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Youth Suicide

ANNETTE BEAUTRAIS

Abstract:

Youth suicide rates have increased markedly in New Zealand during the last
three decades and are now among the highest in the developed world. Major risk
factors for suicidal behaviour include: psychiatric illness (notably, depressive
disorders, substance abuse disorders and antisocial behaviours) previous suicide
attempts and comorbid diagnoses of more than one mental disorder; exposure
to adverse childhood and family experiences; social disadvantage; borderline and
antisocial personality disorders ; genetic and biologic factors. The best hope for
substantial reduction in youth suicide rates may lie in reducing the number of
young people with mental disorders. There is substantial scope for schools to
participate in inter-sectoral efforts to promote and improve youth mental health
in order to reduce vulnerability to mental disorders associated with suicidal
behaviour.

increases in rates of youth suicide during the last three decades and,

internationally, New Zealand now has one of the highest rates of
youth suicide among developed countries (World Health Organisation,
1993). In New Zealand suicide accounts for one in four deaths amongst
young males aged 15-24 years and is the second leading cause of death,
after motor vehicle accidents, for males of this age (New Zealand Health
Information Service, 1995b).

In parallel with completed suicide, rates of attempted suicide among
youth appear to have increased. Together, completed and attempted
suicide are a seemingly preventable source of mortality and morbidity
among young people.

This paper reviews suicidal behaviour, including both nonfatal
suicide attempts and completed suicide, in young people. The age range
considered includes the periods of early adolescence (10-14 years),
middle adolescence (15-19 years) and late adolescence to early
adulthood (20-24 years). The paper discusses characteristics, risk factors

3

In New Zealand, as in many countries, there have been marked
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and trends associated with youth suicidal behaviour, and comments
about strategies to prevent suicide in young people.

Epidemiology of Suicide and Attempted Suicide

Suicide

Recent international data indicate that New Zealand has high rates of
youth suicide. The World Health Statistics Annual for 1993 showed that in
1991, the year for which data were most recently available, New
Zealand had the highest rate of suicide for males aged 15-24 years
among a series of 14 industrialised countries. In that year the age-
specific suicide rate for New Zealand males aged 15-24 years was 38.7
per 100000 population. In comparison, Australia (26.6), the United States
of America (22.0), the United Kingdom (12.2) and Japan (9.1) all had
significantly lower suicide rates.

Whilst, almost universally, female rates of suicide are much lower
than those for males, New Zealand in 1991 also recorded the highest
suicide rates for females aged 15 to 24 years, with an age specific rate of
6.7 per 100 000 population. Comparative rates in Australia (6.2), Japan
(4.7), the United States of America (3.9) and the United Kingdom (2.3)
were all lower than in New Zealand.

Recent data, from 1987 to 1993, suggest that rates of youth suicide
in New Zealand have remained relatively stable. However, other
countries including Denmark, Japan, Germany and Switzerland have
recorded reductions in youth suicide rates from the mid 1980s to the
early 1990s.

Attempted suicide

Suicide attempts span a range of behaviours from those which do not
come to public attention to those which require hospital admission. In
general, suicide attempt data are less well recorded than actual suicides,
and less information is available about attempted suicide than about
completed suicide.

Community surveys of high school students in a number of
countries have estimated rates of attempted suicide among adolescents
that range from 3% to 10% of the population (Andrews and Lewinsohn,
1992; Dubow et al., 1989; Joffe et al., 1988; Meehan et al., 1992; Smith and
Crawford., 1986). In New Zealand, a longitudinal study of the
development of suicidal behaviours in a birth cohort of 954 children
showed that, by 16 years, 12% of this cohort reported suicidal ideation
and 3% (4.2% of females and 1.9% of males) reported having made a
suicide attempt (Fergusson and Lynskey, 1995).
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New Zealand statistics for hospitalisations following suicide
attempts show that, in 1993, the rate of such hospitalisations for under-
15 year olds was relatively low (17.6 per 100 000) but increased
substantially for 15-19 year olds (234.8 per 100 000) and for 20-24 year
olds (211.2 per 100 000) (New Zealand Health Information Service,
1995a).

While there are undoubted differences between the populations of
those who die by suicide and those who make nonfatal suicide attempts,
emerging research evidence suggests many more similarities than
differences between these two groups (Spirito etal., 1989). Therefore, for
the purpose of this review, the characteristics of both suicide attempts
and completed suicide will be examined together as “suicidal
behaviour”.

Method

Methods of suicide vary by gender and between countries depending,
in part, upon availability and preference for particular methods. In New
Zealand in 1993 hanging was the most common method of suicide for
under 25 year olds (43.4%), with the next most common methods being
carbon monoxide poisoning (30.0%), gunshot (11.6%) and drug overdose
(7.8%) (New Zealand Health Information Services, 1995b).

By contrast, the clear majority of nonfatal suicide attempts are by
drug overdose. Data from the Canterbury Suicide Project, which
examined the methods used by 129 young people aged under 25 years
who were hospitalised with serious, but nonfatal, suicide attempts,
showed that most medically serious suicide attempts (76.7%) were made
by drug overdose.

Risk Factors for Suicidal Behaviour

It is now well acknowledged that there is not a single cause for suicidal
behaviour; rather, there are multiple causes and these are related in a
complex manner (Diekstra et al., 1995; Moscicki, 1995; Piacentini and
Shaffer, 1994).

A series of psychological autopsy studies within the last decade has
collected detailed information on the antecedents, correlates and risk
factors associated with both completed suicide and nonfatal suicide
attempts among young people. The “psychological autopsy” approach
attempts to reconstruct retrospectively the background and
circumstances of each suicide by interviewing family, friends, teachers
and health professionals and reviewing the range of contributing
factors. The results of these studies suggest, broadly, that thereisarange
of predisposing factors which may render an individual vulnerable to
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suicidal behaviour. In such vulnerable individuals the occurrence of a
stressful life event may then precipitate a suicide attempt.

The recentliterature on youthful suicidal behaviour suggests several
major domains of predisposing, or risk, factors.

Sociodemographic Risk Factors
Age

International data suggest suicide among children and young
adolescents up to the age of 15 years is rare, with the incidence of
suicide increasing during the late teenage years and early 20s. New
Zealand data are consistent with these observations. In 1993 there were
three suicides among under-15 year olds, 40 suicides among 15-19 year
olds, with twice as many (86) among 20-24 year olds.

Suicide attempt data show a different pattern, with 15-19 year olds
more likely to be hospitalised following suicide attempts (48.4% of all
under-25 year old suicide attempt admissions) than under-15 year olds
(10%) or 20-24 year olds (41.6%) (New Zealand Health Information
Service, 1995a, 1995Db).

Gender

In New Zealand, as in North America, Europe and Australia, recent
increasesin youth suicide have occurred primarily among males. In 1993
in New Zealand, two of the three under-15 year old suicides were male,
and the clear majority of suicides among those aged 15-19 (83.7%), and
aged 20-24 (88.4%) were male. However, more females than males are
admitted to hospital following suicide attempts. In New Zealand almost
two thirds (64.1%) of such admissions for under-25 year olds in 1993
were females (New Zealand Health Information Service, 1995a, 1995b).

Ethnicity

Cultural differences in suicide rates have been widely reported but have
generally been poorly explained. In New Zealand, Maori suicide rates
have traditionally been significantly lower than non-Maori rates.
However, within the last decade, rates of suicide among young Maori
aged 15-24 years have increased, in parallel with those for all young
New Zealanders, to levels similar to those for non-Maori (Skegg et al.,
1995). These changes in Maori youth suicide rates are paralleled in the
United States by recent changes in suicide rates among young African
American and other minority males (Shaffer et al., 1994). Previously
suicide rates for this group had been both lower and more stable than
rates for young white males, but since the mid-1980s rates have
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increased markedly to now converge to the same suicide rates as those
for young white males.

Sociodemographic disadvantage

New Zealand and overseas studies have reported higher ratesin arange
of indicators of social disadvantage among those individuals with
suicidal behaviour, when compared with nonsuicidal control subjects
(Beautrais et al., in press; Dubow et al., 1989; Heikkinen, 1995; Petronis
et al.,, 1990; Platt and Kreitman, 1984; Sainsbury, 1986). These factors
include higher rates of residential mobility, lower per annum income,
and poor or no educational qualifications.

Unemployment

Unemployment is frequently speculated to be one of the causative
factors for youth suicide. Many (but not all) examinations of aggregate
(regional or national) data have shown positive associations between
unemployment and both completed suicide and nonfatal suicide
attempts (e.g., Diekstra, 1989; Platt and Kreitman, 1984; Sainsbury, 1981).
In addition, a number of studies of individual subjects have suggested
that rates of unemployment are elevated amongst those who die by
suicide or make suicide attempts (Hawton and Rose, 1986; Heikkinen et
al., 1995; Shepherd and Barraclough, 1980). However, whilst associations
between unemployment and suicidal behaviour have consistently been
documented, the role of unemployment as a causative factor for suicidal
behaviour remains unclear. A recent analysis from the Canterbury
Suicide Project examined the association between unemployment and
serious suicide attempts in a sample of individuals who had made such
attempts. The results of this analysis suggested that, to a substantial
degree, the correlation between unemployment and serious suicide
attempts was likely to reflect the presence of common or correlated
antecedent factors, including, for example, adverse childhood
experiences or prior history of psychiatric disorder, which contribute to
risks of both unemployment and suicidal behaviour. However, the
analysisalso suggested that unemployment may play some contributory
role in suicidal behaviour by acting as a short-term life event which may
provoke suicidal behaviour in vulnerable individuals.

Psychiatric Risk Factors

Major psychiatric disorders play an important role in youth suicidal
behaviour. Psychological autopsy studies have consistently reported that
approximately 90% of those young people who die by suicide have a
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mental disorder at the time of their death (Brent et al., 1993; Lesage et
al., 1994; Martunnen et al., 1991; Runeson, 1989; Shaffer and Piacentini,
1994; Shafii et al., 1985). Similarly, the recent literature on attempted
suicide also suggests a high incidence of psychiatric disorder among
young people who make suicide attempts (Andrews and Lewinsohn,
1992; Beautrais et al., in press; Brent et al., 1988; Fergusson and Lynskey,
1995).

The most common psychiatric disorders in young people with
suicidal behaviour are affective (mood) disorders (including depressive
illness and bipolar (manic depressive) disorders), substance use
disorders (including alcohol, cannabis and other drug abuse or
dependency) and antisocial behaviours (including adjustment disorders,
conduct disorder and antisocial personality disorder). Although they
occur less frequently, psychotic disorders (including schizophrenia),
eating disorders (including anorexia and bulimia) and anxiety disorders
have also been associated with suicidal behaviour.

Comorbidity

Recentresearch findingsindicate that comorbidity (the co-occurrence of
more than one mental disorder at any one time) is common among
individuals with suicidal behaviour. Comorbid diagnoses of depression,
substance use disorders and/or antisocial personality disorder may be
particularly importantin determining vulnerability to suicidal behaviour
(Brent et al., 1988; Martunnen et al., 1991).

Previous suicide attempts

One of the most specific risk factors for subsequent suicidal behaviour
is a history of previous suicide attempt (Shaffer, 1988a). Among 129
young people in the Canterbury Suicide Project who had made a
medically serious suicide attempt, 53.5% had made previous suicide
attempts, compared to only 5.9% of nonsuicidal control subjects
(Beautrais et al., in press).

Personality Disorders, Personality Traits and Cognitive Style

For adolescents as for adults, the personality disorders most closely
associated with suicide are borderline personality disorder and antisocial
personality disorder. In addition, particular personality traits including
impulsiveness, angry or aggressive behaviour, social withdrawal,
hypersensitivity and perfectionistic tendencies have been associated
with suicidal behaviour in young people (Frances et al., 1986; Shaffer,
1974).
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Some researchers believe that cognitive style (the way in which an
individual perceives, mentally organises and understands life
experiences) is related to suicidal behaviour. Cognitive variables
associated with suicidal behaviour include tendencies to think in a
relatively inflexible or rigid fashion; to have poor problem solving
ability; to be present-, rather than future-oriented; and to have a
negative or hopeless outlook (Beck etal., 1974; Frances, 1986; Neuringer,
1974; Patsiokas et al.,, 1979). However, the present evidence linking
cognitive dysfunction with suicidal behaviour is weak (Diekstra et al.,
1995).

Psychosocial and Environmental Risk Factors

Family characteristics and childhood experiences

Family characteristics and childhood experiences appear to be important
risk factors for suicidal behaviour in young people. Results from two
recent New Zealand studies are consistent with a large number of
overseas studies in showing that children from disadvan-taged or
dysfunctional family backgrounds, characterised by poor parental care,
poor parental relationship, parental psychopathology, exposure to
physical or sexual abuse, economic disadvantage and high residential
mobility were at higher risk of suicidal behaviour than nonsuicidal
control subjects (Beautrais et al., in press; Fergusson and Lynskey, 1995).

School problems

Although school problems, including deteriorating academic perform-
ance, disciplinary problems and truancy, have consistently been
identified in the histories of children and adolescents with suicidal
behaviour, these problems are not specifically associated with suicidal
individuals and can occur in other adolescents who are emotionally
troubled without being suicidal (Farberow, 1991). Therefore school
problems, in and of themselves, are unlikely to be useful indicators of
suicide risk unless identified in conjunction with suicide-specific risk
factors.

Social support

Several studies have reported that a perceived lack of social support,
particularly parental support, is a risk factor for suicidal behaviour
among adolescents. (D’Attilio et al., 1992, Kienhorst et al., 1992).
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Life events

Many incidents of suicidal behaviour are preceded by recent, stressful
life events, and such life events are more likely to occur among those
who attempt suicide than amongst non-suicidal control subjects
(Shaffer, 1988a; Brent et al., 1988). Commonly identified life stresses
which precede suicidal behaviour in adolescents include relationship,
financial, legal or disciplinary problems (Rich et al., 1988; Shaffer, 1974).
However, these life events occur to many young people, and they may
act as precipitating factors for suicidal behaviour only when they occur
in individuals who are vulnerable to such suicidal behaviour.

Imitative behaviour

There is increasing evidence that vulnerable individuals may imitate
suicidal behaviour, and that this may occur following the suicide of
someone known to the subject, or after fictional or documentary reports
of suicidal behaviour. It appears that adolescents may be more
vulnerable than adults to imitative suicidal behaviour (Gould, 1990;
Hazell, 1993).

Genetic and Biologic Risk Factors

Genetic factors have been associated with suicidal behaviourbutitis not
clear whether what is being transmitted is a genetic predisposition to
suicide per se or a genetic vulnerability to psychiatric disorders with
which suicide is associated. There is clear evidence that psychiatric
disorders, including schizophrenia, alcohol dependence and bipolar I
disorder, which have a high risk of suicidal behaviour, are genetically
transmitted (Kety, 1986; Roy, 1983). Adoption studies, which show an
elevated risk of suicide in the biologic relatives of adoptees who die by
suicide compared to nonsuicide control adoptees, provide some
evidence of genetic transmission of a genetic factor for suicide (Roy
et al., 1991).

A family history of suicide has been observed in a series of studies,
and may arise either from a common biological vulnerability to suicide
or psychiatric disorders with which suicide is associated, or through a
shared family environment which is linked to adversity and
disadvantage, which are themselves risk factors for suicide.

It has been argued (Asberg, 1986) that declining or low stable levels
of the serotonin metabolite 5-HIAA occur more frequently in the
cerebrospinal fluid (CSF) of individuals who attempt suicide or who die
by suicide than in non-suicidal control subjects. Although little is known
of the processes by which serotonin and suicidal behaviour might be
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linked, there is some evidence to suggest that impulsiveness and
aggressive behaviour may be important intervening variables (Asberg,
1986; Mann et al., 1986).

Explanations of Trends in Suicidal Behaviour

Several possible explanations for recent changes in youth suicide rates
have been proposed. These include: increased prevalence rates of
depressive disorders, substance use disorders and antisocial behaviours
in young people; lengthening of the period of social dependency;
increased exposure to the media which provide models for suicidal
behaviour; increases in unemployment among young people; the rise
of a “youth culture”; increases in divorce rates; changes in family
structure; changes in economic activity; and increasing urbanisation.

While it seems possible that increases in rates of psychiatric
disorders associated with suicidal behaviour might contribute to
increased youth suicide rates, it is less likely, as Diekstra et al. (1995)
comment, that the social conditions suggested as explanatory variables
are able to account for such rises, since these social conditions are poorly
related to the risk factors which have been identified as being causally
related to suicide risk.

Prevention Strategies for Youth Suicide

Majorrisk factors for suicidal behaviour have been identified and should
be used to direct the development of suicide prevention and
intervention programmes. The diversity of risk factors which have been
shown to be associated with suicidal behaviour implies that simple and
single interventions will not impact significantly on suicide rates.

It appears that youth suicide may be accounted for by complicated
sets of risk factors which individually have a small impact on suicidal
behaviour but which collectively make a substantial contribution to
suicide risk. What is likely to be effective, therefore, is a series of
intervention and prevention strategies targeted at high risk populations
and operating in concert over a protracted period of time. The aim of
this approach is to change the psychiatric, individual, family and social
ecologies which appear to collectively contribute to suicide risk .

Many different approaches to youth suicide prevention have been
developed, and these fall into several main categories:
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Early intervention

There is considerable support for early intervention and family support
programmes which attempt to reduce the number of children exposed
to unsatisfactory or disadvantaged childhoods by improving parenting
practices, ameliorating childhood adversity and increasing life
opportunities (Garland and Zigler, 1993; Price et al., 1989). Such
programmes targeted at high risk families might act to decrease risk of
subsequent suicidal behaviour by reducing individual vulnerability to
abroad range of adverse outcomes, including suicidal behaviourand the
development of psychiatric morbidity with which suicidal behaviour is
associated. Although there is considerable empirical support for the
effectiveness of early intervention programmes, there is a need for
ongoing evaluation, particularly with respect to assessing their impact
on suicidal behaviour.

Mental Health Care and Education

Perhaps the best opportunity for intervention involves efforts to
improve the recognition and treatment of adolescent mental health
problems, notably affective disorders, substance use disorders and
antisocial behaviours, and to improve delivery of mental health care to
adolescents. A series of strategies have been proposed in the area of
mental health which aim:
1. Tobetterinform and educate the public about mental health issues
and make appropriate treatment for mental illnesses more readily
accepted by the public and by those with such illnesses;

2. To provide education programmes for teachers, counsellors, health
care workers and associated professionals which focus onincreasing
awareness of the extent of affective and substance abuse disorders,
and, in particular, offer guidelines for the better recognition,
treatment and management of depression in young people;

3. To improve the organisation and structure of mental health care
delivery systems, including both inpatient facilities and outpatient
community based services. This approach implies the provision of
adequate specialised mental health services for young people;

4. To provide appropriate therapy, follow-up and treatment of those
individuals who have made suicide attempts, who are known to be
at high risk of further suicidal behaviour.
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School-based prevention programmes

Community-based suicide prevention programmes have been
developed in many places. Typically, such programmes have been
provided within schools, for teachers, students, and sometimes for
parents, and include information about: the extent of the problem of
youth suicide; recognition of students at risk for suicidal behaviour; and
referral and access to mental health resources within the community. In
addition, some (few) programmes include courses to teach students
coping skills, effective communication skills and management of stress
in crisis situations.

Despite the recent proliferation of curriculum-based programmes,
several reviews have raised a number of concerns:

1. School-based programmes may not reach a significant number of
adolescents at risk for suicidal behaviour because these students are
most likely to be those who terminate schooling early, truant, run
away from home or are living in youth or detention centres.

2. In order to increase awareness and concern about the problem, the
incidence and impact of youth suicide are sometimes exaggerated,
increasing the risk that suicide may be perceived as more common
thanitis, and that suicidal behaviour may become “normalised” and
more readily perceived as an acceptable option for teenagers facing
stressful situations.

3. Too often, rather than suicide being presented as frequently
occurring in people who have psychiatric illnesses, it is presented as
an understandable response to adolescent stresses. Attempts to
destigmatise suicide by suggesting that everyone is equally
vulnerable to suicide when under stress misrepresent the important
role of mental disorders. As Shaffer (1988a, p. 681) has commented,
adolescents are less likely to imitate suicidal behaviour if suicide is
presented as “a deviant act by someone with a mental disturbance”.
(Garland et al., 1989; Garland and Zigler, 1993; Shaffer et al., 1988a)

While there are concerns that school-based suicide prevention
programmes directed at students might have unintended consequences,
there is strong support for suicide prevention programmes, specifically
for teachers and counsellors, which educate them about recognising
students at risk for suicide and provide information about local mental
health facilities to which they might refer such students. Shaffer et al.
(1988b), for example, describe a two hour programme to educate
teachers about indicators of suicide risk and community mental health
resources which showed significant increases in participants’
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knowledge, and Reisman and Scharfman (1991) evaluated a series of six
weekly education and training sessions for school personnel which
resulted in significant changes in knowledge, attitudes and referral
practices.

Crisis intervention “hotline” services

Crisis hotlines were established to give suicidal individuals the
opportunity to talk to someone when they were in a crisis, in the hope
that the suicide might be prevented (Schneidman and Farberow, 1965).
Such hotlines are now available in most cities and refer callers to
appropriate mental health services. To be effective these hotlines require
trained operators, adequate backup services to whom callers can be
referred urgently, and they depend upon callers complying with
recommended follow-up advice (Shaffer et al., 1988a).

While there have been few evaluations of hotline services, there are
suggestions that such services attract a population of mostly young
females who tend not to access other mental health agencies (King,
1977), and that the provision of hotline services is associated with a
reduction in suicide rates for young females (Miller, 1984). These
findings imply that such services are unlikely to impact upon suicide
rates for young males.

Restriction of access to methods of suicide

A frequent suggestion for suicide prevention is that access be restricted
to potentially lethal methods of suicide, for example, by stricter gun
control legislation or the introduction of clinically safer anxiolytic or
hypnotic drugs. It seems unlikely that significant reductions in suicide
rates will be achieved by the restriction of any one method of suicide
while other methods remain available (Marzuk et al., 1992). Further, the
extent to which preference for a particular method over-rides
availability remains unclear. In general, restricting access to a method of
suicide does not address the underlying issues of mental disorder or
suicidal ideation.

Postvention

Postvention refers to theimplementation, following a suicide, of various
procedures for families, schools, workplaces and communities to limit
the impact and effects of the suicide death. A variety of postvention
efforts have been developed (Centres for Disease Control, 1992), but few
have been adequately evaluated.
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Publicity

While there are clearly complex associations between publicity about
suicide and imitative behaviours, the evidence thus far would appear to
offer compelling support for the hypothesis that publicity about suicide
may have unanticipated effectsamong vulnerable individuals who may
model their behaviour upon accounts of suicide presented in the print
or television media (Gould, 1990; Hazell, 1993). The need to minimise
risks of such behaviour among vulnerable members of the community
suggests a cautious approach to publicity should be adopted.

Concluding comment

In conclusion, it is disappointing to report that reviews of suicide
prevention strategies produce no strong evidence for the efficacy of any
current interventions. Too often, it seems, the various approaches being
used have not been based on empirically-derived data, have failed to
target high risk groups, have received inadequate evaluation and have
little demonstrated efficacy. With the exception of family support
programmes, and some curriculum-based programmes which include
competency building components, few programmes attempt to offer
additional support, alter life courses or offer long-term life changes
which have been identified as the elements of effective programmes
(Price et al., 1989).

Implications for Educational Policies and Practices

Although twice as many suicides in young people occur in the 20-24
year old age group compared to the 15-19 year old student group,
schools have become a focus for suicide prevention efforts. There are a
number of reasons for this. Firstly, schools are the only common setting
for young people. Secondly, there are strong recommendations from a
number of sources that new suicide prevention efforts should be part of
existing services and, finally, it seems fiscally prudent to utilise the
resources that schools provide.

These resources include the fact that teachers and counsellors feel
that they have a responsibility to assist in the early identification and
referral of students at risk of suicide and are willing to do so (Grob et al.,
1983). Teachers and counsellors possess a great deal of practical
experience with adolescents; they observe students regularly and are
able to monitor changes in attendance, academic performance,
behaviour or interactions with fellow students which may be indicators
of distress.
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However, some teachers and counsellors feel inadequately trained
to carry out these tasks and to cope with students who have made
suicide attempts (Mulderetal., 1989). Such concerns provide support for
anintersectoral approach to suicide prevention in young people, as part
of which community mental health teams would liaise with schools and
regularly provide teachers with information, skills and support in
dealing with suicidal students. A range of such programmes have been
developed, predominantly in North America (Centres for Disease
Control, 1992; Mulder et al., 1989) in which mental health personnel
educate school staff about adolescent suicide; give information about
risk factors and warning signs for suicide and about community sources
for referral of students identified as being at risk for suicidal behaviour;
teach skills for responding to and counselling such individuals; attempt
to make staff aware of their own attitudes towards suicide and death
and how these attitudes may influence responses to suicidal students;
and assist staff to prepare a postvention plan to be available in the event
of a student suicide. Such programmes have generally received positive
responses from teachers (Centres for Disease Control, 1992) although
more work remains to be done in programme development and
evaluation.

There are further opportunities for schools to become involved in
suicide prevention via the promotion of general mental health
programmes, which aim to foster good mental health among students,
together with the development of psychological and behavioural skills
to make them more resistant to the development of psychopathology.
Such programmes include the teaching of mental health education,
self-awareness, coping skills, social skills and problem-solving skills and
are broadly aimed at reducing vulnerability to a range of mental health
problems, including depression, substance use and suicidal behaviour.
While the effects of such programmes in achieving these outcomes are
exceedingly difficult to assess, there appears to be at present wide-
spread advocacy for replacing programmes with a specific focus (e.g.,
substance abuse, teenage pregnancy or suicide) with broader-based
programmes aimed at improving mental health generally. The US
Secretary of Health and Human Services Task Force on Youth Suicide
recommended that “suicide prevention activities should be integrated
into broader health promotion programmes and health care delivery
services directed at preventing other self-destructive behaviours, such
as alcohol and substance abuse, teen pregnancy and interpersonal
violence” (Alcohol, Drug Abuse and Mental Health Administration,
1989, p. 3).
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Finally, schools have a role in postvention strategies which address
the aftermath of suicidal behaviour. Based on his experience in New
Zealand schools, Rivers (1995) has a series of recommendations for the
preparation of appropriate management procedures for schools to
follow in the event of a student suicide.

Conclusion

Suicide rates among young people, particularly young males, have
increased markedly during the last few decades. While there are no clear
reasons for this trend, major risk factors for suicidal behaviour have been
identified and should be used to direct suicide prevention initiatives.
The best opportunities to reduce suicide rates may lie in reducing the
incidence of mental disorders among young people, and there are clear
opportunities for schools to participate in such projects. While some
reservations have been expressed about school suicide prevention
programmes directed towards students, there appears to be strong
support for prevention projects which aim to inform and support
teachers and counsellors to better respond to students at risk of suicidal
behaviour. There are clear calls for intersectoral approaches to address
the issue of youth suicide with co-operative ventures between schools,
communities and health services.
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