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ABSTRACT
The rates of adolescefit suicide in Alberta have dramatically
increased since 1951 (Hellon and Solomon., 19801, and it is
éstimated that the rates of adolescent parasuicide have at
least parallelled this increase (Weissman, 1974). While
significant differences between these th phenomenon have
been identified (Petzel and Cline, 1978). such differences
have remained unexplained. The present investigation began
as an exploratory endeavor to identify and describe the
differences between adolescent suicide and parasuicide. To
achieve this end, the statistics. conventional approaches
and the relevant literature investigating adolescent sQicide
and parasuicide were considered.

’The author first reviewed the relevant statistics which
descr}bed the differences in trends between these two
Wehaviors. Adolescent suicide was observed to be primarily a
male phenomenon and extremely lethal methods wére
characteristically used in conjunction with the suicidal
act. In comparison, adolescent paras%icide was observed to
be primarily a female phenomenon and less lethal means were
characteristically utilized.

The principa® psychological and soiioloéical theories
of suicide were summarized and evaluated. However, it was -
concluded that neither of these approa;hes. in their sole
application, account for or differentiate between adolescent

suicide and parasuicide.
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Upon ~eviewing the literature investigating the
psychosocial precipitants to adolescent suicide and
parasuicide. the principal factors which have been reported
to facilitate such béhaviors were identified. It was also
observed that in addition to sex, the intentions and the
adolescent’'s perceptions of the situation differentiated
parasuicidal from suicidal youths.

These factors were organized into a preliminary
formulation of the suicidal and parasuicidal processes. A
theoretical model was constructed to illustrate the proposed
processes and to describe the subsequent differences between

suicidal and parasuicidal adolescents.
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I. INTRODUCTION

Aﬂprimary objective ot the devélopment of any culture is to
enhance the quality of 4afe for 1ts future generations. The
offspring of the present generation are valued to the extent
that their education, health and psychological well-being
have become the responsibility of the total society.
Implicit in this investment is the hope that such youths
will become productive members of socie(y and build upon the
accomplishments of their parents’ generation. Thas. the
death of a youth in our culture 1s viewed as a sogial
misfortune. When the death ié the result of an u&hecessary
event, i{ is viewed as a social tragedy. However, when a
youth iot;ntfonally takes his own life, it is difficult for
society to focas upon the event, as it may determine that
the gocial community has neglected a primary responsi?jligy.
Thus. the prqplem of adolescent suicide has rece{ved<}ittle\\
recognition. Until recently, adults--including parent}.
teachers anqvprofessionaIS"have considered the suié?dal
adolescent tsgbe looking for attention or to be mentally
ill. However, the increasing rate of suicide has
necessitated that professionals begin to examine this trend
as a signi@ﬂ:ant problem in our present society (Hellon and
Solomon, 1980). ‘

In Alberta.oadéléscent self-destructive behavior is
rapidly becoming §,major health problem (Solomon and Bo]gt,
1976 ). Adolescent sQicide is currently the second leading

cayse of dedth for thiws age group. exceeded only by
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accidents (Office of the Chief Medical txaminer, 1983) . As
reported by Charles Hellon and Mark Solomon (19801, the rate
of suicide for youths has consistently increased since 1951
at a greater pace than for any other age group (Hellon and
Solomon. 1980'. In addition to age. there exists a proﬁinent
sex difference within this increase in suicide rates in
Alberta. For male youths, the increase has been
significantly greate} than for females (Hellon.and Soloman.,
1980) . This trend has widened the previously signhificant gap
between the male and female suicide rates for young adultls.

For the purpose of this thesis. the term parasuvicide
has been incorporated to describe non-lethal
self-destructive bepavior, when the specific intention of
such behavior has not been identified. This functional
deviation in terminology is subseqguently discussed within
the section of this chapter dealing with defiqitions of
terms.

Although the occurrence of parasuicide is not recorded
in Alberta, statistics® from other geographical areas suggest
dramatic increases in the .rates of adolescent parasuicide.
In the United States, it is estimated that the rates of
parasuicide across all ages increases by aQProximately 160
percent per year (Weissman, 1974). In addition, it has been
suggested that the rates of parasuicide for fema%es and
youths are significantly greater than for the total
population (dJarvis et al, 1976). For adolescents, a radical

sex difference has consistently been observed within the
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rates of parasuicide. tor this age group. 1t has been
estimated that ninety percent of the parasuirwdél
individuals are temale (Balsen and Masterson. 1959 Hawton
et al. 19821 \

In view of the fact that the majority of adolescents
who ccmpletersuicide are male. this radical sex difference
in the occurrence of adolescent paraéulc1de is of major
interest. Such findings suggest that significant sex related
differences may exist between the precipitating factors and
psychological processes associated with these two pbhenomena.
The identification of such differences is of extreme
impor tance in the development of effective intervention.
prevention and postvention strategies in the treatment of
adolescent suicide and parasuicide. However, although such
sex and age differences have previously been identified,
they remain unexplained.

’ The purpose of this thesis is to describe the sex and
age related differences in the occurrénce of suicide and
parasuicide for adoliescents 1n Alberta. The author first
describes and discusses the state of adolescent suicide and
parasuicide in Alberta. Secondly’, the literature and the
relationship of the literature to common psychological and
sociological theories is reviewed with reference to
adolescent suicide and parasuicide. Finally, the author
proposes a theoretical model which illustrates the
differences between the precipitating factors and

psychological processes associated with adolescent suicide
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and para;uicide. To achieve this end, this thesis has been
organized into five additional chapters.

The first chapter consists of a review of the
statistics and statistical trends of adolescent suicide and
parasuicide. The purpose of this presentation is to describe
and isolate the problem under investigation. Thus. the
differences between adolescent suicide and adull suicide
have been considered .in addition to the differences between
adolescent suicide and parasuicide.

The second chapter consists of a review of the major
psychological theories of suicide. This chapter has been
divided into five sections. Within the first four sections,
the author reviews the psychological theories of suicide
proposed by Freud. Adler. Sullivan and Erikson,
respectively. Thesé four dynamic personality theorists were
selected by the author as such theories are the principal
foundations of the present approaches utilized in the
treatment and the investigation of the psychological
processes associated with suicide and parasuicide. This
chapter conc ludes with an evaluation of the psychological
approaches to the occurrence of adolescent suicide and
parasuicide. i

The third chapter consists of a review of the
sociological perspective of suicide in relation to
adolescent suicide and parasuicide . The author has selected
the theory proposed by Durkheim to represent the

sociological approach. This chapter concludes with an



evaluation and discussion of Durkheim's theory in relation
to adolescent suicide and parasuicide}

The fourth chapter consists of a review of the relevant
literature examining the psycho-social factors which have
been associated with adolescent suicide and parasuicide. The
focus of this chapter ig to evaluate and isolate the factors
which may differentiate\\hese two phenomena in Alberta.

The final chapter has been divided into three sections.
The first section focuses upon the development of a
theoretical model which illustrates the differences observed
between the psycho-social processes involved with adolescent
suicide and parasuicide. The second section of this chapter
is a discussion of the therapeutic implications of the
'proposed model. This chapter concludes with a summary of
suggestions for further research in the investigation of
adolescent suicide and parasuicide.

&
.
L]

A. Defining The Terms

Suicide

In the study of suicide, a clear definition of terms 1is
essential. However. researchers have encountered problems in
their efforts to develop:- such a definition. The main issue
which has raised controversy amongst investigators is the
issue of intent. Durkheim (1952) proposed the following
definition for suicide:

A11 cases of death resulting directly or indirectly



from a positive or negative act of the victim
himself which he knows will produce this result. (p.
44} .

This definition of suicide has been criticized because
of its general ambiguity and unclear reference to the issge
of intent {Gibbs, 1968). As pointed out by Gibbs, Durkheim
does not establish to what level of consciousness the term
knows refers. However, suicides in Alberta are recorded as
such. only after the establishment of a clear and conscious
intent, through the mode used in the performance of the act
or through a "psychological aulopsy” (Office of the Chief
Medical Examiner, 1983). Thus, for the purpose of this
thesis, the definition proposed by Erwin Stengel (1954) will
be incorporated: A

Suicide means the fatal act of seif injury
under taken with conscious seif déstructive intent,

however vague and ambiguous, (p. 12).

Parasuicide

In the literature investigating suicidal behavior, many
terms have been associated with self-inflicted injury. These
terms include: self mutilation, self harm, suicide gestures,
attempted suicide and parasuicide. T

In view of the definition of suicide, the term
attempted suicide implies the intent of self destruction.
However, as will be illustrated, a significant proportion of

adolescents who inflict self harm have no such intention. In



opposition to attempted suicide. the terms self mutilation,
self injury and suicidal gestures imply the intent to harm
oneself, but not .Tweintention of self destruction. However,
as will be illustrated, a gignificant proportion of
adolescents who inflict self injury may have this intention.
In view of this confusion of terminology, the author
proposes the following functional definitions of the terms
attempted suicide, self injury and parasuicide.

Altempted Suicide means the non-fatal act of self injury

with conscious self destructive intent, however vague and
ambiguous (Stengel, 1964).

Self Injury (self mutilation, suicidal gestures!) means the

non-fatal act of self injury with the conscious intent of
self harm.

Parasuicide means the non-fatal act of self injury with
conscious intent, when the specific intent of the act has

not been established.

B. Problems In The Literature

The theoretical perspective of this thesis has been
developed from the existent body of literature investigating
adolescent suicide and parasuicide. Before considering such
literature, it is necessary to consider the methodological
problems inherent within this investigation. The following
discussion is a summary of the principal methodological

problems in the study of adolescent suicide and parasuicide.



As earlier stated. the investigation of adolescent
suicide and parasuicide is a relatively new area of
research. As suicide i1s regarded as a taboo topic by
sociely, researchers have had to confront major problems in
their investigatibnsi .

As illustrated. the definitions of suicide, attempted
suicide, self harm and parasuicide are unclear and extremely
confounded. Despite this observation, authors tend to use
these terms interchangeably without defining what precisely
1s the population under study (examples include: Murphy et
al, 1982:. Preffer, 1981; Simpson and Porter. 1981; Wenz,

1979a, 19738b).

Sampling is a co;sistent problem in the investigation
of adolescent parasuicide. Researchers have had to utilize
samples of hospitalized adolescents or adolescehts_who have
been institutionalized for a variety of idiosyncratic
problems. However, such samples may not be representative of
all parasuidal adolescents. In the study of
institutionalized adolescents, the results may be further
confounded by the lack of a clear differentiation between
suicidal tendencies and other psychological disturbances.
Thus, the generalizability of the results from such samples
may be extremely questionable.

In the study of adolescent suicide, such samples are
‘also utilized without the establishment of a clear suicidal

intent. However, due to the differences identifiable between

suicidal and parasuicidal youths, the results of such



investigations may not be generalizable to either
population. When one excludes the studies with such
methodological problems from the literature, what remains is
extremely limited.

In the investigation of completed suicides. the stigma
attached to the topic has made the acquisition of records
such as case histories extremely difficult. In addition,
interviews with parents after the death of their child is
considered an insensitive undertaking while, within a later
interview. the information obtained may be distorted or
incorrect. Thus, the literature investigating completed
suicides is also plagued with serious limitations.

Obtaining samples for comparison purposes has been an
even greater obstacle for researchers. Jacobs (1971) reports
that due to the taboo associated with studying adoliescent
suicide, he had to wait nearly one year to obtain a
comparatlive norm sample. Because of this problem, most
studies are void of comparative norm samples and estimates
of population parameters are sometimes but rarely used. Thus
the reliability and validity of the results of such studies
are extremely questionable. Keeping such limitations of the
literature in mind, the statistics and statistical trends of
adolescent suicide and parasuicide are subsequently

reviewed.



I1. STATISTICS AND STATISTICAL TRENDS OF ADOLESCENT SUICIDE
AND PARASUICIDE IN ALBERTA

In order to identify the different trends between suicidal
and’ parasuicidal behavior, the author has chosen to describe
the statistical trends of these two phenomenon separately.
First, the statistics of adolescent suicide in Alberta are
reviewed, followed by the statistical trends of édolescent
.parasuicide. This chapter concluded with a discussion of the

i

differences between adolescent suicide arild parasuicide.

Adolescent Suicide In Alberta

To accurately estimate the rates and trends of
adolescent suicide in Alberta, valid and reliable
information must be available. However,K according to Menno
Boldt in The Report of the Task Force on Suicide (1976):

The data being Qollect.g relative to suicide is not
useful: it is not valid, not reliable, nor generally
pertinent to the concerns of suicide prevention,»
intervention and postvention, (p. 29).

According to Boldt, these major difficulties stem from
the following factors. Firstly, the information contained 1in
the official files are primarily police and medical records.
These records’are characteristically incomplete,
inconsistent and lack uniformity. Thus, there are few
variables for which comparable data are available.

A second consideration is the under-reporting of

suicide. This is primarily due to the religious taboos and

10
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the lack of consiétenoﬁ'in the investigative procedures and
criteria used for certification. Due to the stigma attached h
to suicide by religious circlies and society in general,

there are pressures on police, physicians and the victim
himself, to conceal the true cause of death. In the case of
adolescent suicide, the pressure is even greater in an

effort to protect the name and spare the bereaved family
members. Thus, in such cases, a death may only be attributed
to suicide in the face of unequivocal evidence.

Certifying officials differ in the criterion they use
in attributing a death to suicide: -"Some go as far as
demanding a suicide note while others will be satisfied with
reasonable circumstantial evidence” (Boldt, 13976, p. 32). In
addition, when the cause of death cannot be easily
determined, the case rarely receives a thorough
investigation (Boldt, 1976).

Since the publication of The Task Force Report, Alberta
has employed Medical Examiners to replace the coroners
system in an effort to improve the quality of the data
collected (Office of the Chief Medical Examiner, 1983).
However, the validity and reliability of the presently
collected data has not yet been evaluated. In light of these
problems, Solomon and Boldt (1976) suggest that
approximately one-half of all suicides are reported as such.

-

Adolescent Suicidé Rates And Trends

In 1980, Alberta had a higher suicide rate than any

other province in Canada. In 1982, the suicide rate of



Alberta placed third in Canada, behind the provinces of
Saskatchewan and Quebec (0Office of the Medical Examiner,
1983) . Charles Hellon and Mark Solomon (1980), in their
study of the suicide trends in Alberta, spanning the period
of 1951 through 1977, have described the increase in the
suicide rates. Their results illustrated that, although the
suicide rates for the older age groups fluctuated slightly
or declined, the suicide rates for the younger age groups
have steadily increased (Hellon and Solomon, 1980). for
youths in the fifteen to nineteen year age group, the 1976
rate of 20.0 per 100,000 was 12.5 times the rate of
1.6/100,000 in 13951 (Hellon and Solomon, 1380).

When sex differences were examined, the jncrease in the
rate of suicide for males in the fifteen to nineteen year
age group was significantlegreater than that for females
and larger than for any other age group. In 1951, the rate
for males in this age group was 3.4/100,000. By 1976, this
rate had increased by more than nine times to 31.4/100,000.
For females in this age group, the rate increased by a
factor of 5.3, from 1.5/100,000 to 7.9/100,000 (Helion and
Solomon, 1980) .

Unfortunately, Hellon and Solomon (1980) did not
consider the younger age groupings. Thus the comparable data
for the complete adolescent age span are not readily
available. It should also be noted that the rates of suicide
for adolescents, as an age group, have not been consistently

documented in Alberta. Instead, the rates as given by the’

\
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Chief Medical Examiner’'s Offiée are calcultated for ten year
age-spans and are presented in Table ! (Office of the Chief
Medical Examiner, 1983).

The rates for the ten to nineteen year age group are
extremely misleading, aé_few youths younger than fifteen.
years of age commit suicide. for this reason, the author has
faken the initiative of calculating the rates for fhe ten to
fourteen year and fifteen to nineteen year age groups for
both sexes, for the years 1976 to 1981. In calculating these
rates, the official numbers of suicides for these age groups
were obtained from the Office of the Chief Medical Examiner
(1983). The provincial population estimates were obtained
from Statistics Canada (1982). It should be noted that these
are the same population estimates used in the calculation of
the official rates. These calculated rates are presented in
Table 2.

As can be seen in Table 2, the rates for suicides for
youths in the ten to fourteen year age group are
comparatively small, fluctuating from 5.0/100,000 in 1978,
to 1.1/100,000 in 1979. For the fifteen to nineteen year age
group the rates are considerably greater. When sex is
considered, the results are striking. In 1977, the rate for
males in the fifteen to nineteen year age group was
40.9/100,000, while for females the rate was 9.0/100,000.
Throughout fhis year span, the rates for males are

considerably larger than those for females.
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Over the ye@rgaspanﬁing 1976 to 1982 (inclusivel, there
were ?,466 reporfed suicides in the province of Alberta

(Ot fice of the Chief Medical Examiner, 1983). 0f these 32!
or 13% were youths under the age of 20. However . when sex is
considered. it 1s observed that the male youths accounted
“for 16% of the total n%le suicides, whiie female youths
accoup{gd for 10% of thewtota1 number of female suicides in
this prévince (see Table 3),‘

7 As presented in lable. 3, of the 2,145 adult suicides.
76.9% were male while 23.1% were female. However. of the 321
youth suicides, 83.5% were Pale while 16 5% were female.
Such a drastic and consistent sex differenée suggests that
adolescent suicide in Alberta is primarily a male
phenomenon. In addition. this sexedifference is more
pronounced during adolescence than across the older age

¢

groups .

Methods Used 1n Suicide

The statistics for the methods used i suicide were
obtained for the total number of completed suicides in
Alberta for the years spanning 1976 to 1982. In addition,
the statistics for the methods used in adolescent suicide
were obtained separately for this same year span (0Office of
the Chief Medical Examiner, 1983). In order to compare males
with females, and adolescents with adults, the percentages
‘of the different methods used were calculated considering

these two variables (see Table 4). .
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As presented 1n Table 4, firearms was the most

predominant mode used by adolescents (53.9%) followed by

hanging (19.0%). carbon monoxide poisoning (11.2%) and drug
overdose (9.6%). While for adults tirearms was again the

predominant mode used. (36.7%). this method was followed by
carbon monoxide poisoning (21.1%) ., drug overdose {(17.9%) and

hanging (15.0%]

The finding that carbon monoxide poisoning ranked third
tor adolescents (11.2%1, and second for adults (21.1%). is
not surprising due to the increased accessibility of this
method with age. It is surprising, however, to find that
tirearms were used in the majoriltly of adolescent suicides
(53%). This finding raises serious questions around the
accessibility of firearms in this province. As suggested by
Haim (1974), the impulsivity of adolescents may predispose
some youths to dramatic action such as suicide. Thus, the
accessibility of firearms may be a contributing factor to
the high rates of adolescent suicide in this province.

When sex is . considered., differences are observed both
within and between the adolescent and adult age groups. Of
the four most prominent methods used, if the notion is
accepted that firearms and hangings are more immediate,
lethal and viodent means than carbon monoxide poisonings and
drug overdoses, (Jarvis and Boldt, 1880), two interesting
trends emerge. Firstly, as presented in Table 5, males from
both age groups tend to select the more lethal and Qiolent

means (78% for adolescents, and 59% for adults) while
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females comparatively select the more passive and less
immediate means (47.2% for adolescents., 29.9% for adults).
Secondly, adolescent males and females tend to select more
violent means than their adult counterparts. In fact,
firearms and hanging were used by 72.9% of the total number
of adolescents who committed suicide. These results suggest
a Clear’suicidal intent, for the majority of adolescents who

coomitted suicide in this province.

Parasuicide In Alberta

Presently, there are no official records kept for
parasuicidal behavior in Alberta. As indicated by Pat Orrell
(1983), this is primarily because physicians and other
officials cannot ggree as to what constitutes such behavior,
nor have they been appropriately trained to identify
parasuicidal and suicidal individuals. Of the professional
agencies reviewed by The Task Force on Suicide (Boldt,1976),
{for which there were codable responses), 81.8% did not
identify "suicidal” clients as such in their files, while
91% did not employ workers who were trained to deal with
such clients.

For this reason, it is necessary to consider the
parasuicidal statistics of other geographical areas in order
to estimate the frequency and trends of such behavior in
Alberta. However, it should be noted, that these statistics
largelyﬁrepresent parasuicidal jndividﬁals who have been

broughi to the attention of a hospital or institution. As

A\ -



suggested by Jarvis et al (1976), such individuals may not
be representative of all parasuicidal individuals.

In addition. such statistics have beem shown to lack
both validity and reliability. Mcintire and Angle (1980)
re-evaluated fifty consecutive cases (ages 6 to 17 years
old) brought to the attention of two medical facilities 1in
Omaha. Of these cases, 58% had been diagnosed as accidents,
while 42% had been diagnosed as suicide attempts. Through
the use of interviews, and the extensive collection of
background information, they refined the diagnoses in 96% of
the cases to 4% accidents, 2% attempted homicides, 22%
"trips”, 70% suicidal gestures and 2% suicide attempts. For
these reasons, the statistics reported which describe
parasuicidal behavior must be viewed with extreme caution.

Estimated Rates And Trends

in the United States, a wide range of suicide attempt
rates have been published, varying from 43 to 183 per
100,000 (weissman, 1974). Recognizing the discrepancy in the
data, Mintz (1970) randomly selected persons in Los Angeles
(fourteen years of age and and older) to answer a
questionnaire about attempted suicide. He found a lifetime
attempt rate of 3.9 percent or 3,900 per 100,000.

In addition, other studies as reviewed by Weissman
(1974), suggest that the attempted suicide rate in the
United States is increasing as much as 160 percent per year.
However, as these studies were conducted during the late

1960’ s and early 1970's, such high rates may be reflective



of an increase in the reporting of attempted suicide, due to
the decriminalization of such behavior. By way of example,
attempted suicide was removed as an offence from the
criminal code in Canada in 1972 (Boldt. 1976).

In Ontario, a study by Whitehead, Johnson and Ferrencer\
(1973) suggested that the rates of self injury for this -
province may be as high as 1,400 cases per 100,000 or 1.4
percent per year. In addition, results of a study performed
~1'n Ontario by Jarvis, fFerrence, Johnston and Whitehead

(1976) indicated that the self injury rate for the younger
age groups (15 to 24) 1s higher than for the total
population. In conclusion. if we accept the results of the
studies as indicative of the rate of adolescent parasuicidal
behavior in Alberta, this rate is somewhere within the low
percentage range.

Across all ages, females are reported to attempt
suicide two to three times more frequently than males
(Haider, 1968; Jacobson and 'ribe, 1972: Weissman et al
1973). However, for adbkescents, 90 percent of the
parasuicidal individuals have been estimated to be female
(Balsen and Masterson, 1959; Hawton et al, 1982). This
estimate is replicated in the samples of the literature
studying this phenomenon, where 70 to 90 percent of the
parasuicidal adolescents investigated have been female
(Tishler, McKenry and Morgan, 1981; Wenz, 197%a, 1879b:
Hawton et al, 1982). According to Holinger (1878) the

principal reason for this observed sex difference is that if
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the adolescent male attempts suicide. he is much more likely

to succeed.

Methods Used In Parasuicide

Compared with the methods used in adolescent suicide.
the methods used -in conjunction with parasuicidal behavior
are far less lethal.

In a study of 505 parasuicidal adolescents and children
in Toronto, Ontario (Garfinkel et al, 1982), it was “reported
that drug overdose was the primary means used (87.9%),
followed by wrist lacerations (7.9%) and hanging (1.8%). In
a study which also controlled for the sex of the
parasuicidal adolescents, Tishler et al (1981) reported that
ggain drug overdose was the primary method used for both
boys (74%) and girls (87%) followed by lacerations (9% for
girls, 16% for boys).

In studies of adult parasuicidal behavior, intent has
been successfully correlated with the lethality of the
attempt (Bancroft et al, 1979; Goldney, 1981). However, this
correlation has not been formally studied with adolescents.
As adolescents have had less experience with the
pharmaceutical drugs and other methods used, intuitively,
this correlation may not exist for this age group.
I1lustrative of the hypothesis is the case as described by
Pat Orrell (1983) of a young girl who, by exceeding the
recommended daily dosage, took seven aspirin in an effort to
harm herself. Clearly, in, such cases, the intent would not

highly correlate with the lethality of the attempt. Mcintire



and Angle (1971), investigated 1,103 cases of self
poisonings. 1n subjects aged six to eighteen years. They
found that thirteen percent (primarily in the youngest age
group! were considered unintentional, thirteen percent
trips, 48 percent suicidal gestures and 25 percent had
IethaltintentA

This absence of lethal intent in the majority of
parasuicidal cases is consistent with the literature

investigating this phenomenon with adults and young adults

(Bancroft et al.. 1979; Goldney., 1981; Jarvis et al, 1976).

Summary And Discussion Of The Statistical Differences
Between Adolescent Suicide and Parasuicide

In summary, the following differences between
adolescent suicide and parasuicide have been identified.
Sex

AN

According to the statisfﬂcs and statistical trends,
adolescent suicide is predominantly a male phenomenon (83.5%
males, 16.5% females), while parasuicide is primarily a
female phenomenon (70% to 90% females) (Teshler, McKenry and

Morgan, 1981; Hawton et al, 1982).

Methods Used

A significant difference exists between the me%hods
used in adolescent suicide and parasuicide. For adolescents
who completed suicide in Alberta (1981), 72.9% of these
individuals used extremely lethal means such as firearms and

hanging. However, for adolescent parasuicide, the research
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indicates that different and less lethal means are used in
the majority of the cases. for example. in the study by
Garfinkle et al (1982) the methads used by 95.8% of the
parasuicidal adolescents were drug overdoses and
lacerations. These data further suggest a difference in the
intent of the adolescent suictidal and parasuicidal groups.

These observed differences in sex, methods used and the
sugges ted differpnces in intent, indicate that the suicidal
adolescent may be representative of a different population
than the parasuicidal adolescent. However, these two groups
do overlap to some degree.

It is estimated that 25% to 67% of the adplescents who
complete suicide made one or more previous attempts,
(Barton, Swaback and Todd, 1969; Jacobs, 1971; Lesse, 1969).
In a retrospective study of 764 completed- suicides, Patel
(1974) . found that fifty percent had made previous attemptls.
What is of interest is the additional finding, that sixty
percent of the males and forty percent of thé:%gmales
changed the methods used to a more lethal method for the
actual suicide. These results illustrate the intricate
over lap between the adolescent suicidal and parasuicidal
groups. [t may be hypothesized that these initially
parasuicidal adolescents made a cognizant change in intenmt
before the lethal act.

In addition, these two groups may overlap in another
dimension. Of the adolescents who complete suicide, it is

quite conceivable that a small proportion did not have this
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intent. As illustrated, of the adolescents who harm
themselves, a small proportion may have self destructive
intentions. Thus, although there are major differe?ces
between these two groups, these gnoubé are related through a
common behavior, the act of inflicting self harm.

Although such differences between adolescent suicide
and parasuicide can be described through statistics, such
descriptions do not facilitate the understanding of these
trends. In order to elucidate our understanding of this
phenomenon, the following discussion focuses upon the

psychological theories and their relevance to adolescent

suicide and parasuicide.



II1. PSYCHOLOGICAL APPROACHES TO ADOLESCENT\SUICIDE AND\
PARASUICIDE

In the investigation of adolescent suicide and parasuicide,
two different approaches to this phenomenon have been
utilized by both theorists and researchers. The majority of
the literature stems from a chiological perspective which
characteristically emphasizes the social and environmental
factors which contribute to the phenomenon of suicide. It
compar ison, psychological approaches to this phenomenon
emphasize the {ntrapsychic features whicH may predispose the
individual \o commit suicide. The psychoanalytic theorists
and their followers have been the principal contributors to
tRis intrapsychic approach to suicide. To facilitate an
understanding of the psychological approaches to suicide,
the historical development of thege approaches dré first
briefly reviewed.

Early in the 1900" s the ratajof sgicide amongs t
adolescent students increased dramatically (Friedman, 1967).
This increase became the primary focus of a small group of
"medical men and psycholoéis}s".who met weekly in Vienna
durin? the year 1910, td diséuss the phenomenon of suicide
(Adler, 1910, in Friedman, 1967). The dramatic conclusion of
these meetings took the form of a symposigm, which was
chaired by Sigmund Freud. Paul Friedman (1967) has provided
ap edited version of the 1910 symposium. It isxinferestingv
to note that the principat focus of this symposium was the

phenomenon of adolescent suicide.
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The historical sighificance of the meetings and the
symposium of 1910 has been summarized by Shneidman (1969).
He observed that "the meetings in Vienna were highly unusual
in a number of ways:

1. They were the only meetings held by the Vienna
psychoanalytic group on the topic of suicille, a subject
somehow generally eschewed by those pioneers of the
mind.

2. They were meetings that were chaired. not by freud but by
Adler ...

3. They were held on the temporal threshold of the
splintering of the original psychoanalytic group - for
within one short year several of the members (Adler.
Jung and Stekel included) had left Freud's main camp to
set up new bivouacs of their own.

4. They were the occasion of the first enunciation
specifically by Wilhelm Stekel, of that perspicacious
psychodynamic formulation that the yearning for the
death of the self can only be the mirrored wish for the
death of another - a telling concept which has both
enlightened and bedevilled almost all of the subsequent
thinking about the psychodynamics of self destruction.

5. They may very well have stimulated the developments of
Freud's own further thoughts on death and suicide... .

6. They focused on the role of education - that is, the
role of learning, pedagogy, of acculturation and
environment in suicide. ..

7. The 1910 meetings speak to us today, having addressed
themselves to some of the ubiquitous and magnogemporal
aspects of man, those omnipresent elements af" ma%
make-up, especially the relation to his self-destructive
drives and his often inimical roles in his own fate.
(Shneidman, 1969, pp. 2-3).

The primary purpose of this chapter is to review and
discuss the psychological approach to suicide. In
appreciation of the historical works of Freud and Adler, the

E‘hor has selected to begin with a summary and discussion

of their respective theories of suicide. However, since

»



L) 30

1910, psychological approaches to suicide have undergone

©

many changes. As summarized by Shneidman (196%9) such changes

include: a consideration of the varieties of intention., the

role of a signiticant other in the sutcidal dyad. the role
of affective states other than hostility., and a growing
appreciation of the role of age Tor time of lifel in
sulcide. : |

»

In the discussion of the psychological procegses of
adolescent swicide., the most significant of such changes is
the growing Consideration.of the roie of age 1n suicide.
However ., as Shneidman acknowledges:

One important impljcation of thig 1ns€ght is that it
is not likely that™ne all-encompasSsing psychology
of suicide will be forthcoming. What  is more likely
is that we shall have psychologies of
self-destruction, each relating - most relevently to
a specific stage in life. These might be tied to
such conceptualizations as Shakespearess ages of
man, Erikson's psychosocial stages in the human life
cycle, Heard' s stages:of man, Sullivan's
developmental epochs, Charlotte Buhler’'s stages 1in
the human course of life., Schachtel’s periods in the
human metamorphosis., Jung’'s two main stages of man’'s
life, or on some newly developed concept of death
orientation in man. (Shneidman. 1969, p. 11).

To review each of these suggested authors is beyond the
scope of this chapter. However, the author has selectively
reviewed the theories proposed by Sullivan, due to his
unique interpersonal approach toward personality |
development, and Erikson, dué to his focus on the adolescent
stage of development. This chapter concludes with an ‘

evaluative discussion of the psychological approaches to

adolescent suicide and parasuicide.



A. A Summary And Discussion Of The Freudian Approach To
S¥1cide

In order to fully appreciate the psychoanalytic
approach to suicide. it 1s necessary to briefly review the
principal components of freud’'s theory of personality with
special emphasis paid to instinct theory. Freud proposed
that man was intrapsychically motivated by two polar
instincts or drives:

1. Eros or the life instinct and

2. Thanatos. the death instinct (Freud. 1950 .

A drive was described as a generically determined psychic
constituent which is aroused by both external and internal
stimuli and j&pels the individual to activity. Although
generically determined, the ego may modify such instinctual
drives through experience and reflection. Freud believed
that these two processes differentiated man from lower
animals (Futterman, 1961);

Eros, or the life instinct was described as a sexual
drive which consisted of the erotic component of man’'s
nature. In comparison to‘Thanatos, it is a JTiberal drive
which strives fér and develops through new experiences.
Thanatos, or the death instinct, was described as an
aggressive drive which consisted of man’s aggressive and
destructive motivations. It is essentially a conservative

drive which strives for a state of complete rest (Futterman,

1961) -



Freud (1950) proposed that neither drive exists
1ndependent ly. of the other, but are fused in different
degrees within each individual. Such fusion within the
normal indtvidual result$ in the disarming of the aggressive
drive' s destructive tendencies and enables the sublimation
of the sexual drive, tLrough the neutralizing component of
Jove. Both drives have the capacity for fixation and
regression which may thwart this fusion process (Futterman,
19611 .

During infancy. the child develops both hostile and
loving feelings toward the mother. The hostile feelings are
aroused whenever the child is frustrated by the mother's
impositions. The Oedipal phase of development is
characterized by a heightening of such frustration. During
this phase, the child incorporates the love object (the
mother) into ‘the superego which serves to mediate between
the dependent love and hostile feelings toward‘?ﬁ love
object. The ego recognizes that the goals of' the aggrgssive
drive are incompatable with the needs for gratification.
Thus, anxiety and guilt result, which are defused through
the development of defense mechanisms (Freud, 1950). When
this process is hindered through the fixation of the
aggressive instinct, freud proposed that the individual
regresses to a state of melancholia. Within this state, the
realistic perceptions and apperceptions of the object world
decreases. This process is characterized by the ego’'s

identifiég:ion with a love object which becomes lost, either
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mn reality or fantasy. This process becomes regressively
incorporated resulting in this aggression being turned
inward as a means of possession destructjon_ This self
attack may take many forms such as somat{c complaints,
excessive severity of the superego or self destruction,
characterized by depression (Freud. 1955). Thus-, suicide was
seen by freud to be an aggressive explosion directed toward
the self and is symbolic of an attack on the lost love

ob ject.

The loss of a love object resulting in regression and
depression is central to freud's theory of suicide.
Furthermore, Freud concluded that depression involved
aggression toward a significant person. Thus, according to
Freud, the necessary conditions precipitating suicide were a
depressed state and the desire to kill someone else (Hendin,
1961). However, Hendin (1961) stressed that these (
conclusions were based upon the study of depressed patienfs
rather than suicidal patients. He observed that "Freud’ s
case write-ups included reference to only one patient who
made a suicidal attempt” (p. 183). Thus the generalizability
of Freud’'s theory to suicide and parasuicide is
qQuestionable.

Through the study of suicidal patients Hendin (1961)
conc luded that "the psychodynamics of depression are not
sufficient to explain suicide"” (p. 85). He observed that

many of his suicidal patients neither exhibited the dynamics

nor the clinical symptoms of depression. Such observations
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are consistent with the findings of other investigators
studying suicidal and parasuicidal adolescents ( Goldberg,
1981: Goldney. 1981:. Peck, 19681

In a review of the literature, Anthony and Scott (1970)
emphasized that 1t 1s extremely rare to find a clear cut
depressive 1llness in adolescents. Consistent with this
finding. other i1nvestigators have found respectively low
occurrences of depression and psychiatric disordédrs among
suicidal and parasuicidal adolescents (Goldberg, 1981:
Garfinkel et al. 1982: Goldney, 1981; Peck, 1968). However .
other studies have reported an extremely high occurrence of
dépression and psychiatric disorders amongst such
adolescents (Pokorny, 1964; Guze and Robins, 1976; Crumby,
1982) .

The reasons for such discrepant findings are
three-fold. Firstly, in the consideration of depression, it
has been proposed that., the symptoms of depression among
children and adolescents vary with the developmental level
achieved. In addition, during ado cence, depression may be
masked by acting out tendencfes and d linquent behavior
(Greuling and DeBlassie, 1980). Regently, the Diagnostic and
Statistical Manual of Mental Disopbers, Vol. II1 (DSM 111,
1980) has identified "age specific associated features" of
depression’ for the young, (DSM III, f980; p. 11). However,
it is interesting to note that of all the articles reviewed
by the author investigating the existence of depression and

idiosyncratic disorders amongst suicidal and parasuicidal
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\ﬁ\%ﬁolescents. only one (Glaser, 1981) makes references to the
DQMvIII classification. The vast majority of the other
investigators fail to report the criterion used to identify
deprés§ion amongs! the subjects under study. In the absence
of the application of a consistent and clear symptomatology
of depression, the reliability and validity of the results
of such studies are extremely questionable.

Secondly, the majority of studies finding a high
occurrence of depression have been carried out by
psychiatrists on adolescents who have been hospitalized or
institutionalized following a suicide attempt (Pokorny,
1964 Guze and Robins, 1976: Crumby, 1982). As previously
discussed, such samples are not representative of suicidal
and parasuicidal adolescents. In addition, Glaser (1981}
points out that in the study of such isolated adolescents,
it is impossible to determine if the observed depressive
symptoms are the result of an underlying depression or a
reaction to the restriction and isolation which has occurred

.since the suicide attempt.

Finally, in considering adolescent péthology in a more
general sense, Haim (1974) in a review of the literature,
discovered that the authors tﬁemselves admitted only one
pathological feature amongst suicidal and parasuicidal
adolescent has been clearly identified. He asserts:

The majority of them are regarded as normal; they
may possess isolated or ill-defined, relatively

unstructured pathological features, but these are
not enough to put them in any Kind of nosographic

category. So if we wish to keep within the criteria
of mental pathology proper, we can say at most that



between 20% and 30% of suicides are mentally ill
according to the various estimates that have been
made. (Haim, 1974, p. 185).

In view of such conflicting results, one can conc lude
that the relationship between adolescent suicide and
parasuicide and psychiatric disorders is inconsistent and
confounded by methodological problems. Such findings
constitute a principal limitation to the application of
Freud’s t%eory of suicide to adolescent suicidal and
parasuicidal behavior.

A final limitatioh of Freud' s theory is that he neither
recognizes nor accounts for the phenomenon of suicide and
parasuicide amongst females. Freud maintained that conflict
within the oedipal phase of development is a central
precipitant to later depression and suicide. However, this
process applies only to males. As adolescent females do
commit suicide, and have a higher occurrence of parasuicidal
behavior, Freud’'s theory has limited applicability to this
phenomenon or to the investigation of the sex differences
observed between adolescent suicide and parasuicide.

In conclusion, in the investigation of the differences
between adolescent suicide and parasuicide, Freud’'s
hypotheses have little relevance. His theory neither
sufficiently accounts for adolescent éuicidal behavior nor
for the differences observed between suicidal and

parasuicidal individuals.
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B. A Summary And Discussion Of The Adlerian Approach To
Suicide

The Adlerian theory of personality is essentially a
theory of personality dynamics which views the individual as
a unified and unique whole (Ansbacher, 1961). Adler (1929)
proposed that man 1s motiQated by a perpetual drive for
superiority, perfection and success. The self concept of the
individual is dependent upon the concrete attainment of
successive goals. However, the individual.may not be
consciously aware of the goals he 1s striving to obtain.

Adler’s theory of personality can be described as a
field theory which consist® of the individual within a
specific socigl environment. The individual i1s influenced by
the social milieu, and in turn his actions have social
consequences. The goals of productive individuals are
consistent with the goals of the greater social environment.
However, if an individual’s goals are counterproductive to
the interests of the social milieu. such individuals are
considered‘to be mentally unhealthy and a liability to the
community. Adler proposed that such individuals suffered
from a lack of social interest and thu; differentiates
healthy from thealthy individuals on this basis. Deficiency
in social interest is then the principal characteristic of
neurotics, psychotics, alcoholics, drug addicts,
prostitutes, perverts, criminals and suicidal individuals.
According to Adler, such individuals lack the capacity to

understand and accept the social interrelatedness of human
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life (Ansbacher, 1961).

Adter (13856) proposed that the potential for social
interest 1s an 1nnate disposition or aptitude. However . it
“mus! be trained and exercised or its development will be
stunted” (p. 371). The development of the indivudual is
facilitated by the successful completion of imminent tasks
N accordance with his self-consistency. The approach to
each task requires an adequate amount of social interest to
accomplish its correct solution.” Adler (1958) proposed that
suicide is a solution for individuals who are faced with a
significant probliem and lack the social interest by which
the correct solution may be realized (Ansbacher, 1961).

Adler (1958) felt that all suicides depart from the
social interest of the greater community. This departure
occurs 1n an activé way which harms both the individual
himself and others around him. Suicidal individuals suffer
from a total lack of social interest through both active and
passive failures and the resultant development of
inferiority.

Adler proposed that the deve hopment of inferiority
could be traced back to early childhood. He asserted that
suicidal individuals were problem children, spoiled,
comp]!fght and oversensitive. In the face of loss or defeat,
they are poor losers and tend to manipulate others thr*oughﬂ'5
complaining, sadness and suffering. ‘

Amongs.the early childhood expression of the suicide,
one also finds the deepest grieving, often over

negligable matters, strong wishes to become sick or
to die when humiliation is. experienced, tantrums

-



with wilfull self injury and an attitude toward
others as 1f 1t were their duty to fulfill his every
wish. (Adler, 1958, p. 60).

Adier felt that such children developed into mentally
unhealthy adults lacking in social interest. The life style
of such individuals is characterized by his tquency to hurt
others by unconsciously incurring injuries or by self
mutilation. The act of suicide results from a significant
confrontation or failure for which such individuals lack the
necessary social interest to oéhstruct an appr&priate
solution.

It should be noted that Adler’s conception of suicide
was developed through the hypothetical e%tension of his
person9lity theory and not through the study of .suicidal
1ndjyﬁﬂu§&su‘Thus, with regard to adolescent suicidal
behavior, his theory has questionable relevance.

Adler’s narrow and negative depiction of the suicidal
child is inconsistent with the findings of other literature.
Peck (1968) in a study of suicidal boys observed that the
majority of these youths were not behavioral problems but
quiet, compliant youths who tended to over-internalize their
difficulties. Teicher (1973) found that for the suicidal
adolescents he investigated, 87 percent of all behavioral
problems which they had ever exhibited began within the past
five years. He observed that actions such as rebeilion
(including defiance and sassiness), withdrawal into self

(including gloominess), lying and physical withdrawal are

viewed by parents as behavioral problems. The adolescents
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however viewed these as both behavioral problems and
adaptive techniques. Such adolescents were hopeful that the
parents would recognize such behaviors as indications that a
significant problem existed. In addition, they felt that
such behaviors were the only means available by which they
could bring sucﬁ problems to their parents’ attention.

Thegse studies do not depict the suicidal adolescent to
be the self-centered, spoiled, acting out and manipulative
child which Adler describes. Instead, the suicidal
adolescent is described as a helpless and hopeless
individual who resorts to drastic measures in order to force
attention on an existing problem (Peck, 1968).

Although Adler proposed that all suicidal behavior 1s
ma ladaptive, the adolescent considered the suicide attempt
to be the only "adaptive behavior"” available at the time of
the event. Glaser (1981) described such suicidal and
parasuicidal behavior as an act of desperation and a cry for
help since other avenues of coping have been explored or are
unattainable. Thus, Glaser as well as other investigators
(Sifneos, 1966; Jacobs, 1971) suggest that the self abusive
act is usually a desparate effort of the adolescent to
improve his life.

In view of the f%regoing discussion it is clear that
Adler’'s narrow view of the suicidal process bears little
resemblance to the process observed by the investigators of
this phenomenon. In addition, Adler neither identifies or

differentiates between parasuicidal and suicidal
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indivibuals. In view of these limitations. it can be
/
/o

COnclpded that Adler’'s theory of suicide has little
\

relevance fﬁ%adolescent suicide and parasuicide or in

BN AN

differéh{iaf\hg between these two behaviors.

AN

\/
C. A Summary And Discussion Of The- Sullivanian Approach To

Suicide

In contrast to Freud and Adler, Sullivan (1953)
rejected the notion of biologically predetermined drives. He
instead focussed upon particular patterns of interaction
between identified persons within a specific environment .
Sullivan believed that‘human relatedness was the very core
of character and personafﬁty. He'felt that the attitudes of
individuals were determined through unique interpersonal
experiences and rejected the notion of simple generalized
formulations of a typology of human nature. Thus, Sullivan
chose to restrict his theory of persona%ity to the
interpersonal experiences which oc§%r’wfthin the self and
with other individuals. According tdeullivpn,>the self
consisted of the appraisals of significant otbers which have
been accumulated and reflected upon during the»development
of the individual. The development of the self‘as an entity
begins at infancy and is characterized by personification
(Green, 1961). &3

Personification refers to the symbolic elaboration of
interpersonal experiences which resu]f in the ekpectation of

certain pétterns of interpersonal events. Through the
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process of recall and foresight the child develops a

structure which Sullivan labels me, mine and I. This process

-

continues with the young chtld’' s personification of good me
SN
bad me and not me, and are later associated with

=

personifications of the good mother and bad mother (Green,
1961 . |

Throughout the child’' s development, this process of
personification continues to develop. More complex
interpersonal experiences are facilitated by language
development and by the widening of the social environment of
the child. The pefsonifications of me and we become salient
during childhood. During pre-adolescence and adolescence,
other important personifications occur, namely the
personifications of chum and the personification of a
preferred sexual partner.

Behavior during adult life is determined by unresolved
confliats and failures as well as early successful
interpersonal experiencesAand personifications. However,
Sullivan did not view thé individual's life as a closed
system. Interpersonal experiences during adult life were
also of major importance in the continuing development of
personality (Green, 1961).

Sullivan itressed the importance of the affirmation of
self through successful interpersonal experiences with
significant others. Through such experiences, the healthy
adult develops the capacity for loving and the realization

of the worth of those he loves. Suicide was seen by Sullivan
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to be a hateful and destructive act which results from
hostile and méladaptive interpersonal experiences with
significant others.

Sullivan believed that ho one set of factors
predetermines }he tndividual’'s potential for suicide.
However, inadequate or false pefsonifications may aftect the
degree to which the individual is handicapped and unable to
participate in interpersonal relationships. Such handicaps
result in anxiety, which Sullivan proposed was the
debilitating element in personality mal functioning.
Unsuccessful early experiences resulting in anxiety may
distort the individual's self perceptions and cripple their
personality dynamisms, leading to serious mental disorders
in adulthood. However, Sullivan did not recognize a direct
relationship between earligr experiences and a typology of
mental disorders (Green, 1961).

Sullivan (1956) felt that suicide waé a possible event
for individuals suffering from a variety of idiosyncratic
problems. However, he claimed that a theory of suicide could
not be formulated due to the difference between individual
experiences: Nevertheless, Sullivan believed that all
suicidal individuals suffered from a depressive syndrome. In
. accordance with Freud, he felt that once a person had~
regressed to this state, he is preoccupied with self
depreciating thoughts and thus his activities andp°
preceptions are restricted. Sullivan differentiateq such

individuals from parasuicjgal individuals whom he believed
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suffered from a less malignant neurotic condition. Such
conditions he felt predisposed adults to childish and
spiteful threats to Kill themselves. He suggested that such
individuals could be effectively treated through firm
management (Green, 1961) .

In summary. Sullivan believed that all psychological
disorders arise from unsuccessful interpersonal lexperiences
beginning in early childhood. Su?cide 1S a symp of a
variety ot disorders and is characterized by a depressive
syndrome . However, Sullivan rejects the notion that any one
theory of suicide may encompass thé individual experiences
which predispose a person toward this act. Sullivan also
differentiated depressed individuals who may be suicidal
from neurotic individuals who 1n’an effort to manipulate
Others. verbally threaten to Kill themselves verbally or
through suicidal gestures.

Sullivan's assertion that all suicidal individuals
suffer from a depressive -syndrome. is Consisteni with fFreud’'s
views of suicide. However, as previously discussed, the

//;elationship between depression amongst adolescents and
suicide is extremely confounded in the literature. In this
regard, Sullivan's theory suffers from the same limitétions
as Freud’'s. _

Unlike fFreud and Adler, Sullivan recognized tgat there
may be a difference between suicidal and parasuicidal
individuals. He proposed that the latter suffer from a R

neurotié rather than a psychotic disorder. However, this

'
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hypothesis 1s inconsistent with the findings of researchers

investigating the occurrence of adolescent

parasuicide(Hawton et al . 1982 Garfinkel et al. 1982
Goldney. 1981: Tishler et al, 1981).
Hawton et al (1982), in a study of fifty parasuicidal

adolescents found that only 20 percent suffered from either
a minor depression or personality difficulties. Garfinkel et
al (1982) Yin their study of 505 parasuicidal children and
adolescents found a similarly low percentage of neurotic or
psychotic disorders. lThese findings are consistent with
other recent studies (Goldney. 1981: Tishler et al. 1981

However . Sullivan did recognize that one personality
theory could not account for the phenomenon of suicide and
parasuicide. He proposed that the individual’'s interpersonal
exper iences were the Contributing’factors in the suicidal
process. Such experiences are determined by the social
envirquent which in turn effect the intrapsychic
experiences of the individual. Such dynamics cannot be
accurately accounted for within the psychoanalytic
framework. However, Sullivan failed to elaborate on this
point of view and accepted the psychoanalytic perspective
which was first presenté; by Freud. This theory proposed
that all suicidal and parasuicidal individuals must be

suffering from either a major or minor psychiatric disorder.
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D. A Summary And Discussion Of The Eriksonian\Approach To
Suicide

Although Erik trikson was trained as a psychoanalyst.
his primary contribution to psychological theory was within
his departure from the traditional pgychoanalytic doctrine
(Noem et al ., 1982). trikson built upon his acceptance of the -
psychosexual biological givens of Freud by considering the
psychosocial dynamics of personality development and
emphasized the individual’' s adjustment to the social and
historical environment into which he is born (Monte, 1977).
The "environment’ was defined by Erikson as the "social
reality as transmitted to the child during successive
childhood crisis” (Erikson, 1968, p. 211).

Central to Erikson’'s concept of personality development
was the formulation of eight "epigenetic” psychosocial
stages of ego development {Monte, 1977) . Each successive
stage of the life cycle was described as a discreet "crisis”
period. ‘

Crisis is used here in a developmental sense to
connote not a threat of catastrophe, but a turning
point, a crucial period of increased vulnerability
and heightened potential, and therefore, the
ontogenetic source of generational strength and

ma ladjustment (Erikson, 1968, p. 96).

Within his stages of the life cycle, Erikson described
the development of the healthy and sexually mature adult. He
proposed that sexual maturity depended upon the successful
formation of an identity during the adolescent stage of

development. In turn, the foundations of an identity were

achieved through "the childhood acquisitions of basic trust
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and the ability to see oneself as having continuity and
sameness (Erikson, 1978). trikson's eight stages of

psychosoctial development can be summarized as follows:

1. Infancy (oral sensory): Trust vS .Mistrust

2. tarly childhood {(muscular-anall: Autonomy vs .Shame
3. Play Age (locomotor-genitall: Initiative vs  Guilt
4. School Age (latency): Industry vs . Inferiority

5. Puberty and Adolescence: ldentity vs Role Confusion

6. Young Adulthood: Intimacy vs .lsolation
7. Adulthood: Generativity vsS . Stagnation
8. Maturity: Ego vs .Despair

(Noem et al, 1982, p. 30).

Of special interest, is the emphasis paid by Erikson to
the developmental stage of adolescence. Erikson (1968) .
described adolescence as the pivotal period between
childhood and adult life. He asserted-that due to
technological advances, the "stage of adolescing becomes an
even more marked and conscious period...and almost a way of
life between childhood and adulthood"‘(Erikson, 1968, p.

128) . '

Erikson believed that a feeling of being alive did not
exist without a sense of identity. The challenge or crisis
presented to adolescents is then to develop such a sense of
identity versus to be developmentally immobilized by ‘
identity confusion. The period of the adolescent’'s search
and experimentation with identity roles was described as a

"psychosocial moratorium” or "a period of delay of adult
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commitments, ... characterized by a selective permissiveness
on the part of society and a provocative playfulness on the
part of the youth,” (Erikson, 1980, p. 157).

This period of delay. allowed for the necessary
integration of identity elements with the foregoing crises
of the earlier childhood stages. Thus. during adolescence
the youth must again come to grips. and in some cases
re-experience such crises 1n a search for‘continuity and
sameness (Erikson, 1968). For the adolescent who has failed
to resolve the crises of earlier stages or is overwhelmed by
the identity roles presented, the moratorium of adolescence
may be extended into an immobilizing period characterized by
“identity confusion” . Erikson illustrates the essence of

such confusion through "Biff’'s formulation in Arthur

Miller's Death of a Salesman: "I just can’'t take hold, Mom,
I just can’t take hold of some Kind of life...." (Erikson,
1968, p. 131).

Erikson proposed that it was this inabilityfto settle
on an identity which most disturbed young people. He
asserted that although the symptoms of such confusion may
resemble neurosis or psychosis, such symptoms are normative
for most adolescence and are transitory or transferable.
Erikson states:

It is not always easy to recall that in spite of the
similarity of adolescent "symptoms" and episodes to
neurotic and psychotic symptoms and episodes,
adolescence is not an affliction but a normative
crisis, i. e., a normal phase of increased conflict
characterized by a seeming fluctuation in ego
strength as well as by a high growth potential.
(Erikson, 1968, p. 163).
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However , Erikson did recognize the existence of
adolescent psychopathology. He described such pathologies in
terms of "acute i1dentity confusion” which was embedded in
the regression to earlier childhood crises. He proposed that
such pathologies served the social funciton of allowing the
adolescent to maintain a state of minimal commitment .

The first of such pathologies was described as a
‘problem with intimacy” resulting from the regression to the
Trust vs. Mistrust childhood stage of development (Erikson,
1980) . Adolescents suffering from such regression perceived
~intimate relationships as resulting in a loss of identity.
As Erikson describes:

For where an assured sense of identity is
missing, even friendships and affairs become
desperate attempts at delineating the fuzzy outlines
of identity by mutual narcisstic mirroring: to fall
into one’s mirror image, hurting oneself and
damaging the mirror. (Erikson, 1968, p. 167).

The symptoms of this regressed state consisted of
isolation, disintegration of the ego, and an inability to
derive a sense of accomplishment.

In extreme cases of acute identity confusion, Erikson
also observed that adolescents experienced disturbances in
the perception of time. Such distortions consisted of
contradictions including "a sense of great energy and yet a
loss of the consideration for time as a part of living"
(Erikson, 1980, p. 167). The adolescent may complain, give
up, or quit, which Erikson described as expres§ions of a

deep despair in life. However, he did not feel that such

despair was a sign of suicidal tendencies but instead a
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reaching out for assistance in finding a new begining 1n
life (Erikson, 1968). _

In addition to the pathologies associated with acute
identity confusion, trikson described a ftinal danger within
the adolescent stage of development. trikson believed that
within each individual a negative aspect of oneself 1s
harboured. [f such negative roles are presented to the
adolescent, he may accept or vindictively choose such roles
and thus internalize a "negative identity":

> i.e., an identity perversely based on all those
identifications and roles which, at critical stages
of development. had been presented to the individual
as most undesirable or- dangerous, and yet also as
the most real. (Erikson, 1980, p. 142).

The choice of a negative identity was dictated by the
desire to find an individual niche 1in response to the
excessive ideals and demands of parents and superiors. Such
choices evolved from conditions in which it may be easier
for the adolescent to identify with what he is least
supposed to, rather than to struggle for acceptable roles
which are perceived as unattainabie.

At any rate many a late adolescent, if faced
with continuing diffusion would rather be nobody, or
somebody bad, and this totally, or indeed, dead - by
free choice - than be not-quite-somebody. (Erikson,

1980, p. 143).

Although Erikson did not propose a formal theory of
suicide, his theory of personality development has many
relevent implications to adolescent suicidal behaviors. He

'Y
proposed that the truly suicidal adolescent is one who

chooses and accepts the negative identity (or perhaps
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non-identity) of death. As Erikson states:

...the "wish to die"” is a really suicidal wish only

in those rare cases where "to be a suicide” becomes

an inescapable identity thoice in itself. (trikson,

1968, p. 170).

What is further implied by trikson's theory, 1s that
,such adolescents perceive that the attainment ot a positive
or acceptable identity within societly, would be a futile
struggle. w

In the area of adolescent suicide, fqy_sLudJQ§ have
investigated the identity perceptjgps-o?/}he suicida lN\youth.
However , the results of such stua?es tend to support
Erikson’'s proposals. Weinberg (1970) and Peck (1968) both
observed that suicidal males perceived the existence of
obstacles which inhibited the fulfillment of a masculine
role. Mcintire and Angle (1980), in a study of suicidal
adolescents and children, found that for adolescent males
homosexuality was frequently réported. From such studies it
may be concluded that the perceived identity of the
adolescent, éould be a contributing factor to suicidal
behaviors and is in need of further investigation.

In comparison, the parasuicidal adolescent may have
been described by Erikson as suffering from acute role |
confusioﬁ< As previously reviewed, Erikson proposed that for
the majority of adolescents, such confusion was a transitory
state within the adolescent stage of development. It is
interesting to note that in a follow-up investigation of
parasuicidal édoiescents,,Hawton et al (1982) found that one

month after the parasuicide, two-thirds of the subjects



showed considerable improvement or a total resolution of the
precipitating problem.

Although Erikson’ s theory of personality development
may have valid implications toward adolescent suicidal and
parasuicidal behaviors. his theory also contains certain
limitations. 1t i1s important to consider that tErikson's
theory of adolescence was developed in the 1950's and
1960"s, a time which corresponds to the "youth counter
cultural movement” (Balswich and Balswich, 1980). The youth
of this era have been described as "rebellious” and
“uncommitted” (Kenninston, 1965, 1968). Erikson’'s theory
reflects such descriptions through the emphasis paid to the
uncommitment of youth and delinquency. However, the youth of
the 1970's and perhaps the 1980’ s have not displayed similar
oounter cultural behaviors., but have instead been described
as being conforming and accepting of society’'s restrictions
and values (Balswick and Balswick, 1980). Thus, Erikson's
theory of adolescence may lack clear relevance taq the
dynamics displayed by the adolescents of tagay.

In addition it must be remembered that Erikson did not
fogmulate a/}heory of suicide. However, as previously
reviewed, his attention to the jssues which are salient
during the adolescent stage of development have important
implications toward adolescent suicide and parasuicide.
Unforjynately, thus far there is little research
investigating the significance of such implications. His

contributions to the study of adolescence does however



provide an approach to the psychological processes involved
in adolescent suicide and parasuicide. which is different
from the approaches previously reviewed. A comparative

evaluation of these approaches 1s subsequently presented.

E. Discussion And Evaluation Of The Psychological Approaches
To Adolescent Suicide And Parasuicide

The principal similarity between the personalily
theories proposed by Freud, Adler and Sullivan is the
central hypothesis that both suicidal and parésuicidal
individuals suffer from psychiatric or neurotic disorders.
Such hypotheses stem from the assumption that suicidal and
parasuicidal acts are irrational and maladaptive and thus,
can only be justified by the individual's distortion of
perception and reality. This assumption is reflected in the
writings of other psychoanalysts and suicide theorists. fFor
example, Menninger (1933), in describing such behaviors
states:

One gets the impression for such people, the -
suicidal act is sometimes a Kind of insincere play
acting and that their capacity for dealing with
reality is so poorly developed they proceed as if
they could actually Kill themselves and not die. (p.
376) . _ '

Trautman (1961), described the suicidal act "as a
sudden impulsive act in which the person did not think
rationally and behaved as if in a trance" (p. 76). These
theorists assume that all suicidal and parasuicidal

individuals suffer from a distortion of reality at the time

of the suicidal act. This distortion occurs even in>the



54

absence of a previously identified psychiatric disorder.

[t should be noted that such assumptions stem from the
observations of depressed and institutionalized suicidal
patients who have been removed from their primary social
environments. Indeed, i1f suicidal and parasuicidal behavior
1s observed within such narrow parameters, it would appear
to be both i1rrational and maladaptive.

However , as previously discussed. such observations
lack generalizability to the adolescent suicidal ahd
parasuicidal populations due to sampling and methodological
considerations. In addition, the failure to differentiate
between suicidal and parasuicidal individuals and the
failure to consider the social environments of such
individuals further limits the applicability of these
theories.

It cannot be disputed that the behavior of adolescents
who 1ntentionally attempt or commit suicide can be descr ibed
as maladaptive when viewed within such a restricted
framework. However, if one considers the social and familial
environments, parasuicidal behavior may be viewed as the
only adaptable option remaining for such youths. Thus, in
the serious investigation of the psychological processes
involved with adolescent suicide and parasuicide, the
specific intent and environmental influences must be
considered in order to generaté meaningful conclusions. éuch

theorists have failed to consider both of these variables.
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In contrast., through the observation of youths within
their social and familial environments, Erikson developed‘a
theory of adolescence which opposes such deterministic
views. Through such observations he asserted that many of
the seemingly abrormal behaviors identifiable amongst
adolescents were in fact normative, transient and
tranferable symptoms of the adolescent stage of development .
Mowever , .such propositions have been recognized by few
investigators studying the psychological processes of
adolescent suicidal and parasuicidal behaviors.

The acceptance of the suicidal processes proposed by
such theorists as Freud, Adler, Sqllivan and their
followers, has contributed to an identifiable btas in the
literature investigating adolescent suicide and parasuicide.
Characteristically the research conducted from this
primarily psychoanalytic framework, depicts such adolescents
as suffering from either a major or minor psychiatric
disorder. This bias stems from the circular and false logic
that all suicidal behavior is symptomatic of psychiatric
disorders. An illustrative example of this bias is a study
per formed by Crumby (1981) entitled The Adolescent Suicide
Attempt: A Cardinal Symptom Of A Serious Psychiatric
Disorder. Within this article, Crumby claims that "the
implications of the attempt to take one’'s life apply to any
disorder” (p. 159).

~As previously illustrated, such findings are

inconsistent with the results of the majority of other

L 4
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literature which has been primarily conducted by
sociologists and social psychologists. The results of such
studies have indicated that the social and environmental
inf luences are perhaps the most significant precipitants to
adolescent suicide and parasuicide.

These two conflicting viewpoints have important
therapeutic implications. 1f one were to accept the
primarily psychoanalytic position that suicide and
parasuicide are symptomatic of psychiatric disorders,
individual psychotherapy would be the indicated j
intervention. However, if one accepts the position that the
suicidal process is precipitated by environmental and social
factors, the prescribed intervention would be radically
different. The therapist would have to observe the
individual within his social milieu and consider the family,
school and other social variables in the construction of an
effective intervention. However, the existing literature is
not conducive to the construction of such therapeutic
strategies.

Presently, the identified trend in Alberta, that more
adolescents are resorting to suicidal and parasuicidal
behaviors (Soloman and Boldt, 1976) suggests a vital need
fo} the construction of effective prevention, intervention
and postvention strategies. However, before such strategies
can be confidently generated, researchers must focus upon
unrave]ling the relationship between adolescent suicidal and

parasuicidal behaviors, develop reliable methods of
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identifying suqn‘xpuths and investigate the relationship
between the social and psychological processes precipitating

the event. Until such strategfes are effectively developed.

intervention may only occur after an identified suicidal or

parasuicidal attempt. However, for an increasing proportion

of adolescents., such intervention will be too late.



IV. SOCIOLOGICAL APPROACHES TO ADOLESCENT SUICIDE AND

PARASUICIDE
A. Sociological . ries of Suicide
In the late nineteenth century., tmifle Durkheim

-—

performed the first significant study in suicide. He
acknowledged that suicide rates differed between cultures,
groups and the time periods he considered. Durkheim proposed
a theory to encompass such fluctuations in the suicide
rates. He accepted the sociological perspective, that an
individual behaves in response to externa] rather than
internal forces. His theory focuses upon such forces and how
they interact with the individual to facilitate suicidal
behavior.

Durkheim proposed four categories of suicidal behavior:
egoistic, anomic, fatalistic and altruistic. The first
category, egoistic, refers to the individual who takes his
tife due-to the loss of involvement with society. This
category is characterized by the individual’'s lack of
significant support structures. The terh egqistic is derived
from the notion that the isolated ego will break down in the
absence of affirmation. |

In studies of adolescent suicide, researchers have
attempted to describe the progressive isolation of the youth
prior to the suicide event (dJacobs, 1971; Teshler et al,
1981; Wenz, 1979b). The two primary motives provided by

ad

parisuicidal youths have been, 1) conflict with parents and
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2l conflict with a member of the opposite sex (Teshler et
al, 1981). In addition, a consistent trend in the literature
suggests that a disproportionate number of suicidal and
parasuicidal adolescents have been separated from one or
both parents (Birtchnell, 1970; Leon et al., 1972. Crook and
Raskin, 1975; Morgan et al. 1975: Goldney., 1981). This
separation has been associated with the youth’'s failure to
complete the developmental phase in which the formation of
an identity‘is achieved (McAnarney, 1979). Jacobs (1971), in
a study of adolescents who attempted suicide, identified
isolating events, such as the séparation from significant
others, to be one of the primary factors precipitating the
attempt. Jacobs hypothesized that, in the absence of
relationships with significant others, the adolescent
regressed to a state of hope}essness. Durkheim would

conc lude that Such youths have become isolated from society
through the deterioration of relationships and thus, they
attempt suicide.

The second category of suicide, anomic, describes the
individual who &annot cope with life, due to the loss of
regulation within his environment. Society itself is riddled
with confusion or the individual’s life experience no longer
fits an organized ahd familiar context. The result is a
sense of disruption within the individual’'s equilibrium.
This disorganization is a consistent trait of the suicidal
adolescent’s family and social environment. The lack of

traditional structures such as religion has been observed
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within the environment of the suicidal adolescents
{Garfinkle et al, 1982), while the suicide rate of cultures
with strong religious beliefs is significantly lower
(Farberow, 1972). Higher rates of suicide have also been
associated with transient societies (Shneidman and Farberow,
1957 : Bourne, 1973). Jacobs (1971) found that the
adolescents he studied who attempted suicide had made a
significantly greater number of moves than a comparative
sample of adolescents.

Typically, the adolescent’'s family is also void of
consistent organization and has a history of turmoil such as
divorce, illness, role confusion and death (McArney, 1979;
Carmen and Blaine, 1970: Tuckman and Cannon., 1962; Preffer,
1981) . Wenz (1!'5) describes such family systems as anomic,
and he identifies the adolescent as the vuinerable
participant. Of similar importance, 1s the finding that
within such families, communication between the parents and
the adolescent is hindered. Hawton et al (1982) estimate
that 89 percent of the suicidal and parasuicidal adolescents
they studied were unable to discuss problems with their
father, while 48 percent could not with their mother. These
results were compared with the finding that 9.5 percent of
fifteen year olds within the general population had o
difficulty talking to their parents. Thus, suicidal and
parasuicidal adolescents have limited resources and supports
to aid them in restoring a sense of order to their

environment .
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The third category proposed by Durkheim 1s fatalistic
suicide. Although Durkheim did not elaborate upon this
category, it may be applicable to adolescent suicidal and
parasuicidal behavior today. fatalistic suicide describes
individuals who are thwarted in their efforts to make
decisions or have their decisions blgéked throQgh'excessive
regulation. This category is descriptive of adolestents in
our society who are repressed by artificial regulations.
John J. Mitchell, in his book, The Adolescent Predicament
(1975) ., describes this phenomenon quite elogquently. He
suggested that through the artificial extension of
adolescence, we restrict our youth’'s scope of decision
making and their opportunities to make significant
contributions to society (Mitchell, 1975). In addition, the
parents of suicidal youths have been described as
overprotective, and thus impose further restrictions on the
‘adolescent’s activities (Cantor, 1972; Wright, 1982).
Durkheim would conclude that the youth, in the face of such
repression, would resort to suicide to escape from such a
restrictive environment.

Durkheim’s fina] category of suicide, altruistic,
describes individuals who take their lives through the
over-identification with social values. The Kamikaze pilot
is illustrative of this category of suicide. However,
altruistic suicide has little relevance to adolescent
suicide and parasuicide. As has been illustrated,

adolescents tend to be isolated from society and lack the



opportunity to internalize societal values. Thus, in wéstern
society, there are few cases of adolescent suicide where the
altruistic category would be descriptive of the individual’s
motives to take his own life.

Although Durkheim's theory of suicide was developed in
the late nineteenth century and focused upon adult suicide,
it holds relevance to youth suicide today. However,K his
theory contains serious limitations which are subsequent 1y

discussed.

B. An Evaluation Of The Sociological Approach To Suicide
Durkheim’s theory was based on the nineteenth century
statistics of completed adult suicide. Due to the
limitations of recording techniques, the perhaps more
strongly pronounced "taboos" of society and problems which
remain to abstruct the collection of suicide statistics, the
validity and reliabiltiy of Durkheim’'s results coqlg‘bg )
questionable. This limitation weakens the 1mpacf of his
theory. More importantly, significant age and sex trends of
suicide have been observed within the present population.
Durkheim’ s theory does not sufficiently explain these
trends. In addition, conclusions based on the statistics of
completed suicide have little generalizability to the
occurrence of parasuicide. Thus, Dﬁrkheim’s theory is

seriously limited in its application to youth suicidal and

parasuicidal behavior todaye
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Durkheim’s theory has little therapeutic value in the
treatment of youth suicidal behavior today. His theory lends
itself to the conclusion that the prevention of suicide must
occur through significant changes within the environment of
the individual. Although-bhanges within the social milieu
may effect the broad occurrence of suicide, such a solution
does little to aid the suicidal adolescent in his present
environment. Finally, Durkheim hypothesized that the
individual's life in socielty consisted of collective life
and others (Durkheim, 1952). He did not consider the family
to be a significant factor. However, as i]lustcated, the
family represents perhaps the most important environment’ of
the suicidal and parasuicidal adolescent. Zaristsky (1976)
elaborated on Durkheim’' s position by proposing that the
individual's life consisted of two spheres: the public or
workspace and the private or family. These two spheres are
considered in the following investigation of the
psycho-social factors which precipitate suicide and
parasuicide. Within this investigation, the author has
placed special emphasis on the sex differences and the

increasing rates of adolescent suicidal and parasuicidal

behavior.



V. PSYCHO-SOCIAL APPROACHES TO ADOLESCENT SUICIDE AND

PARASUICIDE
As previously illustrated, it is quite possible that
adolescents who take their own lives and parasuicidal

adolescents are representative of two different but

over lapping populations. In the discussion of the
psycho-social factors. this hypothesis has been considered.
First, the psycho-social factors related to completed
adoleséent suicide are discussed. Secondly, the factors
related to adolescent parasuicide are reviewea and, finally,
this chapter concludes with a discussion of the differences

observed between these two groups and other adolescents.

A. Adolescent Suicide

Despite the obstacles associated with studying
Completed adolescent suicide, Soloman and Boldt (1976)
conducted a comprehensive review of youth suicide in
Alberta’ Although this study was highly descriptive and void
of complete background info;mation, these authors have
provided relevant information toward the investigation of
adolescent suicidé;

The study reviewed the youth suicide trends in Alberta
between 1968 and 1973. Within this period of time, there
were 124 reported cases of adolescent suicide (fifteen years
to nineteen years, old; 103 males and 21 females). The rates

of youth suicide for males and females were 20.9 and 4.4,

per 100,000 respectively. For males the most frequent mode

64
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of suicide was firearms (68%), while for females., it was
overdose (47 .6%). These statistical trends are comparable to
the current trends in adolescent suicide.

By utilizing medical records. family information and
other available data, Solomon and Boldt investigated the
relationship between suicide and demographic variables.
Among their principal findings, they suggested that illegal
drug abuse, mental and physical health crises and
school-related failures are significantly related to
adolescent suicide.

The relationship between drug abuse and suicide is
consistent with the results of other studies (Wrig?t, 1982
Greuling and DeBlassie, 1980). However, Greuling and
DeBlassie (1980) suggest that, althdugh there is such a
relationship, "the former is in no way the cause of the
latter” (p. 589). They assert that the same factors &hich
lead to drug abuse may also lead to suicide. Thus, with
regards to adolescent suicide in Alberta, drug abuse should

not necessarily be viewed as a cause, but as a symptom of

‘other factors related to suicide.

N, Y
' :;i;:"; ;a'

Soloman and Boldt’'s finding t#;.~ Whdal and mentalt

illness is correlated with completed ado]escent.suicide is
consistent with the majority of other studies; however, this
relationship is not clear (Jacobson and Jacobson, 1972:
Jacobs, 1871; Petzel, 1978; Weinberg, 1970). With regard to
mental illness, the results have been shown to be

inconsistent and confounded by methodological problems.
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The relationship between physical illness and
adolescent suicide, however, is consistent throughout the
literature (Jacobson and Tribe, 1972: Petzel and Cline,
1978; Weinburg, 1970). Weinburg (1970) considered a sex
difference in the sick role among adolescent suicidal
patients. The results suggested that males were suicidal
when 11}ness was perceived to be an obstacle to masculine
competency. Girls, however, were tolerant of illness when ;ﬂ;
induced attention from significant others, but not when
iliness threatened these relationships. Thus, consistent
with the findings of Soloman and Boldt, physical illness may
be a contributing factor to adolescent suicide.

The relationship between school failure and suicide is
not consistent with other research. The majority of
investigators have suggested that the suicide rate is lower
among students than among non-students (Peck and Schrut,
1971, Sensehan, 1969, Lester and Lester, 1971). However, if
one were to consider events and circumstances which may be
perceived by the adolescent as a significant failure’, or as
an obstacle to success, the statistics may be interpreted
differently. In Solomon and Boldt’'s study, 9.8% of the males
who completed suic{de exper ienced school failure and 13.8%
were unemployed. Also, 2.1% were hustiers, 1.1% were on
welfare and 4.2% were physically disabled. Thus, it could be
suggested that 31% of‘he male adolescents who committed
suicide hadqgeen confronted with significant difficulties.

For females, this percentage wouljﬁ/ﬁﬂﬁ. Such a broad
» .
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range of factors have not been formally investigated by
other researchers.

In considering the study of Solomon and Boldt. we can
conclude that drug abuse, physical illness and significant
difficulties are related to suicide. However, this
relationship is descriptive rather than causal. Pech (1968),
in a study of the histories of adolescent suicides in the
Los Angeles area, attempted to describe such relationships
in conjunction with other psycho-social factors. He found
that the great majority of suicidal males were described as
guiet, obedient and often studious but moody persons. Peck
suggests that suicidal tendencies were unnoticea due Yo the
notion in our society that a good boy is equivalent tg\a
normal boy. From the data collected, Peck (1968) found that
the highest relationship with suicide was the loss of a
loved one. He asserts that this loss takes many forms, and
is characterized by a symbiotic dependency held with a
parent. By closely examining suicides which were
precipitated by a school failure, he determined that the
real pressure did not come from the school but from
extraordinarily high standards the adolescent had
internalized in order to satisfy/bdxfnta] expectations.
Failure to the adolescent would mean:the loss of love and
parental approval, a risk such adolescents could not face.

The family of these adolescent boys were characterized
by successful, rigid fa}hers who encouraged success and

“masculinity”. Conflict with regards to sexual identity and
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the strong parental demands "to be a man" tended to weaken
the boy's own sersg\of identity. The father's‘yeapon was
often used 1n the sdﬁcidal act. In conclusion, Peck suggests
that adolescegt suicide is closely related to issues within
the family structuré, unresolved dependency needs and a

poor ly developed tolerance for frustration and anxiety
(Peck, 1968).

Japanese social psychologists have also investigated
the psycho-social factors related to the increase in
adolescent suicide in their country. They propose’a suicidal
process which may be relevant to adolescent suicide in
Alberta, and therefore is briefly reviewed.

Mamoru (1981) found that suicidal adolescents were

significantly more socially immature when compared with
olher adolescents. Their families were characterized by
strict and overprotective parents and a lack of intimacy.
Manoru concludes that such an environment hinders the
adoléscent’s learning of interpersonal relationship skills,
. the development of adjustment mechaniéms and the flexibjlity
required to be able to succeed within his social milieu. The
adolescent enters a dilemma between the wish for dependence
and"ﬁdependence. This dilemma produces hostility against
the object of dependence (parents) which leads to compulsive
self restraint and a narrowing of perception (Mamoru, 1981).

Ishii (1981) relates this process to sociological

factors within the Japanese environment. He concludes:

1. In the contemporary a;¥NUent society of Japan, adults
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tend to seek a "rich life"” and the "single minded” way
of living has decreased. And so, children can’'t learn -
that way of life (proper aggression) and enjoy the " joy
of becoming an adult”. But proper aégression in itself
is neither good nor bad, it is rather natural. Without
1t man could not have prevailed over nature. If that
natural development is impeded, one becomes introverted.

2. The studying and the playing of children has become
shallow, neither is their curiosity honed. Rather, they
become security oriented due to the excessive inflow of
information. Thus, they tend to escape toward the lesser
of easy tranformation rather than toward serious self
realization.

3. The Japanese society does not have adequate safety
valves for hostile feelings. Moreover, some of the
politicians are bad examples of "less service to the
publtic” and they gnaw at the youth’'s proper aggression
and foster in them "pusillanimity”.

(Ishii, 1981, pp. 54 - 55).

In addition, Ishii (1981) observed that the number of
members per nuclear family has recenily decreased in Japan
to. less than two children per household. He suggests that
this leads to parents overprotecting their children and thus
the frustration tolerance of children is gredtly lowered.

In the cases where the youth suffers Ehe loss of one or
both parents throughvdeath, separation or divorce, the child

suffers from anxiety and unresolved dependency needs which
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contribute to his inability to establish significant
relationships. At adolescence, the gap betwéen the child’s
prematurely developed body and immature personality becomes
even greater (lshii, 1981).

The most predominant motives of adolescent suicide in
Japan are academic success for males and problems with the
opposite sex for females. Ishii (1881) obZerved that,
unrecognized by adults, these motives are characteristic of
the two most i1mportant decisions a pefson makes in his 1life.
In confronting such decisions, the @dolescent lacks the
appropriate support and the exposure to appfopriate role
mode ls due to changes within the family structure and social
environments. !

W

-

Similar sociologicafvand familﬁpi changes can be
obseryed within the family and so%jél environments of
adolescents in Alberta today. In the past thirty years,
Alberta has advanced fro&;being one of Canada’s poorest
proQinces to one of Canada’'s richest (Hellon and Soloman,
1980). As a result, the soci" environment has become highly
compé?itive and encourages striving to seek "the r{ch l1ife".
The pla; of children in our society may also be described as
’"extremely shallow". If is noted that, by the age of
eighteen, the average child in Alberta will have spent more
time wétching television than attending school (Edmonton
Journal, 1978). The’average number of children in Alberta’'s

families has dropped from 1.8 in 1971 to an estimated 1.3 in

1981 (Statist1034Canada, 1979). Thus, the psycho-social



71

factors investigated by the dapaﬁese researchers may have
some relevance to present day Alberta. Q; 1 1lustrated, these
factors have lead to signifiéant changes within the social
and family structures of the adolescents.

The psycho-social process, proposed by the Japanese,
which precipitates adolescent suicide. is consistent with
the process proposed by Peck (1368'. In conjunction with the
statistical and demographic findings. this, suicidal procg%§<
is characterized by the following factors:‘ -
1. Statistical Findings

a. predominantly a male phenomenon
b.  use of -highly lethal me t hods
c. high indications of lethal intent
2. Sqfial Environmental Factors
a. ‘progressively technological and competitive society
b. excessive inflow of inform;fion
c. lack of adequate safety valves for hostile feelings .

& .

3. Family Environmental Factore

-

a, the loss of one or‘bbth parents )
b. overprotective pa;én;?s)
c. rigid fathers Qho enco&rage success .and masculinity
d. lack of intimacy and communication within the family

4. Individual Factors ,

a. signrificantly immature . .

- .

b. penceiVed pressure towards success and independence

c. conflict with regards to sexual identfty

d.z,hiqb»self.expectations
o e
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e. perceived obstacles to masgbline competency such as
physical illness, failure and problems with the
oppositle sex

f. poorly developed interpersonal relationship skills

g. poorly developed adjustment mechanisms

h. low tolerence for frustration and anxiety

i. absence of support structures

fei
B. Adolescent Parasuicide

The problems which are inherent in identifying and
studying parasuicidal adolescents in Alberta, have hindered
research oﬁ this phenomenon in our province. Therefore, the
literature from other geographical areas has been utilized
to elucidate this area of investigation. In doing so,' the
author has emphasized adolescent parasuicide as being
primarily a female phénomenon and the psycho-social factors
involved with this phenomenon. .

In comparison to the lack of research investigating
completed adolescent suicide in North America, there is
abundaqt research investigating adolescent parasuicide. The
following is a summary of the statistics, demographic
findings and identified psycho-social factbrs which have
been related to adolescent parasuicide.

1. Statistical Findings
a. primarily a female phenomenbn

b.” less lethal methods used



c. indications 6f the absence of lethal intent

Social Environmental factors

a. similar to adolescent suicide

Family Environmental Factors

a. loss of one or both parents (leicher et al, 1981:
Goldney, 1981)

b. stresses of competition amongst family members
(McArney, 1979)

c. over-protective parents (Wright, 1382)

d. poor communication with parents (Hawton et al,
1982) .

e. parent-youth conflicts, resulting in the loss of
love (Teicher and Margolin,‘1968: Peck, 1968).

f. economic stress in families (Garfinkle et al, 1982)

g. power ridgedly used by family members to discourage
separation (Heilling, 1980)

Indivjdua] Factors

a. incomplete deveiopmental phase for_identity
(McArney, 1979)

b. high achievement expectations (McArney, 1979)

c. perceives. threat of loss of love, due to extreme
dependence of child on the parent (Cantor, 1972)

d. dependant on family for confirmation of identity
(Heilling, 1980) .‘

e. feelings of powerlessness (Farnham and Diggory,

1964); Wenz, 197%a, 1979b)

f. feelings of helplessness and rage (Cantor, 1972)
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g. confronted with significant problems, such as
physical illness. pregnancy (Jacobs, 1971)

h. perceives that significant others are insensitive to
need for help (Peck, 1968) J//!

i. perceives that a desparate act may hange the

968 )

situation (Cantor., 1972: Peck.

When compared to the reviewed psycho-sodial facto

adolescents who complete suicide, the mily e v1ronments

are strikingly similar. However, these fwo grgups differ

along three important dimensions. These di ions are sex,

\
intent, and individual facfors such as the | erce1ved outcome

of the situation. />K
While such dimensions may differenti ate suicidal from
parasuicidal youths, they fail to accoyft for why such

adolescents choose suicide or parasuicide a solution to

/

e

C. Factors Which Differentiate Suicidal And Parasuicidal

their problems.

Adolescents
The factors which have been identified as precipitants
to adolescent suicidal and parasuicidal behaviors are not
unique to these two groups. Such factdfs have also been
associated with delinquent and disturbed adolescents who do
not resort to such behaviors (Stott and Olczak, 1978; Heckel
and Mandell 188t a, b; Héim, 1974). Thus, it is importa;t to

consider the factors which may differentiate suicidal and

parasuicidal adolescents from adolescents who do not choose
‘ YN



such behaviors. Two such characteristics may be, the
comparative isolation of suicidal and parasuicidal youths,
and the saliency or "ideation” of these behaviors.

As observed by Haim (1974) the relationship between
group membership and adolescent suicide and parasuicide has
not been formally investigated. However., he observed that
the majority of adolescents who "attempt” or complete
suicide can be described as comparatively isolated youths.
As stated by Haim (1974),

In the case of young suicides who do apparently

belong to a group, it often turns out that they did

not really belong. They have made an attempt,

sometimes a great effort to become integrated, but .
have not succeeded. They feel different from the

rest, either because they feel rejected by them or

they do not feel within themselves a deep need to

take part in group life (p. 127

.

Parker (1974) suggests that the comparative isolation
of parasuicidal individuals becomes :;re significant when
one considers the frequency of interse dependant
relationsips on the‘part of such individuals. He also s
proposes that such relationships may be ‘preatened just
prior to the parasuicidal act.

Such observations suggest that the lack of integration
and comparative isolation of suicidal and parasuicidal
adolescents in conjunction with the xormulation of dependant
re1ationships are factors which may differentiate such
adolescqpts from other youths.

One intriguing end persiétent finding ir the litérature

investigating adolescent suicide and parasuicide, is that a

disproportionate number of such youths have a family history
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of suicidal behaviors. Jacobs (1971) in a controlled study
of parasuicidal adolescents found 35% had friends or
relatives who had made a previous suicide attempt. Thére
were no suicide atfempts in the histories of the
non-parasuicidal control group. Maxman and Tucker (1973) in
a study of persistently parasuicidal patients (mean age
22.5) found that 43% had a familial Historx of completed or
attempted suicide. 0f 30 completed adolescent suicides in
Calgary (1975 - 1979), for which such information was
available, 46.6% had a family history of suicidal behavior
(Office of the Chief Medical Examiner, 1983).

Although such findings are difficult\to interpret, one
plausible explanation may be that the previods exposure to
suicidal behaviors results in the saliency, or 1deation, of
suicide and parasuicide ;s options for the individual*who is
confronted with significant problems (Murphy and Wetzel,
1982). In support of thisAexplanation, Miller et al (1982),
found that suicidal ideation was the principal factor which
differentiated delinquent suicidal and parasuicidal
adolescents, from a control group of delinquent adolescents.
However, the relationship between\akﬁ%nﬁly history of
suicidal behavior and suicidal ideation was not considered.

In conclusion, thé relationship between previous "

exposure to suicide, suicide ideation, and adolescent . gil

suicide and parasuicide is extremely ambiguous. However
history of suicidafl behaviors amongst relatives or friends

and suicide ideation séem to be additiopal factors which
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differentiate suicidal and pérasuicidal adolescents from
youths who do not resort to such behaviors. It's also
suggested that there is a relationship between these two
factors. However, such relationships are in need of further
investigation.

In light of these findings, it should be noted that
society is becqping desensitized to the topic of suicide.
The emergence of books and manuals describing philosophical,
as weil as psychological rationalizations for suicide, and
the most effective methods, demonstrates the lessening of
taboos associated with the topic (Time, 1983). Within such
literature, suicide is described as "self deliverance”
rather than a mefely self destructive behavior. Such
descriptions may enhance the suicide ideation of the
vulnerable adolescent who is toying with the notion of

suicide.



VI. Theoretical Models For Research
The previously reviewed literature suggests that suicide and
pagasuicide should not be considered as isolated and’
impulsive acts, but as the endpoints of two different
processes. It is also suggested that such processes are not
solely psychological in origin, nor sociological, but the
products of an intricate ré]ationship between both
psychological and sociological variables. The principal
variables have been constructed graphically and are
presented in Figure VI.1. However, the re]atioﬁships between
such factors are of central importance to the sUicidal and
| parasuicidal processes. Thus, within the following

discussion, these relationships have been given emphasis.

A. Adolescent Suicidal and Parasuicidal Processes

[t has been proposed that the envirgnments including
the family environments, of suicidal and parasuicidal
adolescents are gtrikingly similar. In the consideration of
familial factors, the absence of one or both parents,
overprotective parents, high expectations of the gdolescent
and poor communication amongst family members have been
observed. What is tHen of principal importance, ’s;how such
factors interact with the adolesc;,ent to precipit‘te suicidal
or parasuicid%l behaviors.

As previously noted, the effgcts of the loss of one or
bofh parents.and the excessive oveéprotectiveness of parents

may hinder the normal social and psycho]ogfcal dggélopment
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of the child (Ishii, 1981; Manoru, 1981; Peck, 1968:;
McArney, 1979; Heillig, 1980). The Japanese investigators
have emphasized that such youths characteristically have
poor ly developed interpersonal skills, poorly developed
coping mechanisms and a low frustration tolerance {Ishii,
1981, Mamoru, 1981). As noted, such immaturity has been
observed among both parasuicidal and suicidal adolescents.

Poorly developed interpersonal skills undoubtedly
effect the establishment of healthy and\balanced
relationships. Both suicidal and parasuicidal individuals
te;d to grav?tate toward extremely dependent relationships
(Parker, 1974). For sUic;dal and p rasuﬁ;idal adolescents,
it has heen indicated that such dep'pdent.relationsh{ps are
held with one or both parents (P%SK, 1968; Cantor, 1964;
Heillig, 1980). When one considers that such families
characteristically lack intimacy and communication amongst
family members (Mamoru, 1981, Hiwton et al, 1982), while at
the same time maintain high expecta{ions of such_youths
(Peck, 1968, Barter, 1968; McArney, 1979), the adoleSCth
may be placed in a vulnerable position. Such adolescents =«
tend to internalize the high expectations of the parents and
perceive fhat failure, or the general inability to live up
td‘such ékpectations méy result in the loss of parental love
(Peck, 1968; Cantor, 1972). ’
\ while such dynamics are presént in the familial

environments, the immaturity of such.youths-may additionally

hinder the establishment of significant relationships

-

Y .

o
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outside of the home. Suicidal and parasuicidal adolescents
are comparatively isolated youths who attempt. but usually
fail to integrate themselves into groubs (Haim, 1974) or to
maintain balanced relationships with significant others
(Peck, 1968: Parker, 1974). Thus, the suicidal and
parasuicidal adoTescent usually lacks al}ernative suppor t
structures. It is therefore observed, that if such youths
‘are confronted with a significant probiem such as failure, a
health crisis, or a pregnancy, they may have féw resources,
both personal and interpersonal, to aid them in resolvihg'
such difficulties

The adoleséent may enter a "response proce®s" (Jarvis
et al, 1976) which "may be viewed as a testing of solutions”
(p. 152). As noted by Jacabs (1971) parasuicidal adolescents

y will first engage in rebellibusness to resolve their
difficulties. However, it is interesting to note that

» physical withdrawal, such as running away from home, was not
‘considered by parasuicidal adolescents, while it was felt to
Be a viable option by the non-parasuicidal control group.

In addition, most parasuicidal individuals have beens
observed to seek help in soc{ally acceptable ways (dJarvis,
et al, 1976). In a study of fifty parasuicidal ado[efcents.
(aged 15 to 18), Hawton et al reported that 24% had vfgited
their general practitioner in the previous week and 50%
during the previous month. However, only two of the
adolescents who.visitéd their prgctitioqsrs repor ted

discussing their problems, while“five were prescribed
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psychotropic drugs. An additional 24% had seen a social
worker one month before the parasuicidal act. ‘ v
These results are comparable to the findings of Solomon
and Boldt (1976)/ in their investigation of completed youth
suicide in Alngia. They estimated that 22.6% of the males
. and 48 0% of>the females for which there was information
available, visited a physician or psychiatrist within two
weeks 6f the fatal act. It was not reported how many of
theée.youths discusséd their problems during such visits.
Such findings suggest, however, that’their efforts to seek
profess?gqg] help did not result in the resolution of their
difficulties.
When such Eﬁkernatives have failed, ‘the adolescent may
perceive the situation as completely hopeless or that a
desparate act may change the situation and force the
attention of significant others upon the youth’s problems.

Ry

For suicidal and parasqicidal adolescents, ia has beeq
suggested that the previous exposure to suicidé and/or
suicidal ideation may render suicide and parasuicide as
salient solutions to their present difficulties. However, in
considering sgch behaviors, suicidal and parasufcida]
adolescents differ ?long three important dimensions: (1)
infenf, (2) individual factors, such as the peéceived
outcome of the situation, and (3) sex. $

As previousfy noted, the lethal intent of the “

wﬁdolescent who completes suicide is cleaﬁ1y suggested by the

methods used. Mowever, the-~intent of barasuicidal

¥

-
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adolescents is ambiguous and unclear. Jacobziner (1960)and
Jacobs and Teicher (1967) interpreted the meaning of
adolescent parasuicide as an effort to re-eétablish a close,
dependent relationship with a loved one, or as an attempt to
change that person’s behavior. Cantor (1972) describes
adolescent parasuicide as a desperate attempt to regain
contact with a lost gratifying parent. Peck (1968) described
the intention of the parasgicidal adolescent as a means of

communication to significant others and an attempt to focus

i)

their attention on a hidden problém;;

Parker (1981), by conséructiﬁg a repertory grid, found
significént differences in the perceived meaning o? taking
an overdose between high ihtenf and low intent suicidal
subjects. For the subjects wiﬁjxknhal intentions, the
meaning of taking an overdose was most closely related to
the suicide act itself. In additibn, suicide attempts weréo
seen as primarily the communication of needs, expression of
feelings and an escape from tension. This suicidal intent |
group &iewed the reconciliation with the signi$igant person
as being hopeless. Such interaction would only result in
tension and denial of the real problem. The seeking of
professional Relp was regarded as a difficult choice and may
result in "blaminqﬁthe other" (ParKeE, 1981, p. 311). Thus,
the hibh intent motives were charaéterized by a narrow vigw
of alternative solutions and support structureéf The

reconciliation with the key person was seen as being

! . .

hopeless A Parker, 1981).
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In contrast, the low intent group placed the meaning of
;taKing an overdose closest to-"being alone and crying” and
"getting drunk”. Suicide itself was seen as a harmful act
-involving denial of the personal problem and the suppression
of feeling§.~This groqﬁ,plaééd taking an overdose second
only to "getting drunk® in terms of their rating®:of
percetved ease of action. This gréup also saw the verbal
resolution of problems with the Key person in a positive . %
light. However, this was viewed as a difflicult sélution. The
possibility of seeking professional help was seen as.a
helpful and sensible solution (Parker, 1981). G

fhe results of these studies cleafly indicate that' '
intent and identification with significarnt othera¥are
impor.tant factors which separate adolescent‘§3§cide and
parasuici.deﬁﬂowever, such factors do ncit accfofin't for the -
dramatic iex differénce'between these two"grouﬁs.-The
factors which may acéount for this sex difference have been .

addressed from-a psycho-social perspective.

-

As reviewéq by Neuringer and Lettieri (1982), various

hypotheses havy/Séen proposéd to explain the differences

in suicidal and parasuicidal behaviors. e1m (1951)

suggested that women basically 1a¢k$d the:iéagination 5l“ .
required to commTt .suicide. Davis (1904) proposed that fewér ,
women comhjt.sUicide dﬁe to their strongeﬁ religious faith.'
Maris (1969) and Lesier (1972)fsuggested that as women usé .

less violent means, they survive the suicidal attempt more - .

- often than men. Diggory and Rothman (1961) proposed that as



women are more vain than men, théy tend to use less
disfiguring means, and thus have a higher survival rate (as
cited in Neuringer and Lettieri, 1982).

As noted by Neuringer and Lettieri, other than the
suggestion that the sex differences in suicidal and

parasuicidal trends are due to the failure of women to

successfully commmit suicide, there are few explanations for
the observed sex differences. However, these researchers

suggest that sex.related, social expectations may be the

e

most acceptable explanations for such differences.

Womert have more resources than men for confessing
their emotional difficulties. Men are expected to be
strong, stolid, and not to publically express their
weaknesses. Women have covert approval to declare
and display their perturbations and suicidal display
is one of these socially sanctioned emotional
outlets for disturbed women. In our society
dramatical and "hysterical" gestures and emotional
displays are more acceptable in women than in men.
It may be that suicidal gestures are an é&xpected,

and even socially sanctioned, behavior il unhappy '
women. Their attempts certa1nly receive \ess
disapproval than similar behavior in men. . ip.

I

]

In considering sex roles, John J. Mitchell (1983},
descr%bed the double edged dilemma induced by male sex role.
expectations. Westerﬁ societies tend to encdurage males to
internalize 'masculine’ characteristics such-as
independence, individualism, decisivehess, a preference
toward action, and to a point, aggressiveﬁess. Mitchell
proposed that while investigators tend to look for
deficiencies in explaining suicidal behaviors, the

internalization of such 'positive’ attributes may contribute

to the higher rates of male suicide, as well as the male
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pfedominance in other acts of viélence. Neur inger and
Lettieri (1&82) additionally caution that as women continue
to be eﬁcouraged to internalize role expectations similar to
men, the rates of suicide for females could 1ncrea;e.

It has been suggested that both suicidal and
parasuicidal adolescents strugglie to obtain a sexual
identity (Peck, 1968: Heilling, 1980). Thus for these
adolescents, the identification with such stereotypic Eex
roles may be more pronounced.

For adolescent suicidal males, the pressure to assume
an identity with these characteristics, is not only applied
by society, but by his parents and himself (Pegk, 1968). As
" reviewed, such adolescents lack maturity, coping mechanisms,
support structures and appropriate channels where they may
relieve their frustrations. When confronted with a probiem
which thfeatens his weakvhold Qn "masculinity”, such ag-a
significant failure or physical illness, he may resort to
suicide as a drastic means of escape. The end product of
this process can be illustrated by the case of a father who
aqT?nished his nineteen year old son, "If you can't cut it
in this world, you might as well take a gun to your head".
The son followed his father's suggestion and uéed his
father’s gun (Peck, 1968).

In contrast, the female adolescent is confronted with
different expectations. She is allowed to be dependent,

- emotional, and at times, manipulétiVé. When confronted with

a significant problem, the female adolescent is less
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pressured to handle it on her own but is encouraged to seek

i
help. As illustrated, the parasuicidal adolescent’'s family
RN
A,
is char igrized by poor communication, overprotective

TN

parentéﬁghd the perception of the adolescent that such

IR ,

signif%@aﬁt others are insensitive to her need for help.
;arasuicidal behavior often represents an attempt to break
open the closed lines of communication and focus the
attention of sigﬁ?ficant others on the adolescent. It is
interesting to note that the highest rate of female suicide
occurs between the ages of 25 years and 29 years (Solomon
and Boldt, 1976). Perhaps a process similardto that
described for adolescent males, occurs for‘females at this
age. |

Thé'increasing rate of adolescent suicide and
parasuicide may be partially explained as a symptom of a
rapidly changing technological society. The reduced social
play of youths, increased competitiveness in the schools,
increased trandition of families, increasing divorce rate,
and the excessive inflow of information are ng? a few of
the factors which may enhance the ;uicidal and parasuicidal
processes. In addition, as suggested by Neuringer and
Lettieri (1982), parasuicide is perhaps becoming a socially
sanctioned behavior for the emotional and distressed female.
Adolescent girls may be especially susceptible to the
identification with such roles.

It is important to consider the proposed suicidal and

parasuicidal processes as a preliminary effort to organize
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the existent literature investigating suicidal and
parasuicidal adolescents into a theoretical formulation. The
principal significance of this model is the proposition that
there are identifiable differences between the adolescent
suicidal process and the adolescent parasuicidal process.
Such differences have important therapeutic implications

which are now addressed.

B. Therapeutic Implications Of The Mode!

Before the intérventions of suicidal or parasuicidal
individuals may occur, such individuals must first be
identified as being in need of help. It is interesting to
note, that of the parasuicidal adolescents studied by Hawton
et al (1982) , 74% were in contact with a helping
professional during the month previous to the parasuicidal
act. Solomon and Boldt (1976) estimated that of the youths
who completed suicide (for which such information was
available), 22.6% of the males and 48.0% of the females
visited a physician or a psychiatrist within two weeks

€
previous to the completed suicide. As stated by Solomon and

Boldt: ‘ -

It could be argued that nearly 75% of the males and
nearly one-half of the females had not visited a
physician before their suicides and that doctors
cannot be held responsible for those whom they do
not see, but what about the seventy-four suicides
committed by those between the ages of fifteen and
twenty-nine who did visit their doctors shortly
before their final act? Could their lives have been
saved by physicians better trained to recognize
suicidal clues? Certainly not all of these lives’
could have been saved, but many might have been.
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In conéidgring the professional agencies in Alberta,
which additionall} treat suicidal and parasuicidal clients,
it is alarming to consider that feQ emp 1oy workérs trained
to deal with such individuals (Boldt, 1976). As presented in
the Report of the Task Force on Suiéide (Boldt, 1976); "Of
the 143 agencies providing codable responses, 131 (91.6%)
reported that they A;d no workers with significant training
in dealing with suicidal clients...” (p. 300).

Such findings qlearly indicate that individuals
emp loyed in.the helping professions need to be trained to
recognize the symptomatology of suicide and parasuicide and
to effectively deal with such clients. Until professionals
are at least sufficiently competent to identify such
individuals, the construction of effective therapeutic
strategies wikl have little significance. |

Once it is suspected that an adolescent may engage in
self injurious behaviors, it is nece$sary to determine if
such behaviors may be suicidal or parasuicidai, in order ﬁo
select the appropriate intervention strategy. It has been
suggested that the three dimensions which may differentiate -
the suicidal from the pérasuicidal adolescent are intent,
the adolescent’'s perceptions of the situation and sex.

Although the sex of a youth may be easily determined,
the intent and perceptions of the adolescent are not easily
assessed. However, a_noteworthy number of scales have been
constructed to assess both of these dimensioﬁs. Such scales

may aid the helping professional in the assessment of the
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potential suicidal or parasuicidél adolescent.

The Miskimins Scale (Miskimins et alq 1967) and: the Los
Angeles Prediction Scale (Litman and Farberow, 1961}, are
rating scales which utilize information thained during an
initial interview to aid in the a55essment of the 1likelihood
of suicidal or parasuicidal behavigrs. The Suicide Intent
Scale, (Beck et al, 1974) ig a rating scale which is
emloyed immediately following self injurious behavior to
assess the suicidal or parasuicidal intentions of the
client. Such scales have shown potential in the assessment
of suicidal and parasuicidal individuals (Lester, 1974; Beck
et al, 1974).

In addition to the use of formal scales, the carefully
constructed interview which invéstigates the client’s
peﬁéeptions of the present situation, perceptions of the
future, the existence of support structures, the existence
of previous‘attempts and the formulation of a suicidal plg%,
may give extremely valuable informetion {Lister and
Farberow, 1961).

Intervention Strategies

The notion that suicide and parasuicide are the end

products of two different processes suggests the

construction of two different intervention strategies.

Syicidal ‘-Inte'rve'nt ion

‘The suicidal adolescent should be considered as an

individual in need of long term intensive therapy.



Hospitaliiation~or institutionalization may be required.
Therapy should focus upon the establishment or
reestablishment of significant relationships and
modifications of the adolescent’'s perceptions of himself and
his present and future situations. The therapeutic
relationship may be of central importance during the initial
stages of therapy. The client’s progress should be carefully
evaluated. As stated by Solomon and Boldt (1976)

Workers in hospitals, especially mental hospitals

and psychiatric wards of general hospitals, should

be alerted to the dangers of too rapid improvement

in their patients, particularly patients admitted

for suicide attempts. Between 1968 and 1973,

fifty-one Alberta youths (thirty-four males and

seventeen females) who were either in mental

hospitals or had been released from them, Killed

themselves. Many qf these people -Killed themselves

soon after release. Adedquate follow-up, especially

in the three months to one year period, following

release, is called for (p. 28).

Once it is determined that the adolescent is no longer
in immediate danger, therapy should be continued to maintain
initial gains and to help alleviate the precipitant dynamics
of the suicidal process. The long term goals of therapy may
include; the improvemenf of interpersonal relationship
skills, the improvement of pfoblem éblving skills and family
therapy.

Parasuicidal Intervention

Although parasuicidal behaviéﬁ may be considered‘as
’"manipuTative" and "attentioh-getting”l,it should also be
| considered as a desparate cry for help. The attitude held by
a significant proportibﬁ GfKQQU]tS, that such behaviors are

best ignored (Haim, 1874), is irresponsible in the most
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literal sense of the word. The parasuicidal individual needs
to receive attention, however, it should be recognized that
such individual$é are asking for the attention of an
identified significant other. .In the case of parasuicidal
adolescents, the significant other is most likely to be one
or both parents (Peck, 1968; Heilling, 1980). For this
reason, the therapeutic intervention of the parasuicidal
adolescent should be centered around the family. The goals
of therapy may include opening lines of communication
between family meﬁbers, the establishment of balanced
relationships, and the evaluation and perhaps modification
of family systems. |
Individual therapy may also be required to aid the
adolescent in the establishment of successful relationships
and. support structures outside of the home. However, it
should be remembered that the principal objective of the
intervention and/or postvention, is to ensure that the
addlescent’s desparate cry for help is recognized by the
individual(s) to whom the cry was intended.
C. Summary And Conclusions ~
The impetus behind this thesis w#s primarily derived
from the author’'s own‘experiencés with institutionalized
suicidal and parasuicidal adolescents; w;thin this
populatioh, differences were observéd between adolescents
who in time "attempted suicide” and the adolescents who went

on to complete suicide. In an effort to investigate such
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~differences, the author has considered the conyentional
theories of suicide and the body of literature which has
investigated suicidal and parasuicidal behavibrs\amongst
adolescents. In recognit{on that the dynamics of suicide and
parasuicide differ amongst populations, cultures, age groups
and time periods, 4uch jiterature has been additionally
evaluated to assess its relevance to the current suié?dal
and parasuicidal trends in Alberta.

However, research in the area of adolescent suicide ?nd
parasuicide has been confounded by methodological problemét
fke most significant of such problehs include the
utilization of improper sampling techniques, control
techniques and the limitations imposed by retrospective data
collection. In addition, researchers have failed to consider
that differences between suicidal and 5arasuicida1 .
adolescents may exist. The majority of such studies are
based upon samples which are predominantly female, fail to
consider the intent of such adolescentssand assert that the
results of such studies are generalizable to suicidal >
youths. As adolescent suicide is primarily a male phenomenon
and such males have demonstrable lethal intentions, such ‘

\

methodologies are extremely questionable.

The author has organized such research intQ two ®
different categories, studies which investigated adolescent
suicide and investigations of adolescent parasukcide.
However, once the literature was categorized along these two

.dimensions, the investigations of adolescent suicidal

<



behavior were extremely limited, thus imposing a major
limifation u;ﬁmns thesis.

The statistics reviewed suggested two major differences
between suicidal and parasuicidal adolescents. These
differences'were (1) sex, and (2) the me thods employed in
conjunction with such behaviors. Adolescents who completed
suicide‘were predominantly male and utilized extremely
lethal methods.'Pﬁ'oomparison, paraeuicidal adolescents were
predominently female and used less lethal means. fhese
findings suggested differences between the 1nten;1ons of
suicidal and parasuicidal adolescents.

Conventional theories of suicide have emphasized two
ma jor ‘perspectives,; the psychological and the sociological.
The psychological approaches have focused upon one principle‘
oaose of suicide; the existence of mdjor or minor
idiosyncratic disorders amongst suicidal indiviooals. The
sociological approachesjhave focused (upon the sécial
environment as the principal precipitant to suicioal
behaviors.‘However, neither approach in its sole application

~accounts for the occurrence of adolescent suicide and
parasuicide, nor sufficiently differentiates between these
two behav1ors

Through a review of the literature which has
investigated the psycho-soc1al dynamics of adolescent
suicide and parasuicide, thel&ignificant sociological and
psychological faétors which were reported to facilitate such
behaQiors were identified. These factors were then organized

o
8
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into a theoretical model which illustrates the formulated
suicidal and parasuicida]~proc%sses. Although post factum in
its construction, this model may be useful in the generating

of hypotheses for future investigations.

L

Recommendat ions For Future Research

Before investigations of adolescent suicide ‘and
parasuicide may yield conclusive results, the‘sampliﬁg
techniques, control techniqués, methodologies employed by
researchers and the recording systems of retrospective‘daté
in Alberta, must be 1mproved;

Sampling Techniques

In the investigation of any phenomenon, in order for
results 'to be generalizeable to a specific population, the
sample employed must be reppes%ptative of that population.
Of the literature reviewed investigatiﬁg adolescent suicide
and parasuicide, not a sng]e‘study has utiiizgd a
representative sample. In addition, researchers%have failed
to clearly define the sample under investigatioﬁ‘and to
report the limited generalizeability of the sUb%pquent
results. . ‘ ‘

As préviouély noted, terms used to describe such
samples, which include parasuicide, suicidal gestures, self
injury, and attemptéd suicide, have been employed |
interchangeably by investigators who refrain from precisely
defjning such terms. Such sampling and reporting procedures

must be improved.
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In the investigation of suicidal and/or parasuicidal
adolescents, in addition to hosp{?éls and institutions,
professional agencies, private physicians, and schéols
should be considered, and appropriate sampling technigues
ufiliied, in orger to provide a representative sample. If
such procedures are not emplOyig, researchers should clearly
define the sample undeq.invesfigation, and describe the

subsequent limited generalizeability of the results.

Control Techniques -

Only one study revdewed utilized an adequate control
sample (Jacobs, 1971). The problems inherent in the
obtaining of such samples is a major obstacle to
investigators. However, as demonstrated by daéobs (1971)
such obstacles may be overcome through patience and
persistence. As the inélusion of adequate control techniques
are Hecessary to determine the relative significance of the
subsequent results, the time and effort required to 6btain
such s8mples should be considered as worthwhile inve§$ments.

Methodologies

The vast majority of the studies investigating suicidal
and parasuicidal adolescents have been descriptive in
nature. Such Studies may identify factors which are
illustrative of such youths? however they fail to explain
the relationships and the relevance of these factors to.
adolescent suicide and parasuicide. The understandiné pf
such relationships is vital in the construction of effective

prevention, intervention and postvention'strategies.
. o _ .
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HoweQer, in the investigation of the significance and
relevance of such relationships, it is necessary to employ
more complex methodplogies and statistical analysis
techniques. |

*

Recording Systems (Qf Retrospective Data

In Alberta, there are major obstacles to the
retrospective study of adolescent suicidg andkparasuicide.
While the information coilected on reported suicides is
incomplete, the information collected on parasuicidal
individuals is virtually non-existent.

Presently the Office of the Chief Medical Examiner
(1983), is constructing a computérized data system to aid in
the collection and organization of information on completed
suicides. Such a data base may great]y improve the quality
and.quantity of information available to researchers.

However, it is alarming to cohsider that of the
agencies reviewed by the Task Force on Suicide (Boldt,
1976), 81.8% did not identify suicidal clients as such in
‘their files. It is recommended that such recording systems
be improved, not only for the sake of researc;, but more
importantly because such information may be utilized to
serve the needs of the respéctive client upon referral to
anothervtherapist, agency, or upon hbspitalization.

The.aroposed suicidal and parasuicida] processes
generate additional suggestions for‘future investigations.
:The iollowing paragraphs address the principal areas which

3

* may be considered by researchers.
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The relationship between the familial environment and

adolescent suicide and parasuicide is ambiguous and

\

ill-@efined. Dimensions such d% the interpersonal
relationships between specific family members, the
communibation systems within the family, differences between
suicidal or parasuicidal youths and their siblings., and the
relationships of such factors to the suicidal and

parasuicidal processes, should Se considered for future
research.’ i

The development or lack of4development of interperafngl
relationship skills, coping mechanisms and styles, and ;
prpblem.sOlving skills of suicidal and parasuicidal

adolescenté, in comparison with other youths, should be

-
DY

investigated. In addition, the relationship of familial
faé%grs to the development of such skills, shouid be
considered..

The factors which contribute to the progressive
isolation pf suicidal and parasuicidal adolescents are in
need of further investigation. Jacobs (1971) proposed that
the isolation Of such youths is primarily due to the
distuption of gignificant relationships. Haim (1974).
proposed Chét sgiéidal and parasuicidai adolescents may lack
the necessary ski{lgj'or the desire, to integrate themselves
into groups. It may also be that such youths choose to
isolate‘themselve§ in an attempt to cope with their present
gituation. The inveétjgatioh of the relationship of these

¢

factors td adolescen}‘éuicide<and parasuicide may have

4
¢
X
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impor tant therapeutic implications.

As previously suggested, the relationships between a
history of suicidal and parasuicidal behaviors among
relatives or friends, suicidal ideation, and adolescent
suicide and parasuicide, are in need of further |
investigation. Such studies may unravel the cognitive
component of adolescent suicide and parasuicide. \\\\

The proposed differences between suicidal adolescenTK"w
and parasuicidal adolescents should be deductively and T
empirically evaluated. Relationships between methods
emp loyed, inteﬁtions, the identification with sex roles and
adolescent suicide and parasuicide should be investigated.

In addition, to ang proposed differences, other dimensions
which may differentiate suicidal from parasuicidal behaviors
should be considered. Such dimensions may include: parental
role models, problem solving~skills. self-other perceptions,

locus of control, and the accéptance of aggressive

behaviors.
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