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The Guide: Overview

The Youth Suicide Prevention School-Based Guide is designed to provide accurate,
user-friendly information. First, checklists can be completed to help evaluate
the adequacy of the schools’ suicide prevention programs. Second, information
is offered in a series of issue briefs corresponding to a specific checklist. Each
brief offers a rationale for the importance of the specific topic together with

a brief overview of the key points. The briefs also offer specific strategies that
are supported by research in reducing the incidence of suicidal behavior, with
references that schools may then explore in greater detail. A resource section
with helpful links is also included. The Guide will help to provide information

to schools to assist them in the development of a framework to work in
partnership with community resources and families.

Prepared By:

Katherine J. Lazear
Stephen Roggenbaum
Karen Blasé

The issue briefs and resource/links section, their content and recommendations
will continually evolve as new research is conducted, the best available
evidence is evaluated, and prevention programs are utilized and tested.
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Youth Suicide Prevention School-Based Guide: Overview continued

The first issue brief in this series is designed to assist

in debunking myths that may serve as barriers to
implementation of a school-based suicide prevention
program. Countering myths with reality and evidence-based
statements may enhance confidence and willingness to
address youth suicide prevention.

The remaining briefs each cover individual topics related to
suicide prevention that are especially pertinent to school
administrators and their community partners.

Youth Suicide

Youth Suicide — as stark as the words sound, this
phenomenon reflects a community issue too frequently
ignored except by those who have been devastated by it.
Youth suicide is a critical but under-reported and under-
treated public health crisis.

Consider these statistics that highlight youth suicide as an
important issue:

M Suicide accounts for 12% of all adolescent deaths and ranks
third as an overall cause of death in adolescents (1, 3).

B The youth suicide rate for 10-24 year olds rose 8% from
2003 to 2004, then showed a general decline through 2007
but the rate increased again in 2008 by 4.5%, the most
current year data is available as of this publication (6).

B An estimated 100-200 non-fatal youth suicide attempts
occur for each young person that dies by suicide (1).

B An average of one youth, under the age of 25, dies by
suicide every 2 hours (4).

B More teenagers die by suicide than die from cancer, AIDS,
birth defects, stroke, pneumonia, influenza and chronic
lung disease combined (5).

B 90% of teenagers who die by suicide have a mental health
diagnosis, usually depression, substance abuse, or both (7).

As chilling as these statistics are, they do not begin

to compare to the grief, anguish, confusion, guilt and
devastation felt by the family and friends of an adolescent
who dies by suicide. After a suicide crisis, friends and family
are at an increased risk of developing posttraumatic stress
disorders (9).

Mental health and mental illness are shaped by age, gender,
race, and culture as well as other distinctions of diversity
found within all of these population groups — for example,

physical disability or a person’s sexual orientation. The
consequences of not understanding these influences can
result in unintentional and harmful effects.

With minority youth more likely to express feelings of
alienation, cultural and societal conflicts, academic anxieties,
and feelings of victimization, it has become clear that careful
attention must be paid to the needs of minority youth and
their families within the context of their culture.

While disparities in the health status of people of diverse
racial, ethnic and cultural backgrounds remains a major
problem for all youth, undiagnosed and untreated mental
health problems, particularly depression and substance
abuse, play a significant role in the prevalence of youth
suicidal behavior (8).

It is likely that suicide is significantly under-reported and that
statistics can underestimate the true extent of the problem.
Deaths classified as homicides or accidents, for example,
where teenagers may have deliberately put themselves in
harm’s way, are not included in rates.

Unexpected death is always painful, but perhaps none more
so than the self-destruction of a young person and a life, with
all its potential and promise, cut short by one desperate and
all too final act.

Our nation’s schools, in partnership with families and
communities, are obvious places to identify youth at risk

of suicide. Healthy, supportive and informed schools can

do much to prevent youth suicide, to identify students at

risk and to direct youth to prompt, effective treatment.
Prevention, education, intervention, and postvention (i.e.,
response to suicide attempts and deaths) are the keys to
reducing the number of young people who take their own
lives. Our nation’s schools are clearly essential community
settings for suicidal prevention programs. In schools, rather
than in the home or community, students’ problems with
academics, peers and other issues are much more likely to be
evident, and suicidal signals may occur here with the greatest
frequency. At school, students have the greatest exposure to
multiple helpers such as teachers, counselors, coaches, staff
and classmates who have the potential to intervene. Research
has found that schools provide an ideal and strategic setting
for preventing adolescent suicide (10).

Schools need to understand not only the issues of suicide,

but also the positive role they can play. However, given the
multiple demands on school systems, districts, schools and
school faculty and staff; they need up-to-date, accurate and
user-friendly information, guidelines, and tools to assist them
in their efforts. Suicide is a public health problem that requires
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Youth Suicide Prevention School-Based Guide: Overview continued

Unexpected death is always painful, but perhaps
none more so than the self-destruction of a young
person and a life, with all its potential and promise,
cut short by one desperate and all too final act.

an evidence-based approach to prevention. The public health
approach defines the problem, identifies risk factors and
causes of the problem, develops interventions evaluated for
effectiveness, and implements such interventions widely in

a variety of communities (2). Wading through professional
journals, examining the evidence, reviewing and evaluating
the literature and then drawing conclusions, developing
action plans and implementing strategies describes an often
overwhelming course of action for educators, administrators,
and school systems.

The Youth Suicide Prevention School-Based Guide is a
comprehensive, evidence-based guide designed to assist
schools, in partnership with families and community partners,
in improving their suicide prevention programs or creating
new ones. The Guide will allow school administrators to
assess the adequacy of their suicide prevention program

and to improve its scope and effectiveness. The Guide builds
on reviews of the literature and current research, exemplary
plans and initiatives throughout North America; evidence
associated with suicide prevention programs; and field-based
information from educators, clinicians, families, youth, and
advocates.
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Suicide was the third leading cause of death in 2009 among middle school youth
(10-14 years old) and high school youth (15-19 years old) in the United States (29).
In 2009, researchers found that one in seven teenagers in the United States seriously
considered suicide, which translates into a significant number of teenagers in our
schools (28).

School-based prevention programs for suicide are ideal because the school provides
an environment with the highest likelihood of exposure to a prevention program
for adolescents (5). Despite a surge in attention, facilitated partly by the Surgeon
General’s Call to Action to Prevent Suicide (1999), school-based suicide prevention
programs by in large have lacked commitment after implementation.

When schools cease to attend to suicide prevention programs, the facts surrounding
suicide fail to be communicated to faculty, staff, and students. If this happens,

a true understanding about adolescent suicide becomes clouded by myths and
presumptuous ideas, which surround the topic of suicide and act as a barrier for
suicide prevention programs.

School-based suicide prevention efforts should be facilitated by knowledgeable
staff and should make knowledge available to all staff within the school setting
(1,2, 3, 7). Research has shown that teachers are inadequately trained on issues
surrounding adolescent suicide and that most schools do not have a training
program in place (6, 10).

One study found that teachers who are most likely to have some training or have
addressed suicide in their curriculum (health teachers) did not feel confident that
they could identify a student at-risk for suicide; only about one in ten (9%) felt
confident about identifying a student at-risk (11). This lack of training and apparent
lack of confidence is troubling when considering that results from a study found
that over 25% of teachers who were surveyed about adolescent suicide reported
that they had been approached by teens who were at-risk for suicide (12).

Training faculty and staff is universally advocated and supported by research

as an essential and effective component to a suicide prevention program (18-

24). Research suggests that training faculty and staff to develop the knowledge,
attitudes, and skills to identify students who may be at-risk for suicide and make
referrals when necessary can produce positive effects on an educator’s knowledge,
attitude, and referral practices (2, 24-27).

When schools cease to attend to suicide prevention programs, the

facts surrounding suicide fail to be communicated to faculty, staff, and
students. If this happens, a true understanding about adolescent suicide
becomes clouded by myths and presumptuous ideas, which surround the
topic of suicide and act as a barrier for suicide prevention programs.
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Information Dissemination in Schools cntinued

Training has also been found to increase educators’
confidence that they have the ability to recognize a student
potentially at risk for suicidal by more than four times that of
teachers who don't receive training (13).

It is essential that administrators disseminate current
information about adolescent suicide, such as risk factors,
referral practices, and what to do when faced with a student
potentially at-risk for suicide, to all staff generally in a
convenient location for helping troubled teens.

Similar information should be presented to parents, which
studies have shown is an essential component of suicide
prevention programs (13, 14). It is also important that
information provided to parents include a brief discussion
about how to limit access to the tools used for suicide, such
as gun restriction strategies (3, 14, 15, 16). Research has
found that a brief one hour and thirty minute presentation
should be sufficient for educating parents about adolescent
suicide (14). This presentation should be part of a more
comprehensive presentation that may address other issues
such as gun restriction strategies or adolescent substance
abuse (14). Itis essential that parents have access to
individuals within the school or information provided to them
by the school about adolescent suicide.

Providing educators with the facts does not have to be an
exhausting, time-consuming process. Research (2, 5) has
shown that one brief, two-hour program produced substantial
gains in teachers’ awareness of adolescent suicide.

Research (9) also found that the New Jersey Adolescent
Suicide Prevention Project, which offered a two-hour
educator training program, resulted in an increased
awareness in teachers’ ability to identify at-risk students, as
well as increasing the number of referrals teachers made to
mental health professionals. A Colorado school-based suicide
prevention program that focused on professional training
about adolescent suicide resulted in a larger number of
referrals and an overall increase in school staff's knowledge
about adolescent suicide (1).

Educating faculty and staff in a brief one-session approach is
efficient and more importantly does not lead to any harmful
results.

One concern by overwhelmed teachers is that such an
information sharing session would be just one more
responsibility that they must address and take the burden

of action for...however, the Centers for Disease Control (1)
found that teachers respond to and receive suicide prevention
programs and inservices in a positive and welcoming manner,

Training has been found to increase educators’
confidence that they have the ability to recognize
a student potentially at risk for suicidal by more
than four times that of teachers who don’t receive
training (13).

Research suggests that teachers believe that they have a large
role in identifying students at risk for suicide; that if they did
identify students at risk, it would reduce their likelihood of
dying by suicide; and that one of the most important things
that a teacher could ever do is to prevent a suicide (5, 8).
Given the potential impact teachers can have on adolescent
suicide and given their apparent response to these programs,
it seems prudent that a school should confront suicide and
challenge the myths surrounding adolescent suicide.

Only through dedicated administrators, who are willing to
disseminate this information about suicide, will teachers be
able to effectively combat adolescent suicide. Research has
shown that principals have also expressed that in-service
training programs are an acceptable method for educating
staff about adolescent suicide (14, 17). As mentioned
previously, evidence has shown that a brief two-hour in-
service is an adequate method for increasing teachers’
knowledge...however, small group discussion sessions that
allow educators to share their attitudes and concerns about
adolescent suicide have also been shown to be effective ways
of establishing a sense of cohesion between staff as well as
increasing a teacher’s confidence in addressing suicide (2).

How a school chooses to disseminate information to
educators should be determined by each school in a way that
conforms to the attitude of the school as well as the wishes
and concerns of the staff. Only in this way will educators and
administrators implement and maintain such potentially life-
saving, information sharing sessions.

Barriers that have consistently stymied suicide prevention
programs from being effectively implemented and
maintained include the large and pervasive number of myths
that surround adolescent suicide. It is of utmost importance
that school staff and administrators be given the truth about
adolescent suicide and that the myths surrounding suicide be
dispelled.

The chart on page five and six is meant to inform staff in

a succinct way about some of the myths that surround
adolescent suicide. These myths have created fear in parents,
school staff, and the general public and have led many to feel
apprehensive about suicide prevention programs in schools...
however, research has demonstrated that these myths are

& Issue Brief 1: Information Dissemination in Schools



Information Dissemination
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just that, myths — grounded not in reality, but in distorted
perceptions of reality.

This chart seeks to falsify myths by substituting evidence-
based statements designed through research findings for
sensationalized conjecture designed through fear and
misunderstanding. In doing so, this chart hopefully will
enhance confidence and willingness to address suicide
prevention in an appropriate manner.

This chart should be provided to staff and parents as part of
an in-service or parent-teacher meeting, at which adolescent
suicide prevention is discussed. Not included in this issue
brief, but found as a standalone document as part of the
Guide is a concise, true and false test on myths (Checklist

1t), which should be presented to staff as well as parents as
a way of increasing their awareness and knowledge about
adolescent suicide. By simply giving this true and false test
to staff and parents and allowing for some time to discuss
questions and concerns, schools can effectively increase
awareness about adolescent suicide and may help prevent
an incident of suicide in their school. Although numerous
studies have mentioned myths surrounding adolescent
suicide as barriers for implementing and maintaining suicide
prevention programs, there are two that make myths a focus
of the research (4, 7). Please refer to The Guide’s Annotated
Bibliography for an annotated description of both of these
studies (www.theguide.fmhi.usf.edu).
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-
Myths and Current Facts About Adolescent Suicide

Myths Evidence-Based Facts
Youth suicide is an increasing problem in For youth age 10 to 24, the suicide rate declined from 9.48/100,000 in 1990 to 6.78/100,000 in 2003. This
the United States. was a decrease of 28.5% in the rate of youth suicide over 14 years (22). The youth suicide rate for 10-24 year

olds rose 8% from 2003 to 2004, then showed a general decline through 2007 (6.3%). The rate has increased
again from 2007 to 2009 by 7.2%, the most current year data is available as of this publication (2). The 2009
suicide rate for 15—19 year olds stands at 7.75 per 100,000 and the 2009 suicide rate for 1014 year olds is
1.30 per 100,000 (2).

Most teenagers will not reveal that they Most teens will reveal that they are suicidal. Although studies have shown that they are more willing to

are suicidal or have emotional problems for | discuss suicidal thoughts with a peer than a school staff member (3), this disposition that most teens have

which they would like emotional help. towards expressing suicidal ideations could be used for screening adolescents through questionnaires and/or
interviews (4).

African-American teens do not die by African-Americans do die by suicide. The Center for Disease Control and Prevention reports a 114% increase

suicide. in suicides among black males aged 10—19 from 1980 to 1995, a rate higher than that of any other group.

Among black males aged 10—14 during the same period, the suicide increase was 233%, compared with
120% for white males in the same age group (5). For black males aged 15—19, the suicide rate rose 146%,
compared with 22% for white males (5). More recently, the rate of youth suicide among Black youth 10 — 24
years of age declined from nearly 5.5/100,000 in 1999 to 4.4/100,000 in 2007 (2).

Adolescents who talk about suicide donot | One of the most ominous warning signs of adolescent suicide is talking repeatedly about one’s own death

attempt or die by suicide. (3). Adolescents who make threats of suicide should be taken seriously and provided the help that they need
(6).

Educating teens about suicide leads When issues concerning suicide are taught in a sensitive educational context they do not lead to, or

to increased suicide attempts, since it cause, further suicidal behaviors (7). Since three-fourths (77%) of teenage students state that if they

provides them with ideas and methods were contemplating suicide they would first turn to a friend for help, peer assistance programs have been

about killing themselves. implemented throughout the nation (1). These educational programs help students to identify peers at risk

and help them receive the help they need. Such programs have been associated with increased student
knowledge about suicide warning signs and how to contact a hotline or crisis center, as well as increased
likelihood to refer other students at risk to school counselors and mental health professionals (8, 9, 14).
Directly asking an adolescent if he or she is thinking about suicide displays care and concern and may aid in
clearly determining whether or not an adolescent is considering suicide. Research shows that when issues
concerning suicide are taught in a sensitive and educational manner, students demonstrate significant gains
in knowledge about the warning signs of suicide and develop more positive attitudes toward help-seeking
behaviors with troubled teens (8, 11).

Additionally, recent research indicated that asking about suicidal behavioral does not plant the idea of
suicide. Researchers found that students who were asked about suicidal ideation or behavior in a screening
survey were no more likely to report thinking about suicide than students not exposed to these questions.
The research results seem to indicate that asking about suicidal ideation or behavior may have been helpful
for at-risk students (i.e., those with depression symptoms or previous suicide attempts) (25).

Talking about suicide in the classroom Talking about suicide in the classroom provides adolescents with an avenue to talk about their feelings,

will promote suicidal ideas and suicidal thereby enabling them to be more comfortable with expressing suicidal thoughts and increasing their
behavior. chances of seeking help from a friend or school staff member (3).

Parents are often aware of their child's Studies have shown that as much as 86% of parents were unaware of their child’s suicidal behavior (3). When
suicidal behavior. compared to control subjects, adolescents who died by suicide were found to have had significantly less

frequent and less satisfying communication with their parents (1).
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Myths and Current Facts About Adolescent Suicide

continued

Myths

Evidence-Based Facts

Most adolescents who attempt suicide fully
intend to die.

Most suicidal adolescents do not want suicide to happen (10). Rather, they are torn between wanting to

end their psychological pain through death and wanting to continue living, though only in a more hopeful
environment. Such ambivalence is communicated to others through verbal statements and behavior changes
in 80% of suicidal youths (1).

There is not a significant difference
between male and female adolescents
regarding suicidal behavior.

Adolescent females are significantly more likely than adolescent males to have thought about suicide and to
have attempted suicide (1, 3, 4, 7). More specifically, adolescent females are 1.5 to 2 times more likely than
adolescent males to report experiencing suicidal ideation and 3 to 4 times more likely to attempt suicide
(1). Adolescent males are 4 to 5.5 times more likely than adolescent females to die by suicide (12). While
adolescent females die by suicide in one out of 25 suicide attempts, adolescent males kill themselves in one
out of every three attempts (1).

The most common method for adolescent
death by suicide is drug overdose.

Guns are the most frequently used method for deaths by suicide among adolescents (3, 12, 13). In 1994,
guns accounted for 67% of all adolescent deaths by suicide while strangulation (via hanging), the second
most frequently used method for adolescent suicides, accounted for 18% of all adolescent deaths by suicide
(1). A shift has taken place in the methods used to attempt suicide. In 1990, firearms were the most common
method for both girls and boys. In 2004, hanging/suffocation was the most common method of suicide
among adolescent girls, accounting for over two-thirds of suicides among 10- to-14-year-old girls (71.4%)
and nearly half among 15-to-19 year-old girls (49%). From 2003 to 2004, there was a 119 percent increase in
hanging/suffocation suicides among 10-to -14-year-old girls. For boys and young men, firearms are still the
most common method (22). Having a gun in the house increases an adolescent’s risk of suicide (15, 23, 24).
Regardless of whether a gun is locked up or not, its presence in the home is associated with a higher risk for
adolescent suicide. This is true even after controlling for most psychiatric variables. Homes with guns are 4.8
times more likely to experience a suicide of a resident than homes without guns (1). In lieu of these findings,
it should not be surprising that restricting access to handguns has been found to significantly decrease
suicide rates among 15—24 year olds (1, 15).

Because female adolescents die by suicide
at a lower rate than male adolescents, their
attempts should not be taken seriously.

One of the most powerful predictors of death by suicide is a prior suicide attempt (1, 3, 4, 12, 15, 16-21).
Adolescents who have attempted suicide are 8 times more likely than adolescents who have not attempted
suicide to attempt suicide again (1). One-third to one-half of adolescents who kill themselves have a history
of a previous suicide attempt. Therefore, all suicide attempts should be treated seriously, regardless of sex of
the attempter.

Suicidal behavior is inherited.

There is no specific suicide gene that has ever been identified in determining or contributing to the
expression of suicide (1, 12, 20, 21).

Adolescent suicide occurs only among poor
adolescents.

Adolescent suicide occurs in all socioeconomic groups (15, 16, 21). Socioeconomic variables have not
been found to be reliable predictors of adolescent suicidal behavior (1, 3, 15, 16, 21). Instead of assessing
adolescents’ socioeconomic backgrounds, school professionals should assess their social and emotional
characteristics (i.e., affect, mood, social involvement, etc.) to determine if they are at increased risk.

The only one who can help a suicidal
adolescent is a counselor or a mental
health professional.

Most adolescents who are contemplating suicide are not presently seeing a mental health professional

(7). Rather, most are likely to approach a peer, family member, or school professional for help. Displaying
concern and care as well as ensuring that the adolescent is referred to a mental health professional are ways
paraprofessionals can help.

6 Issue Brief 1: Information Dissemination in Schools
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The Facts about Adolescent Suicide

This document is a true and false test on adolescent suicide, which could be presented
to staff as well as parents as a way of increasing their awareness and knowledge. By
simply giving this true and false to staff and parents and allowing for some time to
discuss questions and concerns, schools can effectively increase awareness about
adolescent suicide and may help prevent an incident of suicide in their school.

True/False Test

True False

O O 1. Adolescent suicide has been increasing dramatically in the United States.

O O 2. Mostteenagers will reveal that they are suicidal or have emotional
problems for which they would like emotional help.

O O 3. Adolescents who talk about suicide do not attempt suicide or kill
themselves.

O O 4. Educating teens about suicide leads to increased suicide attempts,
since it provides them with ideas and methods about killing
themselves.

O O 5. Talking about suicide in the classroom will promote suicidal ideas and
suicidal behavior.

O O 6. Parents are often unaware of their child’s suicidal behavior.

O O 7. The majority of adolescent suicides occur unexpectedly without
warning signs.

O O 8. Mostadolescents who attempt suicide fully intend to die.

O O 9. Thereis asignificant difference between male and female adolescents
regarding suicidal behavior.

O O 10. The most common method for adolescent suicide death is drug
overdose.

O O 11. Because female adolescents die by suicide at a lower rate than male
adolescents, their attempts should not be taken seriously.

O O 12. Not all adolescents who engage in suicidal behavior are mentally ill.

O O 13. Suicidal behavior is inherited.

O O 14. Adolescent suicide occurs only among poor adolescents.

O O 15. The only one who can help a suicidal adolescent is a counselor or a
mental health professional.

O O 16. Adolescents cannot relate to a person who has experienced suicidal
thoughts.

O O 17. If an adolescent wants to kill him/herself, there is nothing anyone can

doto prevent its occurrence.
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Answers to True/False Test

1.
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Adolescent suicide has been increasing dramatically
in the United States. False. While one suicide is one too
many, the youth suicide rate declined during the 1990s
and early into this century. The child and adolescent
suicide rate consistently declined for 14 years, deceasing
from 9.48/100,000 in 1990 to 6.78/100,000 in 2003. The
youth suicide rate for 10-24 year olds rose 8% from 2003
to 2004, then showed a general decline through 2007
(6.3%). The rate has increased again from 2007 to 2009
by 7.2%, the most current year data is available as of this
publication (2). The 2009 suicide rate for 15-19 year olds
stands at 7.75 per 100,000 and the 2009 suicide rate for
10-14 year olds is 1.30 per 100,000 (2).

Most teenagers will reveal that they are suicidal or
have emotional problems for which they would like
emotional help. True. Most teens will reveal that they are
suicidal and although studies have shown that they are
more willing to discuss suicidal thoughts with a peer than
a school staff member, this disposition that most teens
have towards expressing suicidal ideations could be used
for screening adolescents through questionnaires and/or
interviews (4).

. Adolescents who talk about suicide do not attempt

suicide or kill themselves. False. One of the most
ominous warning signs of adolescent suicide is talking
repeatedly about one’s own death. Adolescents who make
threats of suicide should be taken seriously and provided
the help that they need. In this manner, suicide attempts
can be averted and lives can be saved (3, 6).

Educating teens about suicide leads to increased
suicide attempts, since it provides them with ideas
and methods about killing themselves. False. When
issues concerning suicide are taught in a sensitive,
educational context they do not lead to, or cause, further
suicidal behaviors. Since three-fourths (77%) of teenage
students state that if they were contemplating suicide
they would first turn to a friend for help, peer assistance
programs have been implemented throughout the nation.
These educational programs help students to identify
peers at risk and help them receive the help they need.
Such programs have been associated with increased

student knowledge about suicide warning signs and how
to contact a hotline or crisis center, as well as increased
likelihood to refer other students at risk to school
counselors and mental health professionals. Furthermore,
directly asking an adolescent if he or she is thinking about
suicide displays care and concern and may aid in clearly
determining whether or not an adolescent is considering
suicide. Research shows that when issues concerning
suicide are taught in a sensitive and educational manner,
students demonstrate significant gains in knowledge
about the warning signs of suicide and develop more
positive attitudes toward help- seeking behaviors with
troubled teens (1,7, 8, 11, 27).

Talking about suicide in the classroom will promote
suicidal ideas and suicidal behavior. False. Talking about
suicide in the classroom provides adolescents with an avenue
to talk about their feelings, thereby enabling them to be
more comfortable with expressing suicidal thoughts and
increasing their chances of seeking help from a friend or
school staff member. Additionally, recent research indicated
that asking about suicidal behavioral does not plant the idea
of suicide. Researchers found that students who were asked
about suicidal ideation or behavior in a screening survey
were no more likely to report thinking about suicide than
students not exposed to these questions. Also, the research
results seem to indicate that asking about suicidal ideation
or behavior may have been helpful for at-risk students

(i.e., those with depression symptoms or previous suicide
attempts) (3, 27, 28).

Parents are often unaware of their child’s suicidal
behavior. True. One study has shown that as much as
86% of parents were unaware of their child’s suicidal
behavior. Another study found that parents were unaware
of their children’s depressive symptoms, as well as their
alcohol use, both risk factors for youth suicidal behavior
(1,3,30).
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The majority of adolescent suicides occur unexpectedly
without warning signs. False. Nine out of ten adolescents
who die by suicide give clues to others before their suicide
attempt. Warning signs for adolescent suicide include
depressed mood, substance abuse, loss of interest in once
pleasurable activities, decreased activity levels, decreased
attention, distractability, isolation, withdrawing from others,
sleep changes, appetite changes, morbid ideation, offering
verbal cues (i.e., “l wish | were dead”), offering written cues
(i.e., notes, poems), and giving possessions away. In addition,
the following risk factors place an adolescent at increased
risk for suicidal behavior: having a previous suicide attempt,
having a recent relationship breakup, being impulsive,
having low self-esteem, being homosexual, coming from an
abusive home, having easy access to a firearm, having low
grades, and being exposed to suicide or suicidal behavior

by another person. Moreover, most suicidal adolescents
attempt to communicate their suicidal thoughts to another
in some manner. Not surprisingly, an effective way to prevent
adolescent suicide is to learn to identify the warning signs
that someoneis atrisk (4, 5,9, 11, 15-18, 29-34).

Most adolescents who attempt suicide fully intend

to die. False. Most suicidal adolescents do not want
suicide to happen. Rather, they are torn between wanting
to end their psychological pain through death and
wanting to continue living, though only in a more hopeful
environment. Such ambivalence is communicated to
others through verbal statements and behavior changes
in 80% of suicidal youths. (1, 10).

There is a significant difference between male and
female adolescents regarding suicidal behavior. True.
Adolescent females are significantly more likely than
adolescent males to have thought about suicide and to have
attempted suicide. More specifically, adolescent females are
1.5 to 2 times more likely than adolescent males to report
experiencing suicidal ideation and 3 to 4 times more likely
to attempt suicide. Adolescent males are 4 to 5.5 times more
likely than adolescent females to complete a suicide attempt.
While adolescent females die in one out of 25 suicide
attempts, adolescent males kill themselves in one out of
every three attempts (1, 3,4,7, 12).

10. The most common method for adolescent suicide

death is drug overdose. False. In 2007, young people
were much more likely to use firearms, suffocation,

and poisoning than other methods of suicide, overall.
However, while adolescents (ages 15-19) were more likely
to use firearms than suffocation, children (ages 10-14)
were dramatically more likely to use suffocation. Having a
gun in the house increases an adolescent’s risk of suicide.
Regardless of whether a gun is locked up or not, its
presence in the home is associated with a higher risk for
adolescent suicide. This is true even after controlling for
most psychiatric variables. Homes with guns are 4.8 times
more likely to experience a suicide of a resident than
homes without guns. In lieu of these findings, it should
not be surprising that restricting access to handguns has
been found to significantly decrease suicide rates among
15-24 yearolds (1, 3,12, 13, 15, 23, 24, 25).

. Because female adolescents die by suicide at a lower

rate than male adolescents, their attempts should not
be taken seriously. False. One of the most powerful
predictors of death by suicide is a prior suicide attempt.
Adolescents who have attempted suicide are 8 times
more likely than adolescents who have not attempted
suicide to attempt suicide again. Between one-third

to one-half of adolescents who kill themselves have a
history of a previous suicide attempt. Therefore, all suicide
attempts should be treated seriously, regardless of sex of
the attempter (1, 3,4, 12, 15, 16-21).

. Not all adolescents who engage in suicidal behavior

are mentally ill. True. The majority of adolescents have
entertained thoughts about suicide at least once in their
lives. There are cases of some adolescents attempting

and dying by suicide who do not appear to have a
diagnosable mental disorder. However, research studies
regarding adolescents who die by suicide suggest that
most (evidence suggests over 90%) have a diagnosable,
although not always diagnosed, mental health disorder
at the time of their death. Additionally, research suggests
that identifying at-risk youth, by utilizing depression
scales and psychopathology inventories, through
screening and treating those individuals who test positive
for mental illness can benefit from counseling by a trained
professional (11, 14).
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13. Suicidal behavior is inherited. False. There is no

specific suicide gene that has ever been identified. Studies
involving twins have found higher concordance rates

for suicide in monozygotic twins than in dizygotic twins;
meaning that an identical twin would be more likely than
a fraternal twin to engage in suicidal behavior if his/her
co-twin died by suicide. However, no study to date has
examined the concordance for suicide in monozygotic
twins separated at birth and raised apart, a requirement
necessary to be met as a means to indicate inheritance of
psychiatric illness. Such a study could assess the effects
that parental rearing style and familial environment

have on suicidal behavior. Interestingly enough, when
compared to control subjects, adolescent suicide victims
have been found to have had significantly less frequent
and less satisfying communication with their parents (1,
12,20, 21).

14. Adolescent suicide occurs only among poor

adolescents. False. Adolescent suicide occurs in all
socioeconomic groups. Socioeconomic variables have not
been found to be reliable predictors of adolescent suicidal
behavior. Instead of assessing adolescents’ socioeconomic
backgrounds, school professionals should assess their
social and emotional characteristics (i.e., affect, mood,
social involvement, etc.) to determine if they are at
increased risk (1, 3, 15, 16, 21).

15. The only one who can help a suicidal adolescent is
a counselor or a mental health professional. False.
Most adolescents who are contemplating suicide are not
presently seeing a mental health professional. Rather,
most are likely to approach a family member, peer, or
school professional for help. Displaying concern and care
as well as ensuring that the adolescent is referred to a
mental health professional are ways paraprofessionals can
help (7).

16. Adolescents cannot relate to a person who has
experienced suicidal thoughts. False. Data from the
2009 Youth Risk Behavior Surveillance Survey (YRBSS),
which surveyed 16,220 high school students, found that
more than one in ten students (13.8%) had seriously
considered attempting suicide in the previous year.

A population study of 5,000 teenagers from a rural
community showed that 40% had entertained ideas of
suicide at some point in their lives. Some researchers have
estimated that it is more realistic that greater than half

of all high school students have experienced thoughts of
suicide (1, 14, 22).

17.1f an adolescent wants to kill him/herself, there is
nothing anyone can do to prevent its occurrence.
False. One of the most important things an individual can
do to prevent suicide is to identify the warning signs of
suicide and recognize an adolescent at increased risk for
suicide. School professionals should, therefore, be aware
of these risk factors and know how to respond when
a student threatens or attempts suicide. The existence
of a school crisis intervention team may assist with this
process (3, 11, 14, 26).
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Checklist 1

This checklist provides administrators and educators with an efficient inventory of
what empirical research and best practice suggests as important considerations
when evaluating the status of a school’s ability to disseminate information about
adolescent suicidal behavior and/or a suicide prevention program. This checklist
can be used to quickly evaluate what services and policies your school already

has in place (indicated by a“yes”) or what services and policies your school may

be lacking that may need to be implemented or revised (indicated by a “no”). This
checklist corresponds to Issue Brief 1, which provides a more in depth and detailed
discussion concerning information dissemination in schools. The intent of this and
every other Issue Brief is to provide research-based and best-practice suggestions
for how a school may wish to address the issue of adolescent suicidal behavior and
ideations. The intention is not to provide definitive declarations for what schools
should do because each school will vary in their ability to implement and maintain
suggestions mentioned in the Issue Brief.

Yes No

O O Doesyourschool currently have a suicide prevention program in
place?

O 0O Areteacherand staff education and/or training one component of
your school’s suicide prevention program?

O O Does yourschool provide training sessions to all staff, including
coaches, bus drivers, maintenance/janitorial staff, and cafeteria
workers about adolescent suicide warning signs and risk factors, and
what to do if approached by a student who may be at-risk for suicide?

O O Hasyourschool decided on the most effective strategy(ies) to
disseminate suicide prevention information about adolescent suicide
warning signs and risk factors?

O O Hasyourschool decided on the most effective strategy(ies) to
disseminate suicide prevention information about faculty/staff
response if approached by a student who may be at-risk for suicide?

O O Ifyourschool does provide training sessions, is there a designated

trained individual or individuals who provide these training sessions
and is there a targeted audience?

— continued next page
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Yes No
O 04
O 04
O 0O
O 0O
o 0O
O 04
O 04
O 04
O 04

Are written procedures currently in place that help guide faculty, staff,
and students about how to respond to a suicidal threat or crisis?

Does your school staff know what to do and whom to contact (at your
school) if they come in contact with a student who expresses suicidal
thoughts or expresses suicidal threats?

Does your school have a list of community agencies and resources
that could provide help and assistance to a student at-risk for suicide?

Is there a person within your school, such as a guidance counselor or
school psychologist, that is assigned the responsibility of maintaining
and reviewing student suicide information?

Is there a person within your school, such as a guidance counselor or
school psychologist, that is assigned the responsibility of maintaining
and reviewing suicide prevention efforts at the school?

Does your school staff know the warning signs and risk factors for
suicide? (If no, see also Issue Brief 3a: Risk Factors: Risk and Protective
Factors and Warning Signs.)

Does your school staff know the myths surrounding adolescent
suicide?

Does your school staff know the facts about suicide?

Are there procedures in place that provide information to parents

about adolescent suicide, such as at parent-teacher meetings or
parent-teacher association meetings?
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School

Climate
1]

The school’s climate refers to both the physical and aesthetic qualities of the school,
as well as the emotional and psychological qualities of the school. The emotional
and psychological qualities of a school refer to the attitudes, beliefs, and feelings of
the faculty, staff, and students (1).

The physical environment includes campus walkways and grounds, parking lots,
school vehicles, cafeterias, bathrooms, gymnasiums, classrooms, and the equipment
that is used in each of these places (2). Both qualities have a direct effect on the
health, safety, performance, and the feeling of connectedness the staff and students
have for their school.

Connectedness

Research has shown that students who feel connected to their school (e.g., felt
teachers treated them fairly, felt close to people at school, felt like a part of their
school) are less likely to experience suicidal thoughts and experience emotional
distress (2, 4, 47). The National Longitudinal Study on Adolescent Health surveyed
more than 90,000 students (grades 7-12) and found that students’ feeling of
connectedness was the number one protective factor against suicidal behavior

(3). Students who feel connected to the school are also less likely to drink alcohol,
carry weapons, or engage in other delinquent behavior (2). Research suggests that
schools that wish to foster a feeling of connectedness in students should consider
providing students with after school activities or clubs (4, 5), allowing students
some involvement in decision making relating to issues that will affect them within
their school (4, 63, 75), and creating small-sized student learning groups where
students can discuss bias, prejudice, and the fair and equal treatment of all students
in the school (75).

Participation

Research has shown that when students participate in decisions regarding their school
and their community they tend to be healthier and more productive (4,9, 10, 48).
Assigning students roles in the school is an essential element for ensuring a healthy
school climate (2, 4, 5, 10). A comprehensive 15,000-hour study of classroom strategies
by the Surgeon General on Youth Violence found that academic achievement
increased as the number of meaningful roles that the school assigned to students
increased (45). It is important for schools to involve students in meaningful school
roles and decisions in order to foster a sense of ownership in students. Students can
play important roles in the school, acting as office helpers, classroom helpers, hallway
monitors, school council members, or play a primary role in any number of student
school committees such as a safe school planning committee. Students should be
encouraged to participate in creating or revising their school’s code of conduct, as well
policies regarding the reporting of bullying (63, 74).
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SChOOI CIimate continued

In the past, these jobs have been under-advertised to
students who don't “excel.” These jobs have been offered more
as a reward to those who have succeeded in the past instead
of as an opportunity for those who may have failed in the
past and now feel discouraged or intimidated. Some suggest
that these “underachievers” should be actively involved in
such opportunities because these individuals may be the
most at-risk for suicidal or violent behavior (2). Through

their involvement with the school, these students (those
potentially at-risk) may feel more connected to the school,
which has been found to be an important protective factor for
suicidal behaviors and ideations (2, 4, 39, 46,47, 74).

Academic Success

Two of the main focal points for schools are academic success
and supporting students so that they may achieve these high
academic standards. Results of the 2009 Youth Risk Behavior
Surveillance showed that students with high grades were
less likely to make a suicide attempt (76), so it is critical that
schools set academic goals for success and advancement (7)
and provide encouragement to students when they meet or
exceed these goals (2). A school may choose to use the media
to put the names or faces of students who achieve their goals
in print or on screen as well as displaying students’work in
and around school (7). In order for students to achieve their
academic potential and in order to decrease their likelihood
of suicidal behaviors or other violent behaviors, students must
feel safe and supported.

Safety

There are several strategies that schools can implement

in order to make students’learning environment the

safest possible and most productive. Lack of physical and/

or emotional safety is likely to result in unconstructive
educational outcomes such as poor academic performance
or truancy. Research has shown that students who feel
victimized by other students or staff have an elevated risk

of suicidal ideations and behaviors (12, 13, 20). It is critical
that schools set high expectations on all staff to behave
respectfully and kindly to others, as adolescents tend to
watch and mimic the behaviors they observe in adults (2,
22). Teachers should fashion a classroom where students feel
respected, supported, and feel comfortable approaching an
adult when confronted with problems (2, 4, 7, 46, 48, 74).
Research shows that a positive relationship with an adult, not

necessarily with a teacher, is one of the most critical factors

in preventing student violence, suicide, and bullying, as
students need to feel comfortable enough to share potentially
dangerous information (5, 10, 46, 48).

Research hasalsofound thatadolescents are mostlikely
toknowin advance about a potentially dangerous and
violent situation, particularly suicidal behavior or
thoughts from peers (35, 49-51).

For this reason, it is important for schools to create ways

for students to feel comfortable enough about providing
information to an adult when confronted with a potentially
dangerous situation. Students should be provided a list of
adults in school that they may contact if they feel unsafe

or if they have knowledge about a potentially dangerous
situation, and the difference between “ratting out someone”
and reporting a situation should be clearly distinguished (74).
Students are more likely to feel connected to their school if
they believe that they are being treated fairly, feel safe, and
believe that teachers are supportive (8, 74).

Bullying: Special Safety Concern

Bullying is negative or abusive behavior, repeated over a period
of time, and in which there is an imbalance of strength or
power between or among the parties involved (14, 15). Bullying
occurs more frequently in a school setting than away from
school (65), so it is essential that schools provide training to
their staff to identify harassing behavior and how to effectively
intervene (2, 6, 21). This malicious behavior can be physical,
verbal, or relational, and can occur face-to-face, or electronically
(cyber-bullying) (60, 61, 62). Students at-risk for being bullied
include those that “don't fit in” (including those with learning
and physical disabilities)(16, 17, 63, 64), those perceived as

gay, lesbian, bisexual, or transgender (6,18,19, 20), those who
are socially isolated or lack social skills (59), and those that
differ from the majority of their classmates in regards to race,
religion, or ethnicity (2). Recent research found that 20 percent
of surveyed adolescents had been bullied, had bullied others,
or both, within the previous two months (62). Boys tend to
physically and verbally bully more than girls (59, 62), while girls
are more likely to be involved in cyber- and relational bullying,
such as spreading rumors or socially excluding a peer (62, 68).

A unique category of bullying, cyber-bullying, happens
through electronic media, such as the computer or cell phones.
Research has found that as many as one in three 10 to 15 year
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olds had experienced at least one incident of cyber-bullying

or harassment within the previous year (61). Whether cyber-
bullying occurs in or away from school, consequences of being
victimized electronically tend to manifest at school, so it is
imperative that schools be prepared to handle the unique
issues surrounding cyber-bullying (61, 62, 69). Research has
shown that the majority of cyber-bullying takes place through
instant messages, aggressive emails, and text messages over
the phone, and that as many as half of cyber-bullying victims
do not personally know their aggressor (61, 68). The Centers

for Disease Control and Prevention (69) suggest a combination
of preventative measures to keep children safe from cyber-
bullying, including software designed to block certain websites,
educational campaigns for students and parents about cyber-
safety, and regular communication between children and
adults about their experiences with electronics and technology.

A number of highly publicized cases in the media have
suggested a direct relationship between bullying and suicide.
This is not the case. However, there may be an indirect
relationship as children who bully others, are victims of
bullying, or who are bully-victims (those who bully and are
also victims of bullying) are at increased risk of symptoms of
anxiety, depression, loneliness, and decreased self-esteem

(60, 65, 70, 71) which are all risk factors for suicidal thoughts
and behavior in children. Research has shown that students
who feel victimized by other students, whether face-to-face

or over the internet or telephone, have an elevated risk of
suicidal ideations and behaviors (12, 20, 61, 65, 76). Both bullies
and victims have been shown to have increased internalizing
problems, decreased interpersonal skills, and an increased risk
for depression (65, 70, 72). Research has also shown that bully-
victims, exhibit the poorest psychosocial development of these
three groups (60, 73).

There are a number of strategies that school officials can
implement in order to prevent bullying situations, as well

as diffuse them as they are occurring. Research shows that
schools’approaches to bullying prevention and intervention
include:

B Creating Clear Policies

» Students should understand that bullying will not be
tolerated. It is critical that teachers and school staff
consistently enforce the rules and give praise when they
are followed (66).

B Providing Adequate Supervision

» Pay special attention to times and spaces where
bullying may occur, especially bathrooms, hallways, in
between classes, and recess (63). If a school identifies a
“hot spot”for bullying, staff should find creative ways to
increase their presence there (78).

» All school personnel, not just teachers, should know how
to identify and respond to bullying (63, 74, 78, 79). This
includes bus drivers, cafeteria workers, and coaches (74).

B Involving Parents

» Youth with high parental involvement and support
in their lives are less likely to be bullied and bully
others (25, 60, 62). Researchers suggest educating and
informing parents specifically about cyber-bullying and
internet harassment, particularly as technology rapidly
evolves (62, 66, 67, 68).

» Children may not be sharing their bullying experiences
at home, so it may be necessary to arrange a meeting
with parents or guardians to discuss a child’s bullying
and/or victimization (66, 79).

B Utilize Technology

» Be sure to keep up with the same technology that
students are using. Not only are social media sites, such
as Twitter and Facebook, and cell phones places where
cyber-bullying is taking place, but these are avenues
through which youth may be expressing suicidal
thoughts.

» The Suicide Prevention Resource Center (80)
recommends that both bullying and suicide prevention
programs be able to address this unique area.

B Teaching Bullying Prevention

» Because of the connection between childhood bullying
and mental health problem:s, it is critical that schools
implement an anti-bullying prevention and intervention
program (66, 70, 72, 76).

» Research has shown that lessons, policies, and prevention
efforts regarding bullying should begin when children are
in elementary school (70, 76), possibly as young as 5 years
old (72), and that all the children in a school will benefit
from bully-prevention education, not just the “troubled”
or“challenging” ones (63). Programs that are administered
to the entire school have been shown to be more effective
than lessons or lectures that are given in a single class, or
at a school assembly, as school-wide programs tend to
work towards changing the environment and attitude of
the school community (77, 78).
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» The following programs, while not a complete list,
contain components that address bullying and school
violence. They are considered evidence-based, or
promising practices, because they have met specific
criteria for effectiveness:

+ The Olweus Bullying Prevention Program http://www.
clemson.edu/olweus/

- Safe School Ambassadors http://www.community-
matters.org/safe-school-ambassadors/

« Positive Behavioral Interventions and Supports (PBIS)
http://www.pbis.org/

« Promoting Alternative Thinking Strategies (PATHS)
http://www.channing-bete.com/prevention-
programs/paths/paths.html

« The Incredible Years: Parent, Teacher, and Child
Training Series http://www.incredibleyears.com/

« Peace Works http://peaceeducation.org/

« Resolving Conflict Creatively & Partners in Learning
http://esrnational.org/

When bullying does occur, there are several specific
interventions to enact in order to diffuse the situation quickly
and safely, as well as some strategies that have been shown
not to be helpful. The following information was synthesized
from The Olweus Bullying Prevention Program, a best-practice
anti-bullying school-based program (79), The U.S. Department
of Health and Human Services anti-bullying program, Stop
Bullying Now! (78), and Eyes on Bullying (63), a multi-media
anti-bullying toolkit for parents and educators.

B The critical first step is breaking up the bullying situation
immediately. This is not only for the children’s safety, but
also sends the message that this behavior is unacceptable.

B Talk to the children involved separately in order to find out
the circumstances regarding the incident due to the power
imbalance inherent in bullying situations, and they should
never be left alone to “work it out.”

M [tis also important for a school staff member to discuss
the incident with bystanders, and any children that sought
help should be shown appreciation.

B School staff members who intervene should allow
themselves some time to consider the incident and the
history of the students involved before deciding on a
course of action. Interveners need to be careful not to
respond aggressively or make snap judgments.

B Some interventions that have been shown not to be
effective are group treatments for bullies (as they tend to
reinforce bullying behavior) and peer mediation (as having
to face their bullying may further traumatize a child).

B Once the situation has been diffused, it is important that
school staff follow-up with the bully (or bullies) and victim,
again separately, so the bullying will, ideally, end. However,
bully prevention should be thought of, and treated, as a
continuous process.

Training

Research has found that teachers make effective observers
about students’mental health issues (24, 26) and although
they should not diagnose and treat adolescents who may be
suicidal, they should certainly be taught how to recognize
and refer students who may be at-risk for engaging in suicidal
thoughts or behaviors, which research has found to be an
essential component of any suicide prevention program
(37,43, 51-58). Research suggests that training be done at
the beginning of the school year and that teachers be given
periodic opportunities to discuss students who may be
displaying worrisome behavior (7). School counselors can
present suicide prevention training to staff and faculty that
should highlight school (and/or school district) policy and
procedures for referring potentially suicidal youth (81, 82).

Just as teachers should be provided with training and
education, students should be taught about how to interact
with peers and adults, particularly about how to solve
interpersonal conflicts in a nonviolent fashion (5). A safe
school is one that helps students develop appropriate
problem-solving and conflict resolution strategies. Pro-social
behavioral skills training that focuses on problem solving,
coping, and conflict resolution strategies have shown positive
results on distress coping skills (38, 74). Additionally, staff and
teacher training should contain specific bullying prevention
and cultural competence components (74). These training
programs have also been shown to reduce attempted suicides
and death by suicide in adolescents (37) and may be one of
the most effective ways to prevent adolescent suicide (36).
Empirical evaluations of programs that have focused on such
pro-social behavioral strategies have found an increase or
enhancement of factors that protect adolescents from suicide
while reducing the risk factors for suicide in these adolescents
(40,41, 42, 46, 48).
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These strategies have also been suggested as a way to reduce
depression, hopelessness, and drug abuse in adolescents, all
risk factors for suicidal behaviors and/or thoughts (43). These
skills can be taught by focusing on pro-social behaviors and
problem-solving abilities directly through lessons or indirectly
by incorporating these skills into existing classes, such as a
health class, drivers education class, physical education class,
or a reading class (5). Strengthening social skills has also been
found to have a positive effect on cognitive development and
learning in adolescents (27). How a school chooses to address
implementing problem-solving and/or pro-social behavioral
education will vary due to resources and a school’s individual
culture, however it is essential that schools provide students
with these skills, which may help control their behaviorin a
productive manner when faced with a challenging situation.

The Centers for Disease Control and Prevention (2) suggest
the following guidelines regarding curriculum concerning
safety education and instruction that helps students develop
appropriate attitudes and behavioral skills needed to get
through difficult situations:

1. Choose a prevention program and curricula that
are grounded in theory or that have scientific
evidence of effectiveness.

2. Implement unintentional injury and violence
prevention curricula consistent with national and
state standards for health education.

3. Use active learning strategies, interactive teaching
methods, and proactive classroom management
to encourage student involvement in learning
about violence prevention.

4. Provide adequate staffing and resources, including
budget, facilities, staff development, and class
time to provide violence prevention education to
all students.

Programs that have utilized social skills training include the
Resolving Conflict Creatively Program (RCCP), which is one

of the longest and largest running programs for conflict
resolution in the country, and the Promoting Alternative
Thinking Strategies (PATH) curriculum. Both of these
programs are evidence-based programs and have been found
to have a positive impact on students, however, these are only
two of the many that are available for use in schools. A school
should adopt a problem-solving program that fits their school
culture and their resource availability. For more information
about such programs please refer to the U.S. Department of
Education’s Action Guide’s additional resources section (5).

Discipline

Just as educating students about socially appropriate

ways to deal with difficult situations is an important
component of a positive school climate, the disciplining

of students may be just as important because discipline is
one process by which appropriate behaviors are taught (2).
Disciplinary policies must be explicitly stated, use language
that is easy to understand, applied fairly, and above all be
applied consistently (2, 7, 10), in order to avoid creating an
environment of favoritism and bias. Research has found that
the best approach to disciplining students is a proactive
and positive approach used by all staff and faculty (2, 5, 7).
Such an approach focuses on such things as intervening
before an argument escalates to a physical fight, identifying
and intervening when faced with a bullying situation,
teaching problem-solving skills, teaching conflict resolution
strategies, and teaching socially appropriate behaviors (2, 5).
Research also suggests that disciplinary approaches avoid
emphasizing punishment (5, 7). Humiliating, harassing,
scolding, nagging, physically aversive punishment, and other
behavior-corrections that disrupt the flow of instruction
should be prohibited (2, 63). Research has found that when
these correction methods are used, behavioral problems in
adolescents increase (44).

Physical Environment

Another component of a safe school and one that frequently
gets ignored is the physical environment of the school

(28). Although most research concerning the physical
environment of the school does not directly discuss the
physical environment as it relates to suicide, research has
found that flaky ceilings, graffiti-tainted walls, scuffed-up
floors, dirty bathrooms, crumbling sidewalks, and leaky toilets
all contribute to a“why bother, no-one cares attitude” among
students (1, 4). This “why bother” attitude may facilitate
feelings of isolation and a lack of connectedness, which

could contribute to a student’s suicidal risk. Schools that have
an aesthetically pleasing environment, however, motivate
students to take more pride in their school (1). Negativism
about a school has also been found to decrease the quality of
teaching, the extent of learning, school attendance, and the
rate of school completion (29). Although research is lacking
on the influence of the physical environment on suicidal
behaviors and thoughts, schools should examine the safety
of their schools in order to avoid unintentional injuries as
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well as other problems, such as violence and bullying, which
have been shown to be risk factors for suicidal behaviors and
thoughts (12, 13, 20, 70, 76).

Security

One of the most obvious aspects of the school environment,
which a school should certainly address, is ensuring that the
school is free from weapons. One study found that those
students who were frequently cyber-bullied were more likely
to attempt to bring a weapon to school (61). Security cameras
and metal detectors have been used effectively in order to keep
weapons off school property (33, 34). How a school chooses

to prevent weapons on school grounds will vary, however,

all schools should comply with the Gun Free Schools Act of
1994 which requires educational agencies that receive federal
funding to expel any student who brings a firearm to school for
at least one year and that any student who does so should be
referred to the criminal justice system. Research suggests that
schools should work with parents and community agencies

in order to supervise students and reduce the likelihood that
they will bring a weapon to school; this may also reduce the
likelihood that students will have access to a weapon (1, 2,

4,5, 6,32). Schools may also find it helpful to use parents

and community agencies in order to broaden the web for
identifying students at-risk for suicidal behaviors, thoughts,
and for those who may be at-risk for other violent behavior. An
essential part of any safe school is a well-established system of
community links and parental involvement (1-7, 10, 21, 24, 32).
For more on the necessity of community and family links please
refer to Issue Brief 8: Community Partnerships. Other physical
characteristics that a school may wish to address besides
firearm/weapon control includes the following:

B Number and types of exits
B Adequate lighting

B Comfortable rooms and furnishings in order to
communicate to students that they are important and their
comfort is considered

B Locker use, visibility, and supervision

B Parking areas

B Positive posters, bulletins, and signs

B Patterns of supervision

B Density of traffic patterns during different parts of the day

B |solated areas, which may be ideal areas for bullying to
take place

W Location and design of bathrooms
W Guardrails on stairways
W Hallway design

B A closed campus to limit truancy and contact between
students and outsiders (research suggests that a large
number of outsiders intimidate and sell drugs to students).

Research suggests that schools should conduct
comprehensive safety assessments at least once a year (30)
and that more frequent assessments may be necessary for
certain areas of the school such as playgrounds (31). For
more information about a safe physical environment, schools
should refer to and comply with OSHA regulations for safety.
The Centers for Disease Control and Prevention’s NIOSH
branch has compiled a checklist that provides information
about OSHA regulations in schools, available at http://www.
cdc.gov/niosh/docs/2004-101/. Schools may also wish to
utilize California’s Department of Education guide, available
at http://www.cde.ca.gov/Is/ss/, which provides reasons why
and specific methods for examining the aforementioned
physical characteristics.

In order for a school to provide a safe learning environment
and positive school climate, schools should:

W Provide staff with in-service training that addresses the
importance of acting in a caring and nurturing manner
to students, remaining attentive to students’ needs and
wishes, recognizing signs of distress in students, and being
able to recognize and intervene in a bullying situation.

B Ensure that there are established policies explicitly focused
on harassment and bullying.

B Provide opportunities for staff to share their concern about
students who may be displaying worrisome behavior.

B Emphasize positive relationships between students and all
staff.

W Have a system in place to refer students suspected of
abuse/neglect.

M Treat students with equal respect, support, and care.

B Continually monitor the safety and cleanliness of the

physical aspects of the school such as the halls, restrooms,
and floors.

B Consistently enforce disciplinary, harassment, and civil
rights policies.

B |nform students about who they may contact within the
school if they do not feel safe.
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B Help students feel safe about approaching an adult when

they are confronted with a potentially dangerous situation.

B Address problem-solving and/or social skills strategies
either by incorporating these strategies into existing
curriculum or by focusing directly on these strategies.

B Ensure high academic standards.

B Make sure that students are involved in school decisions
and that they have an equal opportunity to help in school
activities.

B Develop links to the community (police agencies,
environmental health professionals, mental health
agencies, or crisis centers).

Encourage and utilize parental involvement.
B Educate students on issues such as tolerance, harassment,
bullying, and the importance of respecting others.

B Ensure a safe physical climate exists by conducting safety
assessments at least once a year.

B Ensure that there are policies and procedures in place that
focus on weapons in the school. It is recommended that
these policies utilize outside resources such as parents or
law enforcement.

B Develop after school activities or events to foster student
connectedness.

B Use a positive and pro-social approach and avoid an
approach that emphasizes punishment.

Three examples of school climate programs include
Halfmoon Bay “Growing Pains” project, The School Transition
Environment Program (STEP), and the Alberta Safe and
Caring Schools Initiative. For more on safe school programs
refer to the US Department of Education. Additionally, Safe
School Ambassadors is a program that engages socially-
influential students to intervene with their peers to prevent
and stop bullying and is supported by research findings from
an evaluation involving several university researchers (83).
Positive Behavioral Interventions and Supports (PBIS) is an
evidence-based, data-driven framework with numerous,
published research studies supporting reduced disciplinary
incidents, increased school’s sense of safety, and improved
academic outcomes (11, 23, 52).
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School

Climate

Checklist 2

This checklist provides administrators and educators with an efficient inventory of
what empirical research and best practice suggests as important considerations
when evaluating the status of a school’s climate as it may relate to and influence
adolescent suicidal behavior. This checklist can be used to quickly evaluate what
services and policies your school already has in place (indicated by a “yes”) or what
services and policies your school may be lacking that may need to be implemented
or revised (indicated by a “no”). This checklist corresponds to Issue Brief 2, which
provides a more in depth and detailed discussion concerning school climate as it
relates to and influences adolescent suicidal behavior. The intent of the Issue Brief is
to provide research-based and best-practice suggestions for how a school may wish
to address the issue of school climate as it relates to adolescent suicidal behavior.
The intention of the Issue Brief is not to provide definitive declarations for what
schools should do because each school will vary in their ability to implement and
maintain suggestions mentioned in the Issue Brief.

Yes No

O O Does yourschool provide extracurricular opportunities for students
such as after school clubs, activities, and student organization
meetings?

O O IfYes, are these clubs/activities open and advertised to all students,
regardless of academic achievement or disciplinary issues?

O 0O Areyouthinvolved in decisions related to school issues that impact
them?

O O Doesyourschool discuss safety issues openly?

O O Doesyourschool provide clean and safe school buildings and
grounds?

O 0O Doesyourschool ensure high academic standards?

O O Doesyourschool provide regular meetings in which staff and faculty
are given the opportunity to discuss students who may be displaying
worrisome behavior?

O O Doesyourschool have established policies that define harassment,
bullying, and cyber-bullying?

O O Doesyourschool provide curricula to students focusing on

harassment, bullying, tolerance, and problem-solving skills?

— continued next page
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Are there meaningful school-related roles available to all students?

Does your school have a system in place to refer students suspected
of abuse/neglect?

Does your school have established link to the community for
assessment and referral of students in crisis?

Does your school provide training to staff to help them recognize
harassment, bullying, and warning signs of students who don't feel
safe?

Are there policies that state explicitly how to deal with a student who
bullies and/or harasses other students?

Does your school treat students equally and enforce disciplinary,
harassment, and civil right’s policies consistently?

Are there specific safety procedures in place to support the personal
safety of students, faculty, and staff?

Does your school provide adequate supervision to students in
spaces and times when bullying is likely to occur (recess, when on
computers, in between classes, etc.)?

Is there a specific procedure in place regarding how to properly break
up a bullying situation?

Does your school conduct regular safety and hazard assessments?

Does your school ensure that the school environment, including
buses and bathrooms, is free from weapons?

Does your school stress to staff the importance of a positive
relationship with students and how such a relationship can prevent
dangerous situations from occurring?

Does your school treat all students with respect, care, and support?
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Risk Factors

Risk and Protective
Factors, and Warning Signs

Issue Brief

Suicide is the result of an extremely complex interaction involving a number of factors
that all contribute to the expression of suicidal behaviors. This Issue Brief discusses how
knowledge of risk factors, protective factors, and warning signs plays a key role in youth
suicide prevention. Risk factors are characteristics that make it more likely that someone
will consider, attempt, or die by suicide. Protective factors are those that make it less
likely that someone will consider, attempt, or die by suicide. Warning signs are behaviors
and characteristics that someone may harm him or herself in the near future.

There are numerous risk factors for suicide, any one of which may be present or absent
in an adolescent at-risk for suicide. Researchers have identified a number of factors
associated with a higher risk for youth suicide, as well as protective factors that may
reduce the likelihood of youth suicidal behavior. Given the amount of time children and
adolescents spend in school, it is imperative that school faculty and staff are educated
about youth suicide risk factors, warning signs, and protective factors of suicidal
behavior (3, 15).

Suicide does not lend itself easily to an identifiable period of symptoms that occur
before the disease; however, research does show that suicidal youth tend to give
evidence about their distress both verbally and through changing behavior (5, 14).
Being able to recognize these clues and knowing the risk factors associated with
adolescent suicide may help school staff prevent a student at-risk for suicide from
attempting and/or dying by suicide. The importance of risk and protective factors can
vary by age, gender, and ethnicity (13).

There is no tangible, all encompassing method for determining if an adolescent will
attempt or die by suicide. Many students will present some of the factors mentioned

in the list of risk factors that follow, however, not all will feel, act, or have ideas about
suicide. By using this list, school administrators, faculty, and staff may be able to
recognize a student at-risk for suicide and who may need help. By recognizing a teen
that is potentially at-risk for suicide, faculty, staff, and administration take the first and
the most important step for alleviating and reducing the risk for suicide. After a student
has been identified as at risk, he or she can get help and intervention, which is of
paramount importance for preventing a student from attempting or dying by suicide.

Risk Factors (for non-fatal suicide attempts
and deaths by Suicide)

Risk factors are characteristics that increase the possibility that an individual will attempt
to end his or her life, although it is important to note that risk factors are not necessarily
causes of self-injury or death (17). Risk factors can be thought of as indicators to a

child’s potential for self-harm, and much research has gone into identifying specific risk
factors for youth (4, 15, 17, 18). Research has shown that the following are risk factors

for suicide attempts and death by suicide in adolescents: previous suicide attempt (2,
4,6,7,9,10, 15, 20); mood disorder (particularly depression) or psychopathology (2, 4,
7,8,9,10, 15, 20, 35); substance abuse disorder (2,4, 7, 8,9, 10, 20, 35); family history of

Prepared By:
Justin Doan
Amanda LeBlanc
Stephen Roggenbaum
Katherine J. Lazear

CFS Community

SOLUTIONS

All Children & Youth—Every Community

UNIVERSITY OF
SOUTH FLORIDA

COLLEGE OF BEHAVIORAL
& COMMUNITY SCIENCES

USF

Department of Child & Family Studies

Suggested Citation: Doan, J., LeBlanc, A., Roggenbaum, S., &
Lazear, K.J. (2012). Youth suicide prevention school-based guide:
—Issue brief 3a: Risk Factors: Risk and protective factors, and
warning signs. Tampa, FL: University of South Florida, College
of Behavioral and Community Sciences, Louis de la Parte
Florida Mental Health Institute, Department of Child & Family
Studies (FMHI Series Publication #218-3a-Rev 2012).

This publication is also available on-line as an Adobe Acrobat
PDF file: http://thequide.fmhi.usf.edu

Youth Suicide Prevention School-Based Guide 1



suicidal behavior or mental illness (2, 4, 8, 10, 20); relationship,
social, work, or financial loss (3, 4, 8, 10, 20); access to lethal
agents (such as firearms or medications) (3, 4, 8, 10, 20, 33);
contagion or exposure to individuals who have attempted or
died by suicide with exposure through media, television, and
direct contact (8, 10, 11); history of physical or sexual abuse (6, 7,
10, 23); conduct disorder (7, 10, 20, 35); juvenile delinquency (7,
10); gay, lesbian, or bisexual sexual orientation, or identification
as transgendered(2, 4, 8, 10, 16, 24); stressful life events (7, 10);
chronic physical illness (2, 4, 8, 20); impulsive or aggressive
tendencies (3, 4, 20); being homeless/runaway (7, 10, 20); and
school problems (2).

The impact of some risk factors can be reduced by interventions
such as providing treatment for depression or substance abuse,
and removing access to firearms (3, 20, 33). Those risk factors that
cannot be changed (such as a previous suicide attempt) can alert
others to the heightened risk of suicide during periods of the
recurrence of a mental or substance abuse disorder, or following
a significant stressful life event (11). The following list of risk
factors that have been found to be associated with adolescent
suicide is intended for use by school staff in order to help identify
a student who may be at-risk for attempting or dying by suicide.

Protective Factors

Measures that enhance resilience or protective factors are as
essential for preventing suicide as reducing the factors that
increase risk for suicide. Resilience refers to the process by which
individuals build their coping skills, gain competencies, and
increase their resistance to stress (36).

Protective factors are characteristics believed to reduce the
likelihood that someone will harm or kill him/herself by
counterbalancing risk factors, and vary according to age,

gender, ethnicity, and religion (11, 17). Leading researchers in
the field of youth suicide have noted that much research still
needs to be conducted regarding specific protective factors

for children and teens (4) although the following have shown

to be protective factors for preventing youth suicide: parental/
family support and connectedness (2, 4,7, 11, 12, 20, 34), good
social/coping skills (11, 12), religious/cultural beliefs (2, 4, 11, 12),
good relationships with other school youth/best friends (7, 12),
reduced access to means (10, 11), support from relevant adults/
teachers/professionals (7, 11, 12), help-seeking behavior/advice
seeking (12), impulse control (7), adaptive problem solving/
conflict resolution abilities (11), social integration/ opportunities
to participate (7, 12), positive sense of worth/confidence (7, 12),
stable living environment (7), access to and care for mental/
physical/substance disorders (11), responsibility for others/pets
(7), and their perceived connectedness to school (2). Additionally,
involvement on sports teams (high school and community teams)
is associated with reduced suicide ideation and non-fatal suicide
attempts (27, 29, 30), reduced hopelessness and self-reported

Risk Factors

« Previous suicide attempt

« Physical abuse

« Sexual abuse

« Feelings of hopelessness or isolation

« Psychopathology (especially mood disorders)

« Parental psychopathology

« Substance abuse disorder (especially with comorbid mental
health disorder)

« Conduct disorders or disruptive behaviors

« Juvenile delinquency

« School problems

« Exposure to suicidal behavior of friends or acquaintances, or in
the media

« Chronic physical illness

« Being homeless/or having run away from home

« Aggressive-impulsive behaviors

« Life stressors such as interpersonal losses (relationship, social,
work) and legal or disciplinary problems

« Access to firearms or other means

Demographic Risk Factors

+ Being male (for death by suicide)

+ Being female (for suicide attempt)

 Homosexual or bisexual orientation, or trans-gendered identity
« Family history of suicidal behavior

Protective Factors

« Family cohesion (family with mutual involvement, shared
interests, and emotional support)

+ Good coping skills

+ Support from teachers and other relevant adults

« Perceived connectedness to the school

« Positive relationships with other school youth

+ Reduced access to means for suicidal behavior

+ Help-seeking behavior/advice seeking

+ Impulse control

« Problem solving/conflict resolution abilities

« Social integration/opportunities to participate

« Sense of worth/confidence

« Stable living environment

« Access to and delivery of effective care for mental/physical/
substance disorders

« Responsibilities for others/pets

« Religious or cultural beliefs that discourage self-harm

« Sports team participation

& Issue Brief 3a: Risk Factors: Risk and Protective Factors, and Warning Signs




plans of suicide (28), and decreased risks for depression (30).
Higher involvement (usually 3 or more teams per year) often
showed more pronounced protection (28, 30, 32). However, one
study revealed male high school athletes who made non-fatal
suicide attempts reported serious injury more often than non-
athlete counterparts (31, 32). The following checklist presents
these protective factors in an easy-to-read format.

Warning Signs

One key to preventing suicide in children and teens is to know
these warning signs and know what to do when faced with a
student who presents them so that they may get the help they
need. Some of these signs are similar to those for depression,

a risk factor for suicidal behavior (15, 20). The following lists
present warning signs that have been found to be associated
with adolescent suicide.

While risk factors suggest long-term risk (i.e., a year to lifetime),
warning signs are the earliest detectable signals that someone
may harm themselves in the near-term (i.e., within minutes, hours,
days, or months) (19). If risk factors can be compared to “clues,’
then warning signs might be thought of as “red flags.’ Emotional
ups and downs are inherent in adolescence, and it can be hard
to determine what behavior is normal and what may be harmful,
therefore research has been done on suicide warning signs
specifically for youth (1, 19). Again, it must be noted that these
factors and warning signs do not provide a definitive method for
determining if a student is or is not suicidal, but rather present a
method to help identify potentially suicidal adolescents.

In 1997 the American Academy of Child & Adolescent Psychiatry
adopted a list of symptoms and warning signs specifically for
adolescents who may try to kill themselves, which was updated in
May 2008 (14). The Suicide Prevention Resource Center [SPRC] has
also compiled a list of youth-specific suicide warning signs (26).
Three state suicide prevention program guideline manuals also
offer youth suicide warning signs: Maine Youth Suicide Prevention
Program (7), Washington State’s Youth Suicide Prevention Program
(YSPP) (21), and the Virginia Guidelines for Suicide Prevention
manual (22). Additionally, researchers in Utah conducted 49
psychological autopsies of adolescents and young adults who died
by suicide in the mid-1990s in an effort to examine risk factors and
warning signs of the descendents (25). Warning signs for youth
suicidal behavior from these resources are combined and appear
in this section.

References

Warning Signs
Actually talking about suicide or a plan*

« Seeking out ways to harm or kill oneself*

« Saying other things like: “I'm going to kill myself,” “l wish | were
dead,” or “I shouldn’t have been born™*

+ Withdrawal from friends and family

« Change in eating and sleeping habits

» Loss of interest in pleasurable activities

« Frequent complaints about physical symptoms, often related
to emotions, such as stomachaches, headaches, fatigue, etc.

+ Loss of interest in things one cares about

« Preoccupation with death

« Exhibiting impulsivity such as violent actions, rebellious
behavior, or running away

« Complaining of being a bad person or feeling “rotten inside”

 Making statements about hopelessness, helplessness,
worthlessness, or being “beyond help”

+ Marked personality change and serious mood changes

« Giving verbal hints with statements such as:“l won't be a
problem for you much longer,"“Nothing matters,"“It’s no use,”
and“l won't see you again”

+ Becoming suddenly cheerful after a period of depression-this
may mean that the student has already made the decision to
escape all problems by ending his/her life

« Giving away favorite possessions

« Difficulty concentrating and a decline in quality of school work

*

These signs and behaviors indicate an individual needs immediate
professional attention or 9-1-1 should be called (19).
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Risk Factors
How Can a School Identify

a student at Risk for Suicide?

Issue Brief

Every school will be faced with different challenges when attempting to implement
suicide prevention programs. The resources available will vary between schools and
the ability of a school to address suicide will depend upon resources such as time and
funding. However, it is essential that every school provide some type of prevention
program and students experiencing suicidal thoughts or behaviors are recognized

in order to get them help. One of the most important and essential components

of a program is how to identify students who are at risk for suicidal thoughts and
behaviors. Although much research regarding interventions is limited by a number of
challenges (e.g., non-randomization of interventions, substitute variables for outcome
measures, small sample sizes, brief time periods of study) (67), promising programs
do exist. Research has generally focused on three primary ways for identifying an
adolescent potentially at-risk for suicide:

1. Suicide Awareness Curriculum
2. Gatekeeper Training
3. Screening

Suicide Awareness Curriculum

Suicide awareness curriculum refers to educating students about suicide. Curriculum
generally focuses on the warning signs and risk factors for suicide, reviews statistics
about suicide, and provides a list of community resources where students can turn
to for help in a suicidal crisis. Curriculum approaches may also attempt to increase
students’self-esteem and their likelihood that they will seek help if they are in need.
The rationale behind programs that utilize the curriculum component is that by
educating students on suicide, students should feel more comfortable about self-
disclosing suicidal thoughts; students who know the risk factors for suicide may also
be more likely to identify and refer at-risk peers to an appropriate adult. Research has
shown that adolescents are more likely to turn to peers than adults when facing a
suicidal crisis (1, 2, 3, 4, 27). By educating peers about risk factors, a school may more
effectively reach those at risk.

Research has shown that a curriculum approach intended to raise awareness about
suicide can lead to a significant improvement in students’ knowledge gain (2, 5,
6,9,10,12, 62,68, 69, 70), particularly about how to seek help for oneself and for
others, and that students exposed to suicide curriculum improve in their attitudes
about suicide (2,9, 10, 13, 56, 62, 68-71), that is, they hold more accurate and

positive attitudes concerning suicide, such as suicide is not a normal reaction to an
overwhelming amount of stress. When curriculum concerning suicide are taughtin a
gradual, sensitive, and educational manner, students have shown gains in knowledge,
positive attitudes, and a reduction in suicidal feelings (2, 10, 12, 40, 69, 70).
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I
How Can a School Identify a Student at Risk for Suicide?

Importance of Curriculum Length

Some literature suggests that a curriculum approach should not be
recommended until more investigation regarding potential benefits
and risks is conducted (72). Additionally, research shows that the
exposure dose or length of time the curriculum is administered

is extremely important. Studies have shown that a curriculum
approach may potentially not have any impact on students or

may even produce harmful effects on students (9, 14, 57). These
studies found that a limited number of students who had previously
attempted suicide and were exposed to a curriculum were more
likely to view these programs as unsettling and may see suicide as a
possible solution to overwhelming problems.

Three considerations must be noted with respect to the
harmful effects found in such studies on suicide curriculum.

First, the harmful effects were only found in males and a large
proportion of those were black males.

Second, these negative results were found primarily in
students who had reported having made a previous suicide
attempt. The authors of these three studies state that students
who had attempted suicide previously would be expected to
be the most concerned with suicide at the time of the programs
and would be expected to see these classes in a negative way.
They also state that the programs that they evaluated and
found to be potentially harmful to a small number of students,
focused on the stress model for suicide, a model that attempts
to destigmatize suicide. The stress model for explaining suicide
has recently been found to be ineffective and potentially
dangerous because it “normalizes” suicidal behavior, making
suicide more acceptable (4, 10, 15, 24, 26).

Third, these studies that have found harmful effects utilized a
brief (2-4 hour), single session that emphasized a stress model
for suicide, which states that suicide is a reaction to an extreme
amount of stress. Research has shown that a brief, single
session has been found to be ineffective (30, 60).

Therefore, if schools wish to use a curriculum approach in order
to address suicide and identify students who may be at-risk for
suicide, they must avoid using a single-session approach that
focuses on suicide as a reaction to extreme stresses. Schools
must address suicide in a more prolonged approach, refraining
from saturating students with a single, 2-4 hour class, which
may overwhelm students and which studies have found to be
potentially harmful for students who have previously attempted
suicide (9, 14, 57).

Studies have shown that a more appropriate method when
utilizing a curriculum approach is one that presents suicide
curriculum to students in a more prolonged fashion (e.g.,
multiple sessions). Research has shown that curriculum length of
anywhere from three classes (40—-45 minutes each) to a semester-
long class are effective at significantly reducing suicidal ideations,
hopelessness, and depression in adolescents (2).

These classes have also shown to significantly increase
knowledge about peers at-risk for suicide, increasing positive
attitudes toward help seeking, and increasing the likelihood of
intervening with troubled peers (6).

Program Examples

Examples of school-based suicide prevention programs that
have been found to be effective and have utilized a prolonged
curriculum approach include Bergen County, New Jersey (2),
and Dade County, Florida (35, 77).

These programs have also incorporated curriculum that focused
suicide prevention awareness into existing programs that

deal with issues such as substance abuse, tobacco restriction,
problem solving, help seeking, and decision making. Because
such programs have focused on risk factors, such as substance
abuse and protective factors, such as help seeking, they may
provide a more comprehensive approach to suicide awareness
curriculum,

Suicide awareness curriculum that focuses on protective
factors, such as social competence, problem-solving, coping
strategies, decision making, and family connections (social
support) dramatically decreases risk behaviors for adolescent
suicide, such as substance abuse, school delinquency, violent
behavior, and problem sexual behavior, e.g. teen pregnancy
(16-19). These aforementioned programs have also been
shown to reduce suicidal thoughts and plans (20, 21). These
programs represent an efficient use of school resources
because they lend themselves to incorporation into already
existing curriculum that may focus on issues, such as substance
abuse, tobacco use, and sexually transmitted disease/
infections.

Programs that have utilized this approach in conjunction
with other approaches (gatekeeper training) and have been
evaluated and disseminated include SAFE: Teen (previously
named Adolescent Suicide Awareness Program) (22, 78) and
Lifelines (2, 30), which was combined into Lifelines/ASAP (30)
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and recently produced as Lifelines by Hazelden Foundation
(73). Other programs that have utilized a similar approach for
preventing adolescent suicide include programs in Miami,
Florida (35, 77) and Washington State (23).

Mental Health Approach

Curriculum that avoids using a stress model approach and
instead utilizes a mental health approach may also be more
appropriate (10, 15, 24, 26, 48, 58, 59). Such a program

would discuss mental illness as it relates to suicide within the
curriculum. Research has shown that when a suicide prevention
awareness curriculum focuses on suicide as it relates to mental
illness, there is a reduction in suicide rates and an increased
awareness about mental illness, which may help some students
to seek help (10, 22, 63).

Research suggests that school psychologists are some of the
most highly trained mental health professionals in the school
(64). It only seems logical that their evaluation of school-based
prevention programs may provide important suggestions for
the effectiveness of these programs. Recent research has found
that school psychologists rated suicide awareness curriculum
and staff in-service training as an acceptable method for a
prevention program (43), which is reassuring since they are
both considered to be important parts of a comprehensive
suicide prevention program (2, 43, 62).

Student education and curriculum that addresses adolescent
suicide should only be provided after protocols are established
and school personnel have been educated.

Suicide Awareness Curriculum
Conclusions

If a school chooses to use suicide awareness curriculum as a
method for identifying suicidal youth they should:

B Avoid using a brief (2—4 hour) single-session, approach in
assembly presentations or classes.

B Use a more prolonged approach (i.e., multiple sessions)
when using curriculum delivered to students.

B Avoid a curriculum approach that emphasizes suicide as a
reaction to stress.

W Avoid curriculum that includes media depictions of suicidal
behavior.

B Avoid presentations by youth who have previously made
a suicidal attempt because participants may identify with
presenter and copycat his/her suicidal behavior.

B Consider implementing suicide awareness curriculum within
the context of established classes such as a health class or a
life-management skills class.

B Consider incorporating problem-solving skills, coping skills,
and self-esteem building skills into the curriculum.

B Provide students with a list of crisis intervention services and
resources that are available in the community.

W Have established policies and procedures on how to deal
with a suicidal adolescent.

B Have established community links that may provide
assistance in a suicidal crisis.

B Have faculty and staff who know what to do if a student
expresses concern about a potentially suicidal peer or
expresses suicidal thoughts themselves.

Gatekeeper Training

Gatekeeper training refers to training school faculty and

staff about how to recognize a student potentially at-risk for
suicide, how to appropriately intervene and communicate
with a student potentially at-risk for suicide, how to determine
the level of risk, and how to refer a student who is potentially
suicidal (24, 25, 26, 27).

Gatekeeper training is universally advocated and supported

by research as an essential and effective component to a
suicide prevention program (4, 24, 26-29, 30, 33 - 36). Research
suggests that gatekeeper training can produce positive effects
on an educator’s knowledge, attitude, and referral practices (11,
24,36-39,44,75, 82).

Gatekeeper training has also been found to increase an
educator’s confidence that they have the ability to recognize a
student potentially at risk for suicide by more than four times
that of teachers who don't receive training (40). Research has
found that more than 25% of all teachers sampled in a study
reported that they had been approached by suicidal teens (61).
In the past, gatekeeper training focused primarily on educators
and administrators, however recent research suggests that

it is more beneficial to train all school staff (e.g., coaches,
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cafeteria workers, bus drivers, nurses) about adolescent suicide,
particularly on how to identify, intervene, and refer students
potentially at-risk for suicide (25, 27, 37, 38).

Research suggests that a single brief two-hour program
should be sufficient in order to substantially increase an
educator’s knowledge about the warning signs, risk factors,
and community resources available for adolescents at-risk for
suicide (24, 31).

Research also suggests that while providing students with a
brief (two hour) single-session class may be harmful, providing
a brief two-hour program to faculty and staff does not result in
the same potentialities (30, 43, 65).

In-service training programs have been shown to be an
effective method of gatekeeper training and were a major
component of a study that had a positive impact on student’s
suicidal behavior (35). Principals have expressed that in-service
training programs are an acceptable method for educating
faculty and staff (33, 42) as did school superintendents (8).

A caveat to school faculty and staff gatekeeper training is
that it should also include parent training. Parent gatekeeper
training should be similar in content to faculty and staff
gatekeeper training, and should facilitate disseminating
information about warning signs and risk factors, available
school and community resources to help an adolescent
potentially at-risk for suicide, and how to intervene with a
youth potentially at-risk for suicide (30, 32, 40).

A one and one-half hour presentation coupled with other
presentations, such as alcohol abuse and tobacco use in
schools is probably the most efficient and effective method for
disseminating information about adolescent suicide to parents
(30). This presentation should also include a brief presentation
on means restriction strategies, or how to limit access to
methods and tools used for suicide (15, 24, 25, 27, 28, 30, 33,
45), Restricting access to means of suicide, especially firearms,
has been shown to be an effective method for decreasing the
likelihood of adolescent suicide (15, 24, 33, 41, 45).

Programs that have utilized gatekeeper training and consider
the training an essential component include:

B Maine’s Youth Suicide Prevention Program.
B Colorado’s Safe Communities-Safe Schools Program.

B Washington'’s Youth Suicide Prevention Program (YSPP).

B Safe: Teen [previously known as Adolescent Suicide
Awareness Program (ASAP)].

B Suicide Prevention Unit-Los Angeles Unified School District.

For more information about additional programs please refer to
the Program section of The Guide, which specifically focuses on
suicide prevention programs.

Gatekeeper Training Conclusions

If a school chooses to use gatekeeper training as a method for
identifying suicidal youth they should:

B Provide faculty and staff with the most current information
about adolescent suicide.

B Have policies and procedures in place for identifying and
referring potentially suicidal students.

B Have established community links (police, ambulance
service, hospitals, youth services, mental health facilities) in
order to have a reliable referral service.

B Encourage all faculty and staff to collaborate with
one another to increase assistance among teachers in
recognizing at-risk students.

B Educate all faculty and staff about the risk factors for
adolescent suicide.

B Educate all faculty and staff about the warning signs for
adolescent suicide.

B Educate all faculty and staff on how to make referrals for a
potentially suicidal student.

B Educate all faculty and staff about to whom they should
refer a potentially suicidal student.

B Utilize a brief in-service training program for faculty and
staff. A two-hour program should be sufficient.

B Provide in-service training materials to parents.

B A brief one and one-half hour presentation coupled with
other presentations should be a sufficient amount of time to
train parents.
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Screening

Screening refers to a method of identifying adolescents
potentially at-risk for suicide through the use of self-reports
and individual interviews. Generally, screening consists of
asking students directly about whether they are experiencing
symptoms associated with depression, currently or previously
had suicidal ideations or behaviors, and whether they possess
risk factors for suicide (46).

Many researchers suggest that school-based suicide prevention
programs can be quite effective when they are targeted

to a particular high-risk group of students who have been
identified through direct assessment (47, 48). Government
reports support screening as an early mental health detection
and intervention method (7) and at least one call was issued
specifically encouraging social workers to become more
involved in screening in schools to help reduce youth suicide
attempts and deaths (81).

Studies have been conducted in order to assess the
effectiveness of screening programs and have found them to
be an effective and potentially efficient method for identifying
students who are at-risk for suicide (46 - 50). The rationale
behind screening programs is that research suggests that
adolescents will honestly state if they are suicidal when asked
(15). While many researchers advocate screening programs (45,
48, 51,52) and consider screening to be a critical component of
an effective approach for preventing suicide (4, 15, 48), many
school programs fail to use them (4, 26) despite moderate
support from teachers and administrators (53).

Although research seems to indicate that screening programs
are effective ways of identifying students who may be at-risk
for suicide, there are some concerns about using screening

to identify students at risk. Since suicidality fluctuates in
adolescents (29), repeated screening must be done to measure
the changes in suicidality and to avoid missing a student who
is not suicidal at one time but becomes suicidal over time (28,
29, 36). Screening may also identify as much as 10% of the
adolescent at school as being at risk, creating a costly need to
follow-up with those identified as at risk for suicide or needing
additional help (26, 79). In order to reduce identifying all at-risk
youth in the school at one time and perhaps challenging the
school and local resources, schools may decide to screen in
waves. Schools could decide to screen by grade level (e.g., 9th
graders in October, 10th graders in November) or by some

other mechanism to screen identified parts of the student body
until the entire school is screened.

The US Preventive Services Task Force reviewed the research
and currently recommends adolescent screening (12 to 18
years of age) for major depressive disorder (MDD), a risk factor
for youth suicidal behavior, in a primary care setting provided
adequate safeguard are in place. Safeguards include the ability
to provide an accurate diagnosis, access to therapy (cognitive-
behavioral or interpersonal), and follow-up (74).

In order for schools to initiate a screening session they must
have cooperation and consent from parents. While both

active and passive methods of permission are legal, your
school should weigh the benefits and risks when determining
how consent is obtained. Because of its higher participation
rates, researchers commonly use passive consent methods
(83-85) as active parental consent runs as low as 50% (29,

84). Disadvantages to passive permission include opposition
from parents or groups who may object to the screening

(83, 84). Some researchers, however, view the potential

public health benefits of screening a larger population as
outweighing the potential risks (84). Screening implementation
research suggests it is important to have adequate school

staff to respond to students identified as at risk (79), utilizing
community linkages, and creating community partnerships for
screening and youth support (80).

There are a number of screening methods available to schools
that have been shown to be effective in identifying students
who may be at-risk for suicide. Four of these include:

1. The Suicidal Ideation Questionnaire, which has been
used in a two-stage screening and assessment process
(47) and has thus far been shown to be efficacious (43).The
questionnaire is then followed by the Suicidal Behavioral
Interview, which should be done by an experienced
professional.

2. The Suicidal Risk Screen (50), which has been used in a
three-stage screening process for identifying, among high
school dropouts, youths that require referral to prevention
or treatment programs for potentially suicidal teens.

3. The Columbia Teen Screen (54), which has been used
in a three-stage screening process for students at-risk of
suicidal behavior.

4, Signs of Suicide (S0S), which has been implemented in
numerous US schools and includes both an educational
and screening component (76).
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Although there are a number of other screening tools available
for use in schools, these four methods have been shown to be
relatively successful. If a school is interested in screening as

a way to identify students at-risk for suicidal behavior these
tools may be useful. For more information on screening tools
please refer to Goldston (66), which provides an excellent,
comprehensive list of approximately 50 screening tools

that schools can use to identify students at-risk for suicidal
behaviors or ideations, students at-risk for depression and
psychiatric disorders, and instruments used for assessing intent
and lethality of a student that is potentially suicidal.

Information on mass screening can be found in two reports:
Eggert and colleagues (6) from Seattle, Washington and
Reynolds (47) from Florida.

After a student has been screened, if he or she screens positive
for suicidal potentiality then direct assessment by trained
clinicians should be done within seven days (50). How a school
chooses to assess a student will vary: some schools may simply
contact and utilize a community mental health professional

or others may choose to utilize the Measure of Adolescent
Potential for Suicide (MAPS) instrument, which has been

found to be an effective assessment tool for determining if a
student is currently suicidal. MAPS has also been found to be an
effective way of reducing a student’s suicidality although how
MAPS does this is unknown. For more information about MAPS
please refer to Eggart and Thompson's article (50) for contact
information. MAPS is just one assessment tool that a school
may choose to utilize in determining if a student is suicidal,
however when MAPS is given to students in isolation with

no other intervention students do show reduced suicide-risk
behaviors, increased self-esteem, and reduced related risk-
factors for suicide (6).

Despite the method used to identify a student at-risk

for suicidal behavior, schools should ensure that faculty

and staff are aware of school policies and procedures so
when a student is identified, school representatives are
knowledgeable about next steps and who to notify. Policies
should include timely parent or caregiver notification
provided this does not exacerbate the situation (55). In
these rare cases, child protective services would typically be
alerted.

Screening Conclusions

If a school chooses to use screening as a method for identifying
suicidal youth they should:

B Use a questionnaire or other screening instrument that
research has shown to be effective and valid such as the four
presented previously.

B Weigh the benefits vs. risk of both passive and active forms
of parental consent.

B Get parent’s consent before presenting students with the
screening instrument (if active consent).

B Have established referral systems in place so that when a
student screens positive for suicidal potential he or she can
be given the help they need as soon as possible.

B Communicate to staff and parents that empirical research
has found that screening will not create suicidal ideations
and behaviors in teens who are not suicidal. Screening will
not implant suicidal thought in those non-suicidal before
exposure to the screening.

B Staff and practitioners should be made aware that screening
is not perfectly precise for determining whether a student
will express suicidal thoughts or behaviors.

B Ensure every school psychologist and counselor should be
aware of valid suicidal screening tools.

B Conduct repeated screenings, possibly once or twice every
school year.
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Why a School-Based Suicide
Prevention Program?

As the third leading cause of death among 15-19 year olds in the United States
in 2009 (1), adolescent suicide is a serious and preventable tragedy, which has
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country. In 1999, the United States Surgeon General declared suicide, particularly
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for every state to address the issue of adolescent suicide (3). Research has found
that schools provide an ideal and strategic setting for preventing adolescent
suicide (4). Because law and school education codes include the mandate to not
only educate, but to protect students (7, 78, 79), it seems only reasonable and
prudent to implement, maintain, and evaluate prevention programs in schools,
the places where adolescents spend more than one-third of their day.

Research has found that teachers and staff view identifying a potentially suicidal
student as one of the most important things they can do as a teacher and feel
that addressing students’mental health is part of their role as an educator (8).
Not only do educators feel some responsibility towards preventing adolescent
suicide, but they also have shown increased confidence with training addressing
adolescent suicide (9, 10). Schools must avoid neglecting the issue of adolescent
suicide for a fear of indifference by faculty. Research suggests that while teachers
are being asked to teach a number of educational programs dealing with a
number of social issues (safe sex, substance abuse, and family violence), they
often find themselves ill equipped to deal with such issues (42). In fact, teachers’
resistance to suicide prevention programs may have more to do with a sense of
fear and helplessness from not having enough information than unwillingness
or indifference (51). In order to effectively combat adolescent suicide, schools,
administrators, and policy makers must understand that adolescent suicide is a
real and serious threat and that this threat is not isolated to “other schools and/
or districts.” No school is immune to adolescent suicide; by implementing and
maintaining an effective, comprehensive school-based prevention program, a
community may be able to make a positive and efficient impact on adolescent
suicide.
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Implementation

Research on school districts has found that one of the major
questions about implementing prevention/intervention
programs was on how to begin a school-based suicide
prevention program (16). Although each school and school
district should initiate a suicide prevention program that

will “fit” well within the culture of their school and will be
dictated by the resources available, research suggests that
meetings with district leaders, school principals, educators, and
potentially a parent group could help facilitate “reconnaissance
and relationship development” (11). The meeting may involve
a discussion about the prevention program ahead of time

with various members of the group in order to determine
what resources, barriers, and concerns each may have about
implementing a prevention program (12).

By allowing meeting members to express their concerns,
suggestions, and voice any foreseeable barriers, a school will
be in a better position to resolve potential barriers, identify
strengths and resources available in the school to build on, and
recognize potentially helpful community resources, all of which
can be done before program development, thereby making
the program more effective and less difficult to implement and
maintain (15). Another reason for such a meeting is to assess
what suicide prevention strategies are currently being utilized
to address the issue of adolescent suicide in order to avoid
inadvertently duplicating resources (2).

Given the numerous programs suggested for schools to
implement and the various responsibilities frequently placed
on the shoulders of schools, suicide prevention strategies
already in place may simply be overlooked. Research has
suggested that superintendents and administrators for
schools with some type of prevention program in place were
not aware that there were such programs in place, suggesting
a lack of knowledge about programs as opposed to a true
lack of programs, which could advocate for periodic updates
for staff, faculty, and administrators about school policies

(12, 16). By involving various members of the educational
system, schools and school districts may avoid squandering
necessary resources by duplicating services already provided.
If a school does currently have a suicide prevention program,
then it is essential that the program is re-evaluated to ensure
that it reflects current, research-based, suggestions for what
constitutes an effective prevention program (13, 17). Research

has found that when policymakers and program planners
act hastily, without evidence-based knowledge, regardless
of how well intentioned the program may be, it may lead to
ineffective, inefficient, and potentially dangerous results (14).

Developing Policies and
Procedures

Once a school/school district has held such a meeting (if
they choose to do so), developing policies and procedures
is the next likely and appropriate step. Establishing policies
and procedures focused on issues, such as how to respond
effectively to a student who may be expressing suicidal
behaviors or threats, how to respond to the aftermath of a
suicidal attempt or a death by suicide, and the various roles
school personnel may play in preventing, intervening, and
coping with a student who may be suicidal are essential
components of any effective suicide prevention program (12,
13,16-25).

Such policies form the heart of a school crisis response plan,
an essential component of any effective school-based suicide
prevention program. School policies formally recognize the
school’s commitment to preventing adolescent suicide and
increase the likelihood that a program will be implemented,
maintained, and proactive in scope (4, 26, 27).

Although each school should adopt a policy that “fits”
appropriately with the culture and emotion of their school,
research (6, 12, 18, 25, 30) has suggested that schools may
want to be aware of the following propositions for what
policies may wish to address:

B Formally state that the school considers suicide prevention
a priority.

B Formally state and express to others what prevention
efforts a school will utilize to address adolescent suicide
(curriculum, gatekeeper training, screening, peer groups).
See Issue Brief 5: Suicide Prevention Guidelines for more
information.

B Maintain a crisis management handbook, which should
provide information about suicidal behavior, risk factors,
protective factors, suicide contagion (imitation), and
prevention guidelines.
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B Describe what staff, faculty, or students should do if they
suspect that a student may be potentially at risk for suicidal
ideations and/or behavior (this will entail education on
referral practices).

B Describe how to respond to a student overtly expressing
suicidal ideations and/or behaviors.

B Describe and recognize a school crisis response team.

B Detail the roles and responsibilities of each crisis response
team member.

B Describe criteria for assessing the lethality of a student
potentially at risk for suicidal behavior.

B Describe how a school and its staff members will respond
to a suicidal crisis (attempt at school or death by suicide).

B Describe how a school will evaluate the program.
B Should be clear and detailed.

B Should be consistently defined at the school, district, and
county level.

Policies are only effective if they are disseminated and recognized
asimportant (2, 8,12, 14,41, 74). It is essential that once policies
are established and are agreed upon by administrators, staff,

and community professionals (counselors, psychiatrists) as
comprehensive and empirically sound methods for addressing
the issue of suicide, that these policies are provided to all

faculty and staff, preferably through a mandatory in-service
suicide awareness and prevention training (5,71, 77). It is also
recommended that policies regarding any action taken when
confronted with a potentially suicidal student should be written
in conjunction with and reviewed by an attorney (66, 71). It is
also important that school staff be explicitly informed about who
in the school and/or the community they may contact when
dealing with a potentially suicidal student.

For more information on types of prevention methods (such
as gatekeeper training and screening) please refer to Issue
Brief 5: Prevention Guidelines. For information about how to
refer a potentially suicidal student please refer to Issue Brief
6a: Establishing a Community Response.

A caveat to the issue of establishing and implementing
policies concerning adolescent suicidal behavior is that
these policies should define the goals and objectives for
their prevention program. Defining goals and objectives of a

prevention is one of the first issues to address when designing
or re-defining a suicide prevention program.

What is it that you hope to accomplish? Will the program
increase the number of referrals? Will it decrease the
incidence of suicidal behaviors? Will it increase the number
of calls to area crisis centers? (41). These are just some of the
goals and objectives a school may wish to address when
developing a suicide prevention program. By setting goals
and objectives, it makes it easier to evaluate the effectiveness
of a prevention program and any results from evaluation will
be more believable to others (42).

Program Support and
Maintenance

Research has found that three of the most important factors
that determine if a prevention program is maintained are
having support from administrators, teachers, and parents

(16, 28, 29). Research has also found that support from
superintendents in particular may be essential for effective
programs (16). Eliciting endorsements from school principals
has also been found to be an indication that a prevention
program will be adopted (12). Without administrative support,
prevention policies and their corresponding programs will lack
institutionalization and efforts to prevent adolescent suicide
will therefore be formally ignored. Research suggests that
supportive administrators ensure a good program fit into the
school and the community, provide ongoing support, and help
to ensure that the program is incorporated appropriately into
existing budgetary, policy, and schedule structures (12).

Supportive and informed teachers have been found to make
good informants concerning student mental health, provide
support for one another, are able to reach a high level of
mastery of a complex prevention program, and are likely to
obtain skills and materials from suicide prevention programs
that are transferable to other elements of their repertoires (12,
31-33). Research has found that when schools communicate
and involve parents with school activities and programs,
parents are more likely to cooperate with the school and help
the school maintain these programs (34, 35, 50). When schools
involve and gain support from parents, students feel more
competent and less confused because by working with parents,
schools ensure that students receive consistent messages (36).
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In order to gain support from administrators, educators, and
parents some suggest educating these individuals about the
severity of adolescent suicide, warning signs and risk factors for
adolescent suicide, and about the ability to prevent adolescent
suicide (29). Research shows that one of the main barriers

for effectively implementing and institutionalizing a suicide
prevention program is that the issue of suicide is often met
with fear, resistance, and anxiety by members of a community,
who more likely than not ascribe to and maintain false ideas
concerning suicide (40, 42).

Myths such as“talking about suicide may cause it to occur”or
outright denial of adolescent suicide (“suicide does not happen
in my school” or“suicide is not a problem here”) act as barriers for
program implementation and may also increase the likelihood
that a school and community will fail to recognize a student who
may need help (30, 40-42). Research has found talking about
suicide with students will not “plant the idea of suicide”in their
head and that by talking about suicide, schools give students the
opportunity to express their feelings and concerns, which may
help a student get help or refer another student for help (30, 43,
44).The Centers for Disease Control and Prevention emphasize
that there is no evidence of increased suicidal ideation or
behavior among those who participate in a school-based suicide
prevention program (45). Research has also found that persons
who are educated about adolescent suicide are more likely to
have a positive impact on students with suicidal ideation than
those not educated (37-39).

In order for a school and/or school district to ensure that

a school-based prevention program will be effectively
adopted and maintained, research suggests that schools gain
support from parents, administrators, educators, and various
community members and that these persons are aware of the
prevalence and risk of suicide in their community (12, 14, 16,
18, 25,27, 29, 30, 34, 35, 52, 54, 74). These persons should also
understand how myths, or fictitious beliefs lacking scientific
merit, might undermine a community’s ability to help a
troubled adolescent. For more information on myths behind
suicide please refer to Issue Brief 1: Information Dissemination.
Also included in the Guide is a True and False Test for Myths and
Evidence-based Facts about adolescent suicide.

Research has found that if someone (a parent, educator,
administrator, school counselor, or superintendent) chooses
to “take control”and “champion”a suicide prevention effort,
this effort is more likely to become institutionalized and

maintained; what may be significantly important is for

someone just to get the ball rolling (52, 53). Once a dedicated,
informed, and motivated person (particularly a school
administrator) champions a suicide prevention program, it
seems that other persons in the community and in the school, if
properly educated, will be likely to assume some responsibility
for preventing adolescent suicide.

It is also essential that schools, regardless of what prevention
methods they choose to utilize, openly and periodically
communicate with community agencies and professionals

in order to help ensure that a potentially suicidal adolescent
gets the help that he or she may desperately need.
Community partnerships are discussed in greater detail in

Issue Brief 8: Family Partnerships and in Issue Brief 5: Suicide
Prevention Guidelines. What must be mentioned here is that a
comprehensive and effective program cannot function without
support from the community and that established agreements
between a school and various community agencies such as the
police and mental health agencies are critical (10, 17-19, 25, 30,
47). Establishing working links to the community also provides
the school with additional help and expertise. Research has
found that mental health professionals are willing to help
schools at little or no cost and may provide other valuable
services such as training and educating staff and faculty about
how to recognize, intervene, and refer a student potentially at
risk for suicidal behaviors (46).

Crisis Response Team

In order for a school to effectively intervene with a student
potentially at risk for suicidal behavior, schools must develop,
train, and support a school crisis response team long before

a crisis occurs (6, 10, 13, 15,19, 25, 49, 75, 76). It is critical that
schools respond to potentially suicidal students and crisis
situations carefully and thoughtfully in order to diminish the
threat of the immediate situation, and also to create a quick
recovery and return to normalcy for the school community (2).

A school’s crisis response plan should detail the roles and
responsibilities of each member of the team, such as mobilizing
the team when needed, controlling rumors, responding to

the media, contacting community links, providing first aid

if necessary, contacting parents of a student experiencing

a suicidal crisis, scheduling response team meetings, and
providing training to school staff and faculty (48, 49).

4 Issue Brief 4: Administrative Issues



Administrative Issues coninued

The crisis response plan should also designate a crisis team
leader and backup leader, who should have support from
the administration and should be given the authority to
coordinate team member assignments while keeping an
open channel with school administrators (6, 49, 50). Should

a crisis overwhelm a school’s ability to intervene, the crisis
team leader may find it necessary to recommend the use of a
school-district team.

For more on crisis response teams please refer to Issue Brief 6b:
Crisis Intervention and Crisis Response Teams.

Evaluating Programs

An important element of suicide prevention efforts, that
current research is desperately lacking information on and
one that may be extremely helpful to schools, is how a school
will evaluate suicide prevention efforts.

Resources, time, and efforts to implement and maintain
suicide prevention activities should be praised and those
who take the initiative to support such programs should
be lauded for their efforts, but strategies meant to evaluate
the effectiveness of suicide prevention efforts must not be
overlooked for many reasons, one of which is replication.

If a school’s efforts have been demonstrated to be effective
at preventing adolescent suicide then without explicit
documented strategies of their specific prevention strategies
and policies, there is no way to replicate effective designs.
Although many suggest that evaluating the impact of suicide
prevention strategies is essential and such methods may

be appropriately placed in the crisis response plan, little
empirical research has been done to critically evaluate the
impact of such strategies (2, 12, 18, 25, 42, 51, 54). That is

not to say that such evaluations have not been done. Some
examples, which only represent evaluations that have been
published, disseminated to enough persons to validate
results, and have been maintained over an extended period of
time to reduce effects of time trends, have all demonstrated
positive effects such as a reduction in youth suicide rates (12,
18, 55) or a reduction in suicidal ideation and less favorable
attitudes towards suicide (56-59).

Other research, which focused evaluation on a single-session,
3-4 hour curriculum showed that a small restricted group
of students, those who had attempted suicide, expressed

more maladaptive coping skills and increased levels of
hopelessness following the classes (60, 61). The authors of
these studies, however subsequently stated that such single
session, limited in duration, classes should be avoided. This
idea is consistent with other research that classes can have a
positive effect on attitudes, knowledge, and referral practices,
but only when offered for multiple sessions rather than one,
3-4 hour session. Additionally, such a long period of time,
(3-4 hours) could have influenced how well received these
classes were in this small group. For more information on
these studies, and on curriculum in general please refer to
Issue Brief 5: Prevention Guidelines.

What schools should seek to achieve is long-term
maintenance of suicide prevention efforts as opposed to a
quick-remedy. Although short-term efficacy in the form of
increased awareness, ability to make a referral, and more
appropriate attitudes towards suicide is expected in properly
instituted programs, long-term follow-up, retraining, and
evaluation is recommended by many researchers in order to
determine the long-term effects on students and to recognize
students that may fluctuate between being non-suicidal and
suicidal (2, 25, 30, 41, 62-64).

Additionally, most research suggests that an effective
prevention program should include an evaluation component
and that this program may wish to address the issue of
evaluation in a formal document, possibly in the initial
prevention program policy or crisis plan in order to make sure
that the prevention, intervention, and postvention strategies are
effective at reaching their goals (2, 25, 42, 62-64). A method to
evaluate the prevention program done before implementation,
based on the goals of the program, will increase the school’s
prevention program credibility and will increase the likelihood
that such a program if shown to attain its goals as dictated in
policy will serve as a model for other schools.

Schools may wish to evaluate the effectiveness of their suicide
prevention efforts by monitoring morbidity (number of
suicidal behaviors) or mortality (number of deaths by suicide)
before and after suicide prevention efforts, the number of
crisis center hotline calls received before and after prevention
efforts, the number of Internet help site hits before and

after prevention efforts, the number of students screened,

the number of students provided suicide curriculum, or the
number of gatekeepers trained.
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Due to the low incidence rates of deaths by suicide, if a

school chooses to use death by suicide as a means for
evaluating their program, then results from the effectiveness
of prevention efforts may not be evident for many years
because there will be so few number of “cases” to make any
appropriate comparisons from before implementing the
prevention program to after implementing the program. Even
then, schools may not be able to attribute the success of the
program to the program itself with certainty.

Other factors may have had an impact on rates of suicidal
behavior or indicators of suicidal behavior, such as a
decreasing number of students engaging in substance
abuse or more students with mental illness getting effective
outside therapy after program implementation than before
implementation. These trends could hide the true effect of
the program. In order to evaluate the effectiveness of suicide
prevention efforts it is important to keep in mind what the
goals of the program are: if the school intends to reduce

the number of suicide deaths then morbidity and mortality
statistics may be appropriate but if the goal of prevention
efforts is to increase the number of students getting help for
crisis situations then the number of crisis calls or the number
of community referrals may be appropriate.

Usually schools will have more than one objective and will
differ in their ability to evaluate the effect of any prevention
efforts. However, without some method to measure the
effect of these efforts, schools may unknowingly contribute
to suicidal behavior in those students potentially at risk for
suicidal behavior or may have little or no impact on students’
suicidal ideations or behaviors, in which case prevention
resources may be better suited for other activities.

Duty, Responsibility, and
Liability

An important issue for schools and one that many
administrators, teachers, and school board members consider
to be of paramount importance is the issue of liability. Whether
a school district will be held liable and/or responsible for a
student’s death will depend on whether the legal claim is based
on negligence or a constitutional claim based on due process
(65, 79). Negligence is defined by courts as the failure to use
such care as a reasonable person would use under similar

circumstances, and can consist of either doing something or
failing to do something, that a reasonably prudent person
would do or not do (66, 79). Legal duty is a responsibility to
follow legal standards of reasonable conduct where there is
apparent risk (79). Negligence in schools is established when
a legal duty is owed to the student (by teacher or school), the
duty was breached, that an actual loss or damage was suffered
by the student as a result, and there was a sufficient causal
connection between the breach and the student’s injury or
death (65, 67). Usually the first two elements are vital and the
first step is proving that a legal duty existed, in which case
proving if the teacher or school had a duty to protect the
student from suicidal behavior. If duty can be proven, then the
case proceeds to prove the remaining elements.

Courts generally recognize that school administrators,
educators, and board members have a duty to exercise
reasonable care when students are at school and have an
obligation to ensure safety while at school. Courts have also
held that “a school owes to its charges to exercise such care

of them (students) as a parent of ordinary prudence would
observe in comparable circumstances” (68). Although it is
difficult, if not impossible, to predict how a jury and/or judge
will rule on a case involving school liability, some points should
be mentioned:

B The school must provide supervisory care to students at
the same level as a concerned parent (68, 79). That is, when
children are in school, the school stands in loco parentis, or
in the place of a parent (68, 79).

M Failure to prevent suicide because of a lack of action when
a school administrator, educator, or faculty member has
knowledge that a student is a potential risk for suicide may
be found liable (77).

M Failure to notify a parent when faculty or staff have reason
to believe that a student is at an increased risk for suicidal
behavior has led to a school district being found liable in
the states of Florida and Maryland (69, 79).

B Educators may be found liable if they violate a statute
that is intended to protect a student potentially at risk for
suicide. An example of this violation would be releasing
confidential information about a student, which may
contribute to that student engaging in suicidal behavior.
Under the Family Educational and Privacy Rights Act
of 1974 (FERPA), educators must protect the privacy
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of student records such as grades, health information,
counselor’s reports, teacher observations, and disciplinary
actions to name a few (80). There are however, exceptions
to maintaining confidentiality including if a student

is believed to be experiencing a suicidal crisis or has
expressed suicidal thoughts, then confidentiality should
be breached in order to protect the student (80). Students
should be told that in order to ensure that they get the
appropriate care it is essential that someone who may be
in a better position to help should be contacted (77, 80).

Overall, school districts, administrators, educators, and staff
may be held liable for a student’s suicidal behavior when
there is knowledge that a student could potentially harm
himself and when action is not taken to prevent such a
tragedy (79). Research evaluating information on school
liability suggests that it is wise for districts to develop
programs to train (or retrain) their personnel at a minimum
and may wish to train students to detect suicidal behavior
and provide them with information on where to get help
(66). Some also suggest that involving parents, developing
prevention policies, and disseminating this information to
staff and parents are also necessary components to any
effective program (66, 70).

It is critical that school faculty and staff are not only aware
of their policy regarding students who express suicidal
thoughts and/or behaviors, but also that such school
policies are followed. Legal experts recommend that in-
service policy training for school staff and faculty regarding
suicide prevention and warning signs, confidentiality,
intervention, and postvention be mandatory (5, 71, 77). It
is also recommended that this policy should be written in
conjunction with and reviewed by an attorney (66, 71).

Another important way that a school district, administrator, or
staff member may protect themselves from liability is to keep
accurate and up to date records about students potentially at
risk for suicidal behavior and explicitly indicating any actions
that were taken by the school or educator (66, 71, 72).

Faculty and staff of Florida’s schools should be aware

of Florida’s Mental Health Act, commonly known as the
Baker Act, which was enacted in 1971 and that allows for
involuntary examination based on evidence of mental illness
AND harm to self, harm to others and/or self neglect (73). Put
simply, this act recognizes that some persons with mental

illness, including children and adolescents, may need to be
voluntarily admitted to a mental health facility for evaluation
and short-term treatment. Under the emergency statute, an
adolescent may be admitted involuntarily “if there is reason to
believe he is mentally ill and that without care and treatment,
he is likely to suffer from substantial harm” (73).

According to Florida Statute 394.455, mentally ill means: “an
impairment of the emotional processes of the ability to exercise
conscious control of one’s actions, or of the ability to perceive
reality or to understand, which impairment substantially
interferes with a person’s ability to meet the ordinary

demands of living, regardless of etiology; except that for the
purpose of this act, the term does not include retardation or
developmental disability as defined in Chapter 393, simple
intoxication, or conditions manifested only by anti-social
behavior of drug addiction.” The adolescent must have:

1. Refused voluntary admission or is unable to determine for
him/herself whether such admission is necessary.

2. Without care he or she is likely to suffer neglect or refuse to
care for him/herself; such that this neglect poses a real and
present threat of substantial harm to his/her well being; and
it is not apparent that such harm may be avoided through
the help of willing family members or friends or the provision
of other services.

The adolescent may also be taken involuntarily if it is more
likely than not that in the future he/she will inflict serious,
unjustified bodily harm on another person, as evidenced

by behavior causing, attempting, or threatening such harm,
including at least one incident thereof within 20 days prior to
the examination (73). Involuntary exams may be initiated by
mental health professionals, law enforcement officials, and
judges, and may last up to 72 hours. The exams may occur

in the 105 Department of Children and Families designated
Baker Act receiving facilities (locations can be found at http://
www.dcfstate.fl.us/programs/samh/MentalHealth/laws/
index.shtml).

Every state will differ in its rules, regulations, policies, and
procedures for responding to an individual potentially at
risk for harming him- or herself, harming another, or not
having the ability or the capability to care for him- or herself.
Regardless of how a state chooses to define and respond

to people who may be at risk for harming themselves or
others, it is important that your school and its staff have
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some knowledge about legislation in order to make school
personnel feel more secure about issues, such as liability

and for the important reason that by being aware of such
legislation may help educators more effectively respond to an
adolescent at risk for suicidal behavior.

It is essential that administrators implement prevention
strategies that “fit” well within their school’s culture, that
policies and procedures explicitly state how and when to
intervene with a student that is potentially at risk for suicidal
behavior, that these policies and procedures are disseminated
to all staff members, that administrators consult a lawyer
when establishing a prevention program, who should inform
administrators and educators about state and federal laws
related to issue of liability, and that parents and community
members (organizations) all are involved in any suicide
prevention efforts.

Your school may wish to establish a crisis response team
and facilitate the “championing” of the program by these
concerned individuals, all of whom should have the support
of administration and who should be recognized for their
courageous efforts.

Adolescent suicide is a real and preventable public health issue,
which has the tragic ability to destroy the lives of many in our
communities. The death of an adolescent permeates the entire
community with a sense of loss and anguish; friends, family,
educators, and even strangers feel the loss of a life truncated by
suicide. Our schools are at the forefront of the battle to prevent
the loss of an adolescent and should therefore recognize what
resources they have to enlist in their efforts.
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Administrative

Issues

Checklist 4

This checklist provides administrators and educators with an efficient inventory of
what empirical research and best practice suggests as important considerations
when evaluating administrative issues surrounding adolescent suicide that the
school currently has in place or may wish to consider implementing. This checklist
can be used to quickly evaluate what services and policies your school already

has in place (indicated by a “yes”) or what services and policies your school may
be lacking that may need to be implemented or revised (indicated by a “no”). This
checklist corresponds to Issue Brief 4, which provides a more in depth and detailed
discussion concerning administrative issues concerning adolescent suicide and
the school’s suicide prevention program (if one already exists). The intent of

this and every other Issue Brief is to provide research-based and best-practice
suggestions for how a school may wish to address the issue of adolescent suicidal
behavior and ideations. The intention is not to provide definitive declarations for
what schools should do because each school will vary in their ability to implement
and maintain suggestions mentioned in the Issue Brief.

Yes No

O O Doesyour school provide information to staff and faculty about the
impact and prevalence of adolescent suicide?

O O Doesyourschool have policies and procedures in place concerning
suicide issues?

O O Doesyour school have support from superintendents, principals,
and teachers for a suicide prevention program?

O O Doesyour school have established links to the community that
may offer help and assistance when a school is confronted with a
student potentially at risk for suicidal behavior?

O O Doesyourschool have an established crisis response plan?

O O Doesyourschool’s crisis response plan detail what actions to take
(interventions) if a student does threaten, attempt, or dies by
suicide?

O O Do allstaff members and faculty know how your school will

respond to a suicidal crisis situation?

— continued next page
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O O Doesyourschool educate and inform all staff members on who they
should contact in the community or in the school should a student
express or demonstrate any signs of suicidal behavior (verbal threats,
written warnings, or overt suicidal behaviors)?

O O Doesyourschool have an established crisis response team?

O
O

Does your school’s crisis response team have administrative support?

O O Doesyourschool’s crisis response team meet with one another and
with other staff members on a regular and consistent basis?

O O Doesyourschool’s staff, faculty, and administrators know about
the challenges and potential roadblocks for implementing and
maintaining a school-based suicide prevention program?

O 0O Do your crisis response team members know who to contact if a crisis
exhausts your school’s ability to handle the problem?

O O Doesyourschool provide parents with a list of community resources
or agencies that they may contact should they suspect that their son/
daughter is considering suicide or has expressed suicidal thoughts or
behaviors?

O O Does yourschool actively communicate with parents, informing them
about risk factors and the importance of disposing of or restricting
access to lethal means (such as firearms)?

O O Does yourschool inform parents about what the school is doing to
prevent or address the issue of suicide?

O O Doesyourschool provide a way to measure or evaluate the impact
and maintenance of your suicide prevention program?

O O Areyourschool’s administration and staff aware of legislation
concerning liability as it relates to suicidal behavior in students?

O O Areyourschool’s administration and staff aware that while students
are in school, the school must act in loco parentis, or as reasonably as
a concerned parent?
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Suicide Prevention

Guidelines
]

Suicide was the third leading cause of death among 15-19 year olds in the United States
in 2009 (1). A typical US high school classroom includes one boy and two girls who have
attempted suicide in the past year (2). Adolescents spend one-third of their day in school,
the institution that has the largest responsibility for educating and socializing youth

(3). For this reason, schools provide an ideal setting for suicide prevention strategies for
adolescents (4). School education codes include the mandate not only to educate but to
protect students (5). It seems that schools not only have a moral obligation to address
adolescent suicide, but a potentially legal one as well. School districts have and can be
sued for inadequate suicide-prevention programs (5, 6, 7).

School practitioners may also face liability in some situations by being held personally
responsible (7). It is incumbent upon school administrators to make sure that the issue
of adolescent suicide is addressed and given adequate time and resources in order to
protect students and avoid tragedy for the community.

Policies and Procedures

One of the first steps when implementing any suicide prevention program is
establishing policies and procedures focused on such issues as: how to respond
effectively to a student who may be expressing suicidal behaviors or threats, how
to respond to the aftermath of a suicidal attempt or a death by suicide, and the
various roles school personnel may play in preventing, intervening, and coping with
a student who may be suicidal (8-18, 29). Such policies not only demonstrate that a
school places a priority on protecting its students, but increases the likelihood that a
school suicide prevention program will be effectively implemented and maintained
(13,14, 15, 19). Only after policies and procedures are in place can schools expect to
effectively address adolescent suicide.

Every school should create suicide prevention policies that fit appropriately with

the culture of the school community, but research has suggested that school-based
suicide prevention policies and procedures include: formally stating that suicide
prevention is a school priority, describe the steps that should be taken if staff or faculty
suspect a student is at risk for suicidal behavior, and describe a school crisis response
team (9, 14, 19).

In order to send the message that suicide prevention policies are a school priority,
once they are agreed upon by administrators, staff, and community professionals as
comprehensive and evidence-based, the policy should then be provided to all school
faculty and staff, possibly through a mandatory in-service training (14, 20, 23).
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Gatekeeper Training

Once policies have been established, schools should consider
training staff and faculty about adolescent suicide. Staff and
faculty training, sometimes referred to as gatekeeper training,
has been found to be an essential component for any suicide
prevention program and is universally advocated as a necessary
element of a school-based prevention program (3,7, 10, 12-14,
17,20-27, 29). Gatekeeper training usually consists of training any
adult that interacts or observes students to identify who may be
at-risk for suicide, determine the level of risk, know where to refer
a potentially at-risk student, and how to contact these referral
sources (17, 22, 25, 28). In addition, gatekeeper training should
include information on school policy as it relates to faculty and
staff's role in its implementation. Although teachers are expected
to act as gatekeepers and know how to identify a student
potentially at risk for suicidal actions, they should be informed
that they are not meant to take on an additional role as a mental
health counselor, but are simply meant to act as a watchful eye
and “sound the alarm” (28).

Research has found that while teachers are in ideal positions

to identify and refer students potentially at risk for suicide (4),
only approximately 9% of health teachers (teacher with some
experience with suicide curriculum) felt confident that they
could identify a student at-risk (31). This is somewhat disturbing
when one considers that research has found that more than
25% of all teachers sampled in a study reported that they had
been approached by suicidal teens (32). What this means is that
despite the fact that teachers are the most likely adults to come
into contact with a potentially suicidal student, they do not feel
very confident about being able to recognize a troubled teen.
Research findings suggest that this lack of confidence could be
the result of lack of education and training (33, 34).

It is essential that schools that wish to provide a comprehensive
suicide prevention program include gatekeeper training as one
component of their program. Gatekeeper training has been
found to produce positive effects on staff membersknowledge,
referral practices, attitudes, and confidence about identifying a
potentially suicidal student (14, 21, 23, 27). Research has found
that teachers who are trained are more likely to implement

programs and are more likely to have a positive impact on
students than are teachers who are not trained (42-44).
Gatekeeper training has also been shown to be well received by
staff and accepted by administrators as an efficient method for
preventing suicidal behavior in students (28).

Research has found that teachers and staff view identifying a
potentially suicidal student as one of the most important things
they can do as a teacher and feel that addressing students’
mental health is part of their role as an educator (30). Not

only do teachers feel some responsibility towards preventing
adolescent suicide, but they also have shown satisfaction with
training (22, 28). How a school chooses to structure such a
training program will vary, however, research has found that
one, 2-hour presentation to educators resulted in significant
increases in knowledge of treatment resources, awareness of
the risk factors and warning signs for suicidal behaviors, and

a heightened willingness to make referrals to mental health
professionals (23, 34). In-service training programs have also
been found to be an acceptable method by administrators and
staff for training staff about adolescent suicide (35). Research
has suggested that “booster” gatekeeper training be provided
to staff approximately every 2-3 years in order to maintain
competence (3, 36).

Although the school, and teachers in particular, are continually
inundated with new programs to implement, one, two-hour
presentation by a mental health professional within the
community should be considered an efficient method for
helping to protect students, families, and community members
from the pain and tragedy of adolescent suicide.

For more information on specific methods for conducting
gatekeeper training, please refer to the following sources:
Suicide Information and Education Center (SIEC), the Suicide
Prevention Training Program (SPTP), Keep Yourself Alive
(Australia), Adolescent Suicide Prevention Program (Virginia),
STAR (Pittsburgh, PA), and BRIDGES (Piscataway, NJ). Although
The Guide does not endorse any of these programs, these have
been heavily cited and represent just a sample of effective
programs.
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Educating Parents and
Community Members

An interrelated prevention guideline and technique is training
parents and community members about suicide prevention.
Developing partnerships with family-run and youth-run
organizations can be an effective strategy to reaching

and engaging families and youth in suicide prevention
activities. Additionally, research has found that when schools
communicate and involve parents with school activities and
programs, parents are more likely to cooperate with the school
and help the school maintain these programs (37, 38). Parents
are sometimes not sure how to be involved in their children’s
school, so it is often up to school personnel to facilitate

and foster a positive home/school relationship (108). Some
suggestions for how to better involve families in school-based
suicide prevention efforts include: placing suicide awareness
issues on PTA agendas, use terms such as “partnership”and
“teaming” to empower families about suicide prevention,
disseminate literature and notices in families' first languages,
and schedule meetings and conferences around families’ busy
schedules (102-104).

Although it may be beyond the scope of responsibility for schools
to actually train parents and community members in the same
way school staff members are trained (3), schools should make
sure that there are established relationships between the school
and crisis service providers such as the police, clergy, mental
health agencies, and outpatient agencies (3, 8, 10, 14, 28). These
links will help school staff make effective referrals for at-risk
students. Schools should also provide information to parents and
collaborating community organizations about warning signs, risk
factors, protective factors, community resources, and what to do
during and following a suicidal crisis (3, 10). Research has found
that parents who attended a brief educational session about
youth suicidal issues increased their intention to assist children
and teens that may be facing a suicidal crisis, were able to choose
more appropriate responses to suicide statements, and had more
rejecting attitudes of suicide compared to a control group (109).
An important point to make concerning parent education is that
research suggests that an essential aspect of any prevention
strategy and one that is often overlooked is restricting access to
potentially lethal weapons (3, 7, 20, 24, 25, 28, 40, 49). Restricting

access to means of suicide, especially firearms, has been shown
to be an effective method for decreasing the likelihood of
adolescent suicide (7, 15, 22, 23, 41). Despite evidence from
numerous studies that suggest that restriction of access to lethal
means is an effective prevention component for suicide, as well
as interpersonal violence among youth, when the Department
of Health and Human Services reviewed suicide prevention
programs in the United States, there were none that included

a component for addressing restricting access to means for
suicide (28). Means restriction could possibly be the most under-
appreciated method for preventing suicide.

If a school staff member suspects that a child is at high risk
for self harm or suicidal behavior, the school mental health
professional and the student’s parents or guardians should be
notified immediately (105, 106, 107). If there is disagreement
between school staff and the parents about the child’s

risk for suicide or self-injury, the school should confer with
administration and legal counsel in order to make sure that
best practices are implemented when navigating legal and
ethical considerations (107).

Student Curriculum Addressing
Suicide

Another prevention method for adolescent suicide that has
received a great deal of attention is suicide curriculum and
education. Suicide curriculum is generally focused on dispelling
myths and increasing correct knowledge about adolescent
suicide, increasing the ability of students to recognize another
student potentially at risk for suicidal behaviors, encouraging
students to seek help, and providing students with the
knowledge concerning school and community resources that
are available should they need help or should they encounter
a peer who needs help (28, 34, 50). One study found that
subjects high at risk (previous suicide attempters) who were
given a“green card” with explicit instructions about who to
contact should they feel suicidal again demonstrated fewer
suicide attempts than previous attempters who were not given
a resource card (100). Research on curriculum approaches

to suicide prevention has provided cloudy and at times
inconsistent results.
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Several studies have found that curriculum approaches may have
no effect on students or may be potentially dangerous for certain
students (51— 53). These studies found that certain students
showed less desirable attitudes about suicide after class, were less
likely to seek help, were less likely to refer a friend or recommend
the class to other students, and were more likely after the class to
view suicide as a reasonable response to intense stress (52, 53).
Although these results are alarming, some important comments
must be made in reference to these studies. First, the studies
were conducted by the same researchers. Second, the authors
stated that their curriculum approach focused on destigmatizing
suicide, which is most commonly done by expressing to
adolescents that suicide is commonly a reaction to extreme
stress (53, 54). Research has shown, and the authors of these
previously mentioned studies also acknowledge, that curriculum
which presents suicide as a reaction to the common stressors of
adolescence is not only ineffective, but may be harmful because
it normalizes the behavior and reduces protective taboos,
thereby making suicide more acceptable (7, 20, 23, 55, 56). Third,
these studies primarily used one-time curriculum approaches:
the classes were given only one time and lasted anywhere from
2-4 hours. Research has suggested that such single-session
approaches not be used and could be potentially harmful to
students (3, 23, 57). Fourth, these results were found primarily in
isolated groups, such as students who had previously attempted,
who as a group we would expect to express such negative
reactions. These results were further restricted to males (primarily
black males). For a more critical review of some of the problems
associated with these studies please see Tierney and Lang (99).

For schools that wish to utilize a curriculum approach to address
adolescent suicide, it is recommended that they utilize a model
that identifies suicide as a complicated, abnormal reaction to a
number of overwhelming factors. These programs should also
emphasize the association between suicide and mental illness.
Research has shown that over 90% of suicides are associated with
mental illness including alcohol and substance abuse disorders
(58,59).

It is also recommended that schools avoid a single-session
approach with students, which focuses only on suicide and may
saturate students. It is more beneficial, and does not carry the
potential to harm, if schools use a more prolonged method for
addressing adolescent suicide, such as incorporating suicide

lessons into already existing semester or year long classes
(health classes, English classes, gym classes, etc.).

Research has found that when curriculum addresses suicide
in a manner consistent with empirical evidence and is

taught in a sensitive and educational manner, students show
improvements in attitudes concerning suicide (40, 50, 51,

55, 60, 61). Students expressed more accurate and positive
attitudes concerning suicide following curriculum (suicide

as not a normal reaction to an overwhelming amount of
stress but rather the result of a number of complicated and
interwoven factors including mental illness) than they did
before curriculum. Research has also found that students show
an increase in knowledge about suicide (warning signs and
risk factors), particularly about where and how to get help for
themselves or a peer (40, 50, 53, 55, 60, 62-64).

These results have important implications when one considers
that adolescents who are considering suicide and other violent
actions first confide in peers (20, 24, 50, 65, 66). Students that
learn how to recognize peers potentially at-risk for hurting
themselves or others and know who to contact in such
circumstances may be extremely helpful in preventing a tragedy
at school. The potential direct impact of suicide curriculum on
suicide rates has also been shown. A 10-year follow-up study

on a prevention program that utilized educating students
documented a reduction of suicide rates (16).

Similar findings have been published for programs that used a
mental health model instead of a stress model (55). One recent
study that provided gatekeeper training for high school peers in
suicide risk assessment found that peer helpers showed significant
gains in knowledge about suicide and skills for responding to
suicidal peers immediately after training (101). There were also
significant improvements in positive attitudes towards intervening
with students potentially at risk for suicidal behavior.

Schools that wish to use suicide curriculum as a preventive
method should utilize a method that has been shown to be
effective and should utilize this approach, not in isolation,
but in conjunction with other preventative strategies such as
gatekeeper training, screening, establishing community links,
and skills training. Schools, however, should not avoid using
this approach due to a fear that talking about suicide and
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teaching students about suicide will only provide students with
ideas and methods for suicidal behaviors, because this is simply
not true (Please refer to Issue Brief 1: Information Dissemination,

and for the True and False Myth Test for more information).

Although there are numerous suicide education programs that
have been used and used effectively, this guide will provide
only five: Washington's Youth Suicide Prevention Program
(YSPP), Safe: Teen (Suicide Awareness for Everyone) (formerly
known as the Adolescent Suicide Awareness Program [ASAP]),
(22) Lifelines (2, 30, 120), Miami, Florida (35), Adolescent Suicide
Awareness Program (ASAP), and Reconnecting Youth (64).

Teaching Adaptive Skills to
Students

A safe school is one that helps students develop appropriate
problem-solving and conflict resolution strategies. It is critical
that suicide prevention curriculum focus on helping students
develop proper social, coping, and help-seeking skills, as well
as problem-solving strategies, because research has shown
that students who are potentially at risk for suicidal thoughts
and behaviors have deficits in these areas (67, 68). Research
has found that when students are taught such skills it may
provide a sort of protective factor against suicidal behavior
(22). Evaluation studies that have examined the effectiveness
of skills training programs seem to indicate reductions in
deaths by suicide and attempted suicide (9) and improvements
in attitudes and emotions (62, 69). Empirical evaluations of
programs that have focused on skills training strategies have
also found an increase or enhancement of factors that protect
adolescents from suicide while reducing the risk factors for
suicide in these adolescents (64, 70-72).

Helping youth develop healthy adaptive skills is an important
step in preventing and mitigating the effects of bullying as well.
Approximately 20 percent of adolescents report that they had
been bullied, had bullied others, or both, within the previous
two months (39). Research has shown that students who feel
victimized by other students, whether face-to-face or over the
Internet or telephone, have an elevated risk of suicidal ideations
and behaviors (45, 111,112, 114).

Pro-social behavioral skills training should focus on problem
solving, coping, and conflict resolution strategies (48). Students
should be taught about how to interact with peers and adults,
particularly about how to solve interpersonal conflicts in a
nonviolent fashion (73). Additionally, staff and teacher training
should contain specific bullying prevention and cultural
competence components (74). These training programs

have also been shown to reduce depression, hopelessness,
substance abuse, attempted suicides, and death by suicide in
adolescents (9, 22, 67).

Strengthening social skills has also been found to have a
positive effect on cognitive development and learning in
adolescents (74). Suicide prevention programs that attempt
to teach problem solving skills, coping skills, social skills,

and help-seeking skills may not only potentially prevent
suicidal behaviors from occurring, but may also help prevent
unintentional injuries and violence in schools (75-80). These
skills are necessary, not just to prevent adverse events in
adolescents, but also to promote the development of a well-
balanced and productive adult. These skills can be taught by
focusing on social skills and problem-solving skills directly
through lessons or indirectly by incorporating these skills into
existing classes such as a health class, driver’s education class,
physical education class, or reading class (73).

Programs that have utilized social skills training include the
Resolving Conflict Creatively Program (RCCP) (121), which is
one of the longest and largest-running programs for conflict
resolution in the country, and the Promoting Alternative
Thinking Strategies (PATH) curriculum (122). Both of these
programs are evidence-based programs and have been found
to have a positive impact on students, however, these are
only two of the many that are available for use in schools.
Collaborative for Academic, Social, and Emotional Learning
(CASEL) is an organization that has found a positive effect on
decision-making abilities and coping skills through education
to improve social and emotional competence. For more
information about this program please refer to www.casel.org.
Although The Guide does provide examples of programs that
schools may wish to use as a reference for their own program,
The Guide does not endorse any one program over another. A
school should adopt a problem-solving program that fits their
school culture and their resource availability.
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Peer Support Groups

Research suggests that students who are potentially at risk

for suicidal behaviors are more likely to confide in and feel
comfortable with peers rather than adults (20, 24, 50, 65, 66).
Some suggest that not only should the school train students
to recognize potentially suicidal peers, but should also provide
an opportunity for vulnerable students to meet with other
students in a comfortable group climate (12, 28, 49, 81). The
rationale behind these support groups is that they help youths
at risk develop peer relationships and more appropriate
coping skills, thereby reducing feelings of isolation, antisocial
behavior, substance abuse, and other early risk factors while
enhancing important protective factors (49, 82). Research has
found results that suggest that these programs can increase a
student’s knowledge about suicide and increase the likelihood
that students at risk will get help from school counselors (83,
84). Although research does suggest that these programs can
be effective at preventing suicide, schools may wish to use
these programs in conjunction with screening programs in
order to identify students at risk. They should not be used as a
substitute for professional counseling or therapy (12, 28, 82).

Screening

Screening is a prevention strategy that is intended to identify
students who are potentially at risk for suicide through
interviews and self-reports on questionnaires (54, 85-87).

Screening tools typically consist of asking students directly
about whether they are experiencing symptoms associated
with depression, currently or previously had suicidal ideations
or behaviors, and whether they possess risk factors for suicide
(54). Research demonstrates that asking about suicide will not
plant the idea (123).

Screening can be done in two ways. The first way is a broad
approach, which seeks to identify students potentially at risk

for suicide by screening all students in the school. Although this
could provide valuable information about large numbers of
students and could identify those students “quietly disturbed” (29),
such a large undertaking would take a great deal of time, effort,
and coordination (7). The relatively scant amount of research
evaluating screening studies, which have shown effective results

through screening (54, 85), have utilized mass screening as a first
step in identifying students. Schools could conduct screening in
waves (e.g., grade level, class) to reduce the burden.

After a student has been screened, if he or she screens positive
for suicidal potentiality, then direct assessment by trained
clinicians should be done within seven days (86). Second,
focused screening on the other hand would utilize screening in
combination with other methods for identifying students at risk
for suicidal actions, such as using gatekeepers or peers. Once
identified and referred by gatekeepers or peers, these students
potentially at risk would be screened and subsequently
evaluated by a mental health professional. The underlying
rationale behind these programs is that since suicide is a low
incidence event, prevention may be more effective and efficient
if only those students that are potentially at risk for suicide are
identified and referred (28).

Research has shown that adolescents will honestly state if

they are suicidal when directly asked (7). What must be noted
about these screening approaches is that a broad approach will
identify more students than a focused approach (the quietly
disturbed), but will take more resources to implement and
maintain. Focused approaches will not be as “costly,” but may
miss some students potentially at risk.

While many researchers contend that screening is an essential
component of any effective suicide prevention program (7,
25, 49, 56, 88), many school programs fail to use them (17, 20)
despite moderate support from teachers and administrators
(89). This lack of utilization could arise from three concerns.
First, since suicidality fluctuates in adolescents (26), repeated
screening must be done to measure the changes in suicidality
and to avoid missing a student who is not suicidal at one time,
but becomes suicidal over time (21, 25, 26). Second, screening
may identify as much as 10% of the adolescents at school

as being at-risk, creating a costly need to follow-up those
identified as at-risk for suicide (17). Third, in order for schools
to initiate a screening session, they must have cooperation and
consent from parents.

Research has found that active parental consent runs close

to 50% (26), which means that schools may only be able to
screen half of the students, thereby possibly missing students
potentially at risk before screening even begins.
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Although there are numerous screening tools available for use

in schools, the following five have been widely utilized and have
been suggested as effective components of a suicide prevention
program. If a school chooses to use one of these methods, please
refer to the appropriate citation for more information. If a school
would like to utilize a method other than one of these five, please
refer to Goldston (90), who provides an excellent, comprehensive
list of approximately 50 screening tools that schools can use

to identify students at-risk for suicidal behaviors or ideations,
students at-risk for depression and psychiatric disorders, and
instruments used for assessing intent and lethality of a student
that is potentially suicidal.

Five Examples of Widely Used Screening Tools:

1. The Suicidal Ideation Questionnaire, followed by the
Suicidal Behavioral Interview (85).

The Suicidal Risk Screen (86).

The Columbia Teen Screen (54, 91).

Signs of Suicide (92).

Measure of Adolescent Potential for Suicide (64).

A wnN

While there are many screening tools available that a school
may choose to implement and maintain, it is important

that schools use screening tools that have been evaluated

as effective methods for identifying students potentially at
risk for suicide. Screening is just one component of a suicide
prevention program. Schools should not rely solely on
screening in order to effectively address adolescent suicide. An
effective program is a comprehensive program.

Postvention (Strategies for
Responding to a Suicidal Crisis)

A comprehensive program will include postvention guidelines
and procedures (9, 13, 22, 24, 25, 28, 49, 83). Postvention
guidelines are intended to provide a timely and proper response
to a suicidal crisis (suicidal threat, attempt, or death by suicide).
Appropriate postvention programs can be viewed as a form of
prevention since, if carried out correctly and successfully, they
can reduce potential cluster (copycat) suicides (93).

By not having an adequate postvention program in place,
schools may unknowingly contribute to further suicidal
behaviors or copycat suicides. Postvention programs in

schools not only reduce subsequent morbidity and mortality
of suicide in fellow students, but also reduce the onset

and degree of debilitation of psychiatric disorders, such as
posttraumatic stress disorder (22). It is not enough for a suicide
prevention program to implement and maintain “before the
fact” prevention elements, designed at preventing a suicidal
event from occurring, but a program must have an established
method of responding to a suicidal crisis.

One such method, necessary for any adequate response, is
utilizing an established response team, made up of school staff
members and various members of the community (10, 13, 14,
49). Research suggests that many schools lack a preplanned
postvention program and tend to respond to a suicidal crisis in
an unorganized fashion (13). By having postvention guidelines
in place, schools can provide a more timely, effective, and
appropriate response to a suicidal crisis.

For more information on postvention guidelines and steps
to follow after a suicidal crisis, please refer to Issue Brief 7a:
Preparing and Responding to a Death by Suicide.

Crisis Centers and Hotlines

All of the aforementioned components of an effective
prevention program place the primary responsibility on the
schools. One such method that does not place the burden

of responsibility solely on the shoulders of school staff and
personnel is the crisis hotline. The main benefit crisis hotlines
offer is that since suicidal behavior is most often associated
with a crisis (94, 95), and since hotlines provide immediate,
accessible, and confidential support, they may be an ideal
resource for the prevention of adolescent suicidal behavior
(22). Although research on the effectiveness of hotlines for
decreasing suicide is inconsistent (96), what research suggests
is that hotlines:

1. Reach an important and usually under served population (28).

2. Help those students that use them (94).

3. Have been associated with decreases in suicide rates
among white females under 25, the most frequent users of
hotlines (49).

4. Are endorsed by youth as a more acceptable resource than
mental health centers (50).
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5. Can serve as“drop in” centers, providing immediate
intervention as well as acting as referral agents to mental
health services in the community (25).

Despite recommendations from some researchers that a
comprehensive suicide prevention program will utilize crisis
centers and hotlines (25, 49), research has also suggest that
hotlines are only minimally effective (88) at preventing suicide.
What research seems to state is that although schools are not
directly responsible for crisis center and hotline procedures,
schools are encouraged to inform students about such services
in their community and should make sure that students
potentially at risk are aware of these resources.

Additionally, emerging technologies such as email, Skype,
social networks, and text messaging are sites where public
health needs are beginning to be met, including suicide
prevention. With over 75% of adolescents using text
messaging as a main method of communication (115), several
states are implementing text services into existing suicide and
crisis hotlines (116). While there is currently little research on
the effectiveness of text-based suicide prevention hotlines,
the use of texting has been shown to be successful with
smoking cessation and weight loss (117, 118).

School Climate

Schools should ensure that they maintain a positive and safe
school climate. Schoo