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FOREWORD
New Zealand’s high and increasing rate of youth suicide is a major concern.
As one aspect of a national strategy to address this concern, the Ministry of
Education in collaboration with The National Advisory Committee on Health and
Disability (National Health Committee) commissioned this report on the
prevention, recognition and management of youth suicide. This report reviews
international literature and best practice and provides information and advice to
assist schools to identify, better manage and, hopefully, prevent suicide and
suicide attempts.
This report and its recommendations have formed the basis for the development
of draft guidelines for schools - Guide for Schools. The guide will be distributed
to schools as a consultation draft. Considerable effort has been made to ensure
that both the report and the draft guide are based on the most reliable research
evidence and are in line with best practice and policies of New Zealand schools.
For this initiative to be effective, each school will need to consider how best to
implement the guide for their particular situation.
The Ministry of Education before finalising the Guide for Schools is calling for
submissions and comment. Responses to the consultation draft should be sent
to the Curriculum Implementation Division, Ministry of Education by 31
October 1997, after which the Guide for Schools will be revised and
confirmed for release in 1998.
During the course of the development of both this report and the guide a
number of education and health professionals have reviewed the documents and
provided invaluable information and critique. We would like to thank all those
professionals who have contributed to this work, especially Ministry staff, the
writers, and advisory groups, all of whom gave freely of their time, expertise and
experience.

Howard Fancy

Gae Griffths

Secretary for Education

National Health Committee
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1. INTRODUCTION
This report was commissioned by the Ministry of
Education and National Health Committee to
summarise the research literature and current “best
practice” to assist in the development of guidelines
for schools on the prevention, recognition and
management of young people at risk of suicide. It is
published and distributed to schools to assist staff in
the implementation of the guidelines: The prevention,
recognition and management of young people at risk of
suicide: A Guide for schools (referred to as the Guide
for Schools). The development of the Guide for
Schools has included contributions from, and peer
review by, a representative group of health and
education professionals working in both service
delivery and policy (see Appendix 1 for an outline of
the process used).

School-based suicide management and prevention
programmes have been shown to be the single most
effective way of recognising and providing assistance
for young people who are at risk of suicide. The
major thrust of these programmes should be to
recognise young people at risk of suicide and then to
secure appropriate support, treatment and
management for them. Implementation of the Guide
for Schools will assist in creating a positive, safe
environment for students and for the professional
safety of staff.
The focus of this report is on identifying young
people who are in a state of “emotional distress” and
at risk of harming themselves (by either attempting
suicide or similar actions). It suggests a range of
actions from monitoring the young person within the
school environment to immediate referral to a
specialist mental health service - the appropriate
action being determined by the severity of the
distress and risk of self harm.

A consultation draft of the Guide for Schools was
distributed to secondary and intermediate schools
and a selected group of other schools and learning
institutions in July 1997 for comment with
submissions due by 31 October 1997. Once
submissions have been considered, the text will be
finalised. It is planned to distribute a final version to
schools and relevant health services early in 1998
and each school should use the guide to develop
policies, plans and processes to assist in the
prevention, recognition and management of young
people at risk of suicide.

It is recommended that school-based
programmes aimed at increasing the
awareness of young people about issues of
youth suicide are NOT undertaken. There is
currently little evidence to suggest that such
programmes are effective in achieving their objective
and there are concerns that increasing awareness
about and knowledge of suicide, may lead to an
increase, rather than a reduction, of this behaviour.
Instead, if schools are not already doing so, they
should develop and implement a health education
programme which follows the current health
curriculum.

It is recommended that when implementing the
advice for the first time, or when in doubt, this
report should be consulted. Counsellors and staff will
also need to have regard to other health resources
such as the health curriculum, health resources (such
as ‘Healthy schools: Kura Wairoa’ and ‘Mental Health
Matters’) and relevant treatment guidelines (eg
Guidelines for the treatment and management of
depression by primary healthcare professionals, 1996).

Using this report and the Guide for Schools
The purpose of this report and the Guide for
Schools is to increase the awareness of boards of
trustees, principals, teachers and all other adults in
the school (psychologists, counsellors, nurses, social
workers and other allied staff) about young people
who experience emotional distress and who may be
at risk of suicidal behaviour (such as seriously
contemplating, planning or attempting suicide).

Any effective response to the current high levels of
suicide by youth will involve a wide range of
education and health professionals as well as the
young person’s community and family. While this
report focuses on what is best practice for a school,
it should not be taken to mean that schools are the
only agency or part of the community with
responsibility to address this problem. The factors
which contribute to a young person seriously
contemplating suicide are mostly located in the
young person’s life outside of the school.

Implementation of the Guide for Schools should:
increase the awareness of emotional distress and
risk of suicide among members of the school
community
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improve the ability of all staff to identify
distressed students and refer them to a
counsellor
develop mechanisms for the referral of at risk
young people to local health services and
establish and maintain liaison with these services
increase the skill of counsellors in making an
assessment of the risk of suicide and developing
and implementing appropriate management plans.

be good employers which includes having
provisions for staff facing personal, emotional
crisis (NAG)
comply with the statutory requirements of the
Health and Safety in Employment Act 1992, to
ensure a safe and healthy workplace for both staff
and students (Section 16).
In order to fulfil these obligations, this report
recommends that boards of trustees and principals
develop the following processes:
prevention - implement health programmes
which promote a safe and healthy environment
including teaching the current health curriculum.
Develop policies and procedures for the
management of any traumatic incident such as the
death of student or a member of staff, so that
that distress to others is minimised
recognition - acknowledge in written policy that
it is the responsibility of all staff to be able to
identify young people experiencing emotional
distress and especially those who may be at risk
of seriously contemplating, planning or attempting
suicide
intervention - ensure that any student who is
identified as being at risk is referred to the
designated staff member (ie counsellor), is
assessed and the appropriate level of assistance
and support is provided or a referral made to an
appropriate service
management - develop an individual
management plan for young people at risk of
suicide which details immediate interventions to
ensure their safety, consultation with other
professionals and family members, monitoring
and/or referral to appropriate services and follow
up
evaluation - the ongoing evaluation of the
policies, procedures and competence of staff to
identify and appropriately refer students who are
at risk of attempting suicide. This includes the
school having sufficient staff who are competent3
to assess and counsel students and resourced to
provide the services outlined in this Report and
in the Guide for Schools.

Responsibility of principals and boards of
trustees
To be effective, any implementation of the Guide for
Schools needs to involve the board of trustees who
have ultimate responsibility for the governance of
the school and principal who has the management
responsibility.
Boards of trustees and principals are together
required to provide the best possible learning
environment for young people. This includes
catering for those young people whose emotional
distress may lead to less than expected educational
achievement. This will vary from mild distress which
may occur for a short period of time in a significant
number of young people while at school, to distress
which may lead to the young person seriously
contemplating, planning or attempting suicide.
Principals are required under Section 77 of the
Education Act 1989 to take all reasonable steps (as
part of the school’s day to day administration) to
ensure that:
students receive good guidance and counselling
parents are told of matters that are preventing or
slowing the student’s progress or harming the
student’s relationship with teachers and other
students.
Boards of trustees, which are charged with the
complete discretion to control the management of
the school (Section 75), are required to:
ensure that the school is emotionally and
physically safe for students (NAG)1
have a goal of achieving successful learning
outcomes for students by identifying barriers to
achievement and ensuring appropriate supports
are put in place (NAG)
foster the personal, social and intellectual
development of students (NEG)2

This report provides information from the research
literature and what the authors consider to be best
practice, to assist in the development and
implementation of these five processes.

1

Ministry of Education National Administrations Guidelines.

2

Ministry of Education National Education Goals.

3

Staff deemed to be competent should be qualified, receiving clinical supervision and a member of a
professional association with a suitable code of ethics and disciplinary processes

6

2. WHAT THE RESEARCH CAN TELL US ABOUT
SUICIDE BY YOUNG PEOPLE
each year approximately 40 to 50 young people
aged 10-19 die as a result of suicide (New
Zealand Health Information Service, 1995a).

Suicide and suicide attempts among young people
affect schools and have become an increasing
concern for school principals, boards of trustees,
teachers, counsellors and other school personnel.
These issues have been highlighted in international
comparisons that have shown New Zealand to have
one of the highest rates of suicide in young males
aged 15-24 among the 14 industrialised (OECD)
countries (World Health Organisation, 1993).
Additionally, there has been a steady increase in
rates of youth suicide in New Zealand since the
early 1970s with the greatest increase being for
suicides in young males (Deavoll et al, 1993). Over
this period rates of suicide in males aged 15-24 have
quadrupled. In 1993, a total of 43 young people
aged 19 or under died in New Zealand as a result
of suicide, with the clear majority of these being
males (New Zealand Health Information Service,
1995a). Finally, suicide attempts which do not result
in death are a significant concern resulting in 600700 hospital admissions annually among young
people aged under 20 (New Zealand Health
Information Service, 1995b).

These figures suggest that all secondary schools are
likely to have students who will think about suicide
or who will make relatively minor suicide attempts.
However, in any year, relatively few schools will have
pupils who are admitted to hospital because of
medically serious suicide attempts, or who will die
by suicide.
For example, a secondary school of 1,000 pupils
could expect, on average:
up to a quarter of all young people to
experience suicidal thoughts on which they do
not act at some time in each year
up to 20 young people to attempt suicide with
most not resulting in any physical injury each
year
one serious suicide attempt resulting in an
admission to hospital each year
one death by suicide every 12.5 years.
A serious suicide attempt or death will affect the
emotional well-being and educational achievements
of a significant number of young people within the
school. Such events are also likely to increase the
risk of other young people within the school
considering suicide as an option to their “distress”.

Suicidal behaviours in young people
While public attention has focussed on death by
suicide in young people, there is a spectrum of
suicidal behaviour that ranges from those who
experience suicidal thoughts on which they do not
act to those who die by suicide. Research and
statistical evidence suggests that in New Zealand:
up to a quarter of young people may hold
suicidal thoughts with the majority not acting on
these thoughts (Horwood and Fergusson, in
press; for a review of these studies, see Beautrais,
1996)
by the age of 18 about one person in 20 will have
made a suicide attempt with the majority of
these attempts leading either to no injury or
very minor physical injury (Horwood and
Fergusson, 1997)
each year approximately 600-700 young people
aged 10-19 will be admitted to hospital because
of a suicide attempt (New Zealand Health
Information Service, 1995b)

It should be recognised that these figures are
population averages and do not necessarily apply to
a particular school. The fact that a number of
serious suicide attempts and suicides occur each
year means that some schools will have students
who make serious suicide attempts or die by
suicide. Furthermore, because suicide attempts may
cluster, the occurrence of one suicide attempt in a
school may be followed by others within the same
locality and/or social network (Gould et al, 1990;
Hazell, 1993).
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Methods of suicide and suicide attempt

Gender and suicidal behaviours

the most common causes of death by suicide are
hanging, carbon monoxide poisoning and gunshot
the most common method of suicide attempt
which does not result in death is drug overdose
there are gender differences in the use of
methods for suicide and suicide attempts with
males more frequently using hanging, gunshot and
carbon monoxide poisoning and females more
frequently using drug overdose.

suicide attempts which do not result in death are
more common among adolescent females than
males
more males than females die as a result of
suicide. Over 80% of those dying by suicide are
male.
There are complex relationships between gender
and suicidal behaviour. Overall, there is a higher
rate of attempted suicide among adolescent females
than among adolescent males (Andrus et al, 1991;
Barwick, 1992; Coggan et al, 1995; Diekstra et al,
1995). For example:
of the 680 young people aged 10-19 who were
admitted to hospital in New Zealand in 1993
because of a suicide attempt, the majority
(70.3%) were female (New Zealand Health
Information Services, 1995b)
the greater susceptibility of females to attempt
suicide appears to reflect the higher rate of
depressive and anxiety disorders in young
females (Fergusson and Lynskey, 1995a)
while more young women attempt suicide, more
young men die by suicide (Diekstra et al, 1995;
Centers for Disease Control, 1995; Tsuang et al,
1992). For example, in New Zealand in 1993, of
the 43 young people aged from 10-19 who died
by suicide, 40 (93%) were male (New Zealand
Health Information Services, 1995a)
the higher rate of suicide by males reflects the
fact that although males are less likely to attempt
suicide, when they do make suicide attempts,
males tend to use far more lethal methods than
females. This results in a higher rate of mortality
(death) among males than females (Beautrais,
1996; Diekstra and Gulbinat, 1993; Buda and
Tsuang, 1990).

Methods of suicide and suicide attempt vary by
gender, by community and by culture and appear to
depend, in part, on availability and preference for
particular methods (Boor, 1981; Clark and Lester,
1989; Farmer and Rohde, 1980; Marzuk et al, 1992).
In New Zealand the most common method of
suicide among young people is hanging:
half (51%) of all suicides among young people
aged 10-19 in 1993 were by hanging (New
Zealand Health Information Services, 1995a)
carbon monoxide poisoning from vehicle
exhausts accounted for 18.6% of all suicides in
this age group in 1993
gunshot accounted for 11.6% in 1993
drug overdoses accounted for 7% in 1993.
In contrast to suicide, the most common method
for non-fatal suicide attempts in New Zealand is
drug overdose with over three quarters of all
hospital admissions for serious suicide attempts
among young people involving drug overdose
(Beautrais, 1996; Coggan et al, 1995).
There are clear differences between males and
females in the chosen method for suicide. Both
New Zealand and overseas studies find that males
more frequently use methods such as hanging,
carbon monoxide poisoning and gunshot whereas
females more frequently use drug overdose
(Beautrais, 1996; Centers for Disease Control,
1995).
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Figure 1: Hospitalisation and deaths due to suicide for 1994/95

(Source: New Zealand Health Information Services. Hospitalisation refers to a young person being
admitted. It does not include treatment at Accident and Emergency.)

Figure 1 illustrates these points by showing the
number of suicides and hospitalisations for serious
attempts averaged over 1994 and 1995 separately
for males and females. This data shows that:
females make a greater number of attempts
peaking by 16 years of age and declining very
slightly with increasing age
in the early teens males make less than half the
number of attempts but this increases with age
to the mid twenties when there is little
difference
there are very few completed suicides for males
and females under 16 years of age but by 18
years of age males have a higher rate of suicide
(between two and three times higher than for
females).

research evidence tends to suggest that Maori are
more likely to attempt suicide than non-Maori with
young Maori males having the highest rate of suicide
attempt (Coggan et al, 1995; Horwood and
Fergusson, 1997). However, these differences in
rates of attempted suicide are not reflected in rates
of death by suicide (New Zealand Health
Information Service, 1995a; Skegg et al, 1995).
Historically, rates of death by suicide have been
lower among Maori than non-Maori although in
recent years these differences have reduced (Skegg
et al, 1995), and currently rates of suicide in Maori
and non-Maori are similar. For example, in 1993, in
New Zealand, the rate of death by suicide among
young Maori aged under 20 years was 9 per 100
000 compared to a rate of 8 per 100 000 for nonMaori. (New Zealand Health Information Service,
1995a). Of the total number of suicides among
young people aged under 20 in that year, six
involved Maori and 37 involved non-Maori.

Ethnicity and suicidal behaviours
Rates of suicide attempt are increasing among
young Maori and particularly Maori males:
currently, rates of death by suicide are
similar for Maori and non-Maori
in recent years the rate of death by suicide
in Maori has been increasing.

In general, the research evidence tends to suggest
rising rates of suicide and perhaps attempted
suicide in young Maori. However, the majority of
suicides and suicide attempts occur in non-Maori
owing to the greater number of non-Maori at risk
of suicidal behaviour.

There are also complex relationships between
ethnicity and suicidal behaviour. Statistical and
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The causes of suicidal behaviour in young
people

limited educational achievement, low family
income, and material and economic disadvantage
(Beautrais, 1996; Beautrais et al, 1996; Fergusson
and Lynskey, 1995b)
higher exposure to family adversity and
disadvantageous experiences during
childhood A second feature that characterises young
people at risk of suicide is high levels of
exposure to a range of family difficulties and
problems, including childhood sexual and physical
abuse, marital disharmony, parental mental health
problems and related problems; poor parental
care and the young person having been in some
form of institutional or foster care during
childhood and/or adolescence. Young people who
attempt suicide often, but not invariably, come
from family backgrounds characterised by
multiple problems, difficulties and stress
(Beautrais, 1996; Fergusson and Lynskey, 1995b;
Garland and Zigler, 1993). In many respects the
childhood and family histories of young people
who die by suicide or make suicide attempts
overlap strongly with the profile of children from
multiple problem families
the development of significant mental
health problems in adolescence A third feature that characterises young people
who make suicide attempts is that during
adolescence the majority of them develop
significant and recognisable mental health or
adjustment problems. The most common are
depression, substance use disorders (including,
alcohol, cannabis and other drug abuse or
dependency) and criminal offending or antisocial
behaviour. A range of studies, conducted both in
New Zealand and overseas, suggest that
approximately 90% of young people who attempt
suicide exhibit these disorders prior to a serious
attempt and/or suicide (Beautrais, 1996; Brent et
al, 1993a; Marttunen et al, 1991; Runeson, 1989;
Shaffer et al, 1996). It is important to note that
while nearly all of those who attempt suicide will
have significant adolescent mental health or
adjustment problems, it is by no means the case
that all young people with these problems will
attempt suicide.
While the majority of those who do attempt
suicide will have some form of psychiatric

Young people at risk of attempting suicide or
dying by suicide are characterised by:
more frequently coming from socially and
educationally disadvantaged backgrounds
greater exposure to adverse and
dysfunctional family and childhood
environments
the development of significant psychiatric
disorder in adolescence including
depression, substance abuse disorders and
antisocial behaviour. These disorders may be
accompanied by more general personality
difficulties including low self-esteem,
neuroticism, impulsivity and hopelessness
greater exposure to stress during
adolescence including, in particular, relationship problems and difficulties with the law.
These factors appear to act cumulatively and
suicidal behaviour appears to be uncommon in
young people without some combination of
family and social disadvantage, psychiatric
disorder and related problems.
The concerns about youth suicide have led to
increasing speculation about the factors that lead to
suicidal behaviour in young people. For example, it
has been variously argued that youth suicide is a
reflection of issues such as unemployment,
economic restructuring, and the lack of value placed
on the worth of young people. Additionally, it has
frequently been suggested or implied that all young
people are at risk of suicidal behaviour as a result of
the stress they face during adolescence. Most of
these comments have been speculative and much of
the speculation has not been well founded in
evidence. Research into the causes of suicidal
behaviour among young people has now identified a
relatively clear and consistent set of factors that
distinguish between young people who make suicide
attempts and those who do not. Among these
factors are:
higher exposure to social disadvantage Research conducted in New Zealand into youth
suicidal behaviour suggests that those most at
risk of attempting suicide tend to come from
socially disadvantaged backgrounds characterised
by features such as low socio-economic status,
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disorder prior to the attempt, it is also
important to note that relatively few young
people who attempt or die by suicide will have
more severe forms of psychiatric disorder such
as schizophrenia. This is because conditions such
as depression, substance use or conduct disorder
are relatively common among young people,
while the more severe conditions, such as
schizophrenia, are rare. Schizophrenia, for
example, is seldom evident before the late
teenage years (American Psychiatric Association,
1994). Nonetheless, among the small minority
with severe mental disorder, the risk of suicide
and suicide attempt is likely to be very high
(Caldwell and Gottesman, 1992; Roy, 1992).
Often mental health problems in those who
attempt suicide will be associated with more
general personality difficulties such as low selfesteem, high levels of neuroticism, impulsivity and
a pervasive sense of hopelessness (Beautrais,
1996; Brent et al, 1994; Marttunen et al, 1991;
Runeson, 1989).
In addition, there is evidence to suggest that
suicidal behaviour tends to run in families hinting
at a possible genetic basis (Brent et al, 1996).
However, while there is growing evidence to
suggest a genetic component to suicidal
behaviour, the mechanisms by which this
influences suicidal behaviour are by no means
clear. The tendency for suicide to run in families
reflects more general tendencies for behaviours
such as aggression, impulsivity and violence to
have some degree of heritability.
exposure to adversity and stress in
adolescence Frequently, adolescent suicide attempts are
precipitated by stress and adversity which occur
immediately prior to the attempt. Research
suggests the major sources of stress which may
provoke suicidal behaviour are, first, the
breakdown of interpersonal relationships,
including romantic or supportive attachments,
and secondly, significant problems with the law
and/or with police (Beautrais, 1996; Brent et al,
1993b; Hawton et al, 1982). Of these, the
breakdown of relationships is by far the most

common, immediate reason for the suicide
attempt. Studies of suicide attempts suggest that
in over 60% there was some identifiable life
experience or stress that precipitated the
suicidal behaviour (Beautrais, 1996; Heikkinen et
al, 1994).
The risk factors for suicide attempt and/or suicide
discussed above appear to combine cumulatively so
that the profile of the young person who is most at
risk of serious suicide attempt and suicide is:
he/she tends to come from a socially and
educationally disadvantaged background
he/she has been exposed to multiple family
and parental problems during childhood
he/she has developed significant levels of
mental disorder and/or personality difficulties
as an adolescent
he/she has been exposed to a major life
event or stress that often involves the
breakdown of a significant interpersonal
relationship (most usually the breakdown of
a romantic attachment) or problems with the
law or with police (Beautrais, 1996; Brent et
al, 1993b; Marttunen et al, 1992).
Conversely, suicide and suicide attempts appear to
be uncommon among young people who do not
experience an accumulation of social disadvantage,
family adversity, adolescent adjustment difficulties
and adolescent stress. This is not to say that suicide
attempts and suicide may not occur in young people
with seemingly unproblematic lives, but it is the case
that most of those young people who attempt
suicide or who die by suicide will have one or more
elements of social disadvantage, family problems,
adjustment problems and stress.
The clear implications of research into the causes
of suicidal behaviour among young people are that
major advances in preventing and managing suicidal
behaviour in young people are likely to centre
around programmes, policies and strategies that
attempt to reduce the number of young people
exposed to the mix of social, family and personal
circumstances that appear to be associated with
suicidal behaviour.
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Conclusions
There is little doubt that concerns about New Zealand’s high rate of youth suicide
are well founded and it is important to reduce the waste of life, loss of potential and
tragedy caused by youth suicide. It is also important that the issues relating to youth
suicide are kept in perspective so that overstated, exaggerated and mis-stated claims
about both the frequency and origin of suicidal behaviour in young people are
avoided.
The following major conclusions about youth suicide and its causes emerged from
this review:
the frequency of suicidal behaviour in young people While a sizeable proportion of young people may contemplate suicide, suicide
attempts occur in only about 5% of young people, with most of these attempts
being relatively minor, requiring neither hospital treatment nor resulting in
death. Approximately 600 to 700 young people aged 10-19 will be admitted to
hospital due to a suicide attempt each year and 40 to 45 young people aged
10-19 will die as a result of suicide. The majority of those admitted to hospital
will be female whereas the majority of those dying by suicide will be male.
While, historically, rates of suicide have been lower among Maori than nonMaori, rates of suicide and perhaps suicide attempt in young Maori appear to
have increased in recent years, and currently rates of suicide in Maori and
non-Maori are similar.
the causes of suicidal behaviours Research has consistently identified four classes of related factors that
distinguish young people who attempt suicide or die by suicide from other
young people. First, those attempting suicide tend to come from socially and
educationally disadvantaged backgrounds. Secondly, they often have disturbed
or unhappy family and childhood backgrounds. Thirdly, almost all will display
some recognisable mental health or adjustment difficulty prior to the attempt.
Finally, immediately prior to the suicide attempt, the young person will face
some severe stress or life crisis that will often, but not invariably, centre
around the breakdown of an emotional or supportive relationship.
The clear implications of the above evidence is that the major thrust for schoolbased suicide management and prevention programmes should centre around the
identification, support, treatment and management of a minority of young people
who, by adolescence, have accumulated a history of life difficulties, mental health
and adjustment problems.
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3. PREVENTION OF SUICIDE BY YOUNG PEOPLE
Concerns about youth suicide have led to increasing
demands for schools to assume a role and
responsibility in the prevention and management of
suicidal behaviour among school students. There
appears to be general acceptance that schools are
an appropriate environment for efforts to prevent
and manage suicide risk (see, for example, Dryfoos,
1993; Grob et al, 1983; Kalafat and Elias, 1995;
Ryerson, 1987). There are four ways in which
schools may contribute to the reduction and
improved management of suicidal behaviour in
young people:
develop school-based health programmes and
initiatives
develop systems to recognise young people
experiencing emotional distress
the improved recognition, intervention and
management of young people who are, for a
time, at risk of suicidal behaviour
secondary prevention - when there is a serious
attempt or a death by suicide of a member of the
school, there is a prepared management plan
which outlines the processes for staff to give
appropriate support to students.

This view is underwritten by two sets of
considerations:
there have been growing concerns that schoolbased suicide awareness programmes directed at
students may encourage the normalisation of
suicide as a legitimate response to adolescent
stress (Diekstra et al, 1995; Garland et al, 1989;
Garland and Shaffer, 1990)
research has consistently suggested that
approximately 90% of young people dying by
suicide or making suicide attempts will have had
a recognisable psychiatric disorder prior to the
suicide attempt (Beautrais, 1996; Brent et al,
1988; Marttunen et al, 1992; Runeson, 1989;
Shaffer et al, 1996).
The three psychiatric disorders most commonly
associated with suicidal behaviour are:
depression and mood disorders - present in
almost three quarters of those making suicide
attempts (Beautrais et al, 1996)
substance abuse and dependence disorders
including alcohol, cannabis and other drug use present in over one third of those making suicide
attempts (Beautrais, 1996)
conduct disorders and antisocial behaviours present in one third of young people making
suicide attempts (Beautrais, 1996).

It is recommended that school-based
programmes aimed at increasing the
awareness of young people about youth
suicide are NOT undertaken.

In many cases those attempting suicide will have
more than one of these disorders. The typical
profile of the at risk teenager is a young person
who has been reared in a family environment
subject to multiple stresses and difficulties, who has,
at a relatively early age, developed adjustment
problems which span and include depression,
substance use disorders and behavioural difficulties
and who, at around the time of the suicide attempt,
has been exposed to a significant stress, most
commonly involving the breakdown of a supportive
emotional relationship or problems with the law
(Beautrais, 1996; Marttunen et al, 1992).

The development of school-based health
programmes
The most important factor in the prevention of
suicide is to address the causes of emotional
distress in young people. Prevention efforts in
schools should occur within the context of
health education programmes (including the
current health curriculum and healthy schools
material) that promote a safe and healthy
environment, increase self-esteem and address
adolescent difficulties in general.
Concerns about the harmful potential of suicide
awareness programmes directed at school students
have led to demands for suicide prevention efforts
in schools to address adolescent difficulties in
general rather than youth suicide in particular.
Suicide prevention programmes should occur within
the context of positive mental health programmes.

In many young people, suicide or attempted suicide
represent the end point of an unsatisfactory and
unhappy life in which elements of family adversity,
adjustment difficulties and personal stress all
contribute to suicidal behaviour (Beautrais, 1996;
Marttunen et al, 1992). The key elements of any

13

successful school-based mental health programme
designed to reduce the incidence of suicidal
behaviour will include efforts to address and
manage the difficulties faced by young people from
dysfunctional childhood backgrounds who have
multiple problems of personal adjustment and life
stress. The elements of such programmes are likely
to involve efforts to improve the recognition of
psychiatric disorders in young people.

From the literature on suicide prevention in schools
(Ministry of Education, 1993) it is possible to identify
the features of school systems likely to provide
adequate mental health services and support for at
risk young people. These features would include:
the availability of counsellors to coordinate
support services for students (including mental
health programmes)
the training and certification of counsellors in
the management of adolescent mental health
problems
the development of clear lines of communication
within the school to ensure at risk young people
are referred to counsellors
the development of strategic linkages between
the school and local mental health services
the training and familiarisation of school staff
(other than counsellors) in mental health issues.

A prerequisite for addressing mental health issues in
young people is the clear recognition of the
psychiatric disorders commonly associated with
suicidal behaviour, including depression, substance
use disorders and behaviour problems. The key
features that define young people having these
disorders are outlined in Appendix 2 based on the
criteria that are used in the diagnostic and statistical
manual of the American Psychiatric Association
(1994) for diagnosing depression, substance abuse
and conduct disorders in young people.

The responsibility of boards of trustees to provide
such services is outlined earlier in this report and in
the Guide to Schools (the resource booklet
developed from this report). The exact
configuration of these services will vary from
school to school depending on the resources
available and what is appropriate for each particular
school. However, the provision of such services is
recommended since they are considered to be an
important element in any school’s response to the
problem of youth suicide, the prevention of mental
health problems, and the achievement of better
educational outcomes among its students.

While the majority of young people with psychiatric
disorders do not display suicidal behaviour, it is also
the case that the majority of those who die by
suicide or who attempt suicide will have one or
more of the disorders described above. For this
reason any student who shows signs of depression,
substance use disorder or conduct disorder should
be considered as being at risk of suicidal behaviour.
The risk is increased if:
the young person comes from a dysfunctional or
seriously disadvantaged home background
the young person has been exposed to critical
life stress, particularly involving relationship
breakdowns or problems with the law
the young person has a prior history of suicidal
behaviour.

School-based suicide prevention and
awareness programmes
School-based suicide prevention programmes may
span:
attempts to increase awareness of youth suicide
among school staff, parents of school students
and other adults associated with the school
attempts to increase awareness of issues of
youth suicide among students.

The first stage of any successful school-based
mental health policy that focuses on youth suicide is
to develop an awareness among school personnel
of the nature of psychiatric disorders in young
people and the features that characterise young
people who are particularly at risk of suicidal
behaviour when faced with stress. Developing this
awareness should occur within the context of
health education programmes which teach the
current health curriculum and the support services
provided by competent counsellors.

In general these programmes have not been well
evaluated. Conclusive evidence of programme
efficacy is lacking and there may be unintended
negative effects:
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school-based programmes directed at increasing
awareness of issues relating to youth suicide
among staff and others associated with the
school may be useful in creating school
environments that are sensitive to youth suicide
and provide support for at risk young people
school-based programmes directed at increasing
awareness of youth suicide among school
students are controversial and may carry the risk
of increasing suicidal behaviour among young
people through normalising suicidal behaviour as
a legitimate response to adolescent stress.

programmes may be implemented in a number of
ways including the use of books and other
publications, staff training seminars, community
meetings, training videotapes (which often include
interviews with at least one young person who has
made a suicide attempt), and the distribution of lists
of “warning signs” considered to be typical of young
people at risk of suicidal behaviour. Some
programmes may combine a number of these
elements into a package designed to inform
members of the school and the local community
about youth suicide and suicide prevention and
management.

Schools purchasing or using suicide prevention
programmes should demand evidence of the
efficacy of the programme and lack of harmful
effects. They should also seek an independent
assessment of the costs and benefits of the
programme.

These programmes have been used extensively in
both the United States and Canada, where they are
often referred to as “school gatekeeper training
programmes” (Centers for Disease Control, 1992).
Similar programmes have recently been developed
in Australia (see Hazell and King, 1996). Some of the
better known school-based programmes include
STAR (Services for Teens at Risk), and BRIDGES
(Building Skills to Reach Suicidal Youth ) (Centers
for Disease Control, 1992). Both these were
designed to help school personnel identify and refer
at risk young people. They include tools to teach
school staff to identify potential risk factors and
recognise behaviour patterns in young people who
may become suicidal, and follow referral
procedures. The general aim of such programmes is
to develop a school policy and climate that
acknowledges the problem of youth suicide and
introduces appropriate processes to identify and
respond to the needs of at risk young people.

School-based suicide prevention and awareness
programmes typically involve two strategies which
may be presented separately as independent
programmes or may be combined into an
integrated programme. These strategies are:
Improving the awareness of teachers and
other adults about issues of youth suicide
This involves increasing the awareness of teachers
and a range of other adults in the school including
administrators, psychologists, counsellors, nurses,
social workers, allied staff, and sometimes, parents
about the issues of youth suicide and the
management of suicidal behaviour in young people.
Typically, such programmes aim to:
increase awareness of youth suicide among
members of the school community
improve the ability of staff and parents to identify
high risk students and assess their potential for
suicidal behaviour
make staff and parents more aware of
community mental health services for referral of
at risk students
develop mechanisms for referral of at risk
students to appropriate sources of care, advice,
treatment and support, and to establish and
maintain liaisons with local mental health
services, to facilitate such referrals.

It is essential that staff are trained to recognise at
risk individuals and to take appropriate action. A
school training programme involves teaching all
school personnel specific strategies for recognising
and responding to adolescents at risk of suicide. It
also includes the provision of available counselling
and support services (Eggert et al, 1995). Research
shows that front-line adults who receive such
training:
demonstrate increased knowledge regarding
youth suicide
report increased confidence and competence in
helping high risk youth
express satisfaction with the experience
retain skills for a minimum of six months
following the training (O’Carroll, et al, 1992).

School-based suicide prevention and awareness
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Additional outcomes resulting from training include:
increased recognition of sources of
environmental stress that could be reduced or
eliminated
team building among crisis centres, offices of
education, mental health and social services
decreased numbers of students referred for
disciplinary problems (O’Carroll, et al, 1992).

presentations to all adults in the school
system - administration, board of trustees,
teaching staff, other staff (eg service staff)
and parents - describing warning signs, initial
response, referral processes and outside
agencies that can offer support
facilitation of strategic partnerships and
linkages between the school and community
caregivers to provide coordinated responses
to at risk situations. This may include the
coordination of community-based crisis
response teams with adults from the school.
Another strongly recommended school/
community strategy is the development of
procedures for ensuring the coordinated,
supportive return of students to schools
after hospitalisation for suicidal behaviour.
Such procedures should provide information
to school personnel before the adolescent
returns to school, to facilitate the
management and coordinated support of the
student (Kalafat and Elias, 1995).

While evaluations of training programmes for
school personnel document that they are well
received by teachers and school staff (Gostelow,
1990; Shaffer et al, 1988; Spirito et al, 1988; Tierney,
1988), no formal evaluation of the effect of school
gatekeeper training on youth suicide rates was
identified. A panel of experts have, however,
estimated that school gatekeeper programmes
could reduce youth suicide by 12% (Eddy et al,
1989).
The necessary competencies for assisting at risk
adolescents include not only knowledge (eg
information about identifying factors and helping
resources) but also specific skills for responding to
and referring at risk adolescents. In addition, an
effective response should also include appropriate
attitudes concerning active intervention, breaking
confidences (discussed under limits to
confidentiality) and acknowledgment of the need to
form strategic partnerships with outside agencies.
Strategic partnerships require a willingness on the
part of schools to develop liaisons with other
agencies and to make use of their skills. Prevention
efforts will be most effective if a comprehensive
approach to gatekeeper training is taken. They are
more likely to result in people at high risk of
suicidal behaviour being referred for specific
interventions. At present, depression and other
psychological problems often go undiagnosed
among adolescents who, consequently, may not
receive appropriate and timely treatment (Coggan
et al, 1995; Fergusson and Lynskey, 1995b).
In general, early intervention school programmes
include:
administrative policies and procedures for
responding to at risk students, students who
attempt or complete suicide and students
returning to school after attempts. This may
include the development and training of
school-based crisis response teams that can
respond to a variety of crises

Suicide awareness programmes for young
people
It is recommended that school-based
programmes aimed at increasing the
awareness of young people about youth
suicide are NOT undertaken. There is currently
little evidence to suggest that such programmes are
effective in achieving their objectives and there are
concerns that increasing awareness about, and
knowledge of, suicide may lead to an increase,
rather than a reduction, of suicidal behaviour.
Instead, schools should develop and implement a
health education programme which follows the
current health curriculum.
The above strategies for teachers and other adults
are often supplemented with suicide awareness
programmes directed specifically at school students.
As described by Shaffer (1989), these programmes
aim to increase awareness of youth suicide issues
among students, to encourage them to recognise
suicidal behaviours in their peers and then to advise
or consult with adults about those they consider to
be at risk of suicidal behaviour (see Centers for
Disease Control, 1992; Morrison, 1987; Ross, 1980;
Spirito et al, 1988). More generally, such
programmes aim to lower the threshold for
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discussion of suicide in the belief that this will
encourage at risk young people to disclose their
suicidal ideation (ideas and plans). In addition, a few
programmes include competency building
components which aim to develop coping strategies
or improve problem solving skills to enable
adolescents to better manage the difficulties and
stress that may precede suicidal behaviour. The
general assumption of such programmes is that it is
possible to reduce suicide risk among young people
by increasing their awareness of the issues that
surround youth suicide.

Of greater concern are suggestions that suicide
prevention programmes directed at students may
encourage, rather than prevent, suicidal behaviour in
young people (Garland et al, 1989; Garland and
Shaffer, 1990). This may happen because classroom
discussions may introduce the option of suicide as a
common response to adolescent stress. The
concept of suicide may thus become normalised in
the youth population, and suicide may be more
widely perceived as a socially acceptable response
for young people under stress.
These concerns have been expressed in reviews of
the role of school-based programmes in preventing
youth suicide (Diekstra et al, 1995; Garland and
Zigler, 1993; Muehrer, 1995; Shaffer et al, 1988; U.S.
Department of Health and Human Services, 1989).
For example, Muehrer (1995) has made the
following observation:
“Given the lack of evidence that school suicide
awareness programmes achieve their stated goal of
reducing suicides and suicide attempts, as well as
recent evaluations that have shown unintended
negative effects, the premature dissemination of
unproven programmes is unwarranted. Sustained,
comprehensive, theory-driven preventive interventions
are needed to target risk and protective factors
which have been verified through rigorous
epidemiological research. These interventions first
must be carefully pilot-tested and include long-term
outcome evaluations to determine whether suicidal
behaviours have, in fact, been reduced.”

School-based suicide awareness programmes for
students were initially developed in the 1980s. In
recent years they have proliferated, particularly in
the United States, where the provision of such
programmes is now mandatory in some States
(Tierney et al, 1991). This experience has led to
recent appraisals of the role of these programmes
in suicide prevention (Garland et al, 1989;
Overholser et al, 1989; Shaffer et al, 1987; Spirito et
al, 1988). Currently, the usefulness and efficacy of
such programmes is disputed. Some professionals
promoting school-based programmes, others
oppose them (Garland et al, 1989; Hazell and King,
1996; Kalafat and Elias, 1994; Shaffer et al, 1988). On
balance, there would appear to be growing
consensus among suicide prevention professionals
that these programmes may not be as effective as
was originally hoped. They may, in fact, carry the
risk of potentially harmful effects (Diekstra et al,
1995; Garland and Zigler, 1993; Muehrer, 1995;
Shaffer et al, 1988; U.S. Department of Health and
Human Services, 1989).

In addition, the extensive review of youth suicide
conducted by the United States Secretary’s Task
Force on Youth Suicide (1989) commented as
follows:
“No-one has been able to demonstrate that school
programmes directed to students or school personnel
are effective in reducing suicide. In fact, school suicide
prevention programmes have generated controversy
in some communities. Some parents fear that open
discussion will introduce the idea of suicide to
teenagers who were not suicidal. In the long run, we
must work towards the rigorous evaluation of inschool suicide prevention programmes on a large
enough scale to provide statistically significant results
of their effectiveness.”

Reservations about suicide prevention programmes
for students have arisen for several reasons. Firstly,
there has been no systematic attempt to evaluate
the contribution they make to suicide prevention or
reduction. There is, therefore, little evidence to
suggest that providing information about youth
suicide to students in the form of school-based
programmes reduces the risk of suicidal behaviour
in young people. In part, some of the difficulty in
determining whether these programmes reduce
suicidal behaviour arises because suicide occurs
relatively infrequently. It is therefore difficult to
determine whether observed changes in suicide
rates result from prevention programmes or from
chance variation.
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The concerns expressed above clearly suggest the
need for caution in the use of school-based
programmes aimed at increasing the awareness of
young people about youth suicide. There is
currently little evidence to suggest that these
programmes are, in fact, effective in achieving their
objectives and there are concerns that increasing
awareness about suicide among students may lead
to an increase, rather than a reduction, in suicidal
behaviour.

A good programme will be one where there is
strong evidence to show that schools using this
programme have a lower rate of suicidal
behaviour in young people or have better
developed methods for addressing suicidal
behaviours. The programme will also compare
favourably with alternative school-based suicide
prevention methods.
Secondary prevention in the case of a suicide

Two major conclusions can be drawn about the role
of school-based suicide awareness and prevention
programmes. First, programmes to assist school
staff and associated adults to better recognise and
manage suicidal behaviour among young people
appear justified. Extending the provision of suicide
awareness programmes to students, however,
appears to be a risky strategy. It would therefore
seem wisest to adopt a conservative approach to
instituting suicide awareness programmes for
students in schools. Unless strong evidence
becomes available to suggest that the benefits of
such programmes outweigh any risks, and that the
programme benefits and risks have been rigorously
evaluated by an organisation independent of those
developing the programme, they should be avoided.

All schools are likely at some stage to have a
student seriously attempt suicide. In this event
there is almost certain to be consequences for
other students. Almost all the close friends will
experience some grief reaction. Others will
experience guilt. For some, it may bring back
memories and reactions to other loss experiences.
For a small number, especially those who already
may be experiencing difficulties, it may raise the
awareness of suicide as an option for them. The
aim of these efforts is to counteract any contagion
effect and to prevent any subsequent cluster
suicide(s).
It is recommended that schools have a traumatic
incident response plan, developed in advance,
which provides appropriate processes for
students, and staff, to grieve and minimises any
harmful outcomes of the traumatic event. Such
a plan will contribute to the emotional safety of
students.

In general, in considering any school-based
suicide prevention programme, schools need to
address the following issues:
to what extent does evidence exist that the
programme reduces rates of suicide and/or
suicide attempt behaviour in students, and/
or results in better management of issues of
youth suicide in the school context?
Evidence of programme efficacy should be
presented in terms of reduction in suicidal
behaviour, rather than improvements in
participants’ knowledge or their evaluation
that the programme was “helpful” or
“worthwhile”
to what extent is the programme supported
by independent and rigorous reviews of
programme efficacy? How well does the
programme compare with alternative
programmes?

The final section of this report outlines the
processes for developing such a plan, based on a set
of recommendations from the United States
Government Centers for Disease Control (CDC)
which have become widely accepted. The key factor
is to have a plan prepared in advance which will
minimise disruption and provide for the early
detection any consequent difficulties. The best
response includes coordination, a low key response
to the actual suicide (avoiding any glorification and
crisis) and provides reassurance to students and
staff that appropriate assistance is available if
required.
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4. RECOGNITION OF YOUNG PEOPLE AT RISK OF SUICIDE
This section focuses on identifying students at risk
of suicide. It is based on the assumption that
educators can play a critical role in recognising the
warning signs of suicidal behaviour. By improving
the teachers’ ability to identify at risk students,
schools will be in a position to provide or refer
young people at risk of self harm to appropriate
support services or sources of help. Adolescent
suicidal behaviour requires immediate preventive
efforts. Schools have an important role, first, in the
recognition and secondly, the intervention and
management of young people at risk of suicide.

other students may learn of a fellow student’s
intentions to harm him/herself and out of
concern report this to a teacher, specifically or in
a more general and guarded manner
the staff member may become aware of changes
in the young person which are not characteristic
of them or which show an interest in issues of
death, suicide or similar
the young person may share his/her thoughts
about suicide with the staff member, directly or
obliquely.
It is important that all concerns are responded to.
Once a staff member becomes aware of a concern,
he/she must inform the counsellor or other
designated person, no matter how uncertain they
are of the seriousness of the risk. Counsellors may
well be familiar with the young person or can check

Identification of at risk students
Staff may hear of suicidal behaviour or become
aware of young people who are “emotionally
distressed” and could be at risk of suicide in a
number of ways:

Figure 2: An overview of the processes of recognition, intervention, assessment and
management of young people at risk of suicide

These events must
be responded to:
Student tells staff of
attempt or thoughts
and plans in self/other

referral to Guidance
Counsellor
Counsellor talks
to student to
Student or staff member
clarify concerns
learns of attempt
Staff member
believes that a student
is at risk
Concerns
confirmed

Student not
considered
at risk

low

Identified risk
moderate

Principal
informs family
or caregiver

high

Refer Management Plan - See Table 2
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Monitor and assist

Counsellor
completes risk
assessment

Feedback to
original
source of
referral

Counsellor
documents
process

Counsellor informs
principal - informs
other staff only as
necessary

with another teacher (such as a form teacher or
dean) to verify the context of the concern.

require that an individual first undertake an
extensive training programme prior to being able to
use the screening tool. Within New Zealand, Taylor
(1992) reports that over 800 people received
training in the Evaluation of Imminent Danger for
Suicide in 1991. Eggert (1995) also describes the
MAPS (Measure of Adolescent Potential for Suicide),
a computer-assisted, structured interview
specifically designed to assess direct suicide risk
factors, related risk factors, and protective factors
among high risk youth, as a promising tool for
assessing the level of suicide potential. However,
Kachur and colleagues (1995:177) state in a recent
article that “although numerous instruments have
been developed, a sensitive and reliable screening
protocol has not yet been established”.

Once a young person has been referred, the
counsellor will assess the risk of self harm as soon
as is practicable. The counsellor will talk to the
student to clarify concerns and assess the risk of
the young person attempting suicide. If concerns
are confirmed, the counsellor will complete the
suicide risk checklist and inform the principal. It is
recommended that the original source of the
referral is also informed of the outcome of the
assessment, given feedback on their initial
observations and encouraged to support the young
person.
The use of screening instruments in
identifying young people at risk of suicide

Even when reliable screening instruments become
available, issues of the timing of screening and the
costs of follow up and referral of “false positives”
will still need to be resolved. For example, an
important issue in screening is when to screen.
Students at low risk of suicide today may be at high
risk a month later. Another issue to consider is the
potentially adverse consequences of referring “false
positives” (students who are not truly at high risk
of suicide, but who score in the dangerous zone of
the screening instrument) (Yufit, 1989).

This report recommends that screening
instruments for the identification of young
people at risk of suicide are NOT used within
schools. Rather, it recommends that all teachers,
and to a lesser extent other school staff, receive
initial training and then ongoing awareness
training of common signs which should give rise
to concern about a young person and
consideration of a referral to a counsellor.
Screening programmes have been designed to
identify youth at high risk of suicide (O’Carroll, et
al, 1992; Kalafat and Underwood, 1989). As
designed, the programmes typically administer an
initial screening test to a large number of students,
with follow up screening of students who are
identified as potentially at risk. Screening represents
a potentially efficient way to focus prevention
resources on those in greatest need. Most
structured screening protocols are still in the
developmental stage, and further research is needed
before structured screening programmes will be
ready for wide implementation.

As Cantor (1992) and Goldney (1992) assert, the
use of structured scales has always been a
supplement to clinical judgement. The best solution
currently available is to use warning signs in
combination with educated subjective judgement
(O’Carroll, et al, 1992; Rivers, 1995, Suicide
Prevention Australia: Train the Trainers Manual, 1995;
Silbert and Barry 1993; Ministry of Education, 1993).
The Crisis Intervention Programme in schools in
Dade County, Florida, uses a very different type of
screening. Easily available school performance data
is used to identify students who may need special
attention. The programme develops a computerised
“Student Intervention Profile” every nine weeks
that consists of seven elements based on grades,
attendance, tardiness, and classroom behaviour.
When a student profile changes in three or more
areas, a message is generated that the student may
need help, and a counsellor has a private meeting
with the individual (O’Carroll, et al, 1992).

The potential of screening programmes has been
widely discussed in the literature (Eggert, et al,
1995; Kachur et al, 1995; Cantor, 1994; Yufit, 1989;
Shaffer, et al., 1988; Eddy, Wolpert and Rosenberg,
1989). Eggert (1995) states that two examples of
reliable and valid screening instruments are the
Evaluation of Imminent Danger for Suicide (Bradley
and Rotheram-Borus, 1990) and the Emergency
First Aid (Ramsay, et al., 1994). Unfortunately, both
instruments are subject to copyright and also

Other researchers have recommended school-wide
screening, based on known risk factors, to identify

20

suicidal adolescents. However, they have been
described as “sensitive, but not specific” (Shaffer
and Bacon, 1988). While currently identified risk
factors are not yet appropriate for general
screening, they can provide early indications of
troubled adolescents whom counsellors and other
school officials can monitor. Informed school
personnel can combine such information with other
data to identify possible suicidal adolescents for
further assessment by trained mental health
professionals. These other data include warning
signs that an adolescent is troubled, such as
significant changes in relation to the four
dimensions of happiness, progress, behaviour and
friendships (Rivers, 1995). Similarly Silbert and
Berry (1993) propose assessing students across the
four indicator areas of school behaviour, personal
behaviour, parent/family indicators and
interpersonal/peer indicators.

an effort to identify imminent suicidal behaviour,
rather than making general predictions, represents a
paradigm shift from long-standing predisposing
factors to more recent precipitating factors (Bloom,
1979). School-based intervention programmes that
emphasise educating all adult school personnel
(administration and staff) to enhance their ability to
identify and respond to at risk adolescents are
based on this proposition.
A model to detect young people who are
emotionally distressed and consequently may
be at risk of suicidal behaviour
It is recommended that schools adopt a
multistage programme as outlined in Figure 2,
(p. 29) to detect young people who are
emotionally distressed and consequently may
be at risk of suicidal behaviour.
Adoption of a multistage screening programme
would, theoretically, allow all teachers to identify
those adolescents at risk of emotional distress and
possibly at risk of suicidal behaviour. In this model, it
is proposed that students initially be identified
through concerns raised by teachers, other school
personnel or students. Next, an assessment would
be administered by the counsellor to determine the

Another important indicator for suicidal behaviour
is precipitating events. These are identified in
psychological autopsy studies (Beautrais, 1996;
Shaffer, et al, 1988, see also section 1) as often
occurring prior to a suicide attempt or completion
(eg a break up with a girlfriend/boyfriend or other
humiliating event). Focusing on the such factors in

Figure 3: A schematic model of identification of young people at risk of suicide within a
school environment

Identifying Students at Risk of Suicide
Teachers identify students at
risk - refer to school counsellor
Counsellor identifies those
students who are at risk of
suicide

Total School Population
Students experiencing
some emotional distress
Students referred to health
professional for further
assessment
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validity of these concerns and the severity of any
risk of suicidal behaviour. Third, students assessed
as at risk of suicide may, depending on the severity,
be referred to a specialist for further assessment.

some time. In the meantime, the seven factor
checklist is probably the best instrument available.
It is recommended that staff use the following
checklist of risk factors to identify changes in
students’ behaviour, circumstances and emotions
which are unusual for that young person:
unexpected reduction of academic
performance - unusual failure to complete
assignments, apathetic in class, has recently
received a very lower than expected grade,
extremely disappointed at being rejected for
a course or demonstrates abrupt changes in
attendance, such as increased absences,
tardiness, or truancy
ideas and themes of depression, death
and suicide - reading selections, written
essays, conversation, and artwork contain
themes of depression, death and suicide.
Statements or suggestions that he/she would
not be missed if they were gone. Appears to
collect and discuss information on suicide
methods. Begins giving away prized
possessions (possibly with some elevation in
mood) and has demonstrated previous
direct or indirect suicide threats or attempts
change in mood - withdrawal, sudden
tearfulness, and remarks which indicate
profound unhappiness, despair, hopelessness
or helplessness. Anger at self, increased
irritability, moodiness and aggressiveness.
Lack of interest in surroundings and
activities and marked emotional instability.
New involvement in high risk activities
grief about a significant loss - stress due
to the recent disintegration of their family
or has had a recent death or suicide in the
family or has recently lost a friend through
death or suicide or a break-up with
boyfriend or girlfriend
withdrawal from relationships - change
in relationships with friends and classmates.
Loses interest in extracurricular activities
and may drop out of sports and clubs.
Begins to spend long periods of time alone
physical symptoms with emotional
cause - eating disturbances or chronic
physical complaints, such as headaches,
stomach aches, fatigue, body aches,
scratching or marking of the body, or other

It is recommended that all members of a school
accept responsibility for identifying students at
risk of emotional distress. To assist with this a
checklist has been developed from the various
instruments that are in use, some of which have
been published. No suitable psychological
instruments, subjected to the rigours of a formal
validation process, have been identified.
Rivers (1995) suggests that the level of happiness
could be subjectively assessed by assessing the
student’s level of despair, hopelessness,
disengagement or isolation. Level of progress could
be subjectively assessed by assessing the student’s
lack of commitment to school work and working,
involvement in the social life of the school, or other
recreational activities. Level of behaviour could be
subjectively assessed by assessing marked behaviour
change, development of challenging behaviours,
negative interaction styles. Level of friendships and
personal relationships with peers could be
subjectively assessed by assessing the student’s
changed ability or desire to make or keep friends.
Silbert and Berry (1993) propose that emotional
distress in students could be assessed across the
following four indicator areas:
school behaviour
personal behaviour
parent/family
interpersonal/peer.
Within these four areas Silbert and Berry identified
33 behaviours indicative of suicide risk in a young
person. This report subjectively collapses the 33
indicators into a seven factor checklist which is
consistent with the research findings contained in
this report. It should be noted that the checklist
has not been validated in any way and that ideally it
should now be subjected to the usual psychometric
development to determine its sensitivity (what
proportion of young people at risk of suicide it
actually detects) and specificity (the degree to
which it detects other than the risk of suicide).
Given that there is no “gold standard” for the
identification of suicide, this research may take
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self-destructive acts. Reduced personal
hygiene and self care
high risk behaviours - increased use of
alcohol and drugs to the point of
intoxication. Engages in other risky
behaviours (eg dangerous driving, playing
with guns).

The significance of these risk factors may be
accentuated in young people who lack parental
warmth; for example their parents appear
uninvolved, unsupportive and demonstrate denial of
the student’s problems. They appear angry,
threatened and defensive or there is evidence of a
long history of home problems, such as physical
and/or sexual abuse.

The following abbreviation of the seven factor list is intended as a reminder
for teachers who have been trained to identify the factors. It is suggested
that it be copied and kept in a form book or diary as a reminder:
Behaviours which may indicate distress and students at risk
unexpected reduction of academic
performance
ideas and themes of depression, death
and suicide
change in mood and marked emotional instability
significant grief or stress
withdrawal from relationships
physical symptoms with emotional cause
high risk behaviours

Once a member of the school staff has identified a
student whom they consider to have a number of
these symptoms, especially if they are distressed
and there is some risk (no matter how small) that
they may harm themselves, then the staff member
must make a referral to the counsellor or other
designated person for further assessment. The staff
member should continue to support the young
person especially while the referral is being
arranged.

important part of ensuring that all young people
achieve their potential within the school
programme. Therefore, ALL staff should receive
regular training (with in-school refresher training
every 6 months) to:
increase staff members’ knowledge of the
symptoms of distress and risk of suicide
increase staff members’ confidence and
competence to refer and support distressed
young people
increase staff members’ satisfaction with working
with these situations.

The responsibility for detecting young people who
are experiencing emotional distress and are possibly
at risk of suicide lies with ALL school staff and is an
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5. INTERVENTION AND ASSESSMENT BY THE COUNSELLOR
This section outlines the actions a school could
reasonably be expected to take once a young
person is identified as being at risk of suicidal
behaviour. The section outlines what is known
about the assessment of suicidal risk and develops a
system suitable for counsellors working in schools.

important to remove lethal weapons, pills and
poisons from the young person’s environment and
to prevent ready access to these. The development
of a good relationship between the counsellor and
both the person and their social network is
important for safety in the short term.
Assessment of the degree of risk of suicide should
begin as soon as practicable. However, if the risk is
low, there may be advantages in taking more time to
complete a thorough assessment of the young
person to determine their underlying mood state,
which may differ from the level of distress at the
time of presentation.

The need for immediate intervention
Schools have the responsibility to provide the best
possible environment for their students. Therefore,
once a young person has been identified as being at
risk of suicide (no matter how small that risk) staff
should refer the young person to the counsellor or
a similar designated person for assessment and
intervention, if required. The counsellor will assess
the risk of self harm and inform the principal as
appropriate (the appropriate amount of information
will depend on the degree of risk). The principal
will inform any other staff and the young person’s
parent/guardian as appropriate.

Young people may not communicate their thoughts
about suicide directly, even if specifically asked
(Fawcett et al, 1990). However, they are likely to
make indirect references, especially to relatives and
friends. In one report 68-86% made such
references (Jamison, 1986). Where there is a
possibility of suicide, it is important to speak with
relatives. While it is desirable to obtain the
permission of the person, if there is a serious and
imminent threat to the life or health of the
individual, this is not essential (refer to Rule 11(2d)
Health Information Privacy Code 1994).

Ideally all schools should have access to qualified,
competent and externally supervised counsellors
who assume the responsibility for the assessment
and management of all at risk young people in the
school. Schools should develop clear protocols
(based on the recommendations of this report) and
a climate which ensures that young people will feel
comfortable discussing their personal concerns with
teachers and counsellors. This requires:
clear lines of communication and processes for
staff to refer young people
a climate and system whereby young people can
easily access the counsellor either on their own
or on the behalf of others they are concerned
about. This may include buddy training, gate
keeper training programmes and peer referral
systems outlined in this report.

A person who is considering suicide may have
ambivalent feelings about actually dying. They often
have a core commitment to life that can be the
basis for building a therapeutic relationship.
However the degree of risk of suicide and therefore
the actual wish to die may fluctuate and
consequently needs to be closely monitored. It is
usually most appropriate to inquire about current
suicidal ideas in a series of questions, rather than
abruptly and directly asking about suicide. Asking
about thoughts of suicide has been shown not to
precipitate a suicide attempt.
Suicide risk assessment

The assessment of the risk of self harm and
suicide

Suicide risk assessment is based on the
identification of risk factors and on subjective
intuition (Coggan, 1996). The counsellor needs to
combine her/his “gut feeling” with objective
responses in determining if a person is at minimal,
moderate or high risk of self harm.

When a person is identified as being at risk of
suicide, the first concern must be for their safety. If
they are at very high risk they should be in a safe
environment where they are closely and continually
supervised over the next few hours or days. It is
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The following risk factors have been suggested to
help counsellors determine a young person’s
current level of risk (Edwards and Pfaff, 1997):
suicide plan - the more detailed and feasible
the plan, the greater the risk. While young people
who complete suicide usually employ highly
lethal methods (Coggan et al, 1995), risk
assessment must also consider the young
person’s beliefs about the lethality of their
chosen method. The timing of the plan may
affect the urgency of the intervention
previous attempt or threats of suicide - the
most accurate predictor of a future suicide is a
prior attempt. While some practitioners may
view suicide attempts and “gestures” as
manipulative or attention seeking, up to 75% of
completed youth suicides are preceded by
previous attempts
stress - individuals with stress are generally
troubled, concerned about imminent danger or
difficulty and are in a state of uneasiness. Stress
can also be accompanied by worry and
physiological symptoms such as restlessness,
fatigue, lack of concentration, irritability, muscle
tension and disturbed sleep
symptoms - the counsellor should assess each
young person’s intent to die and the lethality of
the method chosen. When a young person
expresses disappointment at having survived a
previous suicide attempt, does not think there
have been any positive changes in their life since
the previous attempt, believes the method used
was lethal, and made the attempt within the past
12 months, the current level of risk is increased.

of interest in activities they formerly enjoyed.
Depression alters how they react to their
environment, even their facial expressions and
posture (Blumenthal, 1990).
resources - recent studies indicate an
association between suicidal behaviour and family
disruption, eg the loss of social support through
death, parental separation and/or divorce, a
change of school and problems with peer
relationships (Eggert, et al, 1994)
communication - suicidal thoughts and plans
can range from non specific, fleeting thoughts of
death, to well organised plans to end one’s life, to
psychotic command hallucinations to kill oneself.
The counsellor must consider both the
frequency and intensity of these thoughts
(Edwards and Pfaff, 1997)
lifestyle - young people who attempt or
complete suicide are more likely to have
inadequate or absent social networks, with
significantly fewer close friends in the year
preceding death. The presence of a social support
system can act as a protective factor after
negative life events by making a young person
feel needed and understood. Up to 70% of
adolescent suicides occur in the context of
alcohol or drug use. The young person’s history
of alcohol and drug use should thus be part of
every suicide risk assessment. Substance use
disrupts relationships, increases social isolation,
and leads to increasingly impulsive behaviour.
Young people with a history of substance abuse
and impulsive behaviour should be considered at
high risk. Their unpredictable behaviour may
require hospitalisation to ensure safety.

Hopelessness is the single most powerful
predictor of suicidal behaviour. Individuals
can endure a great deal of discomfort if they
believe their circumstances will improve.
However, if this hope diminishes so may
commitment to life. A pessimistic outlook is a
key risk factor for suicide in psychologically
distressed young people ( Edwards and
Pfaff, 1997).

A number of approaches have been suggested to
assess the degree of suicide risk in young people.
Typically, these assessment methods involve
examining the following factors:
the extent to which the individual holds suicidal
thoughts
whether or not the individual has a specific plan
for suicide
whether this plan involves the use of a specific
method
whether the individual has access to the
proposed method of suicide
the extent to which the method of suicide
chosen is likely to be lethal

Individuals with depression experience changes
in their thoughts and feelings, including feelings of
guilt, dejection, sadness, worthlessness and
hopelessness. In addition, they commonly
undergo changes to their appetite, disturbance of
sleep, loss of concentration and energy and loss
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the likelihood of the individual being found or
rescued, if he/she were to carry out the suicide
plan
whether the individual has a history of suicide
attempt behaviour
whether the individual has a recent history of
stressful events, including relationship
breakdowns, disciplinary crises, or problems with
the law or with police, which may precipitate
suicidal behaviour
the extent to which the individual has displayed
changes in his/her daily routine in terms of work,
school or home
the extent to which the individual has symptoms
of psychiatric disorder including depressive
disorder, substance abuse disorder, conduct
disorder or antisocial behaviours
the extent to which resources and support are
available to the individual.

the severity on a three point analogue scale. Each
method assumes a high degree of skill on the part
of the counsellor to know which risk factors, or
combinations, constitute a low, moderate or high
risk.
do you see any future for yourself?
do you think a lot about death?
have you thought you would be better off
dead?
have you ever thought about suicide?
have you ever tried to kill yourself before?
how did you do it?
what are your plans as to how you would
kill yourself? and
do you think you will carry them out?
have you thought about the effect your
death would have upon your family or
friends?
what has stopped you from acting on your
thoughts so far?
what are your thoughts about staying alive?
what help could make it easier for you to
cope with your problems at the moment?
how does talking about this make you feel?
(from Guidelines for the treatment and management of depression by primary healthcare
professionals, National Health Committee, 1996)

Many different methods for the assessment of the
risk of suicide have been published. These vary
from short checklists about youth suicide to well
researched psychometric tests (such as the Beck
Suicide Inventory) which are restricted to use only
by certain groups of health professionals. In
developing a suitable assessment method for
schools the authors of this report have reviewed
the range of assessments that are available to
counsellors and have developed a composite
instrument which draws from the best of what is
available. As with the checklist for identification of
risk of suicide, this instrument has not been
psychometrically validated and it is recommended
that this be carried out as soon as is practicable with a revised and validated assessment tool
becoming available at a later date.
Developing a suitable checklist
Most checklists consist of a list of questions which
investigate the areas of the young person’s life most
likely to be related to their desire to suicide. Each
provides a framework which ensures that all the
areas of the person’s life are assessed. However, the
three examples that follow range from a simple list
of questions to a schedule which attempts to rate
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SUICIDE RISK QUESTIONS
WHAT TO ASSESS

SUGGESTED QUESTIONS

1. Suicidal planseriousness and reversibility

have you thought about killing/hurting yourself?
what will you do to take your own life?
how easily available are the means? when will you do this?
how much do you want to die?
is there anyone or anything to stop you?
Have you thought of asking for help?

2. Previous attempts seriousness and reversibility

have you tried to take your own life before?
when was this? how long ago?
how did you do this? did you plan this? If so, was it a
detailed plan?
what sort of preparations did you make to carry out this plan?
why did you want to take your own life in the past?

3. Stress -

what has been happening in your life recently?
explore reasons for choosing suicide
what has made you feel so awful?
what are the pressures on you at the moment?
what was the ‘last straw’ for you? why do you want to take
your own life?

4. Symptoms
a) coping behaviour

do you think about other things than killing/hurting yourself?
how easy is it to stop thinking about killing/hurting yourself?
how are you feeling at the moment?
how long have you been feeling this way?
what do you think might help change how you are feeling?
what have you done in the past to help yourself cope with
problems?

5. Resources

who are the important people in your life?
how available to you are they?
how much can (do) they help you? would you be willing to
let them help you?
who would you like to have with you now?
who would you like to save you?

6. Communication Aspects
(degree of suicidal planning motivation and intent)

how long have you been thinking about taking your own life for?
how often do you think about this?
how long do these feelings last?
how strong is this feeling? who else have you
talked to about killing/hurting yourself?

7. Lifestyle

is there anyone special in your life, and if not, has there
been recently?
how would you describe yourself to someone?
describe what school has been like for you recently
describe what your home life has been like for you recently
are you taking drugs?
are you taking alcohol?

(Adapted from Coggan, 1996)
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Suicide Risk Assessment

Risk Rating

Present Risk Factors

No (✓) Yes (✓)

Notes

Currents thoughts of suicide
“How often do you think of killing yourself ? Is it hard for
you to get those thoughts of suicide out of your head ?”
Suicide plan and method “Have you thought about how
you would kill yourself? When do you intend to do it ?”
Availability “Do you have access to the means to
kill yourself ?”
Rescue “Would you try and kill yourself while alone or with
others nearby ?”
Previous attempts or threats of suicide “Have you ever
tried or threatened to kill yourself before ?”
Did it change the way you felt ? Tell me about it ?
Alcohol and drug use “Do you think about or use alcohol
and other drugs ? How often ? How much each time ?
Lack of social supports “Is there anyone who really understands and cares about you and what you are experiencing ?
Loss of hope “Do you have any hope that your life will
get better ?”
Based on the above information, estimate the current level of risk and the
urgency for clinical intervention. (place an X on the scale below)

Low

Intermediate

High

(from Australian Guidelines for general practitioners: Edwards and Pfaff, 1997)

The type of checklist which is recommended by the authors of this report is one where the various
symptoms are clustered into categories of low, moderate and high risk. The advantage is that it does
not assume a linear relationship between the number of risk factors present and the total risk. For
instance, if the only expressed risk factor is that the young person is planning to hang him/herself and
he/she has the means to do it, then this alone constitutes a serious risk.
The various risk factors for suicide have been classified into one of three broad categories in Table 1:
Assessment of young people at risk of suicide (next page). It is recommended that counsellors use the
table to assess the risk of suicide in young people who are referred to them.
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LOW RISK

Vague
Not available, will have to get the means
No specific time or in the future
Pills, slash wrists
Others are present most of the time

4. Suicide Plan
Details
Availability of means
Time
Lethality of method
Chance of intervention

AREAS TO CONSIDER

None or one of low lethality

Stable relationships, personality and school
performance

Lifestyle

3. Previous suicide attempts

Direct expression of feelings and suicidal
thoughts

Communication

Help available; significant others concerned and
willing to help

Occasional thoughts about suicide
Daily activities continue as usual with little
change

Coping Behaviour

2. Positive Resources
Family and friends

Mild; feels slightly down

No significant stress

Depression

1. Evaluation of personal
difficulties
Stress

LOWRISK
RISK
AREAS TO CONSIDER LOW

MODERATE RISK

Some specifics
Available, has close by
Within a few hours
Drugs & alcohol, car wreck
Others available if called upon

Multiple of low lethality or one of medium
lethality; history of repeated threats

Recent acting out behaviour and substance
abuse
Acute suicidal behaviour in stable personality.

Interpersonalised suicide goal (“They’ll be
sorry”, “I’ll show them”, “I don’t deserve to
live” or “I want to be with someone who has
died”)

Family and friends available but unwilling to
help consistently

More than one suicidal thought per day
Some daily activities disrupted; disturbance in
eating, sleeping, school work

Moderate; some moodiness, sadness, irritability,
loneliness and decrease of energy

Moderate reaction to loss and environmental
changes

MODERATE RISK

HIGH RISK

Well thought out; knows when, where, how
Has the means in hand
Immediately
Gun, hanging, jumping, carbon monoxide
No one nearby; isolated

One of high lethality or multiple of moderate
lethality
Several attempts over past weeks

Suicidal behaviour in unstable personality; emotional
disturbance; repeated difficulty with peers, family and
teachers

Very indirect or non-verbal expression of
internalised suicide goal (guilt, worthlessness)

Family and friends not available or hostile,
exhausted, injurious
Significant self neglect

May resist help
Constant suicidal thoughts
Significant disturbances in daily functioning
Delusions, paranoia, lost touch with reality
Participation in high risk behaviours (ie alcohol and
drug abuse, potential for accidents etc)

Overwhelmed with hopelessness, sadness and anger
(verbal/physical) feelings of worthlessness
Extreme mood changes

Severe reaction to loss or environmental change
Many recent social/personal crises

HIGH RISK

During the interview with the young person, investigate each of the areas in the column on the left and categorise the response as low, moderate or high risk. In investigating any suicide plan
(No 4 below), it is important to use direct questions as the young person is likely to be reluctant to volunteer the information. Direct questioning will not aggravate the risk of suicide but failure
to fully investigate, categorise the risk and respond appropriately may result in a suicide that could have been avoided. Finally, on the basis of the young person’s responses, determine which of the
three risk levels, low, moderate or high, best describe the situation and proceed with the management plan for that level of risk.

Table 1: Assessment of young people at risk of suicide

6. MANAGEMENT OF YOUNG PEOPLE AT RISK OF
SELF HARM AND SUICIDE
Almost all schools will experience concern about
particular students who may be at risk of
attempting suicide. Concerns about suicidal
behaviour should never be dismissed on the
grounds that the student is merely seeking
attention and will not make a suicide attempt. In all
cases a clear management plan appropriate to the
assessed degree of suicide risk should be set in
place.

In the management of young people with suicidal
behaviour it is generally prudent to adopt a
conservative approach which treats the young
person as being at risk until it is clear that risk no
longer exists. In all cases where significant concern
exists about suicide risk it would be prudent for the
school to refer the student to available mental
health services and/or to consult with these
services about the most appropriate response.

It is recommended that schools use a management
plan to respond to students assessed as being at
low, moderate or high risk of suicidal behaviour.
The management plan outlines suggested actions
for immediate intervention, consultation, referral
and follow up. In carrying out any of these actions
it is important that the counsellor considers:
how to develop a strong therapeutic relationship
with the young person
cultural considerations
the limits of confidentiality.

The management plan
It is important that the management plan is
developed with the young person to ensure their
full cooperation and the best outcome. This
relationship should be developed during the
assessment phase as information is sought about
the nature and severity of suicidal intent. The
counsellor should take time to explain the support
that will be provided and other relevant
information. An explanation of the length of time
that the supports will be in place, emphasising both
the expected outcome and the need to persist, may
also help.

Overall the following principles should be
observed in planning an appropriate response
to a young person at risk of suicide:
any threat of suicidal behaviour should be
regarded seriously and investigated further
any student for whom concerns about
suicide risk exist should be assessed,
according to acknowledged guidelines, to
determine the extent of suicide risk
once the degree of suicide risk has been
established, a management plan should be
developed which is appropriate to the
perceived level of risk for that young person
if doubts exist about the appropriate course
of action to take for any student deemed to
be at risk of suicide, then advice/consultation
with mental health professionals should be
sought promptly
prompt and continued liaison with families
of at risk students should be instituted by
the school
any student who is considered to be at risk
of suicide should be treated as being at risk
until it is clear that risk no longer exists.

Johnson and Mail (1987) outline steps for
counsellors to follow when dealing with suicidal
adolescents:
Make close, immediate and meaningful contact with
the student explore the dimensions of the problem. Gather
information of immediate relevance
explore options for action and short-term
solutions
assist the student to take concrete action toward
crisis resolution. This may involve making a
referral to another agency
follow up to ensure the immediate intervention
fits into a longer-term framework for treatment
and change.
A useful analysis of the stages of intervention is
made in the Canadian model of Ramsay et al (1994).
Three main stages are:
exploration, which is essentially directed at
engaging, supporting and showing acceptance.
Building rapport and encouraging the client to
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LOW RISK

MODERATE RISK

Check outcome of any referral with the health
professional and family
Monitor risk and behaviours within the school
environment and take action as appropriate
Ensure all staff involved with the young person
report all incidents which cause concern (risk
factors: unexpected reduction in academic
performance, ideas and themes of depression,
death and suicide, changes in mood, grief,
withdrawal, physical symptoms, high risk
behaviours)

Regular review of the young person to identify
any changes in risk
If there has been no improvement in 4-6
weeks then treat as if the risk were moderate
and seek additional assistance

Follow up

ACTION

Recommend to the family appropriate agencies
or other resources, and assist them in
accessing the services

Provide information to the young person (and,
as appropriate, the family) on resources
available to assist them

HIGH RISK

Check outcome of any referral with the health
professional and family
Ensure all staff involved with the young person
report all incidents which cause concern (risk
factors: unexpected reduction in academic
performance, ideas and themes of depression, death
and suicide, changes in mood, grief, withdrawal,
physical symptoms, high risk behaviours)
Liaise with family to ensure they have the support
required and that the young person’s environment
is safe (ie removal of the means of suicide and close
appropriate monitoring and support)
Prior to the student returning to school, plan
reintegration and establish the necessary
monitoring and support systems

Counsellor to make a referral to an appropriate
health professional (GP, SES, mental health services)
for further assessment and primary management

Continue contact with the young person and their
family/whanau/caregivers to ensure the required
level of service is being provided and to facilitate a
smooth return to normal involvement in the school
Consult with health professionals involved to
ensure they know of the current level of risk, any
behaviours evidenced in the school, and that the
appropriate services are being accessed
Counsellor to consult with supervisor as necessary

Counsellor to consult with health
professionals (GP, SES, mental health services)
to discuss the actions required
Counsellor to consult with supervisor as
necessary
Check if other services are involved and coordinate

Consult with the principal and then, as
appropriate, staff and parents/guardians
Counsellor to consult with supervisor as
necessary
Check if other services are involved and coordinate

Consultation

Referral

Consult with the principal who will then inform the
appropriate staff to minimise any immediate risk
Principal to inform the parents/whanau/caregivers
of the risk and proposed management as
appropriate
Counsellor to ensure the young person’s
immediate safety, arrange for any hand over of
responsibility (including informing parents of safety
precautions) to parents or a health professional

HIGH RISK

Take a team approach to ensure the safety of
the student while at school
Principal to inform the
parents/whanau/caregivers as appropriate and
discuss strategies appropriate to the level
of risk
Establish an appropriate regime to monitor
the young person’s suicide risk
Arrange for the young person to get access to
the appropriate level of counselling/treatment

MODERATE RISK

Consult with the principal who then informs
the appropriate staff
Establish an appropriate regime to monitor
the young person’s suicide risk
Check on family and other support available
and, as appropriate, involve them

LOW RISK

Immediate intervention

ACTION

Table 2: Management of young people at risk of suicide

discuss problems and express feelings are also a
part of this phase. Suicide is identified as an issue
understanding, which involves inquiry and
assessment. By evaluating the client’s resources
and strengths and the nature of the crisis, the
level of risk can be determined
action, depending on the level of risk, the
counsellor is either non-directive, cooperative or
directive in approach. The aim of the action is to
implement a plan that will create a sense of
direction, instil hope and prevent suicide.

be necessary to exclude the parties that are
perpetrating the abuse or make a referral to the
Children, Young Persons and their Families Service
or the Police for these matters to be investigated. If
the young person is 16 years or less any action
which contemplates not contacting the family, must
involve the Children,Young Persons and their
Families Service.
Where the possibility of suicide is a particular
concern, it is important to speak with the family.
While it is desirable to obtain the permission of the
person, if there is a serious and imminent threat to
the life or health of the individual this is not
essential [refer to Rule 11(2d) Health Information
Privacy Code 1994]. However, the development
and maintenance of a good relationship between
the young person, the counsellor, their family and
their social network, will be an important factor
contributing to safety in the short-term. In cases of
high risk of suicide it will be necessary to supervise
the young person at all times and arrange a clear
transfer of responsibility to another professional or
the family until a referral to a mental health service
is arranged. Explicit instructions should be given to
those providing the supervision about how to make
an environment safe (ie remove the means of
suicide) and how to provide supportive supervision.

The management of young people at risk of suicidal
behaviour will depend on the extent of the
perceived risk. Guidelines for managing low, medium
and high risk students are outlined in Table 2:
Management of young people at risk of suicide.
Immediate intervention
When there is a significant risk of suicide,
referral to a specialist service for assessment
and treatment should be made immediately. It
is important to remove lethal means (including
firearms, pills, ropes and poisons) from the
young person’s possession, their environment
(including the home) and to prevent ready
access to these.
In an emergency, information should be sought if it
is “necessary to save the person’s life, to prevent
serious damage to the health of the person or to
prevent the person from causing serious injury to
himself or herself or others” [S.62 Mental Health
(Compulsory Assessment and Treatment)
Amendment Act, 1992]. This may be the case
where information is sought on the medication a
person has used to overdose or about possible
access to firearms or other lethal means.

It is best to adopt a conservative approach which
treats the young person as being at risk until it is
clear that the risk no longer exists. If a student
continues to be at even low risk after six to eight
weeks, the young person should be referred to a
specialist mental health service and treated as if the
risk was moderate to high.
It is important that school personnel distinguish
between suicide intervention, psychological
counselling and treatment (Ministry of Education,
1993 pp. 47-48). Although the three are not discrete
categories, they entail different practical and
conceptual levels of involvement with suicidal
students.

The person should always be informed of the steps
which need to be taken for their safety. A decision
to contact their family should also take into account
the likely impact on the person’s current and future
relationship. When a person is unwilling for the
counsellor to contact his/her relatives, it may be
appropriate in the short term for another member
of staff to be available to the family to assist with
issues of concern to them, while preserving
confidentiality about information relating to the
young person.

Once a significant suicidal risk has been identified,
then a referral to a suitable competent health
professional and/or mental health service is
indicated. If there is any doubt then advice can be
sought from a “Duly Authorised Officer” (DAO)
from the local mental health service. DAO’s are also
the primary mental health professionals to contact
if an urgent assessment is needed and, if necessary,
they have the authority to arrange for a compulsory

If the young person has been, or is presently, subject
to abuse (physical, sexual or emotional) then it may
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assessment under the Mental Health (Compulsory
Assessment and Treatment) Act.

the ability to access appropriate support,
including the ability to respond to emergencies
the potentially distressing and unsettling effect
on other family members
the difficulty of removing potentially harmful
objects/substances (eg poisons, ropes, firearms,
vehicles) from the environment.

Whatever the intervention, schools can expect to
have a part in the treatment or management plan
while the young person continues to be a pupil at
the school.
Management of a young person with suicidal
risk in the community

The difference between suicide intervention,
psychological counselling and treatment

When it is decided to manage the young person in
their usual living situation, it is vital to ensure that
adequate resources are available. While it is not
expected that school staff will be responsible for
implementing the following procedures, this section
is included to highlight what schools can expect
from other services and be aware of any issues for
schools.

Suicide intervention refers to the level of crisis
involvement that the counsellor considers
necessary depending on the degree of lifethreatening behaviour in the student. The focus is
on evaluating the risk of suicidal behaviour,
determining what actions are needed and
implementing the immediate actions required to
save the person’s life. Intervention concentrates on:
understanding the immediate past, the present
and the immediate future in relation to the
student’s problems and emotions
being aware of present suicide plans and previous
suicidal behaviour
the immediate prevention of suicide, rather than
long-term change by improving the existing support for the
person by focussing on positive aspects (eg
family and friends, good communication)
the counsellor providing active, directed and
specific help in a manner that develops
confidence in the young person in the
relationship and increases the likelihood that
they will seek help.

In any management of a young person at risk of
suicide in the community the following matters
should be considered:
information on the current mental state of the
person, medication, precipitants of the suicide act
and the degree of further risk of suicide. The
person’s GP should have details of treatment
the need for 24 hour supervision and support
the level of supervision which the person
requires
ongoing access to professional assessment of the
person by a multi-disciplinary team, with specific
appointments for review. Specialist mental health
follow up for patients indicating chronic
suicidality should be a priority
the ability to respond to changes in the state of
the person. The caregivers and others directly
involved should be aware that the Mental Health
Act can be used as a resource to set boundaries
for the person and that the police may be called
in emergencies
the safety of the person’s physical environment
the availability of others living in the home to
offer support, given that they may also be under
considerable stress.

Psychological counselling refers to the helping
process, strategies and skills applied by a suitably
trained person for the purpose of assisting another
person who is experiencing problems. It is
sometimes during such counselling that a potential
suicide may first be detected. In this case, the
counselling should first focus on suicide
intervention before proceeding with other issues.
Counselling can also occur following a suicide
intervention, once the immediate suicide risk has
reduced. It can often take the form of providing
support and monitoring the situation of a
potentially suicidal or previously suicidal student.
Counselling can require one or many sessions.

When the young person is in their usual living
situation, the following factors may also need to be
considered with regard to their safety. These will
need to be discussed with the primary caregivers:
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Treatment refers to psychotherapeutic involvement
by a person who has specialist skills (eg psychiatrist,
clinical or counselling psychologist, or social
worker) in the area of suicide. Treatment is likely to
be longer term and more involved than either
intervention or counselling and involves a time
commitment which is incompatible with the role of
a counsellor within a school. Treatment focuses on
the issues underlying the suicidal behaviour. Which
longer term treatment is selected will depend upon
the severity of the problems and the availability of
suitably qualified and experienced staff.

the referral should be made to healthcare
professionals who are experienced and trained
to work with people at risk of suicide and/or
with depressive disorders4, such as clinical
psychologists, psychiatrists, psychotherapists, and
qualified counsellors. It is strongly
recommended that referrals are only made to
healthcare professionals who are members of a
recognised professional organisation which has
documented ethical guidelines, professional
conduct procedures and requirements for
supervision
in making a referral it is important to consider
the ethnic and cultural background of the
therapist and other factors likely to influence the
effectiveness of the psychological therapies
outlined earlier.
it is helpful when making a referral to indicate
the needs of the person and their suspected
problem areas, the expectations of the referral
and the ongoing responsibilities for management
and crisis management
the intervention (ie psychological therapy)
should generally be time-limited, focused on the
current problems identified with the young
person and aimed first at symptom resolution
and secondly at prevention of future suicidal
behaviour
assessment of symptom response is useful for
planning the next step in treatment. To ensure
that adequate feedback is received from the
healthcare worker, the referrer should specifically
request a progress report after an agreed period
of time. This sharing of information should be
done with the young person’s consent but also in
accordance with accepted principles of
confidentiality. Where issues of safety are
relevant, client consent is desirable but not
mandatory (Privacy Act)
there is a need to measure and monitor the
outcome of treatment. This is especially
important if psychological therapies alone are
being used and the person fails to show any
reduction of depression after six weeks, or a
marked improvement after 12. In such situations,
a re-evaluation of the process, in conjunction
with the healthcare worker, should occur.

Referral to health services
This section outlines the services the health
professional or mental health agency should offer.
These services should not be provided by education
professionals except in extreme circumstances
when a referral is not possible.
It is important that the counsellor identifies the
professionals, agencies and groups in their
community and forms partnerships with them
before their services are required. Schools are
recommended to obtain contact names and
numbers including after hours details. The range of
services will include the following:
the local general practitioner and/or health
centre
mental health services including any emergency
service (PERT or CATT teams), adolescent
mental health services, child and family services
and drug and alcohol services
cultural resources such as Maori and Pacific
Islands health services and local people and
groups who can provide advice and support
support groups for special populations such as
refugees, gay and lesbian counselling services.
Schools should use the template at the end of the
Guide for Schools (the resource booklet
developed from this report) to record the contact
details such groups and develop a partnership
before their services are required.
Principles for making a referral to a
healthcare professional or agency
When making a referral to a healthcare professional
or agency, the following principles may be useful:
4

Organisations which are able to supply a list of therapists who are experienced and appropriately trained include the New Zealand
Psychological Society, New Zealand Association of Counsellors, New Zealand Association of Psychotherapists, the New Zealand
Association of Social Workers, the New Zealand College of Clinical Psychologists and the New Zealand Association of Child
Psychotherapists. Universities or polytechnics who have training programmes for clinicians may also be a source of information on
appropriate practitioners. Community Mental Health Centres are also a source of information, as well as offering the assessment and
treatment skills of a multi-disciplinary team for young people who are at moderate to severe risk of suicide.
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Assessment of an identified suicidal risk by
health professionals

of confidentiality and respect for the young person’s
wishes and rights must be adhered to. However,
there will be situations where a comprehensive
assessment cannot be completed without additional
information from the family. This is particularly
likely to be the case if the person is from Maori or
Pacific Islands cultures, or where a person is
assessed for the first time and is reluctant to
provide information. In these cases decisions must
be made in the interest of the young person’s safety.

If the risk of suicide is severe or there are aspects
about the case that indicate a more thorough
assessment is required, then the young person
should be referred to a mental health service or
professional for further assessment.
In such cases the evaluation of symptoms of the risk
of suicide should always include a full psychiatric
assessment. In general, this should be carried out
by an appropriately trained team of mental health
professionals. A multi-disciplinary team offers a
greater range of skills to meet the differing needs of
patients and can also provide supervision and
support for its members in a particularly demanding
aspect of mental healthcare. However in some
situations, such as after hours or private practice, it
will not be possible for a multi-disciplinary team to
provide an initial assessment of a young person. In
all circumstances there must be clear lines of
clinical responsibility for each client or patient.

In an emergency, information should be sought if it
is “necessary to save the person’s life, to prevent
serious damage to the health of the person or to
prevent the person from causing serious injury to
himself or herself or others” [S.62 Mental Health
(Compulsory Assessment and Treatment)
Amendment Act, 1992]. This may be the case
where information is sought on the medication that
a person has used to overdose or about possible
access to firearms or other lethal means.
The young person should always be informed of the
steps which need to be taken for their safety. A
decision to contact their family should also take
into account the likely impact on the person’s
current and future relationship. When a person is
unwilling for their therapist to contact their
relatives, it may be appropriate for another member
of the therapeutic team to be available to the family
to assist with issues of concern to them, while
preserving confidentiality about information relating
to the person.

By the end of the assessment, there must be a
clearly documented treatment plan that specifically
includes the level of assessed risk for the young
person and the steps necessary to ensure their
safety. The treatment plan should be developed in
partnership with the person and, if appropriate, the
school, as soon as possible. [The clinician must
consider whether the person’s judgement is
impaired due to mental illness. Where involuntary
treatment is being considered, this can only proceed
under the provisions of the Mental Health
(Compulsory Assessment and Treatment) Act 1992].

Conflicts about confidentiality need to be resolved
early in the assessment and the limits of
confidentiality established in each situation.

Family members and whanau can, and often want, to
provide important input into such assessments.
Where the young person gives their permission for
such contact, this assistance should, in general, be
actively sought. In a small number of cases, this may
not be appropriate if the family is a contributing
factor to the person’s risk of suicide. Difficulties
can arise if the young person refuses permission for
the person making the assessment to speak to their
relatives, particularly when the person is under 17
years of age.

The influence of cultural factors must always be
considered. The assessing professional may need to
contact the person’s family, appropriate community
resources, church, or alternative health providers to
gain an understanding of the young person’s
difficulties. Again, issues of confidentiality and the
rights of the individual need to be carefully
considered. There may be conflict between the
presumed right of the family to know about their ill
member (to contribute to decision making and to
be involved in treatment) and the wishes of the
person, particularly among second generation
Pacific Islands people. The use of cultural experts
can be valuable in resolving such conflict.

The legislation related to seeking information about
the young person, as opposed to giving out
information, is not straightforward. The principles
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Another factor that should be considered when
assessing suicidal risk is whether the person has
been sexually or physically abused. A recent New
Zealand study of people who had attempted suicide
showed that over 1/3 had been sexually abused (
Romans et al, 1995; Mullen et al, 1993). This is a
sensitive issue and the person making the
assessment must decide the most appropriate stage
to explore it with the young person.

Cultural considerations in the management
of suicide
Managing suicidal behaviour in young people whose
cultures are different from one’s own is a
considerable challenge. Of critical importance in
cross-cultural suicide prevention and intervention is
the value of having a person of the same culture as
the student as part of the assessment process. It is
also important for counsellors to develop effective
liaison relationships with individuals and agencies in
the ethnic communities they serve.

It must also be recognised that suicidal ideation in
particular, and mental state in general, can fluctuate
considerably over relatively short periods of time.
It is therefore necessary to assess the stability of
any individual and to determine his/her need for
reassessment over the next few hours, days and
weeks.

The presentation, course and outcome of periods
of emotional distress will vary from person to
person (Kirmayer, Young and Robbins, 1994). A
number of factors influence this, including cultural
factors. Appreciation and consideration of
sociocultural factors is important for all people to
improve treatment outcomes and the health of the
community. In New Zealand there are Treaty of
Waitangi responsibilities which support the
provision of culturally appropriate treatment
options for Maori.

Consultation
Confidentiality and its limits
Confidentiality is an important issue when
consulting with students. Many will ask others to
swear secrecy before they make a disclosure.
According to Edwards and Pfaff (1997) this should
be avoided. If a person is at risk of self harm, the
counsellor and/or principal must do everything in
their power to ensure the student’s safety. If the
risk to life is high and immediate, this may mean
informing parents or significant others even if the
student does not want this to happen.

The focus of this section is on those ethnic groups
which have different views of the causes and
treatments of suicide from the predominant
European view. Diverse views also exist within
society in general, however, and are often expressed
in terms of spirituality and religion.
The more the clinician is able to appreciate the
cultural perception of the individual to whom they
are offering assistance, the better the quality of the
assessment and the therapeutic relationship will be.
Consequently, compliance with - and the
effectiveness of - the intervention will increase.

The issue of whether some, or all, teaching staff are
to be advised must be resolved for each individual
case. Staff members familiar with the student may
need to be involved in strategies to resolve a crisis
stage. Poland (1989) is strongly of the opinion that
the counsellor is an agent of the school which gives
an implied duty of care and consequently a duty to
inform the principal. The principal’s focus is on
what and how information is shared rather than
whether it is shared.

These guidelines recommend that where a
significantly different cultural view of the disorder is
held by the young person and the counsellor, the
counsellor should liaise with or make a referral to a
culturally appropriate service or specialist. This is
clearly the case where the person’s primary culture
(eg Maori) is not that of the counsellor, but could
also include situations where spiritual values differ.
The offer to arrange and be supportive of a
culturally appropriate referral should come from
the counsellor.

In some cases, the counsellor will be bound by
mandatory reporting laws on such issues as sexual
abuse. It is important for counsellors to be familiar
with these requirements.
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Appreciation of how the person views him/herself
is critical for any successful outcome. When
working with a young person of the counsellor’s
own ethnic group, it is important not to assume
that they subscribe to the same cultural or world
views.

to have meaning for Maori and therefore have
implications for counsellors in the recognition and
management of Maori patients (Durie, 1994). For
Maori, the western distinction between the physical,
mental and the spiritual is not as relevant: the word
used most commonly for spiritual health, Wairua,
has the literal meaning of the mixing of the two
waters, physical and mental/spiritual.
“Maori live in diverse cultural worlds. There is no
reality nor is there any longer a single definition that
will encompass the range of Maori life styles. Some
Maori are closely linked to established Maori
institutions: marae, hapu, iwi. Others are involved in
new institutions, strongly Maori, but not in any
traditional sense, not always readily distinguishable
from the institutions of other New Zealanders. A
Maori identity, even when vigorously defended,
cannot be presumed to mean a conventional Maori
lifestyle. Nor should it be forgotten that, for many
Maori, cultural identity is a sophistication; it is more
than enough simply to get through each day” (Durie,
1994, p214).

Respectful inquiry into how the young person views
their suicidal intent and what help they consider to
be appropriate will go a long way towards ensuring
the selection of treatments that the young person
will accept and follow. The presence of a family
member or support person can be useful in
enabling the young person to speak about these
issues.
It is often helpful to seek guidance about issues and
beliefs from the family, religious organisations and
community leaders when dealing with an unfamiliar
culture and/or religion. It may also be appropriate
to seek the services of a local cultural adviser.
Particular attention should be paid to the
individual’s own beliefs and values within this
context. Caution must be taken to maintain
confidentiality when seeking input from such
sources.

Appropriate cross-cultural communication is critical
if any health professional is to elicit the information
that they require to identify the young person’s
difficulties and develop the rapport and cooperation
necessary to instigate any treatment. Any
assessment of Maori must recognise that there are
a number of sensitivities in the relationship between
the health worker and the turoro (person being
treated). These are:
it is not appropriate to immediately ask patients
to reveal their name (or personal information)
without any preliminary remarks to establish
rapport
direct eye to eye contact is not appropriate
especially when discussing sensitive issues. Such
eye to eye contact with an older person is
considered a sign of haughtiness or disrespect
a family member who answers questions on
behalf of a person is not necessarily being
dominant; often it will be both appropriate and
helpful to all parties.Younger people may feel
embarrassed or intimidated.

If there is a specialist health service for the young
person’s cultural group, the counsellor should offer
to involve this service in the support process.
Having made a referral, the counsellor should
continue to be available to and supportive of the
young person. Due to the scarcity of specialist
cultural treatment services, most people are likely
to be referred back to the counsellor or the school
for ongoing monitoring and treatment. Wherever
possible, joint responsibility for treatment,
preferably with written agreement on roles and
responsibilities, should be arranged.
Issues for Maori
In recent years the links between culture and illness,
particularly mental illness, have become more
widely recognised. This is particularly so for Maori
as language and culture have become increasingly
recognised as important for the identity and wellbeing of the individual. Durie (1977) noted that
even for westernised Maori, cultural heritage is
important in shaping ideas, attitudes and reactions,
particularly during times of illness. Explanations of
illness based on a possible breach of tapu continue

Infringement of sensitivities and misinterpretation
of behaviours such as these during assessment may
retard the development of rapport and therefore
minimise chances of establishing a cooperative
relationship with the young Maori person.
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In addition to symptoms of emotional distress5,
there are other indicators which may accompany a
Maori person at risk of suicide. The identification of
these will require careful and respectful probing by
the health professional, as well as the development
of an empathetic relationship with the person
concerned.

person. It is not appropriate for the young
person to go alone. This form of collaboration
does not however imply that the counsellor
ceases to have any responsibility for the client.
If the treatment of the person is to take place
jointly with a Maori elder or Maori health service,
then there should be clear definition of the
respective roles and responsibilities, ongoing sharing
of information from both specialists and attention
given to clarifying terms and concepts from the
different perspectives. This is likely to work best
when there is an existing relationship between the
healthcare provider and Maori services, preferably
established before any particular patients are
referred for assessment or joint treatment.

Additional indicators may include:
suggestions of breaches of cultural protocols
preoccupation with a close relative who has
recently died
irritability and/or uncharacteristic aggression
issues of injustice (especially cultural),
experienced by the person or their whanau,
which have resulted in:
intense internalised shame or guilt (Puuhi)
intense externalised shame or guilt
(sometimes described as Whakama although this does not have a negative
connotation)
unresolved grief or loss - of a significant person
or their own status
somatic complaints with no apparent
physiological cause.

It is particularly important for Maori that any
treatment and ongoing support involve the whole
range of people and activities with which they have,
or could potentially have contact. This will include
the family/whanau, the marae, and perhaps also
sports clubs, peer support groups, local consumer
groups, social activities and the work place.
Issues for Pacific Island people
Nearly half of the total Pacific Islands population in
New Zealand (47%) is under the age of 20 (The
Health of Pacific Islands People in New Zealand,
1994). Youth suicide is a major concern for Pacific
Islands people.

Once there are indications of any of these signs,
especially any involving tapu and death, serious
consideration should be given to involving Maori
health workers and/or Maori elders adept and
experienced in Maori mental health and spiritual
issues. Assistance may be found from Maori
community health workers and Maori health units
of the local CHE. Roles and responsibility for
aspects of the treatment and care of the person will
need to be carefully and respectfully negotiated
between the parties involved, including the person
and their family.

There is a growing awareness that Pacific Islands
people’s health needs - in particular mental health are not being adequately met by mainstream
services. This has resulted in numerous Pacific
Islands agencies specialising in various health areas
nationwide. Respectful negotiation with these
agencies, the client and their families, will overcome
the cultural barriers that can impede treatment if
service provision is not open to alternative ways of
treating the client.

In referring a person to another service, or making
contact with a Maori health worker or elder, the
counsellor should ensure that:
they obtain the patient’s permission to release
information to another person (as prescribed in
the Privacy Act)
where possible, someone from the health centre
accompanies the young person to the
consultation. When this is not possible, a family
member or close friend should accompany the
5

It is recommended that in any treatment of Pacific
Islands people the counsellor should have:
an appreciation of the different background(s) of
the client
a recognition of the specific ethnic identity/
identities of the client. Each of the Pacific Islands
nations has its own cultural values and beliefs,
language(s), lores and laws, verbal and non-verbal

These are common for both depressive and anxiety disorders
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codes, customs, practices and protocols. There is
usually ethnic-specific knowledge about a Pacific
Islands client which is useful such as relevant
family information, religious affiliations and beliefs
and respectful titles of address
a willingness to refer to people with specialised
knowledge about the various Pacific Islands’
nations views of mental health
an awareness of the health-oriented issues that
exist for Pacific Islands communities; such as
economic survival, unemployment, immigration
restrictions, educational opportunities and
opportunities to maintain their culture and
collective development.

Follow up
Since many suicide attempts will occur outside the
family situation it is important that the young
person’s family is alerted to their situation and
involved at an early stage in their management plan.
Ideally, the young person’s agreement for family
involvement should be sought and obtained.
However, in cases where young people are at high
risk of suicidal behaviour but refuse family
involvement, it may be necessary for the school to
consider overriding the young person’s preferences
to ensure their adequate protection and safety. This
decision will involve a careful weighing of individual
rights and privacy with considerations of safety and
immediate risk.

It is important that the health worker should be
accepted, supported and respected by the clients in
the Pacific Islands communities.

In preparing an individual’s management plan it is
important that the school maintains close liaison
with their family and advises them of the steps
being taken to ensure the young person’s safety.
Failure by the school to communicate clearly with
families may lead to misunderstandings, accusations
and, in cases where the young person may proceed
to attempt suicide, considerable difficulties for the
school. The ideal situation is one in which the
school, the family and the available mental health
resources work cooperatively to devise a plan
which minimises risk to the young person. The
extent to which such a partnership is possible will
depend, in part, on the school’s ability to develop
strategic linkages with mental health services and
with parents.

When treatment resulting from a recognised risk of
suicide (eg for depression) is indicated for a person
from the Pacific Islands, a number of factors need to
be taken into account when selecting the
appropriate treatment and provider:
whenever possible, the person should be offered
the option of an appropriate Pacific Islands
healthcare worker(s)
guidance from a Pacific Islands service or
recognised local and community organisation is
recommended
inclusion of a religious minister, pastor or priest
(Faifeau, Akoako) may be offered. Elder (Matua)
intervention may be offered if requested by the
young person
alternative healing such as traditional healers
(Fofo, Taulasea) may be offered, particularly if
requested by the young person. This should be
in addition to, or together with, conventional
treatments and is not generally indicated as the
sole treatment6
inclusion of a support person(s), advocate, family
or significant others for the young person is vital.

6

See recommendations on Maori Traditional Healing in National Advisory Committee on Core Health and
Disability Support Services Fourth Annual Report, September 1995

39

7. MANAGEMENT OF THE CONSEQUENCES OF SUICIDE
WITHIN A SCHOOL7
In any school there will be young people who are
vulnerable to the effects of a crisis within the
school. Many of these crises will be small, localised
and able to be managed within the small group of
students directly affected. However, at the other
extreme, there may be occasions where the death
of a student or staff member, particularly if it is by
suicide, will have a profound effect on a greater
number of students.

A prepared traumatic incident response or
postvention plan will:
prepare staff for the impact of suicidal
behaviour such that they are confident about
being able to offer an appropriate response
facilitate a quick, coordinated and direct
response in the event of an incident
allocate specific roles to staff which they can
familiarise themselves with before the event
develop appropriate links with community
resources before they are required and
assist in their quick and smooth
implementation when needed
allow for the needs of all members of the
school community (including students,
administrators, teachers, parents) to be
carefully considered and the appropriate
actions planned.

For instance, all schools are likely at some stage to
have at least one student seriously attempt or
complete suicide. When this happens there is
almost certain to be consequences for other
students. Almost all the close friends will
experience some grief reaction. Others will
experience guilt. For some it may bring back
memories and reactions to other loss experiences.
For a small number, especially those who already
may be experiencing difficulties, it may raise the
awareness of suicide as an option for them.

This section outlines what should be in a
postvention or traumatic incident response plan
and the processes to develop one. The suggested
plan has been prepared by staff of Specialist
Education Services from Rivers (1995). A simple
checklist for use in developing, maintaining,
implementing and reviewing such a plan can be
found in the Guide for Schools (the resource
booklet developed from this report).

Therefore, it is recommended that all schools have
a traumatic incident response plan developed in
advance, which provides appropriate processes for
students and staff and minimises any harmful
outcomes of the traumatic event. The traumatic
incident response plan and its associated policies
must be developed before such events occur so
that planned responses can be implemented and
staff, parents and students can be involved in
appropriate programmes. These plans are also
called “postvention” or “trauma management” plans.

What is “postvention”
Postvention is the work carried out to deal with
the aftermath of suicide in order to assist the
survivors to cope with what has happened and to
reduce the chances of other suicides and suicide
attempts. As Hazell (1993, p. 661) states:
The goals of postvention are: first, to help the
survivors of suicide adequately cope with their
distress; and second, to identify and refer for services
those individuals thought to be at risk for suicidal
behaviour or other maladaptive responses.

The Ministry of Education National Administration
Guidelines (NAG) require schools to provide
emotionally and physically safe environments for
students. Postvention or traumatic incident
response plans contribute to the emotional safety
of students. Schools without such plans expose
themselves to increased organisational risk.
Specifically, the risks include harm to individual
students through the increased possibility for
cluster suicide, ongoing acrimony and division with
parents if cluster suicides should occur and the
possibility of litigation for not having met the
National Administration Guidelines. The Ministry of
Education circular 1997/12 brings issues of liability
to the attention of school boards and principals.
7

The survivors of a suicide are the friends and family
of the person who has died. For suicide survivors
the impact of the death can be qualitatively different
than the impact of death from other causes.
Coping with the aftermath of suicide is outside the

This section was written by Lewis O Rivers, Bernadette J Holden and Glenis A Allen from
Specialist Education Services.
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realm of normal experience. Unusual and
unexpectedly strong emotional reactions can result.
For example, it is common for the survivors of a
suicide to report feelings of shame, guilt and anger.
These feelings can be powerful and invasive and can
lead to the development of depression. Often they
will overlay normal healthy grieving processes.
Postvention programmes will assist in managing
these effects.

post-impact - the period when the event seems
to be over but the full details of the incident may
not be known
recovery - the time when individuals, families and
communities begin to resume everyday life.
Although there are similarities in reactions,
emotional responses and questions to all traumatic
incidents, each is unique. The intensity of traumatic
incidents increases when there is a death, especially
a murder or suicide (Rivers, in press).

Overview of traumatic incidents

A central question for the survivors of a traumatic
incident is why did it happen? Regardless of any
suicide notes, or any other avenues for explanation,
survivors are unlikely to find satisfactory
explanations for the suicide. This is why suicide has
such an impact and why recovery is so difficult.

The management of traumatic incidents requires
high levels of team work. Postvention plans provide
the basis for teamwork following a suicide or
attempted suicide.
Intervention must begin immediately the
school becomes aware of the traumatic
incident and a core group of staff must be
involved in the response plan. The ethos and
organisation of the school is important. For
example, effective traumatic incident
management requires high levels of delegation
and trust. If these are not present within the
school culture prior to the traumatic incident
they are unlikely to develop during the
management of it.

The four phases of pre-impact, impact, post-impact
and recovery are not discrete, however they
provide a simple model to assist in the
understanding of traumatic incidents.
Principles8 to take note of in the
development of a postvention plan
1 each school should develop its own
response plan before a traumatic
incident - it is necessary to develop such a
plan before any event since the initial steps
in a plan will need to be carried out
immediately - there will be no time to
develop a plan when an incident occurs.
2 the response plan should involve all the
sectors of the school and specify the
coordination mechanisms - to be
effective a postvention plan should include
all staff and make provision to include
students, parents and support agencies from
outside the school, as appropriate. The
development of the plan should involve
consultation with and, as appropriate,
participation by each group. The plan should
not depend on any single person but be able
to be implemented by the staff available at
the time. It should also avoid placing any
particular staff member in “the hot seat”, but
rather promote the coordinated
responsibility of a team of people who can
support each other.

The attitudes of staff, and the way that the school as
a whole responds to the incident can be critical in
determining the student’s responses.
It is often appropriate for schools to call on outside
assistance following the death of a student through
suicide. This assistance should complement and,
where appropriate, guide the actions of the school.
For example, counsellors from other schools may
come in to assist, however, it is unlikely that these
people will have a direct management responsibility.
The responsibility for the implementation of the
traumatic incident response plan and postvention
programme must remain with the school.
Traumatic incidents can be divided into four phases;
pre-impact, impact, post-impact and recovery:
pre-impact - the time leading up to the traumatic
incident. This is the time to develop traumatic
incident policies and postvention plans and
complement prevention initiatives by promoting
a healthy school environment
impact - the time when the traumatic incident is
happening or, in the case of suicide, the time
when the school first learns of the death
8

Adapted from United States Government Centre for Disease Control’s Recommendations for a community plan for
prevention and containment of suicide clusters, 1988.
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It should not be assumed that the death is a
completed suicide. This must be treated with
caution and the full range of possibilities kept open
until the cause is clear. Families may not want to
believe or acknowledge that the death was the
result of suicide yet the friends of the dead person
may believe that it was.

3 the relevant community resources
should be identified - the plan should be
discussed with each of the community
resources or agencies. The support they can
provide, contact protocols and any
limitations on their involvement should be
discussed with each. The name and phone
number of a contact person (including after
hours contact details) for each should be
listed in the plan.
4 the conditions under which the
response plan should be implemented
must be clearly specified and
understood by key staff - this provides
guidance about the conditions necessary to
implement the plan which ensure an
adequate, yet appropriate response.
5 the implementation of the plan should
allow key staff to be contacted and
prepared before they have to respond
to other staff, students and the
community - staff need to avoid being
unprepared to deal with students’ concerns
or to identify students who require
assistance. This is important in retaining
students’ confidence both in staff themselves
and that the “crisis” is being managed. The
principal and other senior staff need to be
informed as soon as possible or practical.

All staff (executive, teaching, library, caretakers,
grounds and others) should be informed of what
has happened. This will ensure that all staff have the
opportunity to contribute what they know about
the death. It will also ensure that all staff will be
aware of the need to report episodes of unusual
behaviour to the postvention team.
If the student who suicided was taught by a number
of different staff it may be appropriate for this
group to meet together.
All staff (as above) need to meet as soon as possible
and either be informed of the postvention plan, or
in the unfortunate absence of a plan, be involved in
the development of one. Some staff may need to
attend to students while the meeting is being held.
These staff can be brought up to date at a later
time.
The full staff meeting may cover the following
issues:
the distribution of a written statement to be
used by staff to tell students what has happened.
This statement, prepared by the postvention
team, will contain the most accurate information
available at the time that it is written. The
statement can be rewritten and redistributed as
more information comes to hand. The statement
provides consistency of information for staff and
students. The statement should, as far as
possible, avoid distressing details. It should not
contain details of the method of suicide
informing students. This happens best in small
groups such as form classes with the form
teacher telling the students. It is seldom
appropriate for students to be told about a
suicide (or any other death) in large group such
as a school assembly
discussion of likely student reactions. Staff need
to be aware that the normal reactions to suicide
include tears, anger, expressions of frustration
and other emotions that may not often be seen
by teachers. These are normal responses to the

The makeup of the postvention team will be
specified in the plan. This team will meet as soon
as possible. The traumatic incident response plan
should cover the following:
no single staff member or small group of staff
should be left with either a full or major
responsibility for managing the aftermath, this
responsibility must be shared with the
postvention team and the principal
no member of staff is to take action without
consultation with another member of the team
and preferably the whole team
full records of all aspects of postvention should
be kept. These records may form a protection in
the event of parents or others alleging that the
school acted in an unprofessional manner.
The postvention team should check that they have
all the information that is available and that the
information they have is factual and accurate.
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extreme stress and upset that suicide triggers
among survivors
identification of other students who may attempt
or complete suicide. These students will need to
be included in the risk assessment procedures
(see Section 3)
recognition that staff may need individual
assistance. Some staff may feel that the suicide
was their fault. Others may have had traumatic
or recent deaths within their own families. For
many reasons, some staff may not be able to be
involved in assisting students.
plan for media involvement. There is likely to be
media interest following an attempted or
completed suicide.

at risk of suicide. They are least likely to have the
concept that death is permanent
help is available - young people who have
suicidal intentions can be difficult to help. Their
personal circumstances and emotional difficulties
may seem overwhelming to them and to those
who wish to help them. Many who have
responsibility for the care and education of
young people may have had difficulty accessing
professional help for those thought to be at risk.
Suicide in young people has only recently been
regarded as a significant health and social issue. It
is now more likely that young people who need
assistance will be seen rapidly by mental health
out-patient facilities.

Staff should meet regularly during the first few days
following the suicide. These meetings are to talk
about student reactions and to provide support for
each other. Where there are too many staff for a full
meeting to be effective, staff should meet briefly to
share information and then divide into smaller
groups. Some staff may need to attend to students
while the meetings are being held. These staff can
be brought up to date at a later time.

During these discussions staff must watch carefully
for those students whose reactions to the suicide
seem inappropriate. Inappropriate reactions might
be that the death was heroic or that suicide was a
good choice. A desire to die in order to be with the
victim is also an inappropriate reaction. If students
show these reactions, then bring the discussion to
an end and seek further help. These students may
need to be included in the suicide risk assessment
processes outlined in Section 3.

6 the plan should ensure the response is
conducted in a manner which avoids
glorifying the suicide victim(s) and
minimises sensationalism - reporting of
the suicide should be as accurate as possible,
announced in a manner that provides
maximum support for the students, family
and other members of the affected
community and minimises the likelihood of
hysteria.

Encourage people to be together. Students moving
between classes, going to the resource room or
moving around the school should do so with
others.
Tell the parents and caregivers that there has been a
student death. This can be done in a newsletter. If it
is appropriate, describe the death as being the
result of suicide.
Ensure that the parents and caregivers of all the
young people who are particularly at risk are told
that concerns are held by the school about their
safety. If parents are not told they will feel the
emotional state of their young person was hidden
from them. If that young person completes suicide
there is enormous potential for blame, anger, guilt,
and recrimination.

It is appropriate for all students to be able to
discuss the following issues:
suicide is not a good choice - that suicide is a
choice cannot be disputed, but there are other
choices. Suicide is a permanent solution to what
are generally temporary problems. The task is to
assist young people to see other solutions
death is permanent - the permanence of
death may seem obvious however the focus of a
young person at risk of suicide may be on a
vision of other people’s sorrow, guilt, regret, and
pain. This is a powerful vision for them and the
reality that death is permanent may be lost. This
is a particularly important issue for young people

Encourage these parents and caregivers to keep
their young people safe by knowing where they are,
who they are with and what they are doing.
Encourage parents and caregivers to talk to their
young people in supportive and caring ways. Where
this cannot happen, for example, boarding schools
or when parents or caregivers are unable to be
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supportive, staff should ensure the young person
has other opportunities, if necessary within the
school, to express their feelings.

7 students who have a history of
emotional distress and risk of suicide
should be identified and should have at
least one screening interview with a
competent staff member - as necessary,
they should be referred for further
assistance. There should also be the
opportunity for other individuals to self
identify, or be identified by teachers or other
students as having difficulties following the
suicide and to receive appropriate assistance
in the normal way, with a minimum of fuss.

Assist parents and caregivers to get help for
themselves and their children through family
supports, the family doctor or other avenues.
Recognise that some parents and caregivers may
have difficulty accepting that their young person is
at risk. This difficulty may be overcome through
establishing a relationship with the parent or
caregiver and providing some guidance for them.
Make decisions about attending the funeral. The
expectations about the nature of a funeral will
depend largely upon the cultural (including spiritual)
values held by the various parties involved especially the young person’s family.

Close friends of the victim should be identified and
monitored. Check these young people for suicide
risk factors and where appropriate involve them in
follow up according to the procedures in Section 3.
Be aware that there will be others at risk who have
not been identified. These may include friends and
others in the same social network as the victim,
those who have made prior suicide attempts, those
who are depressed or have low self-esteem, those
whose life experiences or circumstances are similar
to those of the victim, those with family members
who have died through suicide, homicide or
accident, and those with a history of impulsive or
violent behaviours.

At one end of the spectrum is the view that
funerals are family business - a place for family,
friends, acquaintances and colleagues - and it is
inappropriate for the school to attend as an
organised group. If individual students are to attend,
the decision should be made by the student and
their family.
At the other end of the spectrum Maori, Pacific
Islands and some religious groups will consider that
the funeral is an important opportunity to
acknowledge both the individual and beliefs about
the nature and purpose of life itself. In this view it is
appropriate for the “community” as a whole to
participates in the funeral.

All of the students should be monitored. This can
happen at classroom level. In particular, look for
those who seem depressed or isolated. Grief
should be shared with family and friends. When grief
is overlaid with depression it may lead to isolation
and withdrawal.

Schools will need to be sensitive to the different
views and the principle of not glorifying the suicide
or promoting activities which are likely to
precipitate a crisis for other young people who may
be at risk. This will require sensitive inquiry of the
family and others involved about what they expect
from the school and discussion about how that can
best be achieved.

The postvention team should ensure that
counselling staff have sufficient resources and
backup. This could include support from
counsellors from other schools on a reciprocal
arrangement, support from the Specialist Education
Services and/or assistance from a local mental
health facility. From within the school it may be
appropriate to free up some staff members through
the use of relievers thus increasing the capability of
the school to work with students using staff familiar
to the students. The support and backup must
include appropriate professional supervision during
and after the incident.

Be prepared for the aftermath to continue for as
long as there are students or staff at the school
who were there at the time of the death. Do not be
disheartened by this. This does not mean that things
will never return to normal. It means that
anniversaries, further deaths, car crashes and other
triggers will bring back unhappiness for some
people.

A resource room should be established. This room
is for students to use when they feel they cannot
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cope with being in the classroom. It provides a
place where grief can be shared and where the
death can be talked about. Emotional reactions are
normal when death has occurred. The resource
room is a place for tears and where grief can be
shared. White boards, paper, paints, and other
materials that young people can use to express how
they feel should be in the resource room. There
should always be a suitable staff member in the
room.

ask if tape recorders or video cameras are
recording
prepare guidelines for media contact with
parents, children or others involved in the
traumatic incident
ask journalists to respect these guidelines
always keep relationships with journalists
professional and calm
when interviews are over do not enter into
general discussions
keep a log of all media inquiries and keep a
record of all media statements including the
name of journalists and their organisation. Do
not give “off the record” information
regard all media conversations as being on the
record

8 a timely flow of accurate, appropriate
information should be provided to the
media - a single media liaison person
should coordinate information from the
school and other sectors and provide
frequent, timely information to present a
complete and honest picture of relevant
events. Issues of privacy and confidentiality
and the wishes of the family should be
considered. It is acceptable to choose to
make “no comment”.
appoint a media spokesperson
make sure the media spokesperson is well
briefed on the event
make sure the media spokesperson is well
briefed on the media strategy (NB the strategy
may be to refuse all media comment on the basis
of individual and family privacy or on the basis
that to describe a death as having been from
suicide prior to the matter being adjudicated by
the coroner is in breach of the Coroners Act)
make sure all staff know that media inquiries are
to be directed to the media spokesperson
make sure others (eg parents/caregivers) know
that they can direct media inquiries to the media
spokesperson.

9 elements in the school environment
that might increase the likelihood of
further suicides or suicide attempts
should be identified and changed - this
includes access to methods that may have
been used in the recent suicide (eg poisons,
high buildings etc) and other potential risk
factors.
10 following any implementation of the
plan, it should be reviewed and
evaluated - long-term issues emerging
from the suicide should be addressed. If
there are aspects of the student’s
environment/culture or barriers to accessing
required services such as counselling or
medical help, these should be addressed as
part of an ongoing prevention policy.
Actions that may cause difficulties
The following incidents are recorded to encourage
schools to develop appropriate and safe responses
and to avoid, as far as possible, those actions which
may increase rather than decrease risk to students.
This list is not an indictment of school management.
Suicide is a relatively rare event and when it
happens schools are devastated.
sealed suicide related notes left unopened
and unread
Sealed notes have been left with counsellors and
have not been recognised as suicide notes until after
the death. Sealed notes must be treated with
caution and unless there is a compelling reason, they
should be opened

The following guidelines have proved useful in the
general area of traumatic incident response and
management (Rivers, Hornbrook and Allen, 1993):
recognise the right of the media to ask questions
prepare written media statements
check all media statements with colleagues for
sensitivity, accuracy and appropriateness
be prepared, in major events, for the media
spokesperson to be interviewed for radio and
television
do not try to manipulate the media
say only those things you are confident of saying
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decisions about whether the whole school
or individual members of it should attend
the funeral need to be made carefully.
Parents/caregivers need to be involved
“Following a suicide all the students attended the
funeral where the casket was open. Many students
were profoundly affected by this with some
commenting on how peaceful the person looked
after death. A possible implication of what they
were saying was that they too could complete suicide
and achieve the peace that their friend had
achieved.”
“Following a second student suicide a school
commented to the parents of the deceased that their
son had been very upset during the first funeral. This
was the first time that these parents knew that their
son had attended that funeral, they thought that
their son was at school on that day. The school had
said to students that any who wanted to attend the
funeral could.”
possessions (school books, art work and
technicraft items) of the deceased sent home
with other students
“Following the death of a young person families often
want to collect and keep all of the possessions and
work that the young person has done. These are the
permanent products of that young person’s life.
Apart from memories, they are all that the family
has left. These possessions are potentially too
valuable to be entrusted to other students. There
have been cases where the possessions have
disappeared and families have entered into
protracted arguments with the school about the dead
students belongings.”

schools where prizes and plantings have been
named after students who have died by suicide
and where memorial services have been held on
annual anniversary dates
These types of memorials can glorify suicides.
For example, trees planted to mark the deaths of
students will be daily reminders. Where the
death was the result of a completed suicide, this
is a potentially dangerous trigger.
Memorial services usually focus on the good
points of the person who died and do not deal
with the problems that were experienced. For
those who are at risk of self harm the prospect
of their own memorial service may encourage
them to attempt or complete suicide.
Students may ask for a memorial service, particularly
to mark appropriate anniversaries. These students
may have their needs met more safely through group
or individual counselling.
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APPENDIX 1: PROCESS USED TO DEVELOP THESE
GUIDELINES
In December 1996 the Ministry of Education
convened a meeting of health and education
professionals to discuss the development of
guidelines on youth mental health and suicide. This
meeting was attended by Annette Beautrais, Mary
Chamberlain, Carolyn Coggan, Maria Cotter, Birnie
Duthie, David Fergusson, Janelle Grady, David
Hannah, Stewart Newbury and Lewis Rivers.

Each of the authors has concentrated on different
sections of the report. Dr Beautrais and Professor
Fergusson wrote Section 2; Dr Beautrais, Dr
Coggan and Professor Fergusson all contributed to
Section 3; Dr Coggan wrote Section 4; Dr
Beautrais, Dr Coggan and Professor Fergusson all
contributed to Sections 5 and 6; and Lewis Rivers
(assisted by Bernadette J Holden and Glenis A Allen
of Specialist Education Services) wrote Section 7.
The compilation of the report and development of
the Guide for Schools was managed by Don Smith
(National Health Committee Secretariat).

In March, 1997 the Ministry of Education
commissioned four authors with expertise in the
area of youth suicide to provide advice and
comment on how young people at risk of suicide
might be better detected within a secondary school
setting. The authors (in alphabetical order) were: Dr
Annette Beautrais, Dr Carolyn Coggan, Associate
Professor David Fergusson and Mr Lewis Rivers.

The early drafts of the report were considered by
two groups of education and health professionals
from the perspectives of policy development and
implementation. These professionals were: Janice
Campbell, Barbara Collins, Maria Cotter, Pauline
Dickerson, Sharon Ellis, Trish Grant, David Hannah,
Bob Henare, Heather McDowell, Rosie Pears, Lexie
Ridling, Tony Saxon, Bim Skudder, Brian Smith, Gillian
Tasker and Sue Webb.

Specifically the authors were asked to report on the
following issues:
the spectrum of suicidal behaviour in young
people and the causes
the development of school based policies and
strategies to manage and prevent suicidal
behaviour in the school context
recommendations for responses to suicidal
behaviour in school students
advice and recommendations to manage the
aftermath of suicide, suicide attempts and suicidal
behaviour in school students.

The penultimate draft was reviewed by the above
group and the following people: Margaret Agee,
Helen Bowbyes, Children,Young Persons and their
Families National Office, Alana Davies, Barbara
Disley, Mason Durie, Don Gooder, Paul Hirini, Janet
Kelly, Wayne McLean, Ken Rae, Keri Lawson-Te Aho,
R Thorpe and Michael Rimes.
The project was managed by Janelle Grady (Ministry
of Education).
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APPENDIX 2: A SUMMARY OF THE DSM-IV DEFINITIONS OF
DEPRESSION, SUBSTANCE ABUSE/DEPENDENCE AND
CONDUCT DISORDER
Major depression: Mood disorders in young
people are often difficult to recognise since
individuals with major depression may exhibit little
outward sign of their inner despair and feelings.

for substance abuse do not include tolerance,
withdrawal or a pattern of compulsive use and
instead include only the harmful consequences of
repeated use (American Psychiatric Association,
1994). The key features of substance abuse and
dependence disorders are given as follows:

Table 2.1 Major depressive disorder.
The key features that define this condition
include at least five of the following symptoms
(including either 1 or 2) which must be present
during a two week period and which represent
a change from previous functioning:
depressed mood most of the day, almost
every day
a markedly diminished interest or pleasure
in normal activities
significant weight loss or weight gain
difficulty in sleeping, or sleeping too much
inability to remain still, or slowed physical
movements
fatigue or loss of energy
feelings of worthlessness or excessive guilt
diminished ability to think or to concentrate,
or significant indecisiveness
recurrent thoughts of death or suicidal
thoughts, plans or behaviours.

Table 2.2 Substance abuse disorder.
A maladaptive pattern of substance use which
does not meet criteria for substance
dependence, and which includes at least one of
the following features:
recurrent substance use which significantly
affects performance at school, work or
home
recurrent substance use in situations in
which it is physically hazardous
recurrent substance related legal problems
continued substance use despite having
persistent or recurrent social or
interpersonal problems caused by the effects
of the substance.

Table 2.3 Substance dependence disorder.
A maladaptive pattern of substance use, leading
to significant impairment or distress, and
including at least three of the following features
which occur within the same 12 month period:
tolerance - indicated by either the need for
greatly increased amounts of the substance
to achieve intoxication (or the desired
effect) or a markedly diminished effect with
continued use of the same amount of the
substance
withdrawal - indicated by either the
characteristic withdrawal pattern for the
particular substance, or the use of the same
or similar substance to relieve or avoid
withdrawal effects
the substance is often taken in larger
amounts or over a longer period than was
intended

Substance abuse disorders:
Substance use disorders in young people may also
be difficult to detect, particularly in the school
context. Substance use disorders include both
substance abuse disorders and substance
dependence disorders. The key features of
substance dependence disorders relate to a cluster
of cognitive, behavioural and physiological
symptoms indicating that the individual continues to
use the substance despite significant substancerelated problems. There is a pattern of repeated
self-administration which usually results in
tolerance, withdrawal and compulsive drug-taking
behaviour (American Psychiatric Association, 1994).
The essential feature of substance abuse disorders
is a maladaptive pattern of substance use, and unlike
the criteria for substance dependence, the criteria
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there is a persistent desire to decrease or
stop substance use
a great deal of time is present in activities
necessary to get the substance, to use it or
to recover from its effects
important social, occupational or
recreational activities are given up or
reduced because of substance use
use of the substance continues despite
knowledge of having a persistent or
recurrent physical or psychological problem
with the substance.

Table 2.4 Conduct disorder.
A repetitive and persistent pattern of behaviour
in which the rights of others or societal
standards of behaviour are violated, the
behaviour leads to significant impairment in
social, academic or occupational performance,
and which includes three or more of the
following behaviours:
Aggression to people and animals, including often bullying, threatening or intimidating
others
often initiating physical fights using a weapon
capable of causing serious harm against
others physical cruelty against people or
animals
stealing while confronting a victim
forcing someone into sexual activity
destruction of property, including arson or other deliberate destruction of
other’s property
deceitfulness or theft, including breaking into other’s house, building or car
often lying to deceive others or to obtain
property
stealing items of significant value
serious violation of rules, including staying out at night, beginning before age
13, and despite parental prohibitions
running away from home and staying out
overnight, at least twice
often truanting from school, beginning
before age 13

Conduct disorder: In contrast to major
depression and substance abuse disorders which
may be somewhat difficult to detect within the
school context, young people with conduct
disorders are likely to be well recognised and
conspicuous within the school context owing to
their high frequency of antisocial, and often
aggressive, behaviours. The key features of conduct
disorder include:
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