescent has an unsolvable
problem, he/she feels that the situation is hopeless. As a result the
behavior of the adolescent changes. This change in behavior is one
of the major warning sign categories.

Suicide and depression are not synonymous (Shneidman,
1985). Depression has been experienced by everyone. however, the
depression did not result in suicide. Even though suicide and
depression are not synonymous, it should be noted that depression
is evident in the nutority of suicidal behaviors.

Suicide is most often done on impulsebut suicide is also
premeditated Suicidal behavior is thought about and planned.
This premeditation provides clues for mental health professiormis.
The therapist working with suicidal adolescents needs to deter-
mine the specificity of the suidical plan. The greater the specif icity.
the higher the risk. Since suicide is most often done on impulse. at
the height of a crisis, an important point to realize Is that if the
individual can be helped through the crisis, the urge to commit
suicide will be diminIshed (Shneidman, 1985).
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Over 25% rf adolescent suicidal behavior occurs while the

adolescent is under the influence cf alcohol and/or drugs. The

alcohol and drugs do not cause the suicide The suicide ideations

have been present before the ingestion ofalcohol and drugs. The

adolescent under the influence of a substance is not able to think

and behave in a rational and logical manner. The adolescent has

thought about suicide before, however the alcohol and/or drugs

prohibits the rational and logical approach to problem solving.

Suicidal thoughts. threats, and actions we most Oen cries
for help. Suicide prevention can only happen if it provides
educators, parents, and adolescents with information that allows

them to understand the thoughts, hear the threats, and see the

suicidal behaviors. Repeated suicidal thoughts, threats, and
actions often create a "cry wolf' syndrome. Suicidal thoughts.
threats, and actions must be taken seriously. As stated earlier, to

err on the cautious side is better than to not act at all.

Individuals interested in suicide prevention must be con-

vinced that one concerned caring person. can save the lge of a

suicidal adolescent. The suicidal adolescent feels alone and
misunderstood. To have anyone. in any.way. indicate he/she cares,

is concerned, and is willing to help is extremely important.

Myths of Suicide

Myths of suicide, things believed to be true but are not, create

many road blocks toward decreasing the rate of adolescent suicide

attempts and completions.The myths of suicide must be dispelled

In prevention programs. Some of the myths ofsuicide have been

previously presented In Chapter 1 of this book .

Warning Signs

As stated earlier, warning signs always are present In suicidal

behavior. Many times the warning signs are subtle. The warning

signs of suicide are, in many respects, similar to adolescents

experiencing substance Abuse symptomoloa. The importance of

recognizing warning signs is crucial. People under stress and in
crisis/trauma situations do provide clues that indicate they are

hurting and in trouble.
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Researchers believe that most suicidal indMduals convey
their intentions to someone in their network of Mends. family, or
peers, either openly or covertly. These people axe most intimately
and extensively in contact with a particular suicidal adolescent.
They are probably in the best position to recognize the signs and
render help.

No one profile or checklist exists for identifying a suicidal
adolescent. Suicide, like much of human behavior. Is difficult to
predict. Despite experts' best efforts, even they cannot say if or
when a person will attempt suicide. But they have identified several
warning signs which, particularly in combination, demand imme-
diate -......mmern and attention.

The following list of warning signs is not all inclusive, but they
provide a base for what to look for in sPlicidal adolescents.

1. Suicidal threats. Suicidal threats can be classified into
two categories: (a) wiled/disguised threats and (b) specific-desire-
to-die threats. Veiled/disguised threats may include "sometimes I
Just want it to be over with", "I can't take it any more". "the world
would be better off without me". These veiled/disguised threats are
like little teasersbut they must be heard.

Specific desire to die statements leave no doubt about the
adolescents intentions. 'Tm going to kill myself', 'Tm going to
commit suicide." These direct threats require immediate atten-
tion. These direct threats require referral to competent mental
health professionals. People who talk about suicide do attempt
suicide and do commit suicide.

2. Sudden changes ia behavior. This category of suicidal
warning signs reflects the concept that people behave according to
how they feel about themselves. When adolescents are experiencing
stress, problems, and traumatic events in their lines, behaviors
change.

Changes in eating behavior are common. Often the adolescent
reduces the amount of food eaten. In some instances the adolescent
binges on food.
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Changes in sleeping behavior may be another warning sign.
The adolescent may sleep an inordinate amount of time. Excessive
sleeping allows the individual to avoid stress and conflicts.
Insomnia is another warning sign of people in stress.

The adolescent considering suicide will often change dress
and personal appearance. This change primarily results in an
attitude of not caring what he/she looks like. Personalhygiene and
grooming reflect their feeling of depression and low self-esteem.
They quit caring about what they look like.

The suicidal adolescent's grades may drop and school atten-
dance becomes sporadic. Educators parents, and adolessents are
in excellent position to obsenre these two changes.

The suicidal adolescent often demonstrates changes relative to
activities that once were important to them. They become disin-
terested and drop out of these activities. This change is the
adolescent's attempt to become isolated.

3. Depression and isolation. The suicidal adolescent will be
depressed (Pe& et al., 1985). This depremion is often expresksed by
changes in behavior. The depression may be demonstrated by the
adolescent's choosing isolation from friends and family. One of the
difficulties in perceiving adolescent depression centers on the fact
that adolescents often show their depression in ways that are
different from how adults show their depression . The adolescent
who is displaying acts of defiant, aggressive and rebellious
behavior may be expressing their depression. Depressed people
often have a negative view of themselves, they distort reality and
they have a negative view of the future (Klagsbrun, 1976).

4. Giving away valued possessions. In some cases the
suicidal adolescent will give valued possessions to their friends.
The obvious process is that the young person has decided to
commit suicide, but before they implement that decision they want
their friends to have their most valued treasures.

5. Getting their house in order. Another waniing sign
revolves around "getting their house in order," taking care of
unfinished business. The adolescent will often patch up old
262 Prewnt nig Adolescent Suicide
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quarrels make amends for past mistakes. They are taking steps to
put their affairs in order. Such behavior is particularly a/arming
when other warning signs alsk, are present

8. Previous suicide attempts. People who have made serious
suicide attempts are at the highest risk for actually killing
themselves (National Institute of Mental Health, 1986). The suicide
rate for repeat attempters is up to 643 times higher than the overall
rate in the general population. Between 20 to 50% of the people who
commit suicide had previously made attempts.

T. Mom in their life. A loss in an adolescent's life is often a
contributing factor to suicidal behavior. The loss in their life may
include break-up ofa love relationship. This loss appears extremely
difficult for many adolescents. Aylward (1987) found that a break-
up in a love relationship was a contributing factor in 26% of suicide
attempts and completed suicides.

Loss can be the death of a family memt Jr. Adolescents may
have a concept of death that is different from the adult's concept of
death. As people continue to have longer life expectancies many
young people will not have experienced the death of grandparents
and/or other family members. They don't comprehend the finality
of death.

Loss of a parent through divorce also may be a factor in
adolescent suicide.

Any significant loss should be recognized as a possible
contributor to depresssive behavior and suicidal ideation.

The list of warning signs continues to be expanded. The seven
warning sign categories previously presented provide a base for
training educators, parents. and adolescents to recognize adoles-
cents who may be at risk.

What To Do

When educators. parents, and adolescents have received the
information on the Four Components of Prevention, General
Comments, Myths of Suicide, and Warning Signs the next step is
how may this information best be used.
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The first step in helping a suicidal adolescent focuses on the

individual who is wining to be the concerned Mend. This person

must be able to listeneffectively (Peck et al., 1985).This begins with

the process of active listening Adive listening is defined as (1)

listening to what the person is saying. (2) listening to the words

(vocabulary) the person isusing, (3) listening towhat the suicidal

adolescent is not saying (reading between the lines and making
assumptions). and (4) listening to what the person is feeling. In

addition to these four partsof active listening, the listener does not

judge and does not criticize. The role of the active listener may be

fulfilled by educator% parents. peers, Mendsanyone who is

willing to become involved and refer the suicidal adolescent to

appropriate counseling.

The second step in the helping process ofadolescents in crisis

is for the helper to possess the personal characteristicsof empathy,

warmth, and caring. Empathy is the ability to enter the world of the

adolescent and experience what they are feeling. Empathy can

greatly reduce ft diffenance between the adolescent and adult
perceptions of the crisis Windt= Warmth and caring are more

difficult to define. They are personal characteristics that convey to

the adolescent that the Lelper is sincerelyconcerned about helping

them. Warmth and caring, along with empathy. are most often

communicated through non-verbal forms of communication. For

suicidal adolescents to know they are with a person who is
concerned and willing to get them the help they need is extremely

important Empathy. warmth, and caring communicates this

concern and willingness to help.

The following are useful' suggestions for educators, parents.

and adolescents.

1. Educators. Educatori key role in suicide prevention is to

become suicide interventionists. Programs of suicide prevention

are not developed to make educators counselors or therapists.
Instead, prevention programs need educators who know the

warning signs, can identify adolescents at risk, and make appro-

priate referrals. Manysuicide prevention programs have identified

specific steps for teachers to use in the referral process. The
important issue is that the classroom teacher knows the suicide

referral resources in the building and in the community.
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2. Parents. Parents, assuming they have information on
suicide, are in an excellent position to be able to observe warning
signs. Parents' most important role in suicide prevention is
seeldng professional help when they dxserve behavioral changes
and identify suicide warning signs. Too often parents see the
behavioral changes and warning signs and do nothing. Often they
don't know where to go for help or they feel their child is going
through a phase in life.

Parents also are reluctant to seek help for their child because
wciety often looks at suicide through the suicide myth syndrome.
Too often suicide remains taboo.

The final suggestion for parents is to really look at the concept
of active listenting. When listening begins between parents and
children, each has a better understanding of the other. In a family
setting listening opens many avenues of communication.

3. Adolescents. Over 90% (Peck et al.. 1985) of the time
adolescents who are thinking about suicide will confide in a friend.
The suicidal adolescent may approach the friend with "whatever
you do don't tell anyone, but rm thinking about suicide." Confiden-
tiality is important to the adolescent. The friend must understand
the suicide threat is serious. The friend must understand that
someone else is going to have to be told about the concern. Suicide
prevention starts when the suicidal adolescent begins to talk to
someone.

The adolescent who is thinking about suicidemust learn that
the first step is for him/her to talk to someone about what is being
felt. Choose a friend, a teacher, a counselor, a parentbut choose
someone who can be trusted.

Finally, the adolescent must know that suicidal feelings can
happen to anyone. He/she must understand that verbal and
behavioral dues, warning signs, always are present before a
suicide. And the adolescent must hear the message from someone
who cares that HELP IS AVAIIABLE.

IMPLICATIONS

The scope of this Chapter has not allowed fora comprehensive
coverage of all possible approaches to suicide preventionprograms.
It has concentrated on programs and suicide information for use
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proactive and that it assists in dealing with the problem of
adolescent suidde, plus the team is of assistance in other school/
student crisis situations.

4. Many schools have appreadied suicide prevention by
including information en suicide in school curriculums. Suicide
imormation in -,chool curriculums provides an on-going program
of prevention. The topic of suicide should be included in school
curriculums, suggesting that discussions of suicide in the
classroom can serve to help adolescents understand how their
emotions influence their behavior and sem to lessen feelings of
isolation when students learn their peers have similar problems.
Yalom (1975) stated that universality (realizing other people have
problems similar to your problems) is a strong curative factor in
problem solving and therapy. Aylward (1987) found tha 35% of high
schools had suicide information units in their curriculums. The
majority of the suicide units were found in psychology, health, and
family living classes.

Education is the key to suicide prevention. If just one
adolescent is helped because an educator identified him/her as
being at riskif just one suicide attempt can be avoided because
parents have picked up cluesifjust one life can be saved because
a friend has learned how to helpa beginning will have been made
(Shneidman & Swenson, 1964).
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EDITORIAL Assmicr: This chapter begins with a
discussion cif the need for suicide prevention pmgrams
and the difficulties involved in their development A
description of some current programming practices
follows. A set (of requirements for suicide prevention
programs is presented aiong with a programming model
based on these requirements and a description tean
actual program based upon the model. The chapter
concludes with ideasfor networking, program expansion
and program evaluation.

As we write this chapter two youths from Virginia committed
suicide together. in what seems to be an unprecedented rash of
group, cluster suicides by carbon monoxide poisoning. This is a
tragic example of the rise in suicides in y -Tung people from five to
twenty-fouryears of age. In response to this national tragedymany
communities have developed or are in the process of developing
suicide prevention prcgrams. Feeling the urgency of the problem,
many of these pmgrams have been developed quieldy without the
benefit of carefully considered program development models.

This chapter presents a model for suicide prevention program
development It begins with a discussion of the need for suicide
prevention programs and the difficulties involved in their develop-
ment. This is followed by a description of some current program-
ming practices. Nett, a set of requirements for suicide prevention
programs is presented along with a programming model based on
these requirements and a description of an actual program based
upon the model. The chapter concludes with a discussion of ways
to network with others, expand the program. and ways to evaluate
various program models.

THE PROGRAMMING CHALLENGE

Why should we develop youth suicide prevention programs?
First, sutdde impacts a large number ofour youth. The number of
reported youth suicides, over 5.000 a year (Department of Health
and Human Services, 1984). have been estimated to be far fewer
than the actual number (Reiberg, 1983). This underrepresent-
ation is due to the fact that many attempts are often disguised as
accidents or homicides (Freese. 1979): suicides committed by
children under ten are often not counted as such (Eisenberg.

Ch 10 A Modei Prevention Program 273

non



1984); coroners frequently will not label a death a suicide without
the presence of a note (Freese. 1979); and many parents wish to
disguise the fact of a suicide (Eisenberg, 1984).

Disturbingly, for each child who commits suicide, an esti-
mated 50 tt, 00 more have attempted (Freese, 1979) and perhaps
hundreds mare who have given it serious thought When one
considers how many youngsters plan1 attempt, or commit suicide
and how many others interact daily with these troubled young-
sters, or experience via the media the tragedies in other commun-
ities, we come to realize that suicideeffects virtually all of ouryouth.

Secondly. a strong possibility exists that suicides can be
prevented (Eisenberg, 1984). Professionals who have worked with
suicidal youngsters agree that most either want to be saved, and
give off signals to that effect, or at a minimum areambivalent about
taking their own /Ives.

And finally, as mental health professionals we are charged with
the moral imperative of tiying to keep youngsters mentally healthy,
so that taking one's life is not viewed as a realistic option. We have
no other choice but to make this our first priority.

Program Barriers

Having made the commitment to program for suicide preven-
tion one may be faced by certain barriers that must be overcome in
order to develop sound programs. The first barrier encountered is
the mental health professional's unfamiliarity with developing
programs that deal with life and death issues. We must learn to
take more precautionary steps and use stricter program develop-
ment standards.

A second barrier derives from the nature ofsuicide itself. All of
the research evidence indicates that suicide is a multiply-caused
phenomenon with causal factors ranging from the genetic to the
societal levels (Celotta. 1985., Hawton. 1988). This poses a problem
because programmers have to decide which one or more causal
factors to target in their prevention efforts. Should one, for
example, target the biochemical level, and work to increase
serontonin (a brain chemical that is deficient tn depressives who
are suicidal)? Should one target ihe individual level and work to
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increase such factors as self esteem and stress management skills?
Should one target the group level and work to decrease parental
and peer presr tire for example, good grades? Or finally, should one
target the societal level and work to eliminate drugs or shape media
coverage of suicide?

A third barrier is the difficulty mental health professionals
may have when working with various segments of the general
population and with other professional& In much of our recent
programming efforts we have worked with a variety of mental
health and other professionals, including representatives from the
judicial system, the media, the religious and business commun-
ities, as well as representatives from the community at large. Each
group has its own ideas. values, and feelings related to the problem
of suicide and its remediation. Yet, consensus is critical for a
program's success.

Some segments of the community may believe that suicide is
not a significant problem, while others may acknowledge the
existence of the problem but feel that it is best to ignore it in an
attempt to avoid its exaserbation. Some feel that the church and
home are the only places where life and death issues should be
addressed, while still others find the topic simply too painful to
address at all.

Mental health professionals find that turf issues may arise
when they are working with allied professionals. Some services
may be regarded as sacred for a particular specialization (i.e., "only
psychologists should do risk assessments"). For a program to be
successful, however, the various groups will have to agree on the
importance of using or developing identical and/or similar skills in
order to provide prompt. effective service in ames of crisis.

Some mental health professionals do not want to work with
suicidal youngsters. For some, time is an issue, for others, thei r job
descriptions or training and for still others, personal discomfort.

A fourth barrier arises from unresolved legal and ethical
issues. At present many states do not have any laws that deal with
youth suicide. The following questions are often left unanswered. Is
a suicide attempt illegal? Does (or should) an adult have to report
an attempt? Is an agency or institution that has a suicide
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prevention program liable if youngsters commit suicide? If a family
wishes to disguise an attempt or completion1 earl or should one
expose it?

A fifth barrier concerns the fact that distressed youth often do
not come to the attention of a mental health professional. Many
youngsters will not turn to adults for help but, instead, to peers.
Compounding this problem is the fact that most untrained peers
will not tell an appropriate adult about the problem as they feel they
are violating a sacred trust of friendship. If the peer attempts to
involve an adult, frequently that adult does not know how to
intervene, does not feel comfortable intervening and/or may feel
that doing so is not appropriate.

A sixth barrier concerns the lack of relevant information
available to program developer& Sound information is needed to
develop effective programs: yet we lack timely and accurate
information about the number of youngsters who actually attempt
and commit suicide, the characteristics of these youngsters and
the most effective interventions for them. A recent series of
conferences on suicide prevention sponsored by the Task Force on
Youth Suicide of the U.S. Department of Health and Human
Services addressed these issues and, after careful consideration by
experts in various fields, left a large number of questions
unanswered.

Most mental health professionals are not usually working with
such a serious, complex, and disturbing phenomenon4 where they
need to work with others who may have different ideas, values and
feelings, where many unanswered legal and ethical questions exist,
where those needing the most help are often not brought to their
attention, and where the information is so limited. Herein lies the
programming challenge.

CURRENT PROGRAMMING EFFORTS

Obtaining information about the more than one hundred
suicide prevention programs believed to be in existence is at
present a difficult task. Imindated with the task of implement-
ation, many programmers do not have the time and/or inclination
to publish information about their programs. Often programmers
must learn about prevention efforts by word of mouth, or by
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happening upon information scattered throughout various
journals, newsletters, and newspapers. These are highly talsatis-
factory methods for those of us who need timely, accurate
information.

A recent national report, however, has shed some light on
general state-wide efforts in suicide prevention (Office of the
Inspector General. 1986). but more information about specific
programs and their efkctiveress is greatly needed. In response to
this problem the American &sedation for Suicide logy has begun
to study and evaluate model programs nation-wide.

Some current programming efforts that have come to our
attention are summarized in the following paragraph& Because an
exhaustive account of all programs is neither possible at this time.
nor appropriate to the scope of this chapter. we have selected
certain programs as illustrative of features we belf ie to be
representative of programming efforts nation-wide. Tilt. following
features are explored: the use of a community base in program-
ming efforts, the incomoration of specific program components,
and the use of a systematic programming procedure.

Commuu4 Base

Some programmers feel the importance of having community
involvement in program development and a number of st 1de
prevention programs have included representation from vi"-rous
sectors of the community. For example. in the Arkansas Lifesavers
program. the advisory committee included teachers, school admini-
strators, survivors, and the media (Office of the Inspector General.
l 086). The advisory committee for the pmgram in the Fairfax
County, Virginia Public Schools included school representatives,
parents, representatives from public and private mental health
agencies, hospitals, universities, the medical association, and the
police (Fairfax County Public Schools. 1985). In other programs,
sucn as those in Washington arid California, the schools and
7ommunity mental health agencies have formed a partnership ft r
aelping suicidal youngsters (Office of the Inspector General. 19861

Most programs that we have reviewed, however, do not have a
comprehensive community base. Often one finds that cor...nunity
mental health agencies and school systems are operating separate,
noncoordinated programs.
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Species Props= Components

Some programs have incorporated components that are
intended to help youngsters avoid serious mental health problems.
For example in one Michigan county a pilot program was initiated
to teach coping, problem solving, and survival skills as part of the
eighth grade curriculum (Office of the Inspector General, 1986).
Fairfax County, Virginia has a student stress program for all high
school youngsters (Department of Health and Human Services.
1986). In Montgomery County, Maryland a group of high school
students perform in a traveling road show that deals with the
problems of youngsters and how to solve them (G. Jacobs.
personnel communication, March 30, 1987). In Delaware a
brochure on youth suicide was distributed to all high school
students (01Pce of the Inspector General, 1986).

Other programs, also intended to help youngsters avoid
serious mental health problems, involve the community at large In
Plano. Texas1 for example. the local churches have made an effort to
strengthen family activities (US News and World Report, 1984). The
Dallas Suicide and Crisis Center provides community education in
the form of a speakers' bureau (Department of Health and Human
Services, 1986). In Fairfax Cot...ty, Virginia films are available for
parental viewiug (Fairfax County Public Schools, 1985). The
Cherry Creek program in Colorado has a parent training compo-
nent (Barrett. 1981).

Some program components focus on a narrow segment of the
youth population, such as those youngsters who are undergoing
considerable stress. For example, in the Cherry Creek program
(Barrett, 1981) both individual and group counseling is mailable
for students under stress, and groups mist for students whose
parents are undergoing divorce.

Some program components were designed to provide an early
detection and intervention function. In the state of Washington,
the mentll health agency is implementing an early intervention
project. Here teachers screen elementary aged children (kinder-
garten through third grade) for risk of ...:ental health problems,
including suicide (Office of the Inspector General, 1986). In Mesa
County. Colorado school officials interviewed all stud _its at a
junior high school to identify. refer, and treat youngsters who
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might be at risk (US News and World Report. 1984l, The Maternal
and Child Health Program in Connecticut has a program located in
school based health clinics and young parents' classes for
screening youth at risk (Office of the Inspector General, 1986).

Some program components are designed to help youngsters
who are currently in a crisis. Many communities like Plano, Texas,
have established hotlines (US News and World Report. 1984). The
Arkansas Lifesavers program has established Caring Committee*
which include a student. counselor, parent, and nurse (Office of the
Inspector General. 1986). At each junior and senior high, this
group serves as a refenal resource for troubled youngsters.

Still other program components are designed to assistafter a
suicide has occurred. In Delaware several support groups exist for
survivors of suicide (Office of the Inspector General, 1988). Nation-
wide support groups are available for survivors such asRay of Hope
and Seasons (Department of Health and Human Services, 1986).

Most programs have focused on youngsters in crisis: several
have developed a component to help youth avoid problems; fewer
still provide services for the community in the aftermath of a
suicidal tragedy.

Systems* Procedure!'
Few programs appear to have used a systematic programming

procedure. One exception is the program in the Cherry Creek
Public Schools in Denver. Colorado (Barrett. 1981). A needs
assessment was conducted, objectives were specifiexl, a compre-
hensive set of program manuals was developed, and an objective
based evaluation was conducted. The Maryland State Department
of Education is presently facilitating the development of
systematic programming efforts state-wide (G. Cannon, Personal
Communications, February 10, 1987).

Programs vary considerably in the major features and specific
strategies utilized. Some communities have only a crisis hotline,
for example. while others like the Cherry Creek program use a
systematic proceAure and has program components that assist
youngsters in avoiding problems as well as helpingthose in crisis
Most programs, however, have serious gaps in their coverage. The
following model was designed to help systems provide the compre-
hensive program necessary to address the problem of youth
suicide.
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REQUIREMENTS FOR YOUTH SUICIDE
PREVENTION PROGRAMS

In order to build any prevention model, a necessary procedure
is to synthesize in some meaningful and concrete fashion, all of the
current information about suicide Our extensive research and
that of others on stress in children and adolescents (Celotta &
Jacobs, 1981; Cohen-Sandler. Berman. & King. 1982; Celotta &
Sobol.1983; Celotta.Jacobs, & Keys, 1987) has led us to believe that
youngsters today, as young as five or six, are living highly stressful
lives. The foundation of our model is built upon the premise that
the majority of youngsters have too much stress in their lives, too
few coping skills, and insufficient adult support. Those who are
most "at risk" have enormous stress, totally inade-
quate coping skills, and little or no adult support. In fact, =lay
highwisk youngsters consider suicide as the only way theycan cope
with their roubluns.

Using stress as a focus we feel the following program require-
ments are necessary in order to develop an effective prevention
program. The first requirement is that the program have a
community base. This is important for two major reasons. First,
suicide prevention is too complex, sostly, and demanding a
problem for any one group in the community to address alone.
Second, because our youth are members of home, school, work,
religious, and other community groups, responsive, caring adults
and peers need to be in all of these settings so that youngsters can
get the education and support they need when and where they need
it.

The next requirement is the incorporation of three basic.
interrelated subprogams or pnagram component& inoculation,
crisis intervention, and postvention. Each of these components
addresses different facets of stress prevention. Inocuiation assists
all youngstern by reducing stress factors, teaching stress coping
skills, and providing help with overwhelming stress. Crisis inter-
vention assists those youngsters who are in an immediate crisis by
providing appropriate intervention. Postvention assists all young-
sters in the community by quickly reducing the stress thatoccurs
after a suicide.

The final requirement is the use of a systematic program
development procaiure. This helps to assure that programs are
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responsive to the community's needs, that resources are used
effictently and effectively, that pragems can be detected and
corrected quickly, that success ismeasurable, and that there exists
a sense of purpose and direction. All of these attributes help
increase the chances for a successful program.

The following owlet was designed to meet the three afore-
mentioned requirement& the use of a community base, the
inclusion of the three basic components, inoculation, crisis
intervention, and postvention. and the use of a systematic program
development procedure.

ME LIFELINES MODEL FORDEVELOPING
SUICIDE PREVENTION PROGRAMS

The Lifelines Model was designed to help various communities
in Maryland develop suicide prevention programs. Although any
one of the three pnvram features can be used independently, our
model requires the simultaneous use of a community base. the
inclusion of the three component* and the use of a systematic
procedure for program development. These features are the "Who,"
"what," and "how" of the model. The communitybase describes
"who" should be involved in the programming efforts, the three
components describes "what" the program should include in its
basic structure, and the systematic program development proce-
dures describes "how" the community should put the program
together. The model combines all of the best features of current
programs and is based upon both our research and experience.

The Community Bose

Various segments of the community must be involved in the
program to Issure success. Representatives should be selected
from schools (i.e.. Board members, pupil service professionals.
teachers, students. aides, administrators, and parents), mental
health, social services and youth agencies, hotlines, hospitals,
business and industry (especially employers of youth), police, the
court system. local and state governments, religious groups and
the media. Various socio-economic levels in the community also
should be represented. To include communitymembers who might
disagree with the need for the program also is important If these
members are not included in the early planning stages, they may
sabotage the prcgram at a later stage.
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Having the broadest possilie representation is critical. In a
recent program development effort the authors realized they had
excluded one critical community segment. the school bus drivers.
We realized our omission when we learned of ayoungster who told a
bus driver that he was feeling down and that he intended to hurt
himself in auto-shop class by kicking a jack out from under him.
When the supervisor of transportation discovered the youth had
actually done this (the youth was slightly injured), he requested
Involvement in the program and training for all bus drivers.

The Three Components: Inoculation,
crisis Intervention and Postvention

A prevention program that is not supported by the three
critical components of inoculation, crisis intervention, and post-
vention will not be balanced and as such will allow tou many
youngsters to turn up at the higher end of a suicide continuum.
The suggestion is that three advisory committee subgroups be
selected to manage the activities of each component The three
program components and their goals are discussed next. Both the
components and goals have been derived by a logical analysis of
research on various correlates of suicide (Hawton. 1985: Celotta.
Jacobs, & Keys, 1987) and by a review of programs pnwtices nation-
wide. For each component suggestions are made concerning
various types of appropriate goal related activities and community
members who might implement these activities.

Inoculation. The purpose of an inoculation component is to
assist in the development of mentally healthy youngsters. This is a
harder task today than previously because more environmental
stressors. less parental attention, less influence from extended
families and less rootednims in the community exist in order for
our children to develop adequately we need help from the entire
adult community. Teachers, religious and community groups
leaders, the media, and others must help parents promote mental
health. The three main inoculation goals are to help youngsters
avoid unnecessary stress, to teach youngsters ways to deal with
reasonE me stress. and to support youngsters who are overwhelmed
by stress.

The community can work together to help youngsters avoid
unnecessary stress by creating a safer nvironment Parents can be
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taught the importance of removing toxic substances and letnal
weapons from the home and of providing supervised places to play.
Strong family units can be promoted by developing a family life
curriculum or helping families under stress get assistance. Also
essential is fostering health enhancing wilues, attitudes and
behaviors. Parents and teachers can work to enhance self-esteem
and problem solving skills, for examOe Parents and religious
leaders can help youngsters develop appropriate concepts about
death, dying, and suicide

School wunselors and other school mental health profes-
sionals can teach youngsters to recognizestress in themselves and
others. to communicate about it, and to manage it. Stress
management skills am be taught in the guidance curriculum
starting at the elementary level.

To support youngsters who are overwhelmed by stress, all
adults and peers in the community can serve as "gatekeepers."
Thzse gatekeepers must be able to identify those youngsters who
are overwhelmed by stress and/or are presenting suicidal signals.
These youngsters must then be sten by mental htalth profes-
sionals who can determine an appropriate course of action.
Gatekeepers must remain in contact with the youngsters and
monitor the elTectiveness of any intervention for several months
after termination and during times of increased stress (i.e., SATS, a
suicide in the community).

Crisis Intervention. The purpose of a crisis intervention
component is to assist youngsters in the midst ofa crisis. To do
this the community must form a "round-the-clock and calendar"
safety net so that protection is available foryoungsters in crisis at
all times.

This safety net is formed by numerous members of the health
and mental health professions. Ayoungster in crisis may interact
with a member of a crisis team, a member of the rescue squad, an
emergency room nurse, an admitting doctor, and/ora psychiatrist
Too often these professionals do not operate in cooperation with
each other leaving gaping holes in the net. We know of cases where
the school sent for the police and the police decided no problem
existed, where the rescue squad driver told an admitting nurse that
a youngster wasn't serious about killing himself, and where a
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youngster who slashed her wrists was sewn upand sent home from
the hospital without any follow-up procedures. A criticalproms:lure
is to have a set of written procedures that is agreed upon and
implemented by the entire network of health and mental health
service providers.

A crisis intervention team is my important; no single
individual should have to make critical, and perhaps life anddeath.
decisions alone. In addition, the use of a team assures that
qualified professional help is immediately available for ayoungster
In need.

The five main crisis interventkm goals are to determine the
risk/lethality level of a youngster who seems to be overwhelmed by
stress and/or presents suicidal signals, to select an appropriate
intervention plan, to counsel youngsters at low risk: to Kovide
psychotherapy to youngsters at "high risk" and to handle suicidal
emergencies.

Once the youngster comes to the attention of a member of the
crisis intervention team a risk/lethality assessment must be done
Immediately Then based upon the assessment findings an appro-
priate intervention is selected by the team and mplained to the
youngster and his/her parents by a member of that team.

Youngsters judged to be at low risk" are then provided with
counseling. Here the important action Is to reduce the immediate
stress by selecting short term, achievable counseling objectives.
Strategies are then implemented. monitored, and evaluated.
Counseling is usually carried out by a mental health professional
on a school or agency crisis intervention team.

Youngsters judged to be at "high risk" are provided with
psychotherapy. The risk will be reassessed, a diagnosis made, and a
treatment plan initiated, monitored, and evaluated. Follow-up
information is given to the school and/or other referral agency.
Treatment iF4 typically conducted by psychiatrists and/or clinical
psychologists in hospitals, mental health agencies, or in private
practice.

All adults in the community must be prepared to handle a
suicidal emergency. They must know how to provide immediate,
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emergency care, transfer a suicidal youngster to an emergency
facility, monitor treatment at the emergency facility, and move the
youngster if the treatment does not appear to be appropriate. In
addition, they must provide follow-up care.

Youngsters in crisis need immediate and effective inter-
vention. If insufficient effort is given to these youngsters in crisis, a
greater number will attempt or commit suicide.

Postvention. The purpose of a postvention component is to
help the community to get back to normal after a suicide has
occurred. A postvention team, prepared with agreed upon proce-
dures, springs into action when a tragedy strikes. The two main
goals in postvention are to facilitate the healing proces.s and to
prevent cluster suicides.

Community members can support the family and close friends
of the victim in order to help them deal with the loss. The
community members must be nonjudgmental. and must listen to
the bereaved but also respect their right to privacy. They might also
suggest grief counseling or support groups to families needing
additional help.

In order to prevent cluster suicides, the community members
must help put the death in the proper perspective context This can
be done by not making a "hero" out of the victim or by not
sensationalizing the story in the media The behavior of all youth
must be monitored and youngsters who seem especially distressed
during a three month period of time following the suicide should be
reassessed for risk/lethality. The community must try to under-
stand the factors involved in the suicide and to use this under-
standing in future prevention efforts.

All three program componentsinoculation, crisis inter-
vention, and postventionare critical to a program's success. lithe
task of designing the three components seems too great a drain on
current resources, then develop one at a time, starting with the
crisis intervention component so that youngsters who are in dire
need can be assisted first. One must make sure, however, that all
three are in placv as soon as possible.
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A SYstemalic Program DevelopmentProcedure
Having described the "who" (community base) and the

"what" (three components) of the model we turn our attention to
the "how" of the model, or the programming process. This proce-
dure has a Getting Ready phase followed by seven basic steps
(Celotta, 1979; Celotta. Lang, & Jacobs, 1981; Celotta. Jacobs, &
Keys, 1985) all of whkh am fully described in paragraphs that follow.
These steps are a logical progression from assessing needs to
evaluating and revising the program. although occasionally some
retracing of steps may be needed when the program bogs down.
The pmcedure is also cyclical in natum when on cycle is completed,
another is initiated until all program goals have been met.

Getting Ready. The first step in programming begins with the
selection of a program coordinator. This coordinator can be based
in any community organization, but is typically located in a school
system because the school has contact with virtually all of the
youngsters in the community. This coordinator then obtains some
hard data about the need for such a program, and armed with these
data goes to the appropriate levels of administration for support.
Upper levels of administration needs to be continually updated on
program progress so that when final approval is needed the
unexpected problems can be ovoidal.

Once this support is achieved the coordinator finds a few
community sponsors who will help with some initial decisions
such as how to get start up resources and IV rich community
leaders to approach for support and advice. Once identified, these
leaders are asked to serve on an advisory committee.

The program coordinator meets with the advisory committee
and discusses the need for a suicide prevention program and ways
they can be involvnd in program development.

The advisory committee decides upon a program mission,
philosophy, structure, program goals, and a program name. Next
they examine projected resources of time, personnel, physical
space. and materials and make plans to acquire these resources.
Over time they also will determine how they will communicate with
their respective groups and how they will retrain community
members. Three subgroups are established to deal with the three
program components. Finally, specific member roles and timelines
are identified.

Assessing Needs. The inoculation, crisis intervention, and
oostvention subgroups meet and list and discuss those factors or
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need areas that appear to be contributing to the suicide problem in
their community. The factors are analyzed to see if significant
relationships exist among them. Each factor is then converted into
a needs statement. As an example, assume that when considering
an inoculation goal. a community finds that many parents in dual
career families are not able to provide adequate discipline. The
written needs statement might be "Parents need to find effective
ways to discipline theiryoungsters in a minimum amount of time."
These need statements are put in priority order and selected for
targeting

If more infnrmation about a need area is desired, the
component subgroup can conduct a focused assessment. Here,
members of one or more groups are surveyed and asked more
specific questions about the particular need. In our example, the
parents might be surveyed to discover the types of discipline
techniques they are presently using and which ones appear to be
effective.

Specifying Objectives. Once the needs assessment process is
complete. the advisory committee specifies objective& Decisions
are made about what will be accomplished, how change will be
measured, what criteria will be used to measure success, and by
what date results are expected. In the example given previously the
following objecUve might be written: "Parents will be using more
appropriate discipline methods at home. as measured by a brief,
written survey of methods used, To meet the criteria at least 80% of
the parents will list two or more appropriate methods. This shall be
accomplished by the need of the first program year."

GeneratingAltowitive Strategies. Vace objectives have been
specified, the advisory committee finds a number of ways the
objectives can be met. This can be done using brainstorming
techniques with the suggested strategies recorded for later use. if
necessary. In our example. the advisory committee came up with
the following strategies for the objective dealing with appropriate
discipline methods: devote a PTA meeting to discipline methods,
run small groups for parens hire a counselor to work with all
parents who request help with discipline, use the community
newspaper to inform parents about effective discipline methods,
start a hotline for parents who feel they are losing control or need
some guidance. and have the religious community focus on the
need for proper discipline.
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Selecting Strategies. The list of strategies is now pared down
to the few that seen) ethical and feasible Strategies are designed in
detail and awritten procedure manual is prepared. In our example.
running parentinggmups was selected as one of several strategies
that would be used to meet the particular objective. An eight-week
discussion series was planned which would be lead by mental
health volunteers from the community. The group format and
procedures were detailei in the procedure manual along with
additional strategies Wated to this and the other program
objectives.

Implementing Strategies. At this step the program staff are
selected and trained and other administrative details are consid-
ered. The larger community is informed about the implementation
plans and how they might be involved. The strategies are
implemented. monitored, and revised if necessary. In our example.
the mental health volunteers were screened and trained, and
decisions were made as to meeting times and places and ways to
advertise the groups. The group sessions began and were moni-
tored periodically by a member of the inoculation team. As a result
of the monitoring. notation was made of some parents not regularly
attending meetings. The inoculation committee decided that this
was due to the fact that the meeting time was too early in the
evening for dual career families. The time was changed and
attendance improved.

Evaluating. Upon completion of each strategy or set of
strategies. each objective is evaluated according to the plan in the
specifying objectives step. The results are analyzed along with any
additional data that may exist The advisory committee decides
how well the objective was met and whether any gain noted was
worth the cost. If any objective was not fully met the committee
tries to understand why. The findings for each objective are then
written and shared with the community. In our example, for the
one objectIve focused on. the parents were surveyed at the end of
the program year. Eighty-seven percent said that they used three or
more discipline methods that were judged to be appropriate In
addition, the groups were becoming so popular that more groups
had to be set up. The committee examined these results and
decided that the objective had been met and that it was worth the
expended resources. A letter was sent to community members
telling of the program's success, mentioning these findings as well
as findings related to the other objectives,
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Revising. In this step programmatic changes are made In
response to the evaluation findings or new needs arising in the
community. Changes can occur in one or more program steps. In
our example. the particular elective had been met at a reasonable
cost. Numerous suggestiont were made by cnrGarunity members.
however, that the focus of the groups go beyond discipline, and deal
with all facets of parenting. A focused assessment was planned to
identify topics that would bc of most interest to the parents.

Having discussed all three program features, the use of a
community base, the incorporation of the program components of
inoculation, crisis intervention and postvention. and the use of a
systematic programming procedure. we will now describe an actual
program based upon the model. Discussion of the program will be
organized according to these program features.

THE LIFELINE PROGRAM

The idea for the suicide prevention program called Lifeline
Helping Students Find Positive Alternatives was conceived in
Worcester County. Maryland in 1983-4 school year when informa-
tion became available that at least 37 students out of a school
population of approximately 5.000, had seriously contemplated
suicide. By the end of 1986. a Board approved program was in place
(Worcester County Public Schools, 1986). Space does not permit a
detailed description of the program, but interested readers can
write to the authors for information on how to obtain a copy of the
program manual.

The Community Base

Worcester county is a small school district on the Eastern
shore of Maryland. Youngsters come from diverse socioeconomic
and cultural backgrounds. One highly positive feature of this
community is that members interact frequently with each other in
numerous capacities in response to comnnmity needs.

An initial meeting to discuss the program was held and more
than flfty community leaders attended. Included were represent-
atives from the school board, upper levels of administration, pupil
personal services, school health services, teaching staff, PTA.
student body. clergy, police department. local radio, television, and
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newspapers, community mentalhealth, social service agencies1 the
lik crisis center, and local collegea ln addition,several parents who
had lost youngsters to suicide were present at the meeting. From
this group. 41 participants served as advisory committeemembers.

The Three Components
From the beginning, the program was organized around three

basic components: awareness (this is the same as the model's
inoculation), crisis intervention and postvention.Each component
has major goals; for example, one awareness (inoculation) goal is
"to assist students in developing effective problem-solving and
communication skills for dealing with emotional situations"
(Worcester County Public SchGols. 1986. p. a one crisis inter-
vention goal is "to provide school counselors a recommended
course of action which addresses the needs of at-risk students,
attempters, a id vulnerables" (Wmester County Public Schools,
1986, p. 3); and one postvention goal is "to provide support to the
school in the event of an attempted or completed suicide"
(Worcester County Public Schools. 1986. p. 3).

The Systematic Program Development Procedure
Getting Ready. When the superintendent and Board learned

that 37 students had seriously consideredsuicide as an option, the
Board members gave support to the development of a prevention
program. Program co-coordinators were chosen and they selected
community leaders to attend an initial three dayworking meeting.

At this meeting, experts talked about suicide in general and
about ways the community might work to prevent it. This was
followed by a general discussion during which time ideas about
program mission, philosophy, and structure were discussed.
Although not precisely articulated at the time, the peogram
nu.saior. was "to gain a greater understanding of youth suicide and
to develop a plan of action designed to deter Worcester County
youth from this self-destructive behavior" (Worcester County
Public Schools. 1986, p. I). A guiding philosophy with the following
assumptions was established at that first meeting: (1) youth
suicide is a tragic but preventable pmblem; (2) it will take the
coordinated effort of all community members to remedy; (3)
intervention should begin in the elementary schoAs or sooner; and
(4) the maldng of positive life choices would be emphasized rather
than suicide or death education.
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The group decided that the prcgmin would be named Lifelines:
Helping Students Find Positive Alternatives. They also decided to
include the three components: awareness, crisis interrention, and
postvention. Resources would come from both the Board of
Education as well as from the community group representatives
who would volunteer their time and expertise.

For the remaining two days, participants met in one of four
subgroup& awareness, crisis intervention, postvention, and the
media.

Awaiting Needs. As each of the subgroups met they deter-
mined some of the major need areas for their component For
example, the postvention group decided that it was very important
for a school to get back to "business as usual" in a very short time
after a suicidal attempt or completion.

Each area tried to make sense of their component needs. For
example. many of the needs discussed in the crisis intervention
area, such as the difficulties involved in informing parents or
having "round the clock" crisis assistance, seemed to be related to
the lamer need to have available, written procedures for every
contingency in a crisis. Formal needs statements were not written,
as suggested by the model. This particular group tended to be less
formal about procedures.

The subgroups had reached consensus on the need areas by
the third day and presented these to the entire group.

Specifying Objectives. At a subsequent working meeting,
several months later. the three subgroups began to work on
establishing component objectives. One of several awareness
objectives selected was: "Students will continue to develop an
awareness of feelings and of positive ways to deal with them"
(Worcester County Public Schools, 1986. p. 1) This was to be
measured by the results of teacher observation, informal feedback
from counselors and peers. The criteria for this and the other
objectives were not spelled out at this point, as the model suggests.
but in most likelihood will be before the evaluation period begins.
One of several crisis intervention objectives selected was "Students
will be able to demonstrate that they are less depressed. less
helpless. less hopeless" (Worcester County Public Schools.
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1986, p. 31). This will be measured by the results of counselor and
teacher observations, and by reports by the postvention and crisis
intervention team managers.

GeomelingAlternative Strategies. As each subgroup worked
together *hey thought of various ways they might meet each
objective. For t.xample. the crisis intervention group considered a
variety of differeW ways thecould assess risk and lethality.

Selecting Strategke. The subgroups considered each sug-
gested strategy and selected those that would meet the objective
efficiently. The awareness (inoculation) strategies (Kincktrgarten
through eighth grade) were based on the use of the stories that
would normally be read to or by the students. The awareness
(inoculation) subgroup studied the Ginn Reading Program and
looked for stories that would empharize certain identified Life-
skills, such as developing a pouitive self concept and seeking help.
They then did a curriculum match for these Lifeskills. Teachers
would be asked to use certain additional discussion questions and
follow-up activities that related to the awareness objectives. In the
ninth grade the Family Life and Human Development curriculum
would use a variety of suggested activibts to reach the component
otjectives. The school counselors would supplement the prognim
by working with youngsters who seemed under stress.

The crisis intervention subgroup designed a comprehensive
procedure for handling crises on a 24 hour basis. The procedure
called for the use of a trained crisis intervention team, led by the
school counselc4-, at each school. Details, such as phone numbers of
professionals who could be reached in a crisis, how to work with
parents, and how to get an emergency petition at odd hours, were
included, as were risk/lethality assessment and life contracts
forms.

The postvention group decided that an Aftercare team was
needed that would respond to any school in crisis. Emergency
procedures were specified and included in a postventionpacket to
be kept in each school. In this packet would be,amongother things,
a set of instructions for using a phone tree and for conducting an
early morning staff meeting, a partially filled in document that
would form the basis for a press release, and a listof suggestions for
dealing with the family of the victim.
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At this point in the procedure the program had to receive the
approval of the Worcester CounV Board of Educatiom A program
framework was prepared and was then reviewed by the Board. The
program was approved without a great deal of revision.

Once the program was approved a final program manual was
produced and distributed to the appropriate school personnel and
community members.

Implementing Strategies. At this writing counselors have
received training in crisis management, parents have received
training in awareness and crisis intervention skills, and plans have
been made to train other groups in the community. Some teachers
nave begun to work with the Ginn series. The program is being
monitored by the program coordinators.

&Valuating/Revising. The steps of evaluating and revising
have not yet been reached. But at the appropriate time, each
objective %All be evaluated according to the plans previously
described and decisions will be made about the costs and benefits
of the program to date. The community will be informed about the
evaluation findings. Revisions will be made if needed.

The program seems to be working smoothly; it continues to
have community involvement and cooperation; and it has been
shared with other systems in Maryland. As faras we know it is the
only program nation-wide that satisfies all three suicide preven-
tion programming requirements.

Now that we have considered the development of a specific
program, an importsurt step is to take alor k at broader issues such
as how we can network with other programmers, how we can
expand our programs to respond to otheryouth issues, and howwe
can evaluate the effectiveness of program models.

PROGRAM IMTWORWANG

We feel that those involved in suicide prevention program
development can make a contribution to others by sharing their
ideas and resources. Those at the regional level systems can share
strategies and perhaps assist in time of crisis. ln one recent
example a system reached out to another that was experiencing a
unique tragedy and offered to send mental health personnel to
assist.
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Sharing needs to occur at the state level as well. A resource
center at this level could provide information and materials to
communities that requested them. A statewide newsletter could be
distributed which reported on upcoming conferences and recom-
mended materials. Because programmers often do not have the
time to write about their programs. state based reporters can
interview various programmers and can write about local preven-
tion programs in the newsletter.

At the national level a central, suicide prevention program-
ming clearinghouse might be established. Such a clearinghouse
could be responsible for providing technical and financial assis-
tance to model programs. conductingprogrammatic research, and
collecting and disseminating information. In addition to its
regular staff. it could have experts in suicide prevention serving
terms as researchers/consultants who would be available to
counties and states. The clearing house could maintain adata base
that would store publication% materials, lists of speakers and
consult nts. as well as data kept on model programs.The database
would allow researchers and program developers to have access to
summary data that could be used to answer an almost unlimited
number of questions such as the following: ( I ) What are the
various systems doing in regard to prevention programming? (2)
How successful is each system. or a group of systems. using their
internal evaluation findings (i.e.. meeting program objectives)? (3)
How successful are they using external evaluation findings (i.e.,
actual attempt and completion rates)? (4) Is there a relationship
between internal and external evaluation finding? (5) Are different
regions of the country having differential success rates? (6) Do
certain programs work best with certain cultural groups? In
addition to using summary data. whole cases can be read by those
requiring greater detail about one or more programs.

PROGRAM EXPANSION

Because much effort and many resources go into the develop-
ment of suicide putention pugrams, and because the hope is that the
crisis intervention and postvention componentswill not be rweded too
often. the &sire would be to have the programs sem maze than coe
pumose. Once the community is wodring as a team and solving its
suicide problems in a systenratic way, other types ofpmblems may be
processed by the team. Problems such as drug and alcohol
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abuse, a high dropout rate. and teen pregnancies all require a
systematic, community approach for adequate resolution.

A new subgroup could be selected to work on one of these or
other pressing concerns. The subgroup can explore ways the
existing prevention program can be used for a new purpose. Most
new problems can probably be subsumed under the existing
program. particularly if stress has been a program focus, because
almost all major problems experienced by our youngsters have
been correlated with increased stress and increased suicide risk.

If the new problem is to be incorporated into the existing
program structure. some slight modifications may be needed to the
program goals. The advisory committee then would proceed as they
normally do with the seven steps of program development
previously described.

COMPARING PROGRAM MODELS

We must learn about what program models produce the best
results for what types of communities. We feel that the federal
government and/or national suicide organizations should eval-
uate program models by sponsoring a nationwtde, suicide preven-
tion program development and evaluation effort.

To find out what types of models are most effective, the
clearinghouse previously described. could sponsor a number of
programs using a variety of program models, and see which are
most effective from an internal and external evaluation pers-
pective. Systems selected for sponsorship would be required to
specify the program model and record program progress in a
standard way (to be used in the database discussed). Internal data
to be recorded would include, at a minimum, a statement of need
and the underlying problems in the system. a statement of program
objectives, a description of program strategies and materials, a
statement of the evaluation findings, and a description of problems
faced. External data to be recorded would include records of the
number of suicides, attempted suicides, and accidents in the
system.

Until we systematically evaluate our program models we are in
a most precarious position.
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CONCLUSION

Much needs to be done at all levelsindividual, community1
regional, state and nationalif we are to help ouryoung choose life.
If developing a comprehensive program seems overwhelming1 it
can be. If it seems to require an enormous commitment and
sacrifice, it does. If you are wondering if your community should
develop such a program, it should, it must, for all of our youngsters
are awaiting your help.
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EDITORIAL ARSTRAMT Native American adole$ xnts
are at high riskfor suicide attemptsand completions. This
chapter discusses Native American suicide trends; treat-
ment issues such as intentionality, self-report measures,
diagnoAlc protocolsand the use of the DM-IA treatment
approaches such as client roles, psychoanalytical and
eristential foundation s. family and systems therapy,
cognitive-behavioral therapy and group therapy; and
implications for future investigation. Pmctitioners who
work with Native American adolescents will jind the
contents 4" this chapter pertinent and usefuL

Psychotherapy with Native American clients °ire= a challenge
to the culturally aware therapist At issue are the underlying
premises of western mythology and value orientations within
psychotherapy. The core issue is the generalizability of therapeutic
processes that have been developed within a European (or
"western" cultural context). Do west= oriented psychotherapies
work well with non-western or trzulitionnl paniles? The purposes of
this chapter are to critically examine western therapies in the
cultural context of Native Americans and to examine methods to
modify existing therapy approaches to fit Native American cultural
perspectives. Although traditional Native American healing
approaches to depression are viewed as being important. the scope
of the present chapter focuses only on western therapies. Psycho-
therapy is based upon several clinician conceptual tools that most
be examined: psychological processes, diagnostic self-reports and
protocols, and the DSM-III (APA, 1980). The term Native American
will be used throughout this chapter to refer to all indigenous
people of the continental United States, Canada. and Alaska

The recent (1985) epidemic of suicide by nine adolescent and
young adult mcn on the Wind River Reservation in Wyoming has
again reminded the Unites States of the mental health problems of
Native Americans on reservations. The initial resprrase by the
national media has framed these problems in terms of the
hopelessness that prevails on the reservations (Rocky Mountain
News, Denver. 1985). Tribal leaders and counselors have described
the repeated method by hanging as a sickness ofsome kind and a
domino effect. Consulting psychiatrists and psychokkgists fiorn
regional mental health facilities have described theseyoung Native
American men as not being sure of what their cultural Identity is.
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They expressed concerns that they can't treat the depression if they
don't know who the individuals in need are. The common themes
are the issues of poverty, cultural adaptation versus cultural
identity, and the unique relationship that Native Americans have
with the United States government

An overview of the incidenceof NativeAmerican suicide reveals
a disproportionate rate for this population (Bynum. 1972;
Havightust, 1971; McIntosh & Santos. 1981). However, the image
of a "suicidal Indian" in despair is not accurate. Shore (1975) has
disputed this stereotype and cites tribal specific suicide rates to
demonstrate this inaccurate portrayal. Suicide rates vary greatly
among different tribes; the annual rate ranges from 8 to 100 per
100,000.

Mental health professionals have reported on Native American
suicide since the 1930s (Devereaux, 1942, 1961). Devereaux's early
work in this area explored Mohave suicide from a psych% nalytic
perspective. Pine (1981) investigated ethnographic reports to
determine what role suicide has played in Native American tradi-
tion. He noted that suiciue was traditionally infrequent and not an
esteemed social value. Many of the tribes believed a person who
ammitted suicide could not enter the afterworld. The range of
attitudes in traditional settings was wide. Sanctions ranged from
for suicide to strong sanctions against suicide For example. the
Delaware did not condemn suicide but viewed it as a form of
insanity to be pitied (Heckwelder, 1819). Whereas. the Choctaw
viewed suicide very negatively, not only denying the suicide a
proper burial, but also consideringthe person an enemy (Swanton,
1928. 1931). Pinet1981) found that some traditions contrast with
modern demographics such as the historically higher rate of
suicide among Native American women than men.

Native American Suicide Trends

The generally accepted concept is that this population as a
group shows suicide rates higher than those for the general
population, although the estimate rates vary from twice to slightly
higher than the national average (McIntosh & Santos, 1981;
Swenson, 1969; Webb & Williard, 1975). In the Native American
suicide literature is indicated the similar phenomena t the
general population ef females having more attempts at suicide: and
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males having more successful suicide attempts (Havighurst, 1971;
McIntosh & Santos, 1981; NIMH, 1975). The most disturbing fact.however, is the avenge age of suicide among this population.
Among many of the Native American tribes, the risk of suicide
peaks during the adolescent and young adult development stages
(Clarke, in press; May, 1987; McIntosh& Santus, 1%1). The critical
time of incidence of suicide for Native Americans is between the
ages of 15 and 24 with a consistentdecline thereafter. This statistic
is contrary to the national average of a peak in old age (McIntosh &Santos, 1981). Therefore, suicide prevention should begin in early
adolescence.

Several authors havesummarized the suicide rates by regions:
the Arctic coast and Canada (Balicki, 1960, 1961; Butler, 1965;
Forbes & Van Der Hyde, in press; Fox & Ward, 1977; Frausm, 1974;
Kraus, 1971, 1974; Kraus & B 1975; MacLean. 1979; Parkin.
1974; Seyer, 1979; Travis, 1983; Ward & Fox 1977; Ward, Fox &
Evans, 1977; Ward, 1979); the Northwest (Cutler & Morrison. 1971;
Shore, 1972; Termansen & Peters, 1979); and the plains (Bau-ter &Weist, 1970; Bynum. 1972). Not all the regions have beensummarized.

Many tribal specific patterns of suicide have been docu-
mented: the Navajo with a very low rate uf suicide (Lely, 1965; Levy,
Kunitz & Everett, 1969; Miller 6: Schoenfeld, 1971, 1973; Miller.
1979:Wyman & Thorne, 1945); the Shoshone-Bannock with a veryhigh rate (Dimming, 1968); the Cheyenne (Barter & Weist. 1970;
Curiee, 1969; Dizmang, 1967); the Papago (Conrad, 1972;Conrad &
Kahn, 1973); the Shoshone-Paiute (Duck Valley, 1970); theApache
(Everett. 1970; Levy & Kunitz, 1962); the Iroquois (Fenton. 1941);the Cherokee and Lumbee (Humphrey & Kupferer, 1982); the
Eskimo (Leighton & Hughes, 1955; Maynard & Twiss, 1970;Mindell & Stuart, 1968); the Blackfeet (Pambrun. 1979); the
guinault (Patterson, 1969); the Ojibwa or Chippewa (Spaulding.
(1985); and summarily by McIntosh, & Santos, (1981) andMcIntosh, (1984).

PSYCHOLOGICAL PROCESSES AND
TREATMENT ISSUES

Intentionality
Suicidal death is not a clear concept when viewed as a

psychological process. Death may be classified as intentional.
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unintentional, and subintentional (Shneidman, 1968 A defin-
ition of intentional death is self explanatorysuicide. Uninten-
tional death refers to death as an accident, no intention
consciously or otherwise. Subintentional death is the psycho-
logical construct of suiddebyturconscious motivations.This latter
category takes into account all kinds of deaths about which the
degree of intentionality is unknown. Subintentional death
probably accounts for a large number of Native American deaths,
although they are not reported as such. Examples of subinten-
tional death with Native Americanswould be the act of suicide by

drinking oneself to death, ignoring the warn:rig labels of spray
paint cans and "huffing" the poisonous haws, and bingedrinking
and then driving.

ne National Institute of Mental Health (NIMH, 1975)
suggested that subintentional death and intentional death can be

viewed as a continuum of self-destructive behaviorsfrom self-
assaultive to self-destructive to suicidaL When an individual
abuses himself/herself without full awareness of its life-
threatening aspects, the term used for such behavior is self-

assaultive. Indian binge drinking would be an example this
behavior. When individuals have known about physical problems
and take no corrective measures to care for themselves, the tenn for

this behavior is self-destructive. Suicidal behavior is a clear plan

with intentionality. The Wind River reservation adolescents that
committed suicide by hanging is a sad, bat clear example.

A brief summary of treatment issues most common with this
population and the liteniture which summarizes the topic include
alcohol (Binton, Miller. Beauvais, & Oetting, in press; Loretto.
Beauvais. & Oetting, in press, Mail & McDonald, 1980. N1MH, 1975)
Snake. HawMns. & LaBoueff. 1976); alienation (Holmgren,
Fitzgerald. & Carman. 1983; Oetting Beauvais. & Edwards, in
press); drug abuse (Beauvais & Oetting, in press; Beauvais, Oetting.
& Edwards, 1985; Binion et al., in press); family dynamics (Berlin,
1985); acculturation and assimilation (Barnouw, 1950; Berry.
Wintorb, Sindell, & Mawhinney, 1981; Hippler, 1969; Kahn, 1982):
cross-cultural depression (Miller & Schoenfeld, 1973: Shore, 1979:
Shore & Manson, 1981); and reservation vs urban issues (Borunda
& Shore. 1978).
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DIAGNOSTIC PROBLEMS

Self-Report Measures

Several problems accompany assessment of depressed and
suicidal Native American adolescents. Psychiatric assessment has
long been questioned with this population. Manson, Walker, and
Kivlahan (1987) summarized some of the inherent validity, relia-
bility, and specificity problems of the assessment sell-rating
scalesCornell Medical Indim Health Opinion Survey (HOSA
Alcohol Use Inventory. and Minnesota Multiphasic Personality
Inventory (MMPI). These authors summarized that the Cornell
Medical Index proved to be invalid with 38 items with Eskimo
populations. However, another review with Oldahorna Indians had
far less problems (Martin. Sutker. Leon. et al.. 1968). Some items
were problematic but overall the instrument seemed to be reliable
with the Oklahoma population. The HOS appears to have had
acceptable validity when compared to the independent clinical
assessments with certain Bskimo populations and Pacific North-
west coast Indians. But with some Eskimo populations. the HOS
scores bore little relation to clinical Judgment in the moderate to
mild impairment categories.

The MMPI is the most common psychological measure used in
assessment in the U.S., including Native American populations. An
important aspect to remember in assessment of adolescents is that
this instrument has a bottom age reliability of 15 or 16 years of age.
Pollack and Shore (1980) reported significant elevations on the
subscales F (Validity). Pd, and Sc, for Northwest Coast. Plateau. and
Plains tribes. Plains Indians were found to have the highest F and
Hy scores. The researchers stated that "there is significant cultural
influence on the results of the MMPI in this population_lt appears
that cultural influence overrides individual patholog and person-
ality differences in influencing the pattern of the MMPI" (p. 948).
These elevated scores may be misinterpreted by therapists as a
more bizarre or deviant personality structure than is present
Pollack and Shore (1980) pointed out the differential diagnostic
problems between nonpsychotic depression and schizophrenia
using the MMPI with this population. They suggested that Native
Americans appear to describe their symptomatology of nonpsy-
chotic depression and schizophrenia in an identical manner. Dana
(1986) stated that because the MMPI is a criteria-based test
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an imposed etic (assumed universal trait) is often inappro-
priately placed on Native American responses. The !Wadi and
Shore study and others (Dana. 1983: Hoffman, Mina. & Bolton,
1985) demonstrated the inherent problems of the MMPI and the
underlying assumptions of these imposed ethics with clinical
diagnosis.

Other diagnostic problems using assessment devices with
Native American populations were summarized by Dana (1986),
including the Rorschach and Thematic Apperception Test

Magmatic Protocob

In contrast to the self-report measures as listed above, diag-
nostic protocols appear to have more reliability in thediagnosing of
Native American depression. However, the worldview of Native
Americans regarding depressive features do not fit neatly into
classic DSM-Ill criteria. Manson, Shore, and Bloom (1965)demon-
strated differences in the reporting of depressive features by the
Hopiusing a structured diagnostic interview (The Schedidefor
Affective Disorders and SchizophreniaLYetime Version or
SADS-L), the Diagnostic Interview Schedule (DIS), and the
American Indian Depression Schedule (AIDS)Hopi version.
They pointed out that the Hopi appear to differentiate depressive
symptoms into eight categories of problems having to do with (1)
appetite change, (2) abnormal sleeping patterns, (3) fatigue, (4)
psychomotor retardation or agitation, (5) marked disinterest in
sex. (8) a low sense of self-worth, (7) disoriented thought processes,
and (8) suicidal ideation. The therapist must decide upon which
categories are cultural specific and (non-DSM-111 clinical diag-
nosis) and which are major depressive disorder criteria The
diagnosis Is contingent in part on the presence of one or more
symptoms in five of the eight Hopi categories of depressive
symptoms. From the Manson et al. (1985) study the indications are
that mon reliability is with diagnostic protocols in assessing
depression, but caution is still advised with culture specific Indices
of grieving.

Diagnostic and Statistical Manual
of Mental Disorders (DSM-111)

Diagnosis of major depression and dysthymic disorder using
the DSM-III is contingent upon criteria involving length of time of
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symptoms. A cultural bias exists in the DSM-111rAgarding concepts
of time in regard to Native American patients. One particular DSM-
III bias concerns temporal concepts of grieving. For the diagnosis of
major depressive episode, the DSM-111specifies the presence of four
of eight depressive symptoms nearly every day for at least two
week% in children under six, at least three of the first four
symptoms. For the diagnosis of dysthymic disorder a two year time
duration of symptoms is required for adultsfor adolescents and
children, one year is sufficient (American Psychiatric Association.
1980). For some tribes of Native Americans suchas the Hopi, the
socially expected time of grieving for a death is a year. This may
mean depressive features when in fact they are acting according to
culture specific expectations. If another death occurs in the
extended family during this grieving time, the time is extended.
Other examples of culture specific grieving process were summa-
rized by Lewis (1975), Manson and Shore (1981). and Peniston
(1978).

For the diagnostician using the DSM-III with Native American
patients. the clinical judgment should include considerations of
the patient's framework of time and grieving in differentiating
major depressive episode. dysthymic disorder, uncomplicated
bereavement, and other conditions with depressive features.

To summarize the diagnostic problems inherent in worldng
with Native Americans. the therapist should be informed of the
shortcomings of self-assessment measures, diagnostic protovols
and diagnostic manuals such as the DSM-III. One danger is that of
over pathologizing.

TREATMENT APPROACHES

Client Roles

Therapy in the western sense has the client's expectation of a
high value placed on vocabulary, self-disclosure, introspective-
analysis. a desire for self-censcious change, and the assumption of
active client behavior change. To the western therapist. traditional
Native American people quite often appear passive both in their
demeanor and in their thinking processea What is actufilly
occurring in initial client sessions is that the therapist is being
observed in a slow deliberate fashiontime is of no consequence.
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introduction, observing, and initiating polite. formal conversation
are all a traditional process of interaction.

DInges, Trimble. Manson, and Pasquale (1981) discussed the
traditional Navaho role expectations of the client. They noted that
one of the reservation therapist's goals is to get the client more
actively involved with their own treatment This westerntherapist
action-orientation is at odds with the traditional Navaho's disval-
uation of preoccupation with self, introspection, and self-
disclosure. In addition, this cultural conflict will result in the
therapist labeling the client "resistant"

Therapy with adolescent suicide prevention has to take tradi-
tional values into consideration as a part of the patient/therapist
dyad. The time allotted to patients may need to be redefined. With
the immediacy of potential suicide, the cross-cultural therapist is
placed in a binda bind that the therapist must resolve. At
present, no dependable clinical methods are reported in the
literature that can help resolve this ethical bind of patient welfare
versus professional competence. However, cultural sensitivity and
training in cross-cultural psychology can prepare thetherapist not
to blunder through the client crisis. Ey not assuming the client's
passivity as yet another depressive indicator, the therapist may be
able to enter the client's world and begin an understanding of the

dynamics.

Psychoanalytical and Existential Foundations

The prcm1ss of Psychoanalytic and Exitential psychotherapy
are that these concepts areuniversal to all people. By acceptingthis
western viewpoint the therapist is able to organize his/her
thoughts in to a working construct from which to operate. An
important aspect as this point is todraw attention to the Cartesian
concept of mind/body duality upon which Psychoanalysis and
Existential psychotherapy is based. To the therapist the turmoil of
the client is an interzction of the mind as a separate entity- with
the physical body and its biological urges. In fact, all western
psychotherapists are based upon this Cartesian premise. The one
exception is not a psychotherapy per se, that t.,1Behaviorism. Some
Native Ameri :an worldviews do notdifferentiate between the mind
as a separate entity from the physical body.
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The general characteristics of the dynamic structure ofpsycho-
analysis (Yalom, 1980) is the formula:

DRIVE > ANXIETY? DEFENSE MECHANISM

The dynamic structure of existential psychotherapy is the
formula:

AWARENESS OF CONCERN >ANXIE1Y--> DEFENSE MECHANISM

Both formulas make the assumptions that conscicus and
unconscious psychic operations evolve to deal with anxietythese
defense mechanisms constitute psychopatholoo and humans are
driven by awdety to psychopathology such as depression.

To some Native American tribes such az the traditional
Seminole, disease (depression) was caused by spirits entering the
body. This is a common belief across tribes and Alaskan natives.
The difference is the western and traditional native worldviews
may be seen in the light of Rotter's internal/external locus of
control (albeit, this neat dichotomy does not always work well). The
psychoanalysis and existentialists have a bias of interpretation
toward internal locus of control. That is psychopathologies derive
from internal sources; whether they are biological in nature
(psychoanalytic drive) or mental (existential awareness). Tradi-
tional Native American belief systems quite often attribute human
behavior in response to external (environmental) spirits and
forces. With these worldview assumptions in mind, the following
therapies are given a Native American perspective in their content.

Itelsteatial Psychotherapy

Existential crises are an integral part of the suicidal Native
American adolescent The following existential concepts. death,
isolation, meaninglessness, and freedom are used as a format to
discuss the therapeutic issues of NativeAmerlcan adolescents. The
assumption of this therapy is that these are ultimate concerns of
all humans.

Death. The author's opinion is that existential crises occur at
earlier ages for Native Americansin contrast to Anglos. Based on
statistics the Native American suicide peaking in adolescence and
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early adulthood, there appears to be an early understanding by

Native Americans of the larger context of being Indian. The
speculation is that arealization of their race's political and cultural

history with the majority Anglo culture is a predecessor to
existential crises. Not only has this history been with the Angio

people, but especially with the United States government In the

Native American group memory is the perception of a dying of a

tribal way of life and culture.This may even be perceived as a death

of a race. This perception is not literally true, but the perceived
theme may be. The strongbasis of reality to this perception is that

the United States government has indeed broken eveiy treaty that

has been signed for thepreservation of the NativeAmerican way of

life (Deloria, 1969). For the Native American adolescent, this
realization of death is a precipitator for the formulation of a

lowered self esteem, self image. and (presumed) existential crisis
This crisis occurring at a younger age, when less ego strength,

more impulsiveness, and less acquired social interaction skills

would precipitate a higher suicide rate with this age group.

Isolation. Nativc: American youth may become aware that their

people are isolated from the majority culture. This realization and

experience of isolation probably are at both a conscious and an
unconscious level. Similar to Frankrs (1959) experience of isola-

tion at a personal level and as a Jew in the Nazi concentration
camps. Native Americans may experience a total isolation that is

the Americaai policy history of reservations and Indian Territory

(i.e., Oklahoma). For Native Americans, their history has been a
predominate theme of separation and physical isolation of their

people. Native Americans have been isolated physically, emotion-

ally. and mentally from their White neighbors. They have been

mentally isolated from the dominate culture's WASP worldview.

This has been an especially important issue as acculturation/
assindlation issues are widely quoted as central to understanding
the Native American despair. In additicn, isolation is anathema to

the Native American worldviewa harmony of tribal group and

nature.

Meaninglessness. For the Native American adolescent grow-

ing up in a dual worid of traditional and majority culture, the
difficulty is to create meaning in thei r existence. Acculturation and
assimilation play a key role in this struggle of "being."
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For the purpose of clarity, the tenns acculturation and
assimilation need to be defined. These terms are often used
indiscriminately in the anthropological and cross-cultwal psych-
ology literature. For our purposes. acculturation is when the
individual indicates the majority cultural values: the reference
point of being is to the Anglo cultureaway from the individual's
Native culture. Assimilation is the universal process of adaptation
to another culturewhile keeping one's own culture in context
The point of reference is the Native culture in relationship to the
foreign culture.

For the Native American adolescent the process of accultur-
ation can be an extremely negative experience. The sense of being
can be made meaningless if traditional values are not handed
down. This is further complicated by what language is taught first.
The worldview of Native Americans are fonned from the concepts
inherent in the tribal language. If English is taught first, the
worldview is acculturated to western meaning.

In addition. Indian adolescents have to deal with their
Indianness." Indianness is the self-conscious identity that mayor
may not be stereotypical and has the aspect of expectations of
being In iian that is assigned by the media, the American
mythology, and also bygenuine traditioaalIndian values. For some
adolescents living in traditional settings such as the Navaho or
Hopi reservation, Indianness may not be as big a consideration as
it is to urban Indians. However, the reservation adolescent inter-
acting with Anglo adolescents is reminded of theirdifference. Many
stereotypical images are of being a "real Indian" with which
adolescent has to come to grips. The process of "becoming" during
adolescence is a sensitive self-awareness. The traditionalcoming of
age ceremonies marked a clear identity and placed theadolescent
in the expected role of his/her sex, tribal position, and family
presence In relationship to the larger group. With the erosion of
these ceremonies, the Native American adolescent does not have
that clear identity. Adolescent development has been made
meaningless with the erosion of theseceremonies and subsequent
acculturation.

The treatment issue for the existential therapist is to help the
ad, -0.escent find meaning in context to their being Native American
without forcing the stereotypes of "Indianness." In addition a
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sensitivity 41-.:*.lrd cultural identitybythe therapist is necessary to
help the client keep their Native American culture us the point of
reference in their being--,and to help th:: (inevitable,) Emsimilation
process of interaction with the Anglo culture

Freedom. For the Native American adolescent who is strug-
gling with the odstential crises of meaninglessness, the issue may
be one of control. The perception may be made that the Anglo
culture has MI the control over the individuars live. The adolescent
may seek ways to regain that sense of control. Out of despair the
Native American adolescent may consider the idea of suicide as an
ac'. of regaining that perceived lost control. Maybe suicide is an act
oi regaining meaningfulnessby seeking freedom in death.
However, this may be complicated by a distorted learning/
modeling process. An example of a distorted learning process can
be seen in the Wind River example. One hanging immediately
followed another during the funeral, yet another hanging
occurred. These individuals were also probably acting under the
muddled thinking process of depressive thought disorder. Without
healthy thinking processes occurring, suicide was an easy alter-
native. This final act to regain freedom may be a part of an overall
sequential existential crises for Native Americans in this state of
crists.

The therapist and community mental health planners should
concentrate preventive measures around this existential phenom-
enon. The mental health community should consWer providing
culture-specific methods to offer alternatives to this distorted view
of ioss of freedom. The act of suicide may become a viable
alternative to the existential pain of loss of meaning in life and loss
of freedom. The therapist's goal is to instill alternatives to inter-
pret m of freedom.

Family and Systems Therapy

For the Native American adolescent, the sense of "being" is in
relation to the family, the group, the tribe. This group dynamic is
not true of all Native American adolescents.When it is not, it may be
an indicator of a possible negative acculturation issue. This sense
of "being' in a group context implies working within the indi-
vidual's worldview and value system. For the urban Indian youth or
the Indian youth residing in a non-Indian environment. there
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usually is a very real sense of identity with being a part of this
ethnic group, but at a sublimated level. Sometimes this takes on
the cultural phenomenon of "Pan-Indianness"that is. the youth
identifies with a blend of many tribal belief& Whatever the case may
be the therapist should look for the Native context of group-
belongingness as e part of the family/system.

Nmily therapy focuses on the familial worldview of the
client(s). The family's value system is the immediate context for the
identified adolescent client. By working in this context, the
therapist is able to more closely align with the client's value system
and dynamics of beingand to facilitate change.

Attneave (1982) suggested that the source of Native American
family disturbances and symptoms is not too different from those
of other families: "enmeshment and lack of generational boun-
daries. well-meant but misdirected efforts to forge working
relationships, misunderstandings of self and others, reenactment
of the results of cutoff relationships, effects associated with
unfinished grief work, and the need to cope without being
overwhelmed by anxiety" (p. 61).

However, importance should be placed upon the adolescent's
suicidal behavior in the context of the family's value system.
Questions to consider with Native American adolescents should
include the following: Is the suicidal ideation a result of an
enmeshed family and a possible acting-out? Are generational
,3oundaries culturally prescribed, or are they true enmeshment?
Does acculturation and the blurring of cultural generational roles
play a part in this perceived lack of boundaries? Does the
adolescent follow culturally specific expressions of grievingwhen
a friend or relative has died? If so, what are the family's cultural
expectations of mourning?

Systems theory would incorporate the broader dynamics of the
individual in relation to tribe or tribal group (e.g., confederated
tribes). The individual's self concept could be made more tangible
by relating to the relationships of family honor, tribal position, and
value relationship to peers. Systems based theory also may imply
an activist role for the therapist. This might include community
mental health lectures, home visits to significant others consul-
tation with tribal leaders and elders, and generally being a working
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part of the system. This may prove difficult for the outside-the-
system organized crisis team.

Cognitive-Behavioral Therapy

As Beck (1967; 1977) has articulated about suicide, it is most
closely related to the depressive triad of negative self-conception,
negative interpretations of one's experiences, and a negative view
of the future. To the Native American adolescent, thtse cognitive
distortions may be made up a such selfstatements as. "I can't
live (perfect) traditional values. therefore I must die": or "I can't
control my life, I must regain control by freeing myself through
death"; or 'There's no future in being Indian'." In addition, the
individual can assume a dichotomous cognitive distortion of
either a perfect traditional way of life--or ofbecoming"white." The
cognitive-behavior therapist works to change these cognitive
distortions by seeking alternative belief systems with the client
and client integration of positive cognitions. In utilizing a specific
treatment approach like Beck's cognitive-behavioral therapy,
therapists are able to articulate suicide counseling in explicit,
meaningful terms; the therapists is able to be concrete and more
action oriented than in the philosophical existential and psycho-
logical therapies.

Group Theropy

Several authors have written anecdotal descriptions of
successful group work with Native Americans (Edwards &
Edwards. 1974. 1980. 1984; Edwards, Edwards. Mines. & Eddy.
1978; McDonald, 1975). Kahn, Lewis, and Galvez (1974) ran an
evvIlation study of a group therapy procedure with Papagos but
aid not design the group therapy for psychological outcome or
process. Instead, their evaluation of outcome was based upon a
correlation of arrest and school absence to success of group
therapy. In the literature controlled studies concerning efficacy,
outcome, or process with tnis population using group therapy do
not appear. However, a logical conclusion would be thatthis form of
therapy would be a worthwhile method considering the high value
Native Americans place on group interaction and matriarchial
group consensus. Several issues are involved in group work with
Native Americans that should be noted. Respect for the privacy of
others may be a particular concern in group dynamics.
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Traditionally. Native Americans do not speak for others out of a
respect for their autonomy and independence. Edwards and
Edwards (1984) suggested that for Native Amsricans to assess the
feelings of their significant others may be inappropriate. An
important aspect for many Native Americans is not to embarrass or
dishonor themselves, their family, or friends. By seeking profes-
sional help, adolescents maybe brirging discredit to their families.
Once again, the assumptions of a western therapy may be at odds
with traditional Native American values. The presumption in this
form of therapy is that one can ask open questiorts of an intimate
nature to all of the group members. An ethical dilemma for the
therapist in this situation is whether to impose western values of
inquhy or not. The welfare of clients and their age level of non-
autonomy are issues to be cr.isiderta in group suicide prevention.
Apparently a necessary procedure is to impose western values of
inquiry to help facilitate group dynamics (and therefore maintain
appropriate client welfare ethics). but equally important is to
modify group techniques to accommodate the needed respect for
the client's cultural norms so that the group dynamics work.
Research and more study in this area of therapy would appear to be
of high value.

Several of the more popular therapies have been examined and
with modification4 their efficacy could remain intact. By imple-
menting cultural specific values to existing therapy approaches,
synthesizing a viable therapeutic environment is possible Each of
the therapies discussed have inherent cultural conflicts. The
suggestion is that traditional Native American therapies such as
the talking circle, sweat lodges with healing ceremonies, medicine
ceremonies by traditional healers be examined for potential Ilse in
suicide prevention. But Just as western therapies must be
scrutinized for their efficacy, so should traditional Native
American therapies. This topic is beyond the scope of the present
chapter but should be given much importance in future research.
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EDITORIAL ABSTRACT: This chapter views the suicide
problem from the perspective of university counseling
center staff Epidemiology is reviewedHow prevalent is
suicidal behavior among college students? Contributing
familial, academic social, and psychological variables
are presented in all their complexity. Legal, ethical, and
prcictical concerns which college administrators must

face when dealing with a suicidal crisis are discussed.
The authors explore prevention and postvention and
present a case study that illustrates the management of a
campus suicidal crisis.

"I have at various times regarded suicide as the one most
active gesture in an otherwise apparently passive exist-
ence: in other words, life seemed proscribed by death,and, if
any individual feels he can effect no substantial change in
his life, then suicide seems an active and logical alter-
native." (Anonymous, in Shneidman & Farnsworth, 1972,
p. 131).

So wrote a Harvard student as he chronicled the sequence of
events around his contemplated self-destmction: the attempt.
rescue, hospitalization, confrontation with university officials, call
to parents, therapy sessions, and worry about others' reactions.

Evident in this student's essay is the complexity of his
psychological state prior to the suicide attempt. What is also
noteworthy is the complexity of thesequence of responses after the
attempt. Unraveling the complexity of the suicide act and struc-
turing the complex manner of responding to it are the two main
foci of the college student suicide literature.

Serious psychological discussion of student suicide can be
traced back to the 1910 meeting of the Vienna Psychoanalytical
Society (Friedman, 1967). The Society's panel. consisting of such
seminal thinkers as Freud, Adler, and Stekel, convened over
concerns about suicides among the students of the Gymnasium
and speculated about possible causes.

Since that meeting, dozens of articles and reports have been
devoted to the topic of student suicide, including a public television
documentary, "College Can Be Killing" (1978). Even as this book
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goes to press. a national student affairs conference, "The Problem

of Suicide On Campus" is scheduled at Louisville. Kentucky: and a

special issue is being planned of the Journal try College Student
Psychotherapy on preventing college student suicide.

This seven-section chapter reflects the complexity of this
multi-faceted topic In the first section. college student suicidal
behavior is viewed from an epidemiological perspective Next we

exrunine some variablesfamily, academic, social, and psycho-
logicalthat have been associated with our topic Third, we
present legal. ethical, and practical concerns which higher educa-

tion administrators facewhen dealingwith campus suicidal crises
Fourth. we describe a model for interviewing students in suicidal
crises. Fifth, we detail some preventive environmental inter-
ventions. Sixth, we consider the issue of postveation.Finally, a case

study is presented in which we raise questions which need to be

addressed when managing a campus suicidal crisis

EPIDEMIOLOGY

In 1937 Raphael. Power, and Berridge estimated that 10% of

the students seen at the University of Michigan's mental hygiene

unit presented with suicideattempts or suicide threatsSince that

time numerous efforts havebeen made to determine the prevalence

of suicide and suicidal behavior among college students. Parnell

(1951) reported that suicide rates for men enrolled at Oxford

University were 11 times that of same-age, non-student males.

Ross (1969), drawing from 38 studies and reports, cited dispropor-
tionately high rates of suicide amongmale students at universities
in Britain and the United States. Ross reported an overall annual
suicide rate of 19.3 per 100,000 British male students during the
period 1948-1958. and 10.5 per 100,000 U.S. male students from
1920-1967. Referring to the latter findings, the author concluded

that the rate of suicide among American male students is 50%

higher than for comparable-aged American male non-students.
Such findings have resulted in the assumption "...that the
incidence of suicide among college students is relatively high
compared to same age peers..." (Mishara, 1982, p. 142).

However, a sophisticated reinterpretation of American college

student suicide research by Schwartz and Reifler (1980) casts
doubt on such conclusions. Survey data obtaint I from 53
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American universities and colleges between 1971 and 1976
revealed an annual rate of seven suicides per 100,000 students.
This suicide-per-student ratio is significantly less than previously
reported and contrazy to previous studies, is significantly lower
than the incidence in a sex-matched comparison group based on a
20- to 24-year-old, non-student. U.S. white pcpulation. Sims and
Ball (1973) at the University of Alberta and Kraft (1980) at the
University of Massachusetts (Amherst) also have reported compara-
tively low per annum suicide rates among students at their
universities (5.4 and 5.6 per 100,000. respectively).

Several authors (Schwartz, 1980 Schwartz & Reifier, 1980;
Seiden, 1971) have cited possible explanations for the early reports
of high suicide rates among college students. First, studies may
have been prompted by the occurrence of several campus suicides.
resulting in spuriously high incidence rates. Second, these data
were often derived from campuses unrepresentative of the general
college population. Third, as Schwartz (1980) noted, only a small
number of suicides were reported so that an overreporting of only
one or two dramatically altered the data. Fourth, the criteria for
classification as "students-at-risk" differed substantially among
the various studies. Fifth, compared to non-students, college
students tend to be a medically healthier group with mows to
excellent health facilities. This might decrease their comparative
mortality rate by means other than suicide. Finally, the earlier
studies used different and often questionable data for the deter-
mination of non-student comparison groups. For example.
Schwartz and Reiner (1980) reported that. "In one study (Parrish,
1957) a comparison rate was derived using annual, national data
for the United States white population in the 15-24year age range
matched on sex with the student sample, while another (Bruyn &
Seiden. 1965) used cumulated data for a state population with a
different age ani racial composition but not matched for sex ratio"
(p. 206). These issues are not meant to downplay the importance of
suicide as a mental health problem on collegecampuses. but rather
to warn against unsubstantiated generalizations regarding its
absolute and comparative incidence.

Authors have questioned the accuracy of college suicide-
related record-keeping (Schwartz, 1980; Schwartz & Reifier, 1980;
Westefeld & Pattillo, 1987). Westefeld and Pattillo surveyed 147
college counseling center directors and found that few kept records

Ch 12 Interventions With College Campus Populations 329

4. -1



7

of suicide attempts and completions. They recommended estab-
lishing a national clearinghouse forcompiling such data. Schwartz
(1980) has argued for future studies to employ consistent
methodology and reporting practice&

Numerous surveys have attempted to determine the extent of
suicidal ideation and suicide attempts among American college
student& Wright. Snodgrass and Emmons (1984) reported that
among 1,812 college student surveyrespondents, 5.7% of the males
and 6.1% of the females indicated that they had seriously
considered attempting suicide during the past six month& Craig
and Senter (1972) found that 30% of 792 underclasspersons had
considered suicide during an academic year. Mishara. Baker, and
Mishara (1976). using lifelong prevalence rates, found that 65% of
293 ..niversity students had thought about suicide, and that 15%
had attempted suicide at some time in their lives. Murray (1973)
reported that 41% of 80 beginning psychology students had at
some time in their lives thought about killing themselves. Mishara
(1982) found that among 140 student respondents, 13.6% war
suicide attempters, and 59% knew someone who had attempted
suicide. These survey data support the claim that past and present
suicidal ideation and attempts are relatively common phenomena
among college students.

As greater percentages of Americans attendcollege and as the
number of older students increases. the comparative suicide
incidence between students and non-students may be a moot
issue. Epidemiological studies will remain flawed until reporting
procedures are consistent and until the definition of **student" is
standardized. However, conflicting findings notwithstanding, the
aforementioned studies confirm the common sense notion that
suicidal behavior is a serious problem on college campuses, as it is
everywhere in our society.

VARIABLES RELATED U.
SUICIDAL BEHAVIOR IN STUDENTS

Over forty years ago, Raphael et al. (1937) provided a
personality profile of the suicidal college student:

...he appears primarily mther on the over-sensitive, shy and self-conscious
order, inclined to over-react, to worry. and emotionally rather delicately
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balancedMk Deems_Umid, fearful and insecure in the face of the

emekring life situation. and acutely concerned respecting that partof
fife now confronting him. Le the academic test and responsibility.

...we find him to bepoorly socialized and not (using readily into the societal

mass...94k has developed marked feelings of inferiorityHe Is anxious as

to the future and at sea as to occupsztrional or vocational procedure
Purther, he is very likely not to have achieved effective sexadaptation and

has been handicapped and malconditioned by ni-gative influences In the

family processlp 9)

In this section we explore variables related to suicidal behavior

in studentsfamily. academic, social, and psychologicalthat
irsearchers and clinicians have considered salient since the days

of Raphael and his associates.

Family Variables

When Bernard and Bernard (1982) asked students why they
considered suickle or made an attempt, the second most common
reason was "family problems," endorsed by 21% of the sample
Family background is thought to playa significant role in students'
suicidal behavior, because many students are at a developmental
crossroads vis-a-uls the family, struggling to achieve autonomy
and separation but still to somedegree dependent on the family for

financial and/or emotional support.Yet. Knauth (1981) has argued

that college therapistsoften underrecognim the importanceof the

family-student relationship as a factor in students' psychiatric
problems.

Knauth (1981) cited the case of a 19-year-old student who

made a serious suicide attcmpt during her second pregnancy. A

previously aborted pregnancy had resulted in severe conflict

between the student and her parents, and she feared rejection if

she chose a second abortion. This case refrects the more general

finding that parental conflict and lack of support are associated

with adolescent suicidal behavior (Schrut, 1988). Relatedly.

conflict can contribute to the adolescent's alienation from the
family, which increases suicide risk (Wenz, 1979). A family's
intolerance of its members'efforts to separate and changealso can

precipitate suicidal behavior (Richman. 1979). These themes
appear relevant aswell for the college student as revealed in a study

by Wright et aL (1984). Wright et aL identified 105 students who
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indicated that during the previous six months they had seriously

considered attempting suicide. These students weredifferentiated
from a control group of non-suicidal students on a number of
childhood variables, including parental anger, physical abuse by

parents, many conflicts with parents, parental depression4 lack of

parental support, and maternal emotional problems.

Loss of a parent through death, separation, desertion, or
divorce can be a strongdeterminant of adolescent suicide behavior
(Dorpat Jackson, & Ripley. 1966; Miller, 1975: Schrut, 1968).

However, parent loss alone does not necessarily lead to suicide;

other factors (e.g. ego strength. support of remaining family

members) must be taken into account (Glaser, 1978). The child's

age at the time ofthe death ofa parent mayalso be a consideration
(Stanley & Barter, 1970). As with adolescents in general. parental
loss appears to be a factor in college student suicide. In a classic
study. Paffenbarger and Asnes (1966) reviewed the records of over

40,000 students from Harvard University and the University of
Pennsylvania They found that compared to a control group,
students who suicided were over half again as likely to have come
from families where the father was 111 or deceased or whereparents
had separated: moreover, twice as many suicidal students were
from homes where the father had died. Interestingly there was no
difference between groups as far asdeath of mother as concerned.
These data have limited generalizability because all subjects were
males. Later. Blaine and Carmen (1968) in a retrospective survey at
Harvard and Radcliffe Universitiesfound that 52% of their sample
of attempters had suffered the death or separation of asignificant
other. More recently, Adam, Lohrenz, Harper. and Streiner (1982)

found that college students who had lost a parent before age 16

were more likely to report suicidal ideation and attempts that
students from intact families.

A crucial point is to understand the meaning of a suicide
attempt from a family systems perspective (Held & Bellows. 1983).

An attempt may be a student's method of reversing aparent-child
role reversal. Held and Bellows noted that in some families the
adolescent or young adult is placed in the role of parent or nurturer
to dependent or inadequate parents, Here the child has been
designated the "hope" of the family, responsible for satisfying some
ungratified family needs as, for example, when parents have
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achievement needs that have been unfulfilled. To escape this
burden, the student may attempt suicide, thereby becoming more
in need of nurturing that the parents.

In summary, family conflict loss, and lack of support appear to
be significant factors in college student suicidal behavior as well as
in the broader adolescent population. Also, students who subinten-
tionally become overly responsible for meeting family dependency
needs may be at higher suicide risk: however, further research is
needed to establish such a connection.

Academic Variables

In a review of the college suicide literature, Knott (1973) listed
the "intense, competitive atmosphere" of higher education as a
tentative covariable of suicidal gestures.Academic failure, competi-
tiveness, and test anxiety are often cited by the public and
counseling professionals as important precipitants of student
suicide, but the research appears equivocal. In fact Ross (1969)
speculated that academic failure per se is not so much a
precipitant of suicide as is the loss of parental love engendered by
failure.

Based on results from a study at the University of California
(Berkeley). Seiden (1966) came down squarely on academics as a
significant risk factor in student s lick*. He found that students
who suicided were concerned about schoolwork (and about
physical health and relationships, as well). Moreover, in retro-
spective reports from friends mid families, these students were
lharacterized as chronically dissatisfied with their performance
and doubtful of their :4cadem1c adequacy. In reality. !hey had
achieved satisfactorily. Grimly. Seiden predicted an incri.asing
incidence of student suicide due, in part, to the growing competi-
tiveness of school environments. Another finding of Seiden's study
was that suicides at Cal-Berkeley occurred most frequently during
the first six weeks of a semester. One might speculate that if
academics were a strong factor, more suicides would occur during
the final examination period. In fact. Rook (1959) found more
suicidal activityaround examination time at England's Cambridge
University.

Schwartz and Reiner (1980) discussk.d a probable difference in
suicide rates at different universities. Their statistical analysis
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pointed to a possible higher rate of suicide at vely selective
American institutions compared to more representative ones.
However, to determine if the differences are due to greater
academic pressure, selection criteria, socioeconomic variables. or

availability of campus support services is possible

Two recent studies shed light an the impact of academic
concerns on student suicidal behavior. Bernard and Bernard
(1982) found that academic pressuresaccounted for only 7% of the

reasons given by a group of students who had thought about or
attempted suicide. Carson and Johnson (1985) found that
students with low grade point averages were somewhat more likely

to have considered suicide compared to a non-suicidal contrd
group. However, students cited "personal problems" (e.g., loss of
relationship or illness) rather than grades or tests as precipitating
emits for the suicidal ideation. Hem:, Carson and Johnson felt
that their results corroborated Bernard and Bernard's findings. We
caution that both studies surveyed students from public univer-
sities in the southeast and that the results, therefore, may have
limited generalizability.

Academic competitiveness and pressuresmaybe a suicide risk
factor for some colkge students, but others apparently minimize
their impact upon suicidal ideation and/or behaviors. Perhaps this
Is due to the degree of behautoraffreedum a student perceives in
his/her academic situation: in other words, does the student
perceive the academic situation to be controllable (Dowd & Milne
1986)? Some students operate from a relatively freer behavioral
framework with regard to academics. They refuse to play the
competition "games" and they feel free to transfer, change majors.
quit school, or appeal. Presumably, these students feel their
academic problems are under some control and thus are less
inclined to resort to life-threatening behavior over academic
themes. On the other hand, some students perceive few options in

an academic crisis and regard their problem as insoluble,
uncontrollable, and irreversible For example, a student may
attribute failure to insufficient aptitude, a condition not easily
rectified. Other students may feel trapped in a system where self-
acceptance depends on academic success.One author (A.O.) recalls

a graduate student who made a serious suicide attempt after
failing a last chance" foreign language proficiency eaam. She
perceived herself as not free to abandon her quest for an advanced
degree after having invested so much effort in it.
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Social Vadables

Several years ago, the first author of this chapter reviewed
reports and statements made as part of the investigation of the
suicide death of a student. A recurring theme made by those who
had shared his living environment was, "I didn't know him well."
His virtual anonymity was pathetically underscored by the fact that
in the various reports, his name was spelled several different ways.

The student suicide literature is replete with remarks and
observations about social isolation and/or unsatisfactory social
relationships. Far example, Knott (1973) listed impovPrished
interpersonal relationships as a possible covariable of student
suicide gestures and Hersh (1985) and Ross (1969) cautioned that
social isolation is a major risk factor. Bernard and Bernard (1982)
found that students chose "social problems" fe.g. love relation-
ships, dating, friends) as the mcst common reason for their
suicidal attempts/ideation. In this section, we review finding%
regarding social variables and student suicidal behaviors.

Paffenbarger and Asnes (1966) found that those students who
suieided had a lower rate (47%) of participation in extra-curricular
activities compared to control subjects (58%). This finding. they
noted, is "...consistent with classical hypotheses that associate
suicidal tendency with lack of sociability" (p. 1031). Summarizing
results from his study at the University of California (Berkdey),
Seiden (1971) observed that the typical suicide victim was
essentially asocial, withdrawn, and virtually friendless. In this
regard. Wright et aL (1984) found that compared to control
subjects. student suicide ideators were more likely to rate them-
selves on the negative end of bipolar adjective continua. choosing
adjectives such as "hated," "unpopular," "unrecognized,"
"unfriendly." and "follower." Wolfe and Coder (1973) found that
attemptem were less likely than "psychiatric" or "normal" controls
to have religious affiliation, and an unspecified "large percentage"
had no social (e.g., fraternity or sorority) affiliation.

Dashef (1984) made the important clinical observation that
suicidal students often form dose, dependent relationships with a
single peer, and that suicidal behavior may result when that
relationship fails. Indeed, ar Mishara (1982) pointed out, suicidal
college students could be trapped in a vicious cycle, for when they
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do verbalize their distress to peers, they may often receive "closed

responser (e.g.. changingof topic, a Joke, advice to getprofessional

help, or inattention), thereby exacerbating the impoverishmer Lof

their social situation

Psychological Variables

The earlier excerpt of Raphael et al. (1937) alluded to two
psychological variables connected withsuicidal tendencies among
college students: anxiety and depression. Anxiety and depression,
however, are not necessarilyuseful predictors of suicide, and their
roles in suicidal behavior may be further complicateddepending
upon the type ofsuicidal behavior being investigated.

Braaten and Darling (1962) classified suicidal student
patients at Cornell University's Mental Health Clinic along a three-
point severity continuum: thinking about. threatening, or
attempting suicide Less than 20% of the sample consisted of
suicide attempters. This sample was compared to a non-mdcidal
patient control group. Braaten and Darling found that for males,
scores on MMP1 scales 2. 7. 21-1d 8 were significantly higher for
suicidal students than for male controls;for women. scales 2 and 8

were similarly significantly elevated. The symptom picture sug-
gested by a 2-7-8 profile reflects self-doubt, lack of self-esteem.
anxiety, feelings of hopelessness, and proneness to suicidal
ideation: the 2-8 profile Is indicativeof depression with anxiety and
agitation and some preoccupation with suicidal thoughts
(Stelmachens. In Lachar. 1974). Clopton (1974) pointed out that in
a number of studiespatients who threaten suieide score higher on
scale 2 than those who commit or attempt suicide However,
Braaten and Darling found no significant differences on the MMPI
scales among thinkers. threateners, or attempters.

Later. Wolfe and Coder (1973) compared a group of student
suicide attempters with a group of non-suicidal "psychiatric"
controls and a non-patient group. On measures of interpersonal
anxiety and depression, the attempters and "psychiatric" controls
scored significantly higher than the non-patient group. However,
no significant differences were found on these measures between
attempters and "psychiatric" control& Wolfe and Cotler noted that
their results were consistent with the difficulties encountered by
other researchers in ttyinr to discriminate between suicidal and
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non-suicidal patients. Rather than measuring emotional levels,
perhaps college student suicide research endeavors might take a
more fruitful direction by investigating the civottive conelates of
suiaddal behavior. Suicidal individuals may often exhibit a
thinking style that diminishes their ability to cope flexibly with
stressors (Levenson, 1974). Cognitive rigidity, dichotomous
thinldng, and "tunnel vision" yield few functional behavioral
alternatives, and as a result one may resort to poorly thought out or
impulsive actionsa suicide attempt being one such action.

Kraft (1980) studied the reconis of the 19 students who
committed suicide during the 20-year period, 1959-1979, at the
Universityof Massachusetts (Amherst). He recommended that as a
part of preventive efforts, college counseling and mental health
facilities should target efforts toward depressed and extremely
anxious students. He also noted that these featum do not
discriminate the suicidal from the non-suicidal student However,
one of Kraft's findings was that f the 19 suicides, 11 students had
received assistance at the university's mental health service prior
to the suicide; moreover, seven had contact within one week of the
suicide.

The concept of suicide as an act of aggression turned inward
has generated an immnse theoretical and research literature. To
survey that literature is far beyond the scope of this chaptcr.
However, two studies by Lester will be mentioned. Using a paper-
and-pencil measure of aggression. Lester (1967a) found no
difference in the manner and direction of expressing aggression
between subjects who had attempted or threatened suicide
compared to a non-suicidal control group. Lester (1967b) matched
20 attempters (students at the University z,"' Rochester School of
Medicine and Dentistry) against 20 non-suicidal controls. He
compared Rorschach responses (barrier and penetration scores)
and found no significant differences between groups. These
studies failed to support the notion that suicide can be interpreted
as a tendency to turn aggression onto self

Of course, suicidal behavior is associated with disorders of
personality and development as well as affective and anxiety
disorders. College mental health workers are familiar with the
Impulsive, self-injurious behavior of the borderline client. Also,
bulimic clients (some of whom may be diagnosed as borderline)
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may have suicidal tendencies. In a recent survey,Robbins, May. and

Corazzini (1985) found that collttle counseling center staff
perceive students as presenting with more serious emotional

and/or behavioral problems than in the past. Hence, identifying

and responding to suicidal students will continue to be a major
challenge for professionals in this field.

ADMINISTRATIVE CONSIDERATIONS

During suicidal crises,administrators in highereducation are

confronted with complexlegal, ethical, and practical concerns.The

administrator constantly weighs the individual's welfare against
responsibilities to others (e.g.,parents, theuniversitycommunity).
Given the compledty of these issues, surprisingly little profes-
sional literature is available to guide the administrator and other
concerned professionals in developing policies and procedures
(Moorman. Urbach, & Ross, 1984; Ponterotto. 1987; Rockwell.

1983). Perhaps due in part to this lack of guidance, Hendrickson

and Cameron (1975) discovered that California administrators
consistently underrated their campuses' suicide rate saw the
problem as more national than local in scope and had imple-

mented few of their own creative preventive suggestions on their
campuses. Bernard and Bernard (1980) reported that institutions
varied widely in their responses to suicidal students, from inaction
to dismissal. Also, unclear waswIdch administrators were respon-
sible for deciding how to deal with the student. While aclulowl-

edging administrators' concerns about potential disruption of the

educational mission, protection of the institution's image. and
avoidance of liability for failure to act to prevent suicide. Bernard
and Bernard (1982) found that the administrators' overriding

concern was protecting the student's welfare rather than the
institution's.

How are higher education administrators to view student
suicidal behavior? What are the legal, ethical, and practical
administrative concerns that should govern decisions? What
information should be considered? In this section we speak to

several administrative issues: dismissal of the suicidal student
malpractice liability; hospitalization; and confidentiality.
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Section 504 of the Rehabilitation Act of 1973 (amended 1974)
prohibits discrimination against any handicapped person (29
VXC. S 794). Section 45 of the Code ti Federal Regulations (45
C.F.R. 84) defines the term "handicapped" broadly to include
emotional and psychological handicap& Thcee regulations pro-
hibit exclusion from educational institutions if the handicapped
person is otherwise qualified. In addition, regulations prohibit
pre-admission inquiry as to whether someone is handicapped.
Once enrolled. due process notice and ccportunity fora hearing are
required if the institution withdraws a handicapped student for
any reason other than academic incapacity. Bernard and Bernard
(1980) argued that suicidal students are protected by these laws,
and that institutions maybe in violation if they summarily dismiss
astudentforsuicidalthreatscrbehavicrorrewirepreedmIsEdonwhiatric
screenings.

Among actions taken for "the good of the student" dismissal
from the academic institution is perhaps the most questionable
Traditiomilly. acutely suicidal students were removed from
campus to protect the individual and to avoid disruption of the
learning environment (Slir..ak & Berkowitz, 1983). Bernard and
Bernard (1980) surveyed all International Association of Coun-
seling Services-accredited college counseling centers during the
academic year 1975-1976. They found that in response to suicide
attempts, nearly half the centers required the student to withdraw
from schoolin apparent defianceor ignorance ofexisting laws and
agulationy many made no provision for hearings, even when
requested. More recently, Bernard and Bernard (1982) found that
academic pressures accounted fora minor proportion of student
suicidal behavior. They also noted that students seldom manifest
disruptive suicidal behavior in class. Dismissal suggests that the
educational environment is a =Or cause of the suicidal behavior
and that dismissal would protect theacademic environment from
disruption. If the former is shown not to be the case and if
anticipated disruption is unlikely, andgiven that social isolation is
cited as a risk factor for suicidal behavior, then perhaps banishing
the student from the academic environment has been an ill-
founded practice.
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Ipraatiee

Slimak and Berkowitz (1983) outlined six major types of

malpractice suits brought against nwntal health practitioners:

faulty diagnosis; improper certification in a commitment
proceeding failure to exerciseadequate precautions for a suicidal

patient breach of confidentialitA faulty applications of thaw
and promise ofa cum. Sexual abuse of clients and counselor failure

to warn third parties of potential danger fiom a client also haw
become legal issues. Slimak and Berkowitz made several sugges-

tions which might reduce liability in these area% among them:

having forensic experts train campus mental health staff
regarding current techniques for predicting dangerousness;
allowi. 4 staff rapid accost" to additionalprofessional opinion when

dangerous behavior is possitft maintaining accurate, detailed

records: communicating warning if dangemus behavior is deter-

mfiled; and developing strong ties between the counseling center

and legal counsels ofthe university and psychological associations-

Hospitalization

Counselors' professional literature and academic trrining
offer sparse guidance regarding hospitalization of clients, despite

the fact that counselors am almost inevitablyconfronted with such

decisions (Moorman et al., 1984; Ponterotto, 1987). In a review of

recent literature on crisis intervention and hospitalization,
Ponterotto suggested that hospitalization, and especially invol-

untary commitment,be avoided if possible, due to such iatrogenic

effects as potential lifelong stigma, loss of self-control,and lowered

self-esteem. However, Ponterottoemphasized that clients' physical

well-being always must beparamount, so that hospitalization is an

option when a potential exits for suicide or assault, bizarre
behavior, and/or agitation leading to panic or loss of impulse

C7ii4tTOL Hospftalization could be avoided if the student does not

prefAart clear. imminent danger to self or others, seems to have

capacity for self-care bass social support network, canbe relied on

to use outpatient services, and displaysadequate reality-testing. If
these conditions are not met, according to Ponterotto's review,
hospitalization affords some assets; safety. diagnostic procedures,

and a therapeutic
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Ponterotto (1987) presented procedures to followonce hospital-
ization is indicated. procedtues depend on local, state, and/or
federal legal processes. Procedures also vary with respect to the
counselor's work setting and the communication networkbetween
university administrators, university medical staff, and local
hospital personnel. Following Ponterotto's advice, we urge college
counseling and administrative staffs to understand local statutes,
court policies, and attitudes on matters of hospitalization.
especially involuntary commitment proceedings.

Conlidentheity

The professional is guided by ethical standards and legal
requirements. The Ethical Standardsof the AmericanAssociation
for Counseling and Dr elopment (1981) and the EthicalSlam:bids 11'
Psychologists (American Psychological Association. 1977) focus
on respecting the indkidual's integrityand rights. In Section BA of
the Ethical Standards is stated that when instances of "clear and
imminent danger" occur the counselor must "inform responsible
authoritics" and assume "responsibility for the client's behavior."
Ethical questions concerning suicidal colbage students revoke
around issues of confidentiality, the university as substitute
parent ( in low parends), and potential conflict ofinterest when
involved professionals are responsibleto both student clients and
the university community (Moormanet al, 1984).

Moorman et al. found that few college mental health services
had written policies with respect to confidentialitypractices. Most
of the surveyed services only notified administrators of a student's
mental health contacts if she/he required hospitalization or had
attempted suicide Moorman et al., afterreviewing practical issues
when dealing with suicidal students, leaned toward occasional
limited disclosure to appropriatecampus personnel on the basis of
weighing risks and benefits of withholding or disclosing
information.

In considering when to notify others (e.g., administrators,
family) that a student is suicidal, Moorman and her colleagues
recommended no notification in the clear-cut case where a student
is distressed but not in danger. The other clear-cut case is when a
student's distress and/or suicidal potential is so evident that
hospitalization is indicated; at this time campus personnel and
usually parents would be notified.
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However. a "gray' area exists when concerns exist about a
student's judgment, emotional stability. self-care, and safety but
when no overdy dangerousbehavior or suicidal intent is found. In
such Cal32S, Moorman et aL believed that the examiner might
require and should discreedy seek information or consultation
from university personnel Such personnel migAt include the staff
of the college mental health service, the dean of students and/or
residence hall director. Prior to contacting these individuals, the
examiner should discuss the implications with the student, obtain
his/her consent and explain the limits of the disclosure.

As to what information should be revealed from the campus
mental health worker to other campus administrators, Moorman
et aL recommended limiting disclosure to what the other person
may need to know to protect the wellbeing of the student and
immediate community. This might include the general nature of
the problem, the student's psychological state, threats from or to
the student, and the feasibility of the student returning to his/her
residence.

With regard to notifying parents, Rockwell (1983) encouraged
their involvement in the decision to hospitalize unmarried
student& Steenland (1973) recommended routine parent involve-
ment only if a campus had no psychiatric, medical or clinically-
skilled non-medical personnel available, in which case he urged
notification and insisted that parents take immediate custody.
However, when qualified staffwere available on campus, Steenland
encourage examination and treatment with the option of
informing parents even, if necessary, against the student's wishes.
although he noted the desirability of the student's calling his/her
parents.

CRISIS INTERVIEIMIG

In this section, we address the issue of crisis interviewing and
explicate a model for clinical practice. The model is based on the
work of Jeffrey Hersh (198;3) who hils identified key stages of the
crisis interviewing process as it applies to the special needs of the
college student Hersh proposed five essential steps of crisis
interviewing approaching the situation; making contact; making
an assessment; making interventions: and making a disposition.
These steps are designed to achieve two main goals: to help the

342 Preventing Adolescent Suicide

3 5



student re-establish psychological equilibrium and to ascertain
that the student is no danger to selfor others.Hersh acknowledged
that these steps cmerlaix howeverwe present crisis interviewing in
discrete steps to illustrate mom dearly how the process unfolds.

Approaching the tilltnation

When appmaching the student in crisisor before initiating thy
crisis interview, the therapist a n act in several ways to help the
student regain some emotionale luilibrium. The recommendation
is for the thcapist to display a sense of confidence his/her
composure is a facilitative counterpoint to the student's agitation
Second, reassurance can be communicated by expressing opti-
mism that the crisis is likely to be short-lived and has a favorable
prognosis. Third, the student in crisis should be provided with a
stress-reducing milieu: a safe, distraction-free officeand sufficient
therapy time so that the situationcan be discussed without rush.
Finally, before initiating the Laterview, a review of case notes
and/or collateral information will help the therapist gain com-
posure and begin planning how to proceed.

Maidng Contact

This second step is Hersh's model involves establishing a
connection between the therapist and student so as to reduce
panic and feelings of isolation. The therapist should actively
communicate empathy toward the student This can be achieved
by therapist nonverbal behaviors (eyecontact encouraging nods, a
brief touch on the arm) and by minimal prompts to facilitate
problem articulation (e.g., "what happened today?". "How are you
feeling?". "When did things start to get worse?"). If the student is
unable to explain why he/she feels so distressed, the therapist can
review recent experiences in the areas of schoolwork. social and
sexual relationships. living situation and/or family. Attending
behavior and careful probing provide needed structure. Also, by
his/her suicidal ideation or behavior, the student may be saying,
"Take cam of me." Therefore. the therapist must sometimes take
temporary responsimility in terms of setting limits, choosing
therapeutic interventions, and involving significant others in the
crisis Intervention process.
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suicide potential. We describe several examples of brief measures
that may be useful to the campus crisis therapist

Barrow. Talley, Miller. and Zung (1985) report the the 20-item
Zung Ser-Rating Deression Scale is quickly and reliably scored
and essy to comptete, even for individuals in distress. Barrow et al.
suggested, "...that an accurate assessment olthe degree and nature
of depression during the intake process may increase the proba-
bility of suicide prevention" tp. 53).

The Scale for Suicide Ideation (Beck Kovacs, & Weissman.
1999) is a 21-item measure of the extent of the wish to die, the
desire to make an active suicide attempt details of any plan,
internal deterrants, subjective feelings of control, and courage to
make an attempt. The clinician completes the scale based on a
seini-structured interview. Although developed as a researth tool,
its brevity, conelation with clinical ratings, sensitivity to changes
over time, and measures of the validity recommend the scale for
evaluating suicide potential.

The suggestion is that high risk suicidal individuals have
restricted future time perspectives. The Time Questionnaire (Yuflt
& Benzies, 1972), a semi-projective instrument, has been shown to
be of some use for differentiating high risk suicidal patients from
non-suicidal and low risk patients.

Making Inteavendona

Interventions should be chosen which assist the student to
regain pre-crisis functioning and to ensure his/her safety. Hersh
emphasized that helping the student to an understanding of the
crisis is a major therapeutic intervention. Not only should the
student have identified the crisis precipitant, but he/she also
should understand the particular psychological meaning of the
event

Besides achieving this insipt into the problem. additional
interventions may include (1) listening, an effective intervention
for building rapport gleaning information, and permitting cathar-
sis; (2) utilizing interpersonal resources, such as encouraging the
student to connect with friends, parents, or helpful significant
othen; (3) utilizing institutional resources, such as enlisting
campus health services or residence hall staff to assist the student

Ch 12 interventions With College Campus Populations 345

333



(4) advocacy, when students need the suppewt of campus profes-
sionals to deal with institutional red tape; (5) giving information,
often pertaining to sexuality, drup. appetite disordem or myths
about mental Ohms* and (6) exploring alternative coping mecha-
nisms, such as relaxation, exercise, social outrewir, and healthful
diet

Making a Disposition

In this last step of the Hersh model, the student's situation is
reviewed so that a prudent disposition can be made. Often the
decision is made to terminate the crisis interview and allow the
student to return to his/her place of residence. In that event, the
therapist has ascertained that the student is at a low risk of
committing self-injurious behaviors. The tinrapist may have
determined that the student's agitation has been sufficiently
reduced during the crisis interview; that the student has =pressed
hope for the future and described appropriate planful or crying
activities; and that he/she will have available interpersonal
support (sibling, residenee hall staff, roommates). Before termi-
nating the interview the therapist may have scheduled a fallow-up
appointment with the student, given information about after-
hours emergency contact, and/or obtained the student's signed
consent allowing for contact with individuals in the student's
support network.

On the other hand, the therapist may have determined from
the interview that the student is in such emotional disequilibrium
that judgment is impaired or that the student is making suicidal
threats and/or efforts. In this case, medication and/or hospital-
ization are usually indicated. The therapist will need to consult
with mental health colleagues and perhaps appropriate university
administrators regarding this more serious disposition. A deter-
mination will need to be made regarding parental notification. In
instances where a suicide-prone student threatens to leave the
office or tries to do so before a disposition can be made, the
therapist should enlist the aid of university security personnel to
guard office exits. As Hersh emphasized an important procedure is
to keep the student informed about the process of medication
and/or hospitalization and why such is being recommended.

346 Preventing Adolescent Suicide

351



ENVIRONMENTAL EfTERVIUMONS

Besides providing crisis intervention and individual psycho-
therapy, colleges have developed many programs and outreach
efforts that play a primary preventive function, reduce stress.
and/or provide immediate personal assistance. In this section we
discuss several of these programs/efforts and provide a few
examples of each.

Environmental Restructuring and Dedgn

Conyne Banning Clack, Corazzini, Huebner. Keating, and
Wrenn (1979) noted that environmental design combines an
environmental focus with preventive purpose. Examples of such
environmental design include scheduling midsemester breaks to
relieve student stress; housing student services in prominent
campus location* and arranging the architectureand landscaping
to facilitate student afilliatim With tweet to suicidal behavior,
Hoffer (1972) and Knott (1973)streased the importance ofenviron-
mental restructuring of educational and living environments to
promote student-student and student-staff contact. Fbr example.
Aioffer noted a prognun at the University of Rochester to inten-
tionally house freshmen -with upperdass students to facilitate
contact with older peers. Phillips, Pitcher, Worsham, and Miller
(1980) recommended "memory support procedures" (notes, open
books) for reducing examination stress.

Telephone Assistance

In a recent survey of collegecounseling center directors, 46% of
the respondents reported that 24-hour emergency coverage was
available on their campuses (Roney. Wiley. Croteau. & Gelwick.
1986). After-hour telephone requests for assistance are typically
forwarded from the infinnary, security office, or residence hall to anon-call therapist. In response to a shortage of trained therapists on
campuses, many innovative after-hour phone services have been
developed. Tucker, Megenity, and Vigil (1970) trained students,
staff, and faculty volunteers to staff phones to provide support.
information, and referraL HIland Harmon (1976) and Thurman,
Baron, and Klein (1979) described a University of Texas program
that makes available around-the-clock recorded telephone tapes
providing information about mental and physical health.
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Pees calmading

Often students prefer turning to their peer group for help
during a personal crisis (Dana. Heynen. & Burdette, 1974). Many

colleges sponsor peer counseling training to supplemnt campus
helping resources and to capitalize on the "frrmt-lisw" position
peers occupy when crisis occur. In a recent survey of college
counseling center directors, 78% of the respondents indicated that
their center provided peercounseling programs, and a third of the
programs used peers insuicide and crisis intervention (Salovey &

D'Andres. 1984). At American University, a student-operated
hotline received 7.000 calls each semester, handling problem
related to drugs, sex, lontiiness, and depression (Leventhal.
Berman, McCarthy, & Wasserman, 1976). Fondle:arm Heller, and
Reilly (1984) developed "friendshipnetworks" in an effort to reduce
adjustmnt protdems and feelings of isolation among graduate
students living in a high-risedonnitorywhere several suicides had
occurred.

Faculty/Stiff involvement

Pascarella and Terenzini (1976) found that the frequency of
contact between freshmen and faculty was related positively to
students' academic, intellectual, and personal growth. In a subse-
quent study, Terenzini and Pascarella (1980) found that
discussing protgems with faculty members may help freslunen to
alleviate some of their stress. Albert. Fbrman, and Meath (1973)
recommended assigning students to faculty members or older
students who would act as concerned mentors. These authors also
stressed the need for readily available tutoring services, as well as
an office of ombudsman to assist students with institutional
grievances. Jones and Najera (1976) have described the formation
of a 'helping network" at Brown Universityconsisting of students,
administrators, staff and faculty. This network facilitated the
provision of care for the student in crisis aswell as those affected by
the crisis. Sprinkle and Mattheus (1984) described the formation
of an Emergency T.ntervention Team (EIT) at the University of
Wyoming. The EIT was comprised of 10 two-member terms. When
alerted to an emergency a team contacted the student, assessed the
situation, and took action such as referring the student to the
appropriate campus service or escorting him/her to the hospital
emergency room.
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Suicide Education/Crisis Intervention Training

Phi Hips (1983) has described a suicide education program
conducted by college counseling center personnel aimed at
training residence hall staff in the evaluation, intervention. and
referral of potentially suicidal students. In response to a rash of
campus suicides at Cornell University. Ottens (1983) developed a
non-credit course for students, faculty. and sta entitled "Lik-
threatening Emotional Crisis: Asset and Revonse." Ottens
found that the pre-post test responses of course participants
indicated increases in the willingness to intervene in a suicidal
crisis in a mole directive yet empathic manner.

PhysicslEaniers to Suicide

Other environmentally oriented interventions imfolve the
imposition of physical barriers to suicide Examples include
shatterproofwindows, windows with security screens. and inacces-
sibility to rooftops. At the University of Illinois, a protective "cage"
was built around the stairwell of the multi-story Psychologf
Building. Spiked metal fences flank the bridges across Cornell's
r-Ampus gorges. Whether these barriers are more likely to reduce
tin. incidence of deaths resulting from drunkenness or "horseplay"
than I om suicide attempts is debatable.

POSTVENTION

Considerable ati -ntion has been paid to the issues that arise
following a suiraic Ztempt or completion in the non-college
population (e.g., Cain, 1972; Hatton, Valente. & Rink. 1977; Hewitt,
1960; Rosenfeld & Prupas. 1984; Wallace. 1973). In general.
however, the literature on college student suicide has not
thoroughly addressed such follow-up issues as the potential for
reoccurrence, the emotional impact on significant others, and the
student's post-attempt social and academic adjustment. Literature
has typically focuset1 on how the counseling center or college
responds to the student's suicidal behavior.

Hippie, Cimbolic, and Petemon (1980) recoMmended system-
atic follow-up including support services for the suicidal student,
and an evaluation of the institutional response to the incident.
Halberg (1986) advocated the use of a crisis situation flow sheet in
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the event of a student death. Halbergs step-wise response to this
event inchides (1) investigition at the scene of the taxitkuit; (2)
notification of appropriate persons on campus:13) noittfication of
next-4-kt= (4) development of a press releasc (5) determination of
how to deal with close friends and significant others; (6) communi-
cation with legol counsel; and (7) treatmmt of grief after the
funeral.

Wright et aL (1984) recommended that the counseling center
continue to follow up each student who has made suicidal gestures
for as long as he/she remains enrolled in school. However, such a
practice may prove to be al unreasonable burden for the
counseling center staff of a large university, and calls into question
the suicidal student's subsequent rig)its of confidentiality and
privacy.

Seiden (1971) recommended the use of psychological autopsy
procedures which involve interviews with friends, family, and
associates of suicide completers and attempters. In addition to
increasing the professional's understanding of suicidal behavior,
this procedure "...serves to relieve the sttgmatizing guilt and
anxiety which frequently accrue to the survivors" (p. 248) .

Hospitalization has previously been discussed as serving both
preventive and therapeutic functions with suicidal students.
Regarding postvention. Ross (1969) state that, "The danger of
discharging a person to an empty dormitory room without
provision for social support cannot be overstated" (p. 110). He
claimed that many suicides occur during the period following the
onset of improvement and discharge from the hospitaL The first
author (A.0.) is aware that Cornell University has initiated a policy
through its Residence Life Committee to allow students returning
from medical leave to have priority for being assigned on-campus
housing.

According to Steenland (1973) one of the options following a
suicide attempt includes the temporaiy withdrawal of the student.
He claims that often the appropriate procedure is to hold a meeting
between the student, a counselor, parents or next of kin, and the
director of the counseling services or college physician, to Jointly
detennine whether or not to retain the student. lf withdrawal is
deemed appropriate. the student's fitness to return to college must
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be appraised at a /Etter date This decision maybe based upon data
&lived fram a clinical interview, psychological testing.lecommen-
dations from the therapist the student may have been seeing
subsequent to withdrawal, as well as other evidence of stability."

In regard to this issue, Bernard and Bernard (1980) claimed
that institutions that dismiss the suicidal student "would seem
to assume that causation is somehow related to academia" fp. 11 It
However, as mentioned in the administrative section of this
chapter, little evidence exists to sugemt such a causeeffect
relationship. Instead, the authors claim that dismissal mft.,-
intensify the student's distress by providing more of that which
contributed to the student's original problems: social isolation and
the experience of personal failure. In addition to such therapeutic
issues, the authors addressed the ethical and legal issues
regarding dismissal (Le., denying an education to an "emotionally
handicapped" individual). The reader is directed to the Bernard
and Bernard (1980) article for a discussion of the legalities
regarding academic dismissal of the suicidal student. Wright et at.,
(1984) noted that dismissal is justifiable onlywhen hospitalization
is required, or when the student's continued presence will signifi-
cantly interfere with the needs and rights of other students.

CASE STUDY

In this section, we present a case study to detail issues,
procedures, and processes concerning the management ofcampus
suicidal crises. During these crises, on-campus professionals in
such areas as counseling residence hall living, health services,
security, ministry, and administration may become involved. They
may provide services within their specialties, hut they also may
interact with each other, with off-campus professionals, and with
the student's family. In these interactions, questions may arise as
to the extent of appropriate intervention standard procedures,
coordination of efforts, and role clarifIcation. The case study
addresses confidentiality and trust, legal and ethical consi-
deration, parental involvement/notillcation, coordination with
other campus professionals, client aftervare, insurance coverage,
postvention with the campus community, consultation with
colleagues, and clarification of rules.
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Part 1

You are a university counseling center psychologist. At 200

a.m. on a Saturday during the school year, you are alerted by the

on-call system. A residence hall advisor (RA) informs you that a
student (Susan) is in her room threatening to kill hersdf. Susan's
roommate told the RA that Susan had written a suicide note and

now demanded to be left alone. The R.A. exclaims that "Theword is

out and the whole floor is in an uproar."

At this point in the crisis knowing what questions to ask often

is considerably more important than knowing all the answer& A

key question is how will swan's immediate safety be assured. Is

she alone? If so, whatshould be done? If not, who iswith her?What

does the buickle note say? What other relevant information is

known about Susan: substance use; previous suicide threats/
attempts; previous contact with an RA; other recent crises;

therapy anywhere? Who else has been apprised of this situation
residence hall director, family, campus security, other staff)?

Is Susan an active counseling center client? If so, should you

contact her primary therapist? Does any treatment/intervention
plan already exist for her?

The above questions are therapeutic consideration&but there

may also be administrative concerns. Does the university have

written policies or procedures for such an occurrence? If others are

to be contacted, who are they and who should do the contacting?

Should the residence hall director or subordinates by notified?

Should campus security be alerted and if so, when?Have they been

trai: ed for mental health emergencies?

General issues raised in Part 1 include the availability.

accessibility, and extent of after-hour services. Also relevant are

accurate assessment and rapid, effective intervention. If residence

hall staff and campus security get involved during crises, their

prior training isessential. In such a crisis the most pressing need

is not providing counseling but maintaining the student's life
(Steenland, 1973).

Part 2

Susan's sags continues. You determine that your presence is

necessary and arrive on the scene 30 minutes later. Susan's
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roommate and the RA are with Susan in her mom. Stmlents
crowd about in the hallway and lobby. Entering the room, you ask
Susan ifyou can speak with her, but she responds in a belligerent
tone: "Why don't you all Just leave me alone and mind your own
businessr What do you do now?

At this point, you need to consider a number of therapeutic
question& Do you have enough inforroation to assess Susan's
suicide potential? If not, how will you obtrin it? Does she have the
right to be left alone, or is setting limits the "correct" therapeutic
move? As Steenland (1973) suggested, suicidal behavior can be
understood as requesting help in managing one's lik, but often the
suicidal student angrily resists that hdp. However, the student's
anez is less important than helping him/her stay alive. At present,
assuming that Sts r. n is suicidal, does she possess means to harm
herself or others" What will you do if Susan attempts to leave the
premises?

Whether Susan's behavior disturbs the hall's living environ-
ment is another administrative question. If she is being disruptive,
options to consider include calling campus security, encouraging
residence hall staff to take disciplinary action, or dealing with the
behavior therapeutically. Do the other stucknts exacerbate the
satiation? What are their needs? Can you find someone else to
attend to the curiosity and well-meaning concern of the
bystanders?

You made the decision that face-to-face contact was necessary
to deal effectively with this emergency. Under what circumstances
do you make that decision? Are mandated policies or procedures
available to help you make that decision? Who is your "client" in
this situation? Is it Susan, the residence hall staff, other residents,
the university? How do you decide what is therapeutic for Susan as
opposed to the rights of other students who become involved in an
emergency? A critical issue in this crisis is assessing suicide risk
and intervening when the individual is uncooperative.

Part 3

With some cowdng, she agrees to speak with you in the
presence of her roommate. After an hour's interview, you determine
that Susan is a very high suicide risk. After explaining voluntary
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and involuntary hospitalization procedures. Susan reluctantly
agrees to admit herself voluntarily into the local hospital's
inpatient psychiatric unit.

What is left undoneTAgain, you will need toconsider the needs
of the hall residents. Are close friends, roommate% and others
being affected adversely by the morning's events,and if so, how do
you address their needs? Hippie et al. (1980) adthessed these
questions in a case study of coverative revenges by housing and
counseling staff to a suicide. The houalng staff tooksuch actions as
arranging emergency medical aid, meetir with residents of the
victim's floor, and providing follow-up. The counseling center
arranged for notification of the student's family, trained housing
staff in postvention techniques, and wasavailable for consultation.
Hippie et aL (1980) demonstrated theathentages of good relation-
ships between counseling center and residence hall staffs How-
ever, as the counselingprofessional involved in this case, you need
to consider limits ofyour ability to respondto all who are part of the
crisia Among those limits are Susan's right toconfidentiality and
your legal and ethical responsibilities.

Your responsibility for the therapeutic management of this
emergency may extend beyond Susanherself. How can you prepare
the residence hall personnel for her return from the hospital? Will
the counseling center and/or residence hall personnel be notified
other return?When and by whom? Should someonenotify Susan's
parents, and if so, who? Steenland (1973) pointed out that
although parents may naturally want to be ma& aware of the
crisis, they also may react by feeling and acting helpless, angry, or
punitive. He stated that Lae societal consensus is that 18-year-olds
have reached the age of majority and have the right of privileged
communication. On the other hand, Rockwell (1983) urged allying
with parents and involving them wheneverpossible in the decision
to hospitalize.

Is there a protocol for counseling centerfollow-up in this type
of case? What are the policies and procedures forcommunicating
with hospital and residence hall personnel? Once Susan is
discharged from the hospital, can you amen& for mexpeditious
appointment at the counseling center? What is the university's/
counseling center's policy regarding mandatory counseling? What
if Susan refuses treatment or is inappropriate for treatment at the
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university facility? In cases of refusal of treatment, many schools
would call the parentet a few would call the police and/or initiate
involuntary commitment (Bernard & Bernard. 1980; Steenland.
1973). However, as discussed earlier in this chapter. such drastic
actions may have been applied selectively. Fbr example, not all
suicide attempts come to the attention of institution personnel. In
a recent survey (Bernard & Bernard, 1982). of the 75 students who
had been suicidal while in college, only one reported institutional
involvement in the incident. Drastic action also may not be in the
student's best interest. In Bernard and Bernard's suney (1982),
80% of those students who madea suicide attempt in collev stayed
in schod and felt later that it had been the right decision. Overall,
how do you simultaneously address Susan's issues, residence hall
and university concerns, and counseling center issues and
responsibilities?

In hospitalizing Susan, you and she must have consideredher
insurance coverage and her parents' possible financial°Legation.
(You should already have considered your own liability coverage.)
Once the decagon has been made to hospitalizelou are faced with
practical details. What legal documents are required? What is the
policy concerning transportation and how is that to be arranged?
Who, if anyone, becomes responsible for case management now?
What are the follow-up concerns for Susan, the residence hall, and
others?

As a counseling center staff member, you have just taken on
multiple roles of evaluator, therapist, consultant, case manager,
and/or administrator. How do you clearly delineate and juggle
these roles? How do others perceive you?

In this case study. we presented an emergency requiring a
psychologist to provide rapid assessment and intervention to
prevent suicide. Questions are raised with respect to confi-
dentiality, psychologist roles, coordination with other campus
professionals, parent notification, client aftercare, postvention.
and insurance coverage. No easy answers exit, but the questions
are key to guiding professional behavior in such an emergency.
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CHAPTER 13
CRISIS INTERVENTION
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A Silent Scream

"Cell and bell" marks the structure of the school:
A six hour logic is the rigid "golden rule".
A silent scream echoes from impersonal, sterile walls;
Illusion, bleak despair lurk in estranged halls.

"Time-on-task" evolves as the teacher's arduous chore;
Promoting content over feeling is the fundamental class core.
A silent scream reluctantly sits alone there;
Haunting a young troubled mind, and yearning to sham

"Clocking-in and dropping-out" marks a parent's rushed
demeanor;

III get to know him better, when he becomes a senior!"
A silent scream desperately lives disillusioned here;
New defenses, repression and obsession mask unshed tears.

A caring nature and welcomed shelter is the counselor's role:
But schedule changes, clerical tasks consume the daily toll.
A silent scream becomes a critical therapeutic source:
Perchance. see him discussing the new elective course.

Content, task and structure punctuate our institutional forms;
Depression and alienation succumb as interpersonal nonns.
What if...the silent scream decided it was time to Quit,

Rosemary A. Thompson

called an unsuspecting friend,

then slit his fragile wrist?
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EDITORIAL ABSTRACT: In this chapter is presented
school-based intervention sbutegiesforpreventing adoles-
cent suicide. Extensive information on the roles of
teachers, administrators, students. counselors and the
district-wide crisis intervention team is included

Within the context of the school-as-community, the self-
destructive potential of young people is a travesty of. ambiguous
proportion. Classmates, parents. teachers, and relatives experience
both the direct implications of a student's death and the residual
long-term effects ofa significant loss. Personal loss or threat ofloss
increases a person's suicide risk. This is a very significant suicide
indicator among adolescents. Invariably, all people affected must
ultimately cope with confusion, blame, anger, fear. guilt, and
various stages of the grieving process.What also continues to be
clear is that when one suicide death occurs within a school, other
students are immediately put at high risk.

Balk (1983) identified acute emotional responses of students
after the death of a peer. He revealed that while peer support and
chances to talk with friends about the death at such a time of loss
were important aids to effective coping with death, many peersfeel

uncomfortable talking about %They frequently avoid the survivors
to decrease the discomfortof not knowing what to say or how to say
it. Balk maintains that youngpeople sometimes hide their feelings
of grief because they are not consideredacceptable in publi and as
a result, adolescents are often confused about the source of their
reoccurring grief reactions.

The survey by Tishler et al. (1981) of 108 adolescents revealed
20% had expv.ienced a recent death of a friend or relative; 22% were
exposed to a 'went suicidal episode of a family member. The young
people surveyed also stated that their inability to come with the
loss led them to begin having suicidal thoughts themselves.
Rappeport (1978), commenting on counseling intervention with
survivors of a sudden death ocperience. stressed that young people
need structured opportunities to talkabout the death as a means
to test and retest reality. Validation of feelings as a perceptual
check is particularly important to adolescents. Talking about the
death and related anxieties in a secure environment provides a
means to "work through" the experience and serves to prevent
destructive fantasy building when young people cannot test their
ideas In a secure environment against the real world.
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Stanford (1978) further suggested the need for direct inter-
vention in schools with survivors. Teachers wed help in under-
standing and handling young people's normal yet often inappro-
priate reactions to death. Glasser (1978) stated thatyoung people
often take cues as to how to react from the adults around them
more than from the event itself. A paramourii. need is for
counselors, educators, and other support personnel to address the
emotional needs of survivors and intervene to enhance coping
skills and ultimately to prevent future suicide% and related self-
destructive behavior.

School personnel need to understand and respond to adoles-
cent anxiety related to asking for help. Powell et al. (1985) found
that "The risk a student must take to talk to a significant adult is
to be considered a problem case." ln addition adolescents may
manifest resistance to seeking help related to feelings of loss of
control and fear of dependency. "being found out." having to "tell
everything," or submission to a powerful authority suchas a school
administrator.

School-ns-Coneenunity crisis
Intervention Strategies

The school-as-community crisis intervention strategies for
preventing adolescent suicide includes the following components:
(1) the school community link; (2) the evolution and training of the
district-wide crisis intervention team: partnerships with other
helping professionals: (3) staff development in-service education of
teachers, administrators, and other support personnel: (4)
developing a crisis communication contingency plan: demonstra-
Ung responsibility and responsiveness: (5) student awareness.
education, and morale: enhancing school climate: (6) structured
intervention procedures for individual school crisis team
members; and (7) identifying procedures for the day after a student
suicide: mobilizing the crisis team aftera suicide has occurred and
assisting at-risk adolescents.

SCHOOL COMMUNITY LINK

A comprehensive, district-wide suicide intervention and
preventLo program provides a commitment to policy and struc-
tured procedures for decreasing the personaland the institutional

Ch 13 Crisis Intervention 367



liabilities for self-destructive behavior& Such a program involves
the effective mobilization of current resources, and the collective
commitment of administrators. teachers, parents, students, .iind
other support personnel. The underlying premise is a belief in
human potential and the value of life. 40ecifically, program goals
should outline ( I ) proceduirs the individual school and respective
community can develop to initiate a prevention pragram, (2)
strategies to follow in developing a plan to deal with the suicide
crisis, (3) activities and steps to follow at the time of an actual
suicide crisis. (4) the education of all groups that interface with the
school community (P.T.A.. advisory boards, clubs, and community
service organizations), (5) the identification of skilled helping
professionals, and (6) educational media resources that the school
and special interests groups could utilize at either the prevention
or intervention stage of a school/community suicide prevention
intervention program. School/community objectives could include
to ( 1 ) develop parental participation in the development of school
programs and to y -ovide ongoing continuing education for
parents in areas of coracem (e.g.. teenage sties& depression, or
Mated self-defeating behaviors. etc.). (2) develop a sense ail united
commitment to assume responsibility for problems that affect the
entire community (e.g. alcohol/drug abuse. suicide prevention,
peer pressure, child abuse, and the effects of violence on children).
(3) encourage support and reestablish open communication
between pare -its and their children. and (4) provide community
education for parents and other concerned constituents.

Itzternal Articulation:
The Advisory Committee

Fundamentally, an assessment needs to be made of com-
munity resources and an identification of human resource
pzrsonnel in the community that could become barriers (because
of lack of training. education, or limited perspectives of the school
environment) to program facilitation and implementation. The
appointment of an advisory committee made ul of LILA school and
community resource personnel can provide a cchilective perspective
when making recommendations for the design of a prevention
effort as well as identify existing resources needed to effectively
implement a suicide intervention and prevention program. The
committee should include members of the whool staff with
different roles and rebponsibilities, representative4 from loml
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community agencies identted through the community resources
assessment helping professionals in prtvate practice, and con-
cerned parent& Furthermore, the organization of an advisory
committee fosters networks between institutions and community
agencies with a common vision to provide services and programs
for education. awareness, and growth. The committm could be
composed of

school principalfsh
central office adniinistmtive staff.
nedical professionalfa
social worker(s),
tithed psychologist(s),
school counseloris),
police officerts),
parent(s).
school nurseta
community mental health counselods).
local FTA/PTO board memberla
and local minister (a).

The primary role at the advisory committee would be to
recommend a series of awareness and prevention activities
designed to reach counselors, teachers, parents, students, and
adminktrators. The committee can also provide a network of
available community resources such as a twerity-four hour crisis
line, referral services, speakers bureau, and educational media
resources such as pamphlet and brochure& The committee could
identify various communry support groups such as survivors of
suicide, alateen, narcotics anonymous, and various local support
systems for adolescents and adults.

EVOLUTION AND TRAINING

Internal Training

School personnel vary widely in their formal training and their
clinical experiences with depressed andfor suicidal adolescent&
Consequently, not all school counselors or school psychologists
can provide counseling or therapy. However, caregivem in schools
need not be trained as thempists in c rrler to contribute in a highly
significant way to suicide prevention efforts or to assist an
adolescent through healthy crisis resolution.
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School-based Action Plan

A critical component of a suicide prevention plan is a school-
based action plan. A well planned prevention program may make
unnecessmy a suicide intervention with an adolescent. Yet, to have
an effective prevention program a systematic intervention action
plan is most important. The recommendation is for the local school
principal as instructional leader to appoint staff members to serve
on a School Crisis Intervention team (SCr1"). The team nwmbers
may include but are not limited to the following personnel:

The principal or designee who clarifies local school policy
and procedures pertinent to suicide prevention and inter-
vention plans (i.e. documentation, intervention referral
and follow-up procedures).

The school guidance director. designated counselor,
assistant principal1 or other school personnel who assumes
the responsibility for organizing activities involving staff,
students, and local community.

The Designated Crisis Intervention Team Leader who
organizes activities and resource personnel in the event
that the Crisis Intervention Action Plan (C1AP) must be
implemented.

An example of a School Crisis Team and Intervention Plan is
provided in Figure 13.1.

Team members also should understand that their duties are
long-term because they will have key responsibilities in both the
prevention stage and the intervention stage, should the latter ever
require implementation. Suggested activities of the team include
the following:

Determine local faculty, student1 and community needs
relr'd to suicide education and prevention activities
(school divisions and communities will vary ir., their
knowledge, expertise, and sophistication).
Arrange for and provide appropriate training for school
personnel within their particular schooL

(Continued on p. 372)
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School Crisis Team And
Intervention Plan

Each school has identified a school crists team which includes
members of the administration, gl.gclance.Pnd identified teachers.
When a student threatens t,3 commit suicide or a staff member
believes a student plans to attempt suicide, the following steps are
to be taken:

I. The staff member should immediately refer the student to the
appropriate counse/or or principaL

2. The counselor or principal should interview the student to
determine the accuracy of the suicide thrrat. If the threat seems
real, the counselor or principal will immediely call the parent or
guardian to discuss the situation and explain that intervention is
necessary.

3. Documentation of the suicide threat and intervention procedures
should be maintained by counselor or principal in the student's
category II record.

4. The counsleor or principal should provide the names of profes-
sional resources to the parents. If parents fail ts respond to the
suicide threat of their child or fall to contact a professional
resource for the student, the counselor or principal should
contact the coordinator of Chesapeake Public School's Psycho-
logical Services for professional support. Psychological Services in
conjunction with the counselor or principal of the school, will
evaluate the situation and determine whether court services
and/or child protective services should be contacted.

5. If the counselor or principal during the interview determines that
the rAudent is not in imminent danger or has not threatened
suicide, the counselor or principal will provide appropriate
monitoring or follow-up as necessary.

Figure 13.1. An example of a School Crisis Team and Intervention
Plan used in Chesapeake Public Schools,
Chesapeake, VA.
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Develop and provide a student awareness and education
prognfin

Coordinate and provide opportunities for parents and
other persons in the local community to learn about
suicide prevention.

Identify 'volunteer faculty members willing to receive more
specialized training in communication and group facili-
tation skills to work in groups with adolescents.

Facilitate the development of a resource list of school and
community resource personnel willing to provide in-
service traini_ig. to make P.TA presentations. to accept
referrals for intervention at the time of a suicide threat, and
to work with the school in the event of a suicide crisis.
Suggested resources include district pupil personnel
seivices and public and private mental health profes-
sionals.
Process for content and understanding The Crisis Inter-
vention Action Plan (CIAP) which will be implemented in
the event of a suicide crisis.

With appropriate training, most school counselors and school
psychologists can conduct and facilitate crisis Intervention
procedures. However, staff development and training could be
provided in the following areas for members of the crisis team:

1. A profile of the contemporary adolescent

definition of high risk population
life stages and adjustment difficulties
identifying characteristics of students at risk
recognition and differentiation of suicide states on a
continuum amide to chronically depressed
recognition of family dynamics and dysfunction
etiology of adolescent depression

2. Suicide and other self-destructive behaviors among adoles-
cents
adolescent coping strategies
attitudes and ethical responsibilities regarding suicide
utilization of the Suicide Assessment and Intervention
Form (SAIF) (See Figure 13.2 for an example.)

(Continued on p. 370
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CHESAPEABE PUBLIC SCHOOLS

Obis Assemment and Intervention Form
(Confidential Information) Referral Date Time

Student's Name BD_ Age Sex: M F

School Grade Teacher

Parent's Phone (H) (10

Address

Student Referred By Relationship

Reason for Referral

Stressors (current disposition)

O Loss of significant other by death,
divorce, separation (who. when)

Lassofimportantpeerrelationshipsbreak-
up of boyfriend/girlfriend relationship

O Apparent alter ation/rejection of
went's)

O Recent failure at schoolrelationship%
sports. academic standing, etc.

O Recent involvement with the law

O Does not belong to an identified peer
group

O Other strrssors

Emotional State.

O Guilt
O Anxiety
O Hopelessness
O Feelings of being bad
O Feels should be punished

Symptom& (How Long)

a Disturbance in sleep
O Disturbance In appetite
0 Weight loss/gain
O Isolation/withdrawal
O Lethargic
0 Accident prone
O Truancy/running away
O Aggression/agitation
O Impaired ability to concentrate
O Thinking/talking about wish to be

dead
O Socual pmblems (promiscuity, identity.

PregrancP
O Frequent clinic visitor
O Change in personal appearance
O Somatic complaints (headache% ete.)
O Drug/alcohol abuse
O Lacks interest
O Has given away prized possessions

Figure 13.2. Example of a Crisis Assessment and Intervention
Form
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Self-destructive Pbn

Is implement available? 0 Yes 0 No
Method: How lethal is the method? 0 High 0 Low

Place-

Time

Has the student made a public dedanition of his intent? 0 Yes 0 No

Prior thoughts of suicide? 0 Yes 0 No When did they first occur?

How frequently does the student think about suicide?

Prior threat? 0 Yes 0 No When?

Prior attempt? 0 Yes 0 No when? Method?

Hospitalized for depression or suicidal behavior? 0 Yes ONo When?

Received outpatient treatment? 0 Yes 0 No When?

Student is willing to sign a life line contract? 0 Yes 0 No

Figure 13.2. Continued.

3. The school Crisis Intervention Team

methods of crisis intervention
roles and responsibilities
mobilization of the crisis intervention team
intervention with the student at-risk
activating and completing the action plan
information about resources such as suicide crisis lines.
emergency services, local helping professionals

STAFF DEVELOPMENT

Administrataa

The success of any program within a school is seriously
dependent upon the involvement of the principal. Teachers and
other support personnel often take their cues for their own
responsibility from the leadership in the school. When principals
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take an active part and interest in prevention and intervention
activities, so do respective faculties.

Teaches, anti Other Supped Peasonnel

Fundamentally, long-term approaches such as psychological
education and concurrent prevention strategies can be taupt to
teachers. paraprofessionals, and other support personnel. Many
deliberate psychological skills training programs currently exist
for children and adolescents (Bash & Camp, 1980; Goldstein et al.,
1979). Other models to stimulate thinking and to help students to
recognize, identify, and express their feeling obout living provide
both education and systematic delivery (Joan. 1986; and Quest
National Center, 1982).

Short-term in-service education for people who work di ectly
with adolescents involves creating an awareness that (1) the
problem is serious and of epidemic proportion. (2)faculty and staff
do have skills to help. and (3) a referral and support system is
available to assist them. Essentially, the schoolprincipal is perhaps
the best judge of the type of in-service training needed, the
personnel to use, and the issues to be discussed. Suggested
strategies could include conducting two shortworkshops sessions
to discuss and disseminate information relating to adolescen
suicide.

Session L Provide general educational information about
adolerxent suicide vis-a-vie one of the many educational media
presmtations on the market, followed bya discussion of the signs,
symptoms, and profile of the at-risk student.

Session IL Provide a discussion oy trained helping profes-
sitar ds in the identification and referral process of a student who
app ars suicidal. Provide the instructional staff with specific
guidelines and procedures for referringstudent& Small in-service
sessionsby teacher planning well is more conducive to discussion
and interaction, rather than large facultymeetings at the end of tne
day.
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Is-semi= Information for Teachers

Public awareness and concern have grown as the number of
children lost to suicide has increased, and citizens in communities
thmughout the country haw looked to public agencies and
institutions for assistance. The risk thata student will commit or
attempt a suicide is greater today than ever before. School staff
members am in a unique position to recognize the possibility of
self-destructive behavior and to take action to save a life, parti-
cularly for students who cannot or will not turn for help to their
families and friends. To doso, however, teachers and other school
personnel must be able to recognize symptoms and know how to
react to a student in such a crisis situation.

Significant Indicatan of Crude In Students

Crisis can occur in all students regardless of age. "Aerials" isa
state of acute emotional distress that includes a temporary
inability to cope by means of one's usual resources of problem-
sohfing and coping strategtes. Any event can be a hazard for an
individual if he/she does not have adequate coping mechanisms
for the situation or if the person is vulnerable to the particular
event. The crisis Is usually brief In duration. 'The positive
resolution of a crisis depends on ca .sis intervention, that aspect of
crisis management carried out by human resource people in or
outside of school, such as the school's crisis team leader, nurse,
teacher, pencipal, counselor, minister, or mental health profes-
sional. Essentially, "crisis intervention" is s short-term helping
process. It focuses on resolution of the immediateproblem through
the use of the student's personal. social, and environmental
resources. Some significant factors and predictors of a student in
crisis may include one or more of the following indicators.

Jacobs (1971) has identified factors that contribute to an
adolescent attempting suicide:

longstanding history of problems, which are escalated in
adolescence:

failure in coping techniques, which 'Pr.& to a loss of hope;
and

progressive isolation from meaningful social relationships.
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Farber (1968) further outlined three predictors of adolescent
suicide:

a low state of hope.

a low sense of competence, and

a history of prior suicide attempts.

In assessing the degree of risk, one also must pay attention to
several other indicators:

the level oT depression.

the level of impulse control.

the degree of hopefulness.

the coping techniques the adolescent usually employs,

the history of past attempts, and

the significant others in the adolescent's life.

An adequate support system is critical to suicidal adolescents.
There is r fundamental need to know that someone cares.

Jacobs (1980) further IdentMes the following verbal or
behavioral messages which may be considered at risk for suicide:

prevailing sadness, lack of energy, difficulty in concen-
trating. loss of interest or pleasure in regular activities, or
atypical acting-out behaviors, anger, belligerence to author-
ity figures, alcohol/drug abuse, sexual promiscuity. and
m7:fling away from home;

academic failure in school, often accompanied by the
adolescent's feelings of disinterest or helplessness;

social isolation-lack of close friends or confidants-even
though the adolescent may have superficial contact with a
group of peers;
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disharmony or disruption in the family, divorce, sepa-
ration, alcoholism, and physical or sexual abuse:

recent loss of or suicide attempt by a loved one or family
member and/or break-up with boyfriend or girlfriend;

atypical eating/sleeping patterns;

verbal remarks about sense of failure, worthlessness,
isolation, absence, or death and written stories, essays or
projects displaying the same themes:

collecting pills, razor blades, knhes, ropes or firearms:

giving away personal possessions and writing a Weide
noW previous suicide attempt (p.108)

Teseints Responsibility

If a student threatens suicide or manifests other self-
destructive behaviors your reaction and responsiveness could
make a difference in a positive crisis resolution. Crisis intervention
techniques involves establishing a supportive relationship with
the student. Intervention can be technically easy. but emotionally
difficult

'ghat To Do. If a student makesa suicidal statement

show concern and avoid being consumed by the students
emotional distortions of what is occurring;

listen with genuine interest;

ask questions in a calm, straight forward manner

accept and encourage appropriate expression ofaffect such
as grief or anger:

help clarify the issues;

do not leave the student; and

refer the student to a member of the school crisis team.
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Note:A school employee is not held liable for a breach ofconfidence
when action is taken on behalfof a student whose behavior may be
harmful to himself/has& or others. Veryoften, teachers are "first
finders" of students in distress.

What To Ask

Ask questions to ascertain the seriousness of the student

ask what feelings have prompted the desire to commit
suicide.

ask questions about the student's home situation and
relationships with friends,

ask if the student has talked with anyone else about
suicide. and

ask if consideration has been given to the means of suicide
and the steps taken to secure those means.

What Not To Do. !fa student tells you that he/she is thinking
about suicide:

do not refuse to talk about it;

do not lecture-.

do not offer platitudes or simple answers:

do not analyze the person's motives, try to impose your own
value system regarding suicide and death;

do not argue or try to reason:

do not try to challenge the student or use scare tactics;

do not be swam to secrecy: and

do not involve yourself in therapy; leave that to a profes-
sionally trained person.
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DEVELOPING THE CRISIS
COMMLNICATION CONIINGENCY PLAN

Ccmmunity swan-fleas programs are the areas over which the
school has the least control, especially at the secondary level where
parents become less involved in their child's activities. The school
personnel, however, must try to communtcate and educate their
constituents about issues such as teen stress suicide, substance
abuse, and other self-destructive bthaviors. This approach is
important for two fundamental reasons: ( 1 ) parents made aware of
the problem in a non-threatening environment may be more
responsive to school personnel should their child ever be involved
in a suicidal crisiw and (2) community support may be more easily.
obtained in the event of a crisis if the community perceives the
school as having done all it could to prevent a crisis situation.

Demonstrating Responsibility
and Responsiveness

When confronted with a crisis situation, one person, preferably
the principal, must assume responsibility for developing a Crisis
Communication Contingency Plan (3CP). A 3CP provides a system-
atic procedure to disseminate infonnation more efficiently, and to
foster school/community stability. A 3CP also anticipates events
that could occur with specific procedures to manage rumor and
misinformation, as well as foster stability and congruency of
information. Mindamentally effective public relations in the school
should encompass much more than merely reacting to reporters
and media personnel. The following investment procedures could
be implemented systematically to provide objective, accurate, and
timely information:

write a comprehensive crisis communication contingency
plan (3CP) that details who to contract, designates human
resources, and utilizes a communication tree (who calls
whom) to facilitate the flow of information:

r.,-Ainely distribute copies of the 3CP tO all school person-
ael annually during back-to-school orientation activities:

develop a fact sheet about school programs, resources, and
services for students and their families as a handout at
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regularly stheduled meetings for gimps andorganizations
that interface with the school (P.T.A. boards, advisory
committees, feeder schools, etc.), and in the event of an
emergency;

designate a central office area (clinic, attendance office,
etc.) to coordinate information gathering and dissemi-
nation; and

take initiative with the media.

A statement should be made as soon as the crisis occurs to
show that school officials are perceptive and responsible to
community and school needs. Remind faculty and staff that only
designated spokespeople are authorized to talk with news media
Perhaps, one of the most subtle defensesagainst the occurrence of
future suicides is for a school official to be firmand assertive with
information given to the media. The excitement. the lurid, and the
romantic depiction of a student's suicideseems to attract troubled
adolescents, and promote the actas a viable alternative. Displaying
a student's death on the front page of the local newspaper
(complete with picture and quotes from grieving classmates) gives
the victim a fame in death that he/she may not have achieved in
life. Perceived as a hero or martyr. many adolescents may
personalize the act and see themselves in place of the victim.

Leeann Lane-Malbon. (personal communication, July 11,
1987) director of the Survivor of Suicide program at Tidewater
Psychiatric Institute in Virginia Beach, Virginia suggests that
reporters take extra effort to show that alternatives to suicide do
exist. Lane-Malbon maintained, "it's inappropriate to glamorize
the person who died." "It's important that we teach people about
suicide and how to prevent it" "Newspaperstories which are done
sensitively help with the education process." A number of things
should be avoided:

Don't put suicide stories on the front page of the news-
paper. Placing the story on the inside page, or near the
bottom may reduce the "copycat" phenomena.

Don't use the word suicide in the headline.
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Don't use photographs or intimate descriptions of the
victims life This promotes over-identification with the
victim.

Don't fail to mention alternatives to suicide. If suicide is the
only alternative mentioned, it serves to advertise the
method.

When communicating information to faculty. staff, stu-
dents, or parents, maintain a "unified position and a
uniform message"

Keep messages concise, clear, consistent. and tailored to each
targeted group with accuracy and sensitivity. Hannaford (1987)
maintained that one important procedure is to devcdop a "SOCO"
a "single overriding communication objective" when dealing with
the media. The role of the designated contact person and a SOCO is
to focus upon a communication objective, bringing the topic back
to the objective and reinforcing it with accurate information as
much as possible. Essentially, the more a topic is framed and the
objective discussed, the more it is likely to appear as part of a
reporter's focus in the story.

In addition, the principal or designee may wish to appoint a
community steering cummittee composed of clerV, health profes-
sionals, community leaders, or P.TA representatives. This group
can assist in arranging programs on the subject of preventing
self-destructive behaviors at churches, synagogue clubs1 and
ongamizations. Community support systems also an assist in
providing the same uniform message, and reinforce information
about programs and services the school can providP for families
and their children.

To foster additional continuity, the parent-teacher associ-
ations (and other community groups that agree to sponsor
programs on adolescent stress and related self-destructive
concerns for parents) also could be encouraged to hold their
program about the same time that in-school educational
programs for teachers and students are scheduled so that families
who wish to discuss the topic further would be equally informed.
School personnel can be supportive and resourceful to groups
organizing parent programs, especially in the selection of appro-
priate speakers.
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Reciprocal attendance of teachers and school administrators
at the programs sponsored by parents also can help reinforce the
importance of the subject and provide continuity and an oppor-
tunity for parents to ask questions about the in-school programs
for teachers and students. In some instances, members of the
advisory or steering committee can serve as speakers at com-
munity programs. This can serve as an evaluation of the effec-
tiveness of a program and for planning in the future.

Other questions to consider for evaluation purposes are the
following:

How effective are educational and awareness programs
giving information, raising consciousness or changing
attitudes?

Are the goals of the community education approaches
realistic and related to consumer needs?

Is the material up to date and related to specific popula-
tions?

einiDENT AWARENESS,
EDUCATION, AND MORALE

Students need to be made aware of the facts about suicide in
an honest, objective, non-emotional setting. They need to be
informed of

factors related to suicide such as drug and alcohol abuse,
family problems, and relationships with girlfriends and
boyfriends:

ways they can help their peers who may be experiencing
problems of stress or adjustment

how to deal with daily frustrations and stress; and

where and to whom to go for help for themselves and
their friends.
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Educational information may be appropriately incorporated
into units of study in existing health and social science cunicula.
or the school may want to develop programs in which school
counseling personnel visit scheduled "core subject" classes
throughout the year to teach units of study that pertain to
managing stress, life crises, and how to help a friend. Whatever
approach is used, all students should be systematically exposed to
accurate information, and be provided with an opportunity to
share an open dialog in a secure environment with a significant
adult.

Information for Students

A suicidal peer may feel that they can no longer cope with
problems and that suicide may be the only way out Most people
think about suicide at some point in their lives. Most people find
that these thoughts are temporary and that things do get better.
Suicide is a needless and permanent solution to short-term
problems.

Major Life Crises for Students. The foll..ming is a list of major
life crises for students which often trigger a suicide or suicide
attempt. Helping students to know these and where to obtain
assistance may prevent the suicide or the attempt:

death of a family member.

the divorce or separation of parents,

the adolescent's own pregnancy/or father of a child of an
unwed mother.

a change in residence.

romantic breakup.

loss of social or financial status of the family,

severe disappointment.

severe physical illness, and

precipitating psychological illness such as depreSSion.
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Help students to recognize that when the feel like ending their
lives, or know someone who wishes to end his/her life, they need to
remember that help is available; problem can be solved; suicide
can be prevented. To aid students in identifying significant
indicators of crisis situations "Help Cards" or "Crisis Cards" could
oe distributed. Illustration of information to include is shown in
Figure 13.3.

What To Do. When you suspect that a friend or family member
may he suicidal, you may become nervoup and anxious. This is a
normal feeling. A helpful procedure is to remember the following

Believe and trust your intuition that the person may be
self-destructive or want to hurt himself/herself.

Communicate your concern for the well-being of the
person. If a friend says "I'm so bummed out I could kill
myself"...say. "I don't want you to" thus affirming that you
care for him/her and that your relationship is important.
Be an active listener and show your support

Be direct Talk openly and freely and ask direct questions
about the person's intentions. 'Try to determine if the
person has a plan for suicide, i.e., the how, the when, and
the where.

Get professional help. Encourage the friend to seek help
from a school counselor, teacher, minister, or someone who
can help solve the problem. If the person resists, you may
need to get the necessary help for him/her.

What Not To Do. Help the student learn what not to do as well
as what to do. They, as well as you. need to remember the following
things.

Do not allow yourself to be sworn to secrecy by the suicidal
friend. You may lose a friendship for the moment, but you
can save a life forever.

Do not leave the person alone if you believe the risk of
suicide is immediate
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SOME SIGNIFICANT INDICATORS CHIPCRISIS IN STUDENTS

Crisiscan occur in all students regardless of age. Most frequently the student in
crisis may attempt or commit suicide. Some significant Indicators of a student in
crisis may include one or more of the following.

flipMcen Mikan*
Suicide threat
Verbal hints indicatingsdf-destructive behav-

tor or that life would be better if student
did loot exist

Preoccupation with thoughts of suicide
death

Previous said& attempt
Family member or dose friend has attempted

or completed mid&
Making final anangements. giving away

possessions
Sudden unexplained cheerfulness after pro-

longed dePresslun
Keeping guns. knives or lethal medicines in

student's possession.
Breakup with boyfriend or girlfriend and

withdrawal from other friendships

Soon Indicators
Ruling or drop in grades
Difficulty concentrating an school work
Loss of interest in extra curricular activities
Social isolation
New to school
Frequent referrals to office because of behav

kyr. tardiness. truancy
Academic learning difficulties

Physical Indicators
Changes in eating or sleeping patterns
Weight gain or loss
Negject of personal appeararror
Lethal)* listlessness
nevem physical complaints
Pregnancy
Prolonged or terminal illnera
Drug or alcohol abuse

randy Winston
Loss of family member (or anniversary °floss)

through death. smaration. or dMirce
Rejection by family members
Finandal change. job loss
Recent household move
Family discord
Change in immediate family or housenold

membership
Alcoholism or drug use in the family
Student is a victim of physiad. sexual. and/or

anotional shim
Running away from home
Family history of emotional diretutance

Soda and golatianal Indianan
Noted personality clunge
Depression. feelings of sadness
Withdrawal. does not Interact with others
Agitation aggression. rebellion
Sexual problems (promiscuity, identity, preg-

narwy)
Pedings of despair. hopelessness, helpless-

ness
Feelings of being bad or the need to be

punished
Unexplained accidents. reddess behavior
Recent legal involvement

tuguteaust Timm at Danger
Rh= of Passage
Graduation
Completion of parental divorce
Anniversaries of unhappy events (parental

deaths, severe losses)
Holidays, particularly family holidays
Vacation times. especially if child is isolated
Change of season
Custody disagreements

Norm Help canis or crisis cards are a highly visible information that serves to
provide a measure of security for young people and adults. School divisions might
consider investing in printing and circulating help cards as a prevention
alternative.

Figure 13.3. Help Card or Crisis Card.
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Do not act shocked at what the person tells you.

Do not counsel the person yourself, find a responsible
adult.

Do not debate whether suicide is right or wrong. This may
make the person feel more guilty and depressed.

School Resources To Seek. Students need to know who
within the school is willing and able to be of assistance at a time of
crisis or approaching crisis, Identify those persons. the list may
include

counselors.

teachers,

school psychologist or social worker,

nurse,

principal.

student activities director.

club sponsor. and

coach.

Improving School Climate
and Student Morale

In addition to student education and awareness programs,
perhaps there is a need for school personnel to identify and
implement programs and activities within the school-as-
community that foster a positive school climate: promoting the
self-worth of the adolescent. The need for such a program is
emphasized by such proponents as Sprinthall (1984) and
Dinkmeyer (1971): "The lack of a required sequentially develop-
mental program in self-understanding and human behavior
testifies to an educational paradox: we have taught children
almost everything in school except to understand and accept
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themrelves and to function more effectively in human relation-
ships" (p.62).

Rogers (1980) further asserted, "lf we am truly aware, we can
hear the silent screams of denied feelings echoing off every
classroom wall" (p.251). He added. "'deplore the manner in which,
from early years, the child's education splits him or her: the mind
can come to school, and the body is permitted peripherally to tag
along, but the feelings and emotions can live freely and expressively
only outside the school" (p.263). Powell et al. (1985) in their
observations of the high school-as-community further revealed
that "the price of a conversation with a caring adult was that a
student would have to risk being considered a problem case" (p,46).
Consequently, the perrenial dominance ofcognitive endeavors over
affective domains serves to obscure the adolescents search for
meaning and relatedness to larger society.

Collective efforts invested around structured activities to
discuss adjustment anxieties in a secure enviumment could
enhance the self-worth of the stru4gHng at-risk adolescent On-
going programs in the schools are crucial to provide opportunir-s
for all adolescents to express feelings and to know that signifiaiat
adults care about their well-being, emotionally as well as intellec-
tually. The following activities (not all inclusive) are offered with the
understanding that variations will be needed to ( 1 ) meet the
various maturity and developmental life adjustment needs of
student populations, and (2) meet the various responsive needs
and commitment goals of schools and their respecUve communities.
These activities however could be a viable catalyst to open commun-
ication and the validation of perceptions and feelings of both
adults and adolescents.

Set up a monthly program in which teachers recommend
6tudents who do not usually receive recognition to eat
lunch with the principal, assistant principal, coach, or
other significant adult in the adolescent's life.

Have a "student of the week" or "student of the month"
program in which each instructional discipline selects a
student to be recognized. Achievement need not be the only
criteria for selection; the dependable average student, the
student who exhibits goad citizenship also could be
recognized.
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Set up a routine system in whie: each teacher telephones
the homes of four or five students a week to relate some
positive aspect of the student's role in class.

Dew lcp a "student adoption program" where each member
of the instructional staff adopt an at-risk student (with
behavioral adjustment problems1 attendance protdems, or
family problems, etc.) to meet with them on a daily basis to
discuss problems, progress or barriers to success and
develop short-term strategies to enhance success rather
than failure.

In school newsletters or newspapers, recognize as many
students as possible for contributions to the school. Try to
find students who are seldom identified and find a signi-
ficant contribution. Identify and recognize other areas In
which students excel such as vocational/technical areas:
student volunteers in local activities such as a hospital
atudliary, fire department and student employees of the
month, through school work programs.

Promote clubs and service organizations that are altruistic
and other-centered. Students often rediscover their self
importance by learning that they are valued by others. To
do so gives students an opportunity to feel they have
meaning and can effect ^,hange, or enhance the quality of
life. Organizations or participation in such activities as
Students Against Drunk Drivers (SADD), Rock Against
Drugs (RAD), the Special Olympics, Sub Teens Recreational
Activities to Educate (STATE), and Responsible Educated
Adolescents Can Help America (REACH America) are
selected example&

Implement an on-going student support group as part of
the student services of the school counseling program.
Provide the opportunity to share updates in a secure
environment and to achieve validation from a significant
adult in a helping capacity provides significant support for,
adolescents. Topics could include

dealing with life-transitions and change,
academic pressure,
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parental mparation and divorce,
competition and the meaning of excellence,
death, loss, or separation: Necessarylosses to personal

growth, and
maintaining interpersonal relationships.

Develop a student stress program which can be preventive
and circumvent the direct discussion of suicide with
students locusing on many of the factors found to preci-
pitate self-destructive behaviors. Classes on suicide are
often not as successful as student classes and programs
about stress, followed by small group discussion and other
group activities. Emphasis could be placed on the social,
emotional, and curative factors that adolescents possess as
a goup to manage personal. social, or academic disappoint-
ments or frustrations.

Train volunteer teachers to serve as positive role models
and to lead group discussions on subjects of time-manage-
ment, stress, and academic problem-solving strategies.
Mental health professionals can sem as resource people to
the schools to present 4 to 6 week units in targeted classes.

Institute a peer counseling program. Development of a peer
counseling program is based on the premise that adoles-
cents invariably turn to their peers for needed support and
understanding, as well as a validation of their perceptions
and feelings. In addition students as products of a
struc..ured training program have been found to be less
dogmatic, more open to new ideas, and felt more adequate
as a person upon completion of the training experience
(Thompson. 1986). By learning new skills such as listening
paraphrasing. and expressing empathy, the peer helper
develops a stronger sense of self as well as a belief in the
efficacy of the process of helping. The primary focus is on
prevention and the enhancement of personal worth among
self and peers.

Fundamentally, adolescents are trained to help others as
effective leaders, group listeners, and positive role models. A peer
counseling program also extends the school counselor's reach to
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the school population as skillful listeners and special friends. Peer
roles and responsibilities may include:

academic high school planning options and information,

career information and dissemination.

discussion of social and emotional concerns in groups,

new student to school orientation responsibilities.

feeder school orientation of incoming students.

information about community resounms and hotlines,

information and distribution of school guidance and
counseling materials.

information and resources regarding referral processes for
individual student concerns, and

articulation agents for programs and services of the school
counseling department.

Structure training experiences for student volunteers. The
following goals could be included:
developing increased awareness of self and others,

developing facilitative communication skills.

developing problem-solving and decision-making skills.

self-knowledge and exploratf on including clearly defining
one's own value system.

developing small group counseling skills and facilitative
techniques.

recognizing and referring at-risk students to responsible
adults.

Design a curriculum for school counselors to team teach
with selected curricula such as health education in order to
present pertinent information to students during the
study of a mental health unit. A team approach can provide
a secure environment in which to discuss controversial
issues; this approach also increases the visibility and
accessibility of counselors on the secondary level. Objec-
tives and structured lessons could be developed to
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allow students to discover and express their own attitudes
and beliefs about suicide,

present the facts of suicidal behavior and to dispel the myth
around the subject,

provide students with information that will help them
better understand depression and suicide ideation,

teach strategies for dealing with stressors and/or disap-
pointments,

teach students to use the resources within their school and
community,

make students aware of their roles as potential "first
finders" of suicidal peers,

provide students with appropriate courses of action to take
if they encounter potentially suicidal peers, and

formally integrate suicide prevention into the secondary
:u rriculum.

A student curriculum which focuses on suicide prevention is
an important component of a school-based intervention effort.
However. it is also one of the most controversial. Competing
philosophies seem to exist: one consists of the inoculation model
which says that a few are killed but more are helped: ar d the other
is the "loss of stigma" that results from extensive coverage of a
student suicide. The controversy is based on the apprehension
that teaching such a unit will stimulate thougpts of suicide among
classmates. A recurring anxious question among educators.
researchers and mental health professional is "does a frank
discussion of suicide in the schools actually prompt more young
people to kill themselves?' Grant (1987) who has led numerous
teen suicide prevention and therapy techniques workshops
believed "that suicide prevention program definitely do not trigger
more suicides, but actually help young people to open up about
their fePiings of depression, loneliness, and isolation and find
support from their teacher, peers and family" (p. 3)
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Ideally. the development and implementation of a compre-
her :sive services curriculum could be designed for the "mastery of
daily problem-solving skills such as self-competency, enhancement
of interpersonal relationships, communications, values, and the
awareness of roles, attitudes and motivation" (Worrell & Stilwell.
1981). Personal development could become an integral part of the
secondary school curriculum and evolve as a required carnegie
unit which is integrated into the student's program of studies
much like computer literacy, driver's education. or fine arts. Powell
et aL (1985) fended credence to this potential maintaining that
along with the horizontal, vertical, and extracurricular, the "service
curriculum" Is the fastest-growing component with the compre-
hensive high school. Programs within the services curriculum
directly address social or psychological problems such as grief,
child abuse, depression, and alienation or emotional and social
problems deemed educationally valid. Some schools provide special
programs depending on their populations such as daycare for
children of students; rehabilitation for delinquent teens; services
for special needs or handicapped students, and remedial services
such as tutorials, laboratories, and resource rooms for students in
academic trouble (Powell et aL 1985. p. 33).

STRUCTURED INTERVENTION PROCEDURES

Each school in a district should organize it's own school crisis
intervention team which could include members of the local
administration, school counselor(s) identified teacher(s), and
other significant adults. All local teams will be collectively assem-
bled routinely for training in suicide intervention and crisis
management skills. The school crisis team's primary responsibility
would be to mobilize local resources and to follow specific
procedures in the event a student manifests suicidal ideation or
reveals a plan. These procedures are strengthened by adminis-
trative directives or local school board policy. For example, when a
student verbalizes suicide ideation, the following steps may be
outlined by administrative policy:
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The staff member or student should immediately refer the
student to the appropriate counselor or administrator.

The counselor or administrator should interview the
student to determine the accuracy of the suicide threat. If
the threat is confirmed, the counselor or administrator
immediately should involve the parent or guardian to
discuss the situation and explain that intervention is an
alternative.

Documentation of the suicide threat and intervention
procedures should be maintained by the counselor or
aiministrator in the student's confidential file.

The counselor or administrator should provide the names
of professional resources to the parent or guardian. If the
parents fail to respond to the suicide potential of theirchild
or fails to contact a professional resource for the student,
the counselor or administrator should contact the coor-
dinator of pupil personnel or psychological ser:ices of the
school district for professional evisement and support.
Psychological services in cooperation with the counselor or
administrator of the school will evaluate the situation and
determine whether court or child protective services
should be contacted.

if during the interview the student, the counselor, or the
principal determine that the student is not in imminent
danger or at high risk for a potential suicide appropriate
monitoring, follow-up, and documentation should be
provided.

Interviewing a Student in Crisis

Assisting, interviewing, and counseling a suicidal youth
ultimately involves utilizing the principles of crisis intervention.
Nondirective approaches to therapy should be avoided during the
initial stages of intervention. Essentially, nondirective approaches
lack the control that school personnel (counselors, school psychol-
ogist, etc.) will need to guide the young person through the crisis. A
high degree of perceptiveness on the part of the interviewer is
necessary to sense the state of the student's crisis and to intenrene
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adequately. The interviewer's approach should focus on resolution
of the immediate problem with the mobilization of personal,
educational, social, and environmental resources. The primary
outcome is to explore more concrete and positive alternatives to
help the student re-establish a sense of control over his/her life.

The positive resolution of a crisis depends on crisis inter-
vention, that aspect of crisis management carried out by resource
people in or outside of school such as the school's crisis team
leader, nurse, teadier, principal, counselor, minister, or mental
health professional. Essentially, crisis intervention is a short-term
helping process. It focuses on resolution of the immediate problem
through the use of the student's personal, social, and environ-
mental (school and home) resources. Unfortunately, many stu-
dents choose suicide as a resolution to their own personal distress
as a means to gain control or to communicate to others.

When a student contacts a significant adult, the following
seven step procedure (Sue, Sue, & Sue. 1981) can be useful:

maintain contact, rapport, and establish a therapeutic
relationship with the student;

obtain necessary information and documentation (see
Crisis Assessment and Intervention Form Figure 13.2);

evaluate suicidal potential:

clarify the nature of the stress and focal problem;

assess the student's present strengths and resources;

recommend and initiate an action plan (see Figure 13.1):
and

notify the parent or guardian as well as identify referral
resources.

Amesaing the ttxulent'a Suicide
Plan and Riat. Potential

Knowledge which is not shared is information that could serve
to decrease the risk of self-destructive behavior. The assessment of
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the suicidal plan is the process of determining the likelihood of a
suicide (Hoft 1E034). Assessing the suicidal plan and method
should be viewed from the perspective of intrinsic lethality
(potential physiokgical damage gun versus pills, cutting versus
gas, etc.). mailability of lethal resources. timing, and planning of
details (see Figure 13.4). Inherently, educators, parents. peers, and
helping professionals frequently ask how does one gauge the
seriousness of a suicide attempt? For example, is a person who
takes a fatal overdose in close proximity to others more lethal to self
than a person who takes less of the drug, but in an isolated setting?
Fundamentally, the intent of the individual often needs to be
inferred from his/her actions which may be ambiguous at best.
Hoff and Resing (1982) maintained that distinguishing between
immediate and long-range risk for potential suicide is not only a
critical life-saving measure; it is also important for preventing or
interrupting a vicious cycle of repeated self-injury. If immediate
risk is high and it is not uncovered in assessment, a suicide
attempt can result. Conversely. if immediate risk is low (e.g., cutting
a wrist, swallowing a parent's tranquilizers) and the response is
high (i.e., the same as though life were at stake) coupled with
indifference among caregivers to the meaning or motivation of the
physical, self-destructive act, the self-destructive behavior is
unintentionally reinforced to the dismay of the helper. Funda-
mentally, what is communicated to the person in effect is
demonstrated by the helpers inferred behavior "Do something
more severe (medically) and they will pay attention to me." lithe cry
for help is repeated and the response message the same, a
completed suicide may have obtained greater potential. Several
direct questions should be asked sensitively, in a secure environ-
ment regarding ideation, lethality of methods, availability of
destructive means, and specificity of the suicidal plan. An example
of a School Counselor Action Plan is provided in Figure 13.5.

Sideldal Ideation. Ask directly. "Are you thinking about
hurting yourself?" "Are you in so much pain that endingyour life
seems to be the only thing left for you to do to change how you feel?"

Short Term Treatment Plan. Counseling intervention strate-
gies should focus on an active approach that produces immediate
relief for the student. For example, attempt to calm the adolescent
by mutually developing a short-term treatment plan with the
student. Such a plan serves to reduce the feelings of hopelessness
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ligazdfoststlons Inland Wallah*

Academic Progress 1 Lowmaintains attendance and
Attendance academic progress concurrent

with past performance
2 Moderateoccassionally fails a

dam some concern for school
3 Highchronic absenteeism: drop

in school performance; hostile
toward school and administra-
tion

Anxiety 1 Low
2 Moderate
3 Stare

Depression 1 Low
2 Moderate
2 Severe

Physical Isolation 1 Lowvague feeling of depression:
no withdrawal

2 Moderatefeelinp of helplessness.
hopelessness and withdrawal

3 Highhopeless. helpless. with-
drawn arid self-deprecating

Mailable 1 Loweither Intact arable to restore
Resourtes them easily

2 Moderatesome turmoil regarding
trust: strained relationships
attainable

3 Highvery limited or nonexistent
student sees himself without
resources

Communication I Lot; able to communicate directly
ant: -..tondest"uctively

2 Moderateambiguous: may use
self-injury to communicate and
gain attention.

3 Highfeels cut off from resources
and unable to communicate
effectively

Routine 1 Lowfailiy good In most activities
Interaction 2 Moderatemoderatelygood in selec-

ted activities
3 Highnot good in most activities

Figure 13.4. Behavioral manifestations or overt symptoms to help
predict a potential suicide.
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Individual
Manifestations Intensity of Nat Rating

Coping Strategies 1 Lowgenerally constniethe
2 Moderatesome strategies are self-

defeating
3 Highpredominately destructive

Significant Others 1 Lowseveral are available
2 Moderatefew or only one available

3 Highonly one or none available

Previous 1 Lownone, or of low lethality
Suicide 2 Moderatenone, to one or more of
Attempts moderate lethality

3 Highnone to multiple attempts of
high lethality

Recent Loss

Dnig abuse

Suicidal Plan

1 Lownone or 1 more than one year
ago

2 Moderateone less than 12 months
ag0

3 Highrecent loss of significant
other

1 Lowinfrequent to mess
2 Moderatefrequently to excess
3 H10continual alnise

1 Lowvague, fleeting ideation but
no plan

2 Moderatefrequent thoughts.
occasional plan

3 Highfrequent or constant
thoughts with a deliberate plan

Figure 13.4. Continued.

398 Preventing Adolescent Suicide

r
'1 )



SCBOOL COUNSEWR AcrzoN PWf

Support Resources Support Resources
(identified by student) (identified by counselor)

Lethality of Method High Medium Low
Availabity of Means High

_____
Medium

_____
Low

Specificity of Plan High Medium Low
Suicidal Risk High Medium Low

ACTION TO BE TAKEN

Date:

Ciisis Team Member:

Contact Parents
Notify Principal
Notify Community Men-

tal Health
Consult with local school/

community mental
health liaison

Notify Social Service
Notify police or youth

service officer
Is it safe to let student gc

home?
Is the student in need of

24 hour supervision?
is student pnwided with

contact person and
phone number?

Is student scheduled for
contact with schoolcoim-
selor for the following

Other taPeetfY)

PERSON DATE
TES NO N/A RESPONSIBLZ COMPLETED

==11=00

.111111Mill! IMM=111MI1

mmEalimilm!

aNIMINIIIImown m11001101Pf
101111.1111M

4441/ IN.M111.0110.101, Enmeet.........assrascrw.emowes.

11111.0=Mh

Figure 13.5. An example of School Counselor Action Plan.
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and lack of control over circumstances that the student may be
experiencing.

Lethality ef Method. "Ask specifically, what have you been
thinking of doing7"The counselor should also determine the
student's knowledge about the lethality of the athosen method. For
example, ask "Do you have any pills; do you know how many would
be an overdose?"

High Lethal Methods

firearm
hanging
carbon mcnoxide poisoning
intravenous injection
barbiturate or antidepressant overdose
car accident

Lower Lethal Methods

cutting wrist
nonprescription drug overdose (with the exception

of aspirin and tylenol)
tranquilizers (such as valium & dalmane)

Availability of Self-destructive Mesas. Direct intervention
with the abrupt removal of very lethal methods such as firearms or
prescription drugs can often save a life until the crisis is over.
Specifically, direct significant others such as friends or family to
remove lethal methods from the home. If trust, empathy, and
rapport have been established between the counselor and the
student at-risk, then consider engaging the at-risk student actively
in the process of disposing of the lethal weapons or substance&

Specificity of Plan. Ask the student directly, "Do you have a
detailed plan worked out for ending your lifer Asses whether or
not a specific time, place, and circumstance has been developed
and whether or not significant adults are available who could
assist in intervention. If availability, plan1 and lethal method are in
place, the student is an immediate high risk for a potential suicide.
Immediate intervention and possible hospitalization becomes the
most logical course of action (Waltzer, 1980). School personnel

400 Preventing Adolescent Suicide



(counselor% school psychologist nurse, etc.) must be knowledge-
able about reliable, expedient referral sources and have available a
network of various helping professionals in the mental health
community. The course of action the counselor takes includes
conferring with one's immediate supervisor, contacting the
parent(s) or guardian. and facilitating proceedings toward hospital-
ization of the adolescent. Finally, the student should not be allowed
to leave the school without the close supervision of a responsible
adult (see Figure 13.4 and 13.5. School Counselor Action Plan ).

Contact. IE however, a student who manifests suicidal
ideation is already under psychiatric care and is not going to
consent to being hospitalized, the school personnel (counselor,
school psychdogist) could help the student make it through to the
next appointment by the means of a written contract An example
of a suicide prevention contract according to Getz et al. (1983. p.
269) is as follows:

(1) 1. agree not to kill myself,
or cause any harm to myself during the period from
to the time of my next appointment with

(2) I agree to get enough sleep and to ed. well.

(3) I agree to get rid of things I could use to kill myself.

(4) I agree that if I have a bad time and feel that I might
hurt myself', 1 will call
my counselor, immediately at or the
Crisis Center at *

(5) I agree that these conditions are part of my
counseling contract
with
signed
witnessed
date

Such a suicide contract can be modified according to the
individual needs of the person. The contract is one means of
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involving the individual and produces a port deterrent for the
person to not attempt suicide prior to contracting or talking with
someone. The contract is a tool which should be used in conjunc-
tion with protective measures and never in isolation. Conferring
with the student's therapist and relaying pertinent information
also would be a preventive measure in the pursuit of professional
support and consultation.

PROCEDURES FOR THE DAY
AFTER A STUDENT SUICIDE

In order to prepare adequately for a crisis situation, the School
Crisis Intervention Team (SCIT) should have made the necessary
anticipated logistical arrangements before a crisis occurs. These
arrangements include, but are not limited to the following eight
subheadings that follow.

Identification of Penonnel Needs

Identify members of the faculty who are willing to talk to
students in small groups. These groups are intended for students
who are not experiencing intense problems, but who do need tO
obtain congruent information and unckrstanding about the death
of a classmate from a signiftcant. responsive, and caring adult.
Teachers should provide general information and answer ques-
tions and facilitate concerns. They also could assist in identifying
students who are experiencing more intense adjustsment prob-
lems or student who have fewer support resources. Other school
personnel resources could include the administrative staff, school
nurse, school psychologist, and community counseling personnel.

O Identify personnel who can provide more indepth, one-to-
one counseling
Designate a contact person to facilitate communi-
cation with central office personnel.
Activate the Crisis Communication Contingency Plan
(3CP) and the contact person who is designated to work
with the media
Designate a person to serve as case manager or team leader
(depending on professional orientation) of the SCIT to
schedule departmental meetings or individual and group
meetings for students.
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* Designate a person to work with and organize community
resources and clubs or organizations.

Fundamentally, the number ofpersons needed to accomplish
the first two items will dependon the size of the student population
and the number of students in crisis. Facilitating the last four
items do not necessarily have to be filkd bydifferent individuals.

In-school Building and
Educational Resource Needs

Specific resources within the school must be made available.

Designate specific rooms to hold small group sessions or
consultation with staff, students, and parents.

Designate specific rooms that can be available for com-
munity consultation and information.

Free a telephone line in order to contact parents, central
office personnel, or community mental health mources.

Identifyappropriate literature. films,and other educational
materials for students, parents, faculty, and community
group&

Provide guidelines. structure, and resources for teachers to
use in small educational groups.

Prepare Teachers

Teachers need to have preparationahead of time so as to have
structured prb...vdures to deal with students on the first day after a
student suicide crisis. The procedure may be as follows:

Conduct a faculty meeting before school on the first day
after a suicide.

Discuss the situation and explain specific procedures for
the day.

Introduce school and other personnel who will be
involved in counseling students.
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Explain the role and function of the School Crisis
Intervention Team and provide teachers with a
schedule of counseling sessions which may occur.

Handout procedures to be discussed with students at the
beginning of the school day. Thoroughly discuss proce-
dures to be sure all teachers understand their role in
communicating and pmcessing information for student&
The first hour of the school day should be spent providing
students with accurate information as well as processing
the death in small group&

Encourage teachers who may feel uncomfortable dis-
cussing the situation with students by providing those
teachers with the option to request a member of the SCIT to
be present in their rooms with them to answer student
question&

Ascertain that teachers and members of the SCIT know to
whom to report, and to whom to refer students or families
in crisis.

Establish support gmups for the deceased's present and
previous teachers who mew need assistance in coping with
their own feelings and arrange for their classes to be
covered whAle they are in the group sessions. Confidentially
inform teachers involved of the plans or provisions that
have been made available for them.

Teachers` or SCIT Pembers' Duties

The suggested procedures on the first day of school after a
suicide ta for teachers or SCIT members to conduct the first hour
session as follows:

Announce the death of the student using accurate facts.

Let students know they will be (1 ) informed of funeral
arrangements; (2) excused from (imam to attend the
funeral with written permission from parent or guardian.

Maintain the traditional ethnic or differing cultural mores
regarding procedures and protocol of students from
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different cultural or ethnic backgrounds. The cultural
diversity in many school settings cannot be ignored.
Education and responsiveness to different roles and rituals
will help diffuse rigidity and expectations of their ethnic
groups for the deceased

Announce that friends of the deceased will be allowed to
meet in a gmup at anr. In room
Excuse friends of the deceased to go to the meeting.

Open the discussion with remaining students. Let them
know it is normal to be upset Try to maintain a calm
climate. Direct the discussion toward identifying ways the
dass members might do something potAtive in the absence
of their peer. Caution must be taken to prevent any
collective activities that would glamorize the suicidal act or
make it appear as a heroic alternative on the part of the
adolescent lypes of innocuous activities may include
writing a poem to be read at the funeral of the deceased, or
other choose-life or living alternative activities (Joan. 1986).

Announce that adults will be available to students for
counseling, talking, and listening. Record the names of
students who express interest in counseling or further
processing and submit them to the SCIT leader or case
manager.

Inform students that they will be called to the office and
escorted to the appropriate counseling area throughout
the course of the day

Inform students that for the remainder of the day, they
should follow their routine schedule of classes

All members of the SCIT should determine student needs,
personnel and resources needed and outline procedures to
follow.

Principal's Duties

At the time of an actual suicide crisis, the SCIT should be
assembled immediately and the principal should do the following:
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Contact the central office liason in order that they can
adjust their schedules to meet at the local school if
necessary.

Contact the individual designated to work with the media
in order that statements can be prepared before being
contacted by the media.

Meet with the family of the deceased to offer assistance.

Arrange for a morning faculty meeting for the fast day of
school after the suicide.

Finalize procedures for the first day of school after crisis.

Make =augments for substitutes or parent volunteers
who may be needed for trailers who are to facilitate
discussions and to process feelings for students.

Ethort-Tenn Arrangeniesis

Make short-term arrangements for the first day that include
the following:

Allow students with questions to talk in small groups with
selected teachers, members of the SC1T, and mental health
professionals in the community.

Provide for the most severely affected students to be seen
individually by the school counseling staff. SCIT, and/or
mental health professionals.

Divide student population into the following categories as
soon as possible:

(1) Those students who need to be seen hy a
counselor Immediately.

(2) Those students with less severe problems, but
who need follow-up work such as a referral to
community agencies or parental conferences. (Very
often, when a student commits suicide, many
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students become identified as high risk because of
reoccurring suicide ideation or some other under-
lying personal dysfunction or self-defeating
behavior.)

(3) Those students who are experiencing mild or
moderate coping problems whose progress needs
monitoring.

(4) Those students who are adjusting adequately
and do not need further monitoring.

Meet daily for staffing meetings with the SCIT to discuss
student needs and to assign responsibilities for coun-
seling, consulting, referral, or monitoring of students.

Case Manager's or Team Leader's Duties

The case manager or team leader of the SCIT should do the
following things:

Contact teachers and other staff members who vohmteered
and were trained to work as group facilitators before school
begins so they can be prepared. The focus would stress the
canmunication of feelings, the recognition that others
have faced similar anguish and have survived; and the
realization that our reactions to loss and stress are normaL

Make arrangements to notify community leaders, agencies,
churches, and parents of the actions being taken by the
school or the programs provided.

Schedule if necessary, meetings for parents and com-
munity resource people.

Contact other member of the city-wide SC IT ifneassary to
assist in activities.

Contact other resources within the district such as
psychological services, and private counseling agencies
with whom the school has already made arrangements
for assistance.
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Essential Components

Finally, during the crisis period the following components
must be considemi

a calm, organized atmosphere be maintained;

all involved be kept informed of the status of plans, events,
actions, and schedules;

daily staffing meetings be held to review and modify plans
with schedules developed and communicated to promote
accountability;

sufficient helping professionals be involved so that a few
people are not overworked;

staff members should routinely be reminded to take time
for themselves and engage in stress reduction activities
during the course of their day;

counseling services be made available for faculty and staff
members who may need to share their anxieties and
frustrations in an environment that is nonjudgmental;

* all students and faculty members expressing difficulty in
maintaining adequate coping skills during and after the
suicide crisis be taken serious and appropriate assistance
be made available to help them; and

a normal schedule of extracurricular and instructional
periods be maintained for the majority of the student body
to provide routine and structure and to promote inter-
personal stability.

SUMMARY

Suicide interwmtion and prevention in the school-as-com-
munity does not end with a student's death. Public awareness and
concern has grown as the number of youth lost to suicide has
increased. Educators and citizens in communities throughout the
nation have looked to public institutions including the school for
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intervention, 1..evortion, and assistance, School counselors,
administrators, and n lents! health pniessicaals need to develop
systematic strategies to intervene with survivors, as wea as
potentially at-risk students.

Young people continue to communicate and demonstrate
through self-destructive behaviors that they need help with under-
standing their feelings of confusion, loss, alienation, loneliness
depression, anger, sadness and possibly guilt. Students future
coping stmegies with their uncomfortable but normal feelings
their abraty to adjust, maintain control, and mastery over their
everydey life experiences, will ultimately be dependent on the
assistance theyobtain and the resources they identify. Counselors,
administrators and other school personnelcan provide the dbnate
that fosters prevention and intervention with at-risk students.
Collective efforts to provide structured programs and secure
environments to "work through" significant losses are necessary
to arrest the present cycle of self-destructive behaviors of contem-
porary adolescents.
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Eirratam, ABSTRACT: Thefocus of this chapter is
on the use Qf family therapy and professional r et-
working in the therapeutic treatment qf suicidal ado-
lescents. There are Uvee mgior sections presented in
this chapter: (1) the variety cf ser-desbuctive beha-
viors demonstrated by adolescenftiNfamily thempy
as a treatment modality with suicidal adolescents:
and (3) consultation and networking in the treatment
cf the suicidal adolescent and thefamily.

This chapter will focus on the use of family therapy and
networking among mental health professionals as productive
methods for the treatment of adolescents exhibiting self-des-
tructive behaviors. While previous chapters have presented infor-
mation on the prevalence and extent of the problem of teenage
suicide, this chapter will detail the specific therapeutic inter-
ventions with families of suicidal adolescents and the necessity for
mental health professionals to network and consolidate their
efforts to deter these problems. The problem cannot be overstated
that teenage suicide is epidemic, severe, and difficult to treat

At the time of the preparation of this chapter, the nearby
community of Bergenfield, New Jersey, was receiving notoriety
because of the multiple suicides of four adolescents. The effectsof
their deaths produced unsuccessful attempts by two other teenagers
and the successful suicide of another. In addition, reports have
been of copymt attempts throughout the country that can be
directly attributed to the tragedy in Bergenfield (Vladero, 1987).
These incidents demonstrate the inadequacy felt by communities,
schools, mental health professionals, and parents as they face the
tremendous problem of teenage suicide

The Bergenfield tragedy providm examples of the three major
concerns presented in the chapterthe diversity of self-des-
tructive behavior, the role of the family in the problems of the
suicidal adolescent, and the necessity for total commtmity involve-
ment in the resolution of the problems. The first section of the
chapter presents the broad variety of self-destructive behaviors
and tendencies demonstrated by adolescents, the interpersonal
dynamics of the teenager, followed bya segment discussing the role
of the adolescent as a family member and complex human being.
Second, the use of family therapyas an effective mode of treatment
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is presented. The discussion presents the many nuances of family
therapy with a suicidal adolescent as the identified client. In
addition, the discussion includes the presentation of case
example&

Finally, the chapter discusses the importance of professional
consultation and networking throughout the treatment process
for the suicidal teenager. Considering the extent of the problem of
suicide and the mmierous factors and influences that contribute
to the problem, the effective psychotherapeutic treatment of the
adolescent sometimes becomes a very complex process involving
therapeutic ethical, and legal concerns. Therefore, if the treatment
of the self-destructive youth is to be productive, the mental health
professiona! must be able to utilize the multiplicity of services and
professionals in the surrounding community. The most frequent
professional error that has been observed is the professional who
attempts to take care of the problem alone without involving other
professionals. School counselors, private practitioners and hos-
pital personnel are all guilty of attempting to treat the suicidal
teenager without involving other professionals.

SELF-DESTRUCTIVE TENDENCIES
IN ADOLESCENTS

The wide range of self-destructive behaviors exhibited by
teenagers can sometimes be overwhelming to parents, school
personnel, and mental health professionals. Typically, the adult
interacting with the suicidal youth feels very inadequate and
unable to help in any effective manner. The primaty goal of the
adolescent's suicidal behavior is to make those around him/her
feel as inadequate and helpless as they themselves feel.

Self-destructive behaviors can vary from taking a bottle of
aspirin to slashing of wrists to dare-devil antics with the auto-
mobile. The tremendous need for a "thrill" can lead adolescmts to
situations that are way dangerous and suicidal. At times, trratment
is easier for the teenager who has verbally and/or behaviorally
demonstrated his/her suicidal tendencies and admits to the desire
to commit suicide than for the more subtle self-destructive teen-
ager. Those adolescents who have not made an overt, identifiable
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attempt at taking their life, but continually act out in ways that are

very risky, can be difficult to effectively identify and treat
therapeutically (Flitrbemw, (1980).

For those teenagers who have made overt attempts at suicide,
the professionals involved can readily providt services for the
youth and the family. However. for the teenager who does dare-devil
tricks on a motorcycle, frequently skips school, and appears
uninwolved in school, what can professionals do? Even the motor-
cycle dare-devil is less ofan enigma and problem when compared to
the teenager who is president of the class, well-liked by his peers .
and achieving in schooL but kavesthe house one day to takea walk
and shoots himself. Or the anorexic Orl who proceeds to destroy
herself by ignoring her physicalwe-being.

The point being made is this: NO CLEAR, SIMPLE PROFILE
EXISTS OF THE TYPICAL TEENAGE SUICIDE VICTIM OR THE
AT-RISK TEENAGER! Teenage suicide victims and at-risk teen-
agers come in many varieties (Husain & Vandiver. 1984), which
means professionals involved in the education and treatment of
teenagers must be flexible in diagnosis, conceptualization, and
treatment planning. Also, those involved with teenageis cannot
continue to deny the magnitude of the problem.What may be true
of one teenager. may not be true of another. Whileone teenager will
give rather obvious clues another will be more secretive and
indirect. Every professional involved with teenagers must be
sensitive to signs of suicidal ideation, both the obvious and the
subtle.

Intespemonal Dynamics of the Adolescent

1}rpica1ly. several maladaptive interpersonal dynamics are
exhibited by suicidal teenagers in their interaction with the family.
friends, and school personneL Frequently, in an attempt to deal
with the people around them, thesuicidal teenager resorts to some
very powerful behaviors to gain theattention he/she desires. The
four prevaknt behaviorsare psychological blackmail, anger. manipu-
lation. and control.

The first, psychological blackmail, is a very powerful and
dynamic method used by the teenager to assure attention, power,
and pity. Psychological blackmail is best exemplified as the
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teenager saying, "You can't make nw do anything, but if you try. 1111
kill myself' The suicidal teenager may use this approach with
his/her parents, other teenagers, or school personnel. It is an
extremely powerful tool that is used by the teenager to control
others.

Psychological blackmail is a very difficult problem to treat,
because known cases of teenagers threatening to kill themselves
have actually followed through and have done it. So the blackmail
cannot be ignored. because the chance is always present that the
teenager might act on this threat.

In addition to psychological blackmail. a second interpersonal
dynamic is the angerbeing displayed by the suicidal adolescent To
commit suicide is one of the most angry actions that one person
can do, and to threaten suicide is the second most angry act. The
mental health professional must assist the teenager in under-
standing the origin of the anger. while explaining the dynamics of
the anger to the adults associated with teenagers.

One case example can demonstrate the nature of the power
associated both with anger and psychological blackmail. A 17
year old boy was referred for private therapy by the school
psychologist for failing grades and what appeared to be severe
depression. During the initial interview with the parents, what was
very apparent was that their son was using his depressed mood
and anger to keep the parents away from him. The power of the son
over the parents also was evident by his absence at the initial
session. When queried about their son's absence at the session,
both parents stated they "...did not want to upset him." When asked
to explain "upset: the parents related being frightened by his
anger/temper, as well as his withdrawn behaviors afterward.
Basically the boy had learned to use his anger/temper as a
blackmail technique. while saving the depressive behaviors for the
pity he wanted from the parents.

This example leads to a discussion of the final two maladaptive
interpersonal dynamics, manipulation and control. By using
blackmail or anger. the suicidal teenager can very effectively
manipulate and control almost any situation. For example, the
depressed high school senior who has been identified as an at-risk
student asks her English teacher to be excused from an
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assignment bemusedly had ebad night at home:The teacher, fully
aware of the girrs at-risk status releases her from the assignment.
The girl succeeded in manipulating the teacher and gaining
contred of the situation.

Therapeutically, times do occur when the adolescent with
suicidal ideation should be granted some exceptions in order to
make it through some difficult times. However, once the teenager
has been stabilized, the adults closely associated with the teenager
must be given help and direction in handling the attempts at
blackmail and control. The mental health professional, in consul-
tation with the other professionals involved with the teenager.
must be able to effectively determine the inappropriate inter-
personal dynamics that are incorporated within the behaviors of
the suicidal teenager.

The Complexity of Adolescent Behavior

In detailing the interpersonal dynamics of the suicidal adoles-
cent, an important procedure is to note that self-destructive
tendencies, as well as other behavioral and emotional tendencies,
must be viewed within the context of the adolescent's total
development The characteristic behaviors and personality dyna-
mics of the teenager must be diagnosed with an understanding of
the roller-coaster nature of the traits, behaviors, and day-to-day
variations of this stage of human development. The assessment of
self-destructive tendencies in adolescents must be determined
with the context of other demonstrated interpersonal dynamics.
The effective therapeutic intenfention is determined from the
conceptualization of the total picture of the adolescent, not simply
the suicidal tendencies.

Three basic patterns of behavior am included in the pre-
senting problem of suicidal ideation. The first pattern is the
adolescent who leaves a trail of increasirjy self-destructive beha-
vior& Each step demonstrates a greater magnitude and more overt
level of maladaptive behavior& The behaviors are not only self-
destructive but are also non-compliant and typically rebellious. As
time goes by, professionals involved with this pattern of behavior
know that somethilig is significantly wrong in the adolescent's life.

The second pattern involves behaviors of an adolescent that
see-saw between self-destruction and typical every day
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functioning. The self-destructive behaviors are acted out in
reaction to a specific person, circumstance, or physicd location.
The presented behaviors= inconsistent and extremely confusing
for the involved professionals to understand and create chaos in
the life of the adolescents. For example, on Monday the adolescent
is fine, on Tuesday the same adolescent is deeply depressed. The
operative dynamic is the inconsistency and reactionary nature of
the maladaptive behaviors.

The final pattern is the most difficult to diagnose previous to a
suicidal attempt. In this sequence of events, the adolescent is
compliant, conforming, and a perfectionist with no self-destnrctive
or acting out behaviors visible. On a chosen day, the adolescent
commits a suicidal act or completes a successful suicide. The only
clues to the final event are the rigid adherence to perfectionism and
a high level of self-expectation.

Therspeutie Interventions

In any of the patterns presented, the first professional to
recognize the self-destructive tendencies of the adolescent must
follow through on the duty to warn parents or guardians of the
clear and present danger exhibited by the adolescent (Everstine,
Everstine. Heymann. True, Frey, Johnson. & Seiden. 1980). There-
fore, as soon as the self-destructive tendency is identified, the
famtly becomes extremely pertinent to the development of a
treatment Om for the adolescent.

As an example, Nancy, a 17 year old junior in high school, was
referred for a vocational assessment to assist her in choosing a
college and a major. At the very first counseling session, what
became readily apparent was that Nancy was not simply confused
about her educational future, hut also very depressed about her
general status in life. She reported various physical problems.
eating problems, lack of sleep. and general nervousness. Socially.
she reported feeling out of place with her friends and all alone.
Within her family, Nancy felt unsuccessful, withdrawn, and
unimportant. Nancy confided to her therapist that she was
contemplating cutting her wrists rather than face choosing a
college The immediate responsibility was for the therapist to
inform Nancy's parents of the clear and present danger issue
within Nancy's life.
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The parents' assessment of Nancy was much different. They
saw her as achieving in school, happywith herfriends, and having
normal relations with her siblings at home. Having raised three
older children, Nancy's parents felt that she was simply traversing
the typical hurdles from adolescence through early adulthood.The
parents never saw the depression or suicidal ideation. The thrust
of the vocational assessment came in assisting the family to
understand and give credibility to the self-destructive tendencies
Nancy was experiencing.

Denial by the Family

The preceding example demonstrates a common concern
faced by mental health professional& After the identification of the
suicidal adolescent, the typical reaction of the parents is to deny
the serious nature of the problems expremed by the adolescent.
lie denial system of the parents and family can occur in various
area&

First and mcket obvious, the parents and family will frequently
deny the problem's severity. Parents often respond that their child
is just seeking attention, avoiding responsibilities, or wanting a
new stereo, car, or clothes. Frequently the parents are accurate in
their assessment of the teenager's need for attention and avoid-
ance of responsibilities; however, theyfrequently deny the reality of
the problem and the life-threatening nature of the teenager's
suicidal ideation. The parents do not want to hear that their child
is having severe problems or adjustment difficulties.

Second, the parents are reluctant to admit to their child's
difficulties because they would have to admit to their own
problems, mistakes, and avoidance& Not only does a denial by the
parents of the teenager's problems exist but also present is a denial
of their role in the development of the problems. Before the
teenager can begin to take"ownership" for his/her problems the
parents and family must take responsibility for their part in the
problem development

Finally, the suicidal teenager is often denied mental health
services because parents feel their child will "outgrow" the diffi-
culties. Denying that the child and family have problems means
that the mental health professional is almost helpless to

Ch 14 Family Therapy and Networking 419

2f;



demonstrate the need for therapy, unless the teenager exhibits
some direct behaviors that carmot be denied as problems, e.g., a
suicide attempt, drugs or alcohol, pregnancy. anorexia, or another
severe problem.

Denial is a major part of the treatment process with suicidal
adolescenta Because the parents or the teenager deny the severity
of the problem does not mean they are "wrong." "bad," or "inade-
quate"; but rather indicates the first stages of trying to accept the
problem. The mental health professional needs to understand that
the denial system of the family is usually very strong at first, and
that the major goal of initial therapy is having the parents and the
family accept the problem. To argue the severity of the problem or to
become embroiled in a power struggle with the parents is an error.
The professional needs to understand and accept the denial, and
work with the family toward dealing with the problem before any
understanding will take place. The primary goal is the protection
and safety of the adolescent.

FAWN THERAPY WITH THE
SUICIDAL ADOLESCENT

Once the suicidal adolescent has been identified by a profes-
sional and the parents have been notified of the self-destructive
tendencies of their child, the process of therapeutic inventions has
begun. The mental health professional or school official who
contacts the parents is essentially conducting the initial interview
in the therapeutic interventions with the family. The quality and
substance of that first contact will provide the initial framework
through which all subsequent interventions will be viewed. Often
the professional who identifies the self-destructive tendencies of
the adolescent is not in a position to provide continuing therapy to
the family. The most common example of this dilemma is the
school counselor who identifies the problem within the school
setting and contacts the parents to refer them to another mental
health professional. This referral process is germane to profes-
sional networking and the subsequent therapeutic intervention of
family therapy.

Duty to Warn and Professional Networking

Prior to the first contact with the parents. a need exists to
assess the lethality (Wekstein. 1979) of the suicidal adolescent.
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This assessment of lethality is pertinent for two reasons. First, the
law requires mental health professionals to fulfill a duty to warn
(Everstein et aL. 1980) the next of kin or the county crisis
intervention unit if a person poses a clear and present danger to
self or others. As discussed in the first section of this chapter.
self-destructive tendencies of adolescents come in varyingpatterns
and varying levels of lethality. Thereforei the strength of the
warning to parents must be consistent with the strength of the
self-destructive tendencies of the teenager. Previous chapters in
this book identify the factors involved in determining lethality. The
warning to parents must reflect a cognizance and detailing of the
factors that identify their child as a suicidal adolescent The
specifications of the warning are particularly pertinent within the
context of the common denial systems of the family.

Second, the asstssment of the lethality of the suicidal adoles-
cent is pertinent to the determination of where the family is being
referred for therapeutic service& The decision for the mental
health professional is whether the family should be directed
immediately to an in-patient hospital setting forthe adolescent or
whether the family should be referred to an out-patient mental
health professional for therapeutic services. This decision is
complicated by two factors: the resistance often encountered in
having the family follow through with treatment at all and the
tremendous burden of responsibility on the professional providing
the warning in this life-threatening situation.

The professional networking between the identification of the
suicidal adolescent and the subsequent mental health services,
whether in-patient or out-patient must be in place prior to the
eruption of the crisis. For example. school counselors must develop
relationships with private practitioners or agencies who will
provide immediate services to families when contacted during a
crisis. Community mental health professionals need to establish
relationships with hospital personnel who will facilitatein-patient
care, if necessary. If these professional relationships have not been
in place prior to identification of the suicidal adolescent, it is
possible to have the resistance and denial of the family supercede
the necessity for mental health services.
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Beginning Family Therapy

In the majority of cases5 the family will be a part of the
treatment plan in continuing mental health services after the
identification of a suicidal adolescent Beginning family therapy
should be used to discuss several important issues. First the
parents must be enlightened and made aware of the significance of
the problem of teenage suicide. Although the parents may see their
child as having problems, the therapist must impress upon the
parents that the proablems expressed by teenagers often end in a
suicide attempt or suicide. Although the problems expressed by the
teenager may seem minor to the adults, the problems are not minor
to the teenager. Therefore the first responsibility for the profes-
sional is awareness. Make the parents aware of the problem, enlist
their cooperation in resolving the problem, and establish that a
suicidal adolescent constitutes a family pmbleal.

Second, as discussed earlier, the parents anc: the child must
begin to understand the patterns of denial. The teenager must
understand the underlying motivations for his/her behavior and
not deny the bizarre nature of using suicide as a lamy of handling
difficulties. Likewise, the parents must begin to accept their role in
the teenager's suicidal patterns. The parents cannot claim "inno-
cence' but must begin to work towards a mutual understanding,
with the teenager, of the problems being exhibited in the family. In
order to effectively assist the family, the therapist must be able to
help individuals understand their own denial systems as well as
systems used by the family. Successful resolution of the denial by
the family will almost assure successful treatment of the teenager.

Third. the mental health professional should begin to explain
the developmental nature cf the problems expressed and exhib-
ited by the teenager. The parents and child need to understand that
the expressed problems developed over an extended period of time
and can only be helped through a consistent effort over an
extended period of time. On ze the family develops new methods of
problem resolution, the difficulties of the teenager should begin to
decrease and ultimately disappear.

One final point needs to be mentioned. The authors use a three
session assessment model with families and individuals. We utilize
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the three sessions to conceptualize the problem(s), determine the
severity of the problem, assess the individuals involved, assess the
family as a unit, and make a determination of the types of
therapeutic modalities to be used over the course of treatment
Followirg the initial three sessions, the treatment plan is dis-
cussed with the parents and child, and a commitment is made for
treatment In the development of a therapeutic treatment plan, the
mental health professional must understand all the dynamics in
the family and not focus solely on the suicidal adolescent.

Parental Role in the
Suieltbd Adolescent's Behavior

The most difficult aspect of family therapy involving a suicidal
adolescent is attempting to have the parents understand their role
in the development of the pathological behavior. Parents typically
exhibit the same types of behavior as the suicidal child, except the
behaviors are usually exhibited in more socially acceptable ways.
The parents typically refuse or deny the behaviors of the child
because they do not want to admit their own inadequacies,
weaknesses, or problem&

For example, a 17 year old boy was referred to the therapist for
failing grades, "bad" attitude, and depression. After meeting the
parents and the child, it was quite obvious that the mother
was very depressed and the relationship between mother and
father was very strained. The parents individually, and as a couple,
represented everything that was described as a difficulty with their
son. Looking closely at the parents, the following could be
determined:

1. Mother, at the very least, could have
used therapy for her own depression.

2. Mother and father needed to learn to
communicate effectively between each
other.

3. Mother and father needed to learn to
communicate with their son.
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4. Mother and father had high expect-
ations for themselves and their son, but
felt very inadequate in their role as
parents and workers.

5. Mother and father avoided issues until
they became a crisis.

In this case, the son's difficulties were being openly demon-
strated by the parents' behavior with the son and within their
relationships with friends, associates, and co-workers. The
parents were concerned about the son being lonely, while both
parents spent a large portion of their life alone. They wanted their
child to talk more, but both did not take time to speak to each other
or with their children. Crisis issues for the parents were avoided
until the very last minute.

The intent of this example was to demonstrate that disturbed
behavior being exhibited by the suicidal child is most often a
reflection of the issues being faced by the parents individually and
as a couple. If therapy with the teenager is to make satisfactory
progress, the parents must come to realize their contribution to the
pathological nature of their child's behavior. Therefore, the most
effective treatment modality for assisting the suicidal teenager is
through long-term therapy. The child's problems are the family's
problems1 and must be handled through a family treatment
modality.

Understanding the Family Dynamics

With the numerous changes that have occurred in society over
the past twentyyears, the pressure on adolescents to assume adult
behaviors earlier and earlier has created some severe difficulties for
parents and adolescents alike (Elldnd, 1981). The authors refer to
those children whn have equal status with the adults in the
household as "parentified" children. 'Typically. the suicidal adoles-
cent is parentified, or in other words, has been given the primary
responsibility for directing his/her own life. The parentified
teenager has more freedom to choose his/her own activities; fewer
responsibilities and chores in the home when compared to privi-
leges: and been given equality with the parents during disagree-
ments, discussions, and decision-making.
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An example of the power of parentifted children is the 16year
old girl who was hospitalized for an attempted suicide by a drug
overdose The parents were quite happy to have their daughter
under protective cam during the height of the emergency. However,
their support for hospital care changed when the daughter
requested to go home on the second day because she now felt fine
and decided the hospital hml some real "strange pewle staying
them Rather than follow the hospital's recommendation, the
parents removed the child from cam even though their daughter
was exhibiting obvious at-risk behaviors.

The family dynamics ofa suicidal adolescent typically includea
parentified rhild who has decided that they are alone in the world
without reliable support systems. Often the biggest disappoint-
ment for the adolescent has been the loss of appropriate parental
support and subsequent trust No matter what the origin of the
parentifted child, both the parents and child must be encouraged
to assume their age appropriate roles. The parents must become
true parents and not the child's companion, friendor playmate. On
the other side, the adolescents must assume their role as a child
and be taken out of the control position of the household.

Treatment Plans

When developing a treatment plan for the family of a suicidal
adolescent the particulars of exactly who should attend each
counseling session is one of the components of the plan.
Depending on the family, various plans can be developed. A
treatment plan can include individual counseling for the suicidal
adolescent, family counseling with the entire family, marital
counseling individual counseling with various familymembers, or
a combination of any of these options. What is absolutely imper-
ative is that the mental health professional provideservices for the
suicfdal adolescent that include the family as a component of the
treatment plan. Individual sessions with the adolescent must be
utilized to bridge the gap toward inclusion of the family in the
services.

An example serves to demonstrate the importance of this
point. Joan, a 17 year old high school senior, was referred to
counseling for poor school attendance and an abrupt fall in
academic grades. Joan felt confused about her reluctant e to
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continue to attend school and expressed a desire to die. She felt her
life was in shambles. Her counselor decided to conduct two
individual sessions with Joan to evaluate the suicidal ideation and
then meet with Joan and her parents. Between the first and second
appointments, Joan and her mother had an intense argument
about Joan's boyfriend. After the argument. while Joan wP..4 in her
mom, Joan's mother took an overdoes of sleeping pills and was
subsequently hospitalized for in-patient care for depression

As demonstrated by the example, a treatment plan must be
developed with a full understanding of the interpersonal dynamics
of the suicidal adolescent, the reactions of the parent's role in the
problem, and the family dynamics. The mental health professional
involved in determining the treatment plan must be confident and
knowledgeable about all the nuances and variations that can be
idiosyncratic to each family of a suicidal adolescent and be ready to
handle any crisis situations that arise.

NETWORKING AND PROFESSIONAL
CONSULTATION AMONG

MENTAL HEALTH PROFESSIONALS

As presented throughout the initial sections of this chapter,
the tremendous responsibility and challenge for assisting the
suicidal adolescent and his/her family is at times overwhelming.
The effective mental health professional must have a sophisticated
and complete network of helping professionals and organizations
in order to satisfactorily treat the problem. The following sections
will examine the various networks needed by the mental health
professional in the treatment of suicidal adolescents.

Networking with Professional Colleagues

For mental health professionals providing family therapy, they
must maintain contact with other professionals for additional
sources of advice as well as personal support The authors'
experience has been that treating families having severe diffi-
culties can be very emotionally and physically draining. Therefore,
an extremely important procedure is to have other professionals
available to assist in case analysis, treatment planning, crisis
management, and general support
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Professionals associated with agencies need to share the
burdens of treating suicidal adolescents with their concaves so
that the weight and responsibility for the case are dispersed among
the staff. Although the treatment is theprimary responsibility of
the assigned therapist, having others aware of the problems
involved with the case is a real benefit. In addition, ure ethical
responsibility of the professional is to inform other professionals of
the serious nature of the problem in case the therapist is not
readily available for emergencies.

For the private practitioner. professional networking and
constiltation can be more difficult However, the private practi-
tioner must develop a network of consultants and advisors in order
to provide satisfactory services for the suicidal adolescent and
hisiher fan .11y. At the very minimum, the privatepractitioner needs
ready access to a clinical psychologist, psychiatrist, and a psychi-
atric hospital. In addition, the practitioner needs some profes-
sional peers who can be consulted for advice, possibly doing co-
therapy, or being available for emergencies. The private practi-
tioner cannot be a lone ranger" in the treatment of suicidal
adolescents, but must have close ties to other professionals.
professional groups, agencies, and hospitals.

Networking and Consultation
with the Schools

The practitioner contracted to provide the treatment for the
family must have dose contacts with the school. In presentations
to school personnel, the authors advise school counselors,
teachers, and administrators to demand specific feedback from the
mental health professional regarding suicidal students. If the
school personnel do not receive the appropriate feedback we
suggest that the school refer their students and families to those
practitioners who will return calls, provide reports, and visit the
school for consultations.

Networking between the practitioner in the field and the
school is very important The communicationsbetween the family
therap -at and the school and viceversa can promote the successful
treatment of the adolescent, parent crises. and provide support for
those interacting with the adolescent. Effective networking can
provide the school personnel with the necessary directions for
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treating the child in school while providing the practitioner with
the necessary feedback for effectively treating the adolescent in
family therapy.

In summary, the responsibility of the family therapist is to
consult with school personnel and assist the school counselor and
teachers in handling the suicidal teen. On the other hand, the
school persamwl are responsible for informing the therapist of the
teenager's activities and behavior at school. This two-way respon-
sibility is critical in the treatment of suicidal ideation. The
following example will demonstrate this point

Mary, a 16 year old junior. made a suicide attempt by taking a
number of Wend tablets at home. She was taken to a local hospital
for emergency medical treatment and referred for a psychiatric
evaluation. Mails family was in therapy at the time of the attempt
and immediately informed their own therapist. After talldng with
the psychological staff at the hospital, the therapist suggested to
the parents that Mary be hospitalized. In addition, the therapist
suggested to the hospital staff that Mary be tested for possible
pregnancy. As suggested, Mary was pregnant, in addition to the
faint-hearted attempt at suicide.

After a short stay in the psychiatric unit of the hospital, Mary
was released to her parents and returned to school. Both of these
events, release to the parents and a return to school, were difficult
situations. Once Mary, was in school. she complained of physical
ailments and feeling depressed. School personnel, assuming she
was a blatant suicidal youngster, would amtact her parents and
send her home. After two days of the same behavior, the therapist
was contacted. The therapist was able to explain to the principal,
counselor, and nurse that Mary was an "'acting out" adolescent who
was only minimally suicidal. Because Mary was manipulating
school personnel, she was able to disrupt the home environment,
because both parents had to leave their jobs to be at home with her.

Through an extended consultation with the school staff and
the parents, the therapist was able to convince everyone that
Mary's behaviors were not self-destructive. Previous to the consult.
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the school was considering placing Mary on home-bound instruc-
tion, which was exactly what she wanted. However, through the
efforts of the school staff. with professional support from the
therapist. Maly was maintained in school.

Hospitalization and
the Returning Adolescent

Once the teenager has been diagnosed as a danger to himself/
herself, no other choice exists but hospitalization. The hospital-
ization can be either voluntary or involuntary. depending upon the
resistance exhibited by the adolescent or the level of denial
presented by the family. Either way, the adolescent is protecL..d
from harm in the hospital, which is the critical issue.

After the crisis at the time of the hospitalization, the profes-
sional serving the family must prepare both the panmts and the
school for the return of the teenager. Networking with the profes-
sional staff of the hospital, the therapist will be able to prepare the
family for the integration of their child into the day-to-daylife of the
family.

Two important aspects of the treatment process can occur
while the adolescent is in the hospital. First, the therapist can
assist the family with critical issues related to the hospitalized
child; but also, the family can use the time to examine issues not
related to the hospitalized child. Frequently, the hospitalized child
has created such a disruption in the house. that the parents and
other children have not had the opportunity to work on their
problems and relationships. Therefore, therapy without the
problem child can create some changes in the family byadjusting
the relationships among the parents and the parents and the
children.

Second. while the child is hospitalized, the practitioner, in
conjunction with the hospital staff, can conduct one or more
sessions with the parents and the second child in the protective
confines of the hospital. The authors use the period of hospital-
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ization to push theparents topresent difficult issues that theymay, 
have been reluctant to raise with theirchild. In this way. if the child 
is going to react in a negative or self-destructive fashion. he/she is 
in the protective confines of the hospital. 

Fbrexampk. Sue'sparents had kept a &met of the fact that she 
was her mother's daughter by another man, and not the man she 
assumed to be her father. The parents decided that Sue should 
know this fact. Therefore, the therapist had the couple present this 
infonnation while Sue was hospitalized. Sue was able to talk about 
this reselation in individual and gmup therapy as well as act out 
her problems in psycho-drama sessions. Any acting out behaviors 
could be handled fa the hospital, rather than have Sue be reterror 
with her family without any support 

The other group to be given assistance Mowing the hospital- 
ization ofa teenager is the school. Counselors. administrators, and 
teachers need to be given whatever infonnation is critkal for their 
involvement with the teenager. Too often, the adolescent is hospi- 
talized. gone for two weeks, and then returned to the school. In the 
meantime the school personnel know yew little about what has 
happened or what to do now that the student has returned. 

The community professiomd's responsibility is to network 
with the family, the hospital, the school, and the teenager to assist 
all involwd in the satisfactory adjustment of the Leaver. Since 
the teenager ultimately returns to the school, the school personnel 
also need to be effectively r7tworked with the hospital. The 
authors, while conducting in-service programa for schools, suggest 
that the schools, demand the involvement of the hospital staffwith 
the school. In this way, the schools have direct contar. with the 
professionals serving their student 

Through the advice and directions or the practitioner and the 
hospital staff. the entire school staff will be better able to serve the 
adolescent having difficulty. All of the school stair, inciuding 
custodians, need to be trained in the identification and treatment of adolescents with suicidal ideation. In the case of students 
returning from hospitals, the staff need to be consulted and given 
adequate information to assist the teenager. Networking among 
community services, the school, and the hospital will make this 
OCCUT. 
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ETHICAL CONCERNS

Although numerous ethical and legal concerns exist for
professionals Involved with the suicidal adolescent, we would like
to center on five primary concerns. First, as mentioned miter in
the chapter, the professional has the duty t o warn the parents of
the serious nature of their child's difficulties. Because of the
unstable nature of the adolescent, we recommend that teachers,
counselors, administrators, and therapists react to the suicidal
ideation quickly. An over-reaction to the problems presented by the
adolescent is better than an under-reaction.

Second, the professional has the responsibility to maintain the
appropriate professional contacts for providing the most effective
referrals for the adolescent and his/her family. Because problems
exhibited by the adolescent can change from moment to moment
and day to day, the professionals involved in the treatment of the
suicidal adolescent must have easy access to the most appropriate
mental health services. Also, the professional treating the adoles-
cent must know when to refer the case if the problems go beyond
his/her abilities and training.

Third, mentioned in the previous section, the professional
providing services must establish a network of other professionals
to assist in the treatment of the suicidal adolescent. In addition, as
the crisis decreases, the professionals must be able to consult and
exchange information related to the case. The therapist providing
faintly therapy must maintahi contact with the school and vice
versa. Networking, consultation, and communication are respon-
sibilities of each professional involved in the treatment of the
suicidal adolescent.

Fourth, the ultimate care and nurturance of the suicidal
adolescent rests with the parents and family. Frequently, we have
observed well-meaning school counselors attempting to care for
the adolescent as if the parents did not exist. As harsh or unairing
as it may seem, the professional cannot supplant the parents
regardless of the lack of concern expressed by the parents. The risk
for the adolescent, the school counselor, and the school is much too
great. For example, school counselors will often give their home
phone numbers to the suicidal adolescent in an attempt to offer the
adolescent assistance during this difficult time. However, this is a
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real error in judgment What happens if the teenager calls the
counselor, but nobody is at home? The teenager is in need of help,
but the one person who said he/she would always be there for them
is out for the night. The point Is this, each professional must share
the responsibility for the treatment of the adolescent Thefamihj Ls
ultimately responsiblefor the care and stgety Ite the adolescent
with the assistance cf the pngessionalsfmm the community.

Finally, each school district must be active in their treatment
of suicidal adolescents and their families.As noted recently (Spin
1987). parents have filed suits against the school, blaming the
school for the suicidal death of their child. Whether or not the
parents were successful in their suit, the schools and other
organizations involved in the education and treatment of teen-
agers must be active in the care of those teenagers having
problems. Also, each school district must develop stated policies
and procedures for the handling of students in crisis.

Also, as all school personnel know, not ewly parent is willing to
accept that their child is having difficulties and is need of
therapeutic assistance. For those parents who reject mental health
services for the suicidal adolescent. the school must continue to be
active in attempting to get help for the adolescent Ilan attempts
fail, the chief school administrator must notify, in writing, the
parents of the suicidal adolescent of the schoorti continued
concern for their child's welfare. Copies of the letter also should be
sent to the appropriate mental health agencies informing them of
the serious nature of the adolescent's problems and the parent's
reluctance to be involved in treatment.

IMPLICATIONS

The therapeutic treatment process for suicidal adolescents is a
very challenging endeavor for all of the involved professionals. The
necessity for networking among all professionals involved in the
treatment process cannot be overstated. If the mental health
professional is to promote the successful treatment of the teenager
with suicidal ideation, he/she must be skilled as a family therapist
be comfortable in a consulting relationship with the schools, and
maintain a working relationship with hospitals treating suicidal
teenagers. Family therapy and networking are necessities in
treating such a critical problem as teen suicide.
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EDITORIAL ABSTRACT: The literature on the legal
ramgications ri suicide for the health care pinctitioner,
school or mental health counselor is limited. Given the
fact that suicide touches the roles G1 practitioners in the
health care professions, the mental health profession,
and the legal profession, this dearth cf information
constitutes a rather unusual situation. This chapter dis-
cusses issues relating to whether or when the law will
hold a health care practitioner, school or mental health
counselor responsiblefor an adolescent suicide attempt
or completion. In addition, suggestions for what pructi-
tioners can do during the process fig' treatment or coun-
seling therapy to avoid law suits are provided.

Great trauma is connected with the death of a loved one.
especially when the death is an adolescent suicide. After such an
event, family and friends display a range of emotionssadness.
anger, guilt. self-recrimination. They ultimately need to find an
outlet for these negative feelings. That outlet often includes
casting the blame elsewhere (Drukteinis, 1985). After an adoles-
cent suicide, the health care practitioner, the counselor, or the
institution that was working with the victim before the death may
receive the blame Klein and Grover (1983) reported that 15% of all
reported psychiatrist malpractice cases involve suicide or
attempted suicide (1983). These law suits not only relieve guilt-
ridden family members, they also protect th° image of the victim.

At the outset we must make one point. Being sued for the
suicidal death of a client or patient is different than being liable for
that death. Anyone with a reasonable claim in our society can sue
anyone else. In most states, a person can file suit for only a fifty
dollar court fee. A health care practitioner or school counselor can
take steps to minimize the possibility of a law suit but no
guarantees can be given that a surviving family member will not
initiate a suit. Thus, a health care practitioner or counselor should
check the status of his/her own insurance and the insurance of
his/her employer. A health care practitioner or counselor should
find out the extent of the coverage and whether the employer's
Insurance covers malpractice cases against employee health care
practitioners and counselors.
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Even though family members can easily file suits, this does not
mean that these law suits will be successful. Without legal grounds,
a court will not hold a health care practitioner or school counselor
liable. However, family members may file suit without much
thought to this fact. Thus, after a suicide or suicide attempt, the
psychiatrist counselor, or therapist may find himself/herself face
to face with the American legal system.

The legal system has never really known what to do with
suicide. Historically. the English made suicide illegaL Punish-
ments included refusal to bury the victim's body on church
grounds, mutilation of the victim's body. burial of the victim within
a crossroad, and driving a stake in the heart of the victim's body
(Drukteinis, 1985; Wright. 1975; Litman. 1967). Although these
sanctions were not transplanted to America, suicide was originally
illegal in most parts of this country as well (Marzen. et aL, 1985).
This raised problems. How does one "punish" suicide? The victim,
of course, is immune from punishment. Sanctions, therefore,
tended to punish the surviving friends and family rather than the
person who committed the "crime." Partly because of this inherent
inconsistency, state legislatures changed the legal status of suicide
so that today it is no longer illegal to commit suicide (Litman. 1967;
Marzen, 1985). However, even though suicide is no longer illegaL in
most states to aid a person committing suicide is illegal (e.g., Model
Penal Code 210.5(2)1.

Thus, a health care practitioner, psychologist, or school
counselor need not fear criminal sanctions unless they have aided
in a suicide. In an exceptional situation should a counselor or
therapist help in planning an adolescent's suicide, provide the
means to accomplish the act, or in some other way actively help in
the person's self behavior, the counselor or therapist may indeed be
subject to criminal sanctions. However, since aiding suicide is not
part of even the most avant-garde therapy, this will probably not be
a legal issue.

In the civil law (i.e., where people sue each other rather than
criminal law where the government prosecutes persons for crimes).
an ambiguity exists as to the legal standards in cases involving
suicide. For example, most malpractice law suits are based on the
allegation that someone did something wrong (e.g., a medical
doctor leaves a scalpel in a patient). Because the physician behaved
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wrongly, the law holds him/her responsible for his/her acts (Le., the
physician must pay the injured party or family). Suicide, however,
results from a deliberate act of self-destruction (Kjervik, 1984). How
then can someone else, besides the victim, be responsible? In what
situations will the law hold a health care practitioner or school
counselor responsible fcr the suicidal death of a patient? In short,
what are the legal ramifications, for the health care practitioner or
school counselor, of adolescent suicide? The major portion of this
chapter will attempt to answer these complicated question&

In addition to liability. o, tier legal problems are connected with
the subje ' of adolescent suizide. Adolescent suicide is recognized
as a major American health problem (Igervik. 1984) and the legal
system has responded to this fact. State legislatures and courts
have developed mechanisms to deal with suicide Usually, state
health care agencies attempt to identify and help adolescents at
risk of committing suicide. For example. possibly a court will
commit an adolescent to a state mental hospital after a suicide
attempt. In certain situations, a conscientious health care practi-
tioner or school counselor may even encourage this commitment
Many states do not adequately fund mental health programs or
state hospitals. One of the jobs of a good health care practitioner or
school counselor may be to get resources for the adolescent client. A
portion of this chapter will alert health care practitioners about
what may be available in the legal environment to help their
patients after a suicide attempt.

REVIEW OF RELATED LITERATURE
Only limited literature exists on the legal ramifications of

suicide for the health care practitioner or school counselor. This is
rather odd because it is a subject that touches two distinct and
divergent fields: the health care profession and the legal profes-
sion. Berhaps the reason for this is that only recently have courts
held third parties responsible for a suicidal death (Howell. 1978).
Thus only a limited number of law suits and consequently only
limited literature are available.

The existing literature usually only explains the law, with one
exception. Berman and Cohen-Sandler (1983) started with the
question of what constitutes "reasonable professional judgement."
Because of the subjective nature of this field, the question of what
constitutes "reasonable professional judgment" may be difficult to
answer. However, as will be explained in the next section. this is
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very important in malpractice cases. A deviation from it can mean
liability for the health care practitioner. school counselor, or
institution. Berman and Cohen-Sandler (1983) sent a hypothetical
case study to health care practitioners and received reactions on
how the treatment of a high risk suicide patient should have been
conducted. Their conclusion was that possibly mental health
associations (e.g.. the American Psychological Association, or the
American Association for Counseling and Development) could and
need to establish guidelines defining the minimum standard of
care. They further concluded that It could benefit the profession as
a whole to establish standards for practitioners to follow. Even
though published standards may give grounds for individuals to
sue health care practitioners and institutions in certain cases, if
the profession does not establish guidelines, the courts may.

The rest of the literature on this subject tends to focus on "the
law." Literature from the legal field is mostly devoted to discussing
legal doctrine (e.g.. Schwartz, 1971; Howell. 1978; Knuth, 1979). For
the most part these articles explain the law using recent cases and
court decisions. The authors of these articles usually intend to give
judges and legal practitioners some idea of how to deal with cases
in which people sue after a suicidal death or injury. We have used
basically the same methodology in the next section of this chapter.
However, we are more specific in our use of cases and practical
situations than most of the legal studies. We intend to give health
care practitioners and school counselors an idea of what to expect
from the legal system; not, necessarily, to guide the legal system.

The literature on the subject of suicide written by health care
practitioners tends to be similar to that in the legal field. Case
studies ar used to explain the legal aspects of suicide (Klein &
Glover. 1983). These authors, as one *night expect. write for health
care practitioners and focus on practical hints to guide their
actions (e.g.. Litman, 1967: Berman & Cuhen-Sandler. 1983). We
use a similar approach in the last sectio 1 of this chapter and have
generated a list of "dos and don'ts" for health care practitioners. We
intend that this list will protect health care practitioners and
counselors from liability.

Interestingly, the two sets of literature diverge on a key point.
The literature from the health care field is generally much more
preoccupied with the danger of law suits than the literature from
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the kgal field. For example. Slawson and Flynn (1977) reported that
hospitals have a 25% to 33% chance of being sued after patient
suicides. Articles from the legal field, however, recognize that
courts generally view suicide as an individual act. Therrfore. the
law does not affix blame on third parties. like health care practi-
tioners and school counselors, because a third party has no liability
for the independent act of the suicide victim (Schwartz. 1971;
Howell. 1978). The literature from the legal profession reports that.
at the present time, practicing psychiatrists have a relatively low
rate of harassment from malpractice law suits (Berman & Cohen-
Sandler. 1983). Thus., legal articles tend to theorize on questions of
legal doctrine (Schwartz, 1971; Knuth. 1979; Howell, 1978) instead
of reporting any impending danger that the legal system will
impose on the health care profession (Slawson & Flynn, 1977).

APPLICATION AND CASE STUDIES

The legal ramifications of adolescent suicide are the focus of
this chapter. However, the number of cases in which the families of
adolescent suicide victims have sued the health care practitioner,
institution, or school counselor is limited. In addition, the few
court cases that do exist which involve adolescent suicide generally
do not involve the family survivors suing a school counselor or
psychologist. Consequently. we focus on cases generally involving
adult suicide or attempted suicide to explain the legal standards.
We assume that these standards will be the same. regardless of
whether the victim is an adolescent or adult, and regardless of
whether the therapist is a psychiatrist, psychologist, or counselor.
As of yet. the courts have not held school counselors liable for the
suicidal death of their students. The courts have reasoned that
schools, and counselors working in schools, have the primary
responsibility of educating students, not treating their mental
problems. In other words, schools do not assume a duty to care for
the psychological health of students and to prevent their suicide.

Case Study

A young woman saw a counselor at the university coun-
seling center. Her therapist. "an educator by profession,"
administered the center. He had counseled the girl and
administered her personality and aptitude tests. After a time,
the therapist terminated the interviews and six weeks later. the
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young woman committed suicide. Her parents sued, claiming
that the counselor failed to secure emergency treatment for the
girl, and also. failed in not informing them of their daughter's
emotional state.

The court, in Bogust v. Iverson ( 2960), held that the
parents did not have grounds to sue the schipol. The school only
had a responsibility to educate and not to provide mental
health services. In addition, the court held that an educator
cannot be held to the same standard as someone trained in
medicine/psychiatty. Any duty to inform parents of their
daughter's medical/psychological condition could only be
based on special knowledge in psychiatry. Thecourt reasoned
that an educator does not haw that special knowledge.

Even though the court exonerated the university/schoolcoun-
selor, several notable issues are in the previouscase. First. he case
is nearly thirty years old. A court today may recognize that
universities and colleges now often have large. well-staffed coun-
seling centers and have assumed responsibility for their student's
mental health. Second, the court partly based its decision on the
fact the counselor was not trained in medicine or psychiatly. A
court today may be much more inclined to find that "an educator"
may indeed have the special training necessary to make informed
professional health care decisions. especially when educators have
degrees in counseling or psychology and purport to be experts in
mental health issues.

Indeed, the insurance industry today recognizes that non-
psychiatrists are valid health care providers (Blue Shield of
Virginia v. McCready. 1982). Thus, with the advent of third party
payments, now available in some states to counselors and psychol-
ogists. the courts may begin to hold non-medical health care
practitioners and school counselors liable f3r the suicidal deaths of
the student clients. In other words, they too may soon be subject to
malpractice law-suits. Because many counselors and psychologists
now have malpractice insurance, more law suits may occur in the
future, Because they now have insurance, counselors and psychol-
ogists now have assets that make law suits against them more
attractive. For the first time, psychologists and counselors have
"deep pockets." Because of these anticipated changes in the law,
the next section examines the legal standard to which courts haw
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held other health care practitioners (like psychiatrists). If and
when school counselors begin to Le sued, the standards will
probably be similar to the ones currently guiding health care
practitioners and institutions.

Standard of Care of Health Care
Practitioners and institutions

As previously stated, only recently have the courts held third
parties responsible for suicidal death. Courts traditionally have
viewed suicide as an individual's intentional, willful act without
thin! party blame (Kjervik. 1984; Schwartz, 1971 ). Typically. courts
have allowed relatives and heirs of the victim compensation inonly
exceptional circumstances (Howell, 1978; Mutual Life Insurance
Company v. Terry,1973). In fact, Howell, reported that even though
courts are today more willing to hear relatives' claims against third
parties, these cases are statistically infrequent (1978). This is
surprising since suicide is the tenth leading cause of death in the
United States and the second leading cause of adolescent death
(Kolb. 1977).

Third-party liability for suicide began with workers' compen-
sation cases. In fact, civil liability for suicide often arises in cases
after an injury in the work place (Drukteinis, 1985; Howell. 1978). lf
the injury emotionally affected the worker and led him/her to
suicide, the courts have allowed the relatives compensationunder
workers' compensation laws. The legal field has labeled this the
"chain of causation rule" (Batt, 1983). The work-related injuly was
the first link in the chain that "caused" the worker to commit
suicide. This is the same basic legal them as in most malpractice
cases. Ka surgeon leaves a scalpel in a patient, a law court can hold
the doctor responsible and may require him/her. then, to pay the
patient for any injury. This is because the doctor -caused" the
injury to the patient (Prosser. et al., 1984).

Cases against health care practitioners and other counselors,
however, are usually based on a different legal footing than the
workers' compensation cases. The issue is not causation. Families
of suicide victims do not sue claiming that the hospital, psychi-
atrist, or counselor "caused" the death of their loved one (Knuth,
1979). Rather, the family members claim that the health care
practitioner or institution had a duty to prevent the suicide and
that the practitioner or institution did not meet that duty (Dnikteinis,
1985).
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A legal duty arises in several way& For instance, we all have a
"duty" not to break the law (Prosser et aL, 1984). Ifa person drives
over the speed limit, and an injury occurs to a third party, the
courts may hold that person responsible for the injury. This is true
even if the injury would have happened regardless of the speeding
because the person "breached a statutory duty" (Prosser et aL
1984). Also, everyone has a duty to show "due care" in their daily
action& If a person does something that is not illegal but,given the
circumstances, is reckless, a court may hold that person partly
responsible for any resulting injury because the person "breached
a duty of due care" (Prosser et aL 1984).

The duty to prevent suicide is a "special duty." The health care
practitioner or institution assumed a duty to provide health care
service& They, therefore, know about the patient's potential for
suicide and (supposedly) haw the power to prevent it (Knuth.
1979). This duty makes the "cause" of the suicide (i.e.. the patients'
act) irrelevant. In certain circumstances, the voluntary act of the
victim does not relieve the health care practitioner or institution of
the duty to prevent the suicide (Drukteinis, 1985).

Because health care practitioners and institutions assume a
duty to prevent suicide, courts hold them to a "standard of care."
Health care practitioners must act out on their superior knowl-
edge. They cannot merely do what would be reasonable for the
untrained lay person. This is like the situation ofmedical doctors.
They must conform to the "standard of rue" of the medical
profession rather than the standards of a person not trained in
medicine. Fbr instance, the doctor who left the scalpel in the patient
did not provide the national standard ofcare expected of doctors
(Prosser et aL 1984). When this is combined with "causation" (i.e.,
the injury the scalpel caused). a court will hold the doctor liable.
Like medical doctors, health care practitioners and institutions
must meet the standard of care of the profession. The professional
must exercise "reasonable professional judgment" (Berman &
Cohen-Sandler. 1983).

"Reasonable professional judgment," however, is not an
objective standard (Berman & Cohen-Sandler. 1983). For example,
a therapist in a particular case may not think that a past history of
assaults and homicidal tendencies necessarily signifies that this
patient has suicidal tendencies. However, another therapist may
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think the opposite. Thus the standard is undefined, without clear
rules and guidelines for the therapist.

Case Study

A man made an unprovoked attack on a friend and also
physically assaulted and bit two bystanders who attempted to
subdue him. The pollee affested him and took him to a hospital
where the t.dmitting psychiatrist determined that the man was
mentally ill and possessed "violent and homicidal tendencies."
The psychiatrist arid his colleagues further determined that
the man needed extensive treatment in a mental institution.
The hospital, however, did not have the facilities to conduct
treatment for more than 18 days. Because the police had
requested the man's detention, the hospital turned him over to
the pollee after the 18 days. At the time the man appeared calm
and displayed no symptoms of violence. However, after four
days in police custody, the man hanged himself with his elastic
socks.

After the suicide, the man's wife sued the doctors. She
claimed that they were negligent in not recognizing that the
man's homicidal tendencies also displayed suicidal potential.
An expert witness that the wife's lawyer obtained, stated that,
in his opinion, a patient who displays homicidal tendencies
also possesses a drive to destroy himself. Is this the standard or
not?

The cm, .t in Fernandez v. Baruch (1968) held that it was
not. The wife only had one expert witness who testified
"according to his personal opinion." He did not testify that his
view represented the "generally accepted view in the profes-
sion." Thus, the court found no connection between homicidal
and suicidal drives. The court relieved the defendant psychi-
atrists from liability.

The above case Illustrates an important point about the
standard of care that the courts may impose on counselors in the
future. The reasonableness of counselors' actions will be judged
only after the court has determined that there are grounds to
believe that they deviated from the "generally accepted view in the
profession." In other words, persons suing must have "experts"
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testify that the counselor deviated from accepted practice (Klein,
1983). Berman and Cohen-Sandler (1983) report/ I that in the case
of health care practitioners, they will not be liable for errors in
subjective judgment

Case Stady

A Phi Beta Kappa college graduate frequented George
Washington Bridge on the Hudson River. Subsequently, the
young man became a patient in the psychiatric ward of a
hospital. After three months in the hospital. a resident
physician authorized a release pass for the young man. A
month later his body was found floating in the Hudson River
near the bridge. The young man's mother brought a law suit
against the hospital and doctors, claiming that they were
negligent in granting the pass.

The court in Fiederlein v. City of New York Health, Etc.
(1981). held that the mother did not have a valid claim against
the hospital and psychiatrist, even though an expert witness
testified that he would not have granted the young man's pass.
The court stated that with every medical judgment exists a risk
of error, "but that mere error in medical judgment does not give
rise to a viable claim of medical malpractice." The mother's
expert witness did not prove that the psychiatrist's decision
deviated from professional standards.

If a question exists as to whether a health care practitioner or
institution deviated from professional standards. a jurywill decide
the case. A key factor in the jury's decision as to whether a health
care practitioner or institution used "reasonable professional
judgment" is the degree to which the victim's suicide attempt was
"foreseeable." Health care practitioners and institutions have a
duty to prevent the suicidal death of their patients and clients
when it is "reasonably foreseeable" that the event will occur
(Knuth, 1979). On this point, however, a divergent view is held
between legal theory and psychotherapy. Although research
continues and knowledge increases, a conspicuous lack of predic-
tive indicators erdst upon which health care practitioners and
institutions can rely (Kjervik, 1984). In other words, often to tell
whether a specific patient or client will commit suicide is impair:61W
Thus, for courts to hold health care practitioners and institutions
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responsible for not preventing "foreseeable" suicides would be
arbitraty when suicides may indeed not be foreseeable. In the
future, counselors and psychologists may have to deal with this
same problem.

The word "foreseeability," however, has a technical meaning in
the law (Prosser et a, 1984). Health care practitioners do not
necessarily need to predict the future in every case. As stated
before, the lack of predictive indicators in this field would preclude
such a standard. Rather the requirement is that health care
practitioners and institutions act "reasonably." To put the
standard as plainly as possible, the health care practitioner must
not violate a future Juror's notion of common sense. If a
"reasonable hospital staff' should have predicted the suicide (i.e..
that it was "foreseeable") arid should have done something
differeut than what they did to prevent it (i.e., that they were
negligent), then liability will follow (Kjervik, 1984). The fact that the
juror is deciding what is reasonable from a position of hindsight
may indeed cut against the practitioner, hospital staff, or, in the
future, the school counselor and psychologist.

Case Shady

A man attempted suicide by cutting his wrists. After being
treated for his physical injuries, his family brought him to a
mental hospital. The hospital had an "open door" therapy
approach where treatment de-emphasizes physical restraint of
the patient and attempts to foster a "homelike" environment.
No locks were on the doors, nor bars on the windows; patients
freely moved about the hospital and even left if they so chose.
The therapists argued that this freedom expedited the pmcess
of rehabilitation. They recognized, however, that the suicidal
patient was at greater risk in this situation. The staff placed the
man in a second-story room with a window. The window had no
bars on it and it could be opened by a crank. The man jumped
out the window and killed himself. His wife sued the hospital,
claiming malpractice.

The court, in Meier V. Ross General Hospital (1968), held
that the wife had a valid law suit and sent the case to a jury.
Placing a man, who had just attempted suicide, in a second
story room with an openable window created a presumption of
negligence on the part of the defendants. Under these circum-
stances, the psychiatrist should have concluded that "the
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patient would be likely to harm himself in the absence of
preclusive measures."

Foreseeability, then, is judged from the juror's perspective. The
influence on the July of a past suicide attempt illustrates thispoint
A past suicide attempt is generally considered important in
predicting a future suicide. In a trial, of course, the plaintiffs (e.g.,
the victim's family) will use this to show the jury that the suicide
was (or should have been) "foreseeable" to the hospital defendants
and that they. therefore, should have prevented it (Kjervik, 1984).

Case Study
A teacher attempted suicide one morning in her bedroom

and her son found her. Upon admission in the hospital, the
diagnosis entered on the woman's charts was "attempted
suicide." The hospital staff placed her alone in a room and
began intravenous feeding. Although her family made repeated
requests to see her, the hospital staff refused. They assured the
family that she would be closely watched. The woman remained
unattended but was observed from time to time by a nurse who
looked through a peep-hole in the door. That night, the staff
found the woman dead, having strangled herself with plastic
tubing from her feeding apparatus.

The court, in Kent V. Whitaker (1961). held that the
hospital was negligent. When the staff accepted the patient,
having been warned of the woman's suicidal tendencies, they
assumed a special duty to care for the woman. They were
required not only to treat the patient's injuries but also to
prevent her from self-inflicted harm. The fact that the hospital
segregated the woman from all others who could help her was
particularly compelling. Because of the knowledge of the
womarfs past suicide attempt, putting the woman in a room
with only a small peep-hole in which to observe her and in the
charge of a nurse with 12 other patients caused the hospital to
become liable. The hospital simply did not provide the woman
reasonable care in proportion to her needs. In addition, the
hospital itself supplied the means by which the woman
committed suicide (i.e.. the plastic tubing).

As previous cases demonstrate, liability will often depend on
the facts of the case. However, three significant factors are to be
considered: first, whether the victim of suicide was in, or recently
released from, a hospital; second, whether the victim's therapist
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was a psychiatrist and third, whether the therapist VAIS another
type of health care practitioner. A study of these factors should
indicate the future trend of liability for counselors and
psychologists.

Standard of Care of a Hospital

Legal liability for the suicide of a patient is most often a
hospital problem (Berman & Cohen-Sandler.1982). One reason for
this is that hospitals have more moneythe so-called "deep
pockets" theory. A prospective plaintiff simply has a better chance
of getting more money from a hospital than he/she would from an
individual. Also, juries are generally less sympathetic to large
institutions, such as hospitals, than they are to individual
psychiatrists, counselors, or other practitioners. This factor is
important to keep in mind because it may be a factor in the future
for counselors and psychologists. If they are in a school. the school
district has "deep pockets" which may induce plaintiffs to sue the
counselor. Also, as previously stated, counselors and psychologists
now receive third party payments and often have malpractice
insurance. This further induces law suits against them.

Hospitals are legally liable because they have "custodial care"
over the suicide victim (Howell, 1978). When a hospital admits a
patient with suicidal tendencies. it assumes responsibility for the
suicidal behavior (Kjervik, 1984: Schwartz, 1971). As discussed
earlier, the hospital now has a duty to use ordinary care to prevent
the suicide (Howell, 1978). Therefore, if its doctors and other staff
are negligent, the hospital will be liable.

Case Study

A voluntary patient in a psychiatric eel iter escaped from an
unlocked ward. He later attempted suicide by jumping in front
of a car. He. subsequently, brought a law suit against the
hospital, claiming that the hospital staff negligently treated
and supervised him.

The court. in Koenigsmark Lt. State (1981). held that the
patient not be awarded damages. Due to the fact that the
patient's mental condition was continually going "up and
down," the court found that the hospital took the reasonable
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precautions no:018aq to prevent the patient from escaping It
therefore, could not be liahle for any resulting injuries from the
patient's attempted suicide, or if successful, for the patient's
suicidal death.

A hospital will not be liable for the suicidal death of a patient
when the victim's act was independent of the hospital's duty to
prevent the suicide (Kjervik, 1984). For example. when a patient
escapes from a hospital that made reasonable attempts to prevent
the escape (again judged from the July's notion of common sense),
the hospital will not be responsible for the victim's subsequent
suicide. If the victim's escape is an independent act, then the
hospital's duty to prevent it is relieved. In legal terminology, the
victim's act was the independent (or superceding) cause of his/her
own death. Therefore, a third party, like the hospital, is not liable.

The courts will not hold a hospital liable, when a custodial
relationships is not established. In this situation. the hospital has
not assumed the special duty of care.

Case Study

A woman went to a ilospital emergency room and the
attending doctor referred her to the hospital psychiatrist The
psychiatrist talked with her and she pointed a gun at him. He
grabbed the gun and when he found it unloaded, returned it to
her "in order to establish rapport" From the interview, he
discovered that the woman wanted to break a drug habit
Deciding that she needed prolonged treatment, he escorted her
to the admissions desk. He left her to fill out the proper forms
while he went to call her husband. The woman left the desk
without completing the admissions process. Later, a janitor
found her dead in a hospital bathroom from a self-inflicted
bullet wound.

The court. in Chamuleau v. Charity Hospital cf Louisiana
at New Orleans (1975), held that since no outward manifest-
ations was observed in the woman's behavior to indicate a risk
of suicide, the hospital was not liable. The hospital had not at
that point, assumed any special duty to prevent the woman's
suicide. The admissions procedures were not, of themselves,
negligent. Therefore, the hospital was not liable.
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Health care practitioners in the hospital setting will also avoid
liability for the suiciee of a patient when the hospital is running an
open psychiatric ward. In this situation, the therapeutic value of
the "open door" approach outweighs the risk of suicide (Klein.
1983). This type of therapy more closely approximated thkot found
in the treatment of suicidal patients outside the hospital. There-
fore, the hospital does not have the same duty to protect the patient
from himself/herself, The courts have not wished to penalize this
type of therapy (Kjervik, 1984). However, the hospital staff must
still decide whether placing the patient in an open ward is in
conformity with sound professional judgment In other words, a
future July must still find the decision reasonable.

Case Study

A man with a long history of mental disease was a
voluntary Wient in a mental hospital's open ward. He left the
hospital ward and threw himself under a subway train. His
widow sued claiming that the hospital's negligence in allowing
her husband to escape caused his death.

The court. in Lichtenstein v. Montefiore Hospital and
Medical Center (1977). held that the hospital's actions were
not automatically negligent The man was in a hospital and
not a maximum security prison, or a bank vault, or a closely

guarded military installation." The court further held that "the
man's nurse was a nurse, not a sentinel."

Again, it appears that liability is less direct when psychologists
and counselors lack custodial control over the patient or client.
Thus, the future liability of psychologists and counselors may rest
on the degree to which health care practitioners began to assume
custodial responsibility for clients.

Standard of Care Applied to Psychiatrists

Of all the health care practitioners and therapists treating
patients with suicidal tendencies, psychiatrists are usually the
ones that get sued (Berman & Cohen-Sandler, 1982). Very rarely
are other health care practitioners part of a law suit Perhaps the
reason for this is again "deep pockets." Other health care practi-
tioners usually lack the assets of their medical counterparts and
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historically have lacked insurance coverage. Psychiatrists also get
sued because usually psychiatrists are in charge of treatment
teams, both inside and outside the hospital environment. Thus,
the health care hieramhy maintains psychiatrists in a position
where they are more likely to be sued.

Even so, the law generally does not hoki psychiatrists respon-
sible for the suicide of their patients when treating them outside
the hospital environment. So far, the courts have recognized that a
psychiatrist, working with patients outside the hospital setting,
does not have the physical control over the patient necessary to
prevent the suicide. In fact, Berman and Cohen-Sandler (1982)
reported that from 1970-1980 only three court cases occurred for
outside the hospital context in which the family members sued
health care practitioners for the suicide of their loved one. Of these
three, only one was won by the family members.

Case Study

A psychiatrist prescribed various "psychiattic drugs" to a
patient with schizophrenia "of the moderate to mild form." In
addition, the patient received sleeping pills from a general
practitioner. The patient overdosed on the pills and his wife
found him dead the next morning. The wife sued claiming that
the psychiatrist failed to diagnose her husbend's mental
condition adequately. She alleged that Per husband vas
incapable of managing his own affairs and may haw taken the
sleeping pills thinking that they would enhance his mental
conditions.

The court. in Runyon v. Reid (1973), held that no reason
existed to believe that the victim did not know what lie waf
doing when he committed suicide. In addition the court noted
that the psychiatrist could not be held liable as the patient was
not in a confined hospital setting where the psychiatrist could
restrain his actions.

This standard will assuredly pertain to psychologists and
counselors in the future. Like psychiatrist& they usually lack
custodial care over patients and simply do not have the same duty
as a hospital.
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Although few cases exist in which psychiatrists have been
responsible outside the hospital environment several situations
could occur in which liability may occur in the future. These
situations may cause psycholVsts and counselors liability as well.
For instance, a psychiatrist may be held liable for a gross error in
judgment as to whether a patient should be confined or hospi-
talized (Schwartz, 1971; Igervik. 1984). In this situation, the
imminence of the suicide must be clear enough that any reason-
able psychiatrist or psychologist or counselor would see the danger
and order confinement Schwartz (1971) gave an example of a
situation where liability may occur. When a very depressed client
cannot sleep, has lost the desire to eat is effectively unabie to
function in society, and has made several serious suicide attempts,
the practitioner maybe responsible for the patient's suicidal death
if he/she had an opportunity to hospitalize the patient and failed to
do so.

One way in which a psychiatrist may be held liable for suicide
where a psychologist or counselor cannot be is when the psychia-
trist prescribes the drugs that the patient uses in the suicide. If
he/she prescribed the drugs negligently, the law may hold him/her
accountable (Litman, 1967; Schwartz, 1971). Because psychol-
ogiPts do not have the power to prescribe drugs, they will not be in
danger from this type of suit. However, a psychologist may be liable
in the same way a psychiatrist would be if he/she intentionally or
negligently discloses a patient's confidential communication, and
because of this, the patient kills himself/herself (Schwartz, 1971).
As of yet, the courts have not been sympathetic to this type of case.
The general tendency is to allow for the psychiatrist's professional
judgment as to the need of disclosure in a situation. Courts will
probably extend this standard to future cases involving psychol-
ogists or counselors.

Case Study

A woman, in the process of a divorce, left her children
without arranging for their care and entered a mental hospital.
A psychiatrist began therapy with her. During the course of the
therapy the woman related her past history of suicirie attempts
and current depression ane suicidal feelings. The psychiatrist
determined that the woman needed Wended treatment The
woman. however, left the hospital against his advice.
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Subsequently, at the woman's divorce trial, the custody of
the children became the main issue. The husband asked the
psychiatrist to write a letter to the judge as to the wife's mental
state. The psychiatrist wrote a letter suggesting further evalu-
ation and observation of the woman's fitness as a parent and
ability to care for her children. The woman then sued the
psychiatrist for breach of contract and invasion of privacy.

The court in Werner v. !Viewer (1985). held that the
psychiatrist was not liable for his action. The woman did not
have grounds to sue because the only persons that saw the
letter were the judge and the parties to the divorce action.
Therefore, the woman's reputation was not damaged. Also, the
truth of the statements made in the Wier was not at issue.

A psychiatrist and psychologist or counselor may even have a
duty to disclose information that he/she chtains from a patient
This is when there is the possibility of danger to a third party
(Tarusoff v. Regents cf the University of Caifomia et al, 1976).
However, as yet this duty to inform has not been extended to
situations where a person may be a danger only to himself/herself
(Berman & Cohen-Sandler, 1982). Thus, at the present time, the
practitioner will not be liable for not disclosing patient confi-
dences. This is apparently even where the patient involved is an
adolescent and the parents sue claiming that they should have
been informed of the danger.

Case Study

An adolescent girl was under the care of a psychiatrist.
During the course of the treatment, the psychiatrist deter-
mined that the young woman may be suicidal and he recorded
this conclusion in his notes. Soon after, the young woman
succumbed to a self-inflicted overdose of pills.

The parents sued the psychiatrist claiming that he failed to
prevent the suicide and that he had a duty to warn them of their
daughter's condition.

The court. in Beliah v. Greenson (1978), held that the
psychiatrist did not have the same duty to prevent the woman's
suicide in an outpatient setting as in the hospital setting.
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Therefore, he had not breached a special duty to care for the
woman and was not responsible for her death. Further. the
court held that the psychiatrist was not required to inform
third parties. The court reasoned that the value of amfi-
dentiality outweighed the value of informing. The court
specifically rejected the suggestion that it extend the Tarasoff
duty to inform where the danger is only that a party will inflict
injury to himself/herself (as opposed to when the danger is to
third parties).

Because psychologists, counselors, and other practitioners
have interpreted Tarasoffas applying to them, the above standard
should apply to them as well.

Several authors have predicted that psychiatrist liability in
out-patient settings probably will increase in the future (Schwartz.
1971: Knuth, 1979). The assumption can be made that the same
will be true of psychologists and counselors. Future cases against
psychiatrists. psychologists, and counselors maybe basedon three
factors: (1) the existence of a therapist-patient relationship, (2)
knowledge on the part of the therapist that the patientwas likely to
attempt suicide. and (3) the therapist's failure to take appropriate
measures (Knuth, 1979: Bella v. Greenson, 1978). For the present.
however, liability for the suicidal death of patient is still a hospital
problem (Berman & Cohen-Sandler, 1982).

Standard of Care Applied to
Other Health Care Practitioners

Like psychologists and counselors, other health care practi-
tioners to date do not have the same risk of being held liable for the
suicidal death of their patients or clients as hospitals and psychia-
trist& Non-medical health care practitioners are held to a different
standard than psychiatrists. Again, psychiatrists have a duty to
use "reasonable professional judgment" Other health care practi-
tioners, on the other hand, must only meet the same standard of
reasonableness as anyone else. in other words, they will be liable
only when they have acted very negligently in the performance of
their duties. However, in a few situations a non-medi-All health care
practitioner may be liable or cause the hospital to be liable.
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Case Study

A patient in a hospital had a long history of instability and
suicide attempts. On the day before her suicide attempt, the
patient told a hospital staff member of her specific plan to
commit suicide. The staff member did not inform the super-
vising psychiatrist of the patient's communications. Subse-
quently, the patient jumped off the roof of a near-by parking
garage as she had planned and communicated.

The court, in thintley v. State (1984), held that this was
not a case of medical malpractice with the propriety of medical
(psychiatric) judgment in question. Rather, at issue was the
negligence of the staff member in not informing the staff
psychiatrist. Thus, the hospital was liable, not for malpractice.
but for the negligence of a staff member.

In the future, liability may be extended to other health care
practitioners with mom frequency. Non-psychiatrists are taking
greater and greater responsibility in the treatment of difficult
mental health problems. In fact liability may extend at nearly the
same rate that insurance companies increase covering treatment
by non-psychiatrist health care practitioners.

Legal Conaidaations Special
to Suicide Attempt

Several of the previous cases illustrate that suicide attempters
can sue their therapists for the injuries caused by the attempt
However, there are other legal considerations of adolescent
attempted suicide about which health care practitioners and
school counselors should be aware that have nothing to do with
being sued. These are situations in which the courts may get
involved with the adolescent after a suicide attempt.

Although the courts today generally do not criminally punish
suicide attempters they may commit the attempter to a mental
hospital (Wright, 1975). Most states have statutes that allow their
courts to commit a person,judged to be a danger to himself/herself,
to the state mental hospital. This is most especially true with
adokwents who are wards of the court (e.g., Arizona Revised
Statutes 8-242.01). When an adolescent attempts suicide, and the
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attempt is serious enough to demand hospitalization, a state or
county agency and/or a state or county hospitalstaff may evaluate
the adolescent If this evaluation reveals that the suicide attempt is
serious, the evaluators may recommenda hearing to commit the
adolescent to the state hospital. The important point is that a
health care practitioner, psychologist, or counselor must be aware
of the possibility that his/herpatient may be civilly committed.

Many state hospital systemsare too small and under-funded to
handle many mental health problems. This includes adolescent
mental health problems. In situations in which a mental health
care practitioner or school counselor believes that the patient
needs commitment but has parents that can not afford a private
facility, then the practitioner or counselor must diligently try to
locate the resources that do exist in the state mental health system.
To locate these resources, a health care practitioner or counselor
may need to contact state agencies and mental hospitals. In some
situations state mental hospital space is so limited that the only
way to help a serious case is for the court to order commitment.

Often after a suicide attempt requiring hospitalization, a state
or county agency may evaluate the adolescent attempter. If not
contacted after the attempted suicide of an adolescent patient or
client, the health care practitioner or school counselor should
contact the appropriate evaluating team or agency. His/her
comments to them may be invaluable. In addition, the evaluation
team may decide that the best procedurewould be for the health
care practitioner or counselor to maintain treatment.

When a health care practitioner or counselor has a patient or
client attempt suicide, the therapist must know his/her legal
resources. If mental hospitalization is necessary, the therapist may
be the one that must find what is available. Often the right
channels in administrative agencies and the state court systems
can assure a patient or client these limited resources. The limita-
tion of a chapter prevent informing the health care practitioner or
counselor about what should be done in every situation. All states
are different and the procedures in each continually change Thus,
the situation may arise in which the therapist not only needs to but
also must find what is available for the patient or client.
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IMPLICATIONS

The question of how to treat a potential suicide is an open
question (Klein & Glover, 1983). Health care practitioners may use
any number of reasonable alternatives when beating patient& A
variety of tristment approaches appear promising. If the health
care professional acts responsibly and professionally, a court
probably will not find him/her negligent. However, nothing can be
done to stop people from suing and as the previous cases demon-
strate, any number of situations can happen where liability can
occur. With this in mind, health care practitioners and institutions
can do several things during treatment to avoid law suits (Litman.
1967; Berman & Cohen-Sandler, 1983):

I. In an emergency situation, avoid displaying any contemp-
tuous attitude toward a suicide attempter. A statement
like, "Next time cut vertically instead of horizontally and
you will get the main artery" would not impress a jury
should the attempter later become a suicide victim.

2. Dacument actions fully and professionally. This should
include the practitioner's assessment of the risks involved
with a particular course of treatment and his/her reasons
for following it. The reasonable professional judgment
standard will protect the practitioner from liability if
he/she clearly used reasonable professional judgment. A
client's records can be used as evidence in a trial and can
show that his/her therapist did the best that could be done
in the situation.

3. The practitioner always should consult with colleagues on
suicide cases. The common sense of a juror says that "two
heads are better than one." If a practitioner's colleagues
supported the decisions at the time, then negligence is
harder to prove. Consultation with colleagues would
impress the jury and demonstrate that the patient's
suicidal act was independent and could not be stopped.

4. Staff communication must be good. Bad communication
between and among "professionals" on a case will nega-
tively impress a future juror. Poor oammunication is a
factor that any non-professional juror, using common
sense, would identify as showing mgligenee.

Ch 15 Legal Considerations for the Practitioner 461

G 6



5. A practitioner must not forget to deal with the family. This
is true during the treatment of a potential suicide victim
and after a completed suicide Postvention treatment has a
dual purpose. First, it facilitates the family's resolution of
grief and should be offered as a matter of humane
treatment. Second, the family's =tact with the therapist
helps prevent the hasty. emotion-driven decision to begin a
malpractice law suit.
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