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April, 1988

The Honorable Thomas H. Kean
Governor, State of New Jersey
The State House

Trenton, NJ 08625

Dear Governor Kean:

On behalf of the Governor’s Adviéory Council on Youth Suicide Prevention,
[ am pleased to forward to you a copy of our final project report.

This report is the culmination of many hours of work by the dedicated
members on the Advisory Council and an outstanding staff. I’m sure you
will be pleased to learn that the Council’s efforts have been greatly
facilitated by the excellent cooperation we received from Commissioner
Drew Altman’s staff at the Division of Mental Health and Hospitals, and by
Commissioner Saul Cooperman’s staff in the Division of General Academic
Education. This unique partnership has greatly enhanced the work of the
Council and contributed to making us unique in the nation. It is only
with the collaboration of both the educational system and the human
services system that these difficult issues can be challenged.

We believe this report clearly depicts the leadership position the State
of New Jersey is in with regard to the prevention of and intervention in
youth suicides. Under your direction and guidance, New Jersey stands

alone among the states in having the only program which has been subject
to an impartial evaluation which has determined its effectiveness. '

We hope you will join with us in continuing the work of this Council so we
can more adequately address all of the unmet needs of youth who are

at-risk of suicide.
Sincerely, :;Z;fij
aer /L//l ( WMK

Gary Lamson, Chairman

COUNCIL MEMBERS

Joel Bloom Joyce Meyers Peter Scerbo
Patricia Fredericks Michael Redpath Mike Tolino
Dennis Lafer Michael Ryan Judith Wilcox
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Executive Summary

Suicide is a serious public health problem. While
suicide is a concern at every age, its rank as a leading
cause of death is highest among New Jerseyans aged 15-24,
where it is tied with homicide as the second leading
cause of death.

As part of New Jersey’s response to this tragic phenomenon,
Senate Bill 2005, sponsored by Senator Richard J. Codey, and
signed into law by Governor Thomas H. Kean in June 1985,
created the Adolescent Suicide Prevention Project. This
report, a summary of the Project’s activities over the last 2
years, is presented by the Governor’s Advisory Council on
Adolescent Suicide Prevention. The Advisory Council was
established by the legislation and appointed by the Governor to
oversee the Project and make recommendations for statewide
replication at the Project’s completion.

One of the Project’s primary tasks has been the development of
school-based adolescent suicide prevention programs, complete
with an evaluation of effectiveness provided by an independent
investigator with an international reputation in the field of
adolescent suicide. This evaluation is the first in the nation
and provides base-line data on adolescent suicide prevention
for schools throughout the country. '

From its inception in 1986 through the spring of 1987, the
Adolescent Suicide Prevention Project delivered quality suicide
prevention programs to large numbers of students, educators and
parents statewide. In the schools where pilot programs were
conducted, over 1,140 students, 485 faculty, and 300 parents
received the message that adolescent suicide is preventable.
The Project’s central theme, prevention through identification
and education, was reiterated through programs that provided
information about suicide’s warning signs and stressed the
importance of identifying at-risk teens and referring them for
help. The Project also alerted audiences to referral resources
both within the school and local community.

Findings from the evaluation of these pilot programs provided
important data to indicate that teens who are thinking about
suicide will self-identify. Screening for students currently
thinking about suicide uncovered 72 students who
self-identified as feeling suicidal and were then referred for
help as a result of the programs. In addition, over 11% of the
students admitted to having made previous suicide attempts,
which also placed them in the high-risk category. Another
critical finding was that there was no evidence to support the
concern some mental health professionals and educators have
expressed that school-based programs of the type evaluated
increase suicidal preoccupations or behaviors in vulnerable
students. Fewer than 10% of the students were either
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personally distressed by the programs or knew of another
student who had been distressed by them. Among students who
identified reasons for this distress, a predominant response
was remorse or regret over missed opportunities to help another
student who had been suicidal. The evaluation also demonstrated
that the majority of students were somewhat knowledgeable and
held relatively sensible attitudes about suicide. Eighty-nine
percent (89%) of the participating students reported they would
encourage participation by other students in similar programs.
There was no consistent change in the small minority of
students who were distrustful of help and would keep suicidal
preoccupations to themselves. Obviously, this is a group upon
which to focus future program efforts. There was a
statistically significant increase in educator knowledge about
suicide warning signs, community resources, and school policies
for identifying and referring at-risk students. Educators also
evidenced overwhelming support for providing suicide awareness -
programs to students.

In addition, the Project provided technical assistance, program
information, and consultation to over 250 mental health
agencies and educator groups both in New Jersey and across the
nation. Regional conferences were also held to bring
information about school-based suicide awareness programs to
over 600 New Jersey mental health professionals and educators.

One of the Project’s most visible additional accomplishments
was its assistance to the Borough of Bergenfield in the
aftermath of the multiple suicides that occured in March, 1987
(ie, "postvention"). In keeping with the Project goal of
developing a coordinated and practical system for making mental
health resources available to school districts, a team of ,
mental health professionals and educators from the Departments
of Human Services and Education worked closely with Bergenfield
High School staff to provide consultation and intervention to
school administrators and faculty for several weeks following
the crisis. Technical assistance was also provided to the team
of community leaders coordinating Bergenfield’s short- and
long-term strategy. Project staff also spent many hours
responding to the hundreds of media requests for information
about adolescent suicide and encouraging responsible
journalistic reporting of the events.

Because the Project’s response to the Bergenfield tragedy was
so effective, the National Center for Disease Control requested
that staff from the New Jersey Project host a workshop
considering recommendations for the prevention and containment
of suicide clusters. Several New Jersey mental health
professionals and community leaders spoke at the workshop about
the strategy developed in response to the Bergenfield suicide
cluster. Materials were drafted that will be disseminated
nationally by CDC. The participation of the Project with CDC
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was a recognition of the leadership role developed in New
Jersey in the field of adolescent suicide prevention. The
Project provided significant information which will be used to
aid other communities that experience suicide clusters.

The experience of the New Jersey Project during its initial
phase underscores the importance of further study and
assessment of suicidal adolescents in school settings. It
establishes the critical need for continuing school-based
programs and for developing and delivering training in crisis
intervention and treatment to educators and human service
providers on a local level. Finally, postvention, which is a
coordinated and planned response in the aftermath of a suicide,
must be available and accessible statewide.

»
Specific recommendations for Project continuation, which are
based on project activities and evaluation results,include:

1. Establish a grant program to continue development
and evaluation of school-based prevention programs
focusing on at-risk students. These would be
coordinated by staff at the state level.

2. Continue the Governor's Advisory Council on
Adolescent Suicide Prevention to provide
support and leadership in this important area.

3. Continue funding for staff at the state level
to coordinate programming, research and training
activities on a state-wide basis at school-based
clinics, where programs will be established for
training mental health providers and educators in
assessment, treatment, and postvention. This will
provide a continuing, local mechanism for training
in the area of adolescent suicide.

4. Continue regional conferences, coordinated at a
state level, as a mechanism for dissemination
of current research and information about
intervention strategies about at-risk teens.

5. Provide funding for the provision of postvention to
school systems statewide.
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PROGRAM COMPONENT FUNDING REQUIREMENT

1. Grant Programs for Adolescents
At-Risk for Suicide

Current Project experience supports

the fact that a significant percentage

of these teens can be easily

identified or will self identify. A

state-wide program to develop and

evaluate creative school-based

interventions to address their

potential self-destructiveness 1is

clearly an appropriate focus of

suicide prevention. $1,000,000.00

2. Training for Crisis Intervention
For At-Risk Teens :

Funds to be distributed on a county

level for training in Crisis

Intervention, assessment, and

treatment of at-risk teens, as well

as for provision of postvention in

the aftermath of completed suicides. $ 250,000.00

3. Statewide Administration, Training
and Consultation

To continue to provide consultation

and training from the Division of

Mental Health and Hospitals and the

Department of Education for

coordination of activities designed

to build county and local resources

for adolescent suicide prevention. $ 100,000.00

TOTAL: $1,350,000.00

In summary, the year of pilot implementation with
school-based programs and state-wide postvention efforts
documented the pervasive need for continuing program
development in adolescent suicide prevention.

iv
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FINAL PROJECT REPORT

March, 1988

I. PROJECT DESCRIPTION

A. Background

The New Jersey Adolescent Suicide Prevention Project was
conceived in 1984, when State Senator Richard J. Codey
introduced legislation for funding a pilot project to
create a comprehensive and coordinated statewide approach

'to the problem of teen suicide. Senate Bill 2005, signed

by Governor Thomas H. Kean in June 1985, provided $300,000
to the State Department of Human Services, Division of
Mental Health and Hospitals, to fund three one-year pilot
projects in adolescent suicide prevention. This
legislation, which was the most comprehensive of its kind
in the country, directed that participating mental health
centers and school districts work collaboratively in the
design, implementation and evaluation of school-based
suicide awareness programs. [See Appendix A]

The legislation also created an Advisory Council appointed
by the Governor to oversee the Project and make
recommendations for statewide replication at the Project’s
completion. The Council provided the Project with a broad
base of community participation that demonstrated shared
responsibility for problem-solving in regard to adolescent
suicide. Adolescent suicide must be viewed as a community
concern if realistic, community-based solutions are to be
developed.

The school is the center of the adolescent’s community,
and a partnership between mental health and education is a
critical element in overall project design. While a large
percentage of currently existing suicide awareness or
prevention programs bring mental health practitioners into
the school, the important partnership between these two
systems has often been lacking. At the state level, the

" Project’s official recognition of the mental

health-education partnership was the assignment of staff
from both the Department of Human Services (Division of
Mental Health and Hospitals) and the Department of
Education to coordinate project activities.

The overall objectives of the Project were as follows:

1. To increase awareness of the problem of
suicide in educators, students, and
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parents.

2. To impart skills in identification and
referral of high risk teens by these
same groups.

3. To insure a coordinated, practical
system for providing mental health
services to the school system.

The Project clearly recognized that school faculty are not
trained to provide therapy to suicidal youth, but agreed
with the position taken by most educators that school
personnel do have responsibilities in the following areas:

1. To identify students who are at-risk.

2. To link these students and their family members
to appropriate treatment agencies.

3. To work cooperatively with mental health
agencies to assist with students who are in
treatment.

4. To help others in the school community deal
with the intense emotional reactions evident
after an attempted or completed suicide, i.e.,
postvention.

B. Implementation

Through a competitive grant program, one mental health
agency was selected in each of three regions of the State
to work collaboratively with 2 school districts to
accomplish the above-stated Project objectives. Agency
selection was based on a pre-existing relationship with
local school districts and experience with program
development in adolescent suicide. An emphasis was placed
on program development in rural and urban areas, since
most previous efforts in this field have been with
suburban populations. The following is a list of funded
programs:

1) Northern Region

Agency: South Bergen Community Mental Health Center,

Inc. .
Lyndhurst, NJ
Program Title: "Adolescent Suicide Awareness

Program" (ASAP)
Location of Schools: Implemented in Jersey
City Schools in conjunction with Christ
Hospital CMHC; Academic and Ferris
Public High Schools
-2-




2) Central Region

Agency: University of Medicine and Dentistry of
New Jersey - Community Mental Health
Center at Piscataway

Program Title: "It'’s Okay To Ask For Help"

Location of Schools: Implemented in the New
Brunswick and Monroe Township Public
Schools

3) Southern Region

Agency: Community Mental Health Center for
Gloucester County
Gloucester, NJ

Program Title: "Lifelines"

Location of Schools: Implemented at Delsea
Regional High School and Gateway
Regional High School

While implementation strategies differed among sites,
program components remained constant; intervention efforts
were directed at students, teachers, parents, and school
administrators. This was to insure that everyone in the
school community received the same information and was
aware of school and local resources for helping at-risk
teens. [For more complete program descriptions, see
Appendix B.]

Interventions in the six Project schools for faculty,
parents and students took place from April through
December, 1986. A total of 1140 students were exposed to
the programs. The mean age of the students was 14.7 years;
" 45% were white, 27% were black, and 22% were Hispanic.
Four hundred eighty five (485) educators and 280 parents
also participated in Project activities.

C. Evaluation Design

Incorporation of process and outcome evaluation criteria
was a critical element of program design. The evaluation
was consistent across program sites and coordinated by a
team of researchers from Columbia University, College of
Physicians and Surgeons, who are doing other seminal work
in the field of adolescent suicide. Despite the fact that
the number of_ school-based youth suicide prevention
programs is increasing, there is a dearth of research
evaluating their impact. There are a wide variety of
programs which have been implemented in schools, but there
is no general agreement on whether one is more effective
than another. New Jersey’s Project was the first to
evaluate whether programs were effective and if so,
which methods were most effective.
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Another reason to investigate the impact of school-based
suicide prevention programs is the concern over the role
of imitation as a risk factor for youth suicide. Recent
research by Gould and Shaffer (1986), and Phillips, :
(1986), supports the assertion that youth suicide rates
seem to be influenced by dramatic or factual reports of
suicide in the media. One of the goals of prevention
programs is to increase student awareness and willingness
to discuss suicide in order to promote disclosure and
subsequent identification of the high risk student. It is
critical to evaluate whether or not this has the opposite
efffect and in fact, increases the risk in vulnerable
students.

The evaluation had 2 goals:

(1) to measure outcome variables such as change
in participant knowledge, attitudes, behavior,
and information about adolescent suicide
after program exposure, and

(2) to examine and document the actual process of
program implementation to facilitate
replication of successful methods.

The evaluation design included pre-and post-program self-
report instruments to assess outcome variables. Questions
were designed to evaluate knowledge and attitudes about
suicide and the student’s willingness to seek help for
mental health problems. Students were also asked whether
they had ever made a suicide attempt, whether they were
currently suicidal, and whether they wanted help for
emotional problems. The protocol called for the
pre-program instruments to be completed immediately
preceeding the initial presentation of the program, and
post-program instruments to be completed one month after
the final program presentation.

Similar data were collected from 1093 "control" students
who attended 5 comparison high schools that did not
receive a suicide prevention program. The comparison
schools were chosen to resemble the demonstration Project
schools in terms of location, size of the student body,
ethnic distribution, special education features (i.e.,
high academic achievement), and grade level of
participating students. The control schools selected
included: Barringer High School (Newark); Egg Harbor High
School; Point Pleasant High School; Hopatcong High School
and Science High School (Newark). [See Appendix C]

In the analyses, comparisons were drawn between the
prevalence of responses given during the first and second
surveys and between the response rate for each group
(Control vs. Demonstration). Differences between the
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il !
i B groups were assessed for statistical significance.
j Subsidiary analyses were undertaken to determine whether
| responses differed by sex of respondent, by the program

| . they had been given or the school they had attended. A
b ' set of additional analyses was undertaken on 11.4% of the
students who reported that they had previously made a
(M ‘ suicide attempt.

II. SUMMARY OF FINDINGS

|

i | . .
rﬁ Analysis of evaluation data demonstrated the following
! important program outcomes: [Appendix D contains more
{‘ detailed description of evaluation results).

Rk ' A majority of students found the programs interesting
ﬁ\i and helpful. Students who had participated in a

}’ program could identify more behaviors as warning signs
I ! than controls and were more knowledgeable about how to
il ‘ ' : contact a mental health professional through a hotline
I8 ‘ than either controls or they themselves had been

I¥ before the program.

- 89% of students felt that other high school students
should participate in similar programs. Students from
urban schools were the most positive in their
reception of the programs.

- There was no evidence from this limited study that the
programs increased suicidal preoccupations or behavior
in participating students.

- Screening for currently suicidal students, which
was permitted in 7 of the 11 participating
schools and included approximately 1,300
students, identified 72 students who
self-identified as feeling suicidal and were then
referred for help.

- Response to evaluation questions also disclosed

i that 11.4% of the students in 7 of the 11 schools
i admitted to having made previous suicide

“f attempts.

I students in the 2 above-named categories)

I responded favorably to the programs; 68% said

il - that the programs made it easier to deal with

UV‘ their friends’ problems and approximately one-half
Jlr : complained that the programs had been too short.

t - The majority of high-risk students (which included

wAf . - The Northern Regional Program (ASAP) was rated
il favorably by a higher percentage of both students and
|

educators than the other programs, although the
i ' program seemed no more effective than the others in
i ! -5-




increasing student knowledge or changing attitudes.

In the general school population, girls were
consistently found to receive the programs more
favorably than boys and to be better inclined

EoYards disclosing suicidal thoughts and seeking
elp.

Approximately 40% of the students knew a place
other than school where they could discuss their
problems or the problems of their friends with a
mental health professional. Before the program,
24% said they would do so by using a hotline.
This was increased to 34% by exposure to a
program. There was a similar small but
significant increase in the proportion of
students who would advise a suicidal friend to
use a hotline to obtain help. There were no
changes among control students. Only 13% said if
they had problems, they would want to talk to a

mental health professional; approximately half might

want to do so and 30% said they would not. These

proportions were unchanged by exposure to a program.

The reluctance to seek help from mental health
professionals was present even though most students
thought that mental health professionals could be
effective and trusted.

Fewer than one-fifth of the students believed that
teens who talk about suicide do not mean it.
Approximately 5% felt that suicide was a good or
only solution for people with many problems, and
about 15% said they would keep suicidal thoughts to
themselves. The proportion who voiced these views
was unchanged by exposure to a program.

In support of the underlying philosophy of

- school-based adolescent suicide programs which

provide peers with information for helping
friends, two-thirds of the students said their
preference was to discuss problems with a friend;
a third with their parents.

Educators responded positively to the programs.
A majority indicated that although they knew that
school policies for the management of students
at-risk for suicide existed, they were generally
ignorant about how these were implemented.
Their knowledge about this increased dramatically
as a result of exposure to the programs.
Knowledge about treatment resources and suicide
warning signs also increased after exposure to
the programs. The majority of educators were
also extremely favorable about having their own
-6-




children participate in similar programs.

PROCESS EVALUATION looked specifically at the interface
and collaboration between the mental health and
educational systems in order to provide information for
replication of similar programs at other sites. The theme
underlying all process observations was the importance of
education and awareness by both systems of the needs,
responsibilities, and limitations of the other. It was
clear that the most effective mental health programming
occurred when the working partnership with the school
system included a mutual assessment of respective roles
and a joint investment in program design and delivery.

RECOMMENDATIONS

The original mandate of the New Jersey Adolescent Suicide
Prevention Project reflected both the foresight of
Governor Kean and the legislature as well as their concern
for the well-being of the youth of New Jersey. In the
spirit of the legislation, the Project’s activities have
continued to position New Jersey as a national leader in
formulating programs for the prevention of adolescent
suicide.

As of June 30, 1987, all legislative appropriations for

the Project have been exhausted. Although New Jersey is a

forerunner in addressing the problem of adolescent
suicide, there is still work to be done.

Future Project direction is guided by the findings of the
pilot study, the experience in Bergenfield, and the needs
that have been articulated by mental health agencies and
school systems that have been part of the Project’s
broader scope of activities. The following areas are
identified as specific targets for Project involvement
during 1988 and 1989:

(1) Development of programs for adolescents who are
identified as at-risk for suicide. Current Project
experience supports the fact that a significant
percentage of these teens can be easily identified
or will self-identify. Creative programs to address
their potential self-destructiveness is clearly an
appropriate focus of suicide prevention;

(2) Implementation of school-based programs that
incorporate the modifications suggested by the pilot
study to school systems statewide. Particular _
attention should be paid to implementing programs 1n
urban areas where deficits in knowledge are greatest

- and where pilot programs were best received.
Resistant attitudes toward help-seeking must also be
studied more closely and addressed. Educator

: -7-




programs should also be implemented more broadly to
increase awareness of school policies on identifying
and referring suicidal teenagers;

(3) Provision of training in the identification,
referral, and treatment of at-risk or suicidal
teens to educators in both public and
non-public school systems and mental health
providers; ‘

(4) Continuation of the executive and supportive
functions of the Governor'’s Advisory Council on
Adolescent Suicide Prevention. ' The Council serves
as an official demonstration of the concern and
support of the citizens of New Jersey for the
development of services for suicidal teens, their
schools, families and communities.

(5) Creation of regional teams of mental health
providers and educators specially trained to provide
"postvention" services to schools that experience a
suicide;

(6) Implementation of training programs in crisis
intervention techniques and referral procedures for
school "special services staff" (guidance staff,
nurses, administrators) who are responsible for
assessing and referring troubled students;

(7) Development of a statewide network of resources
for adolescent suicide education and prevention
activities centrally coordinated by the
Project;

Since its beginning in February, 1986, the New Jersey
-Adolescent Suicide Prevention Project has established a
national reputation for school-based programs in
adolescent suicide awareness. Through innovative Project
design and evaluation, the Project has begun to address
some of the issues and concerns that have frequently
surrounded programs in this difficult and sensitive area.
But there is still a need to do more. Adolescent suicide
is a unique phenomenon with causes and solutions that are
only beginning to be understood. New Jersey has begun the
effort to study the problem in depth. More time, energy,
and financial resources need to be committed to study the
problem so that statistically significant cognitive,
attitudinal and behavioral changes occur among students at
risk. With continued legislative support, New Jersey can
continue to maintain its position of leadership and can
actualize its commitment to helping the children of the
state grow into responsible and productive citizenmns.

-8-
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SENATE, No. 2005

STATE OF NEW JERSEY
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INTRODUCLED JUNE 28, 1934
. By Scnator CODEY
Referred to Committee on Institutions, Health and YWelfare

AN Acr establishing a youth suicide prevention *[demonstration]®

" program and making an appropriation therefor.

BE 1T EXACTED by the Senate and General Assembly of the State
of New Jersey: _

1. The Legislature finds and declares that the incidence of suicide
among adolescents has increased alarmingly and suicide presently
ranks as the second leading cause of death for adolescents between
the ages of 13 and. 24 years; that tne increase in the rate of
adolescent suicide is often associated with the significant charges
in lifestyles, values and family relationships that are occurring in
our society; that the occurrence of adolescent suicide is found
among youth of all racial, social and economic backgrounds and
even though suicide is underreported as a cause of death for ado-
lescents, in 1932 114 vouth suicides were reported in New Jersey;
that mental health professionals believe that many suicides can
be prevented through suicide awareness education programs iu the
schools and crisis intervention programs for adolescents and their
tamilies in the community; and that in order to ensure that the
most effective prevention and crisis intervention programs are
available and *[ultimately]* developed Statewide, it is necessary
to establish a youth suicide prevention *[demonstration]® program
in the State Department of *[Education]® * Human Services*® which
will be administered by *[local boards of education in cooperation

‘with]® community mental health services providers *in cooperation

with local boards of education®.
2. The Commissioner of the Department of °*[Education]*

*Human Services® shall establish a program of youth suicide pre-

EXPLANATION—Matter enclosed in bold-faced brackets [thusl in the above bill
is not enacted and is intended 1o be omitted in the law.

Matter printed in italics thus is new matier.
Matter enclosed in asterisks or stars has been adopted as follows:
*—Senate commitice amendments adopted October 18, 1984.
¢ *~—Senate committee amendments sdopied December 6, 1984,
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*communily mental lcalth services providers in consultation with®
local boards of education. The objectives of the program shall in-
clude but are not limited to the following:

a. élussroom instruction *or materials*® designed to achieve the
following objectives: to teach students facts about adolescent
suicide and how to recognize signs of suicidal tendencies; to inform
students of availuble cominunity services aimed at prevention of
suicide_: aud to inerease students’ awarencss of the relationship
between adolescent suicide and drug and aleohol use.

*b. Training programs for classroom teachers and otler teaching
staff members in suicide prevention.*

*[b.J* °c.® Nonclassroon school or community based programs
such as a 24-hour “lotline” telephone service staffed Ly trained
professional counselors, crisis intervention and postintervention
services *[and]® °*,* parent education programs °®and prog)rams
for the families of suicide victims®.

*[c. Training programs for classroom teachers and guidance
counselors in suicide prevention.]*

3. *[a.]* The Commissioner of *[Education]® *Human Services
in consultation with the Commissioner of Education® shall prepare
guidelines for the youth suicide prevention *[demonstration]®
program. In addition to emphasizing the objectives provided in
section 2 of this act, the guidelines shall foster cooperation Letween
local boards of education and community mental health services
nroviders.

*[b.]° °4 a.° The commissioner shall solicit proposals for
*[demonstration]® “suicide prevention® projects from *[locai
boards of education]® *community mental lealth services pro-
viders® interested in participating in the program.

*[c.]* The commissioner shall review the project proposals and
approve and {und within the limits of monies appropriated for this
purpose, °[at least two]® °three® proposals which best meet the
objectives of the ‘[demonstration]* program.

*b. In addition to meeting the program objectives provided in
section 2 of this act, a proposal shall include procedures for evaluat.
ing the project.

¢. The commissioner shall fund one proposal from the northern,
central and southern regions of the State in order to ensure that
program services are available Statewide.®

*[4. The Commissioner of Education shall report to the Governor
and Legislatura no later than three months before the expiration
date of this act concerning:
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o. The cffects of the demonstration program on adolescents in
the schools;

"~ b.. An assessment of the most efficient and effective methods for
establishing vouth suicide prevention programs in the schoanls and
in conjunction with community services agencies;

¢. The projected costs for establishing prevention programs |
throughout the State; and

d. Recommendations for establishing a Statewide youth suicide
prevention prozram.j}*

*5. The community mental health services provider shall pre-
pare its funding proposal in cooperation with tico or more local
boards of education which are interested in participating in tle
suicide prevention program. The provider also shall agree to pio-
vide information and training within the limits of available funds,
to other local boards of educaton that are interested in providiig
for suicide prevention programs, upon their request.

6. a. There is established in the Department of Humai Services
a Youth Suicide Prevention ddvisory Council. The council shall
consist of 10 members as follows: the Commissioner of Human
Services and the Commissioner of Education, or their designees,
who siall serve as ez officio members, the project director of each
of the three suicide prevention projects funded pursuant to this
act, and five public memmbers appointed by the Governor who are
residents of this State, two of whom are generally knowledgeable
about issues concerning youth suicide, one of whom is a member of
a local school board, one of whom is a school admiuistrator and one
of whom is a secondary school classroom teacher. The members shall
serve for a term of two years. Vacancies in the membership of the
council shall be filled in the same manner as the original appoint-
ment. A member of the council is eligible for reappointment. The
members of the council shall serve without compensation, but the
council shall reimburse its members for the reasonalle expenses in-
curred in the performance of their duties.

The members of the council shall elect from among them a chair-
man who shall bs*the chief executive officer of the council, and the
members shall elect a secretary who need not be a member of the
council.

The council may call to its assistance and avail itself of the
services and assistance of any officials and employees of the State
and its political subdivisions aud their departments, boards,
bureaus. commissions and ageucies as it may require and as may
be available to it for this purpose and may ezpend any funds as
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may e al)l)ro[)rxau:a 0) otnerise maae atauauie (o 1l purmrant to
this act. _
The Governar shall appoint the public members of the council

within 90 days afler the efective datc of this act and the council
shall organize as sonn as may be practicable after the prevention
projects hare been appioved and funded and the project directors
selected.

b. The council shall: compile information on youth suicide pre-
vention programs that are presently carried out in the State;
disseminate this inforination and relevant inforinatiou about the
projects funded pursuant to this act to local school districts, com-
munity mental health services providers and the public; assess the
most efficient and cffective methods for establishing youth suicide
prevention programs in other school districts and by other com-
munity mental health services providers; assess the cost for pro-
viding youth suicide prevention programs Stalewide; and aduise
and provide technical information to the Commissioners of ITuman
Services and Education a;. inatters pertaining to youti suicide,
upon their request

c. The council shall report to the Governor and the Legisla‘ture
18 months from the effective date of this act on the activities of the
council, the effects of the three suicide prevention projects funded
pursuant to this act, and the council’s assessment of the most effi-
cient and effective methods for establisiing a Statewide program
and the projected cost for doing so. T'he council shall include in its
report recom:ncndations for legisiative or admunistrative action
that may bLe necessary to ensure that youtlh suicide prevention
services are availuble Statewide.®
*[5.]° *7.° There is appropriated  °*[$75,000.00]°
**[*8130,000.00°"" °*S300,600.00°° from the Gex:ral Fund to
tue Deparumnent of “fEducation]® *Human Services® to carry out
the purposes of this act. “The conomissioner shall expend at least
85% o) tiie wonies opproprivted in this act for the purpose of fund-
ing the three suicide prevention projects pursuaiit to this act.®

*[6.J* “8.° This act shall take effect immediately *[and shall
expire on September 30 following the third anuiversary of the
effective date]".




PROGRAM DESCRIPTIONS

Northern Region

Agency: South Bergen Community Mental Health Center,

Inc.
Lyndhurst, NJ
Program Title: “"Adolescent Su1c1de Awareness

Program" (ASAP)

Location of Schools: Implemented in Jersey
City Schools in conjunction with Christ
Hospital CMHC; Academic and Ferris
Public High Schools

In the Northern Region, the Adolescent Suicide Awareness
Program (ASAP) was a joint project between South Bergen
Community Mental Health Center in Lyndhurst, and Christ
Hospital Community Mental Health Center in Jersey City. This
program consists of a 2-hour educator’s seminar with the
following goals: to disseminate critical information about
adolescent depression and suicidal behavior , and to build or
improve understanding and collaboration between the school
system and the community mental health provider. The parent
program was sponsored by the Parent-Teachers’ Association in
each school. The student component of the Adolescent Suicide
Awareness Program was presented as- a special program in Jersey
City’s Ferris and Academic High Schools. Jersey City is large
urban school district which serves 20,000 children. The program
was focused on 10th graders. The format was structured around
two 2-hour sessions which included large group lectures and
films, followed by small group discussions. Groups were
co-facilitated by specially tralned mental health professionals
and selected school staff.

Central Region

Agency: University of Medicine and Dentistry of
New Jersey - Community Mental Health Center
at Piscataway

Program Title: "It'’s Okay To Ask For Help"

Location of Schools: Implemented in the New
Brunswick and Monroe Township Public
Schools

The Central Region project site was the Univeristy of Medicine
and Dentistry of New Jersey CMHC’s Suicide Prevention Project,
a comprehensive program of training and consultation. This
Project offers an integrated approach to suicide prevention by
providing a wide range of inter-related services. Since

the primary program goal was to help schools develop internal
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resources, staff training and system analysis preceded the
introduction of student curriculum. The program, presented in
Monroe Township High School and New Brunswick High School,
included the following components: Crisis Intervention training
for special service staff, Faculty Awareness Program,, Parent
Awareness Program, and student curriculum, directed at all 9th
grade students. (The Crisis Intervention Training, a l6-hour
instructional course which is designed to help special service
staff improve their skills in assessing and intervening with
at-risk students, is a special feature of the UMDNJ SPP and was
not offered at the Northern or Southern Regional sites.)

The UMDNJ student curricula, entitled "It’s OK to Ask for
Help," consisted of three, 45-minutes classes placed within the
family life curricula. Selected family life teachers received
ten hours of training in preparation for their delivery of the
curriculum, which emphasized problem solving, stress
management, helping suicidal friends, and identifying resources
for help. Classroom discussion focused around a videotape which
was produced with students from a teen theater group in Trenton
and students from East Brunswick who were surviving the suicide
of a classmate. These teenagers performed in a series of
role-playing vignettes that demonstrated the dilemmas teen

face when confronted with a suicidal peer. ’

Southern Region

Agency: Community Mental Health Center of Gloucester

County
Gloucester, NJ
Program Title: "Lifelines"

Location of Schools: Implemented at Delsea
Regional High School and Gateway
Regional High School

The Southern Regional site, the Community Mental Health Center
of Gloucester County, established the Adolescent Suicide Crisis
Intervention Network (ASCIN) in the Southern region to
facilitate unified delivery of services by organizations
serving adolescents and their families. Under this title, their
specific adolescent suicide prevention program was delivered to
all 9th grade students at Gateway and Delsea Regional High
Schools. Parents and faculty participated in awareness
workshops while students received program curricula called
"LIFELINES", in two sequential 45-minute minute health class
periods. Classes-were conducted by health education teachers
who had received 6 hours of training prior to curricula
presentation. Specific content of the sessions included
information about suicidal warning signs, exploration of the
issues involved in helping a suicidal friend, and
identification of in school and community resources.
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w} Target and Control Schools

{REl) Target School - Academic High School

i ?‘ 407 Students; 9-12

it SES = A, 12% homes less than

i - $10,696 income

1A Ethnicity: B-28%, W-25%, H-26%
I " ‘ -

i Control - Science High School

e Newark City, Essex County

C il 521 Students

i ‘ ‘ Ethnicity: B-66%, W-9%, H-25%

| Target School - Ferris High School
U 1627 Students
: SES = A, 67% homes less than
i $10,696 income
Ethnicity: B-35%, W-7%, H-56%

Control - Barringer High School
Newark City, Essex County
1768 Students
SES = A, 56% homes less than
$10,696 income
Ethnicity: B-47%, W-2%, H-51%

g Target School - New Brunswick Zigh School

752 Students

SES = B, 31% homes less than
$10,696 income

Ethnicity: B-68%, W-3%, H-27%

Target School - Monroe Township
884 Students
SES = G, 2% less than $10,696 income
Ethnicity: B-5%, W-92%, H-1%

Control - Hopatcong High School
Hopatcong, Sussex County
763 Students
SES = G, 2% less than $10,696 income
Ethnicity: B-1.2%, W-96%, H-1.7%
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Target School - Delsea High School
1433 Students
SES = B, 12% less than $10,696
Ethnicity: B-16%, W-82%, H-2.3%

Control - Egg Harbor Township High School
Egg Harbor Township, Atlantic County
1403 Students ‘
SES = B, 5% less than $10,696 income
Ethnicity: B-15%, W-81%, H-2.3%

Target School - Gateway Regional High School
' 1175 Students
SES = D, 9% less than $10,696 income
Ethnicity: B-.3%, W-99.7%, H-0%

Control - Point Pleasant High School
Pt. Pleasant Boro, Ocean County
975 Students
SES = D, .3% less than $10,696 income
Ethnicity: B-.3%, W-98.5%, H-.9%



AN EVALUATION OF YOUTH SUICIDE PREVENTION PROGRAMS
EXECUTIVE SUMMARY

David Shaffer, M.D
Ann Garland, M.A.
Barry Whittle, B.A.

DESCRIPTION OF THE STUDY

This is a report on the impact on students, educators and parents of three educational
programs designed to reduce the frequency of suicide attempts and suicides in teenagers.

All of the programs were delivered to students and educators in high schools during regular
school hours; evening programs were held for parents. Each of the three programs was delivered in
two different high schools that had elected to participate in this demonstration project. One of the
programs was delivered only to urban, predominantly minority students, one was delivered only to
suburban/rural students, and one was delivered to both. The programs varied in length from 1 1/2
hours to 4 hours. Two of the programs were delivered to 9th Grade students, and the other to
students in the 10th Grade. One of the programs was delivered primarily by experienced mental
health professionals. The other two were delivered by regular teachers who had been especially
trained for this purpose.

Although they varied somewhat in their methods they shared the following goals: 1) to alert
students to the risk of suicide in their age group; 2) to inform students and educators about the
availability of helping resources within the school and the community; and 3) to educate friends and
educators about their role in identifying and helping the suicidal youngster.

A total of 1140 students were exposed to the programs.The mean age of the students was
14.7 years, 45% were White, 27% were Black and 22% were Hispanic.

Assessments were carried out one or two days prior to exposure to the program for the first
time and repeated again approximately one month later. Assessments were carried out using precoded
self-report forms. Questions were designed to evaluate knowledge and attitudes about suicide and
seeking help for mental health problems and suicidal preoccupations and disclosures. Students in 7
of the schools were also asked whether they had ever made a suicide attempt, whether they were
currently suicidal and whether they wanted help for emotional problems.

Similar data were collected from 1093 "control” students who attended 5 comparison high
schools that did not receive a suicide prevention program. The comparison schools were chosen to
resemble the demonstration project schools in terms of location, size of the student body, ethnic
distribution and special educational features (i.e., high academic achievement). There were no

~ statistically significant differences in age, sex or ethnic features between the target and comparison

groups, and before the programs they were strikingly similar in their responses to a large number of
questions designed to assess their attitudes toward suicide, help seeking and knowledge about
treatment resources.

In the analyses, comparisons were drawn between the prevalence of responses given during
the first and second surveys and between the response rate for each group (Control vs.
Demonstration). Differences between the groups were assessed for statistical significance.
Subsidiary analyses were undertaken to determine whether responses differed by sex of respondent,

1



by the program they had been given or the school they had attended. A set of additional analyses was
undertaken on 11.4% of the students who reported that they had previously made a suicide attempt.

The main limitation of the study is that the assessment addresses short term changesin

- attitudes and knowledge but not behavior. It is possible that change (or stability) of attitudes or
knowledge will not be translated into a change of behavior. For this reason it will be important to
follow up the present study with an examination of behavior changes.

SUMMARY OF FINDINGS

1. General interest of the programs: Approximately 40% of the students rated the
programs as interesting or too short, approximately 20% as boring or too long. Most of the students
thought that the programs were presented clearly. About half of the students felt they had learned
something new, a fifth that they had leamed nothing new.

2. Programs as a source of comfort, distress and ability to help others:
Approximately three quarters of the students felt comforted by the programs and felt that the
programs would make it easier to cope with their own or their friends' problems. 90% felt that the
programs should be delivered in other schools.

Fewer than 10% of the students were either personally distressed by the programs or knew -
of another student who had been distressed by them. Among students who identified the reasons for
this distress, a predominant resranse was remorse or rez-2t over missed opportunities with a student
who had been suicidal. Questions about suicide attempts were not asked of students in three of the
schools, including both schools served by one of the programs. However in the remainder there was
no evidence that the programs had induced suicidal behavior in any of the students although
behavioral assessments are necessary to more accurately assess the programs’ impact on suicidal
behavior.

3. Natural support systems: Approximately 20% of the students said they would not
want to talk a problem over with anvone else and just under that number felt that it was best to keep
feelings of depression to oneself. Two thirds of the students said their preference was to discuss
problems with a friend, a third with their parents. These proportions were unchanged by exposure to
aprogram.

4. Changes in attitudes towards seeking help from within the school: Only
about 5% of the students said they usually talk about a personal problem with either a teacher or a
counselor although when asked who they would talk to jn_the school a quarter said they would talk
to a teacher or counselor if they were having an emotional problem. 40% said they would pot choose
to discuss a problem with any adult in a school. These proportions were unchanged by exposure 1o a
program.

5. Changes in attitudes to seeking help for themselves from mental health

- professionals: Approximately 40% of students knew of a place other than school where they
could discuss their problems or the problems of their friends with a mental health professional.
Before the program 24% said they would do so by using a hotline. This was increased to 34% by
exposure to a program. There was a similar small but significant increase in the proportion of
students who would advise a suicidal friend to use a hotline to obtain help. There were no changes

among control students.

Only 13% said that if they had problems they would want to talk to a mental health
professional; approximately a half said they might want to do so and 30% said they would not.These
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proportions were unchanged by exposure to a program. The reluctance to seek help from mental
health professionals was present even though most students thought that mental health professionals
could be effective and could be trusted.

o - 6. Attitudes about management of a suicidal problem in themselves or a

ol JSriend: Two thirds of the students said they would discuss a suicidal disclosure from another

o student with an adult; around 10% said they would not take a suicidal threat seriously, a similar

» proportion said they would keep it secret and about a third said they would discuss it with a friend

. 1 but would not get anyone else's help.These proportions were unchanged by exposure to a program.
’ ‘ This pattern of responses whereby a majority of students would behave responsibly and a minority

unfavorably, with neither group being influenced by the programs, recurred in several areas.

ol 7. Knowledge of warning signs: Approximately 80% of the control students knew

0 : that suicide threats and attemnpts and the use of drugs and alcohol were warning signs of suicide risk.

L The level of knowledge about these "warning signs" was not greater in those who had been exposed

I to a program. However, knowledge levels of other signs (e.g., hopelessness and social withdrawal)
_ ‘ -was increased by exposure to a program as shown by higher levels of recognition in the

i ' demonstration group.

. 8. Miscellaneous beliefs about suicide and depression: Fewer than a fifth of the

(i { ‘ students believed that students who talked about suicide did not mean it. Approximately 5% felt that
Ll suicide was a good or the only solution for people with many problems and about 15% said they

: would keep suicidal thoughts to themselves. Approximately 10% of the students believed that suicide
il _ was a feature of mental iliness. The proportion who voiced these views was unchanged by exposure
to a program.

Before attending a program about 8% felt that drugs and alcohol were a good way to help

| someone stop feeling depressed. This proportion was increased after exposure to a program to 15%,
| there was no similar change in the control group. The reason for this change is unclear and will be

l explored in further studies. '
|

|

:} L _ 9. Suicidal behavior in the students*: Approximately 11% of the students in 7 of
“-!,_;-i ' the 11 schools admitted to having made previous suicide attempts. Females and Hispanics were

il , disproportionately over-represented in this group which was also somewhat older than the mean for
1 the total student population.

1] iﬂ 10. Overall responses of suicidal students*: The majority of suicidal students
I ‘ responded favorably to the programs; 68% said that the programs made it easier to deal with their
' friends' problems and approximately a half complained that the programs had been too short.
However, the minority who responded negatively was greater among previous suicide attempters;
”W , thus 38% said the programs were boring compared with 23% of the non-attempters, 39% said they
' . had learned little new from the programs, compared with 21% of the non-attempters. Twice as many
(12%) of the previously suicidal students said they had been distressed by the programs and three

times as many (9%) said that the programs had increased their difficulties in dealing with their
problems.
|

11. Attitudes to disclosure and help seeking among suicidal students®*:
Previously suicidal students were more likely than non attempters to know how to access a mental
health professional, but they were more likely to hold negative views about help.They were more
likely to keep suicidal disclosures from others or their own suicidal intentions a secret, and less likely
to believe that it was helpful to share depressed feelings. They were less likely to tell a suicidal friend
| to call a hotline. They were more than three times as likely to believe that suicide was a good or only

- solution to certain problems. "

y
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. The programs brought about inconsistent changes in these views. On the positive side, they
increased the proportion who would advise friends to use a hotline, they slightly increased the
propordon who would seek help from a professional and they decreased the proportion who would
keep suicidal feelings to themselves. However they did not chan ge the proportion who thought that
suicide was a good or only solution to certain problems, and they appear to have decreased the
number who felt it was a good idea to share depressed feelings or who felt that mental health
professionals were good at helping others.

12. Program Differences: The ASAP program was consistently better received than the
other two programs although it did no better in changing attitudes or knowledge than the other
programs. The better reception is likely to be due to the fact that the presenters' were mental health
professionals and to the small group format that is used. The fact that it was presented solely to
urban youth who generally responded more positively to the programs may also be a factor.

13. Screening for currently suicidal students *: Screening for currently suicidal
students was permitted in 7 of the 11 schools. A total of approximately 1,300 students were screened
twice yielding a total of 72 students (approximately 5%) who were then referred for help.

14. Sex differences in help seeking : Girls were consistently found to receive the
programs more favorably and to be better inclined towards disclosing suicidal thoughts and seeking
help. -

15. Response of educators. Educators responded in a generally favorable fashion to the
programs. A majority indicat=d that, although they knew that school policies for the management of
emotional disturbances in students existed, they were generally ignorant about how these were
implemented. Knowledge about this increased dramatcally as a result of exposure to the programs.
Knowledge about reatment resources and suicide warning signs also increased after exposure to the
programs.

*= Students in the ASAP program and their matched controls were not asked questions on suicidal
ideation or attempts or offered the screening items because school administration prohibited the
inclusion of these items on the assessment.

RECOMMENDATIONS
1. Implementation of Programs

a) On balance we believe that suicide preventdon programs of the sort we have evaluated are
beneficial. They were generally well received and considered helpful by most students including
those who admitted to current distress and suicidal feelings.

However, we caution that the ability of the programs to effectively reduce future suicidal
behavior (attempts and completions) has not been demonstrated. To do that would require a different
type of evaluation. The programs had relatively little effect on a hard core of teenagers who held
views such as that suicide is a good or only solution to many problems, that it is best not to disclose
suicidal feelings or disclosures and that recourse to mental health professionals would not be sought.
We feel strongly that further development work is required to arrive at more effective intervention
programs and we detail this in our suggestions for further research listed below.

b) Particular attention should be paid to implementing programs in urban areas where deficits
in knowledge are greatest and where the programs were best received.
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¢) This study has shown that a simple survey asking students whether they are currently
preoccupied with suicidal thoughts can be undertaken effectively. Such surveys should be
implemented more broadly in collaboration with community mental health experts who would then
be expected to follow up to perform a diagnostic evaluation with identified students.

d) Consjdcration_ should be given to the implementation of hotline services specifically for
teenagers. The increase in the number of teenagers, both suicidal and non-suicidal, who were
influenced by the programs to consider this form of help was more marked than for any other form
of accessing help. It would be desirable if hotlines could be advertised in such a way as to be more

attractive to male students.

_ . ¢) Educator programs should be implemented more broadly to increase awareness of school
policies on dealing with suicidal teenagers and referral practices. .

f) Training programs in crisis intervention techniques and referral procedures should be
directed to school "special services staff" (guidance staff, nurses, administrators) who are
responsible for assessing and referring troubled students.

2. Research

We recornmend:

a) That further appropriate research be undertaken to explore some of the mechanisms behind
negative attitudes that are unfavorable to suicide prevention and that were unchanged by attendance at
the present programs.

Specifically, these are the beliefs that suicide is a good or only solution to problems; that it is

best to keep suicidal thoughts to oneself; that it is best not to disclose suicidal disclosures from
others; that it is undesirable to seek help from a mental health professional.

b) That further research be undertaken to identify the élemcms in the best received program
(ASAP) that contribute to its success.

c¢) That further appropriate research be undertaken to determine whether there is a decrease or
increase in the morbidity of suicidal behavior during or after exposure to programs.

d) That further research be undertaken to determine how referral patterns to mental health
resources within and outside the school may be influenced by exposure to programs.

¢) That further research be undertaken to identify the reasons why distress is caused to some
students who experience the program and whether this is different in previously suicidal students

(more of whom experience such distress).

f) That the impact of other models of intervention be assessed: e.g. coping skills training
programs; courses on the self-identfication of symptoms that would justify referral to a mental health
professional for full evaluation, and small groups run on clinical lines for self-identified troubled

youngsters. A
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SECTIONL
INTRODUCTION

This report outlines findings of an evaluation of three suicide prevention pro
undertaken among six schools in the State of New Jersey from April, 1986 through
December, 1986. The purpose of the evaluation was to assess the impact of these
programs on high school faculty, parents, and students. We wanted to know

icide, they improved the
knowledge about how to obtain help for emotional N

problems (for themselves or others) we
positive or negative

also wanted to know whether the programs would have any unintended
effects. Although school based suicide prevention programs are being employed

increasingly often, to our knowledge this is the first documented evaluation of such a
program.

STUDENT EVALUATIONS
L. Study Design and Procedures;

Three prevention programs were evaluated, in a total of six schools, each program
being given in two schools.

The schools that participated in the demonstration programs were self nominated
and selected by the New Jersey Department of Health and Human Services because of their
willingness to participate. A special effort was made to recruit urban schools and as a
result, the student sample is not representative of all students in New Jersey (see

description of sample page 5). The evaluators were not involved in the selection of
demonstration schools.

To ensure that any changes observed were attributable to the prevention programs
we also studied six control schools (see selection criteria in 3. below). Pupils at the control
schools answered similar questionnaires on two different occasions at approximately the
same interval as had the youngsters in the program schools. For a change to be attributable

to the program it would have to be significantly different to any change that had been
observed in the control schools.

All children attending selected grades in the various schools were instructed to
attend the programs. Our survey was carried out immediately before the first program was
given and again about one month after the program’s completion. The same questions
about attitudes and opinions about suicide, secking help for emotional or personal
problems, and knowledge about helping resources and the "warning signs" of suicide
were administered on both occasions. Items were added to the forms for the students who
had participated in the programs to determine their response to these programs. All forms
had been developed on teenagers of similar age and background as those in the study to
ensure that the wording of the items was generally understandable.

An identification procedure was used to enable matching of individual student's pre
and post program questionnaires. Before the students comp}cted the questionnaires a
standard protocol was read to them (Protocols are included in Appendix 1). Along with a
general introduction to the questionnaire the protocol stated, "You are being asked to write
your name on the tear-off cover sheet so that we can assign an identification number to
your questionnaire. Your name will not be on the uestionnaire. Someone in your school
may contact you only if we feel you could benefit from speaking to someone about any -
problems you might have." Cover sheets were collected and held separately from the
questionnaire. Master identification lists were compiled and were held in a secure file
available only to the principal of the school and to the research team.These lists were used
to match the pre and post program questionnaires.

The three suicide prevention programs that participated were:

1. To ! wgr. r i (Prc‘;gramI A). Atg?grat;q
developed by the South Bergen Regional Counseling Center and imp emented for this
projectpiendcollaboration with the Community Mental Health Center of Christ Hospital.

2. Its O.K. r0 Ask For Help (Program QK). A program developed and
implemented by the University of Medicine and Dentistry of New Jersey (UM.D.N.J.)
Community Mental Health Center at Piscataway.

- Lifelines (Program L ). This program was developed at St. Clares Hospital and was
implemented for this project by the Community Mental Health Center for Gloucester Co.

All three programs shared certain goals:

1. To raise parricipants’ awareness of the problem of you{h suicide; _

2. To enhance parricipants’ ability to idensify students at risk for suicidal behavior;

3. To educate participants about mental health resources within and outside the
school;

4.To encourage help-seeking.

The unique formats and emphases of each of the programs and of the different
schools are outlined in Tables 1 & 2.

hl

PROGRAM FEATURES

ASAP Mental health Several 10 4 hrs. Large assemb./ Film

professionals Years Sml. Grps.

Educators 6 yrs.
OK Educators ~ 10 hrs. 9 3 hrs. Classroom Video
L Educators 6 hrs. 9 1 12 hrs. Classroom Audio &

Film
2



Each project school was matched with a control school (that had never received a
suicide prevention program) on the following variables:

1. Ethnic distribution;
2. Socio-economic status of school district based on 1980 census data, including

| analysis of the percentage of households falling below poverty level;

3. Size of enroliment;
4. Type of community (i.e.., urban/rural);

5. Grade level (i.e., control students for A program were in the .IOth grade, while
others were in 9th grade). ' '

o

18 potentially eligible schools were Iapproached from which matches for §
Demonstration schools were made. A match for the 6th school could not be finalized .
Because the average number of students in the Demonstration schools was somewhat

higher than in the control schools the numbers in the Demonstration and control groups are
similar.

Lable2
School Fegrures
The Project Schools

School Total Enroll > Urban/Rural Special Features

Al 400 Urban Academically gifted
A2 1600 Urban

OK1 750 Urban

OK2 890 Suburban

L1 1450 Rural/Suburban

L2 1180 Suburban/Rural

The Control Schools

School Total Enroll Urban/Rural Special Features

C1 520 Urban Academically gifted
C2 1770 Urban

C3 760 Suburban/Rural

C4 1400 Suburban/Rural
Cs 980 Suburban

4. Analvsis;

All items were compared by Demonstration vs control group, by program and by
school. All items were also analyzed by sex. For the purposes of this report, analyses by
sex and suicide attempt status are confined to the total control and Demonstration groups,
with no separate analyses by program or school. '

Statistics: Where indicated, t-tests, chi-square tests and McNemar tests were done to test

for significant differences between Control time 2 and Demonstration time 2 frequency
distributions.

s, Description of Student Sample:
Table3
Student C} . .

Controls Demonstration

n=1484 n=1322
Sex
Males 47% 48% .
Females 53% 52%
Erhnicity
White 2% 45%
Black 30% 27%
Hispanic 25% 2%
Other 3% 6%
Average Age 149 14.7
Age Range 12-20 12-18
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Iabled
Complignce Rates
Intervention Schools :
ERE BOST
# of initial % students to # of final % of

forms complered complete form . forms completed bre
Al 96 100 95 99
A2 275 90 144 53
OK1 228 99 188 69
OK2 206 100 \ 193 89
L1 198 100 159 79
L2 137 100 _ 161 100
TOTAL 1140 98 940 82

 Control Schools

C1 111 100 110 100
C2 385 95 371 98
C3 159 100 152 96
C4 250 100 262 100
Cs 188 100 177 93
TOTAL 1093 .99 1072 98
JOTAL ALL
SCHOOLS 2223 98 2012 90
Comment:

Overall compliance in returning questionnaires was excellent (30%). There were
two exceptions to this that affected the returns on the post questionnaires.In school A2
several educators declined to administer the post questionnaires in their classes because of
other curriculum pressures. At school OK1 the post program form was administered the
day before the holiday vacation in December, normally a day with a high absentee rate .

The number of forms completed on the first occasion does not reflect the exact
number of students attending the program because they were administered to classroom
groups from 1 to 3 days before the suicide prevention programs were implemented.
Attendance at the programs was mandatory, but absentees on cither the form filling or the
program implementation day were not recorded.

The selection of control schools was apparently appropriate. Not only weré the

control students demographically similar, abut so were initial levels of knowledge about
resources and attitudes toward seeking help.

B.STUDENT SURVEY RESULTS
1. How Were the Programs Received2 _

It is likely that a successful program will interest and involve students. Participating
students were asked to rate their responses on a 5-point scale and we present the percent of
students who replied on either the favorable or unfavorable poles of these scales. The
identification numbers refer to the items on the original questionnaire (See Appendix 2).
The number of responses was 940 for all items unless otherwise noted. .

Iables
Interest in the Programs

1. Was the suicide awareness program interesting?
\ I . .
% Total Students 41% 21%

3. Was the information presented clearly?

Clear Unclear
9% Total Students 78%. 4%

6.Was the program upsetting/comforting?
Comforting  Upsetting
% Total Students . 69% 1%
*note: This question was administered to only 4 of the 6 schools N=586

7.Was the program too long/too short?
TooShort  lustRight ~ Toolong
% Total Students 36% 44% 20%
% note: This question was administered to only 4 of the 6 schools N=586

" 11. Did you ask any questions or make commenis during the suicide /

program? 4
Xes No '
% Total Students 51% 49%
S /
//",/
6 / //




Iagbled
Complignce Rates
ERE | - POST
# of initial % students to # of final &of
Jorms completed complete form - forms completed bre
Al 96 100 95 99
A2 275§ 90 144 53
OK1 228 99 188 69
OK2 206 100 . 193 89
L1 198 ‘ 100 159 79
L2 137 100 , 161 100
TOTAL 1140 98 940 82
~ Control Schools

C1 111 100 110 100
C2 385 - 95 371 98
C3 159 100 152 96
C4 250 100 262 100
CS 188 100 177 93
TOTAL 1093 .99 1072 98
JOTALALL '

SCHOOLS 2223 98 2012 90
Comment:

two exceptions to this that affected the returns on the post questionnaires.In school A2
several educators declined to administer the post questionnaires in their classes because of
other curriculum pressures. At school OK 1 the post program form was administered the
day before the holiday vacation in December, normally a day with a high absentee rate .

Overall compliance in returning questionnaires was excellent (90%). There were

The number of forms completed on the first occasion does not reflect the exact
number of students attending the program because they were administered to classroom
groups from 1 to 3 days before the suicide prevention programs were implemented.

Attendance at the programs was mandatory, but absentees on either the form filling or the
program implementation day were not recorded.

The selection of control schools was apparently appropriate. Not only were the

control students demographically similar, abut so were initial levels of knowledge about
resources and attitudes toward seeking help.

B.STUDENT SURVEY RESULTS

It is likely that a successful program will interest and involve students. Participating
students were asked to rate their responses on a 5-point scale and we present the percent of
students who replied on either the favorable or unfavorable poles of these scales. The
identification numbers refer to the items on the original questionnaire (See Appendix 2).
The number of responses was 940 for all items unless otherwise noted. ,

IableS
Interest in the Programs
1. Was the suicide awareness program interesting?

I . .
% Total Students 41% 21%

3. Was the information presented clearly?
Clear ~  Unclear

% Total Students 78% 4%

6.Was the program upsetting/comforting ?
Comforting  Upsetting

% Total Students 69% 1%

*note: This question was administered to only 4 of the 6 schools N=586

7.Was the program too long/too short?

% Total Students Igg% 4% 20%

* note: This question was administered to only 4 of the 6 schools N=586

11. Did you ask any questions or make comments during the suicide awareness

program?
Xes No
% Total Students 51% 49%
6




Comment:

Most students received the programs well , although a fifth of them found them
boring, and a similar proportion thought that they went on for too long.

There were consistent sex differences with more of the girls rating the programs as
interesting (girls 46%; boys 35%) and comforting (girls 73%; boys 64%). Girls were also
somewhat less likely than boys to find the programs "too long" (girls 17%; boys 24%).

There were also consistent differences between programs. The A program was
rated as more interesting and more clear on most indices. There were also program related
differences on perceived length of the programs (that were unrelated to actual length).
Program L which was rated by 36% as being 00 long in fact only lasted approximately 1
1/2 hours. Conversely, Program A and OK, lasting 4 hours and 3 hours respectively, were
rated by 40% and by 48% as being too short.

These differences need to be interpreted in the light of the very low (53%) post-
survey return from school A2. Even though- one cannot rule out the selective non-
participation of educators whose classes were not favorable to the program , we believe for
several reasons that this is unlikely and that there are real differences in the acceptability
between the programs. These reasons are: ;

a) The A program was better received in both the high and the low
compliance schools;

b)There is consistency in these ratings. Educators as well as students rated
the program most positively.

¢)The cause of the low follow-up rate at school A2 was at the educator level
rather than at the student level and was therefore likely to affect individual students
randomly, rather than by selectively attracting students who liked the program.

Possible reasons for the better acceptability of the A program are provided in the
summary and conclusion.

Within program School Differences were marked for the OK program schools.
Factors that may have contributed to this included employing local personnel with varying
educating ability or popularity and student differences between the two OK program

schools. Urban schools were generally more positive about the presentations and the better
rated OK school was the one in an uban area. -

Based on comments made by the educators in school OK2 (see page 27) another
factor “at may have been important in the poor ratings given by OK2 students was that

they may have found the program repetitive due to prior informal instuction in this area
following a student suicide within in the last few years. :

2 Were the Programs Seen as Helpful?

Did the students feel that the that the programs had helped them learn how to deal -
with problems? Again, students were asked to rate their responses on a 5-point scale and
the table below presents the percent of students who replied on either the favorable or
unfavorable poles of these scales. Data were missing on two of the suburban schools on
three of the five measures. These items were added after the questionnaires were
administered in these schools. Unless otherwise noted, N=940.

Igble6
Learning from the Programs
2. Did you learn anything new?
— Learned a Lot Learned Nothing
% Total Students 49% ‘ 21%

4. How do you think the program will help you deal with your friends’ problems?
Make it Easier Make it more difficult
% Total Students 81% 1%
* note: Only 4 schools received this item. N=586

5. How do you think the program will help you deal with your own problems?
~ Make it Easier Make it more difficult
% Total Students 71% 4%

* note: Only 4 schools received this item. N=586

10. Do you think other high school students in your area should participate in the same

program? Yes No
% Total Students 89% 11%
Comment:

The programs were generally perceived as being helpful and informative.

i differences with a higher proportion of girls indicating that
the prog?agr:m \;rct)t\ﬁ:iehv:geﬂf::n dgal with their fricx_x%ls' (girls 86%, ?oys;4%)ma§cdn ttl;e(u' n?l:m
problems (girls 78%, boys 64%) and recommending the program for other s g
93%; boys 85%).

roeram differences: were again apparent with the ASAP program being

recormnscrr?ggdpb;gmom ?tj?xrdents (96%) than the other programs (87%zoar}ddt_>cmg ra::dwﬂh
more positively on all the above items. There were also consistent school differenc
one of the OK school programs being rated as well as the A schools.



3. Knowledge Acauisition:

Did the programs increase the students' knowledge about treatment resources,
strategies for helping frignds and purported warning signs for suicide ?

1. Knowledge about Suicid
=Where to get help
Table7
Knowledge of
Lreatment Resources

22. Do you know of any place other than school where you could talk to a mental health
professional about personal problems that were troubling you? (%= yes responders)

Pre Post
Control 38% 41%
Demonstration 38% 38%

23. If you needed to contact a mental health professional outside of school, how would
you find out where to go or who to call? o

Demonstration Controls
Pre Post Pre Post
Ask your parent 32 32 33 31
Ask a teacher, counselor
or other adult at school 22 23 20 20
Call a hotline or
emergency number 24 34ee 20 26

** Difference between demonstration and control groups significant at .01 level

Comment

Basic knowledge levels were surprisingly low. Fewer than half of the students
knew any resource other than school where they could receive professional help for an
emotional problem.

The proportion of students who indicated (in a global fashion) that they knew how
to get outside help did not increase after their exposure to the program. However, when
specific response choices were offered (probably a more sensitive way of determining
knowledge) there was an increase in the number of students who would call a hotline or

emergency number following the program. Experience in the programs did not change the
proportion who thought they had knowledge of resources, although when the question
was posed with multiple choices, the proportion of students who said they would use a
hotline or mental health center increased significantly among those exposed to a program
(More 50 in girls -15% net change - than among boys - 6% ).

Iable 8
New Knowledge -
how to help friends

25. What should you do if a friend tells you helshe is thinking about killing
himselfl herself? '

Demonstration Controls

Pre Post Pre Post
“Tell my friend to call a »
hotline or mental health center” 40 - 44ee 36 36
"Talk to an adult
about my friend” 65 65 63 61
“Talk to my friend without .
getting anyone's help” ‘ 33 29 34 33
"I wouldn’t take it seriously” 10 12 10 12
I would keep it a secret” 9 7 9 7

** Difference between demonstration and control groups significant at .01 level

Comments:

At time 2, most teenagers, whether or not they had attended a program would tell an
adult if a friend of theirs admitted to suicidal intentions. However, there is a small but
significant proportion of teenagers (approximately 10% in all of the schools studied) who
either would not take such a threat seriously or would keep it a secret and the proportion
who felt this way was unaffected by attendance at a program.

An analysis of matched pairs indicated that the programs induced significantly more
change in whether or not the pupils took disclosures seriously, but similar proportions of
students changed their views in a positive direction (would take disclosure senously) to
those who changed their views in a negative direction (would not take disclosure
seriously). Therefore the overall proportion remained stable.

10




An even greater number of students - nearly a third - would talk to their friend about

responses for the two high ability schools was 4.19 , with only 4% of the students leaving
their suicidal ideas without getting anyone else's help and exposure to a program similarly.

the question blank .The average for the remaining schools was only 2.9 with an average of

-

brought about only a very small reduction in this attitude. , : 27% of the students not writing in any warning signs.

Significantly more students in the demostration group would recommend to a friend ’ Table IO
that they call a hotline or mental health center if they were thinking about killing g
themselves. .

There were no significant sex, program or school differences in these approaches or

in the impact of the programs upon them. Wmm

Which of the following do you think may be warning signs for suicide? (You may check
more than one answer)

Students were asked the open-ended question indicated in Table 9 .Space was _ ' omi ‘
provi'ldoﬁ to enter in up to eight different signs.Open ended questions such as this are an Contral Demo. Significant
unreliable way to determine the extent of knowledge. However, we chose this format : 1 i ,
because we did not want to "prime" students in any way. The format for the time 2 g ffays";rg; e’:ie::%tlshigrfslel;f}g:f;:g gg g; :: !
questionnaire was different. A range of 26 choices reflecting information presented in the E 3) Using drugs a lot 75 74 n.s. '
programs and warning signs listed by students in the time 1 questionnaire was presented j 4) Ve gb ad fgamily problems 66 7 03
and students were invited to check all or any. Changes in prevalence are presented below i 5) Sa;ly or depressed : 68 80 10001
for the signs which were che;kcd off most frequently. | 6) Not caring about the future 51 74 0001 y
- 7) Joking a lot about killing self 57 72 .0001 '
. 8) Drinking too much 58 64 .0004 |
Tabled 9) Keeping too himself 3 57 0001 |
, P } 10) Not enjoying anything 40 56 .0001 N
Eirst Assessment Comment: | |
. - e L ! Students exposed to a prevention program were more likely to rate 20 of the 26 f
(1:,1 H "e“’h.wto"ld you be able to tell if a person w":“.’n;‘h‘"b"g about killing himselfiherself? | items. There was least difference in those signs in which the endorsement rate was high in i
edse list as many warning signs as you can t o) ' both control and Demonstration schools,suggesting a “ceiling effec:". ’I'lutstgo;}des , R
- further evidence that information contained in the programs can be transmitted effectively. B
Total Cont Demo. l | H
Average number of signs listed 3.14 299 3.29 ‘: .
The most frequently listed responses were: l . |
1) Depression (53%); : : _ i
2) Making a suicide threat or warning (29%); ! "
3) Social withdrawal or isolation (27%); v ! S
4) Drug and alcohol abuse (19%). ) ~
Comment: i
There were significant differences between schools in the number of responses l ' _ |
listed and the pattern of differences suggests that experience and ability will influence the
number of responses given in this open ended mode. Thus, the average number of ¢
11 | 12
AN




'
.
i
i
I
i
i
il
il i
i
0
[
i
[
|
v
|
i
I
i
I
i
I
! '
il
i
i
|
i
i

Demonstration Controls

Pre Post Pre Post
33. People who talk about
suicide do not commit suicide. 18 16 19 19
36 Almost all kids who kill '
themselves are mentally ill. 11 12 13 12
37. Drugs and alcohol are a
good way to help someone
stop feeling depressed. 8 154 11 11

** significant at .01 level

Comments;

Relatively few students believe that people who talk about suicide do not commit
suicide. However it is interesting that among the small proportion (about 18%) who do
hold this view, few had their minds changed by these suicide prevention program. This is
in line with the general finding that most students hold sensible and safe views on suicide

but those who do not are not changed in their views by attendance at one of the
- Demonstration programs .

None of the programs unambiguously subscribed to the view that suicide is a
feature of mental illness and none featured this point in their programs. Very few students
held this belief before the programs - although it was more common among boys (17% )
than girls (8%) - and given the lack of programmatic emphasis it was not surprising that
this proportion was not increased by exposure to a program. The implications of this are
discussed in our conclusions.

There were no significant differences between programs or schools on these
measures. .

It is interesting to note that after participating in a program the number of students
who believed that drugs and alcohol were a good way to cope with depression increased.
More boys responded in this way and there were no program or school effects. We show

elsewhere in this report the view was even more likely to be endorsed by students who had
made a previous attempt. The idea that drugs and alcohol are sometimes taken as an attempt

to self medicate for depression is widely held ( although it remains scientifically
unsubstantiated) and this was indicated by some of the program teachers.

13

4a, Help Seeking

A number of items measured the students willingness to seek help for emotional or
personal problems.

Iable 12

” ’ ”

14. If you have a bad emotional or personal problem, do you ialk it over with a ...?

Demonstration - Controls
Bx Pos B Bost
Teacher 6 S 3 4
Counselor 5 10 6 7
Friends 62 66 59 61
Parent 36 35 38 32
Other adult 9 13 8 9
Noone - 22 21 20 21

21. Who would you 1alk to0 ir_your school if you were having emotional problems?

Demonsiration Conrrols
Pre Bost Pre Post
Teacher 24 25 24 24
Counselor ) 26 23 28 25
Nurse 10 8 7 6
No-one 42 43 42 46

40.If you are depressed, it is a good idea 10 keep these feelings 10 yourself.

%Ine
bBe Post
Controls 15 14

Demonstration 12 13

14
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‘ H | 19. ! would be willing to go to a mental health professional if I were having personal problems. I ey \
il , : 4b, Attitude Changes about Suicide i
" Yes Maybe No : it
1;. Pe  Post Pe  Post Pe  Post |
R Controls 13 13 6 53 31 33 |l |
il Demonstraton 413 56 56 B 3 o :  New Attitudes |
1 15. Mental health professionals (psychologist, counselor, social worker, psychiatrist ) 43. For people who have a lot of problems in their lives, I think suicide is...
il are good at helping people cope with personal problems. i
! Nevera Bossible Good Only
P Post Pre Post Pre Post Pre Post Pre Post "
I. msnu'on 81 83 Demonstradon 85 80 10 12 2 4 2 3 ‘l
Q !“ ' ‘I|‘
Ri éf ‘;lenlal health professionals only break a secret when they feel it is a master of life or 44.If I felt like I wanted to kill myself, I would... ‘\i‘
o ‘ Jell someone Maybe tell Not Tell ! l
! B %Tne | | Pre  Post Pe  Post Pre  Post il
IR Post ' l
| | Control s6 s 2% 32 15, 17 |
| Controls 69 7 ' Demonstration 54 53 30 32 16 15 il
| Demonstraton 70 76 ! il
| : i
; ‘ 17. Mental health professionals can "read your mind" and find out all your secrets. o g “i‘ !
| : The proportion of students (about 20%) who said that they would talk to no one if |
| Pre ZIne Post : 1 they were having a bad emotional or personal problem was unchanged by the program. § |
i !

Controls 7 . . Most students said they would go to a friend or parent if they were experiencing ‘ .
Demonstration ” 9 emotional problems. Fewer than 10% would turn to a teacher or a counselor. After o
. i attending a program there was a small increase in the number who said they would gotoa :
counselor (5% to 10%) or to a non-family adult (9% to 13%) . When the question format
| : was changed and the students were asked to choose between different individuals (adults)

} 4 at school just under half said they would not seek help from anyone in that setting.

. Similarly, very few students said they would definitely consult a mental health
: professional if they had problems and a full 30% said they definitely would not do so.
1 These views were not changed by attending a program . The survey does not reveal why
| the students hold these views. It does not seem likely to be because they view mental health
professionals as incompetent or untrustworthy.Most students felt that mental health ‘
professionals were effective in helping people and could be trusted to maintain a confidence '
although the minority of students who felt that mental health professionals were ineffective i
} ’ (19% ) or could not be trusted to maintain confidences (30% ) was not altered by the , L
- program . :

In general, students hold sensible views about suicide. Most students believe that
suicide is unjustifiable under most or any circumstances and that if they were feeling
suicidal they would seek help. However, those who differ and feel that suicide may be i
¢ warranted and those who would not be willing to seek help from a mental health , iﬁ'
|
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professional did not have their views on these questions changed by participation in the Table 14 ' i
programs (#19). : . . . .
Girls were more likely than boys to say they would talk about their problems and - frequent suicidal preoccupations
more likely to see a mental health professional and would be more likely to tell someone if : , |
they were suicidal. Boys views on these matters were unaffected by attending a program. A
There were no significant or consistent differences on any of these measures of help B Demonstration: Controls: '
seeking or on attitudes towards suicide between schools or programs . This occurred . )
despite the fact that some programs were administered by educators (non-mental health 47. Have you ever tried to kill yourself?
professionals), others by mental health professionals.
Afrer program : 2nd assessment
<.Are There Any Adverse Effects on Students? | No Yes No Yes |
~ One of the concerns voiced about suicide prevention programs is that in working to No 492 16 No 422 16 S
increase teenagers awareness of the features of suicide (to make them more effective "case Before program | Ist assessment A

finders") or in pointing out how some teenagers respond to stress by making suicide Yes 20 35 Yes 15 31 ol
attempts (to point out that there are less destructive and damaging ways of dealing with W
problems) programs may inadvertently introduce the idea of suicide to teenagers who (g i}
would not otherwise have thought of it. 46. Have you thought about killing yourself il

frequently or all the time. , i\‘

The most sensitive way of looking at this issue would be to examine the incidence ‘ . 440 16 i

of suicide attempts or completions before, during and after a high school population is No 522 18 : No |

exposed to a prevention program. That was beyond the scope of this project. We did, Before program Ist assessment 4 B3 :

however, ask students whether they were distressed by the program, and if so why ,and Yes 26 9 Yes 1
we determined the prevalence of suicide attempts made by the students before and after ,

exposure to the program.

l , Comments: :
- 7% of those who attended the programs found them "upsetting,” and a further 4% - '

: i
. - |
reported that they knew friends who had been upset by the program. We asked the students ; On the face of it, Table 14 indicates that 16 teenagers who had not made a suicide ‘
what about the programs had upset their friends . The most common response was that it !

|

attempt prior to attending the program did so afterwards. However, an examination of
had brought back upsetting memories. Others answered that it made them upset to think replies by controls shows an almost precisely similar response. Furthermore, ;hex;; were
about their own problems. Others simply said it was too long and boring. just as many pupils who admitted to making an attempt when first questoned who cn.d ‘

denied doing so when requestioned . These inconsistent responders (i.e. those who saxal g

To examine whether there was any increase in suicidal behavior or thoughts , they had made an attempt at either time one or time two, but not on both occasions) equ i

brought about by exposure to the program we asked students in 7 of the 11 schools (4 ! ; the number of consistent responders. 3
Demonstration, 3 control) whether they had ever made a previous suicide attempt (See - o . . In istent *
Table 14 above) or whether they had repeatedly entertained suicidal ideas. This question This type of unreliability 1s not uncommon in survey data of this lso:l'g. consis er: |
was not asked of students in the two A program schools (and their matching controls) ; replies could arise for several valid reasons that are discussed in the concluding cricmarks o 1
because the school administration took the view that to pose those questions might lead to this report (Section V). It is also possible that they represent invalid random aclll . n
difficulties. For the purposes of this analysis, responses were pair matched (that is only meaningless responses. In order to examine this possibility, we examined the cfrg;ograp c
students who responded at time one and time two were entered into the analysis). ' characteristics of inconsistent responders to see whether they resembled thoslc of the
Responses from 563 students in demonstration schools and 584 controls who were present consistent responders. Inconsistent and consistent responders were more or gss -
on both occasions are given in Table 14 (below). : proportionately distributed among the different schools.Age, sex and ethnic characteristics
are provided in Table 15 below.

~
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Iable I5
. ,
Consistent & Inconsistent responders to ; e et
TOTAL NON-ATTEMPTERS CONSIS?'?N'?“ P&%Rosusxsrm
%FEMALE 509 498 67.2 532
Mean Age 14.8 14.5 15.1 155
SWHITE 77.1 78.0 78.1 65.8
%BLACK 15.0 15.1 7.8 9.7
%HISPANIC 5.4 4.5 12.5 10.5
ZOTHER 2.4 2.4 1.6 3.9

Table 15 shows the followiﬁg :

_ Sex: Consistent responders were much more likely to be female.
Inconsistent responders were only slightly more likely to be female.

Age: Both consistent and inconsistent responders are on average older than i
non attempters with inconsistent responders being older than consistent responders. ? 7

. . Ethm‘giry: Both consistent and inconsistent responders are
disproportionately Hispanic. Both inconsistent and consistent responders are less likely to
be black. Whites are proportionately represented in the consistent attempter group but |
disproportionately underrepresented in the inconsistent responders group. |

We conclude from this analysis that consistent and inconsistent responders are |

-similar in their differences to non attempters and that a true suicide attempt rate is probably

the sum of both the consistent and inconsistent groups.

_ With respect to this study, these data provide no evidence for an increase in suicidal
behavior or ideation following the suicide prevention programs. ‘

P Effects on Previously Suicidal Students:

One of the objections to school based programs is that they follow a low risk
strategy. That is, they apply resources to many students who may not be at risk . It is
therefore of interest to know how a high risk group would respond to such a program. The
question is also of interest because of the possibility that talking about suicide or
describing teenagers who have felt suicidal might have a stimulating effect (i.e.that it -may
induce some youngsters to contemplate or attempt or complete suicide) . If present, this
effect is likely to be most marked in those who are at high risk.

19

There is general agreement that the group of individuals at highest risk for suicide
are those who have already made a suicide attempt (See Shaffer et al., 1987) . We therefore
examined separately the replies of students from both control and Demonstration schools
who identified themselves as having previously made a suicide attempt. For the reasons
given in Section 5 above previous attempters are taken to be students who indicated a
suicidal attempt on either or both forms. 11.4 % of students in the combined sample
fulfilled these criteria. The cumulative prevalence rates were similar in both the control and
Demonstration groups. _

i ' Global Evaluation of P

Suicide attempters were more likely than non attempters to find programs boring
(38% v 23%) , to complain that the programs were presented unclearly (13% v 4%), to
indicate that the program had taught them nothing new (39% v 21%), and to express the
view that the programs should not be shown to other schools (27% v 12%). In spite of
their discontent with the programs they were more likely to complain that the programs
were too short (50% v 30%).

As with the rest of the student body relatively few of the attempter pils were
distressed by the programs but distress was slightly more common than among the non-
attempters. 12% of the attempters said they had been upset by the program , (c.f.6% of non
attempters), and although 68% of the attempters said that the program would make it easier

to deal with their own problems (c.f. 72% of non attempters) 9% said that it would make it .

more difficult ( 3% of non attempters).

6b, Attempters' Knowjedge about Resources

It is especially important that this group be well equipped with knowledge about
where to obtain help, not only because they have already manifested severe emotional
difficulties but because they are less likely, as a group, to rely on home support ( 24% in
the Demonstration group attempters would turmn to their parents for advice about obtaining
help compared with 31% of the non attempters from the same schools).

Before the intervention, slightly (not significantly) more of the attempters (22%)
than non attempters (19%) indicated that they would ask a counselor or teacher for advice,
and they were significantly more likely to indicate that they would call a hotline or mental
health center (36%) than would non attempters (22%). However, barely half knew where
to obtain help and that proportion was not increased by exposure to a prevention program.
(See Table 16 below).

Igble 16
Attempters knowledge of resources
22. Do you know of any place other than school where you could talk to a mensal health

- professional about personal problems that were troubling you?

ATTEMPTERS

NON-ATTEMPTERS
ERE POST ERE POST
DEMONSTRATION 37 41 47 49
CONTROL 37 37 33 51
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. . What strategies would the prior attempters use to help friends? This is a question of
special interest because attempters have been in such a situation and their attitudes are likely
to reflect their own experience, which may, of course, have been either good or bad.

Attempters were less likely to recommend to their friends that they should talk to an
adult (50% attempters vs. 68% non-attempters) and were somewhat more likely to
recommend talking to a friend withous getting additional help (46 % attempters vs. 28%
non-attempters). Neither of these attitudes changed as a result of participating in the
program.

Although.befo.te participating in a program they were less likely than the naive non
attempters to advise friends to contact a hotline or mental health center, their attitude
towards this appears to have been changed by the programs . It can be seen from Table 17
below that in the "post” survey the proportion of attempters who would recommend
contact with a professional was almost twice as great among those who had been in a
program as among attempters who did not participate in a program. With respect to other
atatudes, attempters were not more likely to take a suicide threat lightly, but more
attempters would keep such a confidence secret and this was not affected by the program .

Table 17

L
Aﬂmumm,_“j. ;

25. What should you do if a friend rells you helshe is thinking abous killing |
himselfl herself?

NON-ATTEMPTERS =~ ATTEMPTERS

ERE BOST ERE ROST
TELL FRIEND TO CALL HOTLINE OR MHC

DEMONSTRATION 39 43 29 37

CONTROL 35 37 27 20
WOULD KEEP IT A SECRET

DEMONSTRATION 8 6 17 15

CONTROL 8 6 18 20
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In Table 18 below it can be seen that suicide attempters were less likely to believe
that mental health professionals were good at helping people cope with personal problems,
or that it was a good idea to go to a mental health professional with personal problems.
These views were not significantly changed by attendance at a program but, if anything,
there was a paradoxical change that was unfavorable to prevention,

On the other hand, the programs did see:.. to affect attitudes towards disclosing
suicidal or depressed thoughts in a favorable way. Before attending the programs (See
Table 18), attempters were less likely to feel that it was a good idea to share depressed

feelings or to confide in someone else if suicidal However, attempters attending programs

were more inclined to share suicidal intentions whereas there was no such change in the
control groups, thus fulfilling a goal of the programs (See Table 18, #44).

Iable I8
NON-ATTEMPTERS ATTEMPTERS
PRE POST FRE POST
15.Memal healih professionals are good at helping people cope with personal problems.
DEMONSTRATION 78 83 75 65
CONTROL 81 83 61 65

194 would not be willing 10 go to a mental health professional if | were having personal problems.

DEMONSTRATION 32 32 43 47
CONTROL 32 33 47 35

401f you are depressed. it is a good idea to keep these feelings to yourself.

- DEMONSTRATION 9 11 17 23
CONTROL 10 12 29 22

44.If | felt like I wanted to kill myself, ] would...

Not Tell Anyone

DEMONSTRATION 15§ 15 30 20
CONTROL 15 16 29 41
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g 64, Atttudes Towards the Actof Suicid . SECTIONmH
I Hq Attempters and non-attempters held similar beliefs about whether suicide was a
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Table2l

The Educator Programs
Progam Duration Format A:Y material Special Features
A Program 2hours Large assembly Film- "Suicide-The
‘ & Small groups Wamning Signs"
OK Program 2 hours Large assembly Film-"Suicide- The 8 week Crisis Intervention
& Small groups Warning Signs" Training for special
" services staff .
(Counselors, Admin., etc.)
L Program 1 1/2 hours Large assembly None i

Questionnaires designed to measure the knowledge and attitude variables that were
to be addressed in the programs were administered to the educators just before they
participated in the programs and approximately one month after (see Appendix 2 for

instrument). The post-program instruments were distributed through the schools' i
mail and collected at a central location. & Schiools”intemal

Table 22 below shows the educator compliance rates for each school. -

Table 22
PRE -POST

# Attending # of Forms # of Forms Compliance

Program Completed Compileted Rate
Al 48 43 (90%) 41 95%
A2 147 137 (93%) 90 65%
OK1 93 59 (63%) 71 100%
OK2 65 64 (98%) 56 88%
L1 64 62 (97%) 33 53%
L2 68 61 (90%) 16 26%
TOTAL 485 426 (88%) 307 7%

Note: Inboth L program schools and in school A2, the return rate of post questionnaires
was low. Resv._llts pertaining to L program and A program may therefore be
unrepresentative. Between program comparisons must be viewed with this in mind.

, All programs were observed by the researchers and, where appropriate
remarks about the presentations will be included. - appropriate, anecdotal
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B.RESULTS
1. How Were the Programs Received?
The educators were asked to rate their overall attitude toward the suicide program both

before and after they had participated. The percentage of favorable responses to a global
question about the quality of the program is presented in Table 23.

Iable23
Educators favorable attitude/response to

the programs
Scheols | Pre Post
Al 95% 90%
A2 86 86
OK1 81 93
OK2 86 60
L1 73 39
L2 79 73

Total 8% ™%
Comments.
Expectations about the programs were generally positive, although educators in the

ASAP program schools were the most positively predisposed towards the program and
educators in the Lifelines program were least favorably predisposed.

One OK program well exceeded its educators' initial expectations and the
experience of OK2 and Lifeline 1 were well below anticipated expectations .

1b. Quality of Presentati

The educators were asked whether the information was presented clearly (72% said
it was; 8% said it was unclear), whether the purpose of the programs was clear(74% said it
was; 14% said it was not) and whether or not there were sufficient opportunities for asking
questions or making comments (68% said there were). There were significant school
differences in replies to these questions. Almost all educators in schools A1 (98%) and
OK1 (90%) rated the programs as clearly presented. However, only 23% of the educators
in school L1 reported the presentation as clear; 63% of the educators in school OK2
reported the presentation as clear. Similarly, almost all educators in schools A1 (96%) and
OK1 (93%) rated the purpose and goals of the program as clear while only 21% of the
educators in school L1 did so.

As with the student programs, the opportunity for quéstions and comments seemed
important. In the poorly performing L1 school only 9% of the educators indicated that they
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had an opportunity to pose questions or make comments. 40% of the educators in school
L2 and 78% of the educators in school OK2 indicated that they participated in this way.

Further understanding about these results is gained by reviewing the comments that

educators wrote on the questionnaires and from our own observations. These comments
are included in Appendix 4.

- Itis important to understand why some programs were better received than others.
Some of the factors that influenced the programs' reception were presentation style, prior
formal and/or informal instruction in this area, or administrative concerns. For example,
L1 educators responded negatively to the fact that the presenter simply read to the group
from a paper. This failure of the presenter to communicate adequately must also reflect
poorly upon the program organizers who had either failed to adequately train the presenter
or to adequately rehearse him. At the time, teachers at this school were being required to
teach more hours than usual and tensions between school administrators and educators
seemed high. The presentation style, which consisted of reading a prepared manuscript,
only served to increase the educators' resentment.

The relatively poor results for school OK2 were unlikely, in our view, to be based
on either the program (which was the same as was presented to school OK1 where it was
very well received) or on the the presentation. We observed this to be well organized with
several different speakers presenting effectively. The audience appeared to be interested
and knowledgeable. However, on the post program form the educators remarked that the
information was redundant for they had participated in similar programs on several
occasions. This may have been because a student suicide had occurred in this school
approximately one year before and/or because many teachers had participated in similar
programs.

The good reception given to the 2 ASAP programs probably reflects programmatic
features or the excellent organization and/or the input of experienced presenters because the
schools were very different. School A1 is a small special school for academically gifted
students, educators seem to be particularly involved in school affairs, and were very
supportive and interested in the program.By contrast ,School A2 is a large urban school
where although many educators were interested and supportive of the program, there were
others who felt that there were different, more important, problems facing their school.

The educators were not as involved as in school A1, perhaps because of the much larger
size of the audience. '

& Were the Programs Seen as Helpful?

Regardless of how well presented the programs were, were they seen as helpful?
The overall answer to this is not so clear. The number of educators who responded that
they "learned nothing" (31%) was very close to the number that responded that they
"learned a lot" (36%). 56% said that they found the programs useful while 15% indicated
that they thought the programs were not useful. 81% of the educators stated that they
would recommend that other schools receive the same program (item#3 on educator

questionnaire) and 85% said that they would want their own child to attend such a program
(Item# 23).

These moderate responses reflect quite marked school differences. On all items,
schools A1, A2 and OK1 are rated most positively and schools L1 and L2 are rated most
negatively. In school L1 only 9% of the educators said that they had "learned a lot."

~
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Almost all of the educators from schools OK 1 and school Al recommended the

-program whereas fewer than half of the educators at school L1 did so.

Before the program only 45% of the educators said that they knew where to refer a
troubled student. This increased to 68% after the program. Only 29% knew anything of
their schools policy towards student suicide threats or attempts before attending the
program. This increased significantly to 66% after the program.

There were quite marked changes in educators' knowledge at all schools,the largest
increases being among educators at schools OK1,OK2 and L2 ..

2 . . R . Torming Q

Educators were asked to present a list of what they felt were the warning signs of
suicide before and after they had been through the program. The average number presented
before the program was 3.63. This increased to 6.10 after exposure to a program.

Changes in the signs listed are noted in Table 24. The behaviors that showed the
nost striking increases in recognition were suicide threats and warnings, making final
arrangements, changes in eating behavior and risk taking behaviors. Depression, the sign
that was listed most often before exposure to a program, was listed less often, falling to
fourth place in order of frequency. - '

Table2d
Lducators
Pre Post
1) Depression 57% 49%
2) Social withdrawal ‘ 46 35
3) Non-specific change - 34 S0
4) Specific suicidal threat/warning 27 50
5) Making final arrangemenzs 24 53
7) Apathylindifference 22 22
8) Decreased educational performance 20 29
9) Eating habits/weight gain, loss 11 31
10) Risky behavior 2 29

 Attitud | Suicide Prevention:

We were interested to see what responsibilities educators felt were appropriate for
themselves and to what extent they felt they could break confidences and how these
attitudes were influenced by the program.Replies to questions concerning these issues are
provided in Tables 25 & 26 (below). It can be seen that the most marked change was that
after a program more educators felt that it would be appropriate for them to make a referral
to a mental health professional outside the school. There were no significant changes in
attitudes towards maintaining confidences after exposure to the programs. It is interesting
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to note that fewer than a half of the educators felt that it would be appropriate for an

edpcigt:r to inform a parent that their child was showing behaviors indicating risk for
suicide.

Iable25
How to handle at-risk students
Do you feel that any of the following are appropriate responsibilities for you?
ERE POST
Identifying students at-risk for suicidal behavior and
recommending to them that they seek special help 78 79
Telling a counselor or child study team member about a
student who may be at risk for suicidal behavior 98 97
Talking to students directly about their suicidal
thoughts or intentions 58 61
Contacting a mental health professional (outside school)
about a student who may be at risk for suicidal behavior 46 62
Contacting the parents of a potentially suicidal student 47 47
Iable 26
Respecting confidences
If a student confided in you that he/she was thinking about suicide,
but asked you not to tell anyone, what would you do? '
PRE POST
Break the confidence immediately ' 62 71
Respect the confidence for at least a few days 25 23
Respect the confidence for as long as the student asks 1 1*

*= Responses do not total 100% because several teachers wrote in an "other” response,

Support/ Consuitation ;

Although intermittent educational programs of the sort that we were monitoring may
‘provide some knowledge and direction they are likely to have greater value with adequate

back up from school administration and peers. We asked the educators whether they were
satisfied with the administrative and peer support they could call on within their school for

consultation and/or supervision on difficult student problems(/tem #21) . Overall only 45%
of the educators reported being satisfied with this level of support. Attendance at the
programs decreased the feeling of satisfaction so that only 40% reported being satisfied at

that point. The decrease was attributable to increased dissatisfaction expressed in three
schools (A2, OK2, & L.2).

Dissatisfaction does not seem to be a function of specialist staff deficiencies because

91% of the educators indicated that staff were available within their school for
consultation.This increased to 96% after the programs (# 18).

The programs increased knowledge about the availability of outside
consultation. Before the programs only 53% of the educators reported that they knew of
outside professionals who could be consulted, this increased to 66% after the
programs(#19). However they expressed a clear preference for making consultations
within school (89% compared with 10% who would prefer to obtain outside consultation)
and these proportions were unaffected by attendance at a program(#20).

As might be expected, school differences in staff satisfaction were considerable.
School L1, in which the program was consistently rated most negatively, had the lowest
percentage of satisfied educators (35%- with no change pre to post). Schools OK2 and L2
had the highest percentage of satisfied educators (63% pre, 52% post) .

6. Practical Impact of the Proorams:

At the time of the second evaluation ,which was approximately 4 weeks after the
first, we asked the teachers and other staff whether they had identified or referred any
pupils since they had attended the program. 12% of the educators said they had identified
adolescents who were showing what they felt was at-risk behavior(#15) and 13% said
they had referred a teenager to the counselling office (#16) . 5% had referred students to
some other form of mental health professional(#17).
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SECTION IV,
PARENTS
AMETHODS

Each of the programs includes a parent component for which participation was
voluntary. The proportion of parents who attended (and who completed the questionnaires

as they entered the meetings ) varied from school to school and was likely unrepresentative
of the entire parent population. '

- Except in one school (A2) where the principal felt it inadvisable to circulate the pre-
program form, all pre-program questionnaires were distributed with a self addressed
envelope that we used to send on the post program questionnaire one month later.
However, the return rate for the post forms that was to be mailed back to us (37% of Pre)
was low, so the results could not be interpreted as representative of the parents that
attended the program . Furthermore, because of small numbers, between-program
comparnisons would not be meaningful . We therefore present the pre-program results only
as an indication of prevailing artitudes in the parent group.

Table 27
Return rate of pgrent forms
PRE POST

£ Attending % Completed # Completed % of Pre
School Program Eorms Eorms
Al 13 100% 3 ' 23%
A2* - . . . *
OK1 133 100% 57 43%
OK2 39 98% 4 11%
L1 8 88% 5 N%
L2 19 100% 8 2%
TOTAL ©210 9% 77 7%

*= This school did not administer the parent questionnaires.

B.RESULTS

1 Knowiedge of Treatment Resources
Referra; Procedures Poficioc

Fewer than half (47% )of the parents'who completed forms at time 1 said they
knew where they could refer a troubled teenager (#17). Only 12% said they knew of any
school policy concerning suicide threats or attempts by students. This is not surprisingly

low, considering only 29% of the teacher group knew the school policy before the
prevention program was implemented.

The (most likely unrepresentative) group of parents who attended the programs was
well informed. They could list on average 3.9 warning signs, slightly more than the

- teachers. Only 9% subscribed to the opinion that people who talk about suicide do not
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commit suicide(compared with 18% of pupils). Parents are more likely than their children
to believe that people who commit suicide are mentally ill (22% as opposed to 11% of the
students) and less likely to believe the falsehood that people who talk about suicide do pot
commit suicide. Only 3% took the view that a youngsters suicide is always the parents’
fault (Item #23).

Just under half (42% ) felt that suicide was a major teen problem in their
community. -

They hold generally very positive views about mental health professionals: 96%
believe that they are good at helping teenagers cope with personal problems; 92% said they
would let their child see a mental health professional for help and only 4% expressed the
view that people should learn to handle their own problems without outside help.Only 7%
believed that it cost more than it is worth to see a mental health professional. These parents
were more positive about mental health treatment than the students (96% believe it is
helpful while 81% of the students believe it is helpful).

Their attitudes towards confidentiality were, as expected somewhat different to
teachers or peers, and they were more likely than either group to declare themselves
prepared to inform someone else if their child made some verbal indication that they were
thinking about committing suicide(89%)(Item # 13) .

56% said they would be concerned about their teen children forming friendships
with another youngster who had been suicidal (Item #21).85% said they would be
comfortable discussing the subject of suicide with their teenager .75% said they felt that
suicide should be discussed in the classroom leaving a sizeable minority of 25% who
believe that it should not .
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SECTIONY
S ing for At-Risk Student
Although the main task of this exercisc was to evaluate the prevention programs,

the evaluation process also involved screening for at-risk adolescents in 7 of the schools
(two Demonstration schools would not allow the question to be included and the items

were omitted from their matched control schools ) and we feel that it is worthwtiile to report

on this potentially valuable technique. Embedded in the questionnaires administered to
students at those schools were two sets of questions. The first was designed to assess

current suicidal feelings.The second set of items p~~vided an opportunity for students to
identify themselves and request help. : o

The questions designed to assess current suicidal feelings started with the question:

If you have ever thought abow killing yourself or you have tried, what helped you to stop

feeling that way? Several options were listed - The last being I haven't stopped feeling that

way . The procedure (see table 28), applied twice, identified a total of 72 students.
Tgble28
Jcreening for students
by feel icidal

Pre Post Qveriap
Control 16 16 4
Demonstration 23 23 2
Total 39 39 6

Students who responded to this item were identified. The name was given to the
school principal and the child was contacted by the school guidance team. Principals and

counselors reported that the majority of the referrals were appropriate and that the majority
acknowledged that they were feeling suicidal.

Feedback from the control schools was especially positive as the screening
procedure was the only immediate benefit of their participation in the study.

Students were asked on the time 2 assessment if they had been contacted as a result
of the response to the time 1 assessment, and if so, how they felt about it? Most answered
that they were pleased, although a small number said that they were embarrassed or angry.

At the end of the questionnaire given to the same 7 schools the following statement
was inserted: If you have been thinking about killing yourself and would like someone to
help you with your problems, please write your name on the line and someone trained to
help will contact you privately. Responses to that item are shown in table 28.

S
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Iable 28
Screening for students
currently wanting help
Pre Post
Control 8 3
Demonstration 14 7
Total : 22 10

Although the number of students responding to this item is relatively low, we feel it
allowed students to ask for help in a relatively non-threatening way. These students were
contacted immediately by guidance counselors who reported in general terms that the
referrals were appropriate.

The decrease from time 1 to time 2 can perhaps be explained by the fact that the
number of students seeking help would have been affected by therapeutic contacts made
after the initial survey. There was no overlap in these cases from time 1 to time 2.

Neither of these screening items yielded any evidence of an increase in suicidal
ideation resulting from participation in the program.

34




3
i1
1
ot
i
il
al
1)
a
i

SECTION V]
SUMMARY AND RECOMMENDATIONS
A FINDINGS

The programs were well received . Most of the students found them interesting and
helpful and, with some exceptions, so did the teachers and the rather unrepresentative
group of parents who attended their special sessions in 5 of the 6 schools. A great majority

of both educators and pupils recommended that the programs be delivered at other schools -

and almost all of the educators stated that they would want their children to participate in a
similar program.

One of the goals of the program was to deliver services to urban teenagers. This

proved to be rewarding.The students in the three urban schools gave the highest proportion
of positive ratings.

There were consistent sex differences in how well the programs were received;
girls generally found the programs more interesting and helpful.

A generally accepted goal for school based suicide prevention programs would be
to reach out to the suicidal teenager to encourage him/her to share their intentions and
problems with someone else . Most programs acknowledge that in most cases this will be
cither another student or a teacher i.c. someone without professional helping skills.
Because of this, the programs also set out to prepare untrained individuals, both educators
and students to receive and manage a suicidal confidence in such a way that the suicidal
youth's needs will eventually be met professionally . This sequence of events is in a sense
an adaptation to young peoples' deficient psychological help seeking skills (it is unlikely
that a teenager would manage a physical complaint in such a circuitous way).

Our first question was whether the programs were justified in taking the view that a
teenager's capacity to recognise his own problems and to directly seek the best available
help for them was limited. Our survey suggests that they are. Before participating in a
program only 13% of the students said they would contact a mental health professional and
a fifth of the teenagers said they would consult a teacher or counselor at their school if they
were experiencing emotional difficulties.Parents did little better - only a third of the
students said they would approach their parents for advice; but the majority of students said
they would first tum to a friend. This is in keeping with the prevention programs strategy
of working with the teenagers natural helpers, their friends.

. It would be a misrepresentation to say that the programs were limited to these
restricted goals. There were elements in the programs that addressed other components of
the help seeking process.They sought to train non-suicidal students and educators to be on
the lookout for suicidal youngsters teaching them a set of warning signs that they might
show. They also informed educators and students about how to access help from
community resources and tried to convey to students, who might one day find themselves
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in a suicidal state, that there were other ways of dealing with such situations. Not all of

these areas were covered with equal thoroughness and each program carried a somewhat
different emphasis.

The process of seeking help for a problemis a coinp\ex one with many
components. For the purposes of this examination we thought it might be valuable to break

it down and to see whether we could determine whether the programs had been affected it
in a positive way. '

Help seeking requires motivation and resources to meet its cost.There should be a
belief that the help will be effective, recognition by the individual that they are suffering
from a condition that can be helped, a preparedness to ignore any social barriers or stigma

that might be present, and either the knowledge of where to obtain help or at least who to
ask for it. .

We did not design our survey instrument to determine individual motivation nor to
examine whether students had the resources to pay for help. Belief in the effectiveness of
mental health professionals did not appear to be a problem. Most students, regardless of
whether they attended a program , thought that professionals were good at helping people
in trouble and that they could be trusted to maintain confidences.

Our surveys only addressed the question of whether teenagers who have been
through a program are better able to recognize that they have problems that could benefit
from help,indirectly. Had the programs succeeded in raising self awareness we might have
seen an increase in the number of requests for help at the time of the follow up evaluation
among students who had attended a demonstration program, with no increase among
controls. Instead, we found that fewer teenagers from either group indicated that they
wanted help at the time of the follow up inquiry. This reduction was almost certainly due
to the fact that help was given to all who self identified at the first evaluation thus depleting
the pool of needy teenagers without help. There is no suggestion from this analysis that the
programs greatly facilitated self identification. However, a more sadsfactory way of
looking at this question would be to monitor referrals to teachers, counselors and other

identified helpers before and after the program. This was beyond the scope of the present
project. A

If it were to be confirmed that there had been no increase in self identification of
problems this might have been because of the emphasis on suicide. There are many
emotionally troubled teenagers who would benefit from help but who, recognizing that they
are not suicidal, may not identify with the problems presented in the program. This would

be one argument for decoupling mental health programs from the narrow domain of suicide
prevention.

Did the programs reduce some of the reluctance attached to secking help from
mental health professionals? Seemingly not. Before attending the programs the great
majority of students (this applied somewhat more to boys than girls) said they would not
seek help for emotional problems from teachers, counsellors or mental health professionals
and the distribution of replies was generally unaffected by attendance at a program. (See
Table 12, page 14) The only exception to this was a modest increase (from a quarter to a
third, most of the increase being in girls) in the proportion of program participants who
said they would use a hotline or mental health center to seek help. Attendance at a program
resulted in no increase in the number of students who would ask their parents or a teacher

or a counsellor for help and did not reduce the two thirds of the students who did not know
how to get help outside of school.
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Educators could play a key role in providing help for troubled teenagers. However,
approximately one half of them indicated that they felt poorly supported in this type of
activity by their own schools, even though over 90% of them felt that the helping services
available at their school were adequate (See Section 5, Page 31). The development of

professional counselling services within schools seems a fruitful area for further activity by
outside mental health centers programs.

The reluctance of students to make use of professional help for emotional problems
is clearly widespread and should probably be a major goal of future prevention research. In
the meanwhile, emphasis and experimentation by programs in this area should be
encouraged. Resistance to use of school counselling services seems particularly strong
(only 23% of the students would see a counselor for emotional problems-Table 12) and it is

important for programs to decide whether to accept this and to concentrate on facilitating
outside referrals or to address it directly.

Most teenagers hold responsible and sensible views on disclosure regardless of
whether or not they attend a suigide prevention program. Most believe that it is best not to
keep depressed feelings to oneself , and that suicidal preoccupations and confidences
should be disclosed to others.They would tell an adult if a friend were having severe
problems and would take such problems seriously.

However, approximately 10 to 15% of teenagers do not hold these views and the
programs did not change their minds. They believe, or at least report that they believe, that
a suicidal or depressed person should not disclose or share their opinions and that any
confidences received from another suicidal teenager should be maintained. An ominous
finding from our survey was that these views were much more common among teenagers
who have made a previous suicide attempt (Table 17 & 18).

Further research is needed to understand what lies behind the beliefs of those
teenagers who are so mistrustful of help. Have they already had some professional contact
and not been helped by it? Do they have mistaken ideas about what professional contacts
might involve? These are some of the possibilities that could be examined in such research.

A finding of general interest in the area of school based prevention was that

- approximately half of the parents who returned forms to us indicated their reluctance to
have their children be friends with other teenagers who had made a suicide attempt.
Attitudes of this sort should perhaps be taken into account when using peers for
counselling, assuming that they can be shown to be effective in this role.

Educators who participated in programs significantly increased their knowledge of
mental health treatment resources and of "warmning signs" for potentially suicidal students.
They also significantly increased their knowledge of school policies and procedures
regarding identifying and referring suicidal teens, thus fulfilling important geals of the
programs.

Once again, the situation with the students was that most held quite sound views on

and were knowledgeable about suicide before attending any program. 85% stated it was
best to share depressed thoughts and 90% said if they had suicidal preoccupations they
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would want to talk about them; 86% said that suicide is never a solution to problems; 80%
that it is not true that suicide threats do not precede a suicide and 90% that suicide threats
need to be taken seriously. Approximately 85% of the students not attending a program
said that suicide threats and prior suicide attempts are a warning sign; 74% that drug abuse
and suicide are related. These findings are reassuring and may account for the fact that
suicide completion is actually quite a rare phenomenon in teenagers. What is a matter of
concern, however, is that in nearly every instance the minority who held the reciprocal
views to those listed above were unaffected and unchanged by attending a program.

Thus, there was no significant reduction in the 33% of students who woluld.counsel
a suicidal friend without obtaining help from someone else; there was no reduction in the
10% who would not take suicide threats seriously and the similar number who would keep
suicidal confidences a secret or in the 18% who believe that people who talk about suicide
never attempt suicide; there was no reduction in the 10% who feel it is best to keep '
depressed thoughts to oneself or in the 16% who said they would not talk to anyone else if
they felt suicidal;there was no reduction in the 15% who feel that suicide can be a good or
possible thing to do. These are the proper target audience for suicide prevention programs

‘and the evidence from this survey is that the programs are ineffective in reaching them or in

altering their views. One of the goals of future research must be to better understand this
resistant minority that hold views that are clearly incompatible with effective prevention.

There were some gains in knowledge. Students who had participated in a program
could identify more behaviors as warning signs than controls and were more
knowledgeable about how to contact a mental health professional through a hotline than
either controls or than they themselves had been before the program (there was a 10%
increase in the number who would use a hotline) but as indicated above only one third of
the students felt able to do this.

One piece of information that was imparted was the view that drugs and alcohol are
a good way to cope with depression. This belief increased markedly among those who had
participated in a program but did not change in the control students. A higher proportion of
boys and students who had made a previous attempt responded in this way.The idea that
drugs and alcohol are sometimes taken as an attempt to self medicate for depression is
widely held (although scientifically unsubstantiated). It is not clear whether the impact of
this idea (and it had more impact than many of the other ideas contained in the programs)
reflects the students own experience that had then been put into words by others or whether
it provided a convenient (and memorable) rationalization for otherwise unacceptable
behavior. Attempters are both more likely to have experienced some dysphoria and hence to
have noted a beneficial change on their mood had it occurred, but they are also more likely
to have associated drug and alcohol problems and thus to seek a rationalization for their
habit.

The generalization that most teenagers hold sensible or accurate views does not
apply to views on whether or not suicide is a2 manifestation of mental illness. Very few of
the teenagers (around 12%), either before or after exposure to a program believed that this
was true. We are in no doubt that the weight of research indicates that suicide is strongly
related to other manifestations of psychiatric disturbance but this information was not used
in the prevention programs.

The reluctance of suicide prevention programs to advance the mental iliness model
of suicide is deliberate. As indicated above, the goal of most programs is to encourage self-
disclosure and given that view, is reasonable to take the view that associating suicide with
mental illness will discourage self-disclosure.However 1t is not improbable that presenting
a medical model of mental illness might actually increase self and parent generated referral
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rates.It is not implausible that the destigmatization of mental illness will not come from
continuing to deny its existence, but rather by understanding its origins, which are in many
instances biological, its treatability and its broad similarities to other forms of illness.

The general level of acceptance and interest in the programs was very high but
variation was noted between different schools and programs.

The ASAP program was rated favorably (that is to say more interesting and more
clearly presented) by a higher proportion of both students and educators than were the other
programs although the program seemed no more effective than the others in increasing
student knowledge or changing attitudes.

It would be valuable to investigate what element of the ASAP program accounts for
this preference because if it is a matter of technique rather than content, it could be
profitably employed by other programs.We have identified four distinguishing
characteristics of the ASAP program that might contribute to its higher acceptability:

a)lt has a small group format. This is likely to encourage participation and
our survey shows that it does so for significantly more students asked questions or made
comments in this program than in the others. The small group format not only increases
pupil involvement but it provides feedback to the group organizer of where the teenager is
"coming from." The organizer can then tailor their interventions to make it most
appropriate.

b)The program employs experienced personncl from the community who
have had considerable practice in presenting the program to high school students. This
contrasts with the use of either classroom teachers who have received only brief training or
- professionals who usually work as therapists or counselors rather and who have had only
limited experience as educators .

c)The program is given to older students than the other programs. They
may be more receptive to program content. This is unlikely to be a deciding factor because it
would not explain the better reception given to ASAP by educators.

'd) There was a confounding between program and pupil type; both ASAP
programs were given to urban school children. This possibility deserves serious
consideration because the one urban school (OK1) that did not receive the ASAP
-iso responded very favorably to the programs, significantly more so than the suburban
school that received the same program (although this may have been because of an element
of repetition at that school - see below). This possibility could be resolved by comparing
ASAP with other models in a variety of settings. -

It is also worth examining two school settings that appeared to respond less
positively to the programs. We say they did badly because the post evaluations on a
number of global items were markedly less favorable than the anticipatory ratings that
educators gave the programs before they were delivered.

The program at school OK 1 fared very well, however the program at school OK 2
fared somewhat poorly in the many of the : -erall ratings. Comments from educators
sugg&sted that this was because of an element of repetition.A similar program had been
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given at that school within the recent past, possibly as part of a postvention exercise
following the suicide of a pupil.

Fewer of the educator staff at both schools that were to receive the Lifeline program
looked forward to it with enthusiasm and response to the program was generally less
possitive than the other programs. The reasons for this are not clear but it suggests that
preparatory work _may not have been adequate. Other evidence for inadequate preparatory

work was the performance of one Lifeline presenter who appeared to be underrehearsed
and had to read his presentation.

In spite of the marked differences in how interesting the different programs wérc
perceived to be, knowledge acquisition and atntudc changc was strikingly similar in all
programs.

6. Are the Programs Dangerous?

We are very aware of the dangers of imitation of suicidal behavior in the young and
we were concerned that open discussion of suicide could lead to an increase in suicidal
preoccupations and even behavior among some of the youngsters. We approached this in
two ways. Firstly at the ime of the post examination we asked pupils if they had been
distressed by the program. A small proportion (7%) reported that they had been and a
similar proportion indicated that they had friends or knew other pupils who had been upset.
Although there were some reports that could be interpreted as showing that the programs

had triggered reflective concern about bad experiences, most of the reports of distress were
because they had led students to think of missed prevention opportunities in the past.

We found no evidence that either had induced suicide behavior. However our
principal strategy in looking for unwanted effects was to determine whether the rate of
suicidal preoccupations or attempts had increased between the time of the initial and the
follow up evaluations. Although we were able to follow this strategy with the OK and the
Lifeline programs we were not able to do so with the schools that were taking the ASAP
program. Our observations are therefore confined to the Lifeline and OK programs.
Although there were a number of youngsters who had not admitted to suicidal attempts
initially who did so at the time of the follow up, it seems unlikely that these represented
new attempts which had occurred during or shortly after the programs because there was a
similar shift in the control group who had not been exposed to a program. Rather, it seems
to represent general unreliability in replying to an item of this sort. This unreliability could
arise through such mechanisms as:

a) Attending the program encouraged participants to disclose experiences
that they would otherwise keep to themselves.This would be a desirable outcome, but is
unlikely to be the true explanation because there were similar changes in students from the
control schools.

b) Attending the program or second thoughts allowed the subject to redefine
a bchavmr This could allow for either a reduction or an increase in reports at time 2.

A more valid way of examining this question is by direct examination of death,

suicide attempt and suicide referral records in the communities served by the high schools
and we strongly recommend that this type of research be undertaken.
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2. Do Suicidal or Distressed Students Identify Themselves?

Two screening procedures were uysed in 7 of the 11 schools to identify students at
risk for suicide and students requesting help for emotional or personal problems. Of the
1300 students participating in the screening approximately 100 were referred to guidance
staff in the school for evaluation (See Section V, page 33). Guidance staff reported that
these referrals were generally appropriate. ‘

This screening technique is a valuable and relatively simple method of identifying
students who are in need of help. Neither of these screening items indicated an increase in
suicidal ideation after participation in a suicide awareness program.

11.4% of the students surveyed admitted to having made a previous suicide
attempt. This group was older and had proportionately fewer blacks, more hispanics and
more females than the non-attempter group. Although they were somewhat more
knowledgeable and more inclined to avail themselves of hotline services than non-

-artempters, they were also more likely to hold unusual or undesirable views.Nearly twice
as many said they would not disclose their suicidal intentions.They were twice as likely to
believe that it is best to keep depressed ideas to oneself. Twice as many believed that
suicide was a good or only solution to problems.They were less likely to believe that

mental health professionals could be helpful and half of them said they would not visit a
mental health professional for help.

Although this group is clearly an appropriate target for preventive interventions, the .
help they received from the programs was marginal. Attempters were more likely to be |
critical or hostile to the programs.They reported more distress after attending a program, ‘
and a higher proportion found them boring, unclear, lacking novelty and teaching them 1

nothing new.There was a tendency for their undesirable attitudes to become more prevalent
after exposure to a program.

The only beneficial change noted among attempters was an increased willingness to \
recommend a hotline or mental health center to a suicidal friend. This was not paralleled by
any increased willingness to use a hotline or mental themselves.

B.RECOMMENDATIONS ~ |

Regardless of the impact of these programs, the problem of teen suicide remains
and with it the need for prevention. We believe that the present study revealed some
important facts for future program planning: .

a) Teenagers can reveal a history of suicidality, unhelpful attitudes and beliefs, etc.
in an appropriate self report form; :

b) Didactic programs of the sort we have studied have some effect on improving
knowledge about resources and school policies, and willingness to use hoflines and mental
health centers, but do very little to alter damaging and dangerous attitudes.

We believe that the most sensible next steps would be to implement a demonstration
screening program, in which teenagers would be asked about suicidal feelings and
experiences, other risk factors for suicide and about their attitudes to help and
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disclosure. Teenagers who screened positively would be referred to therapeutic programs
which might be school or community based (we have evidence from other work thgg
compliance is much greater when school based programs can be provided) and decisions
about further management would then be made on an individual basis.

Two types of Educational demonstration progfams should be piloted and
researched: - :

i) A program in a small group format designed to further explore and address the
attitudes of those who are mistrustful of help;

ii) A general mental health educational program which would provide students with
advice on coping skills and with a framework for understanding mental illness in much the
same way as an understanding of physical illness is taught in many special classes.

Further research to investigate the element leading to the superiority of the ASAP
format would be worthwhile and might take the form of assessing ASAP against another
program format in different types of student body or by systematically varying the
programs’ distinguishing features.

Finally we believe that outside research (i.e. research that is independent of the
implementor) should always accompany demonstration projects and special projects
because it is only with such research tha: we can learn what is appropriate and what is not
helpful in trying to advance the cause of preventive mental health. Further research that is
needed for the present programs is to determine whether suicidal behavior is increased or
decreased by the programs through direct examination of death and attempt records in the
communites served by the high schools. This would be more valid than the methuds we
have used in the present survey.

These preliminary analyses show a need to focus more on determining the effects of
the programs on the true target population - those students who are at the highest risk for
suicidal behavior. Further analyses will provide greater insight into this issue by separating
the attempter groups to make a comparison between consistent and inconsistent categories
and by looking at differences in responding by sex and race.
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Student Questionnaire
' ' Case?
I.D. & Zefore completing the guestionnaire, please give us the following (91-03) I
m— nformation. I.D.f
.our age Form i
(08) i
Write Your Name Here Your sex: Male ~ Female ' Q 
Your ethnicity: White Black Hispanic Asian 09)  (10)
Amer. Indian Other ‘ e
Tea : , — —
2.021 this sheet and hand it to the Meonitor. _ - (11 (12)
Please check your answers on the space provided.
You may check more than one answer. :
| 4
*. When you feel very upset, sad, or unable to cope, do you...? l ‘
la. Talk %o someone in your family........... e la. f (13)
1D. Talk %0 AN 28U lf . i ittt it vt teenestanssnsonns 1b. (14)
1c. Talk T0 @ friend. . ittt ittt sonnonanoasons c. (1% ‘
1d. EXercCise OF Flay SPOZTS. .t ternntenenesononssnes d. (1) |
le. Listen to music, read, or waztch TV.........0ocvvvne e. (n
1f. Go out with friends o a movie or elsewhere..... L.1f. (18) 1
1g. Take drugs cr cdrink alcohol. ... it lg. : (19) w
Ch. Never £elT Shas WaY.....tvetoerrnneeaeaons s R . 1lh. i (20) m
] l‘:
1i. Other | en
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‘over w--H a ...? | ﬁ
: : g
‘ 2a. TEAChEZ . .. . it s e e ISP ca. ; (22) |
2b. High School Counsellor. ...t iinnnniaenenns 2b. ! (23) |
2c. Mental Heal:h Professional (Psychologiss, ! g
Social WO:ke-, Psychiazzist) .o e e e 2¢c. ; (26) ‘
2d. FaMily DOCE ST it i iienn i st otenorsonaeneneassnn 2d. ‘ (25) M
P S Y 0B -1 A T R I ..2e. (26) |
2f. Minister, Priest, Rabbi....... PR 2f. f (27) 1]
2g. Friend..... tesseesesene e e et et e 29.___ (28) |
3 WD 1§ 3 < < T R I 2h. (29) |y
2i. Brother or Sister...... ceieseeseceas Chreasseeenes ..21. (3C)
2j. Other family member.......... cheena seseassasas e 23 (31)
zk . other .d“lt 6 6 8 0 0 8 8 0 0 8 8 8 0 0 5 0 9 0000 0000 o o 0 0 e 00 .Zk. —(32)
2. No oOne...:covuvecenennns R R RN 21. —(33)
)
: D0 you agree or disagree with the following statements? _ ]
. ) : (Please circle your answer) Yes = Agree
No = Disagree !
| !
e . 3. Mental health professionals (Psychologist, Counsellor, |
il ! Social Worker, Psychiatrist) are good at help;ng ;
ww ‘ ‘ people cope with personal problems .....ci00ieen ..+ 3. Yes No | (38)
I _— ‘
ifﬂ“ : ' | . Only people who are "crazy" go to see a mental |
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2
S. Mental health professionals can "read your mind"
and find out all YOUZ SECTeES.......uvvvvinnnnnnnnen. S. Yes No
6. Mental health professionals only break a secret when
they feel it is a matter of life or death............6. Yes No
7.1 would.be willing to go to a mental health
professional if I were having personal problems......7. Yes No Maybe
8. My parents would let me go to see a mental health
professional............. B tecertriiicaess.8. Yes No Maybe
9. Who would you talk to in_your schogl if you were having emotional
problems? (You can check more than one answer)
Ba. TR i e e e e e e, Sa.
9B . Counsellor, PSyChOlogist . vttt ettt treneeenneeeennns Sb.
o S Sc.
o B o Y = sd
S9e. Cther School Staff (Secre- a:;es, Bus Drivers,
Cafeteria stafs, e2C.) ittt ittt e e e
9f. Principal or Vice Principal....... e e e e 9f.
9g. NO Cn@. ..t ittt ittt i et e e et e i ae et 99.
Sh. Cther
3. Do you know cf any place gohax rha- c=-~al where ycu
could talk to a menzal real*h profassioral about
perscnal prorlems that were troubling you?............. 0. ¥ N
il. If you needed to contact a mental health professional gutgids ~¢
S2oco2l how would you find out where to go or who to call? -
(Please check the first thing you would do.)
1la. ASk YOUr PaAZENT ... ittt tieneerionennnennnnnnn. . lla
1lb. Ask another family member cerennae cestsssae 11b
llc. Ask a teacher, counsellor o: other adult at school..llc
1ld. ASKk @ fri@nd. .. ceiiiereenneroeeeetoesonnensnanenasanes 11d
1lle. Look in the Phone book or call "Information™........ lle
11f. Ask a doctor....... tesreseseecsans Ceee e . B 8 4
llg. Call a hotline or emergency number. cieeae et lig
12. Have you ever called a hotline or telephone
Crisis/counseling service?..........ccu. el e 12. Yes No

If yes, what for?

Wnich one did you call?

L3,

3

What should you do if a friend tells you he/she is thinking about

killing himself/herself? (You can check more than one answer

13a. Tell my friend to call a hotline or mental health
center. R ceree
Talk to an adult about my friend .....
Talk to my friend without getting anyone else s
help........ .13c.
Get advice from another friend.... .13d.
I wouldn't take it seriously.......coccevevesee.e..13e.
I would keep it a secret... . i

s e 0 0 ¢ 0 0 0 e o o

13b.
13c.

13d.
13e.
13f.

13g. Other

)

How would you be able to tell if a person was thinking about
killing himself/herself?
(Please list as many warning signs as you can think of)

: S.
2. 6.
3. 7.
4. 8.
23. Do you know anyone who has killed himself/herself?...l5. Yes No
€. Do you know a*yone who has £xied to kill
himself/herself?. ... ... i I 16. Yes No
17. Has any one ever told you they were thinking
about killing themselves?......ccceceeciennnn . ...17. Yes No

1L yes, what did you do? (You can check more than one answer)

17a. Told my friend to call a hotline or mental health

center. - O Cecesenanaans ..17a
17b. Talked to an adult about my f:xend........ ....... ...17b.
17¢c. Talked to my friend without getting anyone

@lSe'S help....cceeureiossrnsscscsesassonssnsenssassdlC,
17d. Got advice from another friend........ Creer e ..17d.
17e. I didn't take it SErioUSlY.cestesccrerttrcscsccnnsans 17e.
17f. I kept it a secret........co.s oo e ane treerenenes .17¢.
17g. Other

(v7)
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'18.

Do

Does talking about suicide in class... (Circle your answer)

l18a. make it o.k. to talk about suicide?.......

18b. make some kids more likely to try to kill
themselves?.............

18c. make it easier for some kids to ask for help?...18c. Yes

18d. maye it easier for some kids to spot signs of
suicide in other people?

l8e. stop some kids from trying to kill themselves?..l8e. Yes

(Circle your answer)
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28.

29.

9.

. Pecrle uld
with sctrangers..... S

you think the following statements are TRUEL (T) or FALSE (r)?

Most kids who kill themselves are normal but they

have had a lot of bad things happen to them..........

.

1d rot discuss very personal problems

Peor.e who talk about suicide do LCS commit suicid

Peorle should be able to handle their own problems

withicut outside Relp.....o i,

Suicide should ke talkes atout in the classrcoem. .

Almost all kids who kill themselves are mentally ill..

Drugs and aleochol are a good way to help someone

STOp feeling depressed...............oouiinnni..

The main thing that adolescents have to do is to

become more independent..... ettt e

t wculd be unusual for a teenager to never get
depressed. ......oviiitiirinnnnnonnn.. Certerteeann,

If you are depressed, it is a good idea to keep these

feelings to B L

Drugs and alcohol can cause depression to become so

- bad it can lead people to try to hurt or kill

themselves...---.. cccccc M A A R R e I O R A B N T R T T S,

People who do risky things, like always driving
very fast, may be trying to hurt or kill themselves,
and could use some help................... e,

L]
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.26,

.27,

.28.
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complete the followinqrscnﬁonccs and write the aumber of
/OuUr answer in the space provided.

For people who have a lot of problems in their lives,

(103)

I think suicide is.......... e e Gt et ettt e e ‘....31.

. Never a solution to problems

. A possible solution to problems
« A good solution to problems
The only solution to problems

o WwN -

52. If I felt like I wanted to kill myself, I would......,...,.32.

1. Tell someone how I felt
2. Maybe tell somecne how I felt
3. Not tell anyone how I felt

2. In the past month, have you sometimes thought tha
had nothing to lock forward to in the future, cz
your family would be bezzer off without you?.............. 33. ¥ N

Have you ever thought about killing yourself?.............34.

IS
()

Never

Cnhce cor twic

Occasiocnally (

Freguently (At
(

. All the t:irme

few times a year)
least cngce a menth)
_most e

very day)

U e W N -

Have you ever tried to kill yourself?. .. ... ... .. 35,
1. No
2. Once
3. More than once
4L you have ever thought about killing vourself or vou have ¢ried,
what helped you to stop feeling that way?
(You may check more than one answer)

N

35a. Talking to someone..........e. ettt it et 35a.
35b. Staying by yourself............... 1) - 8
35¢c. Going out with friends......c. ittt inerennnns ... 35¢.
35d. Taking drugs or drinking alcohol............. «...35d.
35e. I haven't stopped feeling that way...........c... 3Se.
35f£. Other

-f{ you have been thinking about killing yourself and would like someone
2 help you with your problems, please write your name on the line ard
" Meone trained to help will contact you privately.

1T

(104)

,,,,,

.....

(108)
(109)
(110)
(111)
(112)

(113)

: (114)




Categozies

1 Change Non-specific..........oonuvu... . 1. =67
2 Sudden Chénge Specific......... R S L -1 -
3 Social Withdrawal/Isolation............... 3._____=-69
4 Depression/Anhedonia..........covvuvurvnnnn 4.___ =70

5. Apathy/Indif./Lethargy/lLack of attention..5.__ =71
6. Decreased educational performance......... 6. =72
7. Impaired school attendance................ 7. =73
C Making final arrangementsS................. 8. =74
S Specific suicidal threat/warning o:s

oo e S.___ =75 KgY ?uw\c_L

Sﬁr‘r\vhmre.

bRe Moz ld PreOC UL T iOnS . ittt e e 1C ____(1-5]
il irritable/aggressive beRavVioTr . v vt vttt i 1. (tlg,
12 Risky Belhavior. . i 12, (LlTy
12 SuDSTanCe ADUSe. . ...t e e 13._ (12
14 Eating Habits/Weight 10Ss Or gaif.. .o een e nnnnn. 4. (1%
1 Sleeping Problems . vttt 5. 1z
1. Health ProblemsS..........uuiininneennnnnannnnnnennn, 6. (iz1)
17 Special Experiences (Precipitating Events).......... 17 (122)
18 General family problems......... ettt 18. (123)
19. Attempted/Completed Suicide of Family Members/Peers.19.____(124)
20. Psychiatric history...... e ... .20, (125)
21; Previous Suicide Attempt.............. ; ............. 21 (126)
22. MiSCellanmeoOuUS ... i' ittt trnnnrennnenennnnennennennn, 22 (127)

f5fVud<s«t

Write Your Name Here

Post - emjf’c\w\
I.D.

Tear off this sheet and hand it to the Monitor.

52
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2
5. Did you ask any questions or make comments during the
' suicide awareness PIOGIAM? . .. ottt it anoeossosssosnassos 6.Yes No T
Student Questiocnnaire i
) £ no, why not? (You may check more than one answer) o
6a. NOt @nough Time.....cveverrnnirnniecnneennnnns 6a. —_
3efore completing the questionnaire, please give us the following 6b. Nothing to ask/say...... ettt cee....Bb. — EE
information. 6c. Presenter/Leader did not ask for questions or E
comments......... Cer et i e sttt e nan et 6c. —_—
Your age L
- 6d. Other — %1
Your sex: Male_~  Female ,
vou icity: Whi . ; : (09 0y . . o (20
Your ethnicity: White Black____ Hispanic Asian 7. Did you miss any of the suicide awareness classes? .....7.Yes No — tes
Amer. Indian " Other o ™ ) ~_'
—, . 7a. 1£ yes, how many?.... A T £ 1 - (3T
tE £ ¢+ ¢+ ¢ £ ¢ £ ¢t ¢+ ¢ 3 £ 2 2 2 2 ¥ B £ 3 7 | = amam - t ¢ t 3 £ & : £ £ 1 3} !
: : 1f ves, why? (Please check any that apply) o
For questions #1-4, please circle the number representing how 7b. QOther things 20 doO. ..ttt oreertriansrasanns 7b. e
you felt about the suicide awareness program. 7c. Too upset by the PrograM...vceveescocnnsnenans ¢, ____{f:;
, i 7d. Program was TOO bOring.......eeivviviin i 4. —
, { ! 7e. YOU WEIe ALSEeNT ... ..verenrotnnsensosnosanossos Te. — =y
1. Was zhe suicide awareness Very Average Very , 7£. Other _ R
grogram interesting? Interesting Boring — 5
1 2 3 4 5 ; ' !
Please check your answers on the space provided. [
ey l You may check mcre than one answer. . ”
2. Z4id ycuo learn anything new? Learned _eacreZd —_— - A i
‘ Allot 5 3 Netoing :. When you feel very upse:, sad, or unable to ccpe, do you...? x
4 5 R
8a. Talk to someone in your family.....iiiviiiivanonn .Ba.__ ____:ffﬂ
’ Bb. Talk TO @n AdULT ..t i it in ittt ittt 8b.__ _ T
2 was the Iinformaticn Very Very | §c. Talk to a friend............. et gc. —_—
resented clearly? Clear Joclears -——ﬂ - Bd. Exerzise Cr Play SPCITS .. vt vttt taanaeens 8d. '"_';ffk
1 2 3 4 3 ; Ee. Liszen to music, read, OF WaTCh TV..ivitenrennonns ge. "“'17:Y3
| 8f. Go out with friends to a movie or elsewhere.......8f._ : fj:%h
A ’ 8g. Take drugs cr drink alcehol........... e 8¢. — 5=y
2. Do you think that the ‘ Help Never ! Bh. Never felt That WaAY...reoenroonn et e e s gh. PR
information will help you? A Lot Help — : .
l 2 3 4 5 8i. Other —
£. Do you think other high school students in your area ' 8. If you have a bad emotional or personal problem, do you talk it )
snhculd participate in the same program? over with a ...? )
(Please cCircle yoUX ANSWEZI) .. .cciertoanantocaroonnssssan S.Yes No _ ' L
‘ 9a. Teacher. . B IR P (45):
If no, why not? (You may check more than one answer) b 9b. High School COUNS@LLOT e eeneeneneeerennannnns Sb. e
Sa. The program was bOring.......ceeeeueens cevenans Sa. -_ 9c. Mental Health Professional (Psycholog;st, 1
5b. Suicide should not be talked about in school...5b. - Social Worker, PsychiatIiSt)......eoeeeeseeeoeocessdCu AT
5c. The program was too confusing or dzsorganxzed -SC._____ - i 9d. Family Docto:.....................................9d.____ — asl;
5d. The program was not long enough......... R 5d. -  9e. NUZS@.....ocuvvnrnns Ceeseensereeceeans N s
Se. Talking about suicide upsets some people by 9f. Minister, Priest, Rabbx..........................,9£. (5%
tco much..... sererereen terercererts e e Se._____ __,L“w- 9g. Friend......coevivavnnen Ceeeeeraes e 1~ 1 (51
I~ Sh. Parent....cooeeenosens R RN L (52)]
5£. Other - 9i. Brother or Sister........oeoens et e 91 (5?‘
93. Other family member..... S 2 K (S<).
Ok. Other AadUlt ... vttt ieneanassoransoscsns - (55”
91. Noone......... Ceeeaea Cher et it 2 (5€)
. ! 5
e




.

g “!;V ’ |
3 - 20. What shou}d you do if a‘,friend tell; y}c:u heés?;a:sogzi:;::eg')&bout

i Do you agree or disagree with the following statements? ’ killing himself/herself? (You can check mor:

| (Please circle your aanswer) Yes = Agree _ '

Z No = DiEIQroc‘ 20a. Z:i%e:y friend to cal?.?.???%f??.?f.Tf?T?%.???%??..ZOa.____

o i V : 20b. Talk to an adult about my friend.............. 10 ) - P

il 10. Mental health professionals (Psychologist, Coursellor, - ; . ; 1se!

;*ﬁ Social Worker, Psychiatrist) are good at helping ' 20¢- :aik to my friend thh???.????f??.??%??f.?.??.?....ZOC-

A people cope with personal preblems ......:0000......10. Yeos No -\|~@“ 204 GZgPQAGiéé'QQQQ-;QSthe: Friend . .o 00d.
o, : o ) 't take it SeriouSly.....cccerrteciancasss20€.
Ll 11. Only people who are "crazy™ go to see a mental 20e. I wouldn . S oot

‘ 1“ health p:OfGQSionll......a.-.....-...o............--11. !.. nO 2°f. I would keep lt a seC:etu-oolou-.o-l-V . e s 8 0 —
. \I o
- 12. Mental health professionals can "read your mind" , 20g. Other
| R and find out all your secretsS........ccce000000.0...12. Yas No |

“;:‘ Pr—t . .

[l 13. Mental health professionals only break a secret : | 21. Which of the following do you thirk may be xn:%zns_ainns for

| ‘ ' ieci one answer
E i when they feel it is a matter of life or death...... 13. Yes No | suicide? (You may check more than
i il p— - .

I z it} irl friend...... e a.
i i 14. I would be willing to go to a menzal health . a. Recent break up with a boy/gi r
| ”ﬁ professional if I were having perﬂcna% problems....l4. Yes No Maybe | b. USing drugs & 10T ....eseevesessnns e o b.
p il 15. My parents would let me go to see a mental health e o . CUTE o e e, c.
| S professional............. et et 15. Yes No Maybe | c. Not caring about the future...... P
. pr—— e
| ' d. ACTAING VEIY CIBZY. vt rnenrosnononessonensnsanasosen d.
16. who would ycu talk to in yous szhosl if you were having emotional | ) ‘s , . . fore. ..
o rcblems? (You can check more than cne answer) e. Has tried to kill himself/herself before ____
| : mil TOD L M . .ttt e e e e e £.
- BT ol Ve Y- 1€a. . £. Very bad family problems.. —
Pk 16D, CounsSelor, PSYTROloGist e v ittt ittt st ettt 16b. . , ;e .
16c. Nu:se....,....% ..... g ............................. 16c.” “\, g. Collecting QURS... .ottt e g
BT~ ol T - 16d. | . . .
| ' - _— ! ay ng tic r sleezing too much...... o0 h.
,w‘ l6e. Cther School Staff (Secretaries, Bus Drivers, — ! - . h. Rlways being tired cr s.eeping —_—
;i‘* Cafeteria Staff, @ C.) it i it ittt ittt ettt ittt e tnneenas 16e. . : ra €€ @A o e o e e e i
)l 16£. Drincipal or Vice Principal.......civviiiivnnnninnn. 16f. “‘tfi i. Being Séd or depressed... | _
| lég. No one...... et et et i et e l6g. | b . Talking a lot about people who have died............ j.
i y 16h. Other | B K. LOSing a 10t Cf WeigGhT . evvvereeroeonsenennneeensonn X.
f::f 17. Do yecu know of an lace grher e%an gaman] where vyou ) in eRAa) 1.
‘}‘ 35. ‘ could talk to a ny-\? bo! e m rafo S about Y ' 1. DClng very badl in school........ .. —_—
personal problems that were troubling you?............ 17.Yes No " m. Not caring about how they 100K . v vnnnns e -
 .Fw 18. If you needed to contact A mental health professional gutside of ! , . st of the time......... ‘n.
il school how would you find out where to go or who to call? : A 0. Keeping to himself/herself mo —_
(Please check the first thing you would do.) | o. Being absent from school a lot....... Cere e o.
.“l . . c——
“aﬁ 18a. ASK YOUT PATOAL . .. toeeverarosssontostosnoeesnnennsnes 18a. kk' . ) OUBLE oo vvseseeneennnnnnsesiPe
l’ Ml 18b. Ask another family MEmMDEr..........ooveeveennene... 18D, — P. Getting into a lot of tr | _ —_—
fﬂﬂ 18¢c. Ask a teacher, counselor or other adult at school...18c. — . doing things perfectly......q.
*e.{*l‘ll ‘1gd. ASK @ fri@nd.....cceeverennrnvorncecsnnrenaaanaane, 18d ‘—"(£> q. Worrying too much about 9 gs P :
U 18e. Look in the Phone book or call "Information"........l8e. “"‘Q; ' . e i ms@Llf/herSelf. .o eennnnenes L.

,‘L 18f. ASK & OCEOT . et ot ereeeeoesooesssosesosssnssnanseesss.18F. ""m r. Joking about killing hims —

‘.M 18g. Call a hotline Or emergency NUMDEL . .cvt v eranrnns.. 18g. T"’O\ s. Having trouble talking to other people........... .8,
i:w& 19. Have you ever called a hotline or telephone _ ) . R le for PrOBLEMS...vverensn. ..
II‘M CIisisS/Counseling SeIViCe 2. ... vvvvenernooeenoneeennns 19. Yes No o t. Always blaming other peop P _ , —_

s - If yea, which one?




§
u. Saying he/she wants to kill himself/herself.........u. 6_ : f
v. Losing his/her temper @ 10%....civvrvnveereranneesesV, people should not discuss very personal prQb%ﬁT{ ...... 27. 7T T | (130
, with strangers oooooo o s s 0o s 0 8 0 o8 e 8 6 8 6 0 0 0 0 0 o & D §
, ; : , L 130
w. ﬁot enjoying ANYLhing. vttt eennenrenreisnnennnnns oW people who talk about suicide do not commit suicide...28. T r ( g
X. Drinking too muCh.......--..-.......--..-o-....--....X. People should be able to handle their °wn prObleS 2 ! r ! (13:|'
Y. Not getting .1°ng Hith mothe: or fathe:......,..'..,y, Hithout Out’ide help-......-..-...............- r , (13.‘
- - e e e v @ 0' -
z. Being sick 2ll the time.........cvvuieevnnceennennnss2 Suicide should be talked about in the classroom.. _3 .
Almost all kids who kill themselves are mentally 111..31. ¢ ¥ (13-
| d way to help somecone o
: - 32. Drugs and alcohol are 3 9oo ceee.s..32.7 T (133
22. Do you know anyone who has killed himself/herself?...22. Yes No - stop feeling depressed.....cocieesoanaseotres !
' ) . s to i
23. Do you know anyone who has tried to kill 33. The main thing that adolescents have %f.f?.f .......... 3.7 T (13¢
himself/herself?............... e eenn Ciieeei.....23. Yes No pecome more independent.......ccoccc ;
T 24. It would be unusual for a teenager to neve:l ger 4.7 T (13-
24. Has any one ever told you they were thinking ‘ depressed.......cooererrirrniInn .
abcut killing ChemSe ivesS 2. . ittt tin e i 24. Yes No ‘ 35. 1f you are depressed, it is a good idea to keep these 35, 1 _ .
' B ) $ b b 2 I I L B AT -:‘
IL yes, what did you do? (You can check mere than one answer) § : feelings to yourself.. :
: : , . - i to become SO /
- o4 1 .1 ‘- 15, Drugs and alcohol can cause depression O © B
24a. ;SE?QTY friend to call a hotline cr mental heal:s! sia 5 %aﬁgit can lead pecple to tIy to hurt oI kil 3. T T (132
24b. Talked to an adult about my friend..... e 24b , "—ﬂT'“’ themselves........onre s Sty o : i
- Erigmm i - Ty - . -y - — —_— “ : N . BRR] Db i E“
A8 Cl5ete merpy. Triend vithout geszing anyone 24¢ 37. Pecple who do zisky Things, Sike atweys SRS ., .
24Q. Gct advice frem another f:iééa::::::::::::::::::::::24 . B “' very fast, may be ::ying To hure of TT..T‘ ............ 37. 7T F (147
24e. I didn't take it seriocusly....... e e e 24e. i and could use some help.......... . ;
24f. I K@PT T @ SECIET......iiiiiie 242, i+ A g
—_— — ite the number of |
24g. C=her i Complete the following sentences and write |
“her (0 your answer in the space provided. i
i
25. Does talking abcut suicide in class... (Circle your answer) 38. For people who have a lot of problems in the:r lives, 3. (lélw
25a. make it o.k. to talk about suicide?........... ..25a. Yes No b I think suicide =8....ccreccrrrrrrrtitt H
roblems i
25b. make some kids more likely to try to kill | 1. Never 2 solution to €° roplems I’
themselves? 25b. Y N A 2. A possible solution P
@ 5 8 0 6 0 0 0 5 0 0 0 0 0 0 0 e 0 G G S0 B 0O E e G e e 0 e e . eSS (-} —— 3.Ag°°d sclution tcprobl;ﬁm 1‘
i © preo y
25c. make it easier for some kids to ask for help?...25c. Yes No ___.W*‘ 4. The only solution to P ’ |
i
25d. make it easier for some kids to spot signs of B . ol
suicide in other people?. .. ittt enrsnnernnnn. 25d. Yes No ___.““ 39, If I felt like I wanted to kill myself, I would........ bee 039, (162
: . I :
25e. stop some kids from trying to kill themselves?..25e. Yes No — & 1. Tell someone how I. felt . - i
. ‘ ‘ ’ . 2. Maybe tell someone howfIl:elt
I ‘:: e
.f - Do you think the following statements are TRUE (T) or FALSE (F)? 3. Not tell anyone how 1
“%W (Circle your answer)
i imes thought that you
3 26. Most kids who xill themselves are normal but they . 40. 1In the i?;t ?gnigékhzziwigg igmiﬁltne futuge, or that
EQM have had 2 lot of bad things happen to thed...........26. T T — | ;Zgrngimilg would be better off without YOUZ.sevevrrns. . 40. Y08 No | (143
il
i U
il
i‘i“”!“ ‘
LWLW
h ”\‘.‘1.}‘\ — -




S L Quiatr r o 1
7 Pre-program Evaluation Questionnaire Case # _ _ _ (01 - 03)
) h 18200 cvennn.. dl, - I.D. # _ _ __ (04 -07) i
41. Have you ever thought gbout killing yourself Form (08) !
1. Never Name or last 4 digits of Social Security ¢
2. Once or twice School
3. Occasiocnally (A few - imes a year) | Date / choo
4. Frequently (At leas: >nce a month) ) ’ 14)
5. All ‘?‘ time (Almost every day) \ 1. Please record your JOD CALEGOIY .t etveeorseosoesossnsnansale .
j | 1. Teacher - |
i 4 i ® & 8 ¢ 0 0 0 00 8 0 0 0 . ' * o
2. Havelyogoeve: tried to kill yourself?...... 2. ! 2. Guidance Counselor
2' Once y 3. Nurse
g - 4. Psychologist
3. More than once S. Administrator
6. Parent/PTA Representative
. e tried, 7. Other School Staff
what helped you to stop feeling that way? 8. Other
(You may check more than one answer)
TAlKiNg TO SOMEONE. ..vevrverorrroennscnsonss . 42 . ' o
:g;' s:a??:g ;° sg::§2$f ............ 42;. —_ - 2. Have you ever participated in a suicide awareness
ize. Gc"'{x; gu*ywk';..“x £r1ORAS . s 42¢. N or suicide prevention program before? 2. Y N
42d. Taking drugs or d-i.kzng alcohol ... ... 42¢. b ' HeHN
- - \- - e - oo alinm T WAV .t e e e s e s s e s e . - 3
4ze. I haven't stcpped feeling that way.... 2. — 3. Was your personal participation in this
. e - - *  su c ce awareness program 3.
42f£. Other I 1. c,.‘onal, or )
2. required as part of your duties?
2:id yc nswer uesticnnair ! i bout a - ; .
i3 :nc;-i Jagao’s'ie a q escae llke th:.s One .a. ou ...... 43. Yes No 1 3a. 12 zequized, were you pleased to participate? 3a. Y N
] 4 ~a eve mae a\e}s.d oA maveimliage wh -2
! X - " s _..A o - y not:
If yes, were you perscrally conzacsed by anyone ‘ 3b.Time cornstzaints Or Pricr COMMITMENTS........... 3b. ¥ N (19)
after £illing out that questionnaire?......... e 43c.Yes No | 3c.Opposed to the program...... ceeeeas Ceeee e 3c. ¥ N S~
If ves, how did you feel about that? | 3d.Other T
(You may check mecre than cone answer) 1
43D, I WaS PleaS@A....tiitaentiiaiien i 43¢ ¢+ . Do you think suicidal behavior is a major problem
43c. I felt it Wa$ UNNECESSATY....curveroncnonesnss 43d.____ o n your school? 4. Y N DK —
43d. I was embarrassed...... T 43e. ___?;h
43e. I WaS ANGTY..erercrecanannn . Cessescesenaaa 43£. | ﬁ“S- How would you rate your attitude towards the
s suicide avareness program? 5.
43f. Other " 1. Totally favorable -_— =5
2. Mostly favorable with some specific concerns or
reservations
Zf you have been thinking about killing yourself and would like someone ”
to help you with your problems, please write your name on the line and 3. ﬁ:g:tfi:‘nt concerns about the program, but not entirely
someone trained to help will contact you privately. ' 4 793.11
‘ . y opposed to the implementation of the program in
~ 1 : your school
iy S. Other
— ¢7))
0




6. What, if any, are your reservations or concerns about havi
suicide awareness program in your school?

[4

ng the

Total # listed:

7. Please list all the "warning signs™ or symptoms which could

EEE

indicate that an adolescent may be suicidal. Total # listed:
1. 6.
2. 7.
(33)
3. 8.
(34)
4 9.
(3%)
S 10
(36)

an

8. In the past, if you have identified a student who may be at risk

for suicidal behavicor, or if a student has identified
himself/herself to you as such, have you

8. Had a confidential talk with the student and not
taken it any further.........

€a. Suggested to the student that they see someone
specially trained to handle such problems

®
<
4

(Guidance staff, Child Study Team member, etc.)..8a. Y N
8b. Discussed the problem with a Guidance person or

Child Study Team member and left it with them....8b. Y N
Bc. Suggested to the student that they see a mental

health prcfessional outside the school........... 8¢c. ¥ N

8d. Suggested to the student that they see a

non-mental health professional (e.g., Clergy,
Police, Community person) outside the school.....8d. Y

8f. Consulted another member of the faculty to discuss

the students DeRAVIOL . vt et vesoososotensnosnncnses 8f.- Y
8g. Other xég. Y
8h. The problem has never arisen..........oivuveune.. 8h. Y

Discusssed the problem with the student's parents.8e.Y

N

N

N

9. If a student confided in you that he/she was thinking
about suicide, but asked you not to tell anyone, what
would you do? (See choices below).......... R Cerenne 9.

. Break the confidence immediately and tell ‘someone

. Respect the confidence (for at least a few days) while
trying to convince the student to tell somecne else

. Respect the-confidence for as long as the student asks

w N

4. Other

10. Do you feel that any of the following are appropriate
responsibilities for you?

10.Identifying students at risk for suicidal bé@avior
and recommending to them that they seek special help..10.Y
1Ca.Telling a Counselor or Child Study Team Member about
a student who may be at risk for suicidal behavior...10a.Y

. Talking to students directly about their suicidal
thOUGRES OF ANTENTIONS. ...ttt ittt naeon, 10b.Y

.Contacting a mental health professional (outside
your school) abou: a student who may be at risk for
SUiCidal DeRAVIOT . t ittt tesr et sttt e i e 10c.Y

10d.Contacting the parents of a potentially suicidal

LR R T 1 -3 - & < e R R 10¢.vY

1. Please rate you level of concern about each of the following
issues regarding identifying and/or referring a student for
special help.

O= Nct Concerned
1= Slightly Concerned

2= Significantly Concerned

3= Extremely Concerned

11. Student may be wrongly labeled or identified.l11. 0 1 2 3
l1la.Student will not receive adequate help......lla. 0 1 2 3
11b.It may involve you in some legal
Ie’ponSibility--.......-.o..-.--o-.p........llb. o 1 2 3
llc.Other 1le. 0 1 2 3
.".2. Do you know your school's policy or procedures
regarding response to a student's suicide )
th:e.t °r attempt?--.-.-...-...-..-o...-...........-.12.Y N
12a. 1£ yes, have you used this policy l2a. Y N DK
12b. 1f yes, is this a written policy? 12b. Y N DK
12¢. 1£ no, does your school have any such policy? 12¢. Y N DK

61)

EEEIEEE




13.

14.

15.

16.

18.

19.

In the last 12 months, approximately how many students
have you identified as at risk for suicidal

behavior? 13.

—————

Are there any professionals within your school with
whom you can discuss difficult student problems and/or
ask for consultation? 4. ¥ N

Are there any professionals gutside your school with
whom you can discuss difficult student problems and/or
ask for consultation? 15. ¥ N

If yes to either #15 or #16 above, do you

prefer to consult someone within or outside

your school? (Circle preference please) 16.1. Within
2. Outside

How satisfied are you with the administrative and
peer support you have within your school in terms of
censultation and/or supervision on difficult student
prsc-lems? 17.
l. Very unsatisfied
2. Mildly unsatisfied
2. Satisfied '
4. Very Satisfied

To your knowledge, have any students with whem
you've come into personal contact attempted suicide
in the last 12 months? 18. ¥ N DK

17a. 25 yas, how many?2.......c0000. B 18a.

Are you aware of any off-site services where you

could refer a troubled student? 19. Y N
Jf _yes, please list the name of the agency or center.

1. | |

2.

3.

PEANEK YOU VERY NUCE FOR CONPLETING THIS FPORM

£ duceters
1
Post-program Evaluation Questionnairze Clhge : -
- Form T "
iﬁﬂ :ame or last 4 digits of Social Security ¢
‘ (Please use the same I.D. as you used on the pre-program form)
“ cate / / School
. (=197
N 1. Please record your job CBLEGOTY. v cvseveovonsoonnossansaede
b 1. Teacher
y 2. Guidance Counselor
) 3. Nurse
e 4. Psychologist
W 5. Administrator
il 6. Parent/PTA Representative
" 7. Other School Staff
ij 8. Other
: 2. How would you now rate your overall response to the
A suicide awareness program?........ . e N ¢ .2
b 1. Totally favegrable
2. Mostly favorable with some specific concerns or
reservations
3. Significant concerns about the program, but not entirely
negative
4. Totally unfavcrable
$S. Other
. wOulq you recommend that other schocls in your area
receive the same suicide awareness training program? 3. Y N
1f no, why not? |
1. ?rogram is not relevant to the student population
ln this area.'IQl00..!!......"0"'....0.l.lll....3‘0¥ N
2. Prog:am was poorly presented......ccco0ec0ess0ssess3D.Y N
3. Topic of youth suicide raises too much anxiety....3¢.¥Y N
4. Topic is too important or too complex to be ’
adequately covered during a 2-3 hour meeting......3d.Y N
S. Other health/mental health issues are more serious
problems and should be addressed before suicide...3e.Y N
6. Other
i. Was the information Very . Very
Presented clearly? Clear lnclear
1 2 3 4 - 8
. f:: the information new to you, Learned Learned
¢+ did you learn something?) a lot Nothing
1 2 3 4 S
w .
c;r:hthe Purpose and goals Very Very
€ Program clear to you? Clear Unclear
1 2 3 4 L)

(01 - 03)
_(04 - 07)

)

—~
p
(0)]

—~
[ i
N

9494994449 ¢




2
- .

2
. Do you feel that the information Very : Not at
presented will be useful to you? Useful All
1 2 3 4 S
. Did you ask any questions or make comments
during the suicide awareness program?.......c.ce0e00%...8. ¥ N
If no, why not? .
1! No: enough timll.l.l....l.l.!l.'l........l.‘..'s.l Y N
2. Nothinq :° ‘sk/s.y. ® ¢ 06 0 @ 0 8 0 8 0 80 0 0 0000 20 000800 N leb. ! N
3' Did not t‘.l “.lifi.dn ® @ 8 5 8 9 ¢ 5 0 SO OO D OO OGS SN O -sc- Y N
4. Presenter/Leader did not encourage questions
°r comentsitttllolll...Il'.i.'...l...'...lllfllad’! N

$. Other

The following criticisms have been raised about youth suicide

Frevention programs. Please rate your level of concern about each.

=

w N

O= No concerzrn
l= Slight concern
2= Significant ccnce:n

9. A discussicn ¢f suicide in the classroom may

give students ideas cr treak down established

tabocs against suicide.............. Cr e 8. 0
Sa.A discussion of emotional/psychological issues

such as suicide detracts from the main pursuit

cf education and is nct an appropriate classroom

[y
~N

ACTiViZY. ittt et et et Sa.0 1 2
9 .The school is not prepared to deal with the

onslaught cf problems a cdiscussion of suicide

may bring about......... ettt i e 5.0 1 2
Sc.The programs may be a waste of money and time

since there is a lack of evidence to suggest that

these programs actually do prevent suicide...... 9¢.0 1 2
9d.Czher 8d.0 1 2

. Please list all the "warning signs® or symptoms which could

indicate that an adolescent may be suicidal. Total # listed:

@ Rl
w &Y
= —s
o =D

~1

FE

wea

]

&

(3

- G;_.Lﬁ

11.

If a student confided in you that he/she was thinking
about suicide, but asked you not to tell anyone, what
would you do? (See choices below) ...vvvieeeeneennn., 11.

1. Break the confidence immediately and tell someone
2. Respect the confidence (for at least a few days) while
trying to convince the student to tell someone else

3. Respect the confidence for as long as the student asks
4. Other

12. Do you feel that any of the following are appropriate

responsibilities for you?

12. Identifying students at risk for suicidal behavior
and recommending to them that they seek special help.l12.Y N

12a. Telling a Counselor or Child Study Team Member about

a student who may be at risk for suicidal behavior..l2a.Y N

12b. Talking to students directly about their suicidal

thoughts cr intentions ce..12b.Y N

lZc. Contacting a mental health professional (outside

your schocl) about a student wno may be at risk for
suicidal behavior....... e e s er s 12¢.¥Y N

12d. Contacting the parents cf a po:ehtially suicidal

(V8]

special help.

L B = 13 & < e et e e 12d.¥Y N

- Please rate your level of concern about each of the following

issues regarding icentifying and/or referring a student for

O= Not Concerned

l= Slightly Concerned

2= Significantly Concerned
3= Extremely Concerned

13. Student may be wrongly labeled cor identified. 13.0 1
13a. Student will not receive adequate help...... t3a.0 1
13b. It may involve you in some legal
:'spon'ibility‘..llll-.""l....l.l'.l..l..l.Iablo 1
1

[N N [ SN
w w w w

13¢c. Other 13¢.0

- Do you know your school's policy or procedures

regarding response to a student's suicide

thrﬁat O: .ttempt?lol.coc.no..otoo.t'ontl-o'..ooololoi‘o! N

14a. , have you used thil'policy? l4a. Y N DK

14b. 1f yes, is this a written policy? 14b. Y N DK
- 14c. 1L nQ, does your school have any such policy? 1ld4c. Y N DK
- Since the suicide awareness presentation, have you

identified any students as potentially at risk for

suicidal behavior? 15. Y N

15a. 1% yes, how many?......... cereaen S -1 1

5z |

TREEEREEE



Since the suicide avareness Presentation, have you
referred any students to the Guidance Counseling
Office for special help or counseling. S X T ¢

16a. If yes, how many?.

Since the suicide awar
referred any students
of any kind?

nool'ouc..vioooo'c.oo.-.ollltllS‘o

17. eness presentation, have you

to other mental health services

.-.ool0.0'0..lDnonoo..!'..ll-o.o.-.0-..0.17. !

17a. If yes, how many?

17b. If y=s, where did you refer them?

00l'olo-onol'o.lollno.oo.v.l..tl?..

1.

N

N

2.

Are there any professionals
(Counselors, Psychologists)
discuss diffioyle student
for ccnsultation?

within your school
with whom you can
Froblems and/or ask

Are there any Frofessicnals guscide your school
with whom you can discuss difficult student
roblems and/or ask for censultation?

res

CoamYRI_ T2 coch #12 ard 419 ahove, do you
prefer to ccnasult someone within or outside
your school? (Circle preference Please)

20.1.

2l. How satisfied are you with the admi

PeeI s.prort you have with
consultatien and/or superv
problems?

l. Very unsatisfied

2. Mildly unsatisfied

3. Satisfied

4. Very Satisfied

nistrative and
in your scheol in terms of
ision on difficult student

21.

Are you aware of any off-site services where you
could refer a troubled student?.

'catunooototac-ll.ooo-22.

Y
22a. If yes, please list the

blﬁ

name of the agency or center.

2.

3.

If you are a parent (if not, Please answer hypothetically),
would you want your child (at high school age) to -
Participate in a suicide awareness program similar

Lo that which you participated in? Ceen

.23a, Y

Within
2. Cutside

——

N

N

|

’¥%~r€V\*" |

b

1 Al
Casef __(01-03) |
BExe-program Evaluation Ouaestionnaire T.0.0 — T (04-06) | |
/ [Form (07? f
! ; M
Please write the last 4 digits of your Social Security Number : |
rtici ; ici ness/ 08y
ou ever participated in a suicide aware s No ( :
t S:Z:eg:ion program before? (Circle your answer)....... 1. Ye —_— |
i his program?
2. How do you feel abou; attending t i _
.{Check the answer which best describes your feelings) '(09)‘
a. I-look forward to attending this program.......... 22 —_— i*
b. I feel it's my duty as a parent, but I have oy ;
some concerns about the pProgram..........coseusoan :
' 8 o B o 2¢ ’
¢. I have no opinion .......... |
‘\
v |
d. Other |
|
3. Did you have to miss work or other duties to attend 3 Yes Yo 10y
ThisS PrOgGram? . ittt i i i e i e b
! k
4. Do you think suicidal behavior i; a major problem . Yas Yo i (an
among adolescents in your communlty? ................. — }
5. How would you rate your attitude ;cwaré h?ving a iuic;de
. awareness program presented to your child's class?
in i icipating
much in favor of my child participa .
%' % ::izir{:'s a good idea, but I want to know more about it
‘ 1 little worried about the program _
2' I :2 :otlin favor of my child participating in the program
5. Cther .
1Please write the number of your answer on the space).... 5.__ —_—
. o ) |
€. What, if any, are your concerns about having the suicide awareness _ay
. p:og;am in your child's school? !
i
‘ (14) |
(15)
D |
' \
f |
(16)




but asked you not to tell anyone else,

1. Tell someone who could offer help
2 Not tell anyone

3. Other

what would you do?

(Please write the number of your answer on the space)...9.

2
7. Please list all the "warning signs" or symptoms which could
indicate that an adolescent may be suicidal.
1. — 6. —
(19) (24)
2. —_— 1. —
(20) - (25)
3- cm— 8- S—
¢39) (26)
4. —_— 9. —
(22) (27)
5- etm— 10- ————
(23) (28)
8. Have you ever known a teenager who may be at risk
for suicidal behavior?. ... . it it inean e 8. Yes No
I£ yes, did you....?
8a. Talk privately with him/her and not take it any
b o < o - < .8a. Yes No
8b. Suggest he/she see someone trained to handle
such situations (Guidance Counselor,
Psychologist, Clergy person, e€tcC.) .. ...t ivinunnn 8b. Yes No
8c. Discuss the situation with a Guidance Counselor
at the teenager's school and leave it with them....8c. Yes No
8d. Discuss it with another adult (Parent, Relative, :
SPOUS ) e e e e e e e e 8d. Yes No
8e. Do nothing because you did not feel it was
you responsibility. ...t i e e 8e. Yes No
8f. Do nothing because you did not know what to do..... 8f. Yes No
8g. Other
. If-a teenager told you that he/she was thinking about suicide,

~10. Please rate

following

your ljevel of concern about each of the Olally 3 sicidal

i i n
issues regarding identifying and/or referring a pote
teenager for special help.

= Not ¢ .ancerned
g - 51ig;tly Concerned g
2 = Significantly Concerne
_ 3 = Extremely concerned
i 10a. 0 1 2 3
tlonll.".......l 3
er may get a bad reputa 308 0 1 >
lg;. g::z:ger wiil not receive adequate help......--10
10c- paying attention to the gtudent may toc. 0 1 2 5
. encourage suicidal behavzor....i....::: ........ 100 1 2 3
10d. OtRET....eweseerresrrersstnnnss
i dures of your
xnow the policy or proce A t's
H 2§i¥g?s school regarding response to 2 stu 11, Yes Yo

suicide threat or ACLEMPE2.cver ettt

the way potentially suicidal

o fi ith
12. How satisfied are you s r child's school?

students are helped in you

1. Very satisfieé
2. Mildly satisfied
3. Unsatisfied
4., Very Unsatisfied
5. Don't Know

ace)..l2.______
(Please write the number of your answer on tte sp

could refer 2

13. Do you know of any place where yot.
troubled teenager?.....ceenc ittt

1.
2.
3.
tatements?
ith the following s vas = Agres
14. Do you agree V¥ s = Agzes
i (Psychologist,
ith profeSSionals N
Hae- 2e3;::1?:2, Psychiatrist) are good at hel?%.?....14a es No
pZople cope with personal problems.....-:
" mental
14b. Only people who are "crazy" 9o to see.? ........ Lab. Yes No
. health professional .................
' see a
14c. It costs more than it's worth tO ??.t? ......... Lic. Yes No

mental health professional ......

RSP

IR

| |




14d. A mental health professional could help a
teenager with his/her personal problems....... ...14d. Yes No
l4e. I know what a mental health professional does....l4e. Yes No
14f. I would let my child go to a mental health
professional............... trerenana Cesesnnene ...14f, Yes No
l4g. Mental health professionals only break a secret
if they feel it is a matter of life or death.....l4g. Yes No
14h. It would be unusual for a teenager to never get
depressed. . ... ...ttt tecnnnns tieeceasssssssssass.l14h. Yos No
2o you agree with the following statements? Circle the number
-epresentzng how you feel.
1 = Strongly Agree
2 = Agree
3 = Disagree
4 = Strongly Disagree
15. When there is a suicide attempt or si:onqu Strongly
completi n by a student, it is best Agree Risagree
O COVEOI i€ UP ..ttt tiinttnerenrennennnas 1 2 3 4
16. Suicidal teens can be helped by any
concerned PEISON.........oiviuiuveornnn, 1 2 3 4
17. I would have some concerns about my son/
daughter being friends with another
teenager who had attempted suicide....... 1 2 3 4
18. 1I'd feel comfortable discussing suicide
with my son/daughter. .. ... iivevnnnnnnn 1 2 3 4
19. Parents of a suicidal teenager are
always to blame for their child's
PrODlemS. ... . it iiii ittt it e 1 2 3 4
20. A person who commits suicide is likely
to be mentally ill........cciiiiiiiiinennn 1 2 3 4
21. People should be able to handle their
own problems without outside help........ 1 - 2 3 4
22. Suicide should be discussed in the ‘
ClaSSTOOM. . . vttt i itie it sensannonesnnnas 1 2 3 4
23. People who talk about suicide do pot
commit suicide......... it ittt 1 2 3 4

(3.

rlease write the last 4 digits of your Social Security Number

(94

?CL r€ V\qk'

Roat-program Evaluation Ouestionnaire

. How would you rate your overall response to the

suicide awareness program?....

1. Totally favorable

2. Mostly favorable with some specific concerns or
reservations

3. Significant concerns about tne program, but not
entirely negative

4. Totally unfavorable

5. Other

. Would you recommend that other schools in your area
receive the same su;czde awareness training program? 2.

If no, why not?
1. Program is not relevant to the student

population in this area.......cteievieeeeeneeesa.2a.
2. Program was poorly presented...... Ceeeen 4 38
3. Topic of youth suicide raises too much anxiety..2c.
4. Topic is too important or too complex to be
adequately covered during a 2-3 hour meeting....2d.
S. Other health/mental health issues are more serious
problems and should be addressed instead........2e.
6. Other
. Was the information Very
presented clearly? Clear
1 2 3 4
. Was the information Learned
new to you? A Lot
1 2 3 4
. Were the purposes and Very
goals of the program Clear
clear to you? N 1 2 3 4
. Do you feel that the Very
information will be Useful

useful to you? 1 2 3 4

-oo-loooooo.o-oo--.-nuo.ll

1
Case*#__ _ _  (0l-I3
I.D.%__ _ __ (04-0e)
Form __ (07)
(OH:
| (09)
Yes No (e
1)
Yes No -——-Elz)
Yes No — a3y
Yes No _—
4
Yes No — 9
(15)
Yes No (16)
very (17)
Unclear _—
S
Learned
Nothing — 9
S
Very
nnglear « (19
Not At
Aél (20)




2

. Do you agree or disagree with the following statements about youth

suicide awareness programs in high schools?
: Yes = Agree

No = Disagree

7a. The programs are very important because they
teach students to recognize warning signs of
suicide among their peers..........ccvvvvivvessee.7a. Yos No

7b. A discussion of suicide in the classroom may
give students ideas or break down established
taboos against suicide.....¢ ittt ieretcacrcnssss. b, Yo8 NoO

7c. The programs are very beneficial because they
encourage students to seek help from an adult if
they are worried about a friend.....:....cccc0e...7Cc. Y8 No

7d. A discussion of emotional/psyzhological issues
such as suicide detracts from the main pursuit
of education and is not an appropriate classroom
activity....oieven.n e e ceesseseesssssadd. Yes No

7e. Students should be encouraged to talk about suicide
in school so that they may discuss their own
suicidal thoughts or intentions more cpenly.......7e. Yes No

7f£. The school is not prepared to deal with the
onslaught of problems a discussion of suicide
may bring about.....ccccieiieaann Y S P { Y I . [

7g. The programs may be a waste of money and time
since there is a lack of evidence to suggest
that these programs actually do prevent suicide...7g. Yes No

. Do you think suicidal behavior is a major problem
among adolescents in your COMMUNLLY?...coevevesnnnanas .8. Yes No

How would you rate your attitude toward having a suicide
awareness program presented to your child's class?

1. I am very much in favor of my child participating _
2. I think it's a good idea, but I want to know more about it
3. I am a little worried about the program

4. I am not in favor of my child participating in the program
S. Other '

(Please write the number of your answer on the space)....9.

1

(2,

pre——

(27

(29

.What, if any, are your concerns about having the suicide
awareness program in your child's school?

(3¢

(>

—

(32)

hé

— (221 :

| )

| N 1

‘ (283
—

(268 -

12g. Other

3
:.,Please list all the "warning signs" or symptoms which could
indicate that an adolescent may be suicidal.
" B B 6'
2. | 7.
3 8l
4. 9.
5' ‘ . 10‘
. Have you ever known a teenager who may be at risk
for suicidal behavior?..... s - { T I ()
£ yas, did you....?
12a. Talk privately with him/her and not take it any
further........vvv v e -1 T { T T (-
12b. Suggest he/she see someone trained to handle
such situations (Guidance Counselor,
Psychologist, Clergy perscon, €LC.) ... ccovueseanss 12b. Yes No
12c. Discuss the situation with a Guidance Counselor
at the teenager's school and leave it with them..l2¢c. Yes No
12d. Discuss it with another adult (Parent, Relative,
SPOUS®) & it ittt ittt ittt cieesn.12d. Yes No
12e. Do nothing because you did not feel it was
YOU XeSpPOnSibility. ..ottt srenarnnteianneans 12e. Yes No
12f£. Do nothing because you did not know what to do...12f. Yes No

1. Tell someone who could offer help
2. Not tell anyone

3. Other

}.1f a teenager told you that he/she was thinking about suicide,
but asked you not to tell anyone else, what would you do?

(Please write the number of your answer on the space)...13. /




4
14. Please rate your level of concern

15.

16.

17.

18.

'18b. Only people who are "cra

about each of the following
issues regarding identifying and/o

teenager for special help.

0 = Not Concerned
1l = Slightly Concerned
2 = Significantly Concerned
. 3 = Extremely Concerned
l4a. Teenager may get a bad Teputation.............. 14a. 0 1 2
14b. Teenager will not receive adequate help........ 14b. 0 1 2
l4c. Paying attention to the student may
encourage suicidal behavior.................... 14c. 0 1 2
l14d. Other........ R I T T 14d. 0 1 2
Do you know the policy or procedures of your
child's school regarding response to a student's
sSuicide threat or AttemPt 2. i e e, 15. Yes No

How satisfied are you

with the way potentially suicidal
students are helped in

your child's school?

l. Very satisfied
2. Mildly satisfied
3. Unsatisfied

4. Very Unsatisfied
S. Don't Know.

(Please write the number of your answer on the space)..16

Do you know of any

Place where you could refer a
troubled teenager?

If yes, please list the name of the agency or center.
1. )

2.

3.

Do you agree with the following statements? ‘ ‘
Yes = Agree
No = Disagree

18a. Mental health professionals (Psychologist,
Counsellor, Psychiatrist) are good at helping
pPeople cope with personal problems............... l8a. Yes No

z2y" go to see a mental
.............................. 18b. Yes No

It costs more than it's worth to go to see a
mental health professional

health professional
18¢.

r referring a potentially suici-al

w w ww

— ¥

b (15

—

A mental health professional could help a

teenager with his/her personal problems.......... 18d. Yes

I know wiat a mental health professional does....l8e. Yes

I would let my child go to a mental health

prOfQSSicn&l—, ------ ® 5 5 000 000000000000 ees 00 0 oclefo !..
- Mental health professionals only break a secret

if they feel it is a matter of life or death..... 18g. Yes

It would be unusual for a teenager to never get

depressed................ ceeetecte sttt ns e 18h. Yes

agree with the fcllowing statements?

Circle the number
.nting how you feel. '

1l = Strongly Agree
2 = Agree
3 = Disagree
4 = Strongly Disagree
' ici t Strongly
-9. When there is a suicide attempt or Strongly ;
. completion by a student, it is best Agree n;gairoo
TO COVET iT UP ... 'ttt tonttennenannensnns 1 3
20. Suicidal teens can be helped by any 3 )
concezned PeISCN. vttt it i EEEERRRS b 2
21. I would have some concerns about my son/
daughter being friends with another )
teenager who had attempted suicide....... b 2 3
22. 1'd feel comfcrtable discussing suicide 3 ¢
Wwith my son/daughter. .. .ivveienenennnnnn. 1 2
23. Parents of a suicidal teenager are
‘always to blame for their child's 2 3 ‘-
p:oblem’ llllll ® 8 6 0 0 8 ¢ 9 0 S 0 QO O 0 S SO S OO L a0 s e 1
24. A person who commits suicide is likely 2 ) .
Fcbe B\ent.lly ill-unoo‘onolc.o-u-o.tcnn-l
25. People should be able to handle their
ownpproblems without outside help........ p S 2 3 4
26. Suicide should be discussed in the 2 3- )
classroom llllll "lll'l....l....'...'..l..l
27. People who talk about suicide do nat ) .
commit suicide......vcevevinnnnns e eenaan 1 2 ,

No

No

No

No

No




Appendix 3

8. Do you know anyone who was helped a lot by the program?

%TOTAL STUDENTS '42955

I£22, why not?

11a. Not enough time S;Im
:11 : ;‘reo::nt:n’?e:zsz not ask f ’ "
11d. Everything was covered o uestions 2:

- A . -
12. Did you miss any of the suicide awareness -.asses? 16

12a. If yes, how many? MEAN # MISSED = 1.6
f yes. why?

12b. Other things o do 20

12¢. Too upset by program S

124. Program wo boring : 16

12¢. You were absent 61

13. When you feel very upset, sad, or unable o cope, do you...?

13a. Talk to someone in your famuly

CONTROL 2385 3s
EXPERIMENTAL s 37
13b6.Talk 10 an adult
CONTROL Eiﬁ 13
EXPERIMENTAL 16 i
13¢. Talk to a friend

ERE ' POST
CONTROL 59 ‘ 59
EXPERIMENTAL 60 61
13d. Ezercise or play sports

ERE ~ POST
CONTROL 23 ' 24
EXPERIMENTAL 25 33

13e. Listen to music, read, or watch TV

ERE POST
CONTROL 59 56
EXPERIMENTAL . 61 ' 68
13f. Go out with friends to a movie or elsewhere

’ ERE BOST

CONTROL 22 22
EXPERIMENTAL _ 24 28
13g. Take drugs or dring alcohol

ERE POST
CONTROL 4. 2
EXPERIMENTAL 4 s
13h. Never felt that way \

BRE POST
CONTROL 3 4
EXPERIMENTAL 4 4

14.If you have a bad emotional or personal problem, do you talk it over witha ...?

14¢c. Menial Health Professional (Psychologist, Social Worker, Psychiatrist)

ERE BOST
CONTROL 3 3
EXPERIMENTAL 4 4
l4d. Familv Doctor
. ERZ PQST
CONTROL 3 2
EXPERIMENTAL 3 3
lde. Nurse
PRE POST
CONTROL 1 1
EXPERIMENTAL 2 2
14f. Mlnisier, Priest, Rabbi
ERE POST
CONTROL 2 3
EXPERIMENTAL 3 4
14i. Brother or sister
ERE POST
CONTROL M4 29
EXPERIMENTAL 31 32
14j. Other family member
ERE BOST
CONTROL 19 19
EXPERIMENTAL 21 4
141. No one
ERE POST
CONTROL 20 21
EXPERIMENTAL 22 21




16. Only people who are crary” go 10 see a mental health professional.

ERE POST
CONTROL 12 11

EXPERIMENTAL : 11 9

20. My parents would let me go 10 see a Mental Health Professional.

YES MAYBE NO
ERE POST PRE, POST ERE  POST
CONTROL 0 3 44 6 16 17
EXPERIMENTAL 35 38 50 50 15 12

21. Who would you wlk to 1n your school if you were having emotional problems?

2}d. Coach .

o PRE POST
CONTROL 11 12
EXPERIMENTAL 14 16

2le. Other School sraﬁ(Secrexbne:. Bus Drivers, Cafeteria Staff, eic.)

ERE PQST
CONTROL 2 3
EXPERIMENTAL 3 4
2!j. Principal or Vice Principal

, PRE POST

CONTROL 10 -7
EXPERIMENTAL 8 7
21g.Noone

ERE BOST
CONTROL 42 46
EXPERIMENTAL 42 43

23. If you needed to contact a Mental Health Professional outside of school how would You find out where t0 go or
who 10 call?

23b. Ask another family member

BRE POST
CONTROL 8 10
EXPERIMENTAL 10 11
23d. Ask a friend

PRE POST
CONTROL - 20 20
EXPERIMENTAL 20 24

23e. Look in the Phone book or call “informarion”

ERE POST
CONTROL 43 47
EXPERIMENTAL 49 s3
23f. Ask a doctor '

BRE POST
CONTROL : 14 14
EXPERIMENTAL 15 14
24. Have you ever called a hotline or telephone crisis/counseling service?

ERE POST
CONTROL 5 4
EXPERIMENTAL 4 4

25. What should you do if a friend tells you helshe is thinking abows killing himselftherself?

25d. Get advice from another friend

ERE POST
CONTROL 17 22

EXPERIMENTAL 21 29

27. Do you know anyone who has killed himselfiherself?

ERE BOST
CONTROL 26 29
EXPERIMENTAL 27 30

 28.Do You know anyone who has tried 10 kill himselfiherself?

ERE POST
CONTROL - - 50 54
EXPERIMENTAL 48 50

29. Has anyone ever 10ld you they were thinking about killing themselves?

ERE POST
CONTROL 39 40
EXPERIMENTAL 38 37

If yes, what did you do?

29a. Told my friend to call a hotline or mental health center

ERE POST
CONTROL 18 21

EXPERIMENTAL 16 16

29b. Talked 10 an adult about my friend

PRE POST
CONTROL ‘ . 40 42
EXPERIMENTAL 41 37
4




29c. Talked to my friend without getting anyone else's help

ERE BOST
CONTROL 40 ' 55
EXPERIMENTAL 52 4
29d. Gor advice from another friend
ERE BOST
CONTROL 18 23
EXPERIMENTAL 21 25
29e. I didn't take it seriously
ERE BOST
CONTROL , 18 16
EXPERIMENTAL 19 19
2%. 1 kept it a secret
ERE POST
CONTROL 18 17
EXPERIMENTAL 22 : 22
20. Does talking abour suicide in class...
30a. Make it o.k. to talk about suicide?
PRE POST
CONTROL 66 71
EXPERIMENTAL 76 ‘ 74
30b. Make some kids more likely 10 try 10 kil themselves?
ERE POST
CONTROL 13 14
EXPERIMENTAL 11 14
30c Make it easier for some kids 10 ask for help?
BRE BOST
CONTROL 92 89
EXPERIMENTAL 92 91
20d. Make it easier for some kids 10 5pot signs of suicide in other people?
= POST
CONTROL 89 89
EXPERIMENTAL 92 N
30e. Stop some kids from trying to kill themselves?
ERE POST
CONTROL 87 84
EXPERIMENTAL 92 . 86

31. Most kids who kill themselves are normal but they have had a lot of bad things happen to them

ERE POST
CONTROL 87 8s
EXPERIMENTAL 89 89

34. People should be able 1o handle their own problems without outside help

ERE POST
CONTROL 18 16
EXPERIMENTAL 14 16

35. Suicide should be talked about in the classroom

ERE POST
CONTROL - 76 80
EXPERIMENTAL 80 79

38. The main rlu‘nlg that adolescents have 10 do is 1o become more independe

ERE BOST
CONTROL 55 : ~ 60
EXPERIMENTAL 58 58

39. It would be unusual for a teenager 10 never get depressed

ERE POST
CONTROL 63 64
EXPERIMENTAL 67 68

41. Drugs and alcohol car. cause depression 10 become so bad it can lead people o try to hurt or kill themselves

ERE POST
CONTROL 92 92
EXPERIMENTAL 93 g8

4.2. People who do risky things, like always driving very fast, may be trying to hurt or kall themselves, and coulc
use some help

PRE POST
CONTROL 58 60
EXPERIMENTAL 66 73

47.If you have ever thought abous killing youself or you have tried, what helped you to stop feeling that way?

47a. Talkkdng to someone

, ERE POST
CONTROL 30 27
EXPERIMENTAL 31 4
47b. Staying by yourself

ERE BOST
CONTROL 12 12
EXPERIMENTAL 14 ' 12
47c. Going out with friends .
¢. Going b PRE
CONTROL 20 20
EXPERIMENTAL 18 23
6




47d. Taking drugs or drinking alcohol

PRE
CONTROL 3
EXPERIMENTAL 2
47e. 1 haven't stopped feeling that way

ERE
CONTROL 3
EXPERIMENTAL 3

48. Did you answer a questionnaire like this one about a month ago?

: POST
CONTROL : 8s
EXPERIMENTAL 83

48a. If yés, were you personally contacted by anyone afier filling out that questionnaire?
POST

CONTROL 4
EXPERIMENTAL 7

if ves, how did you feel about being contacted?

48b. ] was pleased

BQST
CONTROL ‘ 3
- EXPERIMENTAL 1
43c. [ felt it was unnecessary
POST
CONTROL 2
EXPERIDMENTAL 6
<84. | was embarrassed
' POST
CONTROL 2
EXPERIMENTAL 3
8e. | was angry
BQST
CONTROL 2

EXPERIMENTAL 3

= . -
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PARENTS
OUTCOME VARIABLES

Knowledge about:
Warning Signs

Strategies for helping an at-risk teenr

School and community treatment resources
School policy regarding student's suicide attempt or threat

Attitude toward:

The programs
Mental health professionals and help seeking
Child's participation in suicide awareness program

Behavior:

Referrals to mental health resources




TEACHERS
OUTCOME VARIABLES

f | Knowledge about:

— Warning Signs

Strategies for helping an at-risk teen
School and community treatment resources

School policy regarding student's suicide attempt or threat

Attitude toward:

The programs

Mental health professionals and help seeking

Peer and administrative support regarding referrals and
consultation.

Behavior:

Referrals to mental health resources
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STUDENTS
OUTCOME VARIABLES

Knowledge about:
Warning Signs
Strategies for helping an at-risk teen
School and community treatment resources
Attitude toward:
| The programs
Suicidal behavior as a coping strategy
Mental health professionals and help seeking
Behavior:
Self reported suicidal ideation
Self reported suicide attempts
Referrals to mental health resources
Number of reported suicides under age 19

Number of attempted suicides under age 19 presenting to
local emergency rooms




EVALUATION PLAN FOR ADOLESCENT SUICIDE PREVENTION PROJECT

TABLE 1

OUTCOME VARIABLES FOR ADOLESCENT

SUICIDE PREVENTION PROJECT
Knowledge Attitude
Students « Suicidal phenomena & - Toward suicidal be-
consequences havior

« Waming signs
» What to do with at-risk teen

« School & community
resources

. Eacuhty (Teachers - All of above, plus -

& Administrators)
« School policies & pro-
cedures
« Overview of cumicula
rationale, goals & content

Parents « All of above
MH P an « All of\above, plus
- Agency policies & pro-
cedures

« Toward help-seeking
« Toward referring an

at-risk teen
« Toward curricula

« All of above, plus

« Toward school policies

-« Toward talking with

troubled teen

« All of above

« Toward suicidal behavior
« Toward working with
suicide referrals

« Toward school policies
- Toward agency policies
« Toward curricula

- John Kalafat, Ph.D.

Behavior

» Self & peer referral
of at-risk teen

» Reduction of suicical
behavior

« |dentification & referral
of at-risk teens

« Above

- Referrals received

- Contacts (consultation,
education, liaison) with
schools




“If I were to die before tomorrow,

I wonder 1f there would be any sorrow.
Living mm a world of misery and pain,
I wonder 1f I'm normal or imsane.
My family won’t talk
and my friends don’t understand,
Even though they want to give a hand.
It’s hard to explain the way I feel,

I can’t figure out if this feeling 1s real.”

—Given by a 16-year-old girl to her
best friend two weeks before
her suicide attempt.

Maureen Underwood, ACSW, is coordinator of the New
Jersey Adolescent Suicide Prevention Project.
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e may not want to believe that the teenagers sit-

‘ N/ ting in our junior high and high school classrooms
today are experiencing the kind of hopelessness

and desperation described in this poem written by a
16-year-old sophomore, but many of them are. And, in in-
creasingly large numbers, adolescents are acting out those
feelings in the form of suicide completions or attempts.

In the last 20 years, the rate of adolescent death from
suicide has increased almost 300 percent, making it the
third leading cause of death in the 15-24 age bracket. Only
accidents and homicides claim more teenage lives, and
many deaths in these two categories may, in fact, be
suicides in disguise. Estimates place the number of teens
who take their lives 50 to 100 percent higher than the
recorded statistic of 5,000 because of inaccurate reporting
procedures and the societal stigma against labeling a death
as suicide. More concern is raised about the estimated
500,000 teens who attempt suicide each year.

In New Jersey, the suicide rate for teenagers is lower
than the national average. The most recent figures available
from the State Center for Health Statistics show New
Jersey reporting 9.4 suicides per 100,000 in the 15-24 year
old age bracket, with national statistics at 12.2 per 100,000.
Before we congratulate ourselves too loudly, though, we
need to realize that this represents an increase from 7.5
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per 100,000 in 1983 and that suicide’s rank as the leading
cause of death among New Jerseyans is highest in the 15-24
age bracket, where it is tied with homicide as the second
leading cause of death. These figures come closer to home
when we realize a reported 115 adolescents—at least two
teenagers a week—died in 1984 by their own hand. The
numbers have even more impact when we think of our own
school district’s experiences—the teens we know who have
attempted or completed their own self-destruction.

There are a variety of theories offered to explain the
dramatic increase in adolescent suicides. They range from
increasing competition and pressure to succeed in a non-
agrarian society to the lack of structure and support avail-
able in contemporary family systems. Most experts agree
that the adolescent’s Tk of lite experiénce and consequent
limited problem-solving abilities contribute to the trapped
helplessness that often leads to the feeling that there's no
way out except suicide.

Current research seems to be confirming that white
males continue to have the highest rate of suicide comple-
tion, and that about one-third of teenage suicides have made
a previous suicide attempt. Drug and alcohol use and a
history of impulsive, aggressive behavior also figure pro-
minently with suicide victims, as does a family history of
suicide completions or attempts. Girls attempt suicide more
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frequently than boys, but the methods they usually choose—
drug ingestion or wrist slashing—generally leave time for
rescue. Firearms is the method used most frequently by
suicide completers of both sexes. Depression is common in
attempters and completers but may be masked in boys by
aggressive or troublesome behavior and in girls by pro-
miscuity. There may be clues in school behavior; teachers
have reported academic or disciplinary problems, truancy,
and isolation or withdrawal in students who have later been
identified as at-risk.

When asked, teens often talk pointedly about the prob-
lems they experience. They mention specific areas of con-
cern, including parents, peers, drinking and drugs, and also
discuss more generalized worries. As one 14-year-old girl
explained : “Now [ see all the new responsibilities [ have.
Sometimes I wish I could go back to a younger age when
everything was simple and all problems were trivial and easi-
ly forgotten; I never worried about anything. But then [
realized that wanting to be younger is immature and is no
way to solve problems. It seems rather ridiculous to want
to go back, but what direction should I go in? [ wish I knew.”

Some teenagers are even more specific. A 15-year-old
boy stated: '‘...I have thought about committing suicide
because at once everything came down on me—my school-
work, the athletic teams, my friends and parents.”

But despite what teens tell us, and what the experts
theorize, the reasons for the increase in both completed
suicides and attempts remain complex and unclear. What
is clear, however, is the troublesome fact that an increas-
ingly large number of teens seem to be choosing death.

For the last five or six years, various mental health agen-
cies and school systems in New Jersey have been active in
the development of programs for reaching teens who are
potentially at-risk for suicide. A coordinated, state-wide ap-
proach, however, began in 1985 when legislation sponsored
by Senator Richard Codey of Essex County was signed into
law. The result was an innovative project that created a
partnership between the State Department of Education
and the State Department of Human Services for the
design, implementation, and evaluation of school-based
suicide awareness programs. o

From the beginning, this was a unique approach. While
a large percentage of currently existing suicide awareness
programs are structured by having mental health practi-
tioners present programs or actual curricula in the school
setting, the importance of a partnership between the two
systems has rarely been given more than passing acknow-
ledgement. As the institution in which teenagers spend the
largest percentage of their time, the significance of the
school system in adolescent growth and development has
never been denied, but the uniqueness of the school com-
munity as a system with a life and resources of its own often
goes unrecognized by program planners from the mental
health sector. The project’s otficial demonstration of the
key function of this partnership was in the composition of
the Governor’s Advisory Council, mandated by the legisla-
tion to oversee the project. Educators and mental health
practitioners serve side by side, evaluating program material
that will be presented in September 1987 to the governor
and Legislature in the form of recommendations for state-
wide adolescent suicide awareness programming.

The objectives of the ASPP project are to increase
awareness of the problem of adolescent suicide in school
administrators, teachers, students and parents: to impart
skills in the identification and referral of high risk teens
by these same groups; and to ensure a coordinated, easily-
used system for referral of identified teens to local mental
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health resources.

The project clearly recognizes that the school is not in
the position to counsel potentially suicidal youth, but agrees
with the position taken by most educators that school per-
sonnel do have responsibilities in the following areas:

* to identify students who are at-risk;

e to link these students and/or their families with ap-
propriate mental health agencies;

* to work cooperatively with mental health agencies to
assist with students’ therapy; and

* to help others in the school community deal with the in-
tense emotional reactions evident after an attempted or
completed suicide.

A'mental health agency was selected in each of the three
regions of the state to work cooperatively with two school
districts to design and implement suicide awareness pro-

- grams. The evaluation component, one of the key elements
in project design, was consistent statewide, with research-
ers from Columbia University College of Physicians and
Surgeons, who are doing other work in the area of adoles-
cent suicide, coordinating the evaluation team.

There are several reasons why the evaluation was so
critical. Despite the fact that the number of school-based
youth suicide awareness programs is increasing and support
for federal and local legislation to fund such programs ap-
pears strong, there is a lack of evaluative research investi-
gating the effect of these types of programs for students.
Evaluation is essential because the efficacy of these pro-
grams, in terms of cost effectiveness and outcome, cannot
be assumed. There is a wide variety in the programs for
students that have been implemented in schools, but there
is no general agreement on whether one is more effective
than another. This is another focus of the evaluation design.

There is agreement, however, from all practitioners in.
the fleld that the foundation of any school-based suicide

awareness program must begin at the administrative level

with the development of school policies and procedures for
handling at-risk or suicidal students and for responding in
the event of a suicide. These procedures are designed to
help schools quickly mobilize a coordinated support system
for students in crisis and to identify resources both within
the school and the local community for responding to
suicidal emergencies. The emphasis in procedures is on the
liaison role of the school, clearly delineating the treatment
responsibility to other community resources.

There are two reasons why the establishment of policies
and/or procedures is a critical first step. They represent
the school’s concrete recognition of the special issues
presented by suicidal or at-risk teens, and in some ways,
an acknowledgement of the commitment of a school system
to interventions for these students. Secondly, procedures
serve as a reassurance to faculty that a mechanism exists
for referral of students who may be identified as at-risk;
the burden will not remain with the teacher, who tends to
be already overloaded with a variety of other responsibili-
ties. Clear delineation of a response hierarchy in a suicidal
crisis can begin to address faculty concern about assuming
yet another duty, and may encourage cooperation and sup-
port if other program elements are subsequently presented.

While some schools routinely have such procedures in
place, it is more frequent to find that awareness of the
numbers of at-risk students in a given school stops at the
guidance office or nurse’s door. Requests for specific pro-
cedures go as unheeced as do requests for faculty inser-
vice training in the area of suicide awareness. *‘Suicide can’t
be a problem in our school,” one guidance counselor
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reported a school administrator as saying, discounting her
reports of the numbers of attempters in her caseload alone.
“It wasn’t until we had an attempt in the locker room,”
she continued, ‘“that he agreed to schedule an inservice for |
guidance staff. It took another year before a general faculty |
program was presented. Does a student have to die before '
we can talk about it in the classroom?”

Many schools unfortunately wait until a tragedy has oc-
curred to recognize the helpfulness of specific procedures
and programs for coping with the aftermath of suicide com-
pletions or attempts. Guidelines for the development of
policies and procedures do exist, and their routine imple-
mentation enhances a school district’s administrative capa-
bilities for responding in an organized, helpful manner to
both at-risk students and the general school community in
the unfortunate event of a crisis. Any programming in the
area of suicide awareness must start here.
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Another essential program component is a general facul-
ty inservice. All staff who come in contact with students,
from bus drivers to cafeteria workers, as well as board
members and administrators, should have the opportunity
to receive information about suicidal teens, a description
of the warning signs of suicide, clarification of school pro-
cedures, and identification of resources available locally for
referral of at-risk teens and their families.

An effective faculty inservice acknowledges potential
resistance to what may be perceived as the additional
responsibility of identifying at-risk students by framing the
role of the educator as someone who helps students to grow
and think and to learn the basic skills necessary for adult
living. By viewing suicide as the dramatic failure of these
so-called life skills, the program ties suicide awareness in-

to the established function of the educational community."

Indeed, initial evaluation data from the New Jersey pro-
ject supports the contention that faculty generally respond
favorably to suicide awareness programs, and of the 307
‘educators who participated in the pilot program, 84 per-
cent indicated they wished their own children could attend
similar programs. '

What do programs for students look like? While the for-
mat can range from special assembly to classroom cur-
riculum and be taught by either mental health professionals
or selected and trained faculty, the content is generally con-
sistent. Two basic premises, which should underlie any pro-

gramming in this area, are the recognition that adolescence -

is a difficult time and that suicide is the inappropriate choice
some teens make to use death as a way to deal with life.
Keeping adolescent developmental issues in mind, both the
positive and negative impacts of peer pressure must also
be recognized. The positive aspect, of course, is that peers
are ustaily the first to know about a friend’s troubles; but
in a negative sense, peer culture may often apply pressure
to keep this information a secret. For students, a shift must
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A part of the suicide awareness project reviews with the students the aspects of being an
adolescent—including all the problems and concerns inherent to this particular age group.
After reviewing a movie narrated by a teen who attempted suicide (or a friend of an
attemptor) students engage in a ‘rap session’ to air their feelings about what they have seen
and heard. Finally, students take a test to gauge their emotional level in certain situations.
Possible solutions are offered to help them cope when they feel helpless or alone.

, P
j : ..-'"\;'?.::
be made so that secret-keeping is viewed as a burden and
telling someone as a responsible act that requires courage.
As with the faculty, this ‘‘responsible act” does not include
solving a friend’s problem, but simply telling someone else
who is in a better position to help. Not unsurprisingly, while
teachers often feel identifying an at-risk student as burden-
some, the initial response of students often is to not want
to tell anyone but to keep the responsibility to themselves.
The task is to persuade both groups that referral is in their
best interests. This may be easier to do with teachers who
appropriately welcome the opportunity to pass the buck
than with teens who are sometimes caught up in omnipo-
tent fantasies of rescue.

Another critical element in the construction of a student
program is to confront the developmental movement of
adolescents from dependence to independence and convince
them that the paradox of independence means knowing
when to ask for help. From our perspective as adults, we
appreciate that shuttling back and forth between depen-
dence and independence in order to gain strength is the
optimal way to negotiate this developmental challenge, but
a lot of stereotypes must be broken to convince urban males
in particular that help-seeking behavior is an indication of
strength. ,

Unfortunately, the typical school community also does
not reinforce the concept that asking for help is acceptable.
Schools encourage competition. Sharing, collaboration, col-
lective problem-solving are often just synonyms for
“‘cheating’’ in academic vocabulary. Students are frequently
led to believe early on that there are only so many As to
go around that helping a peer to do well may be at their
own expense. Certainly knowing how to compete
appropriately is a necessary life-skill, but knowing when
and how to be independent is equally important. Making
students aware of resources both within the school and local
community is pointless if their resistance to using them is
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not addressed.

Most programs for students incorporate these principles
by using creative, interactive methods that capture a stu-
dent’s attention and capitalize on the adolescent’s current
life experiences. Their counterpart is a program for parents
that acknowledges the challenges that parents of teenagers
face today. The program also provides information about
how to recognize when teens are in trouble, and outlines
local resources. All four program components—adminis-
trative guidelines, faculty inservice, and student and parent
workshops—form the basis for a complete school-based
suicide awareness intervention.

And your role as school board members? The key ele-
ment in any program design is your responsibility—the
development and adoption of administrative policies and
procedures that reflect the needs and resources of local
districts. But, as in other areas of administrative concern,
the creation of policy isn’t enough.

When asked by the New Jersey Adolescent Suicide
Prevention Project prior to a faculty inservice if they were
aware of school policy and procedures for suicide manage-
ment, only 29 percent of 426 educators responded affir-
matively. Promulgation of policy with clear delineation of
responsibilities and resources is essential to demonstrate
board and administrative commitment in this sensitive
area.

By actualizing the Legislature's commitment to the
development of programs for at-risk teens, New Jersey has
become a national forerunner in addressing the tragedy of

adolescent suicide. Through a coordinated approach that
recognizes the need for a partnership between mental
health resources and school systems, the groundwork has
been laid for a comprehensive state-wide approach to pro-
vide a range of services to teenagers who are having trou-
ble coping with life. The beginning step is not at the state
level, however. It begins in your district, in your schools,
with the recognition that this isn’t someone else’s problem
. . . there are at-risk teenagers in your school, too.

As adults, we often offer long-winded explanations to
make a point; the simplicity of childhood seems lost as our
vocabularies expand and our need to offer complicated
justifications becomes greater. So what is the simple reason
to consider programming in the area of suicide awareness?
As one 15-year-old boy who participated in a school-based
program succinctly put it: ‘It might save a life or two.”

Resources

New Jersey Adolescent Suicide Awareness Program, New Jersey State
Department of Human Services, Division of Mental Health and
Hospitals

Adolescent Suicide Awareness Training Manual, New Jersey State
Department of Education, published 1984, reprinted 1985, available
from: Forms, Management & Distribution Services, New Jersey State
Department of Education, 225 West State Street, CN 500
Trenton, NJ 08625

“Teenage Suicide Prevention in Schools,” by Valerie L. Brown, Esq.
In Administrative Guide: A Publication of the New Jersey Associa-
tion of School Administrators, June 1986. Vol. 15, -12. O
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TEEN SUICIDE

Progmms aim to reduce rising death rate among youth

By BERNIE WﬂSEm
Of the Counar-Poet i

W(X)DIURY The statistics are clear The

of icides has tripled since

1960. More than 5.000 youths now take their bives
annvally in the United States

But while the aumbers are easy to discern. the
solutions are oot as clear cut.

So a3 high school students graduste and look to
their fulures this moth, Somia Kiimof{ 13 working
(e prevest teen-agers uln forecloing on their
futures by suicide.

Klissotfts toa and education
lor the Gl C ity Mental
Health Center, where she heads developmient of 4

o

state-mandated pilot program for awareness and
prevenuonol yuulnxum\lzhntludmgahlghu‘bwl
student curricuium and schoul stalf traiing

Meanwhile. sume South Jersey school duisinicts
already have tnstituted their own plans torevense
Lhe trend

The vne-year pilut project. funded by a §75.000
state grant. wilt be unplemented starting hext fall
in four rural Gloucester County high schools 1o
delermine  whether nstruction should lake
regional difference into account. Kimoff said

“It 15 tbe purpose of the state project to Lailor
theve to it be newds of urban and mrll popula-
Uoas,” she said.

Kingaway. (learview, Sanmrn (llonuslcr
County (Ixbed) and Gateway cegional high

schools will paticipat 1o the project.

On Tucsuay, wo livalth snd physical education
teachens trum telsea Hegional will be the first to
receive a sia-hour training >ession oa presenting
the problein ot uictde to students The classwork
wasadapicdirumacourse developedby St.Clare's
Huspital Murrs County. Kimotf said.

Twoother pit projects focusing on urbanareas
have been funucd 1n Borgen and Middlcses coun-
tes under state heguslation approved ia June
1983

Accurding ) state Department of Heallh
reports, suirid: accuunuad for the deaths of 130
peravns botwer o the ages of live and 24 in New

Ploase see SCHOOL, Page 4A

WHAT PARENTS SHOULD
LOOK FOR

@ Verbal suicide tiveats. ® Depression (changes in
normal appetits, sieep dis-

Wsbances, sudden drop in

* . . aftempis. 8chool performancs, otC )
® Personality changes © Fnad m(mdi-

.(unususl withdraws!l, . .ag a will), giving away
aggression or prized possessions.

R
pERREE———— o o ]




Pchoqls enter pilot program
Fo help'despondent youths

m'n Page 1A

"] |m e mast recent year for
hich figures are avaulable.
Adolescents “srefacing a lot of adult

and (eeling they do not have
upﬂact.' said Klimoff.

“Their fature is 8ot settled or deter-
K14 who are'they Joung W be, bow
'}'w- they goingtamake sliviag wio are
gologtomagry! lLisa Umeof ter-
! e strens.”
“Also & lot of insecurilies arise in the
of what their physical image n
#pd their reistionsdips as Lhey sepa-
rh from therr (amulies *
“Wedoaatkaow exactly what causes
* she 3¢dad. “Speculatians eosy
Late with family breakdown.®
Alcohol and dreg abuse "ls definitely
§ came. . .l in Lhe semse thai sud-
sance abuse tends Lo redoce mlﬂ
m& Mummuons

“1! ] oﬂ }u& the withdrawn,
kidwehavetoworryabout.®
Rlimolfsaid “Alotof uimes actiogout-
| behavior — is coverfag an
of desparr
- Righ achisvers are very vuiner-
Shis. Some of theme kids go through life
dolRg what everyone wanis themtodo
and sever foel any geauine seame of
motivaion tn themse! es
- Klimof? sald Glouc=ster Crunty way
ot chosen foe the p:ic: program
Sscause of high suicice statistics —
Qerawerefivesuchdrairsrenarted in
e 15-24 age grouvp :n 1984 -~ dut
Secause of i1 rural craractenctcs
¢ “But Where 13 a desire on the part of
We(county)schoolsto maxe sure there
§oota problem.” she adoed.
< Menwl health pro’essionals also
gpow wiat susILCs wn tus {ieid could
wngerestimate the prodlem, she said.
<"1t is very hard to gather accuraie
© @atistes about the exicnt of adoles-
@emt selfdestruction.” Xiimol! said
< “Firstof all. the was 5 ceruly asur-
dde i the degree of 1ntentionality,”
Blimoff said “The best way (o deter-
intentionality us 3 nnte, ard only
t25t0 30 percent~i e panplewho
themnseives jcave a note ©
¢ “Thereis also a besitanc: nnibepart
af gverybady — medical professionals
apdfamilies — tesay adeait wasaod-
e becaase 1t creales a lot of

. “Whalt you bave o look at s the fact
that {or every compieted death there
are 10 atampts.® ade added

<SThere are all tinds of iswves.

. teamss whes somebody atlempts sw-
*  cide, that is one of the ruk factors,”
said Tim McFadden. ooe of tmo coun-
=== Wling psychologats worxung with Kli-

rpotf oa the prevention project.
G +“The basc notios is suicide is 8
) Mﬂ.llbnw-mhmu
Per mvery sress 43 2 means 0
”pmuu‘lwunumm
Sipent solutios Lo what is uu.llly a

© {Ty temporary prediem.”

¢ The other center psychologist oo the
s Ros Comet, who L0 yearsago
atone the sation's [irst swcide
centars ip Ses Mauso,

‘or all of it's beauty and resousces,

" ifhad ene of the Righest suicideratenin

uation.” Comer said *Nothing was

being done La the schools at that time.

Qudy the sewspapers were reportiog
oin.®

< B

PREVENTION TIPS

selors” have beea amigned to the high
nd middle schools and oee of several
stall peychologists has developed 8

Tk following tips o pre-
vestion come (rom the Community
Menta| Health Center for Glowucester
Coenmty, Deuﬁmml&umluuen
and Education.

. 'hluno_h Y

© Donet ptomise thkeep e
for a friend who (eels suicidal. :::
ing (riends alive means more than
Reeping their secrety.

® Do not leave the person alone if
you believe the risk {oz suicide 18
immediate.

©® Do not act shocked at what the
» persea lella you ge 5.

[ ] Domtmlmumnym
"" CY R R

® Donotdebatewhether suiciders
right or wrong. This A2 make the
persqa (el pore gully, .,

-+ What (2 .ﬂo

@ Bebeveor trust your suspicions
that the personmay be thiskingabout
suicide or that ht ‘19 self-destruc.
Uve.

° Commmuummm for
thewell. bzmg.mupeun Be s good
listener.

® Be direcy 'hlk wuly aod
freely and ask direct questunns aboat
the persop s1oteauoes. Try to deter-
mine if Lae persan has a plan for sw-
cije ‘how. where, when). The morc
aetailed Lhe plan, the girater the
risk

¢ (ict prufessinnal hetp Facour-
age the person 10 scek help from a
school counsclor, or other (rusted
adult wan knowsor will [ind out what
to do. If. the person resists secking
beip, voushould get professional belp
for them yourself.

In addition to giving teachers and
stugents tbe risk factors or warning
sigrs of suictde — such as changes in
sigen and acadermc performance and
giving away vaiued possrssions — the
prevention program will stress how to
respond i the sigrs are found.

“Weare putting a lot of emphasis on
admunistrauve procedures and mak-
ingsure they arewnplace and knowa dy
everyenn,” Klimoft said. “So Ul 2 crisus
shouid arise. they immediately know
who to gn 10"

The 14 hours of stalf instruction
wiii not be lututed to leachers, Klimof!
said. *We think everybody in the school
having contact with kids showld be
tnciuded — peopleinsecurity, mainte-
nance and bus dnivers. Often it turns
out they are Lhe people kids talk to.*

The project will be evaluated by
Columbtus University resesrchers who
have received several (ederal grants
to study causes of jpen suicide.

“Yoa pre really going ipto unknown
terrilory dgvelopan: a suiciude preven-
tios program,® said Klimof!. “This is
the {irn time a pgeveplion program
will be pretesiod gad post-Lested.”

One schoel system that already has
praventies procedics s Pennsauten,
wheretheboardof educationadopted s
suicide intervention policy lo 1984,
after a bigh school girl took ber Ufe
with g shotgua. * ..

Some 400 teaghers and aides also
were rained jo recoguza suicide
-mm--qp. ‘crisis cown-

» y in preventioa.

*We are salsfied wik owr
guidance director Fred Keating :ud.
“We'vebadituations since where peo-
ple have had 10 act under that policy.
Thas far, lucilly, everything s worked
ogt. Wehave g lot of cases bat
we haven T had sny daaths or real seri-
ous attempts.

*Wearenot overly referring. but yet

were still very afraid we will suss a
child. There's s delicate balance.

“We look for muiticharacteristics.
where the student will give ws two,
three, maybe fowr, of the warming
signs.” said Keating.

“Inthe event of an actoal attempt or
3 very serious concern we had one set
of procedures and in the evest of a
suspected case where there's a conver-
sation. drawingsor anything that gives
the counselor or teacher some tndica-
Lion that the child is thinking about
such 3 thing but is not actually threa-
teming of into the act we have another
set of procedyres.

“But both procedures begia with us
making sure we nouly lthe parent
mmediately 1n writing 90 we tramster
L0 the parent the idea that we see 3
prablem with your child and that it's
somcthing you had dest lank into, =ith
113 or without us. dbut look into 1t.”

“Therew some discustiono! whetrer
the Aqreirninm ennuid inelide mare
about ruiCide | personaily helieve we
should, umilar to arug an aleonol
traiming, that teaching, and exploring
the subjcct does not encourage it.”

The Marlton distriet muiddle schonl
bas rad nosuic:des bat some attemots,
and guidance counselors last year
arranged suicide awareness seatiors
for teachers and sixth-through-eights
grade students

“Wehandle)t as amental health eda-
cauon type of thing, to make the cl-
dren and the teachers aware there are
certalnsignsihechildren give off even
if they re not directly talking abeut
suretde.” puidance du'erur Kawy
Rradley said

"We have always had student
teacher and self-referral in thas area.
1t 3 just that owr main concern was for
children to learn w0 be sensitive and
pick up when somehedy doesn t need to
be tcased or peeds a shoulder.” added
middle school coamseiar Nancy
O'Neal.

Said Bradiey: “The cluidren really
have learned that evenif someone tells
themn ‘I dea't waat you W tell anyocoe,’
thatif s personisindangerit'sallrigh
ta htuk 1bat cw%_ , oo
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Sonia Klimoft, direc:cr <t consuitation and

education for the Gioucester County Com-

mun!u Mental Health Center, goes over
DA

IR N

“In our opinian evem if the cauld s pust
alking abewt it there's & prodiem.’

‘Yomdon'tjustsitaroundsaying [ m

oiag Lo kill mysell” Y there 138 t scme
urt underneath Eventfit's an atten-

-oo-getting tiing, there 18 sull 8 prob-
(s Pemberton Township, tuicide

oy Al 3

we made 3 mistake.” Hilkevich sald.

The iocal schoot board in Apnl moved

10 abolish PEER, reinstated it after
protests and recently received a
county school superintendent'srecom-
meadation that e gudancs depart-

e s — o

Courme Pt ohe10 By A Schau

guigetines for the stats-mandated pilot
program against teen suicide with center
psychologist, Ron Comer.

ment take over the program.

Hilkevich 3a1d he ezpectstobe reas-
signed [rom (ull-ume peer counsdling
directorto ascienceteaching position.
“It is not an easy transition Lo make,*
be said.

L I -



Teachers |

. hen a 14 year-old fersey City girl
w hroke-up with her boyiriend, and
toid her parents and teschers
that kes iife was over without him. it ap-
peared to be nothing more than a simple
case of a broken heart.

But when she tried to kill herself by
swallowing a handful of barbiturates.
they knew there was nothing simple about
her intentions.

The girl was among some 2 million
teens who tried to commit suicide in the
US. last vear. Current statistics reveal that
sach week over 100 youths, from various
religions. ethnic and cultural back-
grounds. try to take their own lives. Some
come irom broken homes, are victims of
child abuse. or suffer from drug problems.
No macter what the cause. thev all share
the scme self-destructive goal of ending
their problems by ending their lives.

In the attempt to preaent the rise of teen
cuicides in New Jersey. Governor Thomas
H. Neun recently‘approved a $300.000
Itaie Apnropriution for the formation of
three AGciescent Stucide Prevention Pro-
grams. The «crant vas awarded to three
mera) health centers. in the northern.

-2 and stcutert rezions of the state.
aaelopment o f
.ennun Counc:..

ar

i Surcide Pro

Jersev City was selected as the urban
site in the northern region. The Christ
Hospital Commumnity Mental Health
Center. in collaboration with South Ber-
gen Mental Health Center. received
$80,000 in grant money to piot programs
in Ferris High School and Academic High
School. Over the past five vears South
Bergen has developed and impl ted
their Adolescent Suicide Awareness
Project (ASAP) for schools in many Bergen
County communities. This pilot project
will allow the ASAP to be tested in an ur-
ban school setting in order to identify any
program modifications or adaptations.

to save lives

The training workshops and inars
approach the sensitive issue ina straight-

forward manrer with the facts about teen -

suicide. and the places to go for help. “For
some time there has been a ‘tanuo’ sur-
rounding the discussion of suicide with
kids." states Diane Rverson, Coordinator
of the Scuth Bergen Mental [ealth Cen-
ter's Consultation and Education Serv-
ices. and Director of ASAP. “\We're not
coing to place any thoughts of suicide in
kids heads. \We want to help them to open
up and understand that there are
alternatives to suicide, and that help is
available,” adds Ryerson.

""We're not going to blacje any thoughts of suicide in kids'
heads. We want to help them to open up and understand
that there are alternatives to suicide. . . .

“The kev to un cffective program is te
seach the : “life who
can And et hane 4
ditference, - av s Buceunn Mazieo, Direc-
tor of the Clrist Hospital Coramunity
Mentul Health Center. “That's why the
ASAP is anzied at educuting reachiers, st
dents znd arents about the causes and
waraing s of sthcide, as well aswhaeto
do il thoy hnoaw cemeone who mav be at
risk.” cxplains Ms. Mazzeo.

Jersev City's Assistant Su-
perintendent of Secondary
Schouls Joan C. Kegelman
listens intently as the staff of
Christ Hospital's Com.nun-
ity Mental Health Center
describes suicide waming
signs among teenagers.

Natinnallv. the suic
ace: 13m0 28 b e
AT SO IR FURR SR R
Fgnse ot deatil fur Uit arony
i and b New gor e (T UINE the dust
weat 1n which wase dealth Departrent
“tatistics were us anarte Hodaon County
renorred nine secrivs. ades 13 to 2 while
stinen ide e pnner reached S,

“Alriough the teen swcide rate in New
Jersev is iower thua the naijunal average,
re -i0 no” 1INAicate that vouths are

; L twchiere in S s

Becxorn Coorunntor uf

Ouatpanient Mencal Health Services and
Co-Dizector ot the piiot project.

some 5,000 Ainerican teenagers Kill
themseives cach tedr und. aceording 16
\fr. Becker. for evenv suecessiul suicide
there 1s an estizated 36 to 100 more at-
tempts. [0 the (rown seitinga vounustes's
depression niav turn into self-destructive
or vioient behavior. which leads to death
but does not look like suicide,” he added.
“These teen suicides are ften misiabeled
as ‘accidental’ dzath or even homicide”

The ASAP tirst educates and instructs
teacners. counsciors. nurses and otner
schocl personnel to identify possible sui-
cide prone students. “The tvpreai warniag

de rate for people
o

od in the last
Ced

L TOE .,..-—J'

signs include any severe change in be-
havior such as constant fighting, with-
drawal from normal activities, depression
or violent outbursts.” explains {rma Rodri-
zuez. Cuordinator of Emergency Mental
Health Services. and Co-Director of the
pilot program.

1 encourage school officials to ask
questions that could help to open up the
chiid and begin them talking, such as,
what's goingon at home, or where doyou
spend vour time after school. I also stress
that it's alrizht to ask these sociai questions
and w0 always take students senously
when they express any suicidal tenden-
cies.” she added.

A major focus of the pilot program iste
help develop networks of referral between
the schools and the mental healch centers,
and within each school w hich can be used
whenever a student neuds help. “School
personnel need to know whom to go to if
they believe a student is at risk,” explains
Roseann Mazzea

Parents and students receive similar in-
strection from mentai health profession-
als s warning siers and the smper action
to take. Accordinato Ms. Rodriguez. some
of the pronleme that lead to suicide are
druy and aleohol .bose dhv thestndent or
) - enild abuse acartinte siress and
OUILEES SO da favieree tinunciad
LPOHDILS, OF  TICTiONAL [WS1es,

“Close to 300 of the tee suicide cases
I've warked on have heenrelated o snme
form of fapea problem.” savs Rodriguez.
Furents s keep an open of commu-
arcat -t with sherr ciuldren. aliowmg all
coneerns and problems t surface. This
privents apy nroblems, uinown to the
par:n + troer hurlding s ithin the youtd.
wrih e nnpresson thadcthaore s uu salu-
tion.” e adds.

In the full. the program will be pre-
sented to 10th erade studums at.\cadeauc
Hizh Schooi and Ferris Hizh School.
* Clussrautes and {riends of potential sui-
cich- s 1¢42ims can be the rirst to receive che
warniny stens.” espiains the Christ Hospi-
tul Sociul Worker. “Suicidal students send
out messayves that indicate they're trou-
bled wid considering tuking their life.
Ther way start giving away their prize
posses sions such as tavorite records or arti-
cies of clothing. Kids also make very obvi-
ous statements stich as, you won't havere
to pushh around anvmore. or what's the
difference. [ won't be here anyway,” says
Rodricuez.

According to Rodrizuez. the social pres-
sure placed on vouths to enw up quicker

_ and handle adult problems is a direct link

to the rise 1n teen suicide across the state
and country. "Not all ot these kids can
cope with the demands placed on them by
societv, family or peers,” she explains.

Rodriguez encourages young people to
befriend any student they suspect might
be at risk, since teens will uften confideia
another teen rather than open up to an
adult or school teacher. "l stress the
importance of listening to their probl
discussing suicide openly: telling an adult,
and not keeping the secret,” she adds.

\Vith some *.600 high school students
in the Jersev City schoni system. school
official: are pleased to see the program
gettinz underw ay here in Hudson County.

“We've been aware of the rise in teen
suicides acrossthe country for some time
now,” says Jnan Kegeiman, Assistant Su-
perintendent of Secondary Schools, Jersey
Cit. “Up until now, we «would contact
Christ Hospital for help on u cuse by case
bas.s. Pt the Adolescent Suicide Aware.
ness Prograim will @ve us an orvanized
svsiem that acts before the attempt as
marde.andavill hopefuily save lives.” she
streeasd, "

TR At Hrogratmns W ) be evaluated by
renerehe e troi Colurabia Univeraty
und the hndings wil Te used by the
Aduliscent S-nicide Prevention Council te
cectnmend a pendel proventiainpeagram
for schools atewide. L’
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Bergenfield leaders urge communitics to prepare for emotional disaster

By JULIA DOLAN .
Assoclated Press Willer

BERGENFIELD, NJ. — In
the six months since four
teenagers made a suicide
pact and died In an exhaust-
filled car, communily leaders
in this middle-class subutb
say they have lcarned two
lessons.

First, that they will never

- know why the four made the

pact or if the tragedy could
have heen prevented.
And second, that just as

communilics prepare for.

physical disasters, so must
they prepare for emotional
ones.

It was on March 11 that
Thomas Olton, 19, Thomas
Rizzo, 18, and sisters Cheryl
and Lisa Burress, ages 17 and
16, were found dead of car-
bon monoxide poisoning in
Olton’s idling car In a locked
garage.

To explore emotlons

In the days that followed,
students and parents alike
gathered to explore their
cmotions.

Counscling was offercd at
the high school the day the
bodies were found. And more
discussions took place the

next night, when parents and
students gathered to talk with
mental health workers about
the tragedy. Police set up a
24 -hour hot line.

“It was a scal-of the-pants
operation,” said Rorouph Ad-
ministentor Louis Goetting 4.
“In retrospect, we did a lot of
things right. We also made
some mistakes.”

Now, members of the hor-
ough’s Communily Response
Team. formed the day afler
the deaths, hope to sharve
thelr experiencesin a lecture
tour, beginning Oct 7 at Fair-
leigh Dickinson Universily in
Rutherford, NJ.

Learned lessons

“We've lived through a
traumatic time and learned
lessons that we feel are valu-
able for others to be exposed
10,” said Goetting, a member
of the team. X

Initially, police and volun-
teers handled the hot line.
Mental health professionals
now staff the telephones,
which still are at police head-
qumrters.

When autopsies showed the
fonr teenagers had used co-
caine before they died and
that the two young men had
also been drinking, a coun-

selor specializing in sub-
stance abuse was hired tor
students in grades seven
through 12, Another psychaol-
opist has been added to the
school's guidance statl, Goel-
ting said.

A peer counseluy program,
for students who won't seek
help from adulls, begins in
the schools this month, said
Superintendent John Ha-
beebh, another member of the
1esponse team.

Dropouts need help, too,
the team concluded Three of
those who died had quit
school and Lisa Burress had
been suspended.

The team hired two coun-
selors who have tracked
down at least 40 former stu-
dents. With the counselors’

—assistance, several are work-

Ing toward high school equiv-
alency diplomas; others have
entolled in federal job train-
ing programs; three are in vo-
cational schools and two plan
to start college in January.

‘How tough il is’

“A lot of these kids just
need someone to talk to,”
said counselor Maria Riske,
wha is 24, “They ' ve found out
how tough it is to be out in
the world ... and they just

don’t know where to turn.”

Said her 3i-year-old part-
ner, Jerry Cannito, “People
thought we'd have doors
slammed in our faces. But no-
body shut the door on us.”

The counselors were
helped by 19-year old Debbie
Clark, who volunteered in
June to be their link to the
froup of mostly unemployed
drapouts who hang around in
town, congregaling most
nights at a couvenience store.

“I've seen a lot of the
streets and drugs and all
that,” Clark said.

Getting word out

It was Clark who put the
word out that counselors
were looking for a teen-age
boy living for several weeks
on the streets.

When she finally caught up
with him, she recalled, “1 told
him there are alternatives to
what he was doing.”

The boy eventually re-
turned home and has sought
counseling.

A $100,000 state grant cov-
ered the costs of the hot line,
extra school personnel, coun-
sclors and other services In-
augurated afler the suicides,
but it has been exhausted
now. Goetting said all the

programs will continue and

be paid for out of the bor-

ough'’s coflers.

Action postponed
Proposed programs, such

.as workshops for tcachers on

how to handle crises in the
schools, have been postponed
pending more state or federal
grants, he added.

In the months after the sui-
cides, legislation was intro-
duced in Congress to estab-
lish and fund suicide
programs, but none has been
acled upon.

The tragedies were not the
first for Bergenficld.

Four other Bergenfield
youths died in the year be-
fore the suicide pact. Two of
those deaths were ruled alco-
hol-related accidents, anoth-
er was deemed accidenlal
and the fourth a suicide.

Many in Bergenfield be-
liecve all the deatlhs were sui-
cides and that if something
had been done sooner, Olton,
Rizzo and the Burress sisters
might not have died. Four
days before they killed them-
sclves, Olton told an ambu-
lance crew that he had slit
his wrists in a suicide at-
tempt.
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