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ABSTRACT

A meta-analysis of published research on the risk factors of adolescent suicidal

behaviors was undertaken. One hundred and ninety six research articles published
between 1989 to 1998 met the inclusion criteria and included a total population of
223,569 adolescents. From these one hundred and ninety six research articles, two

- hundred and eighty five analyses comparing suicidal and nonsuicidal adolescents were
obtained. Twenty risk factors (dependent variables) of adolescent suicidal behavior
within four domains were coded and effect sizes d
(J between suicidal and nonsuicidal

adolescents (independent variable) were computed for both weighted and unweighted
effect sizes. The twenty risk factors were age, gender, repetition, depression,
hopelessness, other affect such as anger and anxiety, family structure, family
relationships, self-esteem, locus of control, modeling, physical health, mental health,
problems, stress, psyche, alcohol, drugs, history of subjects and history of significant
others. Effect sizes of the risk factors were separately analyzed within four domains
with each domain including all 285 studies. Analyses included: (1) all subjects and risk
factors, (2) type of suicidal behavior (ideation, attempts, completion, and studies that
combined ideation and attempts), (3) subgroups ( inpatient suicidal compared to
inpatient nonsuicidal, inpatient suicidal compared to community/school nonsuicidal,
comrnunity/highschool suicidal compared to community/highschool non-suicidal, high

risk suicidal versus other high risk nonsuicidal, completions versus others nonsuicidal),
and (4) gender (males, females and a group of studies which combined males and
females).
Non-zero effect sizes were found for all risk factors (unweighted 4 ranged fiom -159
to -822; weighted ranged fiom .070 to .900). Between group differences were
analyzed using analysis of variances. No gender differences were found on any risk
factor effect sizes (FQ.0, p.05). Most of the between group differences were between
suicide completers and the other subgroups and types of suicidal behavior. The risk
factors that were significantly different included age @<.05), family structure (p<.05),
history of family @<.05), and problems of living (pX.05). These findings suggest that
there are a number of risk factors that are significantly related to adolescent suicide
behavior but that more complex approaches involving latent variable analyses are
required in future research so as to disentangle the effects of these risk factors and to
mode1 causal pathways- These results are discussed within the context of several. theories
and the implications for hture suicidal research.
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CHAPTER I
INTRODUCTION
One of the central purposes of research on suicidality has been to identify risk factors
associated with suicidal behavior. A distal goal of such research is to potentidy institute
preventative measures or therapeutic practices to reduce suicide rates.

The rate of

suicidal behaviors, particularly among adolescents, remains a concern despite substantial
research efforts (Statistics Canada, 1995). Theoretically and empirically, studies have
indicated that suicidal behavior is a multifaceted phenomena. Many cognitive, affective
and behavioral variables have been found to be risk factors of suicidal behavior- These
findings are not always consistent. Risk factors may vary depending on the subgroup of
adolescents, type of

behavior, and gender. Despite the many risk factors that

have been found to be related to suicidal behaviors, the underlying etiology remains
unclear and many question remain about the multifactorial nature of suicide. The study
of suicidal behaviors is complex. This makes it difficult to adduce risk factors and
prevalence rates with any degree of accuracy.
The present study is a meta-analysis of the risk factors of adolescent suicidal behavior

utilizing empirical studies that have been published over the past decade. It is a
quantitative synthesis of research studies used to combine evidence across studies
(Cooper & Hedges, 1994). Meta-analysis is a potentially valuable and powerful analytic
tool for studying this complex phenomena. It examines both the direction and magnitude
of effects obtained in a combination of many primary studies.
The present research synthesis is an attempt to bring some order to the conflicting and
sometimes contradictory findings of empirical research. It includes both a descriptive

analysis and a summation of the primary research findings in an attempt to identify the
factors that differentiate suicidal fiom nonsuicidal adolescents and the implications of the
findings for M e r theory and research.
The present dissertation has several purposes: (1) to explore what has occurred in
empirical studies of adolescent suicidal behaviors and to determine what relevance this
may have for future empirical studies and theoretical perspectives, (2) to determine
whether risk factors within different types of suicidal behaviors, ideation, attempts and
completions, are different or similar, and if so in which way; (3) to determine the
similarities and differences of risk factors within different subgroups such as
comruunity/school, inloutpatients, and high risk populations, (4) to determine whether
there are gender differences in risk factors, and (5) to determine the moderating variables
that may have an effect within subgroups, between gender and types of suicidal
behaviors.
Suicide is considered a problem of paramount importance because it represents one of
the leading causes of death among young people in many developed countries (Rey et al.,
1998). Rates have been shown to differ considerably fiom one study to another.
Depending not only on the country but on the subgroup, however, the type of suicidal
behavior, and the period of time taken into consideration such as lifetime prevalence
affects prevalence rates (Rey et al., 1998). While some research has indicated that it is
the commonest cause of death (Keane et ai., 1996), others have indicated that it is the
second or third as in the United States with a rate of 13.1 per 100,OO. In Canada, the
prevalence rate is approximately 15 per 100,000 (Violato & Travis, 1995). It also has
been noted as the second most common cause in European countries such as France, the

United Kingdom, and Scandinaian countries (Rey et d.,1998). Recently several
m e y s have been undertaken to assess the prevalence rates of suicidal ideation and

attempts in adolescence population and have indicated that rates are high. For example,

in a study that included almost 10,000 students, it was reported that 23% of a high school
sample reported self hurt behavior and 6.7% reported suicide attempts (Conrad, 1992).
Com~lexityof Suicidal Research
Assessing the prevalence and evaluating the risk of suicidal behavior is a complex and
difficult challenge. The question arises as to whether or not it is possible to treat the
range of suicidal behaviors among adolescents homogeneously when in effect some
studies have indicated that they represent a heterogeneous population. This controversial
issue is in need of fiuther clarification. The question then arises as to whether or not it is
possible to identi@ homogeneous subgroups, to determine when and where there is
heterogeneity, and/or is there a need to determine if there are other underlying variables
that have not been fully recognized and assessed.
Several factors make it difficult to ascertain the risk factors and prevalence rate of
adolescent suicidal thoughts and actions with adequate accuracy- A primary problem is
the definitions utilized by various researchers. Some studies utilize the concept of
suicidal behaviors which is a broad conceptualization that includes suicidal thoughts,
feelings and actions. Such a broad conceptualization may include completed suicide,
attenipted suicide, suicidal gesture, threats and/or ideation. Other studies utilize specific
suicidal thoughts and actions or a combination of several. Suicidal ideation includes

having thought., and desires about hurting oneself Suicidal threats include writing or
saying something that indicates the underlying desire to take one's life, which is often not

separable fiom ideation. A suicidal gesture consists of an act that constitutes no serious
threat to life, due to Iow lethality such as superficial scratches. The term parasuicide
refers to attempts that are both unsuccessful and of low lethality (Garrison et d.,1991).
These self destructive behaviors often have been referred to as suicidal gestures or
unsuccessful attempts. Attempted suicide occurs when there is the intent to end one's
life but the person survives. Completed suicide occurs when an individual with

conscious intent, takes his or her life.
Several classifications of the potential of suicidal behaviors resulting in a completion
have been proposed. These include the dimensions of suicidal intent (Silver et al., 1971),
seriousness of the act (Golden, 1981) and repetitiveness of ideation and attempts
(Burglass & Houghton, 1974). Intent is not only difficult to define operationally but it is
also diacult to determine if intent is or is not present. Intent is a subjective, individual
process. Therefore, it is difficult to determine if an attempter is serious about a suicide
gesture or is unconsciously engaging in a suicidal gesture. Accident proness,
carelessness, taking potentially lethal risks, provocative behaviors or engaging in
behaviors that increase the probability of disease, injury or death are sometimes referred
to as sub-intentional.
Research has indicated that suicidal behavior among adolescents is high and occurs on
a continuum. This means that adolescent suicidal ideaters often become attempters and

that repeated attempters have a higher probability of completion. The proportion of
youth suicide with a history of prior attempts can be as high as 40% within the general
popdation (Hawton et al., 1982).

It has also been found that there are 8 to 20 nonfatal

attempts to every completed suicide and that roughly 15% of dl nonfatal suicide

attempters go on to complete suicide so:metime in their life (Maris, 1991). The lack of
recorded attempts creates difficulty in determining those who are at high risk. In
addition, not all adolescent victims of suicide behavior have had repeated ideation and/or
attempts- Despite these difficulties, researchers have been able to estimate trends and
have indicated that a history of past attempt is often the best predictor of a fbture suicide.
The implications of the above findings are twofold: First, past engagements in
suicidal ideations and attempts increases the risk of further suicidal behaviors. Second, it
is important to not only know the risk factors but also the lethality or seriousness of an
act, which is usually operationalized in accordance with the probability that a given
action will lead to suicide.
Classification and documentation of suicidal behavior has also created difficulty for
the study of adolescent suicidal behavior. Although the recorded rate of youth suicidal
behavior is alarming, the rate may be higher than what has generally been found.
Accidents and suicide have been known as the most frequent cause of death within the
adolescent population (Firestone & Seiden, 1990). Because it is often not known
whether the death has been accompanied consciously or unconsciously, by a wish to die,
the decision to classify a suicidal completion is often based on the judgement of the
coroner or medical examiner which is often influenced by socio-cultural factors. Current
suicidal behaviours may be under recorded because of the religious, social, legal or
economic stigma that may be attached to it (O'Carroll, 1989). Smith and Crawford
(1986) found that approximately only 12% of the suicide attempts have received medical

attention, which means that 88% of the suicide attempts are not counted or recorded.

Although suicide is perceived to occur on a continuum few studies are available on
long term outcome of suicidal behavior. Granboulan et al. (1995) did a follow up
approximately ten years later to evaluate long term outcome. A few subjects, who had
been in a psychiatric unit, had been serious suicide attempters, had experienced
psychiatric difficulties, family disturbances, serious family experiences during childhood,
maltreatment and behaviors such as running away, committed suicide. These individuals
were found to have used violent methods for the attempt, had a unique diagnostic pattern
and had manifested more behavioral or personality disorders during adolescence. Other

subjects died of unnatural causes, the mode of death appeared closely Linked to
symptoms manifested during adolescence, such as, anorexia nervosa, road accidents and
alcohol. Of the group, 36% were perceived to have persistent difficulties as adults
although the difficulties were less marked than during adolescence.
Complexitv of Risk Factors
Many variables have been found to be associated with adolescent suicidal thoughts
and behaviors and are referred to as risk factors . However, the difEculty of determining
the number and types of risk factors of adolescent suicidal behavior is illustrated by the

fact that not only is the scientific literature composed of repeated studies of the same risk
factors, but that for the most part only a few risk factors are considered witbin any one
study. Identified factors are: psychiatric illness or disorders, depression, anger,
hopelessness, anxiety, drugs and alcohol, family structure, family and peer relationships,
modeling, history of subject, history of parents or significant others, locus of control,
stress factors, physical health factors and disciplinary or academic problems.

Despite many studies that have noted factors that are associated with suicidal thoughts

and behaviors, there does not appear to be a single, predominant factor of suicidal
behavior. Several factors have been repeatedly studied and are strongly related to
suicidal behavior. Yet, other studies have shown that these factors may not always clearly
differentiate suicidal and nonsuicidal adolescents. Depression, for example, appears as a
repeatedly studied risk factors and highly significant to suicidal behavior. Other studies,
however, have indicated that it is not always the principal differentiating factor and
sometimes it has no differentiatingpower at aIl (deWide et al., 1993).

One of the approaches that have been taken by researchers in an attempt to gain a
greater understanding of the association of specific risk factors to suicidal behavior

within adolescents is to group the variables. Attempts have been made to group risk
factors at the individual, family and social level or into categories such as psychiatric
disorders, personality traits, familial factors, and biological or psychosomatic factors
(Swedo et al., 1991). Rey et al. (1998), for example, attempted to highlight the
characteristics of adolescents who have attempted suicide after an univariate analysis
found more than 60 variables to be related to suicide attempts. These variables were
grouped into socio-demographic, self-image, family life, school performance, social
connectedness, Me events and mental hctioning. Although important, the grouping of
variables poses difficulty for different researchers as they group differently and,
therefore, the results may not be comparable to other groupings, or groupings may lead to

missing a key variable that is highly related to a specific subgroup or type of suicidal
behavior. The fact that constructs used to define a set of risk variables are not always

defined congruently creates further difticulty when comparing a single study to another
single study.
Overall, there does not appear to be a clearly identified or a constant set of suicidal
predictor variables. The fact that the risk of suicide increases among certain groups such

as inpatients, outpatients, those who are institutionalized, and youths who are at high risk
in comparison to school/community groups, suggests that there are some digerentiating
factors. Perhaps attempters and ideaters have different psychological profiles which
underscores the need to make this distinction in studies of suicidal adolescents (Pinto &
Whisman, 1996).

In order to effectively determine risk factors it is important that the particular sample
or group that is being studied is representative of the population. The relationship
uncovered between a suicidal behavior and depression, for example, may be unique to a
particular sample. It is important to note that a particular sample or group may not be
representative of the population. Research also suggests that there is the possibility of
differences in the presentation and experiences of syrnptomatology of those in clinical
settings and those in the general population (Rudd, 1990). It may well be that
hopelessness is the better predictor of suicide within a clinical than a nonclinical sample.
Depressive symptomatology may be more significant and a potential precursor to
hopelessness, in nonclinical or in preclinical compared to clinical samples (Ruddy1990).
Characteristics of suicidal behaviors do not always have clear, discriminating power,
which makes conclusions reached about risk factors tentative. Kienhorst et al. (1992),
noted that most of the characteristics differentiating attempters from nonattempters do
not have discriminating power when comparing suicide attempters with depressed

nonsuicidd adolescents. Specifically, DeWilde et al. (1993) found that suicidal
adolescents and depressed adolescents experience their lives as predominantly controlled
by a person they cannot influence (referred to as external locus of control), have less selfesteem, more psychopathology and a higher state and trait anxiety than does the n o d
group. The fact that all these features characterize both the depressed and the suicidal
group but do not discriminate the suicidal group from the depressed group, brings us to
the conclusion that they are not specifically related to suicidal behavior, at least as
pertains to the subjects in this group. Some of the differences between suicide
attempters and nonattempters may be attributed to an affective disorder that is also
present in most of the nonattempters. Studies sometimes remove differences and/or
excludes differences that may be attributable to other factors than associated with suicidal
behavior (DeWilde et al., 1993). Suicide attempters may have different ways of dealing
with risk factors such as family life problems and history of abuse. They may experience

the same events but perceive them differently in that they evaluate comparable events as

more negative and hopeless than do nonattempters (Kienhorst et al., 1992).
Although the study of adolescent suicidal behavior is complex and multifaceted, it
appears that there is a tendency to research potential factors in isolation. Many research
articles consist of a few noted risk factors fiom within a specific area Relatively few
studies are designed as an integrated path model that may explain the relationship of
multiple variables simultaneously.
Whether or not the results of the statistical analysis indicates independent effects of
risk factors that combine in an additive manner, or an interactive effect may depend on
the risk factors that are studied.

For example, Strang and Orlosfsky (1 990) tested two

alternative models. The first model was designed to assess if the three factors,
attachment, hopelessness, and helplessness or locus of control, have separate, or
independent effects which combine in an additive manner upon the probability of suicidal
behavior. In the second model it was posited that these factors interact. These results
indicated that the three factors of attachment, helplessness, and locus of control, were

additive. The discriminant function analyses provided greater support for an independent
additive effect model than an interactive one. Any of the factors seems to increase
vulnerability to suicidal behavior, but with the effect of each factor being cumulative.

This type of analysis indicates that an adolescent would be most Likely to engage in
suicidal behavior when all three of these specific variables are present. In the inte~action
model, helplessness or external locus of control did not add significantly to the
differentiation but hopelessness and attachment did. Perhaps this occurred because of the
common variance external locus of control shared with the hopelessness factor (Strang &
OrIofsky, 1990).
Several recent studies have used path models that examines the predictive contribution

of multiple variables simultaneously (Violato et al., 1993). Such approaches allow the
inclusion of many variables into a latent variable path model permitting the identification
of latent variables and their interrelationships. Moreover, the correlations and causal
directions between latent variables can be identified in such research. In Violato et al.

(I 993) study, for example, nine risk factors were incorporated into a latent variable path
model. The results fkom this study confirmed several proposed latent variables and that
disrupted childhood attachments may be important antecedents to subsequent adolescent
suicide attempts.

Not only have theoretical models and empirical studies indicated that suicidal behavior
is often multifactorial, but recently, several researchers have begun to propose several
types of suicidal syndromes. h e n s and Linden (1996),for example, found that there

was a suicidality syndrome which is independent of specific major psychiatric disorder.
In addition to Ahrens and Linden (1996) findings, other researchers have found that
underlying suicidal behavior there are two basic reactions to difficulties:
(1) antisocial plus aggressive behavior, and (2) withdrawal plus social isolation. Both

have been reported among adolescents suicidal completers (Brent et al., 1993).
Several theorists have emphasized the importance of antisocial behavior as a
contributing factor in adolescent suicidal behavior (Apter et al., 1995; Marttunan et al.,
1994). Behavior that is of short duration and not severe enough to meet the criteria for
actual antisocial disorders, however, may be a probable predisposing factor in adolescent
suicide. Conversely, depression which includes withdrawal and social isolation has been
found to be a predisposing factor but may inhibit the course of externally inhibited
antisocial behaviors (Martunnen et al., 1994). Moreover, nondepressive, impulsive
suicide seems to have a different phenomenology and biology fiom that of depressive
suicide (Apter et al., 1995; Kienhost et al., 1992).
Statement of the Problem
The complexity of suicidal behavior is clearly demonstrated by a large number of
studies that have attempted to identify the various risk factors according to a specific type
of suicidal behavior and within a specific subgroup. The evaluation of suicide risk is a
complex and difficult challenge. The present meta-analysis was an attempt to identify
and synthesize some of the commonalities and difference underlying suicidal behavior

and to determine if specific risk factors of suicidal behavior exist with adolescent

subgroups. .

This meta-analysis was an attempt to summarize and synthesize a large number of
studies and the broad range of findings regarding risk factors of adolescent suicidal
behavior that have been published over a decade. It was an attempt to: (1) synthesize
pertinent empirical studies that have explored risk factors pertaining to adolescent
suicidal behavior employing the methods of rneta-analysis, (2) to summarize the factors
that have been shown to be significant to suicidal behavior, (3) to summarize the factors
that are not significant to suicidal behaviors, and (4) to identify risk factors that are
inherent in both suicidal and nonsuicidal groups. Finally, the present meta-analysis was

an attempt to determine the similarities and differences between risk factors within and
between subgroups, between different types of suicidal behavior and between gender.
Chapter II is a synopsis of the literature and includes theories, prevalence and
empirical evidence regarding suicidal behavior among adolescents. Chapter III contains

a description of the research methods that were employed in this meta-analysis. Chapter
IV contains the results of the findings which include descriptive analysis of the studies,
descriptive analysis of the effect sizes, and an analysis of moderating variables. Chapter

V includes the interpretation, discussion and summary of the results of the studies. This
chapter concludes with a summary and conclusion.

CHAPTER II

LITERATURE REVIEW
The pathway or pathways to suicidal thoughts and/or actions is complex and
multifaceted. Three major facets that are important to the study of adolescent suicidal
thoughts and behaviors are theoretical perspectives, prevalence rates, and risk factors.

Many theoretical perspectives have evolved that emphasize one or two aspects of suicidal
-

behavior. Recently several theories have been proposed that take into account more than
one facet of suicidal outcome in order to gain a more in depth and comprehensive
understanding of suicidal behaviors. Although prevalence rates may vary across studies,
there appears to be consistency in that some subgroups have higher rates than others, that
some types of suicidal behavior are engaged in more than others, and that there are
gender differences in the type of suicidal behaviors. A number of risk factors have also
been researched and, although the majority of risk factors studied have been found to
differentiate between suicidal and nonsuicidal adolescents, the results are inconsistent.
The present chapter contains a detailed review in three main sections: (1) theoretical
perspectives, (2) prevalence rates, and (3) risk factors. It concludes by detailing the
research questions that have guided the present research.
Theoretical Perspectives
Over the years, many theories have been proposed in an attempt to understand the
multidimensional nature of adolescent suicidal behaviors. Theories which sometimes
differ and/or overlap in both constructs and perspectives, confirm that the understanding
of suicidal behavior is a complicated, complex endeavor. Each theory that identifies a
certain aspect of suicidal behavior provides a contribution, although incomplete, to the

understanding of suicidal behavior in adolescence. Despite the number of theories that
have been proposed to understanding suicidal behavior among adolescents, no coherenf
systematic theory has been developed. As new theoretical perspectives evolve, however,
they are incorporating past theoretical perspectives thereby providing a more
comprehensive k e w o r k for integrating the many risk factors of suicidal behaviors. A
comprehensive understanding of this complex phenomena requires knowledge and
insight that is amalgamated fiom many theoretical viewpoints and which has been
empirically validated. Theoretical perspectives of suicidal behavior have basically
emphasized three inteawining, broad areas: (1) psychological or inhapersonal, (2)
sociological or interpersonal, and (3) developmental. AU include affects, cognitions, and
behaviors.
htrapsvchic/IntrapersonalTheoretical Perspectives

Some theorists have emphasized an intrapsychic approach to the studying of suicidal
behavior, but this specific emphasis has not excluded the external factors fiom which the
internal distress may derive. A common theme is that suicidal behavior is an 'escape'
fiom the negative affect associated with an aversive self, but the underlying situations
fiom which an aversive self derive are different (Baurneister, 1990; Freud, 1917/1974;
Zilborg, 1936). Other theorists stress the consciousness of the person engaging in the act,
the degree of distress and lethality of an act, and /or the ability of a person to handle
aversive Iife situations.

Many theorists perceive suicidal behavior as an individual's way to 'escape' from
aversive affects which may vary in kind as well as the source fiom which the affect
derives. Baumeister's (1990) Escape Theory emphasizes three negative affects which

include depression, anxiety and anger. Unfavorable self attributions, real or perceived as
real, lead to the realization of inadequacy. This realization of inadequacy which can
stem fiom problematic life situations brings about negative affects which includes
depression, anxiety and anger. Engaging in suicidal thoughts and/or actions becomes a
way of escaping fiom the negative affects of an aversive self.
Similarly early theorists such as Freud (19 17/1974)and Zilborg (1936) emphasized
the evolving of negative affect from Life circumstances. Within Freud's (19 17/1974)
theoretical perspective, the negative affect of anger and aggression developed from
rejection, loss or lack of significant others. He proposed that understanding the intense
identification with a loss of or rejecting person is crucial to understanding the suicidal
person. Identification is defined as an attachment which is based upon an important
emotional tie with another person (object). Similarly, Zilborg (1936) indicated that
negative affect develops fiom a lost ideal, health, youth, employment, and/or freedom.
He believed that suicidal people have experienced a steady toll of life events of threat,
stress, failure, loss, and challenge. The pain is so intense that it undermines the ability to
adjust and suicidal behavior becomes an escape route.
Theorists have also questioned whether the person is l l l y conscious of the reasons
for the distress andlor the engagement in suicidal behaviors. According to Baumeister's

(1990) theory, the suicidal individual rejects and avoids meaningful thought which is
referred to as cognitive deconstruction. This serves a purpose in that it allows the
suicidal individual to escape firom negative affect by rejecting and avoiding meaningful
thought which is associated with the meaningful, negative interpretations. The cognitive
shift may initially bring only partial success or partial relief and the individual becomes

receptive to stronger means of stopping the unpleasant feelings, thus engaging in suicidal
behaviors. Freud (19 17/74) proposed that suicidal behavior is unconscious hostility.
what a person is conscious of is only a bgme11t of the suicidal mind and that there is
more reason to act than the person is consciously aware of.
Other theorists have proposed specific factors that place a particular adolescent at risk
for suicidal behavior. Shneidman (1971,1985) emphasized it is the level of distress.
This is the degree of upset, despair, agony, anger, and hopelessness, that determines
whether or not a person engages in suicidal behavior. He proposed two key concepts:
perturbation and lethality. Perturbation, which is viewed as the motivation, refers to life
becoming unbearable, whereas lethality is the acceptance of suicidal ideas and these are

put into a plan of action.

An idea can be immediate, something you have conscious in

the present moment, or it could be something thought about before and now stored it in
the background.

Kral's (1994) theoretical perspective indicates that engaging in suicidal behavior
becomes an escape plan which may happen before, during or after a state of perturbation.

These thoughts can also come and go, sometimes they are conscious and strong and
overwhelming, while at others times they are absent. When perturbations recede, the
thoughts of suicidal behavior may also recede. However, once an idea is engrained it is
not only readily accessible and difficult to replace. The previous thoughts or plans may
become like an archetype which are outside one's awareness, but they readily surface if
perturbations occur. This perception indicates that in general suicidal behavior is not
impulsive but rather premeditated over a period of time because most people have
communicated this idea to others.

Other theorists have emphasized that it is not just the loss or rejection, but whether
or not the person has the capabilities of handling aversive situations (Zilborg, 1936).
Suicidal people exhibit a relative weakness in their capacity to develop constructive
tendencies necessary to overcome their personal diEcuIties. Zilborg (1 936) perceived

the ego as an essential part of suicidal behavior and perceived its composition to be
complex. The development of a strong, protective ego is afZected by negative We events

and without a strong, protective ego, the person's ability to develop effective
mechanisms to cope or deal with life is absent. Similarly, Kral(1994) perceived that
although depression, anxiety, pain, illness or biology are strong motivators for suicidal
behavior, certain individuals appear to be more vulnerable to incorporate these suicidal
ideas. Similarly, Boldt (1987) suggested that engaging in suicidal behavior is a result of
the individual finding life intolerable.
Interpersonal and Social Theoretical Perspectives
Some theorists have emphasized the interpersonal or social aspects of the
environment in which an individual is enmeshed as determinants of suicidal behavior.
Brofenbremer's (1 979) Ecological Theory, Family Systems Theory, and Durkheim' s
(1952) Integration Theory emphasize the external environment and how these external
factors may have an impact upon an individual's decision to engage in suicidal behavior.
Brofenbrener's (1979) Human Ecological Theory provides a multi faceted social
approach to understanding adolescent suicidal behavior. It includes the individual,
referred to as the organism, and the characteristics of the individual which do not occur

in a vacuum. Each adolescent is a member of several microsystems such as the family,
peer group, school, and work (Brofenbrenner, 1979). Suicidal behavior can best be

understood when simultaneously assessing the direct and indirect effects of multiple
social settings (microsysterns) with which the individual interacts. The microsystems are
interrelated by mesosytems. Exosystems or factors ia the broader environment such as
parents, school boards, and the mass media also have an impact on whether or not an
individual engages in suicidal behavior. Components of macrosystems which include
economic, social, educational, medical, legal and political systems, can also indirectly
set the stage for adolescent suicidal behaviors.
Family Systems Theory deals more specifically with the microsystem of the family
including family structure and family relationship variables and the impact that these may

have on suicidal behavior (Mitchell & Rosenthal, 1992). Suicidal behavior is understood
as the individual's expression of a dysfhnctional family process (Speck, 1968). For

example, interactions within a family in which there is simultaneous confirmation and
denial of relations reflect a contradictory pattern of relation. However, the contribution
of these and other factors are mediated by family conflict (Koopmans, 1995). Family
Systems Theory is in accordance with the individuation-attachment analysis wherein
congruence between individuation and attachment is defined as healthy and incongruence
as pathological.
Durkheim's (195 1) Social Integration Theory of suicide emphasizes the importance
of integration of individuals in the f&ly,

worWschool and the larger society. This

classical theory took into account the inverse relationship between the frequency of
suicide and the extent of social integration and his concepts are based on fundamental
emotional and cognitive requirements of the individual. According to Durkheim (195I),
suicide rates are largely influenced by the degree or level of which members integrate

into society. Correspondingly, this is determined by the psychoIogical and moral climate
of a society. He proposed that it is the individual's involvement in social groups and
institutions that gave meaning and purpose to life as weli as adherence to societal norms.
At the structural level is the concrete involvement of individuals within a collective, and
at the psychological level is the subjective feeling of comectedness. Disintegration of an

individual fiom his or her social environment brings lack of social regulation which
weakens group ties, feelings of cohesiveness, and communal values. The results of such
disintegration is that the individual is forced to rely on his or her own resources, may
become egoistic, and/or experiences feelings of isolation and alienation. Family system
theorists found that the effects of different social variables largely impacted through the
process of self-derogation (Shagle & Barber, 1993), which is congruent with
Baumeister's theory (1990)of an aversive sense of self. Evolving fiom family
contingencies and conflict are the negative affects of aggression, depression and feelings
of helplessness, which predispose engagement in suicidal behavior.
Interpersonal theories that emphasize the impact of external forces have also
attempted to explain how the idea of engaging in suicidal behavior becomes part of the
person's cognitions. Durkheim believed that suicide is very infectious and is encouraged
by sensational accounts in the mass media, television, and in magazines. Kral's (1 994)
theory proposed that communication can occur through family members, television, or
other media. The impact of communication depends on the nature of the message,
whether it is direct or second-hand communication, and on individual differences.

Developmental Theoretical Perspectives
Developmental theorists utilize both intrapersonal and interpersonal forces that
impact on adolescents engaging in suicidal behavior but emphasize the impact of the
developmental process. As the child moves along the path of development, the potential
for the development of suicidal behaviors within adolescence increases if the
developmental tasks are not met. Gaining an identity by obtaining intimacy versus
isolation (Erikson, 1980), ability to engage in abstract compared to concrete thinking
(Piaget, 1970), and the need to be securely attached which impIies having one's
emotional needs met (Bowlby, 1973), are developmental life tasks that pose dZticulties

if not met.
Erikson (1980) proposed that if an early adolescent's life task which involves
separation from one's parents and the achievement of a secure identity is not met, then
pathological outcomes such as suicidal behavior may result. In Erikson' s developmental
stage of intimacy versus isolation Erikson's (1980) believes that the crisis of intimacy
is critical in understanding suicidal behavior. Erikson (1980) stated that when a youth
does not accomplish such intimate relationships with others, as well as his own inner
resources in late adolescence or early adulthood, he develops highly stereotyped
relations and experiences a deep sense of isolation. Without intimacy, one becomes
isolated and unable to establish or maintain relationships. The individual, however, may
not only turn away fiom others, but turn his or her anger toward the self similar to
Freud's (1917/1974) perception of anger being turned inward.
Piaget (1968) proposed that the formal operational stage of thinking is reached by
the age of 15. During this period of development, the adolescent proceeds fkom logical,

concrete thoughts to conceptual, abstract thinking and logical solutions to all kinds of
problems. When an adolescent is confkonted with an unusually ditlicult problem,
however, he or she may revert to concrete operations and regress to the egocentric stage
of thinking. This may cloud their present thinking and result in a lack of rational

understanding of the finality of the suicidal act The emerging field of developmental
psychopathology putter & Garmezy, 1983; Noam, 1988) questions the relationship
between the development of new cognitive and emotional capacities of children's ability
to think about and plan to end their lives.
Attachment theory (Bowlby, 1973,1980, 1982) may be a promising approach to
understanding suicidal adolescents in that it provides additional understanding of
how the underlying conflictual familial factors can impact on an individual and
contribute to suicidal outcomes. Parent's responsiveness to a child's emotional needs is
a determining factor of whether or not a child feels secure which is a critical context for
the child's organization of affective experiences. This security, according to Bowlby's
(1973, 1980, 1982) attachment theory, is a biological need, and if insecure attachment

occurs, then anger or anxiety may occur. If the attachment figure is available and
appropriately responsive to the child's needs, then distress is not likely to be associated
with appropriate coping mechanisms. However, if the childs needs are not met

appropriately in that the caregiver is unavailable, rejecting or inept, distress may come to
be associated with negative outcomes and the style of coping that may subsequently
evolve will be unhealthy and may consist of suicidal behwiors, delinquency or other
negative outcomes (Bowlby, 1973). Evidence for the use of different strategies for
managing distress has been demonstrated by Ainsworth et aI. (l978).

Although Bowlby (1973) refers to the type of attachment that occurs between
primary care-givers during infancy and the young child, the model that develops
continues to be significant throughout the life span by means of an 'internal working
model'. There are two aspects of major importance witbin the developmental process of
the intemal working model. First is the perception of self, the extent to which the self is
perceived as worthy of receiving comfort and support in times of stress. Second is the
willingness and ability of others to give the appropriate type of emotional care. It is these
largely unconscious aspects of the internal representations of attachment that provide the
individual with guidelines to appraise situations and to regulate affect and behavior.

Several attachment scales have been developed based on Bowlby's theory and the
results have indicated specificity among the suicidal risk factors that derive through
family relationships. For example, Bartholomew and Howoritz (1991) found that a
person with secure attachment indicated a positive view of self, as worthy and lovable
and positive expectations of others as being trustworthy and accepting. The fearful
pattern and the preoccupied pattern are both characterized by anxiety concerning loss and
rejection in close relationships. However, the f e d pattern results in withdrawal fiom
intimacy, while the preoccupied is associated with the active pursuit of closeness and
reassurance f?om others. Within the dismissing pattern the individual has high
self-esteem, but infused with a defensive maintenance of autonomy and distance in
relationships.

In an exploratory analysis within a provincial mental health facility, Lessard and
Moretti (1998) found that suicidal ideation was related to attachment style. Suicidal
individuals had either a fearfid or preoccupied sense of attachment In regards to self,

both styles of attachment indicates a sense of self as unworthy, undeserving of love. In
relationship to 'others', the fearfuI tendencies may reflect a desire to withdraw or bring
about the temptation to relinquish efforts to connect with significant others, a sense of
hopelessness, whereas the preoccupied pattern may be more strongly related to attracting
the care and concern of signifcant others, who have be idealized as omnipotent and

benevolent or experienced as neglectful and unresponsive (Adam et d.1996, Lessard &
Moretti, 1998). Lessard and Moretti (1998) found that greater lethality in methods of
contemplated suicide was positively correlated with preoccupied tendencies.
The attachment theorists, Bowlby (1973) and Ainsworth et al. (1978) stressed the
importance of a secure attachment. Children receiving secure parenting seem to be more
resilient than those coming from more insecure families. Kaplan and Maldaver (1993)
studied the relationship between parental and family patterns and the suicidal risk of the
adolescent. They summarized the results of 85 studies in a literature review and found
that attempted suicide among adolescents occurs at a rate of 76% in disengaged parental
pattern, 62% in immature reciprocal parental pattern, 56% in the enmeshed parental
pattem and 53% in rejection-intrusion parental pattern. No attempted suicide was
reported for the mature reciprocal parental pattern.
Mdtidisciplinary Theoretical Perspective
Leenaars (1996) provided a recent theoretical perspective that incorporates concepts
from both present and traditional theories. His theory of suicide takes into account the
multideterrninistic nature of suicide and he believes that to understand suicide the
following concepts are necessary: (1) unbearable psychological pain, feelings of distress

especially hopelessness and helplessness (Shneidman, 1985; Menninger, 1938), (2)
cognitive constriction which includes rigidity in thinking, narrowing of focus and
concreteness (Shneidman, 1985; Piaget, 1970), (3) indirect expression and/or redirected
aggression, unconscious implications (Freud, 1917/1974), (5) a weakened ego by a
steady toll of traumatic life events, (6) rejection and aggression which includes many
variations of the theme of loss (Zilborg, 1936; Murray, 1938: Bowlby, 1973) and (7)
intense identification with a loss or rejecting person (Freud, 1974; Zilborg 1936).
While these various theortical perspectives provide some insights into adolescent suicide,
a systematic comprehensive theory remains illusive.
Prevalence
Although the differences in the rates of reported suicidal behavior often varies, the
trend over the last 30 years has indicated that suicidd behaviors are becoming more
prevalent among adolescents. Different rates of suicidal behaviors occur within various
adolescents subgroups which include inpatientloutpatient, high risk groups, and
schooVcomrnunity groups. Different rates have also been found in types of suicidal
outcomes. Suicidal ideation is the most frequently occurring and completions the least

in all subgroups. Rates have also varied between gender with females often having the
highest rates of attempts but males have the highest rate of completion.

High risk

adolescents which include runaway and homeless youth, juvenile delinquents, minority
groups, and psychiatric inpatients, constitute a vulnerable population that faces a high
risk of suicidal behaviors. Studies indicate that one third to one half of these youth have
attempted suicide Peitel et al., 1992; Rotheram-Borus et al.,1993).

Rates of suicidal ideation, attempts and completions vary within the different
subgroups with some subgroups generally having consistently higher rates than others.
Rates within the psychiatric group or high risk groups are higher than schooUcommunity
groups. Rates within the idoutpatient group rates remain high for different types of
suicidal behavior, ideation, attempts and completions, compared to other subgroups but
individual studies have found variable rates. When comparing suicidal inpatient group to
nonsuicidal inpatient group, examples of the rates of suicidal ideations were 47.1%

(Kumar & Steer, 1995), 37.2% (Steer et d. 1993), 58% had a lifetime history of suicidal
ideation and 76% had suicidal ideation in the last 6 months respectively (Kovacs et al.,
1993). Rates of attempts for psychiatric inpatients are also high and vary between
studies, with one study indicating that 44.7% had attempted suicide and that half of the
attempts had occurred during hospitalization (Halfon et al., 1995). Another study
indicated that 32.4% of the patients had attempted suicide at least once and almost half
tried multiple times to commit suicide @orst & Noam, 1989). Studies also vary in their
rates of suicidal behavior occurring between gender within the inpatient/outpatient
population but the mtes remain high. Halfon et al. (1995) found that attempts involved
35% of the female sample and 14% of male sample, while Borst and Noam (1989) found
that 42% of the girls had a history of attempts while only 22% of the boys had a history

of attempts.
Rates within community/school groups have the lowest rates of suicidal behaviors of

all subpopdations. As with other subgroups, however, the prevalence rate varies
between studies and within types of suicidal behaviors. Despite being lower than high
risk groups, there is evidence that a notable proportion of a commun.ity/school population

of adolescents are having self-destructive thoughts and engaging in suicidal behaviors

(Kumar & Steer, 1995). In a school population it was found that 24% reported suicidal
ideation (Peace & Martin, 1993) whereas in a community sunrey of 2850 adolescents,
13.4% of the young people stated that they have seriously thought about suicide
(Pronovost et al. 1990). In a survey of 9&graders, 27% said they had thought seriously

about suicide (Centers for Disease Control, 199I), compared to a study of late
adolescents at college which indicated that 44% had recognized or consciously expressed
overtly suicidal thoughts (Ruddy 1989). This is comparable to the Wout patient group
rather than other schooVcommunity grcups. Lifetime prevalence rate for the college
sample for suicide ideation was identified as 2 1.1% (Andrews & Lewinsohn, 1992)
Recorded prevalent rates on suicide attempts within studies of schooVcornmunity
adolescents have been fairly consistent. The prevalence is low in comparison to
ideations. In a community study of 2850 college youth, 3.5% had attempted suicide
(Pronovost, 1990) whereas in a community population of 15 and 16 years old, 5% had
done so (Garnefski, 1992)- Slightly higher rates were found in a recent United States

survey of 9 through 12 grade students indicating that 8% of student had made an actual
attempt (Center For Disease Control, 1991). Lifetime prevalence rate was 7.1% for
attempts with age and gender not being significantly different (Andrews & Lewinsohn,
1992). Rates regarding more than one attempt have been noted as 5% within secondary
school students (Garnefski, 1992) and 3.5% within a school setting (Kandel et al., 1991).
Rates of suicidal behavior are higher within some subgroups of adolescents.
Among high risk groups suicidd behaviors are higher when compared to
commUOity/school groups but similar when compared to idoutpatient clinical groups.

For example, in a juvenile detention population, 33 -7% had thoughts of committing
suicide at some time in their Me, 14.2% reported current suicidal ideation, 19.4%
reported having made at least one past suicide attempt, 9.1% reported a single past
attempt and 10.3% reported two or more attempts (Rohde et al., 1997). For an Inuit
youth community, ages 14 to 25,43% had thoughts of suicide and 26% had these
thoughts during the last month, with 5% reporting intense suicidal ideation (Kirmayer et
al., 1996). In a study by Mohar et al. (1998) of street youth, 58% had suicidal ideation

- and 34% reported past suicide attempts.
Gould et al. (1996) studied completion rates and found it to be higher for males and to
increase with age. The prevalence of suicidal behavior for age 10 to 15 were 2.7% for
boys and .5% for girls and the rate for ages 15 to 20 were 18 -6% for boys and 6.3% for
girls (Groholt et al-, 1998). Similarly, another study indicated that 71% of the suicide
completions were males and 21% were females (Queralt, 1993).
Unlike completions, most studies have indicated that suicidal ideation occurs among
males and females at approximately the same rate and attempts occur at higher rates for
females. There is inconsistency across studies, however, Kandel et al. (199 I), for
example, found that there was an equal number of males and females in the 12 % of the
population that had suicidal ideation in the previous 6 months. Similarly, Rudd (1 989)
found equal percentages of suicidal ideation among males and females in late adolescent
college students despite the rates being extremely high in comparison to Kandel's (1 991)
study. Others have found a greater proportion of females than males experiencing
suicidal ideation (Andrews & Lewinsohn, 1992). Rates for attempts have been similar
and higher for females than males with 4.8% for males and 8.2% for females (Centre for

Disease Control, 1991) being noted in one study, and 4.6% of the boys and 6.1% of the
girls had attempted in another (Gamefski & Diekstra, 1995).
Risk Factors
Numerous factors have been demonstrated to differentiate the suicidai and
nonsuicidal adolescent. Factors do not always clearly differentiate between groups,
however, some studies indicate that various factors are not consistently risk factors and
other studies have found that some factors occur within both suicidal and nonsuicidd
adolescents. Research has indicated that there is variation of risk factors between types
of suicidal behavior, among subgroups of adolescents and between gender. Risk
factors include repeated suicidal behavior, age, gender, depression, hopelessness, anxiety,
anger, impulsiveness, self esteem, locus of control, stress, problems, mental health,
physical health, history of significant others, history of subject, alcohol, drugs, and
intrapsychic factors, such as alienation, aloneness and no reasons for living.
Repetition: Continuum of Suicidal Behavior
Despite the complex relationship between ideation, attempts and completions,
previous engagement in suicidal behavior has been documented as a major risk factor for
an adolescent subsequently engaging in suicidal behaviors. The suicidal process is often
conceptualized as being composed of various stages which may include ideation,
contemplation, threats, planning, preparation and active attempts and completions. The
process may differ depending on the intensity of suicidal intent and potential lethality of
attempts and may be mediated by such factors as impulsivity. The relationship between
nonfatal suicide attempts and completed suicide is far from simple.

Suicidal ideation is seen as a precursor of an attempted or completed suicide.
Findings indicate that suicidal ideation can be transient or persistent. Persistent suicidal
behavior does appear to be a sign of severe social and psychological disturbances and is
associated with serious physical and mental impairment (Buddenberg et al., 1996).
Persistent or recurrent suicidal thoughts are commonly reported in subjects who either
committed suicide or made a suicide attempt (Madtunen et al., 1994; Lewinsohn et
al.,1993). Within an 18 month follow up 12.4% of the a&ls and 5.6% of the boys
described suicidal ideation as a continuing problem and revealed significantly more
psychiatric symptoms than non-persistent ideaters. In a study of 1937 adolescents,
initially 27.5% of the females and 16.1% of the males had reported suicide ideation
during the more recent 12 months while 3 -35% of the girls and 1.5% of the boys reported
attempts Puddenberg et al., 1996). Lifetime rates of suicidal behavior among high
school students range from 4 to1 1% (Andrews & Lewinsohn, 1992; Lewinsohn et al.,
1993).
Engagement in a suicide attempt, gesture, threat, or having an identified plan
also have been noted as a major risk factor for both subsequent attempts and for
completed suicides (Hawton, 1982; Kienhorst et al., 1990). Studying completions,
Queralt (1993) found that 43% had ideation, 36% had threatened and 2 1% had attempted
suicide. Groholt et al. (1998) found that 68% of those over 15 and 29% of those under 15
expressed suicidal ideation, had previously attempted and left a farewell note. However,
completers with no disorder when compared to disordered suicidal completion group had
experienced fewer episode of past suicidal ideation or behavior, fewer suicide attempts
and less severe suicidal episodes @rent et a1.,1993).

Controversy exists as to whether ideation, attempts and completion represent a
continuum or are qualitatively distinct phenomena. Some theorist claim that adolescent
suicide attempten and suicidal ideaters are discontinuous because there is a stronger
relationship between depression and suicidal ideation than between depression and
suicide attempts (Carlson & Cantwell, 1982). Others have found that adolescent suicide
ideation and suicidal attempts are continuous because they have an equivalent level of
depression (Brent et al., 1993). A study by Wetzler et al. (1996) found that ideaters had
lower scores on active suicidal behavior and comparable scores on measures of passive
suicidal ideation. This study suggests that adolescents who make less serious attempts
not requiring medical attention have more chronic lifetime histories of suicidal ideation

than those needing medical attention. Other research has indicated that suicidal ideation
may be an intermediary between nonsuicidal adolescents and a group of attempters.
Within an inpatient suicidal group, there were no variables that differentiated ideaters
fiom both groups simultaneously. These data suggest that ideation may be an
intermediary and the need for intervention in teenagers who show suicide ideation is
strong. For depression, cognitive constriction and lack of insight, both the suicide
ideation and suicide attempt group showed significant difference from the control group
but not &om each other (Paluzny et al., 1991).
Gasquet and Choquet (1993) found that there is approximately 30 suicide attempts for
every successfid completion. Ratios differ between gender with 15: 1 for boys and 85: 1
for girls. On average, it has been noted that 3% of teenage girls and 1.5% of teen-age
boys have attempted suicide once in their life. Relation between nonfatal suicide
attempts and completed suicide appears complex and often incomprehensible. Generally,

however, research indicates that a past suicide attempt is clearly a risk factor for both
subsequent attempts and completed suicide (Kienhorst et al., 1990).
Age and Gender
The evidence for the effect of age and gender on suicidal behaviors of adolescents is

mixed, with some studies indicating that age and gender have an impact on suicidal
behaviors and other studies indicating that they do not (Andrews & Lewinshohn, 1992).
Some of the difference can be accounted for by the particular subgroup the adolescent
- belongs to and the type of suicidal behavior. Although these factors can have an impact

on whether or not age or gender can be a factor, the results of studies are inconsistent.
Several reasons may impact upon whether or not age is a si@cant

risk factor of

suicidal behaviors. Some of the studies that have found age effects indicate that there is

a process related to age and the rate of suicide. This process may involve several factors
such as cognitive development, conceptualization of death, developmental changes such

as a greater perception of life and its overwhelming factors and the ability to actually end
one's life (ShafFer & Fisher, 1981) Other evidence has indicated that age may also be
relevant to a specific subgroup or type of suicidal behavior (Borst & Noam, 1989). The
studies that have not found age to be significant are sometimes comparing within a
narrow age range such as specifically middle school years or high school years.
Some studies have indicated that suicidal behavior is more prevalent among older
adolescents in certain types of suicidal behavior such as completions and in certain
subpopulations (deMan et al. 1993). For an inpatient group of ideaters, Borst and Noarn

(1 989) found that suicide threats were significantly more common among the older
adolescents than among the younger ones. Of adolescents over 16,35% had threatened

suicide, age 14 to 15,54% had threatened, for 12-13 year olds, 54%, and younger than
12 only 20%. No significant gender difference were found between males and females,

with 48% girls and 33% males threatening suicide. For a high risk group consisting of
natives on reserves, suicidal behavior also increased with age. For ideation, 12 to 13 yearolds the rate was 26%, 14 years 37.5% and over 16,50.7%. For attempts, age 12-13 years
7.2%, 14 years 15.6% and 15 and over 24.7% was found (Gartrell et al, 1993). The risk
of suicidal behavior has also been noted to increase with age for suicidal completion with
a higher rate for those over 15 compared to those under 15 (Groholt et al., 1998; Gould,
1996). However, suicide completion before the age of 15 is rather unusual (Groholt et
al., 1998).
While some studies found age to be a differentiating factor between suicidal and
nonsuicidal adolescents, others have not. For a communitykigh school sample, results
showed no relation between number of attempts, multiple versus single and age, gender
or the interaction between age and gender (Andrews & Lewishohn, 1992;
Pekonen et al., 1997; deMan & Leduc, 1994; Lewinsohn et al., 1993). In an inpatient
group of ideators there was no difference between those under 12 or those between 12 to
16 with over half the group having a history of suicidal ideation (Borst & Noam, 1989).
GeneraUy, there are gender differences in types of suicidal behavior. For ideation,
there appears to be fewer gender differences than attempts and completions. While some
studies indicate that suicide ideation is more prevalent in females compared to males
(Lewinsohn et al., 1993), others have shown that there is no gender difference for
ideations (Kirrnayer et al., 1996) or for intensity of ideation (Rudd, 1989). Borst and

Noam (1989) found no statistical gender differences in inpatients in suicidal ideation,

with 47.1% of the boys and 53.4% of the girls having a history of suicidal ideation.
Overall, attempts have been shown to be generally more prevalent in females than
males (Lewinshohn et al., 1993). The rates, however, vary within diKerent subgroups
of adolescents. Adolescents in a juvenile detention facility are at high risk for both
suicidal attempts and completion (Cole, 1989) and have been found to be as high as 4.6

times the gened population (Memory, 1989). A study by Conrad (1991) of high school
students found that for the suicide attempt group, 1 in 4 boys attempted compared to 1 to

3 girls. Borst and Noam (1989) studying a group of inpatients found that 42% of girls
and 22% of boys had a history of suicidal attempts while Halfon et al. (1995) found that
35% of female sample and 14% of male sample had made attempts. On average girls

attempt suicide two to three times more than boys (Kinkel et al., 1989). An exception

was found for Inuit youth, age 14 to 2 1, wherein males were at a higher risk for suicidal
attempts than were females (Kirmayer et al., 1996). In completions, males have a higher
rate than females (Somrner, 1984) with the ratio of suicide attempts to completions
among adolescent girls estimated at 4: 1.
Affective Risk Factors
Many studies have indicated that affective variables differentiate the suicidal fiom the
nonsuicidal adolescent. Both depression and hopelessness have been noted as significant
risk factors of suicidal behaviors. Other negative affect such as anxiety and aggression
have also been noted as risk factors but have not been as extensively researched as
depression and hopelessness.

Depression
Depression has been significantly associated with different types of suicidal behavior,
ideations, attempts and completions- Depressive symptoms have been found to be the
strongest predictor of suicidal ideatimn (Kandel et d.,199l), to differentiate between
attempters and nonattempters (Kienhorst et al., 1995) and to be a signifcant risk factors
for suicide completors (Brent et al., 1.993). Generally, gender differences have been
noted to exist with more females than males suffering fiom a depressed mood (Garnefski
et al., 1992; Pinto & Whisman, 1996)).

Substantial evidence exists for the role of depression in suicidal behavior
among all subgroups and across all age range. Depression has been found to be the
variable most significantly associate& with ideation among incarcerated young offenders,
both males and females (Rohde et al., 1997), community suicidal attempters (Lewinsohn
et al., 1993; Pfeffer et d.,1998), and an inpatient attempter group (Culp et al., 1995).
Studies suggest that this association exists across the MI age range of adolescents.
Lewinsohn et d.,(1993)reported that current depression was significantly associated with
a history of suicide attempts among Egh school adolescents and Roberts et al.,(l998)
found that there was an association fox middle school students. Cdp et d.(1995) found
that 62% of the middle years and 5 7 O h of high school years had depressive symptoms.
Despite the Iong standing assumptiions that depressive symptoms are a key

warning signal of possible suicidal behavior, other researchers have found that depression
is not always present in adolescents who experience suicidal behavior. Feldman and
Wilson (1997) found that only about half of the study's suicidal adolescents were
identified as depressed and there were a substantial number of depressed but not suicidal
adolescent with conduct disorder. In another study 70% of the majority of

inpatients were not diagnosed as being depressed @orst & Noam, 1989). A number
of other studies have also found a significant percentage of patients who have suicidal
ideation without reporting depression and attempt suicide without feeling depressed
(Carlson & Cantwell, 1982) or commit suicide without depressive symptoms
(Hoberman & Garhkel, 1988). Among suicide victims, depression has not

been found to be significant when comparing victims with no psychopathology to victims
with psychopathology @rent et al., 1993).

Hopelessness
Some research has indicated that hopelessness is more crucial in assessing suicidal
behavior than depression (Wetzel et d.1980). Using the Hopelessness Scale, Beck et

al. (1974) found that hopelessness predicted suicide behavior with a rate of 9 1%.
Other studies indicate that the relation of hopelessness to suicidal ideation is strong but
the form of this relationship remains uncertain. It may be that hopelessness mediates the
relation between other risk factors and suicidality (Joiner & Rudd, 1996). Other studies
have focused on the lethality or seriousness of hopelessness to distinguish suicidal fiom
non-suicidal adolescents (Levy et al., 1995). Hopelessness has been shown to be a key
psychological factor in suicidal behaviors within alcohol abusers and a physical illness
group (Rohde et al., 1997).
Hopelessness has also been found to be a risk factor of suicidal behavior within
various subgroups and in different types of suicidal behaviors. Studies with psychiatric
inpatient children have found that hopelessness predicts suicidal intent and ideation,
independent of depression (Carlson & Cantwell, 1982). Lewinshoh et al. (1993) have
reported similar results in a large sample of community adolescents.

Swedo et al.

(199 1) found that hopelessness was the only variable that separated suicide attempters

from the nonsuicidal subjects. Despite the large number of variables that separated the
attempters and at risk adolescents from the normal control subjects, only Beck's
Hopelessness Scale and the question, "have you ever felt that life was not worth Living?"
separated the attempters fiom the nonattempters. Other researchers have found that
hopelessness was a predictor for both suicidal thoughts and intent (Topol & RePlikoff,
1982), as well as seriousness of attempts (Levy et al., 1995).
Interactions Between Depression and Hopelessness
Both depression and hopelessness seem to play a sigdcant, although inconclusive
role in the etiology of suicide. Hopelessness, which has been described as a series of
negative or pessimistic expectations about one's future and present self, has been noted to
be a significant component of depression and emotional well being. On one hand, it is
possible that hopelessness mediates the relationships between depression and suicidal
behavior, but on the other it has also been suggested that the more hopeless individuals
feel about their life, the more depressed they will become (Beck et al., 1985).
The complexity of ascertaining the significance of either depression, hopelessness or
both, bedevils research on these variables. Some studies have indicated that depression

was more strongly related to suicidal ideation than hopelessness (Rudd, 1989) whereas in

a psychiatric inpatient group, hopelessness was found to be a more important predictor
of suicidal ideation than depression (Kumar & Steer, 1995; Steer et al., 1993; Pinto &
Whisman, 1996). In another study employing college students, hopelessness was the
better predictor of higher level of suicidal ideation, while depression appeared to be a
better predictor at lower levels of ideation. (Bomer & Rich, 1987). Kumar and Steer

.

(1995) found that Beck's Hopelessness Scale and Beck's Depression Inventory
contributed unique variance to suicidal ideation in an inpatient group. Suicide attempters
were found to be more depressed than the high school ideaters, but the ideaters and
attempters did not differ on means of hopelessness or self-esteem (Adams et al., 1994).
Depression and hopelessness were indicators for both ideatets and attempters for a Zuni

high school group but while there was no significant difference between intensity of
hopelessness, depression was greater for attempters ( Howard-Pitney et al., 1992).
-

The role of hopelessness and depression within the various subgroups is variable and
inconsistent. In a subgroup high school students, depression was more strongly related to
suicidal than was hopelessness (Cole, 1989), while other studies have indicated that
hopelessness is more crucial in assessing suicide than depression (Wetzel et al., 1980).
Hopelessness scores were significantly higher than both normal controls and psychiatric
controls, indicating that hopelessness in adolescent suicide attempters is not merely a
function of psychological disturbance but plays a specific role in suicidal behavior
(Top01 & Reznikoff, 1982).
Gender differences have also been shown to exist within the factors of depression
and hopelessness. Pinto and Whisrnan (1996) found that female inpatient ideaters scored
higher on depression and anxiety than male ideaters. In a study by Cole (1 989)
hopelessness remained moderately correlated with suicide even after depression was
controlled for females whereas for males, hopelessness was unrelated to suicide.
The equivocal fmdings on the specscity of hopelessness and depression and their
interrelatedness suggest that they may both be indicators of underlying latent variable.

Vioiato et al., (1993), for example, were able to identify a latent variable they called
'psychological pain' for depression and hopelessness in their latent variable path analysis.
Anger. Anxiety and Impulsivity
Although many empirical studies have focused on depression and hopelessness as the

primary emotion underlying suicidal behaviors, recent research has clearly indicated that
other negative emotions need to be taken into account. The negative affects of anxiety
and aggression as well as impulsivity have been noted as risk factor of suicidal
- behavior in adolescents (Apter et al., 1993; Kotilla & Lomqvisf 1988).

While several studies have indicated the importance of the effect of anxiety on
suicidal behavior, outcomes have not been consistent. In an inpatient group,
suicidal inpatients were found to be highly depressed and anxious (Stein et al., 1998).
It has been suggested that for an inpatient group already severely depressed and anxious,
a high level of aggression may be the variable that significantly predict suicidal behaviors

(Kotilla & Lonnqvist, 1988). Kumar and Steer's (1 995) findings with the Beck Anxiety
Scale indicated that adolescents with any type of negative affect, not just depression,
should be evaluated for suicidal risk. However, in a study of completed suicides, Brent
et al. (1993) did not find anxiety disorder to be significant. In addition, deWilde et al.
(1993) found that anxiety was not specific to suicidal behavior but that both the suicidal
and nonsuicidal depressed groups showed more state and trait anxiety than the
nonsuicidal group.
Research has also indicated that anger can play an important role in adolescent
suicidal behavior. Lehnert et al. (1994) described internalized anger as a tendency

to hold anger in thereby suppressing its outward expression, whereas externalized anger
refers to a negative mood state that may culminate in verbally or physically aggressive
behavior. Lehnert et al, (1994) found that among adolescent suicide attempters,
depression and hopelessness were related to internalized but not extemalized anger.
They defined internalized anger as involving a state of tension, high energy and
externalized blame, whereas depression was defined as feeling tired, empty, and sad. The
suicidal adolescent displayed an increased likelihood of experiencing anger, reported
significantly higher levels of both internalized and extemalized anger and displayed
reduced tendencies for impulse control.
Impulsivity, which is closely related to anger, has been implicated as a risk factor in
suicidal behaviors (Apter et al., 1995; Lehnert et al., 1994). The notion that impulsivity
is a risk factor that characterizes a sizeable subgroup of adolescents suicide attempters
has been supported (Spirito et al., 1989). In one study, the impulsivity of a suicide
attempt was demonstrated in that 55% of suicidal youths reported that they had envisaged
suicide previously and 76% reported not to have planned the act (Garrison et al.,
1991). Highly impulsive suicide attempters experience lower levels of depression and
hopelessness, do not plan their suicide carefdly and use a wider variety of methods in
their suicide attempts (Brown et al., 1991).
The findings about the significance of impulsivity among adolescent suicide
completers seem to be quite variable. Although Hoberman and Gadinkel (1998) found
that only a small number of completers showed evidence of advance planning, other
investigators have noted relatively high levels of suicide ideation and intent among
completers (Shafii et al., 1985; Brent et al., 1988). Gould et a1 (1998) found that

aggressiveness and panic attacks remained significant predictors of suicide risk, after
adjusting for psychiatric disorder. Garrison et al. (199 1) who found a relationship
between suicidal behavior and impulsivity suggest that a precipitating event such as an
argument with a caregiver or fiend may combine with a certain emotional and behavioral
response style and r e d t s in a .impulsive suicide attempt despite the absences of
significant suicidal ideation.
Conduct Disorder
Research has indicated that violence is one of the leading predictors of suicidal
behaviors (Vannatta, 1996) and that acting out behavior had been reported for most
children before suicide (ShafTer, 1974). Conduct disorders do not appear to be highly
researched as a risk factor for suicidal behavior. Symptoms of conduct disorder are often
labeled as behavioral problems (Kosky et d.,1986), or sometimes acting out behaviors
are interpreted as symptoms of depression or as masked depression with acting out
symptoms. Although the affect of anger has not been as frequently researched in
comparison to other affect such as depression, studies have indicated that adolescents
who attempt suicide are often diagnosed with conduct disorder symptoms versus
affective disorders (Borst & Noam, 1989; Brent et al., 1988).
The role of anger in suicidal behavior is complex. For adolescents, the likelihood

of aggressive behavior increases in magnitude with the severity of reported suicidal
behavior. In other words, aggressive behavior increases with serious thoughts, specific
plans, attempts and attempts requiring medical treatment. As the level of suicidality
increases corn thoughts, plans to attempts, the frequency of violent behaviors increases
for both genders. Multiple attempts have been found to be associated with an internal

-

state of dysphoria and rage.

The prevalence of violent and suicidal behavior in a sample

of 5 1 hospitalized adolescents, for example, was found to be high, with 66.7% violent,
43.1 % suicidal and 7.5% both (harndary et al., 1982). Of the various aggression
variables, destructiveness and current antisocial behavior reached statistical significance
and general aggression and antisocial behavior was found to be higher among multiple
suicide attempters (Stein et al., 1998). Antisocial behaviors have been reported among
both attempters (Battle et al., 1993) and completers with a rate as high as 43% of

- adolescent suicide victims (Marttunen et al., 1994). In an autopsy study of completed
suicides among Latino adolescents, antisocial behaviors, stealing and selling drugs were
significant (Queralt, 1993). Similarly, conduct disorder was significant in a group of
adolescent suicide victims studies by Brent et al. (1993).
Research has indicated that aggression may be more significant than other affective
disorders in some types of suicidal behaviors (Apter et al., 1995). Apter et al. (1988)
studied a sample of adolescent psychiatric inpatients and found that patients diagnosed
uith a conduct disorder were significantly more suicidal than patients diagnosed with a

major affective disorder. Not only were inpatients with conduct disorder significantly
more violent than patients with major depressive disorder, but the scores of the violent
behavior scale which correlated with suicidal symptcms did not correlate with depressive
symptoms. Studies on completed suicide in children and adolescents indicate that
patients under fifteen were more likely to be angry,aggressive, and antisocial than sad
and depressed. It has also been found that adolescent psychiatric inpatients diagnosed

with a conduct disorder were significantly more suicidal than patients with a major
affective disorder (Apter et al. 1988). In a study which evaluated suicidal adoiescent

inpatients with and without major depressive disorders, it was found that conduct
problems as evidenced by impulsivity, aggression and repression were the most powerfid
predictors of suicidality, regardless of the presence of major depressive disorder Myers
et al., 1991).
Perhaps it is not merely aggression, but different combinations of affect that may be
more important than others in relations to suicidal behavior (Stein et al. 1998). For
suicidal victims, both affective disorders and conduct disorders have been found to be
- significant (Groholt et al., 1998). Shaf3er and Fisher (1981) concluded that a

combination of depressive symptoms and antisocial behavior was the most common
antecedent of teenage suicide. Similarly, Borst et al. (1992) found that the most
significant psychiatric risk factors associated with adolescent suicide were affective
disorder and conduct disorder.
The relationship of conduct disorder, depression and suicidal behavior has not been
clearly separated or defined. Shaffer (1974) suggested two types of individuals: one
which is characterized by aggressive and violent outburst and the other characterized by
depression and withdrawal. Similarly, Apter et al. (1995) noted that both depressive and
conduct disorder symptoms were associated with levels of suicidal behavior among
adolescents. They found two types of suicidal behavior in hospitalized adolescents; an
internalizing type, associated with severe depression or major depression and/or anorexia
nervosa and an externalizing type, manifested by increased vioIence and appearing
primarily with conduct disorder. Plutchik et al. (1989) postulated that underlying suicide

attempts is an aggressive drive that has the potential to result in overt behavior when a
certain level of intensity is reached.

The inward drive of this aggressive impulse,

toward the self, is further augmented by several other factors including depression,
anxiety and a high level of repression (Apter et al. 1995). Jones (1997) found that
aggressiveness, anxiety and depression differentiated suicidal behaviors in adolescent
suicidal attempters in a small African American sample. Choquet and Menke (1989)
found a significant link between suicidal thoughts and violent behaviors for both boys

and girls and that suicidal thoughts were the expression of violence and aggressiveness
that was directed not only toward the self but toward others as well.

Problems in Living
Symptoms of conduct disorder that are significant to suicidal behavior are often
defined as 'problems in living' within research. Problems that are significant to suicidal
behavior among adolescents appear to be mainly divided into two major areas, conduct
type of behavioral problems and school problems. The first category often includes
behavioral and discipline problems including legal entanglements, being arrested,
delinquency, risk taking and running away. The second category of problems includes
school difficulties such as truancy, learning difficdties, concentration, and adjustment
problems. Even though a large number of behavioral problems which are indicative of
aggression and conduct problems have been reported in studies of inpatient suicidal
behaviors, seldom are they defined as conduct disorders (ShaEer 1974; Kosky et al.,
1986).
Both school problems and conduct problems have been noted to be related to suicidal
behavior (Howard-Pitney et al., 1992; Pronovost, 1990) for both males and females
(Vannatta, 1996) and in both ideation and attempts (Myers et al., 199 1). There are some

differences, however, between gender, subgroup and type of suicidal behavior. In a
large scale study, grades and truancy were predictors for both males and females
@jamason & Thohdsson, 1994), but school drop out rates and school failure were
found to be more pronounced for male compared to female suicide attempters (Gasquet
& Choquet, 1993). In a group of inpatient ideaters, conduct problems emerged as the

strongest predictor of suicidality (Myers et al., 1991). Delinquent behavior which can
include a wide range of acts such as stealing, running away fkom home, fire setting, and
- selling drugs were significant risk factors for both males and females (Choquet & Menke,

1989: Kandel et al., 1991) while racketeering was sigdicant only among boys (Kandel et
al., 1991). School difficulties, repeating a grade or absenteeism, were significantly

related to suicidal thoughts only for girls, whereas, conduct behavioral problems were
more frequent for boys (Kandel et al., 1991). Overall, suicidal adolescent males exhibit
more deviant behavior than suicidal adolescent females. For suicide completers, school
problems (Queralt, 1993) difficulties and suspension fiom school were noted risk factors
(Godd, 1996).

Although results of research have found that rates of conduct and school behavior are
usually higher for the suicidal adolescent, the outcomes are not always consistent

and can vary within type and subgoup. In a study by Garnefski and Diekstra (1995), the
following differences between attempters and nonattempters were found:
aggressive/criminal behavior (61.2% and 3 1.2%), vandalism (29.2% and 14.7%), theft
(3 6.7% and 16.6%), academic problems concentration (42.2% and 2 1.8% and learning

difficulties (22.2 and 13.6%). Problems such as school achievement, runaway, changes
of school type, and lack of support of parents have also been found to characterize

suicidal adolescents (Kienhorst et d., 1995). Attempters also had a statistically higher
incidence of acting-out behavior, drug abuse, girEendhoyfitend problems and school
performance problems than did the control group. In a group of high risk suicidal
adolescents in a crisis centre, behavior problems included running away £iom home,

using a weapon in a fight, destroying property, and belonging to a gang characterized
suicidal behavior. One exception was that the nonattempters had more multiple arrests
than attempters (Rotheram-Borus et al. 1996). For suicidal completions, appearance in
- court and conflict with law were noted risk factors (Groholt et al. 1998). Within a

hospitalized group, however, 92% experienced school dyshction symptoms which
included repeating grades, school phobia or school avoidance problems, none of which
were significantly different between suicidal and nonsuicidal groups (Halfon et al., 1995).
The type of behavior problem does not always differ between ideaters and attempters but
the extent of pathology may be higher for the attempter group ( P a l m y et al., 1991).
Psychiatric Diagnostic Categories.
Several psychiatric disorders have been found to be associated with suicidal
behavior. As previously noted, depression has been noted as an important risk factor for
suicide completers (Marttunen et aI., 1991) as well as for nonfatal suicidal behavior
(Lewinsohn et al., 1993), but depression does not appear to be necessary or sufficient as a
risk factor of a suicide attempt (Apter et al., 1995). Brent et al. (1993) found that the
most significant psychriatric disorders were depression, bipolar mixed state, substance
abuse and conduct disorder. Although depression has frequently been diagnosed as a risk
factor of suicidal behavior (Martunnen et al., 199I), it has also been found that children

and adolescents who attempted suicide are more often diagnosed with conduct disorder

than with affective disorders (44.5% versus 30.6%). In one study almost half of the
patients were diagnosed with conduct disorder and the majority had a conduct disorder,
aggressive type (Borst & Noam, 1989). In the past, few researchers have discussed the
high incidence of suicidal patients with conduct disorder @rent et al., 1988; Apter et al.
1988), but recently more researchers are assessing its importance.
Some groups of suicidal adolescents who are clearly differentiated in suicidal
behavior are not so easily differentiated fiom each other in psychiatric diagnosis (Wetzler
et al., 1996). When comparing inpatient suicidal groups with nonsuicidd inpatient

groups, often little or no difference of psychiatric diagnosis are noted between attempters

and nonattempters. For example Borst and Noam, (1989) did not find a significant
difference between suicidal attempters and nonsuicidal inpatients on conduct disorder or
affective disorders. Indeed, statistical analysis did not reveal any significant diagnostic
difference between suicide attempters and the nonsuicidal patients on any DSM
diagnostic category. These disorders included attention deficit, anxiety disorder,
oppositional disorder, psychosis, pervasive developmental disorder, affective disorders
and conduct disorders.
Differences have been found in diagnostic category when comparing an inpatient
suicidal group with a community comparison group. The inpatient suicidal group had
several DSM-111-R diagnostic mental disorders. These were: 55% adjustment disorders,
15% conduct disorders, 15% parent-child conflicts, 10% personality disorders and major

depression (Wilson et a1,. 1995). Similarly in an outpatient clinic, 34% had adjustment
disorder, 24% had major depression, 16% had dysthymia, 9% had disorders associated
with childhood, and 3% had posttraumatic stress disorder (Wetzler et al., 1996). In a

comparison of attempters with nonattempters in a high risk population the following
were found to be significant: somatization, obsessive compulsiveness, interpersonal
sensitivity, depression, anxiety, hostility,phobic anxiety, and psychoticism (D'augelli Bc
Herschberger, 1993).

Some researchers have found that it is not the disorder per se but that overall the
parasuicidal adolescents exhibited significantly more psychiatric symptoms than the
control groups (PilIay & Wassenaar, 1997), or differed in the degree of pathology
- (Gould et al., 1998). Godd et a1 (1998) found that those who attempted suicide or had

suicidal thoughts had si@cantly

elevated rates of psychopathology compared with

nonsuicidal youths for any DSM-III-R criteria. Clinical diagnosis itself does not appear
to separate ideators, attempters and nonsuicidal inpatients, for studies have indicated that
both suicidal and nonsuicidal can be depressed, impulsive, aggressive and susceptible to
stressll life events (Wetzler et al., 1996). Although no significant differences were

found between the suicidal ideation and attempts group in diagnosis, there was a
significantly higher incidence of serious disturbances in the attempt group compared to

the nonsuicidal group (Palusmy et al., 1991; Wetzler et al., 1996). However, comparing
ideaters to attempters, therc was no diEerence in the severity of psychiatric diagnosis
(Palusmy et al., 1991).

It is interesting to note that in the study of completed suicides, some research has
indicated no apparent psychopathology (Brent et d.,1993) while others have found a
very high instances of psychiatric disorders (Brent et d.,1993; Marttunen et al., 1991;
Shaffer et al., 1996). Comparing suicide victims, Brent et al. (1993) found that a
minority of adolescents did not appear to have any psychiatric disorder. Groholt et al.

(1998) in a study of all adolescents suicides in Norway found that affective disorders and
disruptive behavior disorders were significant. Other disorders included substance abuse
disorders, psychoses and adjustment disorders and among a younger group, pervasive
developmental disorder. Brent et al. (1993) found that for suicide victims the following
diagnoses were significant: af5ective disorder, major depression, mixed state, substance
abuse, alcohol and drug, conduct disorder, Attention Deficit Disorder, anxiety and
psychosis. These researchers also indicated that suicidal victims experience cornorbidity

- of affective, substance abuse, conduct disorder and anxiety disorder.
Substance Abuse: Alcohol and Drugs
Research outcomes on drug and alcohol as risk factors have been mixed. Some
studies have found that suicidal behavior was related to alcohol use but not to drug use

(Dukes &Lorch, 1989; Buddenberg et al., 1996), while others have found an association
between suicidal behavior and both alcohol and drug use (deMan et al., 1993). Some
studies have found that neither drugs nor alcohol are significant risk factors (Kienhorst et
al., 1992).
Although there are some gender differences in the use of alcohol and drug use, both
males and females engage in substance abuse. Overall, males have reported greater
substance abuse than females (Rich et al., 1992). Several researchers have found that for
both boys and girls, there is an association between suicidal thoughts and extensive use of
alcohol, tobacco, psychotropic drugs and experimentation with illegai drugs (Choquet &
Menke, 1989; Bjarnason & Thorlindsson, 1994). An example of the differences on
these behaviors between suicidal and nonsuicidal males and females were: repeatedly

getting drunk (36% compared to 16%), and use of psychotropic medication, (32%
compared to 16%) (Choquet & Menke, 1989).

Drugs and alcohol have been noted to be risk factors for different types of suicidal
behaviors and within subgroups of adolescents. For suicidal victims, both drugs and
alcohol abuse were risk factors (Brent et al., 1993). Substance abuse increased for males
compared to females (Shaffer et al., 1996). For those older than 15, males were more
likely to have used alcohol once a week and to be intoxicated at time of death (Groholt et

al., 1998). While some studies have found an association between substance use and
ideation for females (Kandel et al., 1991) others have not (Rohde et al., 1997).
Substance abuse has been found to be associated with females attempts (Kandel et al.,
1991; Rohde et al., 1997). Comparing a group of inpatient suicidal adolescents with
nonsuicidal school/community group, Gasquet and Choquet (1993) found that there was a
much higher rate of both prescription and non prescription psychotropic drug use for girls
compared to boys. The amount of alcohol consumed and the eequency was higher for
boys than for girls. Within an inpatient suicidal group compared to nonsuicidal inpatient
group, studies found that there was no difference in drug and alcohol abuse between
ideaters and attempters. In a community/school group, the percentage of differences
between boys and girls attempters compared to nonattempters were as follows: marijuana
use (3 0% to lo%), frequent drunkenness (30.2% to 12.6%). and frequent smoking
(40.3% to 18.4%) (Garnefski & Diekstra, 1995). Similarly, other researchers have found

that those who attempt suicide use greater amounts of drugs and alcohol than adolescents
who do not attempt suicide (Jones, 1997; Remafidi et al., 1991). In a shtdy of 1,285

randomly selected adolescents, substance abuse and substance dependence
independently merentiated suicide attempters fiom ideaters
(Godd et al., 1998)
Both drug and alcohol use appears to be significant in the high risk populations.
For natives on a reserve both drug and alcohol were significant with both ideaters and
attempters (GartreLl et al., 1993). Kirmayer et al(1996) found solvent use but not alcohol
to be a risk factor. For the native Zuni high school students, alcohol was a risk factor for
ideators and drugs and alcohol for attempters (Howard-Pitney et al., 1992). In a study of
gays and lesbians it was found that there was significant problem with both drugs and
alcohol (D'augelli & Hersberger, 1993). Similariy, S t i E n m (1989) reported problems
with heavy alcohol use and regular use of illicit drugs in adolescent suicidal behavior. h

a group of incarcerated young offenders, drugs but not alcohol were found to be risk
factors (Raab, 1993).
The role of drug and alcohol is uncertain in adolescent suicidal behavior. It is not
known if intoxication results fiom alcohol or drug use precedes suicidal behavior and
thereby lowers the resistance to engage in suicidal behaviors, or if the abuse of drugs and
alcohol result in types of psychopathology such as severe states of anxiety, aggression,
depression, acute psychosis and severe confusion and thereby increase the risk for
suicidal behaviors. It is often difficult to ascertain which comes fist, the emotional and
mental diaculty or the abuse of drugs and alcohol.

For example, substance abuse,

depression and suicidal behavior have been shown to be related, yet it is difficult to
ascertain whether depression precedes substance abuse which leads to suicidal behavior,

or whether drugs or alcohol precedes depression initiating a downward spiral ending in
suicide (Jones, 1997).
Physical HeaIth
While some researchers have indicated that health problems were significantly more
prevalent among adolescents who engaged in suicidal behaviors, others have not. Most

of the health problems that are mentioned as related to suicidal behaviors are asthma,
allergies, skin disease (eczema, psoriasis) or physical discomforts (backache, sore knees).
- Physical health problems have been noted among several subgroups including inpatient

attempters ( P a l m y et al., 199l), suicidal incarcerated young offenders (Raab, 1993), and

community ideaters (Buddenberg et al., 1996). They have also not been found, however,
for inpatients (de Wilde et al., 1993), a group of high risk adolescents (Kirmayer, 1996),

and community ideaters or attempters (Dubow et al., 1989).
Family Structure and FamiIv Relationships
Both family structure and family relationships have been identified as risk factors in
suicidal behaviors. Again, the findings are not always consistent. Although many studies
indicate that family structure is a risk factor of suicidal behaviors, many have not found it

to be significant. Similarly, dysfunctional family relationships have been found to be a
significant risk factor for suicidal behavior. However, a few studies have indicated that it
is not conclusively significant because in studies it has been shown to occur in both
suicidal and nonsuicidal groups.
Family structure has been identified as a risk factor for suicidal behaviors in various
subgroups of adolescents. In a high school comparison group, findings suggested that an
important relation between adolescent suicidal behaviors and parental marital status

existed, in that adolescents reporting divorced or separated families attempted suicide
more often than adolescents with married parents (Conrad, 1991). Pronovost (1990)
found that Quebec high school students who lived in one-parent families had a higher rate
of suicidal behaviors than those living in dud parent families. Suicidal victims were
more likely to be fiom non-intact family settings with the following rates: 48.3% vs
33.3% for under 15 years of age and 61% vs 76% over 15 (Gould et al., 1996).
Meanwhile, others have found rates as high as 50% of suicidal adolescents coming from

- divorced or separated homes (Queralt, 1993). In a contradictory finding,suicide
completers with no apparent psychopathology were more likely to have lived with both
biological parents than suicide completers with a disorder (Brent et al., 1993).
Some research indicates that family structure is not a clearly definable risk factor that
separates the suicidal from the nonsuicidal adolescent within different subgroups.
Comparing community ideaters with community nonideaters, association between family
structuxe and suicidal thoughts, plans or deliberate self harm, were not significant (Martin
et al., L 995; Adams et al., 1994). SimilarIy, Borst and Noam (1 989) did not find any
significant difference between the two groups of adolescents coming fkom families where
parents had separated or divorced. In the group, 47% of the suicidal group and 45% of
the nonsuicidal group had parents that were married, and 53% of suicidal and 55% of
nonsuicidal were divorced or separated. Halfon et a1 (1995) in a study of outpatient
adolescents found that 59% of the suicidal group and 67% of the non-suicidal group had
parents that were married. When Adams et d.(1994) compared suicidal inpatients with
nonsuicidal inpatients, family structure did not differ significantly between them.
However, the frequency of divorced families did differ between high school students and

psychiatric inpatients, indicating that family structure may be related to other factors such
as hospitalization status but not to suicidal behavior. When comparing an inpatient
group to a community school group, students were somewhat more likely thanpatients to
come from intact two parent families (Wilson et al., 1995).
Several studies have attempted to investigate the association of f d y structure and
family reIationships, and have found that aspects of family relationships may be
important. For example, the relative risk of a suicide attempt in a divorced f d y was
more than four times the risk for still married families but the attempters scored all the
family functioning scales as lower than did the comparison group (Martin et al., 1996).

Not only has family problems been ranked first as events triggering thoughts about
suicide (Pronovost, 1990) but also parental discord has been known to triple the risk
(Pfeffer et al., 1998). In Martin et al.3 (1996) study the families of suicidal adolescents
were perceived as dysfunctional in communication, problem solving, affective
involvement and behavioral control. Kienhorst et al. (1995) when comparing depressed
nonsuicidal adolescents versus depressed suicidal adolescents found that discriminating
factors were changes in living situation, changes in rearing situations, serious illness of
family members, conflicts between parents, conflicts with mother, losing a boy or
girlfiend, running away, and lack of support from parents. In another study, Feldman
and Wilson (1997) found that a suicidal nonconduct disorder group had a significantly
higher mean percentage of attachment factors than the nonsuicidal conduct disorder
group. Although the total number of placements from home was not correlated with
suicidal behavior among incarcerated young offenders, adolescents in a high risk
population are generally removed from the home due to either serious family discord,

greater emotional disturbance or criminal behavior by the youth (Kumar & Steer, 1995).
Incarcerated young offenders often attributed suicide attempts to family problems such as
conflict with family members, parental marital discord, divorce or alcoholism ( Kumar 8:
Steer, 1995), as well as conflict with peers and problems in a romantic relationship

(Martin & Waite, 1994; Kumar & Steer, 1995). S e a n (1989) found that attempters
within a high risk group were far less likely than the nonattempters of the high risk group
to come fkom a stable family and relationships were often strained due to high rate of

family problems such as drug and alcohol abuse.
An abundance of researchers have strongly suggested a common characteristic of
those with suicidal thoughts, attempts and those completing suicide is a disruptive and
chaotic family environment, whether in an intact family or not, for both males and
females. When faolily structure is investigated in conjunction with family relationship
issues, often f d y relationships issues become explanatory. Studies have suggested that
family status does not make a difference but the functionality of the unit is important
(Martin et al., 1995). Suicidal males and femdes reported problems with parents about
equally often but females reported problems with friends and bowends more frequently
(Feldman & Wilson, 1997).
The sigmficance of familial psychopathology for adolescent suicidal behavior can be
obscured in some subgroups of adolescents which may account for some of the
discrepancy in research findings. The failure to find expected effects for family
disharmony as a risk factor in some subgroups appears to reflect the high levels of
disharmony in both suicidal and nonsuicidal group (Harris & Lennings, 1993). Kovacs et

al. (1993) found that familial psychopathology and adolescent suicidal behaviors are

obscured when psychiatric control groups are used, In a study by Pelkonen et al. (1997),
no difference were found in parental divorce, death of parent, living at home, or
weakened parental support. In a Zuni high school student group, there was low social
support for both attempters and ideators (D'augefi & Hershberger, 1993). Similarly,

within a high risk group of ideators, Harris and Lennings (1993) did not find that f d y
background differed significantly between those delinquents who reported suicide
ideation or attempts and those who did not. Familial hardships appears to be common to
- delinquency and may not discriminate sufficiently within a high risk or inpatient

population.
Family dyshction has been noted as a risk factor within the different types of
suicidal behavior, including ideation, attempts and completions. Adams et al. (1994) did
not find that high school ideaters differed fiom inpatient suicide attempters on overall
measures of family hctioning and parent-child relationships. Both suicide groups,
community/student and inpatient group reported greater dysfunction in the family system

and in mother-adolescent relationships than did the nonsuicidal high school students.
Gender, however, did not make a difference (Adams et al., 1994). Inpatient suicide
attempters resembled high school suicide ideaters, whereas non-suicidal inpatients
resembled nonsuicidd students in their perception of family hctioning. Compared

with nonsuicidal high school students, the suicide ideaters and attempters, both school
ideaters and inpatient reported more dyshction in their perception of family
h ctioning.

A number of characteristics in family patterns have been noted to be associated with
suicidal behaviors of adolescents. Characteristics of dysfimctional family relationships

.

include lack of communication (Garfinkel et al., 1982), polarity between symbiosis and
disengagement (Richman et al., 1978), family conflict (Wetzler et al., 1996), conflict
avoidance (Mitchell & Rosenthal, 1992), and disturbed, hostile i n t r a f d a l relationships
(Kosky et al., 1986; deMan et al., 1993). Other researchers have found that less fiequent
and less satisfying relationships with both mother and father (Gould et al., 1996),
arguments with family (Queralt, 19931, more family related stressors (Queralt, 1993) and
parent-child discord (Brent et al., 1993) are related to suicidal behavior.

- Peers and School Friends
Adolescents who experience unpleasant family interactions and family stress are
more likely to develop inappropriate interactions skills and, therefore, are more likely to
reflect negative family interaction in their association with peers. They are likely to
exhibit poor levels of interpersonal hctioning and as a result, to be looked upon as
social misfits by their peers and may thus be more likely to contemplate suicide (Kandel
et al., 1991). Accordingly, lack of satisfaction in both family and peer relations can lead
to poor social interaction and strongly influence adolescent suicidal behaviors.
Adolescents who are rejected, not integrated into peer groups, experience negative family
interactions, and encounter high family stress are likely to be suicidal (Rubenstein et
d.,1989; Martin & Waite, 1994). Poorer psychosocial functioning for suicidal
adolescents has been noted in all subgroups including outpatient adolescents (Pekonen
et al., 1996), clinical populations ( Kovacs et al., 1993; Pfeffer et d.,1993; Stif3ha.n et
al., 1989) and in the general population (Puig-Antich et al.,1993; Lewinsohn et al., 1993).

However, suicide attempters did not differ from other emotionally disturbed

inpatients with regard to previous or current social adjustment. This may be due to
severe psychosocial impairment in this subgroup of adolescents.
Another factor that has been shown to impact on social integration is the perceived
availability and the adequacy of support systems. Betridge and Favreau (1995) found a
difference in both the perceived availability and adequacy of social integration in a
suicidal group compared to a nonsucidal group. This supports the hypothesis that the
suicide attempters on average experiences a less extensive and available social network,
feel less satisfied with their support system or social network, and less affectionate and
confiding relationships with parents or Eends than do nonsuicidal group. There were no
difference in recent losses of important people and in recent conflict, but there was a
difference in the perceived seriousness of their interpersonal conflicts in the Bettridge and
Favreau 's (1995) study.
Although peer relationships are known to be important during early adolescents, these
relationships do not seem to substitute for the dependable, emotional security of strong
family relationships. Yuen et al. (1996) found that lack of &end support among high risk
students did not impact suicidal behaviors. Although about half of the suicidal students
confided their suicidal thoughts and their preferred confidants were peers (Pronovost,

1990), often these confidants responded negatively such as making fun of the troubled
individual, failed to understand or showed indifference. Both suicidal and nonsuicidal
adolescents, however, reported that their preferred confidants were fiends. In
comparison, the suicidal group also reported less reliance on the family and they
identified parents, siblings or other relatives as confidants less than the nonsuicidal group.
Males refrained from such disclosure significantly more than females (Pronovosf 1990).

.

Locus of Control
Although most studies have found locus of control to be a risk factor, there is lack of
consensus whether it is internal, external or both. The construct locus of control refers to
the extent to which an individual perceives that the results of one's actions to be
attributable to sources within themselves or to extemal forces. Individuals who have an
external locus of control, attribute the results of what happens to them to some factor
outside of their control, such as luck, chance, fate or powerful others. These individuals
often feel that they do not have the power to influence their own environment.
Individuals who have an internal locus of control, perceive that an outcome is contingent
on their own actions and therefore they are to blame for their circumstances.
Studies, that have found locus of control to be a risk factor, have found either internal,
external or both internalizing and externalizing locus of control in suicidal adolescents.

In a groups of suicidal inpatient ideaters (Kumar & Steer, 1995) and in a community
survey of community adolescents age 14 to 18 (Lewinsohn et al., 1993), both
internalization and externalization were positively associated with suicidal ideation. In
other studies it was found that high suicidal ideates experience an external locus of
control in that they do not feel that they can personally influence what happens to them,
but believe that outcomes are determined by chance and/or powerful others @eMan et
al., 1993). Topol and Reznikoff (1982) found that hospitalized suicidal adolescents
scored more externally than hospitalized nonsuicidal teenagers and nonhospitalized
controls. An external locus of control was found for males and females and for a l l ages
(Pearce & Martin, 1993).

Research has also indicated that there is a~association between locus of control and
the range of suicidal behaviors. Suicidal high school students who had an external locus

of control were twice as likely as those with internal locus of control to report suicidal
ideation, to report having made a suicide plan, to report deliberate self harm, and more
likely to have made one or several suicide attempts (Pearce & Martin, 1993).
Goldney et al. (1991) found that for high school students locus of control scores were
associated with suicidal ideation over time.
Other studies, however, have not found locus of control to be significant. Myers et al.
(1991) for an inpatient comparison group, for example, found that locus of control was
not significantly related to suicidal ideation. Spirito et d.(1990) did not find a
difference when comparing suicide inpatient attempters to distressed nonattempters on
self blame or blaming others.
Research has sometimes referred to locus of control and learned helplessness as the
having the same meaning. Learned helplessness refers to the cognitive and behavioral
deficits that occur when an individual views fbture outcomes as uncontroLlable and has a
tendency to attribute failure to external causes. When internal attributions were made,
failure was seen to be due to a lack of ability than to lack of effort. Studies have shown
that helpless children tend to underestimate success, overestimate failure,focus on the
cause of failure rather than on strategies for remedying failure, attribute success to
sources other than ability and expect success not to continue (Diener & Dweck, 1980). A
person who is experiencing a great deal of life seess may feel trapped in a terrible
situation, or if they are confkonted with seemingly insurmountable barriers to achieving
their goals, or to llfilling their needs, they may feel powerless to alter their

circumstances. In either case, they may be vulnerable to the aIternative of suicide.
Failure to act on adaptive coping strategies, even when they are identified may be
indicative of a learned helplessness phenomenon rather than a problem-solving deficit
as proposed for the locus of control theory (Wilson et al., 1995).
History of Suicidal Subject and Sirmificant Other
Both the history of the suicidal subject and the history of significant others are risk
factors in suicidal behavior. The significance of these factors, however, have not been
studied extensively and the research results have been inconsistent. The subject may
have experienced physical, sexual, or emotional abuse, and/or may Live in a family
environment where there is violence, alcohol and drugs, legal involvement, physical or
mental health problems, or financial problems.
Controversy exists regarding the background of suicidal adolescents as risk factors of
suicidal behavior. Battle et al. (1 993) found that juveniles who were physically,
sexually or mentally abused especialIy by an adult in hisher own home were more likely
to verbalize intent for suicidal behavior. Adolescents that were sexually abused by an
adult were 8.8 times likely to wish to commit suicide than those that had not been so
abused.

Kienhorst et al. (1995) found among depressed suicidal versus depressed non-

suicidal adolescents that physical and sexual abuse were risk factors of suicidal behavior.
This was confirmed by Remafedi et al. (199 1) who also reported that suicidal adolescents
were more likely to report sexual abuse than nonsuicidal adolescents. Gender differences
have been found in that suicidal females were more likely to report sexual than physical

abuse (75% to 35%), whereas males were more likely to report physical than sexual
abuse (35% to 24%). Both males and females were at high risk if physically and s e d I y

abused. Youth that were homeless or runaways were more likely to attempt suicide if
physically or mentally abused before leaving home (Molnar et al., 1998).

In a study of

suicide victims, Brent et al. (1993) found that a history of physical and sexual abuse was
correlated with suicidal behavior. Variable findings have resulted in subgroups of
suicidal adolescents. For example, in a high school group sexual abuse was significant for
engaging in suicidal behavior, for both males and females (Gamefiski et at., 1992),
whereas in an inpatient subgroup a history of physical and sexual abuse was not
correlated with suicidal ideation (Kumar & Steer, 1995).
The background of significant others has been shown to differentiate suicidal from
nonsuicidal adolescents for several subpopulations of adolescents. Various studies
have implicated family psychopathology as a risk factor of suicidal behaviors. Pfeffer et

al. (1998) found that lifetime rates of suicidal ideation and suicide attempts are
associated with a lifetime history among biological relatives of suicidal behavior,
alcohol and/or substance abuse, and antisocial personality disorder, and that these
associations are independent of adolescent's psychopathology. Substance abuse
disorders of mothers and fathers distinguished the suicidal and nonsuicidal group (Pfeffer
et al., 1998).

Tishler and McKenry, (1982) found a high rate of affective disorders in

families of suicidal patients, and Pronovost (1 990) found that family health problems
were reported significantly more often by suicidal adolescent females than a nonsuicidal
comparison group. Additionally, studies indicate that there are higher incidences of
alcohol or drug abuse in families of suicide attempters than in families of nonsuicidal
psychiatric controls (Garfinkel et al., 1982; Tishler & McKenry, 1982). High risk youth
with family members who had used substances were twice as likely as those without such

family members to have ever attempted suicide (Greene & Ringwalt, 1996). Molnar et

al. (1998) found that for a high risk group, there was a high rate of reporting members
that had problem with alcohol and family drug use. Kienhorst et al. (1995) found that
among depressed suicidal versus depressed nonsuicidal adolescents, the serious illness of

family members was a risk factor. Similarly, Remafedi et al. (1991) found that family
histories of depression, and psychiatric hospitalization were risk factors for suicidality.
For suicide completions, Gould et al. (1996) found that suicide victims were likely to
have had a mother with a history of mood disorder, and a father in trouble with the law.
Correspondingly, Brent et al. (1993) found that there were high rates of depression and
substance abuse in the family backgrounds of suicidal adolescents.
Not all studies have found family background factors to be significant risk factors for
suicidality. Borst and Noam (1989), for example, found psychiatric disorders to be the
same in families of inpatient groups with 45.7% of suicidal and 67.1% of nonsuicidal
adolescents having a psychiatric disorder. In their study, Halfon et al. (1995) found that a
large number of parents of adolescent patients had a history of mental disturbances.
These included psychoses (6%), affective disorders (16.7%), aicoholism (6.8%),
personal* disorders (26.3%),anxiety disorders (27.1%), severe somatic illnesses
(1 1.1 %), but that parental psychoses, alcoholism and anxiety disorders were the only
factors that significantly differed between the suicidal and nonsuicidal groups (Halfon et

al., 1995). Tischler and McKenry (1982) found that there was no higher incidence of
drug or alcohol abuse in families of suicide attempters than in families of nonsuicidal

adolescents. Similarly, Borst and Noam (1989) in an inpatient group found drug and

alcohol abuse in the f d y to be the same (60.0% vs 61-6%and 323% vs. 21.5%,
respectively)..
Modeling
Controversy exists as to whether or not there is a modeling effect for suicidality. The
modeling effect involves the copying or imitating suicidal behavior of others. Once again
the research is inconsistent on this point, with some studies indicating that knowing
someone who has engaged in suicidal behavior increases the risk of suicidal behaviors,

- while others have not- It has been suggested that whether or not modeling has an effect
depends on the relationship between the person that has engaged in suicidal behaviors
and the suicidal adolescent.
Several studies have found a modeling effect for adolescents. Pronovost (1990) found
that 9.1% of adolescents when told by another individual that she was suicidal responded
by also admitting to suicidal tendencies or by saying that he was going to accompany in
the suicide. This is referred to as the contagion effect. Suicidal ideation was found to be
more prevalent in the families of suicidal children m d adolescents than among the
families of nonsuicidd psychiatric controls (Garfinkel et al., 1982; Tishler & McKemy,
1982). Comparing depressed nonattempters to depressed attempters, Kienhorst et al.
(1995) found that the number of suicide attempts and completions among people that
they knew were sigmficant. Among suicide victims, the rate of suicide attempts was
lower in families of suicide without disorder but did not statistically separate the group.
The modeling effect may be a particularly significant risk factor in several high risk

suicidal groups. In a study of suicidal behavior in a native community, 57% of suicidal

Inuit young people had a Mend who had attempted or committed suicide. A total of 25%

had relatives who had attempted or committed suicide and 18% had fiends who had
attempted or committed suicide in the past (Kirmayer et d., 1996). Another study of
adolescents on a reservation indicated similar results for familial factors for both ideation
(53.7%) and attempts (25.4%) (Gabell et al., 1993).

Rotheram-Borus (1993) studying

adolescents in crisis found that attempters (50.4% ) were more than twice as likely as
nonattempters (27.9%) to have a family member who attempted suicide but there was no
significant difference in the frequency with which peers attempted suicide.
Other studies have indicated that there is no association between modeling and
suicidal behavior, including high risk groups. In a high risk ideator group, modeling was
not associated with ideation or attempts neither by family member or by fiend whether
the modeling involved completion or an attempt (Rohde et al., 1997). Similarly, in a

group of inpatient adolescents, neither mother's nor father's suicidality (Myers et al.,
1991) nor knowing someone who had completed suicide differentiated the suicidal &om
the nonsuicidal groups

et al., 1995). Borst and Noam (1989) in a study of

completed suicide found that there was no difference between the suicidal and
nonsuicidal group (17.6% vs 19.4%) in the modeling effect.
Interestingly, evidence indicates that the degree of association or identification with
the suicidal person may have an impact on suicidal behavior (Conrad, 1992). A study

involving community adolescents, suicide attempts by fkiends but not family members
was a risk factor to suicidality (Lewinsohn et d., 1993). In a group of young offenders

the only type of modeling behavior that emerged as significantly associated with an
attempt was suicidal behavior by a fiend. This finding was explained by Rohde et at.
(1997) in that a suicide attempt or completed suicide by one's fiiend is more likely to be

more recent and therefore may act as a trigger or dishhibition for an attempt than more
historically distant attempts by f d y members. Stiffinan (1989) in a study employing a

high risk group found that one out of every three reported having a family member who
had attempted suicide, but twice as many reported that a fiiend had attempted suicide
(Stifhan, 1989).

Conversely, others have found that exposure to suicide by a friend is not associated

with an increased risk of adolescent suicide attempt (Brent et al., 1996). In a large study,
-

Bjarnson and Thorlindsson (1994) found that attempted or completed suicide by a friend
seems to have a comparable effect for both males and females.

In addition to the inconsistency across the studies, it is difficult to evaluate whether
the attempted suicide was due to the identification with the reasons underlying the
model's attempted suicide, the pain of the attempter or the attention received following
the suicide of the model. Such attempters may be more likely to live in a 'culture of
suicide' and thus may be more likely than other adolescents to have several risk factors
such as relational problems and histories of abuse.
Stress

Although stress has been noted as a risk factor of suicidal behaviors among
adolescents, several studies have noted that it is the perception of the stress, the severity
of the stress, or the number of stressors that are more influential than the stress factor
itself. It has also been suggested that suicidal tendencies may derive fiom inability to
handle stress such as poor problem solving, cognitive rigidity, worries, fears or obsessive
thinking.

The total number of stressful life events have been noted as impacting upon suicidal
behaviors among subgroups and types of suicidal behavior. For a group of inpatient
ideaters, the total number of problems was correlated with suicidal behavior (Kumar &
Steer, 1995). In a high school group, increased stress was found to be more common in
adolescent suicide attempters (Adams et al., 1994) and completed suicide (Paykel et al.,
1978) than nonsuicidd adolescents. Among runaway attempters, more negative life
events were found to have been experienced than within a comparison group (StSfhan,
1989).
The accumulation of emotional, behavioral and /or cognitive problems was found to
underlie suicidal behavior and not the specified type of probIem in a study by Garnefski
and Diekstra (1995). In their study, Kandel et al. (1991) found that both suicidal males
and females reported more llfe events than nonsuicidal adolescents. Adams et al. (1994)
comparing suicidal inpatient attempters to high school students, found that the suicide

attempters reported a significantly greater number of stressors during the previous year.
However, suicide attempters had more frequently reported the recent presence of major
negative events, exit events and chronic strains and also reported more sources of stress
than did the comparison group. Howard-Pitney et al. (1992) studying Zuni adolescents
found stress to be significant for both suicide ideaters and attempters.
Life events and inability to cope have been found to be a significant risk factors in
suicidal behaviors (Myers et al. 1991). In a highschool group of ideaters, for example,
negative life events such as failing courses, parental job loss, or death of a close %end
were significantly related to suicidal behaviors (Kandel et al., 1991). The sources of
stress for both males and females were events caused by family, parents, fkiends, dating

or school. These stressors, which imply loss of important sources of social support, have
been found to be significantly related to depression and suicidd ideation. Lack of
coping skills has also been associated with both ideation and attempts, for both males and
females (Rohde et d., 1997).

Type of sfressfixl events varies within the different subgroups and between types of
suicidal behaviors. Stressful life events include loss of a relationship, death of a loved
one, life change, strained interpersonal relationships especially between parents, school
failure, delinquency and sexual abuse. Other commonly reported precipitants include
fight with a fiend or parents, breakup with boyf?iend/girlfkiend, and recent punishments

(Kumar & Steer, 1995; Swedo et al., 1991). In a study of inpatients, stressful life events
were significantly related to suicidal ideation for both males and females (Rohde et al.,
1997). Females reported the presence of a significantly higher total number of stressors
than did males, but did not necessarily differ in types of stressors (Adam et al., 1994).
For a high risk group, stress was a significant factor in suicidality for both for ideators
and attempters (Howard-Pitney et al., 1992).
Self-Esteem
Self-esteem hzs been empirically linked to different types of suicidal behavior such as
attempts and ideations, and this association also exists within different subgroups and for
both males and females (Dukes & Lorch, 1989). When adolescents fail to live up to their
expectations or standards, or the standards set by others, they may come to evaluate
themselves negatively, which increases the probability of lower self-esteem. In a group of
inpatients (Pinto and Whisman, 1996; Myers et al., 199I), and high school ideaters
(Lewinsohn et al., 1993), a low self concept was found to be significant to suicidal

behaviors. Adolescents with low self esteem seem to have high suicidal ideation
regardless of age (deMan & Leduc 1994).
Similarly, a negative self concept has been Linked with suicidal attempts but the
results are inconsistent. Gamefski et al. (1992) found that a negative self concept was

empirically linked to suicidal attempts. Significantly more females reported aspects
related to negative self appraisal than did female nonattempters These included low self
esteem, current feelings of failure and negative expectations regarding future
achievement. D'augelli and Hershberger (1993) in a study of gays and Iesbians, found
that suicide attempters had lower self esteem than nonsuicidal subjects.

However,

Rohde et al. (1997) found that in a group of high risk adolescents, self esteem issues were
signficant for males and females with ideation but not with attempts for either males or
females mohde et al., 1997). Self esteem has been found to correlate with sllicidal risk
(Neumark-Sztainer et d.,1 997).
Intrapsvchic Factors: Alienation and Reasons for Living
Research has indicated that alienation and lack of meaning or purpose in Life are
intrapsychic risk factors linked to suicidal behaviors. Harlow et al. (1986) found that
feelings of meaninglessness and lack of purpose were important intervening variables in
the connection between youthful depression and suicidality. Feelings of alienation,
loneliness and no reasons for living have been found to be significant risk factors for both
males and females. Survival and coping beliefs underlie positive expectations about the
future, as well as beliefs in one's self-efficacy in coping with whatever life has to offer,
are factors that have differentiate between suicidal and nonsuicidal inpatient adolescents

Research has strongly suggested that lack of affiliation and feelings of alienation are
determinants of suicidal behavior for both genders and in different subgroups of
adolescents. Adolescents who lack parental support may feel unwanted, unloved, and
isolated fkom their social and emotional milieu (Kandel et al., 1991). If an adolescent
perceives his interpersonal experiences as rejection, failure and punishment in the
conventional social groups such as school and family, it may lead to increasing alienation
fiom these groups and a concurrent disposition to eventually engage in suicidal behaviors
(Kaplan et al., 1997). Garnefski et al. (1992) found that both male and female suicide
attempters reported feelings of loneliness. In an attempt to explore the dynamic of this
relationship, Rich et al. (1992) also found that males reported greater feelings of
loneliness than did females. Suicidal inpatients compared to nonsuicidal inpatients
expressed loneliness, fatalism and a pessimistic view of their life changes (Roberts et al.
1998). Among Inuits, alienation from family and c o m m ~ t ybut
, not fiom school
impacted upon suicidal behavior (Kirmayer et al., 1996). For suicide completers, lack of
affiliation with school or work, the loss of a relationship, the inability to confide and
share with father was noted to isolate the youth thus creating feelings of isolation and
alienation (Gould et al., 1998).
Feelings of anomie and/or Loneliness may result from a lack of the appropriate social
support to deal with life events (deMan et al., 1993). Lack of social support is also
associated with several factors including the feeling that no one is there to help (Bagley,
1975), loneliness (Culp et al., 1995) and anomie (deMan et al., 1993). Suicidal behavior
among adolescents has been associated with low level of support, lack of satisfaction

with received support and feelings of anomie (deMan et al., 1995).

.Cognitive variables such as negative beliefs about life have also been demonstrated to
impact on suicidal behavior. Pinto et al. (1998) found that for an inpatient psychiatric
group, scores &omthe Reasons For Living Scale not only separated suicidal fiom
nonsuicidal adolescents but also ideaters fiom attempters. Suicidal inpatient adolescents
also reported fewer survival and coping beliefs, less responsibility to family and fewer
moral objections, but did not differ on fear of failure and social disapproval or fear of
suicide fiom nonsuicidal patients. However, attempers endorsed less fear of failure and
- social disapproval and less fear of suicide than did ideaters.

Cole (2989) examined reasons for Living in two nonclinical samples, high school
students and adolescents in a juvenile correctional facility. He found that those who
reported more reasons for staying alive were less likely to report past or recent suicidal
thoughts or behaviors. In their study, Pinto et al. (1998) found that compared to
nonsuicidal adolescents. Survival and Coping Beliefs and Responsibility to Family Scales
were sirmificantly associated with suicidal behavior, hopelessness and depression for the
suicidal adolescents.
Lack of reasons for living appears to be a risk factor of suicidal behaviors for both
males and females. Some gender differences, however, have been found. Within a
normal c o m u n i group,
~
using the Reasons for Living Scale, males reported more
loneliness than females which may imply that they are more socially isolated and less
likely to express a plea for help. Males reported fear of social disapproval over being
suicidal whereas females reported a greater fear of death and injury and generally choose
less violent and, therefore, less lethal methods when they do make an attempt. The
overall effect may be a lower completion rate for females than males.

Summary

Many factors have been found to be associated with adolescent suicidal cognitions
and behaviors and multiple theoretical explanations of suicidality have attempted to
explain this compIex phenomena. Research has indicated that there are many similarities
of risk factors between types of suicidal behaviors, among subgroups of suicidal
adolescents, and between gender. Research has also indicated that some differences of
risk factors may occur and that some factors are not consistently associated with suicidal
behaviors. In some studies, factors that had been previously associated with suicidal
behavior were found to occur in both the suicidal and non-suicidal group, while in other
studies, it was not the risk factor itself but the degree or intensity of the factor that was
associated with suicidal behavior. In an attempt to gain a greater understanding and
insight of the complex phenomena of adolescent suicidal ideation, attempts and
completions fiom the current research, the foregoing review suggests a number of
research questions.
Research Questions of the Present Dissertation

The present study is an attempt to describe and summarize the published research
literature on adolescent suicidal behavior in order to bring some order to the confused and
equivocal findings. A number of research questions are proposed for the present study:
(1) Which risk factors are consistently related to suicidal behavior? (2) Are there any

consistent differences in the risk factors for suicidal behavior of females, males and a
group of male/females combined? (3) Which are consistent risk factors for suicidal
behaviors within ideaters, attempters, compIeters, and a group of combined ideaters and
attempters? (4) Which are consistent risk factors for suicidal behaviors within various

subgroups which include community/school suicidal versus community/school nonsuicidal, inpatient/outpatient suicidal compared to inpatient/outpatient non-suicidal,
completers compared to others nonsuicidal, high risk suicidal compared to other high risk
nonsuicidal, and inpatient/outpatient suicidal compared to comrnunity/school
nonsuicidal? and (5) Which are moderating variables between subgroups, types of
suicidal behaviors and gender? The twenty factors identified are repetition, age, gender,
depression, hopelessness, other affect such as anxiety and anger including the behavior of
impulsiveness, drugs, alcohol, self esteem, family structure, family relations, locus of
control, physical health, mental health, history of subject, history of significant others,
modeling, stress, problems and intrapsychic factors of reasons for Living and alienation.

CHAPTER III

METHOD

Introduction

A meta-anlysis was undertaken in order to synthesize the published research data so as
to gain a more comprehensive understanding of the numerous research studies that have
investigated adolescent suicidal behavior and specifically to discover the factors that
differentiate suicidal fiom nonsuicidal adolescents. This meta-analysis has a common set
of gods with primary research, which is to adduce empirical evidence for risk factors and
to refine theoretical explanations. There are several advantages to utilidng metaanalysis for this purpose: (I) it can extend our knowledge through the combination and
analysis of a large data base of primary studies, (2) it is a summary of effect sizes for aIl
the primary comparative studies that address risk factors of adolescent suicidal behavior,
(3) the results of primary research are translated into a standardized metric of outcome

regardless of the particular operationalization of research variables within the primary
study. Therefore, it is possible to analyze studies that address the same research question
but use somewhat different manipulations and /or measuring instruments, and (4) by
comparing results across studies of different kinds, study characteristics that may be
moderator variables can be identified. Moderator variables are associated with effect
magnitude and they address whether or not the effects are constant across varying
circumstances (Cooper & Hedges, 1994).

This section will describe the selection and inclusion of relevant studies, and the
analysis undertaken in the present meta-analysis. The selection and inclusion of relevant

studies includes: (1) the procedure for the review, (2) selection criteria, and (3) the
characteristics of the research studies retained. The planned analysis section includes:

(1) description of the analysis undertaken, (2) scoring method, (3) dependent variable
analysis to be used, and (4) independent variable analysis to be used.
Selection and Inclusion of Relevant Studies
Procedure for the Review

An investigation of adolescent suicidal studies within the ten year period fiom 1989
to 1998 was undertaken. This ten year period was selected in order to be able to focus on

the most recent data available and to produce a manageable database. This delimitation
of course precludes inclusion of research prior to 1989. Nevertheless, it was thought to be
necessary in order to reduce the sampling fiame for studies for a feasible meta-analysis.
This sampling procedure is roughly equivalent to utilizing a "sample of convenience" in

primary studies (Cooper & Hedges, 1994).
A computerized literature search of Medline, Psychological Abstracts, Social

Sciences Citation Index, SIEC-Suicide Idonnation and Education Center and
Dissertation Abstracts was conducted. National and international studies were obtained

in order to ensure a representation of studies that were published fkom as many countries
as possible.

An attempt was made to collect all the articles in English language journals

or those that have been translated into English. Key search words included suicidal
behaviors, ideation, attempts, completions, comparison, control group, adolescents, and
youths.

Selection Criteria

Each research article in the review met the following criteria: (1) there was a
comparison of suicidal and nonsuicidal adolescents (2) the average age for inclusion of
subjects was between 13 and 19, and (3) empirical evidence that could be computed as an
effect size was reported. If a research article had more than one comparison study,these
were separately analyzed and referred to as a unit of analysis. As a result 285 units of
analysis or comparison studies was obtained fiom 196 published studies. The published
articles included in the present study are referenced in Appendix A and marked by an
asterisk in Table 3 ( p.82).
Characteristics of the Research Studies Retained
The majority of the studies were comparative research, that is, there was a comparison
of the effect of risk factors between suicidal and nonsuicidal adolescents. However, there
were a few studies included where the comparison had a more specXc goal such as the
construction and/or validation of a suicide prediction scale.
This meta-analysis included relevant studies regardless of the different theoretical
orientations or research methodologies that had been used by the researchers for data
gathering. Research approaches included surveys, structured and unstructured
interviews, standardized questionnaires, semi-structured interviews and post-mortem
analysis.

The coding protocol used to code the studies is summarized in Appendix B.

Analvsis
Tme of Analysis
The analysis of the data involves three major components: (1) descriptive statistics of
study characteristics, (2) descriptive analysis of the weighted and unweighted effect sizes

in four domains, and (3) analysis of variance for potential moderating variables on effect
sizes within three domains.
Weighted and unweighted effect sizes of the factors that separate suicidal f?om
nonsuicidal adolescents in four domains were calculated. Effect sizes @J were calculated

in the standard way fiom data reported in the studies which included f

E 5 chi-square

statistics and means (Cooper & Hedges, 1994). The planned analyses were as follows:

(1) the effect sizes of risk factors were calculated for the total aggregate of all 285 studies

and 20 risk factors, (2) the effect sizes of the 20 risk factors were calculated for types of
suicidal behaviors in all 285 studies, (3) the effect sizes of 19 risk factors were
calculated for gender differences utilizing all 285 studies, and (4) the effect sizes of 20
risk factors were calculated according to various subgroups utilizing 285 studies. (see
Table I). Table 1 contains a summary of the effect sizes for each domain for the 285
studies.
The first analysis includes all 285 studies and twenty risk factors. The dependent
variable suicidal behavior is categorical and defined as either suicidal or not suicidal.
The goal of this analysis is to determine in a broad perspective what factors separate the
suicidal and nonsuicidal adolescent. In other words, what are the consistent risk factors
of suicidal behavior.

The second analysis takes into account d l 285 studies and twenty risk factors.

.

The dependent variable, suicidal behavior, is separated into ideation, attempts,
completions and a group that combines ideations and attempts. The goal in this analysis
is to determine if risk factors vary within different types of suicidal behaviors.
The third analysis takes into account all 285 studies and nineteen risk factors.
The dependent variable, suicidal behavior, is defined as either suicidal or not suicidal.
The goal is to determine what similarities and differences of risk factors may exist for
males and females. The analysis focuses on three categories of data, males, females and
a group that combined males and females.
The fourth analysis includes 282 studies and twenty risk factors. The dependent
variable, suicidal behavior, is defined as either suicidal or not suicidal. The purpose of
this analysis is to explore the risk factors pertinent to several subgroups of adolescents.
These groups are inpatients/outpatients, high risk adolescents, school/community
subjects, and suicide completion groups. From these subgroups, five comparisons were
conducted: (1) inpatientloutpatient suicidal adolescent compared to inpatientloutpatient
nonsuicidal adolescents, (2) school/community suicidal adolescents compared to
school/community nonsuicidal adolescents, (3) completions compared to others, (4)
mixed group of inpatient/outpatient suicidal compared to school /community adolescents,
and (5) high risk suicidal compared to high risk nonsuicidal. Only three studies had
compared school/community suicidal subgroup with an inpatient/outpatient nonsuicidal
group and therefore due to the small group size were not analyzed separately.
Scoring Methods

The differences found between the suicidal and non-suicidal group was expressed in
terms of a 'standard effect-size estimate' known as 4. The effect size for each dependent

variable was calculated fiom means and standard deviations, correlations, chi-square,

a

and 1and F ratios as is conventional in meta-analysis of values (see table 2). Some
researchers did not report absolute numbers, means and standard deviations, t scores or F
scores, These results were limited to statements like ' a significant difference was found
between the suicidal and nonsuicidal group'. WhiIe some stated the significance level

but not how these differences were obtained others merely stated that the risk factor was
significant. When the alpha significance level was not reported, the most conservative
estimate of pC.05 was utilized to calculate 4 When a variable was reported as not
significant between groups but no value was given, it was assigned an effect size of -00.

The direction of the difference between groups was taken into consideration. Studies
were coded as univariate or multivariate. Wherever possible K s were calculated on the
univariate analysis so as to obtain the effect size on as many relevant risk factors as
possible. A study was excluded when insufficient information was presented and a n
appropriate d could not be calculated. There were very few studies wherein only
percentages were utilized to determine the difference and these were eliminated.
Number of Subjects
Several complications were inherent in calculating the number of subjects. The total
number of subjects within the 186 studies were 223,569. A single study was very large,
however, with 130,000 subjects. The number of nonsuicidal adolescents is inflated

within the 285 studies because the nonsuicidal was the control group or baseIine for
comparison. Thus the subjects in the nonsuicidal group were sometimes used more than
once to compare with the suicidal group when more than one suicidal group existed (e-g.
ideators, attempters, etc.) within a study. The number of comparisons varied fiom one to

three depending on the study (These studies are indicated in the reference by a star). In
addition, some studies did not indicate the number of subjects in the suicidal or
nonsuicidal group but only gave the total number of subjects in the study. In these cases
the total number of subjects was divided in half which is standard meta-analytic approach
(Cooper & Hedges, 1994). This has a tendency to increase the numbers in the suicidal
group and decrease the numbers in the nonsuicidal group. Where subjects from one

study were repeatedly researched using different risk factors, the subjects were not
counted twice but incorporated in the initial study to avoid M e r inflation of number of
subjects (These studies are noted in the reference Iist by an asterisk).
Cate~orizationof the De~endentVariable - Suicidal Behaviors

In this meta-analysis, as previously stated, for three of the four analyses a broad
categorization of suicidal behaviors were used. Suicidal behavior was determined as
either suicidal or not suicidal. For one of the four analysis, suicidal behaviors were
M e r separated into suicidal ideation, suicidal attempts, and completion. In addition, a
group that combined ideation and attempts was included to be able to take into account
those studies that did not separate ideation and attempts. Factors such as threats or plans
of suicidal behavior were not separately considered in this study but were incorporated in

the category of ideation. Intent and lethality of suicidal behaviors were not considered in
this study. Suicidal behavior was determined by standardized suicidal behavior
questionnaires, other standardized questionnaires pertaining to mental health, surveys,
proposed questions, interviews and documented reports. A summary of this is provided in
Table 3 (p.89).

Coding of the Independent Variables
Descriptive analysis involved subgroups of adolescents, gender, type of suicidd
behavior, type of studies, country of study and ethnicity of the subject. It also included
fixther analysis of five risk factors which were locus of control, mental health, types of
problems, type of relationships difficulties, and stress (see the coding scheme in

Appendix B).
Twenty variables that had been previously demonstrated in research to be risk factors

of suicidal behaviors were coded in each study. Studies that had one or more of the
following risk factors, not including age and gender, were included in the analysis. These
were repetitive suicidal ideations or attempts, depression, hopelessness, other emotions

such as anxiety and anger which included the behavior of impulsiveness, drugs, alcohol,
self-esteem, locus of comtrol, physical health, mental health, modeling, history of
subject, history of significant others, family structure, family/social relationships, stress,
behavioral problems and intrapsychic factors which included reasons for living and
alienation (see appendix B).
Two comtructs, mental health and intrapsychic factors were not mutually exclusive.

In some cases, the 'mental health' category overlaps with the affective categories but was
mainly created in order tcm obtain the information in research articles that assessed

'mental health' according to DSM or similar diagnostic criteria. The variable
'intrapsychic factors' was an attempt to categorize the intrapersonaI risk factor of lack of
meaning in life and/or a sense of alienation that has been illustrated in the literature to be
risk factors of suicidal behavior but may at times overlap with hopelessness.

Because researchers may use different variables to measure a construcf an effort was
made to code risk factors as closely a s possible into the predetermined list of twenty risk
factors that was utilized in this study. Within some studies, several variables were used
to determine the significance of a risk factor compared to others that may have only used
one variable or a standardized questionnaire. In studies wherein a specific risk factor was
assessed by several measures, an average was utilized to obtain an effect size.
Reliability of Data

In order to ensure reliability of coded data, both interrater and intrarater reliabilities
were conducted. A random check was made of 25 files (approximately 10%) by an
independent rater. Agreement between the independent rater and the principal
investigator on all coded variables was 95%.

A two month intrarater reliability was conducted on 10% of the data base. Across all
coded categories there was 98% agreement. Most of the data that were coded came
directly fiom statistical evidence in the fiies, which lessened the chance for
misrepresentation or misinterpretation by the original investigator. Within a few
variables, where information would have been open to more subjective evaluation,
recategorizing the data into global categories also assisted in preventing classification
errors.
Definition of Terms

The term suicidal behavior(s) is problematic in that this term is sometimes used as a
generic term and encompasses the wide range of suicidal thoughts and behaviors.
However, this is congruent with the past and current literature.

The grouping of adolescents was based on data within primary studies. The high risk
group consisted of adolescents where the risk of suicidal behavior was stated as high in

the primary studies. This included juvenile delinquents, runaways, and gays and lesbians.

The inpatientloutpatientgroup consisted of adolescents who were hospitalized or had
been seen at outpatient mental health settings. The school/community group consisted of
or in schooI settings.
surveys or studies done within the co~~~munity

In the gender analysis, only studies that had clearly differentiated all the noted risk
factors for both males and females, or had researched males only or females only were
utilized. A separate category, noted as the combined group, included all the studies
which did not clearly differentiate males and females.

4. Studies and the Effect Sizes of Risk Factors (Table 1 continued)
Name
Kicnhorst et ale*
, Kienhorst ct sl.*
Kienhorst et al, +
Kienhont ct el.
King et at.*
King at al.+
. King et al.*
King et al.*
Kinkcl et d.*

Year
1991
1990
1995
1995
1993

Kirmayw ct al.*

19%

,

1990

1993
1995
1992

tot

age

114
4657
114
91
64
33
70
48
2429

f i n . rep

2.00

-00

,25
,14

.OO

.OO

,00

.00

.55
2,23

dcp

,I7
.48
2.84
.80
.91
.57

hop

aff

,75
,lo

.55

.57
.46
.80

rlca

dm

,OO

-00

.16

.30

-

at

est

relr

.08

-

k

ph

.46 .49 .OO

.41
.24

nth

hs

-43

.40

.09

-50

mod

strcs

.38

.58

.12

-.50 -

.48

.78
1,50
.83

.51

hso

.36

,00
.89
.00

1,33
1.25

pro

psyc

.37
-64
-74
.50 ,
1.08,
1.50

,55

,00
.82
,00

.30

.17

91

.20
.36

.11

.36

.00
.45
,OO 1.06
.00
.39
.68
,53
,00
.47
Kirpatrick et al.*
1991
690
1.68 1.62
1.01
1.16
.87
1,16
Kjclsbcrg.*
1993
140
.45
.58
-42
.00
,45
,39
.OO
.00 37
.45
Kovacs 3 air - 1993
69
$63 .00
.74
.34
.00
.I7
.06
Kovacs ct al.
1993
146
.52
-00
.OO
,71
.13
.00
.06
,I7
Kumar & Steer
1995
121
.29
-43 1.58 1.85 1.01
,28
.20
-16
.04
.36
,80
,OO
-00 .26
Lazelero et al.+
.00 ,14
19%
836
.OO
1.78 1.30
1.17
.74
1,53
_Lehnertot, a).+
1994
423
.OO
.48
Lcnnings, C,*
1994
395
.93
.02
,87
1998
116
Lessard & Moretti*
.73
.OO
,OO
.51
.77
,OO
- Lester & Gatto*
1992
40
.55
.55
Lcstcr & Miller *
1990
250
.28
1.13
.00 .27
Lcvy ct al. *
1995
76
.00 .00
,41
.12
,
Lcwinsohn ct al.+
1710
1993
,00
-10
.85
.lo
.lo
,lo
.I0
.lo
,I0
Livingston, S.*
104
1989
-10
.57
,09
Martin, & Waita*
19%
681
.26
-22
,00
.OO
.37
Martin ct al.*
1995
269
.34
-58
.OO
-- .95
Mortin at al.
.94
%iiq-%Tj
-5-1
, Martin, O.+
1994
352
.27
.54
,54
-95
, McCarthy et al.+
1995
181
.39
.OO
.42
.OO
.OO
.07
Menuse & Yutncnkn*
75
1990
.OO
.08
.79
,OO
Methn & MoWhirteP
34
1.39
1997
1.37
Metha & McWhirter
38
1997
1.50
1.50
.7 1
Millar et al.*
. 1992
29
.OO
.00
.03
-00
.2.14
Miller ct al.
B
1992
.00
.OO
1.32
,76
-45
Mitchell & Rorrcnthal*
1992
49
.OO
-83
Molnar et a).*
1998
504
.34
Molnar et el.
1998
271
.52
.OO
,18 ' .34
Moore, K.*
1992
112
,21
.02
.70
-24
.I8
Morano et ale*
1993
40
.21
.I5
.58 1.17 1.17
.00 .85
.72
,00
-Mym et al.*
1991
191 .I5
.OO 2.00
.OO
,00 1.0
-61
NeumarL-Sz&intr al.* 1997 61442
1,12
.24
,75
,98
.68
.O 1
NeumarlESztainer al.
1997 6 1689
1,15
,95
,%
2
,59
Ohring et al.
1W
118
69
.14
.49
.4 1
.37
-0hach ot al.*
1997
72
1.37
.59
,00
.78
Ort#chct al.
1997
67
.62
.36
,66
O
s
met al.*
260
1996
.82 2,9
.65
O s m et
~ al.
1 9 % . 260,
1.21 2.6
,62
~ 4 ~ h ~ k ~ ~ l l p g ~ n d beh~~r,dep~egr~~ion;h~=h~clamas;afF.alha
~ ~ a p ~ e d e d
afftd,rlco~alooho1;drudnr~;cst=~dfcsteem;a=~~dur~~da~~dationahip;~~~0~1
of-1;
ph-hyrial herlh;d..mcntrl her~$s+istory of subjcd; hahistory of significant &a, niod7nodclhg;~~11=stre88;pm~robIanph~y(r~inva~~&ia
.OO

.97

.68

,

,

-

-

I

_

_

-

-

00
a

Table 2
Formulae for Converting Study Statistics to Effect Size (d)*

-.

Statistic to be Converted

f

F

r

x2
-

X

Formula for ~ r a nformation
s

d=-

21

J3

2JF
d = -J

d=

2r

4.3

.=g
-

-

d = xc - xc
sc

L

*Adapted h m Wolf (1986).
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Table 3
Methods Employed to Determine Suicidal Behaviors

Type of Ibkasmment

Number

Percent

1.

standardizedSuicidal Questiamaires

97

34

2.

OtherStandardizedQuestiormaiteS

60

21

3.

Several Questions Proposed

62

22

4.

Proposed Questi-~ew

32

11

33

12

5, File reports or other documentation of Suicidal

Behaviors
*

* Standardized Suicidal Questionnaires(ie. Beck's Suicidal Ideation ScaIe).
Other Standardized Questionaires (ie. Beck's Depression Inventory)
* Several QuestionsProposed (Stwed questions poposedby miearcherto specifidly measure suicidal
behaviors often in conjunctionwith other questionnaires)
* Proposed Questiommaidhtemiew (&era1 questions regarding suicidal behaviors and other types of
*

behaviors are combined and asked in a questionnaire format or in a smcmedsemi-sbractnred
intemiew)
File reports or other documentation(Incidences of suicidal behaviors found on chars, files, legal
c - b c u m ~ o netc.)
,

CHAPTER IV
RESULTS
The resuits are presented in four main sections: (1) descriptive analysis of study
characteristics, (2) descriptive analysis of risk factors, (3) effect size analysis both
weighted and unweighted for (a) total aggregate (b) type of suicidal behav3ors, (c)
adolescent subgroups, (d) gender, and (4) analysis of moderating variables on effect size
for type of behaviors, adolescent subgroups and gender.
Descriptive Statistics
Descriptive Analysis of Study Characteristics
The study consisted of one hundred and ninety six research articles published between
1989 to 1998 that had met the inclusion criteria. In total, 223,569 adolescents are
involved in the present meta-analysis.

From the one hundred and ninety six research

articles, two hundred and eighty-five comparative studies or units of analyses were
obtained.

Although this meta-analysis did consist of national and international research, it was
delimited due to English language journals. In addition, most of the studies had been
conducted in the United States. Of the 285 studies, 8% were Canadian, 67OA were
American, 10% were Australian/New Zealand, 7% were Asian and 8% were
Europeaflnited Kingdom. Ethnicity of the subjects was either stated as mastly
Caucasian or that the population studied was representative of that area Only 12%of the

studies specifically focused on minorities. In the majority of studies, ethnicity was not

found to be a risk factor for suicidal behavior (84%) and therefore it was not taken into
account when determining effect sizes.
Although both univariate and multivariate studies were used in determining risk
factors, the current analysis does not determine if the kind of study may have had an
effect on the outcome of risk factors. Ofthe 285 studies, effect sizes were obtained &om
83% of the primary studies which were univariate analysis and 17% which were

multivariate analysis (see Table 3, p.97).
The studies used in this meta-analysis also varied in their measurement of suicidal
behavior but analysis was not done to determine if there was effect on the outcome
variables. The most frequently used measure was a standardized suicidal questionnaire
which was used in 34% of the studies. Standardized questionnaires such as Beck's
Depression Inventory which included a few questions that measured suicidal behavior

was utilized in 21% of the studies. Other methods included the subject being asked
several questions regarding their suicidal behaviors (22%), a proposed questionnaire or
interview (I I%), and reports or documentation of suicidal behavior (12%) (see Table 3).
Descriptive analysis indicated that numerous studies over the last decade have
attempted to determine the risk factors of suicidal behavior within different adolescent
populations, different types of suicidal behavior and between genders. Descriptions of
study characteristics of the studies are summarized in Table 4. An analysis of research
articles indicates that there is more research in some areas than others and that a few
specific risk factors are emphasized at the exclusion of others. Studies that were done of
suicidal behavior within different subgroups ranged from 2 28 studies for
community/school groups to 10 for suicidal completions. The number of studies

comparing the subgroups were as follows: 45% compared comrnunity/school suicidal
with community/schooI nonsuicidal, 27% compared inpatient/outpatient suicidal with

inpatient/outpatient suicidal, 11% compared inpatientioutpatient suicidal with
community/school nonsuicidal, 4% compared completers with other nonsuicidal controls,
and 13% studies compared high risk adoIescent suicidal to other nonsuicidal adolescents.
Gender analysis consisted of 7% of studies specifically comparing female suicidal with
female nonsuicidd, 8% comparing male suicidal with male non-suicidal and 85 %
combined males and females groups. W i t h .types of suicidal behavior 29% were of
ideation, 47% were of attempts, 4% were of completion and 20% combined ideations

and attempts (see Table 4, p.98).
Descri~tiveAndvsis of Risk Factors
A descriptive analysis of the literature between the years 1989 to 1998 illustrates that

a multitude of risk factors have been studied in an attempt to determine the factors that
differentiate between suicidal and nonsuicidal adolescents. However, several risk factors
were repeatedly researched at the exclusion of others and the majority of studies only
investigated a few risk factors within any one study. Of the 20 risk factors, nine risk
factors were included in 35% to 66% of the studies. The most frequently researched risk
factor was depression; it was in 189 studies or 66% of the total studies. The other most
frequently studied risk factors were family relationships (61%), gender (58%), problems
(46%), stress (42%), age (40%), alcohol (38%), family structure (3 7%), and mental

health (36%). Eleven (I 1) of the risk factors were researched in less than 30% of the
studies with locus of control being the least researched. Less frequently researched risk
factors included drugs (28%), hopelessness (27%), repeated suicidal behaviors (25%),

intrapsychic factors (22%), self-esteem (21%), modeling (19%), history of subject (19%),
history of significant other (18%), physical health (14%), and locus of control (12%).
Although other emotions or affect was studied within 37% of the studies, it was
subdivided into emotions such as anxiety and anger and included impulsivity.
Despite the variation in the number of studies that researched the risk factors,

almost all of the twenty risk factors were found to differentiate between the suicidal and
nonsuicidal adolescents. The percent in which risk factors were found to be significant

are as follows: other affect such as anxiety and anger plus impulsivity (98%); depression
(go%), repeated suicidal behavior (89%), intrapsychic factors (88%), stress (88%),
hopelessness (86%), family relations (83%), self-esteem (82%), history of subject (8 I%),

drugs (79%), locus of control (73%), alcohol (70%), history of significant other (70%),
problems (68%), modeling (64%) and family structure (57%) (see Table 4, p.97).

In a small number of studies the majority of risk factors did not differentiate between
the suicidal and nonsuicidal adolescents. In some instances, the variables were not found
to be risk factors of suicidal behavior, whereas, in other cases the specific supposed risk
factors were found in both the suicidal and nonsuicidal group. The factors that were
found in both groups varied fiom 2 % to 26% and included the following: mental health
(26%), famiily structure (1 I%), modeling (8%), family relations (3%), depression (3%),

hopelessness (4%), drugs (4%) and alcohol (2%).
There were a few exceptions in which a risk factor did not clearly differentiate
between the suicidal and nonsuicidal adolescent or in the majority of studies it was not a

risk factor. Physical health differentiated in 54% of the studies and did not in 46%, age
differentiated in 3 1% of the studies and did not in 79%, and ethnicity differentiated in

14% and did not in 86%. Gender was found to be significant for the female data base in
53% of the studies, for male data base in 14% of the studies, and was not a risk factor in

39%.
A fkther analysis of specific facets of several risk factors is summarized below:

Problems Of 89 studies that found problems to be a risk factor, 44 % had conduct
type problems, 25% had school problems, and 26% had both conduct and school

problems. Of the total studies 1% found problems to occur within both suicidal and
nonsuicidd group, the majority engaged in conduct type problems.
Relationship Difficulties Of these 144 studies, 54% indicated relationship problems
with parents or significant others, 24% studies indicated a problem with parents, peers,

school andlor church, 2 1% studies indicated that the suicidal adolescent was socially
withdrawn and antisocial and 5 or less than 1% of the total found that relationship
difficulties occurred in both groups.
Intrapsvchic Factors Of 56 studies, 39% indicated that there was no reason for living
and/or k t u r e was not positive, 48% indicated a sense of aiienation and loneliness, 1%
indicated that the suicidal person thought it was more p a h f d to live than die and 5%
studies showed that two or more of the factors were significant for the suicidal individual.
Less than 1% indicated that a sense of alienation was not a factor because it occurred in

both groups.
Locus of Control Of 20 studies, 25% indicated an internal locus of control, 40%
indicated an external locus of control, 15% indicated both internal and external locus of
control, and 20% indicated a lack of control but no specifics were addressed. Of the total
sample 15% of the studies found a perceived lack of control in both groups.

Stress Of 105 studies, 76% showed that the suicidal individual perceived a greater
number of negative life events and/or perceived that the difficulties were more severe or
intense; 9% indicated stress such a s worries, fears, obsessive thinking; 13% indicated
poor problem solving skills,using avoidance, denial and/or cognitive rigidity; and 2%
showed a difference between desire and achievement. In 1%studies it was indicated that
there was no difference between suicidal and nonsuicidal's perception of life events and
difficulties. Approximately 1% of 105 studies indicated stress occurred in both groups

(see Table 4).
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Nrune

Number

11, DepSsiog
-

w-*-

Percent

I89

Ye
No

In both groups

12- H o F @ m
To&

Y ~ S

go

i?o
- -13
-

sQO?
?-!A

6

3%

78
67

86%

8
3

Both

10%

4%

13. 0eherEmotiona.IAffect

Tot$

1%

..
?=, Anxiety, Axvga, impolsnty,
- - -

164

No-

14. Alcohol
Total

15- Drugs
Total

Yes
No

76
33.
2

28%
2%

80
63

79%

Total

61
50

No
17. Uodeling
Total
Yes

53
34

33
-

__

--

2

L

8%

73%

24

No

No
In both p- u p- s

64%
17%

9
4

18- Locus of Coilerol
Total
Yes

Yes

82%
18%

11

No
Ia both groups

Total

17%
4%

3

Yes

-O-FiEi@-r~

70%

14

In both groups
16. Selfsteern

--

2%

109

Yes
No
In b t h mum

Intern locus of control
External locus of control
Lack of control but no direction given
Both internalizingand efimalizing

9%

2

-

---

-

-

_

27%---

5

25%

8
4

40%

3

20%
15%

106
60
35

57%
33%

I1

11%

1/

3.~ptimofStudy7r'ariabksandRiskFadarsfl~~4crmtinued)
Number
Name
2 1. Family Relations
Total
Yes

I

NO

mbothbothmuP6
--22- Factom at Rehtionstups
Total
ProbIems withparenrs or s i ~ c a n t o t b e n

I
,

Pereent

Problem6withp;irents,peefs,schooV~

Socially withdrawn and antisocial
23, Physical Health

Toial
Yes

No

--- -

-

-

11

3%

144

80
33
31

55%
23%
22%

41
22
19

54%
46%

24, Menfal HeaIth

Total

Yes
No
Mental health problems in both groups
25. Factors ofMental Health
Total
General category of poor mental health
Diagnostic criteria
26, Stress
Total
Yes
No
Stressinboth~ups
27- ?Lpe of S e
f?G!or~
TOM
pf:~Wed
a P?Fnumber or more E??? life w?%es
Worries, fears, obsessive thinking
Poor problem solving skills, defense mechanism
Disparity between achievement and desire
-28- BY?!=
TO@

F'?e

YE

No

103
69
7
27
69
65

67%
7%

26%

4

94Y0
6%

120
105
14
1

88%
11%
1%

105
80

76%

9
14

2

-130
-

9%
13%
2%

84

68%

33

3%

89
4.1
24
18
6

46%
27%
2095
7%

29. T m of RWem

Total
Con@Ct OTG I ? W ! J ~ ~

scm?lproblems

Both coWw and sch~qqlm
e
lm
s
Probiems in both groups

LOO

4- -@on
of Study Variables zpd T)isk Fatzto~flable 4 ~ ~ u e d )
30. History of Significant Other

Toml

53

I Yes,inclades~tgpesofabase
No
3 1. History of Subject
Total
No
TO&

-

Yes:
Eteasons for bing/futme not positive
AlienatiodMorepaMbItolivethandie
Two or more ofthe above

No
- F a c t o r s intmth g m p s

37

7m

16

30%

52
10

19%

63
56
21
27

89%
38%
48%

5

8?4

3

5%
10%

6
--

-----

--

- --

-

1%

Effect Size Analysis
Effect size analysis of the risk factors indicated that variables differentiated the
suicidal fiom the nonsuicidal adolescent. Effect sizes were interpreted as s m d (.OO 1 to.
300), medium (-400 to .700), and large (-800 and above). Effect sizes remained
consistent across type of suicidal behavior, subgroups, and gender. In addition, this
remained consistent whether weighted or unweighted. The order of the range of
magnitude of the twenty risk factors remained basically the same throughout dl analysis
of effect size. Hopelessness and depression were factors that remained the highest across
all domains. Next were family relations, repeated suicidal behaviors, anxiety, family

relations, stress, problems, intrapsychic factors, mental health, locus of control, history of
significant other, and history of subject. The lowest magnitudes were age, gender,
alcohol, drugs, and physical health.
Effect Size Analvsis for the Domain of Total Aggregate
Effect sizes were analyzed for all twenty risk factors for all 285 studies and the effect
sizes and 95% confidence intervals are presented in Table 5 (p. 103). The effect sizes are
based on large samples that range fiom 8,858 to 227,324. The unweighted and weighted
effect sizes do not vary greatly with generally a small decrease in the weighted

The

unweighted effect sizes across the twenty risk factors ranged fkom a maximum absolute
value of -159 to .822 and the weighted effects sizes ranged from .070 to .900. There
were, however, some notable differences between unweighted and weighted d's. These
included self-esteem which changed from .525 to -900, mental health which changed
&om -421to .8 12, and stress and hopelessness which decreased in magnitude and
changed fiom .610to .345, and -822 to .523. The confidence intervals for the weighted

were smaller than the unweighted indicating a reduction in the standard deviation when

the weighting was done.

Effect Size Analysis for Domain of Type of Suicidal Behavior
The effects sizes of risk factors were analyzed across the four types of suicidal
behaviors, including ideations, attempts, completions and the combined group of ideaters
and attempters. The number of studies that researched the risk factors and the number of
subjects differed between the four types of suicidal behavior with attempts having the
greatest number of studies that researched risk factors and the highest population. The
number of studies that researched the twenty risk variables were ideation from 9 to 58,
attempts fiom 18 to 88, combined group of ideation and completion fiom 3 to 41 and for
completions fiom 0 to 9. Within the completion type no studies researched
hopelessness or locus of control and only 1 study researched physical health and
intrapsychic factors. The range of the population sizes for risk factors were as follows:
ideations fiom 290 to 47,296, attempts fiom 3, 187 to 79,041, for combined ideation and
attempts from 270 to 133,343, and completions from 140 to 1,989. The results of these
analyses are summarized in Tables 6 through Table 9.
Comparing within a specific type of suicidal behavior, ideation, attempts, completion
or the combined group of ideation and attempts, the effect sizes remained fairly similar

with the weighted effect sizes being slightly smaller than unweighted within each type.
For a few of the risk factors that may had some fluctuation in direction, the magnitude of
the effect sizes remained fairly consistent. For each type of suicidal behavior the
weighted effect size 95% confidence intervals was much narrower as expected given the
weighted correction in error of estimate. The unweighted and weighted effect sizes
together with other data for each type of suicidal behavior are summarized in Tables 6
through Table 9. For ideation (Table 6) the unweighted ranged fiom -117 to 1.160 and the

weighted effect size ranged fkom -072to -867. For attempts (Table 7) the unweighted
effect sizes ranged fkom -140 to -674 and the weighted ranged fkom -054 to -545. For the
combined group of ideation and attempts (Table 8) the unweighted ranged fiom .I06to

.998 while the range of weighted was .064 to 1.033. For completions (Table 9) the range
of unweighted was -000 to 1.205 while the weighted ranged fiom .000to 1.145.
There were a few exceptions to the general consistency in magnitude and direction of
the effect sizes. While in some cases the unweighted increased in magnitude, in others it
decreased. For ideations, self esteem moved fiom .690 to .244. For the combined group
of ideaters and attempters, repeated suicidal behavior changed fkom .552 to .123,
intrapsychic changed fiom .848 to .453, and self esteem changed fiom -635 to 1.014.
Comparing across the types of suicidal behaviors, generally there was similarity in
magnitude between the weighted and unweighted effect sizes for the majority of the risk
factors. The greatest difference appeared in size of magnitude of the risk factors when
comparing completers with the other types of suicidal behaviors. Completers had higher
effect sizes for age, gender, repeated suicidal behavior, family structure, problems and
lower for self esteem. When comparing the combined group of ideates and attempts
with ideaters or attempters there were basically no differences in the range of risk factors.

Table 6
Unweighted & Weighted Effect Size (d) 2OaRisk Factors for Ideation

*

95% C1= 95% confidence interval; N Std = number of studies; N Subji= numbereofsubjects

Table 7
Unweighted & Weighted Effect Size (d)~for20 Risk Factors for Attempts

*

95% CI = 95% confidence interval;N Std = number of studies; N Subj =numben of subjects.

Table 8
Uaweighted & Weighted Effect Size (d) for 20 Risk.Pactorsfon Combined Ideation and Attempb

Table 9
Unweighted & Weighted Effect Size (d) far 20 Risk Factor8 for Completers

*
*

95% C1= 95% confidence interval; N Std = number of studies; N Subj = number of subjects
x = no studies

Effect Size Analysis for the Domain of Subjzroups of Adolescents.

Utilizing 282 studies, both weighted and unweighted effect sizes were computed for
all twenty risk factors across five subgroups. These were idoutpatient suic
idal compared to in/outpatient nonsuicidal (Table

lo), a mixed group of inpatient suicidd

compared to schooVcommunity non-suicidal (Table 1I), schooVcommunity suicidal
compared to school community nonsuicidal (Table 12), high risk suicidal compared to
high risk nonsuicidal (J'able 13) and completions compared to other nonsuicidal

adolescents
(Table 9). (Three studies were eliminated from the 285 due to small group size).
The number of studies that included the risk factors and the number of subjects
dZered between the five subgroups of adolescents. The number of studies that
included the risk factors for the different subgroups are as follows: inpatient group from
10 to 54 (Table 10); for the mixed group &om 1 to 23 (Table 11); for schooVcommmity
group fkorn 11 to 8 1 (Table 12); for high risk group fiom 1 to 24 (Table 13) and for
completions fiom 1 to 9 (Table 9). The ranges of the sample sizes for risk factors are:
inpatient group &om 766 to 6,753, mixed group from 80 to 5,947, schooI/community
group from 5,755 to 213,9 16, high risk group fiom 341 to 8,613, and completions from
28 to 1,989.
Comparing within each subgroup the effect sizes, weighted and unweighted,
remained similar in magnitude. For a small number of risk factors in several of the
groups, the mixed group, high risk group, and schooVcornmunity group, the direction
changed but the difference in magnitude of the effect sizes remained small.

The range of the unweighted and weighted effect sizes were as follows: for the inpatient
group the unweighted effect size ranged fiom -140 to .851 while the weighted ranged
from .I00 to .786(Table 10); for the mixed group the unweighted effect sizes ranged
fkom .045 to 1.024 and the weighted ranged fiom -073to .767 (Table 11); for the
schooVcomxnunity group the unweighted effect size ranged fkom .I30 to .SO3 and the
weighted ranged fiom -007 to 376 (Table 12); for the high risk the unweighted ranged
from .10 1to .777 and the weighted ranged from -000to -623 (Table 13);. for the
completion group the unweighted ranged fiom -000 to 1.205 and the weighted ranged
f?om -000 to 1.145 (Table 9). As is typical, the weighted d's generally dropped slightly
in magnitude but did not undergo large changes.
There were several exceptions. In the mixed group, depression changed fiom .776 to
.380 and intrapsychic changed from .650 to -297. In the high risk group, the risk factor
of locus of control had an effect size of -000. For all groups within the adolescent
population the weighted effect size 95% conffdence intervals were much narrower as
expected given the weighted correction in error of estimate.

Comparing across groups, the risk factors were quite similar for all groups, weighted
and unweighted, except for completions. Completions had higher magnitude of effect
sizes, both weighted and unweighted in age, gender, problems, mental health and family
structure, was lower in self-esteem but similar in all the other risk factors. The mixed
group, composed of inpatient suicidal compared to community nonsuicidal, and the
completion group were similar in effect sizes on anxiety, family structure and modeling
buthigher than the other groups. Physical health was high for ideaters compared to all
the other groups.

Table 13
Unweighted & Weighted Effect Size (d) for ZO!Risk Factors for High Risk Suicidal vs High-Risk Nonsuicidal
I

*

95% CI = 95% confidence interval; N Std = number of studies; N Subj = number of subjects

Gender Differences in Effect Sizes
Effect sizes were analyzed for nineteen risk factors within the 285 studies that were
composed of groupings of gender of the subjects (male alone, female alone, both male

and female). Both weighted and unweighted effect sized were computed for males
(Table 14), for females (Table 15), and a combined group of males and females (Table

16). There were 19 studies for males, 23 studies for females and 243 for the combined
group. The number of studies that researched the risk factors and the number of subjects
were similar between male and female studies but differed from the combined group.
The number of studies involved in the analyses were as follows: males &om 2 to 14, for
females fiom 1 to 17 and for the combined category fiom 3 1 to 157. There were no
studies for locus of control in the male group. The range of the sample size for risk
factors for males were from 641 to 69,581; for females fiom 140 to 68,492, and for the
combined group fiom 6,140 to 120,083.
Comparing weighted to unweighted c s within each category, it is evident that in the
majority of cases the weighted effect sizes of risk factors were slightly smaller than the
unweighted. The direction of effect sizes remained constant or a slight variation occurred

in either direction with little change in magnitude. These results remained fairly
consistent when comparing between categories of gender. The weighted effect size 95%
confidence intervals were much narrower as expected given the weighted correction in
error of estimate in all comparisons. For males the &s ranged from unweighted .062 to
3 9 8 and weighted Eom .013 to -920 (Table 14), for females they ranged from

unweighted .082to .845 and weighted from .052 to 1.104, and for the combined group it

ranged fiom weighted .I04to -825 and unweighted &om -077to .638. For the majority
of the psk factors there was only slight variation in effects sizes and in direction.

Several exceptions occurred. For females this included: repeated suicidal behavior
changed fiom .707 to .286, mental health changed from -554 to .928, intrapsychic

changed fiom -709 to .367, and self esteem fiom .460to 1.104. For the combined group
hopelessness changed fiom .804to .470and intrapsychic changed f?om .771to .346. For
both
-

and females, modeling changed in effect size fiom high weighted to Iow

unwei&ted, whereas the mixed group remained consistently low in effect size.

When comparing across the groups, the groups were fairly similar in d1 risk factors

with a few exceptions. Females and the mixed group were higher in repeated suicidd
behaviors and males were lower in stress than both other groups. The mixed group was

somewbat lower in history of subjects and mental health,

Table 16
Unweighted & Weighted Effect Size (d) for 20 Riclk Factora for Combined~Malesand:Females

*

95%

CI = 95% confidence interval; N Std = number of studies; N Subj = number of subjects

Analysis of Moderating Variables

In order to determine if a number of variables were potentially moderating the effect
sizes in the different domains, analyses of variance (ANOVA) was conducted on the
effect sizes. One-way ANOVA's were conducted with the risk factors as dependent
variables within the three domains, types of suicidal behavior, subgroups of adolescent
samples and gender, which were the independent variables. The results from these
analyses are summarized in Table 17.

Tvae of Suicidal Behavior
The one-way ANOVA'S were conducted with the twenty risk factors as dependent
variables and the four types of suicidal behaviors, ideation, attempts, completion, and
combined ideation and attempts as the independent variable. Significant differences
emerged for age (F=3 -67, df= 3,106, ~ < . 01S), depression (F=3.54, df=3,183, ~<.02),
effect of family structure (F4.33, df=3,102, F . 0 l), gender @=27.0 I, df=3,146,e(.0 I),
effect of hopelessness (F=6.70, e-2,74, E<.Ol), effect of problem (F=5.05, @3,125,
F . 0 I), and history of signrficant other (F=7.53, df-3,125, gc.0 1).

Tukey's multiple range test (HSD) was utilized to test for significant differences
between levels of the independent variables. These post hoc analyses indicated that the
differences in ef3ects sizes mostly occurred between the completion group and all the
other groups (ideations, attempts and combined group) on age (pc.0 1,.O 1,.05
respectively), gender (E<..0 I), problems hc.0 1,.04, .O 1respectively). Completions
differed fkom ideations on family structure w.Ol), and history of sign£icant other
b c . 0 1). Completions also differed f?om attempts on history of significant other @<01).

The only other difference was: that ideations differed fiom combined group on history of
significant other e 0 3 ) .
Because completers had small numbers and had missing data on some variables (e.g.
hopelessness and locus of control), a second set of one-way ANOVA's were conducted
but without completers as a level of the independent variable.

The second analysis was

conducted for the twenty risk factors and the three types of suicidal behaviors, ideations,
attempts and studies which combined ideations and attempts. Significant differences
emerged for depression (F=3.3 9,&2,178,

~<.04),hopelessness (F=6.98, df=2,75, ~<..01)

and effect of history of others (F=4.61, df=2,42, ~.<02).Tukey's post hoc analyses
indicated that effect size of hopelessness @<.0 1) and depression @.<05) were different
for ideaters and attempters compared to others. The combined group also differed fiom
ideation-@<.Ol)and attempts b<.02) on the history of significant others.
Adolescent Subgroups
Analysis of variance was also conducted for the domain of subgroups of adolescent
classifications as inpatients, community sample, high risk arid suicidal completers. As
before a series of one-way ANOVA'S with the 20 risk factors as dependent variables and
adolescent groups as the independent variables were conducted (Table 17).

For the first set of analysis of variance which include all the subgroups, several of the
0 gender
risk factors emerged as significantly different: age (F=3 -83, dH,105, ~ c . I),
p=20.02, df-4,145, ~<.00),history of subject (F=4.94, df-4,44, ~ c . I),
0 family structure
(F=5.13, df-4,101, ~ ( . 0 0 ) ,mental health (F2.76, df-4,98,2<.03), probIerns (F2.73,
e 4 , 1 2 4 , ~ t 0 3 and
) history of significant other (F=4.67, m,44.p<.00).

Tukey's post hoc analysis indicated that completions differed fiom all groups on
gender (&.00) and history of significant other @<.(I0 to .03); fiom three groups
excluding the combined group on age (3c.02); fiom the community/school group on
family structure bc.0I); and fiom community/school group on problems@tOO).

The comm~ty/schoolgroup differed fiom the combined group -02)

and

i./outpatient group (Eq.04) on history of subject; fiom inpatient group on mental health
(E(.05);

fiom the combined goup on family structure (Ec.01).

The high risk group differed from the combined group on history of significant other

@(.03).
Differences on the Moderating Variables for Gender Differences
As before, analysis of variance was conducted for gender differences with 19 risk
factors as dependent variables and gender as the independent variable. None of the oneway ANOVA's showed any s i w c a n t differences on the 19 risk factors.

DISCUSSION
The major findings of the present study can be summarized as follows: (1) twenty risk
factors previously identified in research on adolescent suicide had non-zero effect sizes
for suicidality,(2) adolescents suicidal subgroups (inloutpatients, community/school
group, high risk and completion group) adolescents suicidal types (ideation, attempts, and
completions), and males and females suicidal adoiescents show similarities in that
almost all the studied risk factors separated the suicidal and nonsuicidal adolescents

within each separate analysis. With a few exceptions, overall the magnitude and
direction of weighted and unweighted effect sizes were similar for adolescent
subpopulations, types of suicidal behaviors, and between genders; (3) There were no
moderating variables on the effects sizes in the gender domain, and very few in the other
domains. Moderating variables were mostly found within the completion group in both
domains, the types of suicidal behavior and subgroups; (4) While a number of variables
are risk factors to suicidal behavior in the majority of cases, in some cases these risk
factors are not significant and in other instances they occurred in both suicidal and
nonsuicidal groups. Some risk factors have been heavily studied while others have not
and often only a few risk factors were researched in any given study; (5) Empirical
results supports theoretical tenets of several theories indicating an eclectic approach to
gain a more in depth understanding of adolescent suicidality.
Both empirical and theoretical evidence strongly support the notion that suicidal
behavior among adolescents is complex and multifaceted. The results fiom the risk

-

factors analysis within this meta-analysis indicates that suicidal adolescents have
common risk factors to suicidality irrespective of the subgrouping. Thus,merely studying
the risk factors involved is not adequate when studying suicidal behaviors; a more
compelling theoretical fixmework is required.
Internretation of Overall Effect Sizes
This meta-analysis confirmed the effect of many risk factors and that adolescent
suicidal behavior is a complex and multideterministic phenomenon. Within the effect
size analysis, both weighted and unweighted effect sizes remained fairly consistent for

the majority of risk factors across types of suicidal behavior, subgroups and gender.
Comparing the magnitude of specific risk factors which ranged fiom low (-001 to .399) to
medium (.400 to .699) to high (.700 and above), there was very little change in their order
regardless of the domain of study. The highest effect sizes were found in depression,
hopelessness, and repeated suicidal behavior, and the lowest with age, gender, alcohol
and drug abuse.

The summary and descriptive analyses of the primary research studies, confirms that
there are indeed numerous factors that differentiate suicidal and nonsuicidal adolescents.
Most of the factors in the present study differentiated between suicidal and nonsuicidal
adolescents. These included depression, hopelessness, other affect such as anger, anxiety
and impulsivity, repeated suicidal behaviors, history of subject, history of significant
other, alcohol, drugs, family structure, family relationships, self esteem, locus of control,
physical health, mental health, history of subjects, history of significant other or
caregivers, modeling, stress, problems and intrapsychic factors which included alienation
or no reason to live.

Although there were some exceptions in effect sizes of risk factors, over d l the
majority of the effect sizes were consistently non-zero. The effect sizes of hopelessness
and depression, for example, varied in magnitude across subgroups or types but remained
among the highest of effect sizes. According to Hedges (1980) a small number of
discrepant outcomes should not necessarily shakes one's confidence that research
findings are generally consistent across studies. Thus we can place confidence in the a s
for several risk factors including hopelessness and depression.
Interpretation of Moderating-Variables
The overall impact of risk factors among different subgroups, types of suicidal
behavior, and gender was confirmed in the present study. The results of the analysis of
variance indicated that there were some moderating variables, in comparison to the entire
analysis, and these were mostly among completers. Several moderating variables were
found within the completer group within type of suicidal behavior and within subgroups.
These included age, gender, problems, history of significant others, and family structure-

Within types of suicidal behavior, ideaters and attempers, two moderating variables,
hopelessness and depression, were found to Merentiate the groups. Within the
subgroups, there were three moderating variables, history of subject, mental health and
family structure within the community/school populations. Within the combined group
of ideaters and attempters, history of significant other was a moderating variable with
both ideation and zittempts. Two moderating variabIes separated the comrnunity/school
group and the idoutpatient group which were family structure and problems.

In comparing the risk factor within subgroups of adolescents, between gender, and
among types of suicidal behavior, groups were found to be more homogeneous than

.

different. The greatest homogeneity was shown within the group of gender analysis.
Analysis of variance indicated no moderating variables between males, females or the
group of combined males and females. This is in accordance with Kandel et a1 (1991)
who found that there was greater similarity than differences between gender. The group
that showed the greatest heterogeneity was completers which had several moderating
variabIes within types of suicidal behavior and in subgroups. The present results
confirm that merely studying risk factors does not allow for the specificity needed in
defining the differences between suicidal and nonsuicidal adolescents.
Interpretation of Moderating Variables - Age and Gender

In the majority of primary studies, descriptively and in the present meta-analysis, age
was not a risk factor. This is in accordance with several primary studies where age did
not separate ideaters and attempters (deMan and Leduc, 1994). However, in accordance
with Borst and Noam (1989) age was found to be associated with a specific subgroup or
type of suicidal behavior. In the analysis of variance, age was found to be a moderating

variable for completion within subgroups and types of suicidal behavior. This is also
consistent with G-roholt et al, (1998) and Gould (1996) who found that the risk of suicidal
behavior increased with age for suicidal completion.
Similarly, gender did not clearly differentiate between suicidal and nonsuicidal
adolescents which is in accordance with other research findings (Brent et al., 1993).
Most of the primary studies have found that there is no difference in gender for ideations,
but that females have the highest rate of suicide attempts, and mdes have the highest rate
of suicide completion. Analysis of variance confirmed gender was a moderating variable
in completions in both subgroups and types of behavior. This is in accordance with

prevalence rates that find males have a higher rate of suicidal behavior and studies such

as Brent et al. (1993) and Groholt et a1 (1998) who found that suicide victims are
predominantly males. The difference in attempts between genders which has been noted

in the past to be the highest for females (Lewinsohn et a1.1993), was not confirmed in the
present study. This suggests that suicidal attempts like suicidal ideation, may not be as
gender specific as previously found. Other researchers (Andrews & Lewinsohn, 1992;
Pelkonen et al., 1997) have provided similar results showing no relation between number
- of attempts (multiple versus single), gender or the interaction of age and gender.

Interpretation of Other Moderating Variables
Several other variables, besides age and gender, were found to be moderating variables
for group of completions within both subgroups and types of suicidal behavior. For types
of suicidal behavior, problems separated the completers fiom ideaters, attempters and
combined group. History of significant others distinguished completers fiom attempters
and ideaters, and family structure distinguished the completers fiom ideaters. Within the
subgroups these were: history of significant others separated the completers Gcom all the
other subgroups, family structure and problems separated the completers fiom the
cornrnunity/school group.
~nalysisof variance indicated that 'problems' was moderated by suicidal type:
completers differed fiom the ideaters, attempters and the combined group of ideaters and
attempters. Problems was also moderated by completers and the community/school
group of adolescents, but not the other groups. This is in accordance with research
wherein problems is a factor associated with victims of suicide (&fartunenet al., 1991)
and that acting out behavior has been reported by most children before suicide (Shaffer,

.

1974). This finding also confirms the importance of describing and summarizing the
primary studies, for this meta-analysis was not only able to determine that the risk factor

of 'problems', many of which are symptoms of conduct disorder, was significant across
types of behaviors, gender and within all subgroups, but that it plays a major role in

completers compared to ideaters, attempters and a community group. Like with
Martunnen et al.'s (1994) study, the present study suggests that antisocial behavior is an
important contributing factor in adolescent suicidal behavior and that antisocial
-

behavior, even of short duration and not severe enough to meet the criteria for actual
conduct disorder, may be a predisposing factor. Since problems were risk factors in all
subgroups, the moderating effect of problems within completions and community/school
group may be a result of the intensity, persistence, seriousness or severity of problems,
number of problems and/or perceptions of problems (Rotheram-Borus, 1993).
The importance of problems as a risk factor in suicide victims has other important
implications for this study. Adolescents with conduct disorder have been noted to have

high suicidal and violent behavior scores that are driven by fiustration, anger and
impulsivity rather than depression (Apter et al., 1995). This meta-analysis izldicates that

all studied affect, including depression, hopelessness, anxiety and anger including
impulsivity are risk factors of all subtypes and subgroups. Anger and impulsivity have

not been studied very often in combination with other affect over the past decade, but
depression was found to be researched in twice as many studies as hopelessness, and
anxiety, anger and impulsivity combined. Yet, research indicates that when other
affective risk factors are considered, depression appears to be only one significant affect
of suicidal behaviors. When anxiety, anger and impulsivity, albeit combined, were taken

into account, 98 % of these studies compared to 90% of the studies on depression found
that these affects Merentiated between suicidal and nonsuicidal adolescent, This is in
accordance with Myers et d.(199 1) who found that conduct problems as evidenced by
impulsivity, aggression and repression were the most powerful predictors of suicidality in
suicidal adolescent inpatients with and without major depressive disorders. Further
research needs to determine if different combinations of affect may be more important
than others in relation to suicidal behavior (Stein et al., 1998); both affective disorders

and conduct disorders are significant (Groholt st d.,1998); or if in accordance with
S h e e r (1974) and Abrens and Lindren (1996), there are two types of suicidal
individuals: one which is characterized by aggressive and violent outbursts and the other
characterized by depression and withdrawal.
There are further implications of the above findings. Not only is there a need to
consider a range of affect, but it is important that the constructs of risk factors are clearly
defined and separated. Depression has been characterized in two ways, as a dejected
response to an interpersonal loss and as a form of dejection. Perhaps some who are
rejected become depressed while others become angry. This may also indicate that anger
may have been disguised or misrepresented by researchers as depression. Lack of clarity

in constructs may not only be confounding other risk factors but also be misleading in
finding the etiology or etiologies of suicidal behaviors. Furthermore, depressive
symptoms are often noted as signs of depression, but seldom are behavioral symptoms
classified as signs of conduct disorder.
Hopelessness and depression were found to be moderated by ideation and attempts. In
accordance with Pinto et al. (1996) attempters and ideaters may have different

psychological profiles which underscores the need to make this distinction in studies of
suicidal adolescents. By summarizing a large data base of the risk factors of
hopelessness and depression, this study indicated both hopelessness and depression to be
moderated by ideations and attempts. It also indicated that both hopelessness and
depression were noted risk factors for all types and subgroups. However, the clarity of
this relationships is problematic, in that in primary studies the measuring of these risk
factors often seem to overlap. Although hopelessness has been found to be a risk factor

of suicidal behavior in the absence of depression, descriptive analysis indicates that
hopelessness is not researched very often in comparison to depression.
This meta-analysis and descriptive analysis also indicates that intrapersonal risk
factors, although they are not very often studied in primary studies, are important risk
factors of suicidal behaviors. Co-jointly, both reasons for living and a sense of alienation
were significant to suicidal behaviors in 98% of the studies that assessed them. In
accordance with several researchers, alienation often referred to as loneliness andlor lack
of a£Eiliation, (Harlow et al. 1986; Rich et al. 1992; Conrad, 199I), the importance of
life maintaining beliefs and reasons for living (Cole, 1989, Pinto et al., 1998) were
found to be risk factors in all types, all subgroups and both genders. However, the fact
that hopelessness is sometimes defined as a state of mind characterized by both mental
pain and giving up on life, total apathy towards oneself and one's surroundings
(Shneidman, 1985), indicates the need for firher clarity of constructs and measurements
to avoid overlapping of meaning of these intrapsychic factors.
Two interpersonal factors, history of significant others and family structure were
found to be moderated by completions. Within types of suicidal behavior, completions

differed in history of caregivers or signikant others fiom both ideation and attempts, and

in subgroups from the community/school group and the inpatient group. Within
subgroups, family structure differed fiom type of ideation and the subgroup of
c o ~ u n i t y / s c h o ogroup.
l
The difference in subgroups between problems and family
structure was indicated in the difference betmeen community group and completion
group. Several researchers have noted that a nondepressive impulsive suicide seems to
have a different phenomenology fiom a depressive suicide (Apter et al., 1995; Kienhorst
et al., 1992). Both family structure and the history of significant others is in accordance

with past research. Suicide victims were more likely to come fkom non intact family
settings (Gould et al., 1996) and community/school group were more likely than patients
to come fiom intact two parent families (Wilson et al., 1995). Family backgrounds are
likely to be problematic in suicide victims and they are likely to live in a family
environment where there is violence, alcohol and drugs, legal involvement, physical or
mental problems or financial problems (Brent et al., 1993). Mental health was also noted

as a moderating variable between inpatients and community/school group which is
probably a result of community/school groups not being assessed on psychiatric
diagnostic categories which is what the construct mainly measured and not having the
same degree of mental difficulties as inpatients.
Since these factors are risk factors for all groups and all types, the results indicate that
it may be the type or history of background, the severity of the situations, the intensity of
the difficulties of the parents, and/or the significance of the problems to the victim that
creates the difference.

Other Im~licationsof the Meta-Analysis
This meta-analysis not only indicates the complexity of suicidal behavior since all
variables were noted to be risk factors, but there were several moderated variables within
completion that suggests that completions, like all other subgroups, may be composed of
a separate subset of combination of risk factors. Even within completions there may be
several pathways. For example, Brent et al. (1993) found that adolescents with no
apparent psychopathology were rnore likely to have lived with both biological parents

than those with a disorder. Several researchers have also noted that a nondepressive
impulsive suicide seems to have a different phenomenology from a depressive suicide
(Apter et al., 1995; Kienhorst et al., 1992). These results indicate that risk factors need to
be researched within a multivariate model such as path analysis to determine the
predictive contributions of variables simultaneously (Violato et al., 1993). h o t h e r
approach by Strang and Orlafsky (1990) explored both an additive and an interactive
manner to determine the specificity of risk factors. Accepting the results of the majority
rather than M e r exploring the negative outcomes and/or assessing why some risk
factors can be found in both suicidal and nonsuicidal adolescents, may confound or
discount the specificity of these risk factors to suicidal behaviors.
The results of this meta-analysis clearly demonstrate that merely researching risk
factors neglects the specificity of the risk factors to suicidal behaviors. It is not known
whether or not these factors are significant to suicidal behaviors specifically or if they are
relevant to other disorders or factors. As indicated by DeWilde et d.(1993) many risk
factors may be attributable to suicidal behaviors and nonsuicidal adolescents with
affective disorder. These researchers found that both suicidal adolescents and depressed

nonsuicidal adolescents experienced their lives as being externally controlled, had low
self-esteem, and experienced a higher state and trait anxiety when compared to a
schooVcomrnunity group. Other primary studies have noted that it is not necessarily the
risk factor itself, but its intensity or degree. With psychiatric disorders, for example,
little or no differences are found between attempters and nonattempters (Borst & Noam,
1989) but significantly elevated rates of psychopathology have separated the suicidal and
nonsuicidal adolescent (Gould et al., 1998). In regards to modeling it was suggested that
the degree of imitation was dependent on the identification with the suicidal person or the
person may be more vulnerable to the effects of exposure to suicidal behavior (Conrad,
1992). Rotheram-Borus (1993) found that family background of adolescent attempters
experienced more problems than nonattempters. In addition, it is often the perceived
unavailability of support and inability to cope rather than the inherent stressors
themselves. Studies have indicated that it is not the stress itself but the affect that derives
fkom poor problem solving, cognitive rigidity, worries, fears, or obsessive thinking
(Kandel et al., 199 1).
Theoretical Implications
The results of this meta-analysis indicates the importance of combining various
theoretical perspectives in order to gain a more comprehensive understanding of
adolescent suicidal behavior. This meta-analysis indicated that various affect,
depression, hopelessness, anxiety, anger and impulsivity are risk factors of suicidal
behaviors, which is in accordance with the different aEects proposed by different
theorists. For example, Freud (1917/1974) had stated that the affective factors of anger
and repression were risk factors of suicidal behavior and while Baumeister (1990)

included anger, he also included depression and anxiety. In accordance with several
theorist, this meta-analysis indicates that anxiety (Bowlby, 1977), anger (Freud,
191711974), depression (Baumeister, 1990), and impulsivity are significant risk factors

of suicidal behaviors.
Different theorists also propose different etiology of these affects, which have also
been found to be risk factor in this meta-analysis. The present results indicate that self
esteem, family relationships, school and behavior problems, family structure, family
relations, mental health and locus of control are all risk factors of suicidal behaviors.
Several theorists have proposed that negative affect derives fiom these risk factors.
Negative s e c t according to Baumeister (1990), derives fiom an individual having high
self awareness composed of negative attributions of self. Suicidal behavior is a way of
escaping this negative affect. Bowlby (1969,1973) on the other hand, considered
anxiety as an intrapsychic response to exclusion or threat of exclusion fiom important

social group or the loss of previous bonds with others. Freud (19 1711974) perceived
unconscious hostility or anger, which resulted fiom a loss of interpersonal relationships
or ideals, as directed inward against the self. Freud (19 1711974) appears to have
emphasized an active role of the environment (ie. aggression and rejection, with blame

externally). Baumeister (1990) appears to have emphasized a more passive self as the
causative force.

In fhrther explorations of the etiology of the negative affects, several theorists focus
on family structure and family relationships, inherent in which are history of self and the
history of significant others. Bowlby ( 1980) believed that it is important that one's
developmental emotional needs are met. This occurs through secure attachment within

the family unit. Like Baumeister (1990), Bowlby (1973) believed that a negative,
unworthy sense of self develops if these needs are not met. Baumeister (1990) believed
that this unworthy sense of self derives fiom aversive self awareness which may develop

from an insecure attachment @owlby, 1973). Suicide among adolescents occurred in all
insecure patterns but not in the mature reciprocal parental pattern emphasized by many
who focus on the importance of family relationships when differentiating between
suicidal and nonsuicidal adolescents. Erikson (1970) stressed the crisis of intimacy that
results from not accomplishing intimate relations especially during adolescence when the
developmental needs of individuation are so important. Without healthy individuation
pathological outcomes may era:ue. Family systems theorists believe that risk factors are
mediated by family conflict, and patterns of relations. Durkheirns' theory also
emphasizes the attachment of individuals but includes other aspects of the environment
such as work, school, and the community. Brofenbrenner's theory focuses on the
interaction of aspects of the environment and how one affects the other, often beginning
with the family unit.
The effect of modeling, another risk factor, has been explained by several theorists.
Durkheim remarked that imitation may be encouraged by knowing others who have
engaged in suicidal behaviors. Krd discussed how the idea of suicidal behavior comes
about, and that some individuals are more vulnerable to the messages that emanate £tom
mass media, family, and television. Developmental theorists underscore the role of
identity formation suggestibility for this age group (Gould et aI. 1989).
Several theorists have different perceptions on the role of cognitive aspects of stress
which is another risk factor indicated in this study. It may not be the stress per se,

however, but the number of stressors and/or interpretation or perception of stress that
differentiates the suicidal fiom the nonsuicidd adolescent- Zilborg (1936) believed that
it is not just the stress of loss but the means by which a person handles the loss and that

suicidal individds have a weakness in their capacity to handle loss. Piaget (1980)
believed that it the nature of the developmental process that is important. AIthough
adolescents may be at an abstract level of thinking, in crisis they may revert to concrete
processes. Freud felt that what the person is conscious of is only a h g m e n t of the
suicidal impulses. Thus there may be more stress or underlying issues that the adolescent
is not conscious of and therefore not able to verbalize. Finally, Baumeister proposed that
a suicidal individual may reject and avoid meanin@ thought referred to as cognitive
deconstruction.
Within many theoretical perspectives is the concept of 'alienation', another
demonstrated risk factor in the present meta-analysis. Durkheim (195 1) discussed the
need for connectedness to social groups, which include family, school, work and
community for heaIthy development. It is this sense of belonging to social groups that
gives purpose and meaning to life, whereas lack of co~ectednessmay precipitate
suicidal behavior. SimiIarly, Bowlby (1980) identified the alienation and loneliness that
can result from insecure attachment.
Several theorists have emphasized some of the specificity within the risk factors. For
example, Shneidman (1 97 1, 1985) believed that perturbation, (the degree of upset,
despair, agony, anger and hopelessness) and lethality, the developing of an idea into a
plan, are key determinants of suicidal behavior.

According to Shneidman (1971,1985)

suicidal behavior is an escape plan which may happen before, during or after a state of

perturbation. Bowlby (1980) makes reference to a person's ego being weakened by a toll
of traumas and that greater lethality in methods of contemplated suicide is possibly
correlated with preoccupied tendencies (Lessard & Moretti, 1998).

An amalgamation of different theoretical perspectives and empirical evidence of
associated factors of suicidal thoughts and behaviors can only lead to a greater
understanding of this complex phenomenon. Using an eclectic approach may lead to
greater understanding of why there appears to be a trend toward similarity in prevalence
rates of attempts for males and females, why the completion rate for males is higher than
females, and why the prevalence rate for high risk and inpatients or outpatient adolescent

is higher than for c o ~ u n i t y / s c h o osamples.
l
Such integration may assist in identifying
which factors under what circumstances increase the likelihood adolescents will harm
themselves, or in other words, the multiple pathway or pathways to suicidal behaviors

and the underlying etiology or etiologies.
Delimitations, Limitations and Strengths of the Meta-Analysis
Delimitations
The present meta-analysis was delimited to data published in the English language
between 1989-1998. While this approach eliminated studies prior to 1989, it was
employed so as to focus on the most recent data available and to produce a manageable
database. This represents a "sa.m?le of convenience" equivalent to primary studies. It is
possible that previous data may have confuted the present findings. To address this
potential problem, the 'Fail Safe N' (Wore, 1986) was conducted.

Fail Safe N
One way to address the above delimitation iis to estimate the number of non-incIuded
studies that would be necessary to include so as to reverse the present findings and
produce an effect size equal to zero (Wolfe, 1986). This can be done using the following
formula (Wolfe, 1986, p.38) where:

ES = effect sizes in the present study per domain
N = number of studies in the meta-analysis
N aos. = number of studies required to n u l w present mean ES at the -05
Level of significance.

N fs.05 = J sum of ES 1 - N
1.645

According to these computations, the following number of non-included studies with
negative or zero ES are required to nullify the present fmdings:
1) the gender domain: females 22, males 10, combined group 255 studies..
2) the type of suicidal behaviors: ideations 150, attempts 111, completions 33,

combined group 150.
3) the subpopoulations of adolescents: inpatient 76, community/school80,
high risk 80, mixed group 5 1 and completions 33.
4) the total aggregate: 255 studies.

It is highly improbable that such negative or zero effect size studies with~utpositive
countervailing studies were not included in the present meta-analysis. Therefore, we can
place confidence in the results of non-zero effects in the present study.

Limitations

Like any meta-analysis, the present one has several Iimitations. Several inadequacies
may have existed within the primary studies which may have had an impact on the
combining of the results in this meta-analysis. There was no attempt to independently
evaluate the methodological rigor of the primary studies beyond weighting the effect
sizes. Moreover, a broad definition of suicidal behavior was adopted . While this
allowed broader inclusion of studies, nuances in specific studies may have been obscured.
Measurement of suicidal behavior within the primary studies varied substantially fiom
one or two questions regarding engagement in suicidal behavior to psychometric
questio~aireswhich measured suicidal constructs, to post-mortem confirmation of
suicide. Moreover, the measurement of risk factors varied substantially in the primary
studies. Therefore, the synthesis of operationalization of variables pose some construct
validity concerns.
Several different effect sizes computations were employed. In some cases effect sizes
were calculated f?om approximations as truncated p levels while in others F ratios were
employed. Estimates may differ by type of effect size transformation. Such difficulties
are endemic to meta-analysis, however, and underscore the limitations of this procedure
(Shadish & Haddock, 1994).
Missing data may also have been a factor. The prevalence of missing data on
moderating variables influences the estimate of their impact. Missing data influence the
potential representativeness of studies in which complete data are available. They also
affect coding certainty and reliability in studies with only partial information.

Within this study several forms of dependency may have had an effect on the
outcome. Dependency occurred because several effect size estimates were computed
fiom measures of identical or partly overlapping groups of students. In this study, the
number of subjects in the control group were repeatedly used to compare the suicidal
group.
Stren*

This meta-analysis provides estimates of effect sizes that are more precise than
individual studies usually permit. Combining multiple studies increase the total sample
size of observations for investigating suicidal behaviors and allows for greater
opportunity to provide estimates of relationships that may be less biased than most
individual studies. It attempts to answer the question of what factors separate suicidal
and nonsuicidd adolescents but the parameter of interest is the population standardized
mean difference (Hedges, 1980). The study utilized three different categories of analysis

which allows for comparisons of effect sizes between gender, among different subgroups
of adolescents and between different types of suicidal behavior, and thereby allows for
greater generalizability.
Meta-analysis is also able to indicate a pattern across studies that is not apparent
when studies are examined individually or serially and provides a context for more
complex system of interrelationships. An important pattern indicated in the present
study is that the risk factors had significant, non-zero effect sizes in all subgroups, types
and gender.

Summary and Conclusion
The results of the present rneta-analysis support the proposition that adolescent
suicidal behavior is a complex, multidimensional, and multideterministic phenomenon.
The results confirm that there are numerous risk factors associated w i suicidal
~
behavior
across types of suicidal behavior, subgroups of adolescents and gender. The dLfficulty of
determining specific associations of risk factors was also evident in the study. Despite the
evidence for numerous risk factors, there does not appear to be a single predominant risk
factor of suicidal behavior, but many factors differentiate suicidal fiom nonsuicidal
adolescents. Thus the underlying etiology or etiologies of suicidal behavior has yet to be
clarified.
This meta-analysis was a comprehensive review and analysis of the current research

findings based on a large enough sample of studies (1989-1998) to provide a statistically
significant analysis. The present study, which was an aggregate of research hdings, was
a comprehensive way of determining what research has occurred in the past and the
multitude of risk factors actually found to be associated with adolescent suicidal
behaviors. In addition, the studies represented a range of conditions under which
empirical relations were obtained including different subject populations, different types
of suicidal behavior and differences between genders.
This research was clearly deemed necessary by the number of articles published on
adolescent suicidal behavior and the fact that suicidal behavior continues at the same or
greater rate as in the past. Although past research has studied the risk factors of suicidal
behaviors within different groups, among different types of suicidal behaviors and gender

differences, it appears that many studies have focused on only a few risk factors and
repeatedly studied a few at the exclusion of others. In addition, research has shown that
several risk factors considered primary risk factors such as depression, can occur in both
suicidal and nonsuicidd adolescents.
The results of this present study indicate that it is no longer fiuid5.dto research suicidal
risk factors in isoIation or only a few risk factors at a time. Fuaher research should focus
on the interconnectedness of risk factors and the specificity of these risk factors. An
integrated path model can detail the relationships among and between several variables
simultaneously. Studies such as Strang and Orlofsky (1990) who proposed and tested
two alternative models, an additive and interactive, may provide a promising framework.
This would assist in determining if the factors are additive with the effect of each factor
being cumulative. In addition a path analysis allows the examination of the predictive
contribution of multiple variables simultaneously (Violato et al., 1993).
Several risk factors such as depression and hopelessness occur in both suicidal and
nonsuicidal adolescents indicates that these risk factors may not be unique to suicidal
behavior; there may be a suicidality syndrome which is independent of these risk factors.

The equivocal nature of research findings may also be due to several factors: studies may
obscure differences and/or exclude differences that may be attributable to other disorders
and not necessarily suicidal behavior. There may also be underlying factors that need to
be considered and/or latent variables that need to be more carefully constructed,
measured and consistently utilized. The complexity of suicidal behavior poses an
extremely difficult research problem because the motive is a subjective, individual
process and suicide can be unconsciously motivated by sub-intentional death such as

accident proness. However, using path analysis or other multivariate analysis may assist

in determining if there is a suicidal syndrome(s) as proposed by Abrens and Linden
(1996) and determine whether normdepressive impulsive suicide, for example, has a

different phenomenology from that of depressive suicide.
The implications of the present study suggest that there is a lesser need to W e r
determine the already known risk factors but to differentiate the specificity of the
multiple of risk factors that have been found to be associated with adolescents suicidal
behaviors. There is a need for causal models which attempt to explain the
interconnections of many risk factors and to explore additive or interactive models, in
order to determine the underlying etiology of adolescent suicidal behavior andlor the
different pathways to suicidality. There is also need for consistency in terminology and
for clearly defining the constructs and measurements. Fuaher research is also needed to
consider the effects of perhaps other unknown risk factors and the effects of genetics and
medication on adolescents suicidal behaviors. Meanwhile, the present study has
confirmed the non-zero effects of numerous risk factors for adolescent suicide.
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APPENDIX 8
Operational Definition of Variables Studied

Variables

Codinflefinitionss

Countq of Study

Canada
United States
Australiamew Zealand
Asia
EuropeNnited Kingdom

Caucasian or representative of
Country/area
Minority
Gender

Male studies
Female studies
Male and female combined studies

Type of suicidal behavior:

Ideation
Attempt
Completion
Combined ideation and attempts

Subgroups

Inpatient/outpatient group
Community/school group
High risk group
Completions

Age

Yes, age is a factor

Gender

Risk for females

No, age is not a factor

Risk for males
Yes, a risk
No, not a risk
Repetition

Yes, increases with ideations and/or
attempts
No, does not increase with ideations
or attempts

Variables
Depression

Yes, depression or depressive symptoms
No, not significant for suicidal group
Present in both groups

Hopelessness

Yes, hopelessness
No, not significant
Present in both groups

Other emotional factors

Anxiety, anger, hostility
impulsivity
Not significant
Present in both groups

Substance Abuse

Alcohol and/or stated as substance abuse
Yes, a factor
No, not a factor
In both groups

Drugs

An)r

d-wz

Yes, a risk factor .
No, not a risk factor
In both groups
Self Esteem

(lack of confidence/ belief in selfflow
Self evaluation )
Yes, a risk factor
No, not a risk factor
Low sense of self in both groups

Family structure

Yes, biological family is apart
No, family is together
Family is apart in both groups

Family Relations/Support

Parents andor significant others
Parents and/or peers/schoollwork.
Socially withdrawn, antisocial,
no social desirability
No, not a risk factor

Locus of Control

Yes, a risk factor
No, not a risk factor

Variables
Perceived Sense of Control

Internal, blames self
External, blames others
Both internal and external.
No difference between groups
Perceived lack of control but not
specified

Physical health problems

Yes, a risk factor
No, not a risk factor

Mental health factors

Yes, a risk factor
No, not a risk factor

Type of mental health factors

Indudes diagnosis of low/ overall
Psychological well being
Includes psychiatric diagnosis

History of Abuse of Subject

Yes, includes all types, physical,
mental, emotional, sexual
No, no abuse occured
Occurred in both groups

History of Significant Other

Yes, includes, all types
Substance abuse, violence, legal.
No, not a risk factor
Occurred in both groups

Modeling

Yes, knew someone who was
suicidal
No, did not know anyone
Both groups knew someone

Stress factors

(Adjusting or coping difficulties)
Yes, experienced stress
No, did not experience stress
Stress in both groups

Type of stress

Greater number of events or
perceived as greater or more
intensekevere
Worries, fears, obsessive thinking
Poor problem solving skills/ using
avoidance, denial, and/or
cognitive rigidity.

Variables
Problems

Yes, problems are a risk factor
No, problems are not a risk factor
Problems in both groups

Type of problem encountered

Conduct disorder, discipline, legal,
delinquency, risk taking.
School, employment, adjustment
Both conduct and school problems

Intrapsycbic Factors

Reasons for living/fbture not good
Alienation and /or loneliness
More painful to live than die
Two or more of the above

