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Suicide: An Australian Psychological Society Discussion Paper Introduction Statistically, suicide is a rare event. But psychologically, suicide is not a rare event. It is a salient preoccupation and ‘issue’ for many cultures, for contemporary western societies and media, for the many individuals and families whose lives have been touched by the suicide death of others. While this paper originated with the Australian Psychological Society Directorate of Social Issues, the topic of suicide straddles both social issues and professional practice. Psychologists whose work involves a consideration of suicide may be engaged at one of a range of levels: a broad macro level focussing on socio-cultural analysis or development of conceptual frameworks in the field of prevention, an intermediate level involving specific program implementation and evaluation, or at the level of intense clinical interaction with individuals and families. One of the beliefs behind this paper is that theory and practice at each of these levels can and should inform each of the other levels. Another starting point was concerned with the relationship between psychological perspectives and the multidisciplinary collaborations which are so crucial in efforts to understand and respond to suicide and suicidal behaviour. In recent years, youth suicide has become a significant focus of government policy and planning. The National Youth Suicide Prevention Strategy was launched in 1997, and there have been numerous state government inquiries and initiatives (e.g., Victorian Suicide Prevention Task Force, 1997). Working within a multidisciplinary context, psychologists have made significant contributions to these policy and planning processes. As a parallel activity however, it seemed important to foster a wider engagement and discussion within the profession of psychology itself, creating a forum in which to reflect on the particular contributions which a psychological perspective brings. For many psychologists, engagement with the issue of suicide is in the context of clinical practice, and the questions these psychologists seek to illuminate are the conundrums of assessment and therapeutic intervention. Again multidisciplinary collaboration is vital, but the underlying philosophical rationale is that each discipline brings its own special contribution to the collaborative endeavour. Much has been written on the subject of suicide, but the field remains complex, perplexing, at times immensely sad. The literature seems vast, but there are surprising gaps. There is much painfully gained wisdom, many new ideas and initiatives, but many silences. This paper aims to provide a way in, to structure the complexities in a way which we hope will not only assist understanding but also engender further debate and discussion.



Suicide: An Australian Psychological Society Discussion Paper



1



While much of the recent focus on suicide has been shaped by the increase in youth suicide, suicide remains a significant problem across all adult age groups. Hence this paper discusses suicide across the lifespan, but identifies youth suicide and indigenous suicide as two areas of special concern. After canvassing some issues of terminology, the paper reviews the knowledge base about suicide rates and risk factors, examines some multidisciplinary perspectives on youth suicide and indigenous suicide in contemporary society, and then considers the challenges of assessment, intervention, and prevention. Terminology Despite many years, indeed decades, of clinical work and research concerned with suicide-related behaviour and ideation there is still no commonly agreed upon or widely adopted terminology for this field. O’Carroll et al. (1996) noted that suicide may be defined according to three essential elements: death from injury, poisoning or suffocation; self-infliction; and at least some level of intent to kill oneself (even if ambivalent). There has been considerable debate however about terminology for non-fatal self-injurious behaviour. A range of motivations or intentions may lie behind deliberate self-harm and the nature of the intent may be shifting and ambivalent. O’Carroll et al. (1996) distinguished between a ‘suicide attempt’ where there is evidence, explicit or implicit, that the person intended at some level to kill him or herself, and ‘instrumental suicide-related behaviour’ where the person did not intend to kill him or herself but ‘wished to use the appearance of intending to kill himself/herself in order to attain some other end’ (p.247). Diekstra and Garnefski (1995) argued in favour of the term parasuicide as it makes no reference to intent. They suggested that when asked about motive many people will either deny a wish to kill themselves or will simply say ‘I don’t know’. They argued that this ‘obscurity of intent’ (p.37) is not surprising, since at the time of the act, most people, especially the young, are in the midst of an interpersonal crisis and are feeling desperate and confused (and have often been drinking alcohol). According to Diekstra and Garnefski, another criterion for definition of parasuicide is that the act should not be habitual. An overdose by a habitual user of dangerous drugs is not considered parasuicide (unless there is specific evidence to suggest this); nor is habitual self-mutilation.
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The term ‘deliberate self-harm’ is preferred by many investigators, again because it makes no reference to intent. However this term does not distinguish between self-harm which is in some way associated with the idea of suicide and self-mutilation which does not involve suicidal ideation. Furthermore O’Carroll et al. (1996) argued that the term suicide attempt is so widely used and intuitively accepted that any efforts to banish this term are likely to be unsuccessful.



Rates Completed suicide Attempted suicide or deliberate self-harm Suicide ideation Completed suicide There are no worldwide standardised criteria for the classification and reporting of suicide deaths (Moscicki, 1995), which means that international comparisons must proceed with caution. Even within countries which have standard criteria, the way in which these criteria are applied may vary. There has been some debate in the literature about the possible extent of under-reporting of suicide, citing social pressures to avoid a suicide verdict and the possibility of some suicides being obscured by the manner of death, such as single car road accidents. Moscicki (1995) argued that epidemiological studies in the United States which have included a re-examination of death certificates have suggested that under-reporting is likely to be relatively modest. On the other hand Diekstra and Garnefski (1995) argued that under-reporting has increased recently due to the non-counting of ‘doctor-assisted’ deaths. They suggested that in the Netherlands suicide statistics could be one-fifth to one-fourth higher if these deaths were counted as suicides. In Australia death by suicide accounted for around 3% of all deaths in 1995. Overall rates of suicide in Australia have remained fairly constant over the past 100 years at about 21 deaths per 100,000 for males, and 5.5 deaths per 100,000 for females, despite some fluctuations, notably peaks in the early 1930s (males only) and in the middle to late 1960s (both sexes) and a trough in the early to mid 1940s (mainly males) (Victorian Suicide Prevention Task Force, 1997). These are quite similar to rates in the United States (Clark & Fawcett, 1992), where overall rates have also remained fairly constant over the century (Bongar, 1991). What has changed however, are the age patterns of completed suicide, with an increased rate of youth suicide (especially in males) over the past 30 years in Australia, New Zealand, Canada, the United States (Cantor et al., 1996) and elsewhere. For most of this century, in Western industrialised countries, suicide rates have generally risen with increasing age (Bongar, 1991), but rates for the 15-24 age group have increased markedly in recent times. In the United States
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the suicide rate among 15-24 year olds almost tripled in the period from 1950 to 1990, but seems to have peaked in the late 1970s and has levelled off since (Berman & Jobes, 1995). In Australia over the past 30 years there has been an increasing suicide rate among individuals below 25 years of age, and within this group rates have been especially high for males aged 20-24 years. The rates for middle aged and older aged groups have fallen somewhat over this period although the rates for older men are still relatively high (Victorian Suicide Prevention Task Force, 1997). Attempted suicide or deliberate self-harm Compared to completed suicide, it is even more difficult to obtain reliable information about rates of attempted suicide or deliberate self-harm. The two main methods of collecting information have been service utilisation studies and community surveys, and both have been undertaken infrequently. Hawton and Catalan (1987) noted that service utilisation research has usually been based on patients referred to general hospitals, missing those who see only a GP, those who don’t see anyone and those in other institutional contexts such as psychiatric facilities, prisons and nursing homes. They estimated that, in the U.K., a survey of general hospital contacts only picks up about one third of cases. Moscicki (1995) argued that the most reliable data on morbidity comes from surveys of community samples with clearly defined questions about suicidal behaviour. In Australia the Victorian Suicide Prevention Task Force (1997) reported some data on intentional self-inflicted injury or self-poisoning, based on people presenting to Victorian hospitals but excluding those discharged from emergency departments within four hours. The Task Force suggested these figures under-represent the true rate of self-inflicted injury in Victoria perhaps by as much as 50%. For 1987-1996 across all age groups the rates were 64 per 100,000 for males, and 93 per 100,000 for females. This translates to a ratio of attempts to completed suicides of 3:1 for males, and 17:1 for females. It is worth noting that much of the difference in ratio is due to the lower suicide rates in women rather than to the more moderate differences in self-injury rates. These Victorian rates are quite similar to 1991 rates in Western Australia where, across all age groups, there were approximately nine hospital admissions for deliberate self-harm for every completed suicide. Within the 15 to 24 year old age group this ratio was 15:1 (Zubrick & Silburn, 1996). In a notable and concerning trend, in the Victorian data the overall rate of selfinjury increased from 55 per 100,000 in 1987 to 112 per 100,000 in 1995 (Victorian Suicide Prevention Task Force, 1997). In a community study of deliberate self harm amongst 15- to 16-year olds in 44 Victorian schools, Patton et al. (1997) found a prevalence rate of 5.1% for deliberate self-harm in the preceding 12 month period. Prevalence of self-harm with self-reported serious intent to end life was 0.2%. In a similarly large-scale
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South Australian study of 13- to 14-year olds, Martin et al. (1996) found 12 month prevalence rates for deliberate self-harm which were more than twice those reported in the Victorian study. This discrepancy is very likely related to different methods of data collection, and it highlights the complexity inherent in seeking a clear picture of prevalence. Internationally, on the basis of reports from mainly European centres, Diekstra and Garnefski (1995) observed that the incidence of ‘parasuicide’ increased markedly from the early 1950s to the mid-1970s or early 1980s. Since then these centres have reported a decrease in parasuicide rates especially among late adolescents and young adults. Suicide ideation Zubrick and Silburn (1996) noted that reports in the 1970s and early 1980s suggested a 7 to 8% rate of suicide ideation in high school adolescents. This is significantly lower than more recent reports of rates of 23 and 27%. Zubrick and Silburn themselves found 27%. In a somewhat older age sample, Schweitzer, Klayich and McLean (1995) found a 62% suicidal ideation rate for Australian university students. As reported by Diekstra and Garnefski (1995) a review of eight community survey studies carried out between 1986 and 1991 suggested a lifetime prevalence of suicide ideation in the range of 15% to 53%. (They noted differences in definition of suicidal ideation and age of sample in the various studies.) Most of these studies reported more women and girls with suicidal ideation than men and boys. In general it seems that the experience of (mostly transient) suicidal ideation is quite common.



Methods In Australia, death by hanging has increased substantially since the 1970s while firearm deaths have declined. In Victoria between 1991 and 1996 the most common method over all age-groups combined was hanging, followed by carbon monoxide poisoning, drug overdose and gunshot (Victorian Suicide Prevention Task Force, 1997). The Victorian Suicide Prevention Task Force (1997) reported Australia-wide data on methods of suicide in young people aged 15-24. For young men, during 1991-1995, hanging was the most common method, followed by firearms (decreasing), carbon monoxide poisoning and ingestion of substances. For young women, ingestion of substances has long been the most common method. However in some years during the 1990s there were more deaths by hanging than by substance ingestion. The third and fourth most common methods for young women were car exhaust and firearms.
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Despite the overall decline in firearm deaths, Burnley (1995) found the use of guns was a major factor in the elevated suicide rates among inland rural men. Similarly Dudley, Kelk, Florio, Howard and Waters (1998) pointed to the continuing increase (as of 1993) in firearm suicides among young men in small rural townships in all mainland states. In the United States guns are the method in nearly 60% of all suicide deaths. This is the most common method for both men and women followed by drugs/medications for women and hanging for men (Moscicki, 1995). In relation to suicide attempts, according to Moscicki (1995) the most common method reported in hospital-utilisation studies is self-medication and drug overdose (70% of all attempts). There is little information from community-based studies, but Andrews and Lewinsohn (1992) reported the most common method used by high school students in Oregon was ingestion of pills, followed by cutting of wrists or other parts of the body.



Risk Factors Male/female Age Ethnicity Marital status Urban, rural and regional History of previous attempt(s) Psychiatric Diagnosis Depression Substance Use and Dependence Schizophrenia Personality disorders & conduct disorder Other psychiatric diagnoses Comorbidity Attempted suicide and psychiatric disorder Medical conditions and neuropsychological impairment Personal and family context Exposure to suicidal behaviour of others Socio-economic context and situational factors
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The issue of contact with health and welfare agencies Risk factor research reveals a complex array of factors which are or may be associated with suicide and suicidal behaviour. There are predisposing risk factors which foster a vulnerability to suicide as well as more immediate precipitating factors, and also protective factors which exert a countervailing influence. Risk factors can exist at the levels of family, cohort, community, and geographic region, are often interdependent and interactive, and can manifest as ways of thinking about and reacting to suicide, and community level risk condition, as well as being individual level vulnerabilities. It is important to note that risk factors may vary according to the population or sub-population being studied e.g., risk factors for specific clinical or diagnostic groups may be different from risk factors for the general population (Clark & Fawcett, 1992).



Demographic Male/female Internationally, male suicide rates are generally higher than female rates, although this is not invariably the case (Canetto & Lester, 1995). In Australia approximately 78% of individuals who die by suicide are male. This constitutes a male-female ratio of nearly 4:1 (Victorian Suicide Prevention Task Force, 1997). Similarly Moscicki (1995) reports that the United States male-female ratio has increased gradually from 3:1 in 1979 to over 4:1 in 1991. Canetto and Lester (1995) presented evidence that in Asian countries the female suicide rate tends to be much closer to the male rate than is the case in non-Asian countries, an observation which may have relevance to Asian migrant communities in countries such as Australia. It has been reported that among immigrants of Indian origin in England and Wales, the suicide rate is higher in women than in men (Raleigh, Bulusu, & Balarajan, 1990). Relatively high suicide rates (compared to average female rates) have been reported for older Chinese-American women in the United States (Committee on Cultural Psychiatry, 1989). There is also evidence that sex differences in suicide rates may be less marked in clinical samples than in the general community. Schizophrenia appears to narrow the gap between male and female suicide rates, with a male-female ratio of 2:1 in persons with schizophrenia (Caldwell & Gottesman, 1990). Clark and Fawcett (1992) reported that within a large sample of depressed patients, sex had little value in identifying which patients would suicide over the next year. In contrast to completed suicide, rates for attempted suicide are generally higher for women and girls. The W.H.O. multicentre study of parasuicide admissions to health facilities found higher rates in females in most centres but not in all (e.g., in Helsinki rates for males were higher) (Diekstra & Garnefski, 1995). A female to male ratio of 3:1 is frequently mentioned in the literature (Bongar, 1991).
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However Victorian data on hospital utilisation following deliberate self-harm suggest a female to male ratio of 1.5 to 1 (Victorian Suicide Prevention Task Force, 1997). Moreover Moscicki (1995) noted that self-reported suicide attempt rates for men and women were not significantly different in the Epidemiological Catchment Area study (a major psychiatric survey of over 18,000 adults in the United States). Age Age-related patterns differ for men and women. Australian data for 1995 indicate that the suicide rates for men are highest from about school leaving age to early middle age and again from 75 years of age. For women the rates are rather more evenly spread across the adult years. There has been a substantial increase in male youth suicide over the past 30 years, while the female rate has remained relatively steady after a peak in the 1960s (Commonwealth Department of Health and Family Services, 1997). The increase in youth suicide is explored in more detail later in this paper. Internationally, suicide attempts (as recorded at health facilities) are more common among younger people (teens to 30s or 40s) and rare after age 60 (Diekstra & Garnefski, 1995; Hawton & Catalan, 1987). Similarly Australian hospital data indicate that rates of deliberate self-injury peak in the 15-24 age group (CDHFS, 1997). Ethnicity There is substantial variation in suicide rates across the countries which report to the World Health Organisation (Canetto & Lester, 1995). How much of this variation is due to reporting practices and how much to variations in culture, religion and socio-economic circumstances is not clear. Within countries however, there can be substantial variation in suicide rates among the various ethnic groups. As an example, suicide among US blacks is about half the rate of whites (Bongar, 1991). Furthermore, as discussed above, the relative preponderance of males in suicide statistics may vary quite substantially across ethnic groups. In the Australian context, whole population statistics may obscure differences among migrant groups and also obscure suicide rates within indigenous communities. In a study of all suicides in individuals aged 65 years and over in Australia over a 12 year period to 1990, Burvill (1995) found marked heterogeneity of rates according to country of birth. Aged migrants born in countries with high suicide rates generally had high rates in Australia and vice versa. However the data also showed that the suicide rates of aged migrants were mostly higher than in their country of birth. Hassan reported similar findings, but across all age groups, in his analysis of South Australian migrant suicide rates from a decade earlier. Indigenous populations in Australia, Canada and the USA all have especially high rates of suicide. In Canada suicide rates among indigenous peoples
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(Native Canadian and Inuit) are 2-4 times higher than in the general population (Sakinofsky & Leenaars, 1997). Native Americans and Alaskans have the highest suicide rates of any ethnic group in the US (Moscicki, 1995). However rates vary widely among the various tribes (Duclos & Manson, 1994). In Australia also, rates vary substantially across Aboriginal and Torres Strait Islander communities, but there is reason to believe that indigenous suicide rates are at least as high in Australia as they are in North America. The picture is complicated by problems of data collection and interpretation and these issues are examined in more detail later in this paper. Marital status In general, divorced and widowed persons have higher rates of suicide than married persons, with young widowers aged between 15 and 24 years being a particularly high risk group (Moscicki, 1995). However Clark and Fawcett (1992) argued that, except in the case of young widowed persons, parental status is probably a better demographic marker for increased suicide risk than marital status per se, i.e. responsibility for children under the age of 18 years is associated with a lower risk of suicide. In Australia Cantor and Slater (1995) using Queensland population data, found lower suicide rates in men and women who were married and in women with child-rearing responsibilities. Divorced status was associated with higher rates for both men and women, while the phase of separation was linked with elevated rates in men but not women. Urban, rural and regional Within Australia a comparison of all-age suicide rates over a 30 year period to 1995 indicates that Queensland and Tasmania had the highest rates. In relation to youth suicide, Queensland, South Australia and Western Australia had the highest rates in 1995, and had been consistently above the national average for the previous 14 years (Victorian Suicide Prevention Task Force, 1997). This State by State comparison is consistent with generally higher suicide rates (especially for males) in rural and remote areas. Over the past 10 years, men living in rural areas have had a consistently higher (all-age) suicide rate than men in urban areas (CDHFS, 1997). Dudley et al. (1998) reported that while suicide rates in 15-24 year old men have increased substantially in metropolitan areas, the greatest increases have been in towns with a population less than 4000. In 1964, metropolitan youth suicide rates were generally higher than rates in small rural areas, but by 1993 the position had reversed.
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History of previous attempt(s) A previous suicide attempt is a strong risk factor for later suicide and in many studies this has been the best single predictor of completed suicide (Hawton & Catalan, 1987; Moscicki, 1995). In Maris’ (1981) extensive study of self-inflicted death in a general population, the most powerful predictor of completed suicide was the number of previous suicide attempts. While there is general agreement that a previous attempt is an important risk factor, estimates of the level of elevated risk entailed, have varied substantially. In the US Clark and Fawcett (1992) estimated a sevenfold increase in risk of death by suicide for persons treated for a previous suicide attempt. Based on Western Australian data, Silburn, Zubrick and Hayward (1990) estimated a 30-fold increase in risk, while in an international review Diekstra (1992) estimated a 50 to 100 fold increase in risk. Approximately 1% of attempters will die by suicide during the year following their attempts. The risk is greatest in the first year and especially the first six months after the attempt but remains high for some years (Hawton & Catalan, 1987). This discussion needs to be balanced however by the knowledge that a majority of those who die by suicide do not have a recorded history of a previous attempt (Clark & Fawcett, 1992; Maris, 1981). Psychiatric Diagnosis Psychiatric diagnosis has been a major focus in most studies of suicide rates and risk factors. Within the discipline of psychology, and indeed psychiatry, there is a range of views about the advantages and limitations of the diagnostic classification system set out in DSM-IV (American Psychiatric Association, 1994). DSM-IV terminology is widely used in the suicide literature, and it will be used here in the discussion of mental health issues. It should be noted however that the DSM system is quite expansive in that it includes and classifies many behavioural problems which in another context might be discussed without reference to psychiatric diagnosis (e.g., substance abuse, antisocial conduct). Many researchers agree that at least 90% of suicides in all age groups are associated with psychiatric or addictive disorders (Clark & Fawcett, 1992; Moscicki, 1995). Psychiatric disorder is not a sufficient predictive factor however, as the majority of individuals with a psychiatric disorder do not suicide. Nevertheless as Moscicki (1995) has argued, psychiatric or addictive disorders provide the major context within which suicide occurs. According to community-based psychological autopsy studies, in adult suicides the most frequent diagnoses have been major depression (40-60% of cases), chronic alcoholism (20%), and schizophrenia (10%) (Clark & Fawcett, 1992). The most frequently found disorders in psychological autopsy studies of
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adolescent suicides are mood disorders, conduct disorder or antisocial personality, and substance abuse disorder (Moscicki, 1995). It is worth noting that in psychological autopsy studies the diagnosis is made after the suicide and hence is potentially subject to the distortion which may occur in retrospective data. Brent, Perper et al. (1993) however, argued that the available evidence suggests psychological autopsies are reliable and valid with respect to diagnostic assessment. Depression Clark and Fawcett (1992) reported estimates that 15% of persons with a diagnosis of major depression will die by suicide. They argued that individuals in episodes of ‘situational’, ‘reactive’ or ‘understandable’ depression are no less likely to die by suicide than those in episodes of ‘endogenous’ or ‘vegetative’ depression. Berman and Jobes (1995) identified depression, especially with comorbid substance abuse, as a major factor in youth suicide. Suicide ideation is common in major depression, but risk of imminent suicide is not directly associated with severity of depression as measured by traditional rating scales (Beck, Steer, Kovacs, & Garrison, 1985; Clark & Fawcett, 1992). Suicide rates are similar for bipolar and unipolar disorder and for most subcategories of mood disorder (other than noncycling mania) (Clark & Fawcett, 1992). Mixed states of mania and depression are periods of especially high suicide risk, due to a ‘dangerous combination of dysphoric mood, depressed cognitions, increased energy and heightened impulsivity’ (Lipschitz, 1995, p.156). Observations of clinical improvement during the days immediately preceding suicide have been reported by many investigators (Clark & Fawcett, 1992). In a major study of patients with affective (mood) disorders, Fawcett et al. (1990) found that the variables which predicted suicide in the first year were different from the variables which predicted suicide in years 2 to10. Symptoms which were more severe in those who committed suicide within 12 months were loss of interest or pleasure (anhedonia), anxiety related symptoms (within the context of depression), alcohol abuse, diminished concentration and indecisiveness. Fawcett et al. suggested that anxiety-related symptoms in the context of depression may be an important clinical marker. Symptoms which predicted suicide in the 2 to 10 year period were hopelessness (as earlier reported in several studies by Beck, e.g., Beck, Kovacs, & Weissman, 1975; Beck et al., 1985), suicide ideation (as communicated to a clinician in the course of a clinical assessment), history of suicide attempts, diminished concentration and indecisiveness.
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Substance abuse and dependence While substance abuse is a DSM-IV diagnosis, it is also a social issue of wide significance. According to Moscicki (1995), a history of substance abuse, often multiple substance abuse, is associated with a majority of suicides. Intoxication at the time of death, most frequently with alcohol, has been found in approximately half of youthful suicides. Substance abuse may function as a pre-disposing or precipitating factor in suicide. Intoxication may disrupt the protective factors which would otherwise enable the person to resist suicidal thoughts and impulses. In some instances alcohol and drugs are the method of suicide (e.g., alcohol is deliberately used to potentiate the effects of a drug overdose), whether or not they are also a part of the precipitating problem. Turning from substance abuse to substance dependence, approximately 15% of alcoholics die by suicide, most often in later life (Bongar, 1991). Most alcoholic suicides occur between the ages of 40 and 59, on average 19 years after the beginning of excessive drinking (Murphy & Wetzel, 1990). Risk factors for suicide among persons with alcohol dependence include co-morbid depressive episode, concomitant drug abuse or dependence and acute disruption of a major interpersonal relationship (Clark & Fawcett, 1992). There is evidence that heroin addiction is associated with elevated suicide rates, although it can be difficult to distinguish suicide from accidental overdose (Farrell, Neeleman, Griffiths, & Strang, 1996; Flavin, Franklin, & Frances, 1990). Schizophrenia Caldwell and Gottesman (1990) estimated a lifetime suicide rate of 10 to 13% in persons with schizophrenia. Suicide is most likely during the first ten years after diagnosis (though there is elevated risk throughout the lifespan). Most suicides occur during periods relatively free from acute psychotic symptoms (e.g., during periods of improvement following a relapse). Command hallucinations do not appear to be associated with greater risk. Nevertheless a minority of suicides do occur in the context of florid psychosis (Caldwell & Gottesman, 1990). Youth was a risk factor for suicide in persons with schizophrenia even before the recent increase in youth suicide in the general population. Other factors associated with increased risk of suicide in persons with schizophrenia are chronic course with numerous exacerbations and remissions, good pre-morbid functioning, a painful awareness of the discrepancy between pre-morbid and current functioning, depressed mood and feelings of hopelessness, fear of mental disintegration and social isolation and limited external support. A history of previous suicide attempts is a significant risk factor especially for females (Caldwell & Gottesman, 1990). Personality disorders & conduct disorder
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Moscicki (1995) reported that behavioural disorders such as conduct disorder and antisocial personality are found in much larger proportions in adolescent suicides than in older suicides. Berman and Jobes (1991) noted that conduct disorders are an independent risk factor for adolescent suicide. Brent (1995) reported that, in one study by his group, personality disorder in general was associated with a 2.9-fold increased risk of suicide in youth and adolescents, while cluster B personality disorder (histrionic, borderline, narcissistic and antisocial) was associated with an 8.5-fold increase in risk. Approximately 10% of individuals diagnosed with borderline personality disorder die by suicide. At greater risk are those with a history of sexual or physical abuse in childhood, those with comorbid alcoholism or depressive symptoms and those showing the full range of DSM signs (Stone, 1990; 1993). Lifetime prevalence of suicide is 5% in individuals with antisocial personality disorder, with co-morbid substance abuse being a critical risk factor (Paris, 1990). Other psychiatric diagnoses Elevated suicide rates have been reported in panic disorder (Clark & Fawcett, 1992) and in women with eating disorders (Canetto & Lester, 1995). Comorbidity Co-morbid diagnoses (more than one psychiatric disorder, or co-occurring psychiatric and substance abuse disorder) occur in a large proportion of suicides across the life-span (Moscicki, 1995). In adolescents and youth, comorbidity of mood disorder and substance abuse in particular is associated with increased risk of suicide (Brent & Perper, 1995). Attempted suicide and psychiatric disorder In their study of attempted suicide in the Oxford area, Hawton and Catalan (1987) considered several categories of attempters. Those who had attempted suicide by overdose had recently experienced psychiatric symptoms which, for a significant group, reached the level of a disorder. In most instances the disorders were mild, most often depression, and relatively transient. The investigators concluded that the symptoms were usually secondary to difficulties in the individuals’ lives. But 5 to 8% of attempters had serious psychiatric disorder. In a serious self-injury group (who survived jumping from buildings or in front of vehicles, hanging or drowning), many had severe depressive disorder, often with persecutory ideas or delusions, and some were alcoholics. Brent (1995) concluded that psychiatric disorder and substance abuse are the most important risk factors for attempted suicide, as well as for completed suicide, in adolescents. However Silburn and Zubrick (1995) found that many young people presenting with self-harm at hospitals in Perth did not meet criteria for a psychiatric diagnosis. The question of associated psychiatric disorder is
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also more contested in many cross-cultural contexts, where situational and historical factors and differing self, emotion and coping dynamics can be powerful mediators of deliberate self-harm. Brent (1995) reviewed several studies of adolescents, using school or community samples in the United States, which found mood disorder (in both older and younger adolescents), aggressiveness or conduct disorder (in older adolescents) and alcohol and drug abuse (in older adolescents) to be risk factors for suicidal behaviour / suicide attempts. According to Crumley (1990), substance abuse is associated with greater frequency and repetitiveness of suicide attempts, higher levels of lethality of attempt, more serious suicidal intent and higher levels of suicidal ideation. Medical conditions and neuropsychological impairment Medical illness is associated with a higher risk of suicide and this is especially so for chronic, incurable, and painful conditions (MacKenzie & Popkin, 1990). Elevated suicide rates have been reported in cancer, spinal cord injury, Huntington’s disease, head injury, renal dialysis (MacKenzie & Popkin, 1990) and multiple sclerosis (Weinshenker, 1994). Beckett and Shenson (1993) reported dramatically increased rates of suicide in persons diagnosed with AIDS, with medication overdose the most common method of suicide. In a sample of HIV or AIDS sufferers, Sherr (1995) found a peak in suicidal acts at or around diagnosis and again at end-stage illness. Nevertheless Clark and Fawcett (1992) quote community-based studies finding that only 2 to 4% of all suicide victims were terminally ill at the time of suicide. Moscicki (1995) argued that it is not physical illness per se but rather the associated depression which is the critical risk factor. However in some conditions central nervous system impairment may be equally significant. In another area of neuropsychological interest, a possible relationship of learning difficulties to later suicidal behaviour is a neglected area of research. However Rourke, Young and Leenaars (1989) presented evidence that a particular subtype of learning disability (nonverbal learning disability) places individuals at elevated risk for depression and suicide.
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Personal and family context Beyond diagnostic criteria, the individual characteristics which have been most commonly associated with suicidal behaviour are hopelessness and aggression. Hopelessness, even more than depression per se, has been found to be strongly associated with intensity of suicidal intent (Beck & Steer, 1989). Within clinical samples hopelessness was predictive of eventual suicide during follow-up periods up to 10 years (Beck, Brown, Berchick, Stewart, & Steer, 1990; Fawcett et al., 1990) but in the latter study it was not a good predictor of suicide during the first year after initial assessment. Brent, Johnson, et al. (1993) found that aggressive and homicidal ideation was common among young suicide completers. The phenomenon of murder-suicide occurs across a range of age groups. Homosexuality has been reported as a risk factor for youth suicide (Bongar, 1991). In the United States, Waldo, Hesson-McInnis and D’Augelli (1998) found a very high prevalence of reported suicide attempts in two samples of lesbian, gay and bisexual young people (42% in an urban sample and 32% in a rural university sample). These investigators found support for a model linking victimisation based on sexual orientation, lowered self-esteem, psychological distress and suicidality. There has sometimes been a suggestion that family factors may be more relevant to attempted suicide while psychiatric disorder is more relevant to completed suicide. However Brent (1995) reviewed the major large-scale studies of suicide and suicidal behaviour in adolescents and youth and concluded that similar risk factors were reported for both completed and attempted suicide and that psychiatric disorder, substance abuse and family/interpersonal factors were relevant to both. Family dysfunction as a context for suicide or suicidal behaviour has been investigated more systematically in youth than in all-age suicide. In Australia, Kosky, Silburn, and Zubrick (1990) found chronic family discord was a major factor associated with suicidal behaviour in children and adolescents. Family discord (defined as hostility, quarrelling, scapegoating, verbal or physical abuse leading to persisting atmosphere of hostility or interpersonal tension in the home) was associated with suicidal ideation and even more strongly associated with suicide attempts. Similarly family dysfunction, defined in various international studies as discord, disorganisation or verbal abuse, low adaptability or low support, has been found to be associated with suicidal behaviour and suicide in adolescents (Brent, 1995). The family as locus of risk is a significant feature of indigenous suicide in North America and Australia and suicide clusters in indigenous communities are often traced to a few families which have had crossgenerational problems of alcohol, conflict, parental absence and loss. In an all-age sample Hawton and Catalan (1987) found the most common picture in attempted suicide was a very recent quarrel or separation in the context of



Suicide: An Australian Psychological Society Discussion Paper



15



longer term relationship problems. In this study of suicide attempters, two-thirds of married subjects had marital problems. Parental psychopathology has been found to be a risk factor for adolescent suicide. In Brent’s study, parental substance abuse and depression were associated with adolescent suicide even after controlling for these diagnoses in the adolescent (Brent, 1995), suggesting that the effect of parental psychopathology goes beyond the familial transmission of psychopathology. Family disruption, interpersonal loss and bereavement have been found to be associated with suicide across all age-groups. This encompasses interpersonal loss through separation, divorce or widowhood (Cantor & Slater, 1995; Moscicki, 1995) and loss of a sibling (Brent, 1995). It is worth noting that separation and divorce may entail not only loss of a spouse but loss of contact with children, loss of identity as part of a family and loss of extended family relationships. There is some evidence (Clark & Fawcett, 1992) that widowhood is a particularly high risk factor for young people but becomes less of a risk factor with age. In Kosky et al.’s (1990) Australian study of a child and adolescent clinic population, recent interpersonal loss or disruption of major attachments substantially increased the risk of a suicide attempt. Family violence and physical and sexual abuse are associated with both completed and attempted suicide (Moscicki, 1995). Brent (1995) reported a history of physical or sexual abuse was more common in young suicide victims than in matched controls. In an interesting complementarity, Hawton and Catalan (1987) reported that parents who abuse or neglect their children or who are at high risk of doing so, have elevated rates of attempted suicide. Extending the focus to interpersonal relationships beyond the family, Maris (1981) found suicide completers were more socially isolated than nonfatal attempters or than those who died by natural causes. Exposure to suicidal behaviour of others Exposure to the suicidal behaviour of others is generally associated with an increased risk of suicide or suicidal behaviour. Exposure may be direct (personal contact), indirect (via the media) or as Hazell (1993) suggested, intermediate (via co-membership of a closed group such as a school or hospital). Studies investigating media impact have found, on the whole, that suicide rates increased significantly in the relevant geographical area after news reports or fictional portrayals of suicide (Goldney, 1989; Phillips, Lesyna, & Paight, 1992). The evidence suggests this is a real increase and not a bringing forward in time of some suicides which would have occurred anyway. Gould (1990) noted however that these studies involved identifying peaks in aggregate data and were unable to show whether the individual suicide victims had actually been exposed to the media stories. The influence of media appears to be particularly
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strong for young people, who are arguably more susceptible to the effects of suggestibility, identification and modelling (Strasburger, 1995). A family history of suicide or suicidal behaviour is a risk factor for suicide (Brent & Perper, 1995; Moscicki, 1995). Furthermore, exposure to suicidal behaviour by peers may be associated with suicidal behaviour or suicide in vulnerable youth (Hazell, 1993). Suicide clusters (the occurrence of an unusually high number of suicides close together in time or space) are relatively rare but when they occur they usually occur amongst the young (Hazell, 1993). Gould (1990) estimated that cluster suicides account for between 1 and 5% of all teenage suicides in the United States. There is evidence that indigenous peoples may be particularly vulnerable to suicide clusters (Hunter, Reser, Baird, & Reser, 1999; Reser, 1989b). Socio-economic context and situational factors Access to means of suicide is a highly significant situational factor. In the United States, presence of a firearm in the home is a strong risk factor for suicide (Moscicki, 1995), including youth suicide (Berman & Jobes, 1995). Reviewing several studies Brent and Perper (1995) noted that suicide rarely occurred with a gun that was stored outside the home, and suicide victims rarely purchased a gun for the purpose of suicide. A gun in the home was a risk factor regardless of method of storage, but a loaded gun was particularly associated with risk of suicide in individuals without evident psychopathology. Turning to the broader socio-economic context, the contribution of unemployment and economic problems to suicide risk has been a matter of considerable debate. Platt (1984) found that cross-sectional studies do not usually find a link between suicide rates and unemployment but longitudinal studies do. Rich, Young and Fowler (1986) reported that economic problems were a common stressor in young people who suicided. In samples of adolescents and young adults, unemployment was more frequently associated with suicide in substance abusers than with suicide in other psychiatric conditions (Brent, 1995), suggesting that this factor plays a greater role in the absence of major psychiatric disorder. Hassan’s (1995) analysis of time trends in Australia since 1900 found a strong correlation between the unemployment and suicide rate for men but not for women. In Victoria, Krupinski, Tiller, Burrows and Hallenstein (1994) found that, in the 1980s, male youth suicide rates were higher in regions with high rates of unemployment among young men. Research on homeless young people in the northern metropolitan region of Melbourne found 40% of them volunteering that they had attempted suicide at least once since leaving home (Pawsey, personal communication, 1997). Similarly, in a study of homeless and potentially homeless youth in Canberra, Sibthorpe, Drinkwater, Gardner and Bammer (1995) found that 45% had
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attempted suicide. In the Canberra study, being female and an interaction between sexual abuse and binge drinking predicted suicide attempts. Among those who are employed, occupational problems can be a significant factor, especially those involving shame or disgrace. In Cantor, Tyman and Slater’s (1995) study of Queensland police suicides, occupational problems were reported in 50% of the cases, half of them involving actual or feared charges. Rich et al. (1986) found that being in trouble with the law or with disciplinary authorities at school were among the most frequently identified stressors in young suicides. According to Brent (1995), both personal and parental legal problems are more common in suicide victims, with personal legal/disciplinary problems remaining a significant contributor to risk even after controlling for personal psychopathology. Those whose legal problems have led to incarceration have an elevated risk of suicide. People in jail in the US have a suicide rate ten times that of the general population (Bongar, 1991) and rates may be higher in smaller holding facilities such as police lockups (Lipschitz, 1995). Clark and Fawcett (1992) reported a British finding that intoxication and a history of substance abuse/dependence at the time of incarceration in a holding cell or prison were associated with a greatly elevated suicide risk, particularly during the first 24 hours of imprisonment. In the wake of the Royal Commission into Aboriginal Deaths in Custody it is clear that suicide deaths in custody are common in Australia, with 50% of all deaths in custody being by suicide, and of these, the vast majority being by hanging. What is also clear is that the disproportionate number of Aboriginal suicide deaths was largely a reflection of the dramatically disproportionate number of Aboriginal people in custody. The available data on the prevalence of suicide and attempted suicide in Aboriginal communities generally across Australia suggest that many suicide deaths in police custody, within hours of being incarcerated and in a context of intoxication, are as much a reflection of noncustody community and family circumstances as they are the product of risk factors associated with the police custody situation (Biles & McDonald, 1992). The issue of contact with health and welfare agencies According to Clark and Fawcett (1992), in the United States 25-30% of persons who die by suicide are under the care of a mental health professional at the time of death, and half of all suicide victims have seen a physician during the last month of their life. On the one hand these figures are not surprising given the very high concentration, within mental health services, of people at risk for suicide, and given that the local doctor is the first point of call for many people who are distressed, troubled or feeling generally unwell. On the other hand the figures point to significant opportunities for intervention. How to respond to this opportunity has been one of the issues addressed in Australia within the National Mental Health Strategy initiatives. The picture is complicated by the findings of a
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prospective study of patients with major affective disorders (Fawcett et al., 1990) where more than half of the patients who died by suicide within six months had reported only mild or no suicidal thoughts during assessment by an experienced clinician. Clark and Fawcett (1992) also pointed out that approximately half of those who die by suicide have never seen a mental health professional in their entire lifetime. In studies of adolescent suicides only 7-20% had been seen for mental health treatment in the previous 1-3 months (Brent, 1995). A recent Victorian study of suicide among persons whose previous treatment setting was a psychiatric inpatient service found that 45% of the suicides among these ex-patients occurred within four weeks of leaving hospital, 56% occurred within three months and 71% occurred within a year of discharge. The suicide rate was higher for those who had no community follow-up, those with a diagnosis of schizophrenia and for women aged 20 to 40 years (Victorian Suicide Prevention Task Force, 1997). This temporal pattern is consistent with international studies reporting that incidence of both completed and attempted suicide is highest during the first six months following a hospital admission, then levels off after one year (Clark & Fawcett, 1992).



Perspectives on Youth Suicide and Indigenous Suicide The increase in youth suicide and self-injury Indigenous self injury and suicide A review of suicide rates and risk factors reveals two issues of particular concern: the increase in suicide and self-injury among youth, and the high rates of suicide among indigenous populations in Australia. Addressing these possibly inter-related issues requires a broadening of our focus in the examination of social, societal, cultural, and historical factors which may be mediating these changes, and how social and cultural change itself can alter the risk condition of particular age cohorts and communities. Such a widening of our analytic and explanatory frameworks also provides an opportunity to integrate and synthesise differing perspectives and levels of analysis from within and without psychology, and identify multiple and convergent prevention and intervention possibilities. There is a critical need for psychology to be more centrally involved in public health and primary prevention on many fronts (Leviton, 1996), with youth suicide presenting a particularly important challenge, concern and need (Garland & Zigler, 1993). The increase in youth suicide and self-injury The main features of the increase in youth suicide and self-injury in Australia are:
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There has been a very substantial increase in youth suicide since the early 1960s. The overall increase reflects a dramatic increase in male youth suicide (which doubled between 1970 and 1995), while the female suicide rate has remained relatively steady after a peak in the 1960s. A significant increase in male suicide has occurred in both the 15-19 year old and the 20-24 year old age groups, though the older age group has had consistently higher rates. In 1995 suicide rates for 20-24 year old males were more than twice those for 15-19 year olds. Rates for 20-24 year old and 25-34 year old men were very similar (both high). Male youth suicide rates have increased substantially in urban areas but the greatest increase has been in rural and remote areas which are not major population centres. In the 1990s the youth suicide rate seems to have stabilised (still high but not increasing) while there has been some increase in suicide in the 25-34 age group. It is too soon to tell whether this reflects temporary fluctuation or new trends. While good and comprehensive data are hard to come by, the available evidence suggests that over the past decade there has been an increase in rates of attempted suicide and self-injury, and that these rises have occurred mainly among young people. Rates of deliberate self-harm are relatively high for both young men and young women, with young women having the highest rates. The dramatic increase in youth suicide in Aboriginal communities in Australia over the past two decades is a matter of particular concern and this phenomenon may share a number of common denominators with youth suicide generally (CDHFS, 1997; Dudley et al., 1998; Victorian Suicide Prevention Task Force, 1997). While the broad statistical features of the increase in youth suicide have become clearer, the reasons behind the increase are more elusive. A better understanding of the complexities which constitute the multi-determined nature of this increase continues to be a driving force behind much of the research and inquiry into youth suicide. Understanding the increase is crucial in developing prevention programs, but, so far most of the answers provided have been partial and correlational, rather than causative (Berman & Jobes, 1995). Nevertheless, a review of the various approaches adopted by researchers and theorists in their attempts to understand the increase in youth suicide, provides a basis for further work. Given that suicide risk generally occurs in the context of psychopathology, one consideration has been an apparent change in the prevalence and age of onset of some clinical disorders. According to Berman and Jobes (1995), the relative risk of important clinical risk factors such as depression and conduct disorder has increased in the later part of this century and the onset of a first major depressive disorder is now most likely to occur between the ages of 16 to 25. Fombonne (1995) reviewed international evidence about time trends in depression and concluded there has been a true increase in depressive conditions in the most recent birth cohorts, though methodological constraints
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make the size of the effect difficult to determine. The preponderance of male suicides is somewhat paradoxical given that for many years depression has been more prevalent in women. However some evidence suggests the gap between male and female depression rates may be narrowing in the younger age groups (Fombonne, 1995). Most strikingly, a New Zealand study found that young men had a higher six month prevalence of depression than young women in their most recent birth cohort (born 1961-1968, aged 18-25 when interviewed) (Joyce, Oakley-Browne, Wells, Bushnell, & Hornblow, 1990). Most studies however still report higher rates of depression in young women. The suicide rate for young men is approximately five times the suicide rate for young women (Reachout 1998, Professional Online Youth Suicide Prevention Forum). This large difference is usually attributed to the use of more violent and lethal methods by young men, but Berman and Jobes (1995) did not discount the possibility of a rise in the co-morbidity of suicide with conduct disorder. Young males have a significantly higher prevalence and severity of conduct disorder and it is possible that the recent rise in substance use may have strengthened the link with suicide. Berman and Jobes (1995) suggested that males may have a lower threshold of reactivity towards stress, which when combined with increased alcohol and substance use, makes some young males extremely vulnerable to suicide. Canetto (1997) maintained that cultural meanings are also relevant to the gender difference in suicide, arguing that surviving a suicidal act is more culturally unacceptable for males in the United States. This may well form part of a socio-cultural conception of masculinity which influences young men’s adoption of more lethal methods in suicidal behaviour. Nevertheless rates of non-fatal self-injury in young men are many times higher than rates of completed suicide (CDHFS, 1997). In the context of gender difference it is important to note that young men have traditionally been found to be less able or less willing to communicate their problems to potential helpers and are now also having to deal with a broad change in society’s expectations of men and masculinity (Connell, 1995). Over the last 30 years, increasing numbers of young people have engaged in use and/or misuse of alcohol, cannabis, amphetamines, opiates, other psychoactive drugs and prescribed medications. Across Europe and North America the evidence shows that the age of onset of use of these substances has lowered markedly and their consumption has increased (Diekstra & Garnefski, 1995). These authors noted that many parasuicides in both young men and women are by overdose of drugs, prescribed or otherwise. However in Australia the rate of completed suicide by self-poisoning has not been increasing in the 15-24 year age group (CDHFS, 1997). Nevertheless from a behavioural perspective the combination of increased availability and social acceptability of these kinds of substances is relevant to suicidal behaviours. Intoxication often removes inhibitions that can sometimes prevent risky behaviours and suicides are often completed under the influence of alcohol (Berman & Jobes, 1995). In addition ready availability of substances increases the likelihood of substance abuse among young people struggling with
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psychiatric disorder, and co-morbidity is known to be associated with higher suicide rates (Brent & Perper, 1995). It seems likely that increased rates of substance use are linked to increased rates of suicidal behaviour in young people. However there is no reason to think the rise in alcohol and drug use applies only to males and this creates a difficulty in considering a link with the predominantly male increase in completed suicide. There are a number of possibilities here. Increased substance use may be associated with increased suicidal behaviour, but for reasons to do with selection of method of self-harm, the increased suicidal behaviour is only translated into completed suicide in the case of males. Increased substance use may act in concert with other factors which are more male-specific, such as a strengthened link between suicide and conduct disorder. Substance use may be more of a risk factor for suicide in young males than in females. Brent (1995) reported some evidence for the latter hypothesis, but all of these hypotheses may apply. The increase in clinical disorder and substance use may represent a growing difficulty that adolescents are having with coping and adjusting in a changing biological and social context. Diekstra and Garnefski (1995) noted that there has been a remarkable change in the age of menarche over the last 150 years, with the average age of menarche decreasing from 16 years to around 12.5 in most countries. They suggested that an analogous change has occurred in boys (age of spermarche) although it is more difficult to demonstrate. The result of earlier onset of puberty is what Diekstra and Garnefski called biopsychosocial dysbalance in which the biological and social development of the adolescent fall out of step. This disjunction produces coping strain and difficulties since social changes in industrialised countries (such as increasing length of full-time education) have meant postponement of the end of adolescence and social dependence, despite the individual reaching biological maturity earlier. A somewhat similar developmental line of thought was presented by Maris (1991) who argued that personal or social problems develop when individuals or groups of people age chronologically but not developmentally. Rutter and Smith (1995) argued that the lengthening of the adolescent age period was well underway before the recent rise in psychosocial disturbance, but noted changing patterns of adolescent and early adult life transitions since midcentury. These changes include greater financial dependence on parents but greater autonomy in other respects, earlier engagement in sexual relationships with attendant issues around relationship break-ups, and the growth of youth culture ‘which mark(s) off adolescents as a separate group in a more decisive way than earlier in the century’ (p.801). Rutter and Smith wondered whether a separate youth culture isolated from the influence of adults is associated with risk. The increase in youth suicide has occurred during a period of rapidly changing social conditions in Australia and throughout the industrialised world. The economic and social change that has occurred in Australia during the last 30
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years has meant an increase in adverse social conditions for many individuals and families, but an increase in affluence for others. Whole communities have been subject to economic hardship, unemployment and instability due to rapid change. On the other hand there is overemployment with longer and more demanding working hours and consequent strain on families. There have been very substantial changes in the family itself. However, defining the aspects of these changed conditions which are most salient for youth suicide is a complex task. Discussing psychosocial disorder in general, Rutter and Smith (1995) argued that while unemployment creates psychosocial risks for individuals, a high level of unemployment does not explain the increase in disorder since midcentury. They argued, as did Krupinski et al. (1994), that unemployment was low in the 1960s when psychosocial disorders including youth suicide were becoming more frequent. Nevertheless the evidence for a link between unemployment and youth suicide in Australia is building (Morrell, Taylor, & Kerr, 1998), with demonstrated concurrence of trends over time (Hassan, 1995) and of spatial distribution (Krupinski et al., 1994). In rural areas the relationship between unemployment, social change and suicidal behaviour may be mediated by access to guns. This conjunction of factors seems particularly relevant to understanding the marked increase in male youth suicide in rural areas. Rural communities in Australia have been severely affected economically by a growing global economy. Unemployment rates are high, and limited work opportunities for young people mean many face leaving their homes and families for an uncertain future in an urban area. Services of all kinds (from health and education to banking) are being withdrawn as communities struggle to maintain a critical mass. Vulnerable young men may struggle to deal with personal disappointment and changing social conditions. A potent risk factor which may transform struggle into suicide is the greater availability of guns in rural areas. Despite the decreasing trend in firearm suicides in Australia overall, there were substantial increases in firearm suicides among young men in rural areas in the 30 years to 1993 (Dudley et al., 1998). Diekstra and Garnefski (1995) pointed out the likely increase in the availability of models for suicide behaviour in recent times. Given the increase in media coverage and potential media sources in the last 30 years, it is not unlikely that media coverage of suicidal behaviour has increased, despite some sections of the industry following clear ethical guidelines surrounding the reporting of suicide behaviour. Furthermore, as the youth suicide rate has increased, young people are more likely to have had personal contact (whether close or distant) with someone who has suicided. Those who survive the suicide death of someone close to them are more likely to experience disturbances in the grief process and frequently experience less social support than survivors of other deaths. Suicide survivors may be more at risk for suicide especially when there is preexisting vulnerability (Dunne-Maxim, Godin, Lamb, Sutton, & Underwood, 1992). Furthermore, suggestion or imitation and the impact of a known suicide may be more important contributory factors to suicide within a small interconnected
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community. This may apply to small rural communities as well as some indigenous communities, and indeed to prisons. The importance of the many family factors which correlate consistently with suicidal behaviour led Berman and Jobes (1995) to consider whether the changes in the nuclear family have contributed to the increase in youth suicide. However adolescent development depends on family functioning not family structure (Rutter & Smith, 1995), and many of the most clearly discernible changes have been in family structure e.g., increased divorce rates. Diekstra, Kienhorst and de Wilde (1995) argued that, while family conflict and lack of parental care are risk factors for youth suicide, the relationship between these factors and the divorce rate has not been established. Hess (1995) reviewed the limited evidence about (European and North American) time trends in prevalence of physical and sexual abuse and concluded there is no convincing evidence of any increase in sexual abuse despite widespread changes in recognition, but some evidence of a small increase in physical abuse. Overall it is difficult to discern whether there have been systematic changes in family functioning of a kind which would be relevant to psychosocial risk (Hess, 1995). It may be that cultural change is at least as important as economic change in seeking to understand the increase in youth suicide. Based on a comparison across countries and across eras, Rutter and Smith (1995) argued that neither increasing affluence nor worsening living conditions directly explain the rise in psychosocial problems. Rutter and Smith raise the possibility however that an increase in people’s expectations, together with a parallel difficulty in meeting those expectations may have played a role. In relation to expectations, it sometimes seems that young people are engaged in a tussle between hope and cynicism aimed at warding off disappointment. Eckersley (1997) reported widespread pessimism about the future, fatalistic attitudes and feelings of powerlessness among Australian youth. There was evidence of more optimism about their own personal lives but this seemed hard to sustain as they moved through the transitions of late adolescence and early adulthood. Eckersley suggested that modern Western culture has failed to provide ‘an adequate framework of hope’ and further argued that the cultural focus on the individual ‘self’ has weakened social cohesion, undermined the sense of belonging, and left the self ‘dangerously exposed and isolated’ (p.423).
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Indigenous self injury and suicide There is no longer any question that suicide and self injury constitute a major social problem in many indigenous communities in Australia (ABS, 1997; ANAMH, 1980; Baume, Cantor, & McTaggart, 1998; Clayer & Czechowicz, 1991; CDHFS, 1997; Harrison, Moller, & Bordeaux, 1997; Hunter, 1988a,b; Radford et al., 1990; Reser, 1989a,b). Sensitivities, at times sensational media coverage, the reluctance of communities and professionals to publicly discuss the problem, concern about suggestion and imitation, and the confounding of deaths in custody with community self injuries and suicides have conspired to silence the issue. As well, a major impediment to better appreciating and understanding the nature, magnitude and distribution of the problem has been the absence of reliable indigenous and indigenous community-specific epidemiological data providing cause of death statistics and indigenous status. Clarity with respect to indigenous suicide is further obscured by the fact that suicide is now the leading cause of death by injury in Australia, and overall the leading cause of death for people under 30 in Australia, with the indigenous demographic profile having, proportionally, many more young people (ABS, 1997). Accurate statistics with respect to suicide deaths and rates are fraught with all of the problems of selective and constructed majority culture rates (Moller, 1996), but compounded by additional problems of racial identification, accurate records from rural and remote areas with shifting residential populations, and culturespecific methods and categorisations re suicide (Moller, Dolinis, & Cripps, 1996). The data which are available suggest that suicide rates are at least as high as those for indigenous populations in Canada, the United States and the Pacific, and possibly higher for males between 15 and 25. From those few reports and publications with a specific indigenous focus and/or where indigenous status is identifiable and reported and intentional self injury data are found, it is clear that rates for some regions and communities are exceptionally high. One of the most recent and comprehensive overviews of youth suicide in Australia which offers comparative data for indigenous youth is the Australian Injury Surveillance Unit Bulletin (Issue 15) of Harrison et al. (1997). They reported an age-adjusted rate of 75 per 100,000 for indigenous males aged 15 to 19 in South Australia, Western Australia and the Northern Territory for 1993 through 1995. While suicide in traditionally-oriented indigenous communities was almost unknown until the late 1980s (Eastwell, 1988; Reser, 1989a; 1991), it is now clear that suicide among young people is becoming a serious problem in the Northern Territory generally and in regions as remote as Arnhem Land (Robinson, 1990) and the Kimberley (Hunter, 1988a,b, 1991, 1993). Cantor and Slater, in a 1994 report on suicide in Queensland, covering the period between 1990 and 1992, suggested an Aboriginal and Torres Strait Islander (ATSI) suicide rate of 20.0 per 100,000 for the Peninsula Region and 25.0 per 100,000 for the Northern region, as compared with a rate of 15.9 for the State as a whole. These are very conservative rates as there is a clear under-reporting of
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indigenous suicide deaths in the State, and in Australia as a whole (Harrison & Moller, 1994). Younger males are dramatically over-represented in these figures, with the minimal estimated standardised average rate for males between 15 and 29 being 70.1 per 100,000 (Harrison & Moller, 1994; Queensland Health, 1996). Queensland figures are particularly salient, as the state has one of the largest indigenous populations in Australia, it was Aboriginal hanging deaths in custody in Queensland that prompted the Royal Commission inquiry, and disaggregated suicide data for indigenous communities have been unavailable until very recently. Queensland had the highest suicide rate in the general population of any state in Australia in 1995 and the highest indigenous suicide rate. In a recently released study of suicide in Queensland over the six year period from 1990 to 1995 (Baume et al., 1998), the suicide rate calculated for Aboriginal and Torres Strait Islander males between 15 and 24 was 112.5 per 100,000. It is noteworthy that 86 of the 96 identified Aboriginal suicide deaths over this six year period were males and 85 per cent were under the age of 35. Figures for 1996 and 1997 suggest the rate for indigenous youth in Queensland is increasing. The most recent study of indigenous suicide in Queensland (Hunter et al., 1999) involved a careful re-examination of the Queensland Suicide Register, the collection of the Australian Institute for Suicide Prevention and Research (AISRAP) based on coronial inquests into completed suicides in Queensland from 1990 to 1997. Statistics were obtained regarding all deaths in Queensland between 1990 and 1997 in which suicide was considered probable or beyond reasonable doubt, and further information was obtained regarding all of those deaths in which the individual was identified as being of indigenous descent and identified as living in North Queensland (from Mackay north) or where residence was unknown. Over a period of several months the autopsies were systematically reviewed and checked against the supplied aggregate statistics, with local sources used where possible in certain cases to obtain further corroboration. This research also looked carefully at the history and incidence of suicide in three specific Aboriginal communities which have experienced either past or current high levels of suicide. In two of these communities data gathered during earlier research in the late 1980s or available through health records and other sources allowed for an informed and accurate review of suicide deaths in these communities over the past 22 years. Figure 1 shows the distribution of indigenous suicide in Queensland over the seven year period provided by the AISRAP data, with the information for 1997 incomplete. The total number of identified indigenous suicides over this period in Queensland was 139, which no doubt underrepresents the actual number of indigenous suicide deaths. It is clear from the figure that indigenous suicide deaths have been increasing dramatically in Queensland over the past decade, and that the actual number of recorded suicides for 1996 is more than three times that for 1990. The increase over this period was primarily a male phenomenon, with little overall change in female suicides over this period.
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Hanging accounted for 73% of male suicides, with firearms accounting for a further 14%. Figure 1: Recent trends in Indigenous Suicide - Queensland Number of suicides 40 35 30



Perhaps the most illuminating window 25 on suicide in indigenous 20 communities in North Queensland 15 provided by this study is found when 10 one considers the three communities 5 of particular focus in the Hunter et al. 0 (1999) Report. Suicide deaths in 1990 1991 1992 1993 1994 1995 1996 these three communities Year of Suicide between 1990 and 1997, using the AISRAP database, contributed over 29% to the indigenous suicide deaths across the State over a seven year plus period. Using community corrected figures, which included 13 additional suicide deaths, the proportion becomes 39%. Clearly, disaggregating the state suicide data by discrete Aboriginal communities shows regional and local patterns not discernible at a state or national level. Hunter et al.’s analysis indicated that the three communities appeared to be at different stages of emergent and cyclic suicide ‘clusters’. Community A has shown a decline in the number of suicides with none reported in 1998. Community B shows an increasing trend. Community C rates, while no longer rising, do not yet appear to be abating. Through an analysis of the three communities over a longer timeframe, 1975 to 1997, the emerging patterns in suicide deaths are given sharper definition. Of particular note is that the first ‘wave’ of suicides in Community A, between 1986 and 1989, was comprised entirely of suicide deaths in police custody in watchhouse cells, with three suicides occurring in the span of as many months. Yet none of the consequent suicide deaths in this community over the ensuing years were ‘custody deaths’, although the ubiquity and symbolic character of hanging helps to convey such a construction and meaning (Hunter et al., 1999). The study clearly documents that the indigenous suicide problem in Queensland is an emerging and rapidly escalating problem in particular communities, and that while the phenomenon in Far North Queensland may well have been precipitated by suicide deaths in custody and a particular index or ‘triggering’ case (Reser, 1989), there is a more encompassing community context to these deaths in which historical, cultural, and symbolic factors, social learning and attribution processes, and particular family histories and dynamics figure prominently, along with the chronic and classic roles of alcohol and social and cultural dislocation, and the cumulative vulnerabilities of rapid social and cultural change.
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It is important to make a number of points with respect to indigenous suicide figures. Suicide rates for small communities or cultural groupings can be misleading, and can unfairly focus attention on particular groups with high rates. We know that rates for some Native American communities, for example, can reflect the circumstances of a very small number of families, and that a few deaths in a small community can dramatically influence rates, even for a large region. It is also the case that communities can easily become pathologised and stereotyped because of a history of self-injury and suicide or a suicide cluster. Stereotyping and self attribution can aid and abet an emergent culture of selfinjurious behaviours which become a familiar part of emotional distress and expression. Finally cause of death statistics and epidemiological surveys often tell us little about a community, individual lives or family circumstances, or the individual and shared experiences, or history and context of a community. What is more remarkable than the nature and number of suicide deaths in many communities, is the indomitable resiliency and strength of these communities in the face of multiple and intransigent stressors and adversities. Such resilience may provide the wellspring for collaborative responses at a community level. Notwithstanding these important caveats and qualifications, it is clear that selfinjury and suicide in many indigenous communities across Australia is a very salient and devastating social problem which requires the concerted efforts and collective wisdom of not only the community but also those with some knowledge of and experience with youth suicide generally and indigenous youth suicide in particular. Psychologists, often indigenous psychologists, have been able to play a very important role in multidisciplinary community mental health interventions and suicide prevention programs in North America. There is considerable scope for such involvements in Australia. It is also critically important that the true magnitude and nature of the problem be better understood, in partnership with communities, and communicated to governments, funding agencies and health providers. This includes longitudinal and regionally sensitive epidemiological research findings which can evidence patterns, changes, the changing risk status of communities, and the impact of interventions. As noted earlier in this paper, recent evidence in relation to suicide in the general population (Baume et al., 1998; Dudley et al., 1998; HRSCFCA, 1997) indicates that particular risk factors are operating for young males, especially those in small rural townships and surrounding areas. It is evident that the increase in male youth suicide in indigenous communities around Australia is more dramatic than for youth generally. Having said this, it is less clear to what extent indigenous suicides in regional Australia have inflated regional suicide rates, particularly for young males, and conversely, to what extent generational discontinuities may constitute a greater cultural divide in Australia than Aboriginality when considering youth suicide. An important issue with respect to indigenous youth suicide is the extent to which many of these suicides can be characterised as constituting clusters or evidencing ‘contagion’ (Gould, Wallenstein, & Kleinman, 1990; Hazell, 1993; Phillips & Carstensen, 1986). It is noteworthy that in the recent ‘Youth Suicide in
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Australia’ monograph (CDHFS, 1997), this factor is given little weight. The research evidence with respect to indigenous suicide would argue that a substantial proportion of indigenous youth suicides in Northern Australia do in fact conform to a cluster profile, certainly more than the 5 per cent estimated by Hazell (1993) for teenage suicides in the United States. While one must immediately qualify such an observation with respect to widely varying regional patterns across Australia, the case for such an interpretation in a number of Far North Queensland communities is very strong (Reser, 1989b). Analysis of Queensland ‘suicide’ deaths in custody documented by the Royal Commission indicates that six of these deaths took place in Far North Queensland, on Aboriginal communities, in watchhouses, within a period of just over four months, and three of these deaths took place in the same community within 10 weeks. All of these six individuals knew each other and were well-acquainted with prior deaths by first hand information exchange as well as through local media. The community where many of these deaths took place has seen at least 24 suicide deaths take place between 1986 and 1996. Several other North Queensland communities have experienced what appear to be clear clusters over the past several years. One remote community has had nine suicide deaths in the past 24 months, with only one known suicide death prior to 1995. It is noteworthy that this cluster character of many youth suicides is repeatedly underscored as a core consideration in North American discussions of Native American suicide (Bechtold, 1987; Duclos & Manson, 1994; Harras, 1987), and may well explain the patterns of suicide cycles evident in recent longitudinal analyses (Westlake, Van Winkle, & May, 1993). Analyses of possible causal factors with respect to Australian ‘cluster’ deaths have been offered elsewhere (d’Abbs, Hunter, Reser, & Martin, 1994; Hunter, 1993; Hunter et al., 1999; Martin, 1993; Reser, 1989b, 1991; Wilson, 1988). What is important in the present context are the preventive implications of such cluster phenomena in small, rural communities. In particular the relevance and importance of postvention initiatives are highlighted. There are a number of other core issues and considerations with respect to indigenous self-injury and suicide which a useful psychological discussion would have to address. These include the nature and role of alcohol use and abuse, the nature and role of mental illness, the nature and importance of particular emotion domains, the nature and relative efficacy of particular coping strategies which young people use, the nature of help seeking and social support for young people, the intertwined nexus of self, relatedness and autonomy, and the symbolic salience and importance of suicide - particularly hanging suicide - for indigenous youth. Furthermore these issues are framed by a historical context of dispossession, forced relocation, racism, discrimination and state-sanctioned abduction of children. It is instructive that each of these considerations may suggest some very different avenues for intervention and prevention as well as professional understanding. It is clear, for example, that the script for ‘drinking’ on many indigenous communities includes binge drinking, anger over perceived past grievances and injustices, and suicidal ideation and self-injury. Such cultural scripts are an ubiquitous part of drinking and alcohol-related violence in cultures
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across the world (Douglas, 1987; MacAndrew & Edgerton, 1969) and they invariably reflect and serve a variety of needs and functions (Averill, 1982; Kitayama & Markus, 1994). This reality and the functional character of emotional expression needs to be factored into any adequate analysis of Australian indigenous suicide. The issue of the comorbidity of suicide with mental illness and substance abuse is a perennial and complex issue in a cross-cultural youth suicide context. While there is a clear majority view that mental illness is an almost certain precursor and comorbid risk factor in youth suicide (e.g. Garland & Zigler, 1993), such a view raises multiple questions about cultural assumptions and prevention options, and seemingly ignores the impulsive character and context of such acts for many intoxicated youth. Similarly, the issue of comorbidity with alcohol and other substance dependence and abuse is a complex but critically important debate in which it is mandatory that the experience of other cultures and contexts be carefully considered and weighed (Brady, 1995; d’Abbs et al., 1994; May, 1992; Pernanen, 1991). Each of the above considerations requires informed, thoughtful, and sensitive analysis and consideration. The cultural contexts of emotion and coping are two critical and largely unexamined areas of particular relevance to better understanding indigenous youth suicide. The very different contours of emotional expression and experience which accompany social interaction in a range of cultures are increasingly well-documented, and the implications for mental health now better understood (Kitayama & Markus, 1994; Kleinman & Good, 1979; Levy, 1973; Lutz, 1988; O’Nell, 1993; Russell, 1991; Wikan, 1990). The nature, fundamental importance, and functional dynamics of feelings in traditionally-oriented indigenous communities in Australia are increasingly seen as providing a very necessary and helpful window on loss, depression, anger, violence, relatedness, reciprocity, autonomy, and health itself (Martin, 1993; Myers, 1986; Reser, 1991). It is clear that anger, depression, shame, and self-other relations in the context of self-injury constitute rather different emotion scripts and shared meanings, which in turn mediate different intrapsychic dynamics and outcomes. Nonreciprocity, for example, and other de facto communications of nonrelatedness and noncaring, can trigger intense feelings of loss, shame and anger. This is particularly true for young men marginalised by separation, loss and other circumstances, with attenuated connections to family and community in an ‘interdependent’ (Kitayama & Markus, 1994) cultural context. These more permeable boundaries of self and shared emotion have substantial implications for emotion management and coping with intense feelings. The nature and cultural context of coping for indigenous youth is an extremely important domain with respect to risk assessment and intervention, and may cast considerable light on our understanding of the changing culture and world of youth generally. The literature which simultaneously examines social and cultural change and the individual coping dilemmas and strategies of contemporary indigenous youth provides much-needed insight into the difficult, bicultural world of rural and remote indigenous youth, residing in communities with yawning cultural divides between generations as well as cultures, between expectations and realities
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(Brady, 1992; Breakwell, 1986; Condon, 1990; Eckersley, 1992; Hezel, Rubinstein, & White, 1985; O’Neil, 1986). At a broad national level in Australia there exist very little data and very few discussions on cultural factors and/or differences with respect to self-injury and suicide, either with respect to differential rates for differing ‘cultural’ groups, or with respect to differing cultural constructions and understandings of suicide. This, in part, reflects the poverty of data generally on self-injury and the epidemiology of health and mental health problems in differing ethnic communities in Australia. It also reflects a more general ignorance of indigenous culture, psychology and social life, and a reluctance to identify ‘culture’ or race as a risk factor. While there are understandable reasons for this (Betancourt & Lopez, 1993; Hall, 1981; Sanson et al., 1998; Yee, Fairchild, Weizmann, & Wyatt, 1993), it has been at the cost of analytic clarity and never fully recognising or appreciating a number of interlaced cultural factors that clearly mediate and moderate self-injury and suicide (Hezel, 1987; Jenkins, 1994; Martin, 1993; Reser, 1990, 1991; Rubinstein, 1983). While a clearer national epidemiological picture is emerging, the North American and Pacific experience would suggest that what is of more value with respect to informed analysis, prevention, and intervention initiatives and evaluation research, is to examine more closely regional suicide patterns, as well as rates of changes among specific groups, and to compare frequencies and rates of indigenous suicides with those of the surrounding region, or the circumstances of other similar communities, rather than national figures (Harras, 1987; Kunitz, 1994; Levy, 1994; May & Van Winkle, 1994). In-depth individual and community case studies, contextualised by family circumstances, previous history, coping challenges, substance use, and connections to other deaths could also be helpful in understanding the experience of young people who have died (Bechtold, 1988; Berlin, 1987; Kirmayer, 1994), and would provide a necessary window on some important mediating cultural factors. A summary distillation of the causal context of Australian Aboriginal suicide was offered in 1991 (Reser, 1991) in a review of Aboriginal mental health.
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It appears that Aboriginal suicides, both in and out of custody, reflect a number of contributing elements, some of these deriving from a traditional base, some from the exigencies of rapid change, institutionalised dependencies and social system collapse, and some from fortuitous historical and situational factors. The ‘traditional base’ in the case of Aboriginal culture includes: • self-injurious behaviour, • coping mechanisms which involve overt and dramatic emotional expression and a participatory response on the part of significant others, • a culturally-specific social meaning system involving self, relatedness, and reciprocity. The more classic contributing elements include: • the particular vulnerability of structurally marginal families and individuals, • the identity and developmental conflicts of many indigenous youth, • the more general breakdown of social control and social support networks, • the pervasive contributing role of substance abuse. Historical factors include: • the institutional histories of many Aboriginal communities, • relocations and the alienation of rights to land for many groups and families, • the institutionalisation of attempted suicide as a mode of expressing and communicating anger and emotional distress, • the particular cultural elaboration and social construction of ‘being drunk’ in an Aboriginal cultural context, • the series of events leading up to the ‘Deaths in Custody’ issue in Australia and the associated symbolic salience of arrest and watchhouse incarceration. Situational factors include those elements of suggestion, imitation, and modelling which can attend the suicide death of a known individual or immediate family member, isolation while incarcerated, and common denominators of intoxication, arrest, perceived injustice and ‘reactance’ (Brehm & Brehm, 1981). Finally, a number of these elements can interact, dramatically increasing their individual influence, for example the interaction of Aboriginal emotional expression, coping style, and ‘being drunk’(Reser, 1991, p.276). This summary analysis remains reasonably consistent with contemporary realities. What is much clearer, however, is that the psychological literature on adolescents and young adults, and youth suicide, is clearly of relevance to indigenous youth suicide. It is also more obvious that contemporary models and understandings of the cultural context of emotional expression and experience and coping are of particular value in informing and modifying Western intervention and prevention options. The increasingly bicultural identity and selfconstruction of indigenous youth in remote regions of Australia is also noteworthy and significant in terms of adjustment and change, and simplistic acculturative stress models seem singularly inappropriate for addressing and understanding the problems of contemporary youth.
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There are few materials or resources available to assist a professional or paraprofessional working with indigenous clients in Australia (e.g., APS Guidelines for the Provision of Psychological Services for and the Conduct of Research with Aboriginal and Torres Strait Islander Australians, 1997; Garvey, 1994). A recent publication by the Rose Foundation (King, Appleby, & Brown, 1995) provides a compendium of generic advice with respect to suicide awareness for Aboriginal communities, contextualised with some information about indigenous history, collective experience, and social problems, and also provides abbreviated ‘case studies’ at the end of the publication. There is no reference, however, to cross-cultural counselling, to indigenous suicide elsewhere, to the scripted character and self-injury implications of ‘being drunk’ in many Aboriginal communities, or the particular at-risk character of being young, male, living in a remote community, with first hand experience of self-injury and suicide, and recent loss due to death, separation or incarceration. There are other more general Aboriginal health and mental health sources which are helpful, but not specific to counselling and mental health interventions (Dunlop, 1988; Eckerman, 1992; Reid & Trompf, 1991). When one turns to the available cross-cultural counselling literature, it is worth noting that most of these sources rarely address self-injury or suicide, and there exists almost nothing on indigenous suicide (e.g., Ivey, Ivey, & Simek-Morgan, 1993; Pauwells, 1995; Pedersen & Ivey, 1993; Sue & Sue, 1990). There are now a number of suicide prevention initiatives underway in Aboriginal and Torres Strait Islander communities, most of these tied to community health or mental health initiatives or alcohol interventions. For example a national Youth Suicide Prevention Initiative is currently underway in the Tiwi community of Bathurst and Melville Islands (ARHRI, 1998) and prevention programs also exist in other Arnhem Land communities. A program which has received media attention and coverage is a life promotion program initiated in Yarrabah, in North Queensland. This program is profiled in the Rose Foundation document and has recently been presented in an ABC 7:30 Report (August, 1998) as a success story in that no recorded suicides have taken place in Yarrabah in the past 18 months. Hunter et al. (1999) described the development of the Yarrabah program, which aimed to combine a community development suicide prevention model with a “locally owned culturally relevant primary health care” model (p.74). This program developed over a period of years from a focus on crisis intervention to a proactive focus on addressing precursors of vulnerability and building socio-emotional and spiritual well-being. It is important to note that, while there exist a myriad of health intervention programs in indigenous communities (many of which can be seen as addressing the issue of youth suicide nested within a broader and more holistic health focus), there are few evidence-based outcome evaluations of effectiveness (Brady, 1995; d’Abbs et al., 1994; Reid & Trompf, 1991). In the case of suicide prevention programs in Aboriginal communities, no known evaluation studies have been undertaken. Notwithstanding the acknowledged problems of undertaking program evaluation or outcome research, this is clearly a priority in a confusing cross-cultural domain where multiple contextual and situational health
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determinants complicate any simple causal picture, and where the efficacy of many programs has been called into doubt. Substance abuse programs provide a particularly compelling and suicide-relevant example of how cultural borrowings and particular ideologies, for example the disease model of addiction and residential treatment models versus early and brief interventions, can foster a proliferation of programs with high symbolic and political currency but little evidence of clear and effective outcomes (Brady, 1995; d’Abbs et al., 1994). There is a danger that ideologies and illness narratives, as well as unwarranted majority cultural assumptions may be clouding the picture with respect to etiology, intervention, and outcomes (Howard, 1981; Kleinman, 1988; Shweder, 1991). This is arguably the case with substance abuse programs, and it is salutary that both drinking and suicide are classic, socially constructed ‘social problems’ where cultural frames and understandings tend appreciably to influence not only problem definitions, causal analyses and ‘solutions’, but the symptoms and experience of distress (Brady, 1995; Douglas, 1987; Gregg, Preston, Geist, & Caplan, 1979; Kleinman, 1986; Kunitz & Levy, 1994). An important challenge and potential contribution for psychology is to assist in ‘thinking through’ (Shweder, 1991) the phenomenon of Aboriginal youth suicide in alternative and useful ways. A social and cross-cultural psychological perspective, for example, might consider how community level explanations and accounts of suicide play a role in the idioms of distress which help to mediate the phenomenon (Kleinman, 1986; Miller, 1984;). A cross-cultural social psychology perspective might also look at larger social constructions and representations of ‘Aboriginal suicide’ and the role of media and media coverage in fostering a normative culture of self injury. Such social cum health psychology perspectives might present quite different possibilities in terms of ‘risk factors’ and intervention possibilities, such as the provision of alternative and community credible accounts and explanations (e.g., Hunter et al., 1999). Social cognitive theory might be applied in the service of achieving desired lifestyle changes (Bandura, 1995). A cross-cultural psychological perspective on self and emotion might consider the self and emotion dynamics that appear to be involved in precipitating events and family interactions in self injury and suicide (Kitayama & Markus, 1994), and the appropriateness of emotion management interventions as culturally appropriate strategy for fostering emotion coping skills and repertoires. Such perspectives would also, necessarily, pay more attention to culture and shared meaning and sense making issues (Bruner, 1990; Howard, 1981; Shweder, 1991). All of these possibilities are premised on psychology as a discipline and practice becoming more engaged with and knowledgable about Australian indigenous and crosscultural perspectives and realities. It is clearly incumbent on psychologists to think about and address suicide risk more broadly, including the nature and expression of risk factors at family, community, cultural and age cohort levels. Risk factors such as community understandings of the nature and causes of suicide, media representations of suicide and suicide vulnerability, high risk lifestyles and behaviour patterns, and cultural and socio-economic vulnerabilities are very amenable to psychological
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analysis and intervention and must be a part of psychology’s partnership with public health initiatives as well as community health and intersectoral preventive efforts.



Clinical Assessment of Suicide Risk From risk factor research to individual assessment 1. Individual versus population risk A great deal of risk factor research, notably epidemiological research, is about suicide rates for a group or a population. Clinical assessment is about suicide risk for an individual. 2. Time scale of interest Risk factor research usually aims to predict suicide over a period of several years - two, five, 10 years or even lifetime prevalence. Clinical assessment frequently aims to predict suicide risk over the next few hours, days or weeks. 3. Risk factors - significance and limitations Risk factors in the form of demographic variables, life history variables and diagnostic categories: - may alert the clinician to take particular care in assessing for individual suicide risk - are significant considerations in planning therapeutic intervention - are important for the development and targeting of prevention strategies However they do not of themselves enable identification of suicidal individuals. Risk factors may identify a group or population at risk, but within that group there may be suicidal individuals, individuals who are in distress but not suicidal, and individuals who are coping well against the odds. 4. Investigating psychological states The type of risk factor research which is most relevant to individual suicide risk assessment is research which investigates the psychological state and interpersonal environment of the suicidal person in the period shortly before suicide. Methods of investigation have included documentation of clinical cases where suicide eventuated (Berman, 1992), clinical psychological autopsy studies, such as ‘reconstructing an individual’s psychological life’ through interviews with informants and review of documents (Clark & Horton-Deutsch, 1992), the study of suicide notes and diaries (Leenaars, 1988) and predictive studies focussing on psychological state variables rather than demographic, diagnostic or life history variables (Beck & Weishaar, 1990). Individual Assessment
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1. It is not possible to predict individual suicide with any certainty. It is possible however to work towards a more discerning recognition of risk. 2. There is a sense in which most of us would rather not know that the person sitting next to us is suicidal. It makes us uncomfortable, anxious and sometimes angry. These feelings are a significant obstacle to listening to what people might tell us about suicidal thoughts. Motto (1989) identified the clinician’s feelings as the greatest (modifiable) handicap to risk assessment and notes that a secondary handicap occurs when the client senses and responds to the clinician’s feelings. McGinley and Rimmer (1992) discussed the way in which both client and therapist may wish to downplay the seriousness of a recent suicidal act. As well as denial of risk, other possible clinician scenarios include an anxious preoccupation with the suicide issue, an unduly cold or confronting style of interviewing, or a rejecting, dismissive or blaming attitude to the client. All of these can facilitate a misperception or distortion of suicide risk. 3. A number of clinicians have outlined approaches to suicide risk assessment (Berman & Jobes, 1991; Clark, 1995; Maltsberger, 1988; Maris, Berman, Maltsberger, & Yufit, 1992; Motto, 1989). An assessment should include the following: a) Inquiry about current suicide ideation It is entirely appropriate to ask about thoughts of suicide and self-harm (and harming others). It is helpful to have in mind a series of questions which build on each other in a natural way, as outlined for example by Clark (1995) and by Motto (1989). Where suicide thoughts are acknowledged, it is important to inquire whether the person has a suicide plan and whether he or she has access to the preferred means of suicide. Asking about suicide ideation, in a calm, matter-of-fact and concerned manner does not increase suicide risk. Many people are frightened by their own thoughts of suicide and are relieved to have an opportunity to talk about them.
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On the other hand some who have reached a clear suicidal intent may not acknowledge this. Where suicide intent is strongly suspected but not acknowledged, family and friends may be asked about ‘termination behaviour’ e.g., making a will, giving away possessions, tidying up business affairs etc. b) Assessment of the person’s previous history of response to stress and/or loss (paying particular attention to previous suicide attempts or episodes of selfharm). The clinician is interested in previous ability or inability to tolerate and live with psychological pain. A previous suicide attempt is an important predictor of later suicide and the nature of the previous attempt (lethality, precautions taken against discovery etc) can be very significant. c) Assessment of current psychological state Following on from pioneer suicide theorists (Freud, 1917; Menninger, 1938), a number of more recent theorists (Beck & Weishaar, 1990; Hendin, 1991; Maltsberger, 1988; Maltsberger & Buie, 1980; Shneidman, 1984, 1992) have investigated and conceptualised the psychological state(s) associated with suicide. A review of these theories (Graham, 1997) indicated a number of consistencies, explicit or implicit. According to some or all of these theories the suicidal state of mind is frequently characterised by: - a sense of unbearable psychological pain (as articulated by Shneidman in particular); - a sense of hopelessness (seen a cognitive factor by Beck but as an affective state by Shneidman and Hendin); - what Shneidman calls perturbation - a quality of agitation and distress with an associated tendency toward action; - constriction of the mind or a narrowing of perceptual focus (Shneidman), or dichotomous thinking (Beck), such that the person sees only two options: unendurable suffering or death; Shneidman and Beck both see the suicidal person as seeking a solution but employing flawed, suicidal logic; - ambivalence in attitude to suicide, “to feel one has to do it, and at the same time to yearn (even to plan) for rescue and intervention” (Shneidman, 1992, p.55); - intensity of disturbing affect; some theorists suggest suicide vulnerability is associated with particular affects e.g., ‘a sense of utter and hopeless aloneness, burning self-contempt, murderous rage’ (Maltsberger, 1988); Hendin adds guilt to this list and also notes that some suicidal clients feel ‘emotionally dead’;
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- a sense of aloneness: both an unbearable affective state (Maltsberger) and a description of perceived relationship to others; - special meaning attributed to death, notably death as rebirth (an opportunity to do better in the next world), as reunion (with a dead loved one, or becoming as one with nature), as riddance (getting rid of an intolerable part of the self while preserving the essential self), as revenge, self-punishment or atonement (Maltsberger and Hendin). d) Assessment of factors which may increase risk or protect against risk Suicidality is not a stable characteristic but rather a fluctuating state which is influenced by such factors as alcohol and drug use, alterations in capacity for reality testing, and by interpersonal events such as experiences of loss, separation and abandonment. Protective factors include a capacity to comfort or soothe oneself, a capacity to ask for and accept help, and availability of interpersonal support. e) Assessment of interpersonal environment, external resources and supports In Leenaars’ (1988) study of suicide notes, a painful relationship problem (a broken relationship or lack of a satisfying relationship) was the event most frequently cited in the notes. A highly charged relationship conflict or a relationship break-up is a common (but by no means the only) precipitating factor in suicide and in deliberate self-harm. Interpersonal relationships need to be assessed, not only as possible precipitating factors, but also as sources of emotional support. Maltsberger (1988) argued that suicide-vulnerable people depend on others (or sometimes on work) as a stabilising influence and as a protection against despair, because they lack a capacity to comfort or sustain themselves. It is important to assess whether external support is available, fragile, exhausted, temporarily unavailable, or hopelessly lost. It is just as important to assess whether the suicide-vulnerable person can recognise, reach out for and make use of available support. Psychological constriction or narrowed mental focus (Shneidman, 1984) may block awareness of potentially life-sustaining relationships. There are also times when it is necessary to consider whether external relationships are so destructive as to be considered toxic. Suicide-vulnerable clients of health and welfare services need to be monitored carefully and assessed frequently when service-provided supports are changed, restructured or withdrawn. High risk times include transfer from one therapist or case worker to another, from one program to another, closure of or exclusion from a program, and times when staff are distracted, demoralised or in conflict. When the staff feel under pressure or unsupported, clients are likely to feel this too.
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Even when service provision is stable, the quality of relationships needs ongoing monitoring. Watts and Morgan (1994) used the term ‘malignant alienation’ to describe a process which they found occurring in up to 55% of in-patient psychiatric suicides. The process was characterised by a progressive deterioration in the patient’s relationship with others, including loss of support from staff who tended to “construe these patients’ behaviour as provocative, unreasonable, or overdependent” (p.11) or even as partially malingering. 4. Assessing for violence as well as suicide Menninger (1938) long ago argued that three elements converge in suicide: the wish to kill (anger toward others); the wish to be killed (anger toward self); and the wish to die (wish for cessation of suffering). More recent investigations also reported links between suicidal and violent ideation (Brent & Perper, 1995) or discussed suicide as sometimes related to a struggle to manage violent impulses (Hendin, 1991). The possibility that the inner struggle will result in violence rather than suicide, or will result in a murder-suicide, needs to be considered.



Intervention Hospitalisation Psychotherapy Professional and experiential issues for the psychologist Issues in intervention and mental health service provision



Important components of intervention in the context of suicide risk are crisis intervention (including risk identification and referral), medical/psychiatric treatment, hospitalisation, longer-term psychotherapy, ongoing case management and/or re-linking with support systems. While a full discussion of intervention is beyond the scope of this paper, selected aspects are briefly reviewed and issues of concern in mental health service provision are identified. Crisis Intervention In the context of high levels of suicide risk, the goal of crisis management is first and foremost to keep the person alive. This may involve a range of active interventions including at times hospitalisation. According to Shneidman (1981), the way to lower lethality (very high risk of suicide) is to work actively: 1. to increase the individual’s “psychological sense of possible choices”, and
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2. to increase the “sense of being emotionally supported” (p. 344). The practitioner approaches the intervention with the knowledge that most suicidal crises can be worked through. (The word ‘most’ also acknowledges, sadly, that not all suicides can be prevented.) While the literature about crisis management with suicidal clients has an understandable emphasis on averting suicide, it is worth noting that a selfinflicted injury or other non-fatal suicidal behaviour is in itself a crisis for the person and his or her family regardless of the lethality of the suicidal intent. A number of authors have presented models of crisis intervention or crisis management. Catenaccio (1995) discussed crisis work with suicidal adolescents, Leenaars (1994) with suicidal adults. Leenaars presented five steps: (a) Establish rapport. The relationship is the key to working with suicidal people. (b) Explore the person’s perception of the crisis. What is it he or she can’t live with? Explore thwarted needs underlying the person’s pain and work to widen the frame of vision. (c) Focus. It is important to understand what it is that cannot be endured. (d) Develop options and a plan of action. Aim to increase the psychological sense of options available to the person and increase the number of people available to help (so involve significant others). Arrange removal of the means of suicide where possible. The suicidal client needs a plan for managing the crisis and the plan must be active not passive. (e) Terminate. Before terminating, the crisis intervention worker “summarises, rehearses and develops the patient’s planning skills; identifies resources; makes referrals; identifies emergency procedures; and establishes follow-up” (Leenaars, 1994, p.355 ). Catenaccio (1995, p.72) defined crisis intervention as “both diagnostic and reparative at the same time”. He advocated a stance which is active, engaged, empathic and pragmatic, and argued that adolescents often experience passive, neutral therapists as withholding rather than facilitating. Assessment of the working alliance, the patient and the family forms the basis of the work. In presenting his model Leenaars (1994) noted the delicate balance to be maintained in relation to responsibility. It is important not to undermine the person’s sense of responsibility. This can precipitate an even greater sense of helplessness and hopelessness or in some clients can foster a battle for control. Nevertheless the therapist needs initially to assume a degree of responsibility in working actively to foster life-sustaining action. Leenaars (1994) concluded by reiterating that “there is no universal formulation”, “no one method for intervention”, “no cookbook” (p.358).
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Hospitalisation In the context of crisis management, hospitalisation should be available as a back-up where necessary. On the one hand it needs to be said that hospitalisation is not a panacea. There can be disadvantages, as indicated below, and some highly suicidal patients do suicide in hospital. On the other hand, the literature tends to advocate a fairly cautious, safety-conscious approach. Even today, when resources are scarce and hospital admissions are emotionally and financially costly, it is almost always better for the clinician to err on the side of conservative management with early use of inpatient hospital units, rather than to attempt heroic measures that involve a high degree of risk (Goldblatt, 1994, p.164). Most of the literature addresses the clinician making difficult decisions about whether or not hospitalisation is required. There is very little discussion of the situation where the clinician is not mandated to arrange hospital admission and is working with the complexities of consulting another ‘gate-keeper’ clinician about the advisability of admission. In this situation the primary clinician aims to engage the client (and frequently the family) in a joint consultation with the ‘gatekeeper’. The literature is largely silent on how the client perceives this process and how it impacts on any ongoing therapeutic or case management relationship. Both the primary clinician and the gate-keeper clinician need to consider these issues including the implications for the client of a disagreement between clinicians about the necessity for hospitalisation. Insensitive handling of clinical differences of opinion can undermine the client’s tentative trust and hope that the therapeutic system can be responsive to his or her needs. Goldblatt (1994) outlined advantages and disadvantages of hospitalisation in the context of suicide risk. Advantages are that the ward provides a level of safety (close observation and a holding environment), an opportunity for assessment over a prolonged period, an opportunity to commence new treatment in a safe setting, and expansion of the treatment team enabling multidisciplinary input. However the patient’s loss of freedom and independence may lead to regression, which in some patients may increase the risk of self-destructiveness. Forced or involuntary hospitalisation often leads to significant strain or even breakdown in the therapeutic alliance. Furthermore where hospital treatment is experienced by the patient as unhelpful, this may lead to resentment, loss of hope or deeper despair.
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Criteria for hospitalisation are complex. Clearly, level of suicide risk and capacity to access a supportive network are important issues. Where a client is already in a therapy or case management relationship, Bongar (1991) and Goldblatt (1994) suggested the need to assess and balance: 1. patient-related issues (such as lethality of suicidal intent, potential dangerousness, nature of psychiatric diagnosis and psychological state, capacity to form and maintain a therapeutic alliance, availability of and capacity to use an external supportive network) 2. therapist-related issues (such as therapist’s past experience in working with suicidal clients, therapist’s feelings about current ongoing treatment) 3. issues related to interaction between patient and therapist or treatment team (such as a breakdown in the working relationship, and including at times security and safety issues for the therapist as well as for the client). There are particularly complicated issues around the question of hospital admission for those diagnosed as having a personality disorder. Goldblatt (1994) noted that such admissions often stir up intense feelings in the patient and also in the staff. It may be difficult to distinguish life-threatening situations from other less lethal crises and this is especially difficult in early stages “when therapist does not know the patient very well and the therapeutic alliance remains tentative and being tested” (p.159). Nevertheless people with personality disorders may need to be hospitalised when depression complicates the picture or when the client becomes gripped in a downward spiral of selfdestructive behaviour. It can be argued that a residential therapeutic community is the treatment of choice for some people diagnosed with personality disorder, who need this structure and support to enable them to work in therapy. Psychotherapy Psychotherapy with suicidal clients may proceed within a number of theoretical orientations such as family systems (Henry, Stephenson, Hanson, & Hargett, 1994; Zimmerman & La Sorsa, 1995), psychodynamic (Jobes, 1995b; Kahn, 1990; Lovett & Maltsberger, 1992) or cognitive-behavioural (Linehan, 1993; Weishaar & Beck, 1990), or may combine elements of several approaches (Berman & Jobes, 1991; Richman, 1994; Shneidman, 1981). It may take a number of forms such as individual therapy, family therapy, group therapy (Aronson & Scheidlinger, 1995) or some combination of these. Therapists who work with suicidal clients need to be aware of postvention issues and the needs of families for support in the event of a suicide. Choice of intervention and therapeutic approach will also be guided by the nature of the underlying psychopathology, e.g., depression (Beckham & Leber, 1995), substance dependence (Jennings, Williams, & Thompson-Owens, 1994), personality disorder (Linehan, 1993; Stone, 1993) or schizophrenia (Cotton, Drake, & Gates, 1985). There are three core elements relevant to all forms of therapy with clients who have been or may be suicidal:
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1. Monitoring the level of suicide risk It is important not to become complacent about suicide risk, either because there has been no self-harm or suicide ideation for some time or because selfharm is frequent but usually of low lethality. On the other hand a constant, highly anxious concern with suicide risk can take up the space needed for therapeutic reflection and can impede the client’s freedom to discuss suicide ideation. It is important to remember also that programmed interruptions to therapy (e.g., holidays) are frequently high risk times. 2. Maintaining the therapeutic alliance Monitoring the therapeutic alliance is an integral part of monitoring suicide risk. The alliance is the mechanism by which the client stays in therapy and through which the client and therapist work collaboratively toward therapeutic goals. Furthermore the therapeutic relationship is a rich source of hypotheses about the client’s functioning. While psychodynamic therapists place particular emphasis on understanding transference and countertransference (Maltsberger & Buie, 1974), most clinicians working with suicidal clients stress the need for therapists to be aware of their own feelings of anxiety, compassion, hostility or identification with the client. A strong working alliance is built on “the clear-eyed judgment of both parties and on mutual trust” (Catenaccio, 1995, p.73). 3. Planning for the client’s safety at times of high suicide risk This means making decisions about such matters as therapist telephone availability. It means establishing with the client a mutually agreed upon plan about emergency contacts and back-up. The client needs someone to contact if overwhelmed by a suicidal crisis. The back-up plan may include agreed arrangements with family members; it will include a clear understanding about the extent of and limits to therapist availability; it may mean a pre-arranged plan with other agency staff members or with a local crisis intervention service. Planning for client safety may include the psychologist and the client establishing an ongoing working relationship with a medical practitioner who can assess and monitor the client’s need for medication and facilitate safe prescribing practices. A further recommended element is the therapist’s setting up a supervisory or consultancy contact who can be called upon for review and discussion when a crisis seems imminent. At the time of actual crisis the therapist moves between a therapeutic focus and a crisis management focus. Professional and experiential issues for the psychologist The Australian Psychological Society has recently revised the Society’s ethical guidelines for working with suicidal clients. The guidelines note the importance of careful assessment, recognise that most suicidal crises can be worked through and canvass issues around recognising the limits to one’s own clinical competence and referral on where appropriate. Working with suicidal clients (whether in assessment or therapy) involves powerful emotions and sensitive, complex judgments. Finding a way to bear with
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the associated anxiety is an important aspect of the work. Many argue that supervision and consultation are crucial even for experienced clinicians. Shneidman (1984) thought that there was no other occasion in clinical practice when consultation was so important. Working in a crisis intervention service for suicidal adolescents, Catenaccio (1995) argued for routine involvement of more than one clinician at some point in every case, to assist in judgments about suicidality and to provide “discussion, supervision, anxiety containment, telephone assistance and at times cotherapy” (p.71). Limiting the number of highly suicidal clients in one’s caseload is an important aspect of maintaining a fresh response to the demands of this work . It is worth noting that, in the United States, the average professional psychologist involved in direct patient care has a greater than 1 in 5 chance of losing a patient to suicide at some time during his or her professional career (Chemtob, Hamada, Bauer, Torigoe, & Kinney, 1988). There is a small literature on the impact of this loss on the therapist or mental health professional (e.g., Brown, 1989; Dunne, McIntosh, & Dunne-Maxim, 1987). It is important that psychology as a profession understands the very real risks, appreciates the difficulty but also the significance of the work with suicidal clients, in order that psychologists can offer appropriate support to a colleague when a suicide death occurs. Stone (1993) suggested that it is when therapists “have the courage to face the possibility of a patient’s death - without losing faith in their ability or their profession” (p.270) that they are free to be of most help to a potentially suicidal client. However the work is not for everyone, or not for every stage of one’s professional life. We need to know when to refer on. Issues in intervention and mental health service provision There are a number of general principles concerning intervention and service provision which entail some quite specific practical responses. These are partly issues of individual clinical practice but also systemic issues. 1. Availability of crisis intervention services, including options for hospitalisation and/or intensive support The need for ready availability of crisis intervention services is widely recognised and many services have given greater priority to this than was the case in the past. The prevailing government treatment and funding philosophies favour community based interventions whenever possible. However many psychologists and other health professionals, and indeed families struggling to support a suicidal family member, hold the view that it is becoming too difficult to gain hospital admission even when admission is highly advisable. The Victorian Suicide Prevention Task Force (1997) recently suggested that some services give too much priority to hospital ‘gatekeeping’ and not enough priority to providing alternative intensive support. 2. The need for research and training in referral processes
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Many services aim to ‘assess and refer’ and we tend to speak as though referral were a straightforward matter. In fact making an effective referral is a complex process and this is a neglected topic in the psychological and psychiatric literature (for an exception, see Cheston, 1991). More research and training in referral processes is urgently needed. The Victorian Suicide Prevention Task Force (1997) found that, for telephone counselling services, successful referral rates can be increased up to threefold when there is capacity for a three-way communication link between the person in crisis, the telephone counsellor and an appropriate support agency. This is consistent with the general observation that a personalised referral process facilitates the client taking up the referral. 3. The need to assess for follow-up therapy/intervention For many individuals presenting with suicidal ideation or behaviour, risk assessment and crisis management and/or medical treatment for self-injury should be seen as the beginning not the end of a satisfactory standard of care. After a suicidal crisis the client needs appropriate follow-up, rather than being left to struggle on in a vulnerable state. Systematic assessment and follow-up after self-harm is a core requirement of good practice.
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4. Availability of ongoing mental health care Suitable care may be unavailable due to specific eligibility criteria or gatekeeping functions for example, mental health care may be only available to those with a diagnosed mental health disorder or restricted to those with a ‘severe’ mental disorder. However Silburn and Zubrick (1995) reviewed 182 consecutive deliberate self-harm presentations at accident and emergency departments in Perth, and noted that only 57% of youth aged 14-19 were found to have a psychiatric diagnosis. Furthermore services may focus on a specific model of care and may not be flexible enough to meet the needs of a range of clients. 5. Psychotherapy is frequently an important component of ongoing care The client frequently requires a psychotherapeutic as well as a medical and/or case management response. Recent research indicates that psychotherapy is an effective intervention in a range of psychopathological conditions including depression (e.g., Jarrett, 1995). Furthermore positive gains are associated with a number of psychotherapeutic approaches, and not just limited to one particular theoretical model (Cotton, 1998; Docherty & Streeter, 1993). While Jobes (1995a) has called for more outcome research evaluating psychotherapy with suicidal clients, the research which has been done has yielded some encouraging findings. Linehan’s work with borderline clients who repeatedly self-harm is one example of a program where evaluation has indicated a positive outcome. Her intervention with this complex client group did show a reduction in suicidal behaviour for those who stayed with the program (Linehan, Armstrong, Suarez, Allmon, & Heard, 1991). Despite the growing evidence of its effectiveness, there are many clinical settings where psychotherapeutic intervention is not readily available. 6. Facilitating client engagement with ongoing therapy and/or follow-up Non-adherence with treatment recommendations is common across the full range of health and mental health services. It is not clear whether the rate of nonadherence is any different in clients presenting with self-harm, but the possible consequences of non-adherence may be of particular concern. As mentioned above, the need for further research into, and training in, good referral processes is an important issue here. In the context of suicide risk, there have been a few studies investigating nonadherence among adolescent suicide attempters. In general, parental attitudes and characteristics are an important predictor of adolescents’ attendance for treatment (Spirito, Brown, Overholser, & Fritz, 1989). In a recent study, family dysfunction, mother characteristics and father-adolescent relationship variables were all linked to non-attendance at parent guidance/family therapy, while mother characteristics were related to poor follow-through for adolescent individual therapy and medication take-up (King, Hovey, Brand,
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Wilson, & Ghaziuddin, 1997). Two-parent, sole-parent or step-family status was not related to treatment adherence. Zimmerman, Asnis and Schwartz (1995) described a multifamily psychoeducational intake group which they found increased attendance at an outpatient brief treatment program for depressed and suicidal adolescents. 7. Examining the processes which make multidisciplinary care a reality Multidisciplinary care has become something of a mantra, but we do not always look carefully at the processes necessary to make it work. Multidisciplinary care requires a high level of trust between professionals. System-wide issues here concern the extent to which current structures facilitate good working relationships between medical, psychiatric, nursing, psychological, social work, educational and welfare practitioners. Anecdotal evidence indicates the existence of strong and effective partnerships, but also that working relations are often marred by a mistrust of the other disciplines’ potential contribution or by unresolved issues around professional roles. It can be particularly difficult to establish and maintain trust in the context of the anxiety aroused by suicidal ideation and behaviour. 8. The importance of working with the family In Brent’s follow-up study of adolescent in-patients following discharge, recurrence of suicidal behaviour within six months was associated with multiple family stressors and omission of family therapy from the discharge treatment plan (as well as non-resolution of mood disorder) (Brent & Perper, 1995). Since this was a naturalistic follow-up study there remains a question about whether family therapy was not offered to ‘more disturbed’ families. Nevertheless this is an important finding which merits close attention. The family can be a major source of stress and/or a major source of support. An opportunity for families to address multiple, often inter-related problems can increase the family’s capacity to be supportive of its members. Even families with good psychological resources are likely to need assistance in supporting a family member at risk for suicidal behaviour. Richman (1994) noted that the establishment of a therapeutic alliance with the suicidal person, without the involvement or permission of the family, may be perceived by the family as a threat. He advocated an initial interview with the family even when planning individual therapy. 9. Dually diagnosed clients need services oriented to the whole person Individuals with a dual diagnosis of psychiatric disorder and substance abuse/dependence are at particularly high risk for suicide (Brent & Perper, 1995; Moscicki, 1995). Psychiatric and substance abuse/addiction programs traditionally function quite separately and often with the expectation that the person will ‘fit’ the program. The dually diagnosed client does not ‘fit’ either
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program and is often seen as ‘non-compliant’ or ‘inappropriate’ because no provision has been made for him or her in the system (O’Neill, 1993). Overcoming the split between substance abuse services and mental health services is an important treatment issue for these clients (Carey, 1996). 10. Suicide contracts and their limitations. The use of verbal or written no-suicide contracts is controversial and the literature is sparse. The discussion involved in arriving at a no-suicide contract may provide a useful structure for enquiring about a client’s inner state and for collaboration in developing plans to deal with dangerousness and ensure safety. However it may be unwise to depend too heavily on a no-suicide contract. Goldblatt (1994) has suggested that the contract may serve mainly to reduce the anxiety of the clinician, and argues it is important to consider why the contract is being negotiated and what it means to the client and the clinician.



Postvention Postvention refers to planned interventions and services aimed at helping families, friends, schools, communities and others who have recently been affected by a suicide (or other traumatic event). In the context of suicide, the goals of postvention include a) facilitating the grieving process and b) identifying and intervening with individuals whose response to the suicide places them also at risk for suicidal behaviour (Dunne-Maxim et al., 1992). Postvention aims to reduce distress and avert psychological disorder arising from suicide-related trauma, including the trauma of finding the deceased. Those bereaved by suicide frequently experience less social support than survivors of other deaths. The process of grieving is complicated by the nature of the death which is often untimely, violent, sudden (though not necessarily unanticipated) and stigmatised by the community (Moore & Freeman, 1995). Furthermore in some instances relationships with the deceased may have been troubled, strained or full of conflict. Feeling abandoned by the deceased, feeling angry with the deceased, guilt, shame and the need to understand why have been reported as reactions specifically characteristic of grief after suicide (Reed, 1998). One strand in the postvention literature discusses support groups and ‘survivors of suicide’ programs which cater mainly for family members and in which coping with grief and the pain of bereavement is a central focus (Campbell, 1997; Moore & Freeman, 1995). Campbell argued strongly that programs should address the needs of children as well as adults bereaved by suicide. Australian programs for families of suicide victims have not been widely documented in the literature. The second main strand in the postvention literature concerns postvention programs in schools. There has been significant debate about the effectiveness
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of these programs (Hazell & Lewin, 1993; Leenaars & Wenckstern, 1998) but general agreement that postvention programs should not inadvertently foster a romanticised or ‘heroic’ view of suicide. Contagion of suicidal behaviour is a central concern and programs must be designed to reduce identification and modelling (Berman & Jobes, 1991; Celotta, 1995). Celotta (1995) outlined an approach to postvention which includes planned school-community collaboration, written procedures to provide structure and assist decision-making on the day, trained leadership, a designated media contact person and a pre-planned media response. In this model, identification, referral (and longer-term monitoring) of students at greater risk is undertaken by a crisis intervention team of school psychologists and counsellors with specialised knowledge and training appropriate to this task. A trained postvention team with broader membership addresses the whole school issues. The information and support needs of the school staff, the students, the family and close friends of the deceased, and students’ parents, all need careful and sensitive consideration. The content, timing, and manner of giving information are important elements, as is the balance between structured support and returning to school routine. Celotta (1995) identified postvention as one of three components of a total suicide prevention program, the others being an ‘inoculation’ component which aims to build resilience and a crisis intervention component which responds to individuals at specific risk. She maintained that “postvention not supported by inoculation and crisis intervention may lead to increasing numbers of students at the higher end of a suicide risk continuum” (p. 397). There is little discussion in the literature about the nature and extent of postvention procedures within mental health agencies, where suicide may have a significant impact on others already struggling with depression and suicidal thoughts. Postvention also has particular relevance for small inter-related communities such as indigenous communities, small rural communities and prisons, all of which have elevated rates of suicide.



Prevention Preventive programs are founded on the basic premise that it is possible to identify the developmental pathway that leads to a problem and to intervene at some point along that pathway to prevent the problem occurring, or at least to minimise the likelihood of the problem occurring. In the case of suicide: a) There is not just one developmental pathway to suicide but rather there are multiple pathways. b) Risk factors for suicide include a vast array of mental health, family, relationship, socio-cultural and situational factors.
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c) There is a complex interaction between pre-disposing factors, which create a vulnerability to suicidal thoughts and actions, protective factors linked to resilience, and precipitating factors (Silverman & Felner, 1995a). Definitional issues in the prevention field Concepts and definitions of prevention in the mental health field are presently undergoing considerable revision (see Mrazek & Haggerty, 1994). Prior to the mid-1990s the prevention taxonomy was dominated by the ‘traditional’ public health categorisation of primary, secondary and tertiary prevention (Commission on Chronic Illness 1957 cited in Mrazek & Haggerty 1994) which refers to interventions at the different stages in the development of disorders in affected populations. While still popularly used within mainstream health systems this traditional taxonomy can be contrasted with the one proposed by the US Institute of Medicine’s (IOM) seminal report on prevention in the mental health field (Mrazek & Haggerty, 1994). In this report Mrazek and Haggerty advanced and elaborated on the concepts of universal, selective and indicated prevention first proposed by Gordon (1983). The distinction between these two models is important. The ‘traditional’ or narrowly defined public health model emphasises the importance of recognising the proximal (direct) and distal (indirect) risks at various points in a person’s development which may predispose to an increased likelihood of suicide or suicidal behaviour. It also highlights the opportunities for prevention offered at critical points through the reduction of risk or interruption of the mechanism whereby risk factors within the individual and/or his/her environment result in disorder or adverse outcomes such as suicide. Categorisation of different stages of prevention are described in this model. Primary prevention initiatives in this model are those activities which seek to reduce incidence of disorder (i.e., the occurrence of new cases); secondary prevention aims to reduce prevalence (i.e., the total number of new and old cases), while tertiary prevention aims to reduce the sequelae and complications arising from the problem/disorder once it is manifest. Key assumptions which provide a structural basis for prevention efforts in this model are firstly, that causal pathways can be identified. In health sciences, this is achieved when it is possible to identify specific agents and vectors of disease. In the behavioural and social sciences, such causality may not be inferred as readily. The second critical assumption is that the early manifestations or the problem/condition itself are actually preventable and this is also not always easy to demonstrate. It is therefore not that surprising that this model, with its origins in the medical model and linear assumptions of causality is frequently seen as less relevant to those working in non-medical settings. By contrast, in the IOM model, the different levels of prevention are distinguished by the level of risk of disorder/distress in various population groups targeted and thus by the actual scope of the intervention. Within this model, universal interventions target whole populations at average risk, selected interventions target groups at increased risk, while indicated interventions target those
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individuals at highest risk. One of the main benefits to derive from this ‘spectrum of intervention’ model has been its effect in increasing recognition among mental health practitioners of the need for the development of prevention services as a legitimate and essential component of an overall continuum of care. Another advantage of the model stems from its theoretical base in epidemiology and what this offers through the development of a population perspective and methodologies of risk management. For example, knowing something about the magnitude of various risks for a condition (relative risk), and having a knowledge of the proportion of the population exposed to or affected by each of these risks (risk prevalence) it is then possible to select prevention strategies based on theoretical estimates of the potential reduction of disorder (preventable fraction). Through the application of such principles this model enables more accurate and cost-effective targeting and evaluation of prevention. The IOM report (Mrazek & Haggerty, 1994) was written as a review of the evidence base for prevention in the mental health field but the classificatory model developed for that purpose has been criticised for its unduly narrow conceptualisation of prevention to the exclusion of strategies that seek to promote mental health (i.e., mental health promotion) and well-being (see Albee, 1996). The IOM view of prevention is driven by a focus on illness rather than on the enhancement of mental well being or the maintenance of ‘wellness’. Thus, major health promotion strategies in areas such as childhood and adolescent resiliency and competency - which are critical to mental health risk modification are not seen to be germane to the mental health prevention agenda. Part of this conflict is the historical result of what was seen to be too much prevention rhetoric and too little evidence, and the worry that, as Heller (1996) cited, “virtually all that is done to improve man’s lot can also be viewed as primary mental health prevention” (Zax & Cowen, 1976, p.448). Zubrick (1998) has also recently argued that the distinction between prevention and promotion is scientifically unsound pointing out that it artificially segregates theories and activities that are known to be on the causal pathway of mental health disorder and it alienates providers and communities. In Australia, where there is a vigorous health promotion field, he contends that there is an opportunity to create an intervention setting in mental health that integrates prevention and promotion through the fair-brokerage of good theory, science and practice. It is essential that this be done as it will bridge the gap between the science and practice of treatment on one hand and the science and practice of prevention and promotion on the other. Individual vs population models of prevention and prevention strategies Simeonsson (1994) has integrated both the above models by distinguishing three levels of primary prevention: universal, selected and indicated. Simeonsson developed this model as a framework for operationalising and advocating an expanded conception of primary prevention to address the serious limitations in the traditional primary, secondary, tertiary model. He argued that adherence to the traditional primary/secondary/tertiary model was
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posing a number of significant barriers to proper investment in primary prevention. Firstly, implicit in the implementation of primary prevention is the identification of the condition to be prevented. While suicide mortality is certainly an identifiable condition to prevent, the definition of self-harming behaviours and suicide attempt is notoriously ambiguous. When there is inconsistency in defining health conditions across disciplines it is likely that there will be corresponding difficulties in operationalising risk definitions. The second factor he saw as mitigating against the adoption of a comprehensive primary prevention is the contingency of meeting established eligibility criteria as prerequisite to receiving services. The criteria typically define deficits in quantitative terms, specifying a threshold level. This creates the ‘Catch 22’ situation where in order for problems to have reached a level of severity to qualify for services valuable prevention time has been lost. The third factor limiting the proper implementation of primary prevention is the fact that the statistical documentation of problem frequency is measured in terms of those who receive or are currently receiving services that is, they are prevalence based. This does not address the more important question of incidence which is needed for projecting future service needs. Associated with this statistical problem is the lack of causal modelling and the specification of risk chains. These factors together have resulted in the dominance of an intervention approach defined in terms of secondary and tertiary prevention. For there to be a substantive move towards prevention of problems such as suicide, Simeonsson (1994) contended that nothing less than a conceptual paradigm shift is needed, paralleling similar agendas in health promotion (Lincoln, 1992). Such a shift would emphasise an investment in preventive services that would parallel that of curative services, or a move from prescribed eligibility for services to presumptive eligibility and expanding the preventive focus from models targeting individuals to models targeting populations. The tension between individual and population targeting of suicide prevention contrasts ‘high risk’ strategies with community-wide or primary prevention. Zubrick and Silburn (1996) have argued strongly for targeting high risk groups, in particular those presenting with an incident of deliberate self-harm. They argued that presentation at emergency departments and clinics “provides the single best opportunity for intervention with the suicidal individual” (Zubrick & Silburn, 1996, p.202). The argument for a ‘high risk’ approach is based on defining the point of intervention where there is a relatively high possibility of reducing risk with a program of manageable (though still very complex) scale and affordable cost. In contrast, Silverman and Felner (1995b) argued that suicide prevention should move from a specific focus on suicide to programs which target more broadly based risk and protective factors with an aim not only to reduce suicide but also other social, behavioural and health problems. Underlying this proposal is the argument that many social, emotional and adaptive difficulties and disorders have risk factors in common and furthermore the same protective factors are frequently relevant to a range of disorders. Silverman and Felner (1995b) argued that by nesting suicide prevention within a more comprehensive prevention
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framework, the costs of primary prevention are applied to achieving multiple outcomes. The population based approach to preventing suicide has been expressed more fully by Rosenman (1998) and Rose (1993). Central to the rationale for population based prevention is the observation that prevention targeted at high risk people will miss most of the suicides. To quote Rosenman, “In the real world, where 85% is ‘good specificity’, those who will ultimately die are hidden in a haystack of people ‘at risk’ ” (Rosenman, 1998, p. 100). Population approaches are based upon the observation that mortality falls more if we reduce the whole population’s exposure to factors related to suicide than if we identify and treat high-risk people (Rose, 1985). Using this rationale some of the most practical actions for prevention at the population level include restricting access to means of suicide, reducing the population incidence of depression, reducing drug and alcohol abuse, and reducing the media modelling of suicide. To be effective these approaches will of necessity bring into play both health promotion strategies as well as prevention intervention strategies. Overall, there is broad agreement that communities should not rely on only one prevention strategy (Potter, Powell, & Kachur, 1995), and that ideally a prevention program will work at a number of levels and across a range of domains (Victorian Suicide Prevention Task Force, 1997; Zubrick & Silburn, 1996). In this context Zubrick and Silburn (1996) argued that the public health model has significant advantages in both the delivery of individual and population based interventions because: 1. It provides a broad conceptual framework which makes room for the multisectoral network of agencies and professions which will need to be collaboratively engaged. 2. It offers an established methodology for program planning which incorporates the need for epidemiological surveillance of mortality and morbidity 3. It has a track record of successful multisectoral interventions which may be aimed at the population level, the services or sectoral level or the individual level 4. It has demonstrated efficacy in facilitating multi-level government and intersectoral co-ordination.
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Prevention: The way forward Evaluation of the extant literature at the beginning of the current decade revealed limited evidence demonstrating that preventive programs actually work in terms of the specific aim of preventing suicide and deliberate self-harm (Diekstra, 1992; Gunnell & Frankel, 1994). This picture has improved slightly owing to systematic reviews of what, admittedly, remains to be sparse and underpowered scientific evidence (Hawton et al., 1998). In general there are some 20 randomised controlled trials in which repetition of self harm was a reported outcome. Problem solving therapy, provision of a card to allow patients to make emergency contact with services, depot flupenthixol for recurrent self-harm, and long term psychological therapy for female patients with borderline personality disorder and recurrent self harm showed promising results (Hawton et al., 1998). However, even in these studies there are significant methodological problems that prevent asserting that prevention is effective. Thus the need for large trials of promising therapies remains. It should also be remarked that those few studies reviewed are more appropriately described as studies of indicated prevention. Evidence for effective universal and selective preventive interventions for suicide and self harm remain elusive although, as pointed out by Zubrick and Silburn (1996), there is little evidence to suggest that the development of such suicide prevention programs is not worthwhile and indeed the emerging consensus regarding prevention is more optimistic (Goldney, in press).



Conclusion This paper aimed to condense and crystallise a wide range of literature, research and practice relating to suicide and self-injury. It did not however aim for closure but rather to provide a springboard for further exploration, argument and engagement of psychologists in policy, research and practice. This is a discussion paper rather than a position paper. The paper surveyed the epidemiological knowledge base, noted its complexity and the ways in which risk factors may vary with the population or sub-population being studied. The increase in male youth suicide in the general population and in indigenous communities has been documented and explored. The hypothesis that raised expectations combined with a parallel difficulty meeting those expectations is a relevant factor in youth suicide merits further consideration. In relation to indigenous suicide it is important to examine regional suicide patterns and rates of change, and to consider how the colonial legacy and historical context, as well as social, cultural, emotional and behavioural adaptive strategies are manifest in the lives and conditions of risk of particular communities. The paper also considered some core principles of clinical assessment and intervention, acknowledging the powerful emotions and sensitive, complex judgments involved in this work. The advisability of supervision and consultation and the need for appropriate support for psychologists working with suicidal clients are important issues. Mental health service provision was briefly reviewed
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and issues of concern range from gaps in services to the need for more research and training in referral processes. Suicide prevention and postvention programs are potentially very significant. They are, however, in an emergent state with considerable debate about preferred approaches and a clear need for careful evaluation. The paper argues that integration of health promotion and prevention makes particular sense in the Australian context. Working to understand the preconditions for and maintenance of hope, and the capacity to bear painful emotions, is fundamental to averting suicide in all its locations. Psychologists have much to offer - in the context of partnerships with each other, with multidisciplinary colleagues, with individual clients and families, and with communities. Footnote: The term indigenous is used in this paper as broadly inclusive of Aboriginal and Torres Strait Islander peoples. Use of the term Aboriginal mirrors use of this term in the source under discussion and usually reflects a focus on Aboriginal (as distinct from Torres Strait Islander) communities in particular regions.
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