April
Spring Can Bea High Risk Time for Students

Time is running out for catching up;
decisions are made about who passes and who fails;
&
parties and proms to celebrate the end of the year
can have some negative side effects.

Of special concern are youngsters who seem depressed.

It’stimeto prevent;
it’'stimeto help;
and there s till time to enable many studentsto turn it all around.

KEEPING PROBLEMSIN PERSPECTIVE

I n the Summer, 1999 and Fal, 2002 issues of the Center's newdetter, we discussed “Youth
Suicide/Depresson/Violence.” We introduced the discusson as follows: Too many young people are not
very happy. Thisis quite understandable among those living in economicaly impoverished neighborhoods
where daily living and school conditions frequently are horrendous. But even youngsters with economic
advantages too often report feding dienated and lacking a sense of purpose.

Y oungsters who are unhappy usudly act on such fedings. Some “internalize” some “act out;” and some
respond in both ways & different times. The variations can make maiters a bit confusing. Istheyoungster
just sad? I's s/he depressed? Is this a case of ADHD? Individuas may display the same behavior and yet
the causes may be different and vice versa. And, matters are further muddled by the redlity that the causes

vay.

The causes of negdtive fedings, thoughts, and behaviors range from environmenta/system deficits to
relatively minor group and individua vulnerabilities on to mgor biologica disabilities (that affect only a
relatively few individuds). It is the full range of causes that account for the large number of children and
adolescents reported as having psychosocia, MH, or developmenta problems.

Recent highly publicized events and related policy initiatives have focused renewed attention on youth
suicide, depression, and violence. Unfortunatdly, such events and the initiatives that follow often narrow
discussion of causes and how best to deal with problems.

The Classification of Child and Adolescent Mental Diagnosesin Primary Care (DSM-PC) developed
by the American Academy of Pediatrics is a useful resource to help counter this tendency to
overpathologize (see attached below).



ABOUT SEASONAL VARIATIONS
(From: “Temporal Variationsin School-Associated Student Homicide and Suicide Events --- United States, 1992--1999"
Morbidity and Mortality Weekly Report, 2001, August, 10:50(31):657-60.)

“... By describing tempora variations in school-associated student homicide and suicide events, this report
provides information that can assist school administrators and faculty in planning the timing and focus of violence
prevention programs. ... The findings on suicide are consistent with other studies that have shown increased
suicide rates in the generd population during the spring .... Programs designed to prevent suicide and suicida
behavior among students should recognize that the spring semester is the period of highest risk. The Surgeon
Generd recommends training teachers to recognize studentsthat show signs of risk for suicide and refer them to
amentd hedlth professond for assessment and trestment .... Prevention programs can be effective in preventing
youth violence .... Effective programs often focus on both individua risk factors and environmenta conditions
that may predispose young persons toward violent behavior.
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SOME CENTER RESOURCES TO GUIDE PREVENTION AND EARLY INTERVENTION
For specific intervention idess, see the following Center Resources:
Quick Training Aidson:
>Suicide Prevention (materias for staff development including screening tools and descriptions of
evidence based programs)
>Assessing & Screening
>Case Management in the School Context
>School Interventionsto Prevent and Respond to Affect and Mood Problems
Intro. Packet: Affect and Mood Problems Related to School Aged Youth
Resour ce Aid Packet: Screening/Assessing Students: I ndicators and Tools
Technical Assistance Sampler: School I nterventions to Prevent Youth Suicide
Quick Findson: Suicide Prevention; Depression; related topics
PR

BELOW ARE SOME TOOLS FOR STAFF DEVELOPMENT



SOME PREVENTION GUIDELINES

In the Technical Assistance Sampler: School Interventions to Prevent Youth Suicide, you will find the
following Excerpts from... Guidelines for School Based Suicide Prevention Programs circulated by the
American Association of Suicidology, 1999, http://www.suicidology.org

Conceptual Basisfor Prevention Approaches

A dear conceptua basis gives us the rationde for choosng a particular prevention strategy for a particular
problem, with a particular population, in a particular setting. Part of the effort to build the conceptua base for
prevention in generd has resulted in typology intended to clarify prevention methodology (Inditute of
Medicine, 1994) which included:
1 Universal interventions, which are directed at an entire population rather than selected
subpopulations or individuds.
2 Sdlective interventions, which are targeted to subpopulations that are characterized by shared
exposure to some epidemiologicaly determined risk factor(s).
3 Indicated interventions are targeted to specific individuas who are dready preclinica levels of a
disorder and who have been identified through screening procedures.

Universal Approaches

The god of universa gpproachesis to raise the overall supportiveness and responsiveness of the at risk
youths' environment. Therole of the school isseen ascriticd, but limited. All schoolsare not assumed to

the resources to treat suicida or emotionally disturbed students. They can enhance their cgpacity to identify and
get help for these students as part of their mandate to sociaize and protect their students.

The overdl gods of the universa program are to increase the likelihood that school gatekeepers
adminigrators, faculty, and staff) and peers who come into contact with at-risk youth can more readily identify

them, provide an gppropriateinitia responseto them, will know how to obtain help for them, and are consstently
inclined to take such action.

Protective Factors & Welness Promotion

Some longitudina research indicates that the presence of protective factors may have asironger influence on the
likelihood that risk behaviorswill occur than the presence of risk factors. These protective factorsinclude persond
characterigtics such as socid problem solving competencies, and, environmenta characteristics such as contact
withacaring adult and aschool climatethat promotes students’ involvement, contribution, and sense of connection
withtheir school. One caveat concerning resilient youth isin order. Research indicates that youth who come from
high risk environments and yet do well in school and peer relations gill evidence a greater prevaence of anxi
and depression than peers who do not come from such environments. Anxiety and depression are Sgnificant ri
factors for suicide, and these interndizing disorders are more likely to go undetected than the externdizing
behaviors.

Selective Prevention Programs

While subgroups that are at grester risk for suicide will by definition be exposed to universal programs, these
programs are amed more at their peers and may not be of sufficient dosage or focusto affect specific vulnerable
subpoi)ul ations such as disenfranchised or depressed students. Some of these students may become known to
school officids, particularly if school personnd and parents are educated to identify troubled students before they
make overt statements or attempts. Thus gatekeeper training is a common selective program that has shown
promise for increasing identification and referrd.

There is some evidence that sudentsare morelikdly to usetelephone crisisand referral servicesbecausethey are
anonymous, and don't require fees, trangportation, or ap(Jooi ntments. Publicizing these services (e.g. through wallet
cards continuoudy available throughout the school) and linking them to established screening teams can facilitate
contact with a risk youth. However, these services are till underutilized by mde(ﬁ )

cont.




(Prevention Guidelines — cont.)
Indicated Prevention Programs

The god of indicated programs is to reduce the incidence of suicidal behaviors among students who aready
display risk factors or early warning signs associated with suicide such as frequent suicidal thoughts, previous
attempts, depression, or substance abuse.

Indicated programs require the presence in schools of individuals who are trained to screen students and to
provided the indicated programs. School faculty or specid services staff such as guidance counsdors can be
trained to provide the programs, but professionals such as psychol ogists or social workerswould haveto conduct
the screening. There are a growing number of school-linked services (community gatekeepers who provide
assessment and counsdling services on Site) and school based service centers or clinics that can house indicated
interventions.

The overdl gods of indicated programs are to identify at risk students, preferably through existing school
procedures, and provide them with accessble, brief interventions that include support, skill training, and
opportunities to bond with the school and maintain contact with a caring adullt.

Requirementsfor Effective Prevention Programs
C Conceptudly & empiricaly grounded goas and objectives.

C Clealy articulated and packaged components (lesson outlinesand plans, detailed ingtructor guiddines
that include typical student responses and how to respond to these, dl handouts, and references for
additional materids).

C Comprehendve addressdl levels of targeted organization.

C Ecologicd: address the multiple contexts in which participants interact.

C Conform to the context/culture/values of the target population and organization.
Comprehensive School Based Prevention Programs

... Comprehendve programs are multilevel, multicomponent interventions that include the following
components, usudly implemented in this order:

1. Administrative consultation to ensure that policies and procedures for responding to at risk students,
attemdpts and completions are in place; and to ensure that community linkages exist for close
coordination of referras to, and return of students from, community gatekeepers.

2. School gatekeeper training for al faculty and staff (including such staff as bus drivers and cefeteria
workers) on the identification of, initial response to, and effective referra of troubled and at risk
sudents. This sometimes includes the establishment of in school criss response teams made up of
faculty, saff, and adminigtrators.

3. Parent training covering smilar materia as the school gatekeeper training, as well as means
regtriction strategies.

4. Community gatekeeper training that incorporates policies and procedures for effective response and
coordination with schools and families. This sometimesincludes training in the trestment of depressed
and suicidal adolescents. Community crisis teams and media campaigns have aso been implemented.

5. Student classes usudly consst of 4 to 5 class periods included in the hedlth curriculum. Classes
include a variety of media, and involve studentsin discussons and roleplays to prepare them to
recognize and respond to troubled peers, and to destigmeti ze seeking adult help.

6. Postvention interventions that are provided by externd consultants to schools and communitiesin
which a suicide completion or serious attempt has occurred. These interventions consst of standard
steps designed to process faculty, student, and community reactions to the event; facilitate grief work;
and, prevent imitative acts among identified vulnerable peers.




Thefollowing screening tools are from our Center’s Technical Assistance Sampler on School
I nterventionsto Prevent Youth Suicide.

Suicidal Assessment - Checklist *

Student's Name; Date: Interviewer:

(Suggested points to cover with student/parent)

(1) PAST ATTEMPTS, CURRENT PLANS, AND VIEW OF DEATH

Does the individual have frequent suicidal thoughts? Y N
Have there been suicide attempts by the student or significant othersin hisor her life? Y N
Does the student have a detailed, feasible plan? Y N
Has s/lhe made special arrangements as giving away prized possessions? Y N
Does the student fantasize about suicide as a way to make others feel guilty or as Y N
a way to get to a happier afterlife?

(2) REACTIONS TO PRECIPITATING EVENTS
I's the student experiencing severe psychological distress? Y N
Have there been major changes in recent behavior along with Y N
negative feelings and thoughts?

(Such changes often are related to recent loss or threat of loss of significant others or of positive status and

opportunity. They also may stem from sexual, physical, or substance abuse. Negative feelings and thoughts

often are expressions of a sense of extreme loss, abandonment, failure, sadness, hopelessness, guilt, and

sometimes inwardly directed anger.)

(3) PSYCHOSOCIAL SUPPORT
Isthere a lack of a significant other to help the student survive? Y N
Does the student feel alienated? Y N

(4) HISTORY OF RISK-TAKING BEHAVIOR
Does the student take life-threatening risks or display poor impulse control? Y N

*Use this checklist as an exploratory guide with students about whom you are concerned. Each yes raises the level of
risk, but there is nosingle score indicating high risk. A history of suicide attempts, of course, is a sufficient reason for
action. High risk also is associated with very detailed plans (when, where, how) that specify aletha and readily
available method, a specific time, and alocation where it is unlikely the act would be disrupted. Further high risk
indicators include the student having made final arrangements and information about acritical, recent loss. Because of the
informal nature of this type assessment, it should not be filed as part of a student's regular school records.




Follow-Through Steps After Assessing Suicidal Risk -- Checklist

(1) Aspart of the process of assessment, efforts will have been made to discuss the
problem openly and nonjudgmentally with the student. (Keep in mind how serioudy
devaued a suicidd student feels. Thus, avoid saying anything demeaning or devauing,
while conveying empathy, warmth, and respect.) If the student has resisted talking about
the matter, it is worth a further effort because the more the student shares, the better off
oneisin trying to engage the student in problem solving.

___(2) Explain to the student the importance of and your responsibility for breaking
confidentiality in the case of suicidal risk. Explore whether the student would prefer taking
the lead or at least be present during the process of informing parents and other concerned
parties.

___(3) If not, be certain the student is in a supportive and understanding environment (not
left alonefisolated) while you set about informing others and arranging for help.

(4 Try to contact parents by phone to
a) inform about concern
b) gather additional information to assess risk
c) provide information about problem and available resources
d) offer help in connecting with appropriate resources

Note: if parents are uncooperative, it may be necessary to report child endangerment after
taking the following steps.

(5) If astudent is considered to be in danger, only release her/him to the parent or
someone who is equipped to provide help. In high risk cases, if parents are unavailable (or
uncooperative) and no one elseis available to help, it becomes necessary to contact local
public agencies (e.g., children's services, services for emergency hospitalization, loca law
enforcement).

Agencies will want the following information:
* student's name/address/birthdate/social security number
*data indicating student is a danger to self (see Suicide Assessment -- Checklist)
*gtage of parent notification
*|anguage spoken by parent/student
*health coverage plan if there is one
*where student is to be found

(6) Follow-up with student and parents to determine what steps have been taken to
minimize risk.

(7) Document al steps taken and outcomes. Plan for aftermath intervention and
support.

(8) Report child endangerment if necessary.




Table#1:

Developmental Variations: Behaviors within the
Range of Expectation for Age Group*

DEVELOPMENTAL VARIATIONS

Sadness Variation
Transient depressive responses or mood changes to

stress are normal in otherwise healthy populations.

Bereavement
Sadnessrelated to a major loss that typically
persistsfor lessthan 2 months after theloss...

COMMON DEVELOPMENTAL PRESENTATIONS

Early Childhood

The child may have transient withdrawal and sad affect that may occur
over losses and usually experiences bereavement due to the death of a
parent or theloss of a pet or treasured object.

Middle Childhood
The child feels transient loss of self-esteem aver experiencing failure and
feels sadness with losses asin early childhood.

Adolescence

The adolescent's developmental presentations are similar to those of
middle childhood but may also include fleeting thoughts of death.
Bereavement includes loss of a boyfriend or girlfriend, friend, or
best friend.

Thoughts of Death Variation
Anxiety about death in early childhood.

Focus on death in middle childhood or adolescence.

Early Childhood
In early childhood anxiety about dying may be present

Middle Childhood
Anxiety about dying may occur in mid childhood, especially after death
in family.

Adolescence

Some interest with death and morbid ideation may be manifest by a
preference for black clothing and an interest in the occult. If this becomes
increased to a point of preoccupation, a problem or a seriousideation
should be considered.

Thoughts of Death Problem
The child has thoughts of or a preoccupation with
hisor her own death.

If the child has thoughts of suicide, consider
suicidal ideation and attempts (...).

Early and Middle Childhood
The child may express a wish to die through discussion or play. This
often follows significant punishment or disappointment.

Adolescence
The adolescent may express nonspecific ideation related to suicide.

SPECIAL INFORMATION
Between 12% and 25% of primary school and high school children have

some form of suicidal ideation. Those with a specific plan or specific
risk factors should be considered at most risk.

* Adapted from The Classification of Child and Adolescent
Mental Diagnoses in Primary Care. (1996) American
Academy of Pediatrics. Notes: Dots (...) indicate that
theoriginal text hasareferenceto another section.
(cont.)



PROBLEM

Sadness Problem
Sadness or irritability that beginsto include
some symptoms of major depressive disorders
in mild form.

» depressed/irritable mood

e diminished interest or pleasure

» weight loss/gain, or failureto make
expected weight gains
insomnia/hypersomnia

psychomotor agitation/retardation
fatigue or energy loss

feelings of worthlessness or excessive or
inappropriate guilt

» diminished ability to think/concentrate

However, the behaviors are not sufficiently
intense to qualify for a depressive disorder.

These symptoms should be more than
transient and have a mild impact on the
child's functioning. Bereavement that
continues beyond 2 months may also be a
problem.

*Adapted from The Classification of Child and
Adolescent Mental Diagnosesin Primary Care. (1996)
American Academy of Pediatrics. Notes: Dots(...)
indicate that the original text has a reference to
another section.
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(cont.) Table#2: Problems-- Behaviors Serious Enough to Disrupt Functioning with Peers,
at Schoal, at Home, but Not Severe Enough to Meet Criteria of a Mental Disorder*

COMMON DEVELOPMENTAL PRESENTATIONS

Early Childhood

The child may experience similar symptoms asin infancy, but sad
affect may be more apparent. I n addition, temper tantrums may
increase in number and severity, and physical symptoms such as
constipation, secondary enuresis(...), encopresis(...), and
nightmares may be present.

Middle Childhood

The child may experience some sadness that resultsin brief
suicidal ideation with no clear plan of suicide, some apathy,
boredom, low self-esteem, and unexplained physical symptoms
such as headaches and abdominal pain (...).

Adolescence

Some disinterest in school work, decrease in motivation, and day-
dreaming in class may begin to lead to deterioration of school
work. Hesitancy in attending school, apathy, and boredom may
occur.

SPECIAL INFORMATION

Sadness is experienced by some children beyond the level of a
normal developmental variation when the emotional or
physiologic symptoms begin to interfere with effective social
interactions, family functioning, or school performance. These
periods of sadness may be brief or prolonged depending on the
precipitating event and temperament of the child.

Reassurance and monitoring is often needed at thislevel. | f the
sad behaviors are more severe, consider major depressive
disorders.

The potential for suicidein grieving children is higher. Evaluation
of suicidal risk should be part of a grief workup for all patients
expressing profound sadness or confusion or demonstrating
destructive behaviors toward themselves or others.

Behavioral symptomsresulting from bereavement that persist
beyond 2 months after the loss require evaluation and
intervention. Depressed parentsor a strong family history of
depression or alcoholism (...) putsyouth at very high risk for
depressive problems and disorders. Family and marital discord, ...
exacerbatesrisk. Suicidal ideation should be assessed (see
Suicidal Thoughts or Behaviors cluster).

Lying, stealing, suicidal thoughts (see Suicidal Thoughts or
Behaviors cluster), and promiscuity may be present. Physical
symptoms may include recurrent headaches, chronic fatigue, and
abdominal pain (...).

I'n working on this important problem during a time when the dangers are increased,
those working to support studentsin schools will find their skillsin working with staff,
administrators, families, and community resour ces are especially important.
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