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HE MEMORY IS STILL VIVID, EVEN 
after seven years. After finishing lunch, 
my husband and I sat in my office, 
happily discussing our plans to move 
hack to Michigan. Atlhat time, I was 
the chief of p~)'chology services at a 
mid-size military hospital in the mid
western United States, having joined 
the Army four years before wilh the 

offer of a pre-doctoral clinical internship in psychology. 
Now lhat my commitment was almost complete, we were 
both excited about the upcoming changes in our lives. 

A few minutes later, my telephone rang. It was my aunt. 
As soon as I heard her voice, I knew something was wrong. 
She said simply, "Dor.t., I've got some bad news." 

I said immediately, "It's Dad again-right, Judy?" He 
had struggled for years ·with a dual diagnosis of alcoholism 
and schizophrenia, and I braced for the worst-that he had 
had to be hospitalized again. 

She said, "Yes, but the news this lime is bad, Dora
really bad.·· She paused and cleared her voice before adding, 
"He's dead ... He shot himself this morning." 

I froze, then said in shock, "You're kidding, Judy, right?'' 
But of course, she wa'in't kidding. My father was gone. 

The next few days were a blur. I remember crying, calling my sister to tell her lhe bad news, dming home 
to be wilh my mother, and lying awake at night. It was hard to put one foot in front of lhe other for the next sev
eral weeks. As I write this article, I remember it as if it were yesterday. 

As a therapist and the chief of psychology services, I had worked with countless depressed and suicidal pa
tients over the years. I had never lost a patient to suicide; and for the most part, my patients got better fairly 
quickly. I felt distressed that I hadn't been able to help my own father. But unfonunately, not only did he have two 
devastating conditions that continually fought against each other for control, but he also tended to shut out fam-
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ily members, including myself. Still, I couldn't 
help but wonder-HI had tried to interject my
self into his life more finnly, more urgently, 
would things have worked out differently? 

This article is about adolescent suidde, but 
I wanted to share the reality of my own experi
ence. I hope that as you read this article, you 
will discard some of your own biases about sui
cide ("I know him ... he would n<.>ver do some
thing like that" or "I work in a middle school, 
so I don't have to worry about suicide with stu
dents this young"), so that you can reach out 
more effectively to hurting students who may be 
contemplating suicide. 

Risk Factors 
The following factors increase the risk of 

suicide: 
• previous suicidal behavior (attempts/ges

tures) and/or a current, concrete suicidal plan, 
• a family history of suicidal acting-out be-

havior, 
• current family-related problems and/or 

violence (e.g., physicaVsexual abuse), 
• a mental and/or substance-abuse prob

lem or disorder such as depression and/or al
coholism, 

• feelings of hopelessness, 
• impulsive and/or aggressive behavioral 

patterns, 
• a physical illness/condition, 
• personal losses (relationaVsocial, work-
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related, or financial), 
• perceived or real barriers to mental-

health treatment, 
• access to guns and/or lethal drugs, 
• feelings of isolation/alienation, 
• an incredSed number of local suiddes, 
• cultural/religious beliefs that support sui

cidal behavior, 
• suicidal behavior by significant others 

(e.g., friends, dating partners, etc.) and/or other 
notable figures (e.g., entertainers, rock musi
cians, etc.), and 

• abnormal brain chemistry, such as di
minished serotonin levels.• 

Wamlng Signs 
According to one estimate, approximately 

70 percent of individuals who commit suidde 
are depressed.: Other researchers estimate that 
approximately 90 percent of those who com
mit suicide are experiencing depression or a 

substance abuse, and/or some other mental dis
order. 1 The good news is that 80 percent of per
sons suffering from depression can be treated 
effectively-but unfortunately, only about 30 
percent will actually seek help.• 

When people are severely depressed, sev
eral symptoms appear over a two-week period 
These symptoms can be summarized with an 
acronym that I have developed for teaching pur
poses: MIA=SiC MESS (the lower case "i" has 
been inserted). Thus, depressed individuals are 

currently "missing in action" because they are 
a "sick mess." Depressive symptoms include 
the following: (1) Mood changes (depressed 
and/or agitated), (2) decreased Interest in things 
the person normally enjoyed, (3) Appetite vari
ations (increase or decrelse), (4) Sleep changes 
(insomnia-sleeplessness, or hypersomnia
sleeping too much), (5) problems with Con
centration and/or memory, ( 6) increased or 
decreased Motor activity; (7) lack of Energy, 
(8) negative feelings of Self-worth, and (9) Sui
cidal ideas or fixations on death-related themes.s 
Keeping this list in mind (MIA=SiC MESS) will 
improve your odds of recognizing the symp
toms of depression in your students. 

You should also be concerned if, along with 
displaying these symptoms, the person starts 
giving away valued possessions. He or she may 
be trying to "take care of business" before com
mitting suicide. In addition, be wary of a sud
den burst of optimism that does not accompany 

The good news is that 
80 percent of persons 
suffering from de
pression can be 
treated effectivelv
but untonunateiJI, 
oniJr about 30 percent 
will acluaiiJI seek 
help. 

concrete, positive changes in the individual's 
life. It may be that he or she has decided to com
mit suicide and is no longer experiencing feel
ings of conflict. 6 

Suicide Prevention 
The U.S. Surgeon General, in a recent call 

to action, noted that awareness, intervention, 
and methodology are important for any suidde
prevention program.' According to this report, 
awareness means increasing the public's un
derstanding of suicide and its corresponding 
risk factors, intervention requires coordinat
ing and expanding current services and pro
grams, and methodology involves continued 
research on suicide and its prevention.8 

Increased awareness. School personnel 
(teachers, administrators, office workers, 
nurses, custodians, work supervisors, etc.) 
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should be trained to recognize the \isible signs 
pointing to increased suicidal risk. 

Know your students. If you don 't know 
your students well, obviously yon will not be 
able to recognize "at-risk" behavior.t.l changes 
when they occur. It is much easier to lose track 
or young people in large school systems and/or 
large classroom settings (e.g., cl:t.!>srooms of 
25 students or more). Unfortunately, many 
schools are hurdened with large classes. Last 
semester, in my university classes, 1 had ap
proximately 150 students. About halfway through 
the semester, I had managed to memorize the 
names of almost all of them, but unfortunately, 
I became acquainted with only about 30 to 40 
individuals on more than a fi rst-name basis. 
:\'eedless to say, if a teacher doesn't know a stu

dent by name, he or she prohably \~ill not rec
ognize that srudent's pain or be able to reach 
out and help. 

Peer inuofvement. A few mature srudents 
can serve as your eyes and ears in assessing 
problems with their peers. especially in larger 
school settings. There are countless stories of 
students who sensed something w:ts wrong be
fore a friend committed suicide, hut dido 't re
ally know what, if anything, they should do with 
the information. 

i\ccessibilify to serllices. A 

I ' school may have the most in-
~ tegrated and comprehensive r . programs available, but if the 

·• people running the programs 
· are not approachable and re· 

spected, srudents will continue to fal l between 
the cracks. Thus. school counselors, teachers, 
and administrators need to participate in in
formal school-related acti~ities where they can 
get to know slUdents personally. Such oppor
tunities \viii help to foster trust and respect. 

Risk action plan. In addition to ensuring 
accessibility to counselors and caring adults, 
every school system needs to have an action 
plan ro deal with depressed or suicidal sn1dcnts. 
For exan1ple, when a reacher feels concerned 
about one of his or her students, the school 
counselor should be brought in to assess the 
situation. If there is no school counselor on 
staff, then other staff memhcrs-including 
school nurses. teachers, and administrators
need to know how to assess students who arc 
"at-risk," as well as when to refer them for more 
in-depth mental health services. 

The risk of suicide increases when a stu
dent not only expresses suicidal ideas, but also 
has a specific and concrete suicide plan, the 
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means and ability to follow through \\ith it (e.g .. 
access to weapons or lethal pills, etc.), a highly 
lethal plan (e.g., use of a gun), and a history of 
previous and/or recent suicide attempts. 

Informed Consent 
Before exploring the areas described above, 

the school must obtain infonned consent. School 
counselors should develop a fom1 or hrochurc 
that outlines the over-.t.ll purpose of counseling, 
the goals and techni<Jues usually involved. the 
risks and benefit~. the limitations of confiden
tiality, and other important information. Such a 
form can be signed by students as well as par
ents when appropriate. (Be sure to check 
parental consent laws, which vary from place 
to place.)' In schools that do not have a coun
selor on staff. it is imponant to consult with ap
propriate state agencies and/or professional 

tll:J!Jen 
PfHlPie 
are se
verely de
press~d, 
several 
symptoms 
~ppear 

ouer a 
iwo-rJeek 
~eriod. 

school associations to determine appropriate 
procedures regarding confidentiality. 

The school counselor should do as thor
ough an assessment as possible. After confi· 
dentiality limitations are explained, he or she 
should gather information and usc questions 
that would signific:mtly dccre~L~c the student's 
tendency to lie. For example, when the coun
selor asks ahout alcohol abuse, he or she 
shouldn't say, "Nave you ever used alcohol?'' 
It's too easy for the student to say "No." Instead. 
the counselor can ask: "llow much alcohol, in 
let's say a given week, do you typically con
sume--a sLx-pack, a bottle of \\inc?'' If the client 
does consume alcohol, this allows the truth to 
surface more easily. If not, the person \~ill prob-
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ably say something like, "I don't drink and have 
never had an interest in doing so.'' 

For child ahuse. similar types of questions 
can be used. Instead of inquiring, "Have you 
ever been physically abused?" I generally a~k 
questions like, "What's the most painful physi
cal punishment you've ever received from your 
parents''' or "What's your worst memory grow
ing up?" 

Likewise, when seeking to diagnose de
pression and suicidal ideas. counselors need 
to ask street-wise questions. For example. the 
counselor could tell the student, "I believe you 
have considered suicide in the past. I'm just 
looking for the truth." lie or she can then a~k 
questions like, ·'When's the last time you thought 
of hurting yourself? What actions did you con
sider at that time?" rather than ''Nave you ever 
thought about hurting yourself?" Again, the lat-

ter question makes it much easier to say "No," 
and the truth may not come out. If the person 
hao; not contemplated suicide, he or she will re
veal this fairl)' quickly. If tl1e SlUdent has been 
ha~ing suicidal feelings, the school counselor 
needs to urge him or her to agree to a contract 
promising not to harm himself or herself. Fail
ing this, hospitalization (voluntary or involun
tary) is warranted. 

lf a student either reportS suicidal thoughts 
or de.nies sucl1 thoughts, but the assigned school 
staff member conducting the assessment feels 
uncomfortable about the responses. then the 
srudent should immediately be referred for fur
tiJCr evaluation hy a mental-health prO\ider. If 
the student will not sign a ''no-harm" contract, 



then again a hospitalization (voluntary or in
voluntary) is warranted. 

Parents will often need to be informed of 
their children's suicidal ideas, so that the fam
ily can take appropriate safety measures. For 
example, weapons may need to be removed 
from the home and lethal medications locked 
up. In addition, parents may need to become 
more actively involved in the counseling process. 
Indeed, it is important to keep in mind that ''par
ents or guardians have the legal right to com
munication between the minor and the coun
selor."10 

A.~ with all assessments of"at-risk" students, 
when in doubt, school personnel should arrange 
an immediate consultation with a mental-health 
professionaL Appropriate docwnentation should 
be kept regarding both school actions taken 
and consultations obtained.•• 

Coordination with communi!)' mental-
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healtb services. School counselors have nu
merous school-related duties besides crisis in
tervention, so if a student needs long-term fol
low-up, a community referral will probably be 
needed. The school must actively cooperate in 
this process. If school personnel recommend 
a self-help group, someone needs to ensure 
lhat, before a referral is made, the organization 
is checked out. It is a counselor's responsibil
ity to ensure that the organization is not dys
functional. Uk~ise, school counselors and staff 
members need to feel confident about the clin
ical competence/expertise of the counselors to 
whom they refer their students, because the first 
contact with a therapist can positively or nega
tively shape the person's perceptions about the 
entire idea of counseling. 

Although establishing a referral base may 
initially seem overwhelming for school per
sonnel. establishing contact wilh just one men-

tal-health professional in the local community 
can often lead to other networking opportuni
ties. Don't be afraid to ask a mental-health clin
ician to suggest other coUeagues with a solid 
reputation of working successfully with trou
bled youth. 

E 
ncouraging parental in
volvement. To inform and in
volve parents, create and dis
tribute brochures explaining 
school policy. Parents can 
also be encouraged to bring 

in policy concerns for discussion, after which 
necessary modifications to school policy can be 
made. Before making policy in sensitive areas, 
appoint a task force to advise school adminis
trators. The task force should include school 
personnel, community mental-health profes
sionals, Jaw-enforcement officials, parents, and 
students. 

Final Comments 
According to the U.S. National Institute for 

Mental Health, suicide prevention should not 
focus on discussions of suicide and its risk fac
tors. This may con\'ince impressionable young 
people that suicidal thoughts are a normal re
action to stress. Instead, school personnel should 
focus on mental health and other early risk fac
tors such as depression, substance abuse, and 
beha\'ioral problems. 11 In addition, programs 
that seek to improve family and peer relation
ships (i.e., reducing peer conflict and tension), 
and enhance academic performance will be 
helpful. 

It would be naive to think that we can elim
inate suicidal behaviors from our school sys
tem, since we can never completely eliminate 
the risk factors (family-related turmoil, peer 
conflict, personal loss, loneliness/alienation, 
etc.). However, we can certainly work to more 
accurately recognize "at-risk" behavior and to 
find ways to reach out to young people who may 
be suffering in silence.13 

Unfortunately, in a sinful world, losses will 
always occur. We need to remind students that 
God will sustain us through those times when it 
seems as if there is little or nothing to hold onto. 
Hewill neverwithdraw from us, and in time, our 
wounds will heal. One of my favorite verses is 
"Weeping may endure for a night, but joy cometh 
in the morning ... Lord, by thy favour thou hast 
made my mountain to stand strong ... to the 
end that my glory may sing praise to thee, and 
not be silent" (Psalm 30:5, 7, 12, IgV). 

Despite the time that has passed since my 
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father's death and the limited access I had to 
him during his life, I still miss him terribly. It is 
especially tragic to lose a young person-some
one with great promise whose whole life was 
still in front of him or her, due to a combina
tion of perceived insurmountable stressors, a 
failure of adults and peers to recognize a young 
person's personal struggles, and/or an absence 
of accessible services for those who are suffer
ing emotionally. Every school employee must 
take the time to get to know students enrolled 
in their institution, so that no one ever feels that 
alone. Q 

Dora D. Clarke-Pine is an Associate Profos
sor in the Education and Psychology Department 
at Southern Adventist University in Collegedale, 
Tennessee. She previously taught in the School of 
Education at La Sierra University in Riverside, 
California, and served as the Chief of Psychology 
services at a U.S. military hospital. 
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Suicide Statistics 

I 
n the United States, suicide is the eighth leading cause of death overall. 
Surprisingly, suicides cause many more deaths than homicides. The el
derly are most at risk for suicide because significant and painful losses 
seem to accumulate during the latter stages of life. But suicide is the 
third leading cause of death for ages 15 to 24, the fourth for ages 10 to 

14, and the sixth for ages 5 to 14. Although suicide rates have remained 
fairly stable over the years in the U.S., between 1950 and 1990, adolescent 
suicide rates almost tripled. 

Overall, women are three times more likely to attempt suicide than men, 
but men are four times more successful at completing the act. For adoles
cents, the gender ratio for successful suicides is five to one. Thus, males in 
general are much more at risk for successful suicides than are females (pri
marily because they tend to use more lethal means), but females are much 
more prone to such attempts. However, in countries where poison is often 
used in suicide attempts, and where poisons tend to be more lethal, females 
outnumber males in terms of successful suicides. 

In the United States, when race and gender are examined simultaneously, 
the risks for successful suicide (in descending order) are as follows: Cau
casian male, non-Caucasian male, Caucasian female, and non-Caucasian fe
male. 

Sources: American Association of Suicidology, U.S. Public Health Service, U.S. National In
stitute of Mental Health, and the American Academy of Child and Adolescent Psychiany. 
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