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Preface

Many people absolutely reject suicide under any circumstances. However, most of us can sympathize with the suicidal motives, let’s say, of an elderly person afflicted with terminal cancer. But it disturbs the core of our being that a child would find this life so empty of hope that death would be preferable. Teenagers are so full of pain, pleasure, sexuality, energy, curiosity, idealism, bravado, vulnerability, rebellion, and promise!

We know that children grow with considerable ambivalence towards the awesome responsibilities of adulthood. Sexual and physical maturity thrust the child into the adult world. However, physical development belies the reality of emotional immaturity. Television and movies excite teens with a plethora of lethal images. Drug and alcohol abuse are epidemic. Families are breaking up. Adolescents simply cannot bring sufficient perspective to the problems they face. The world, itself, seems a suicidal free fall into the nuclear abyss.

While most adolescents accumulate a few psychological scars along the way, most are able to “tough it out.” Why do some succumb and others survive, indeed thrive, under similar conditions? The “psychological authopsies” that follow a suicide rarely uncover a clear and reasonable motive. The questions about “Why” and “If only…” persist. Who is to blame? What could have been done? How can we recognize the signs of a suicidal crisis before it’s too late? How can we intervene with a suicide attempter to preclude another, perhaps successful, attempt? How can we avoide the “cluster” effect, the rash of attempts, that often follows a suicide?

This book comes to grips with the reality of adolescent suicide. In the book are fifteen chapters organized under five major parts. The name and a synopsis of each chapter are as follows:


I The Problem of Adolescent Suicide

Chapter 1, Adolescent Suicide: An Introduction to Issues and Interventions, is an overview of the suicide problem while Chapter 2, Societal Trends and the World of the Adolescent, contains a discussion about changes in American society that influence adolescent development.


II A Profile of the Attempter

This part describes individuals who are most likely to commit suicide. In Chapter 3, Behavioral Indicators, is established a conceptual baseline of “normal adolescent behavior” as a point of departure.

Chapter 4, Personality Variables, contains information about personality traits and disorders that contribute to adolescent suicide.

Chapter 5, Thinking Patterns and Motivation, has an explanation of how suicidal adolescents differ from their nonsuicidal peers in terms of cognitive process and motivation. Typically, suicidal thoughts are dominated by a negative view of self and pessimistic expectations for the future. Suicide is motivated by a desire to finally gain some measure of control.

In Chapter 6, Depression, is information that supports the view that most suicidal individuals are basically depressed. Depressed individuals feel helpless, unable to change their life circumstances.


III Assessing Lethality

Some suicidal teens give hints that are hard to miss, such as “You’re going to regret how you’ve treated me,” “Life has no meaning anymore,” or “I’m tired of living.” Others become preoccupied with morbid themes. Still others give virtually no clues.

In Chapter 7, Psychological Assessment, is provided a comprehensive system for psychological assessment of suicidal adolescents that is useful in both assessing suicidal risk and generating appropriate treatment strategies. The “symptom clusters” that predict high risk are described.

In Chapter 8, “Signatures” of Suicide, are discussed the developmental problems which occur during childhood and, quite often, set the stage for an adolescent suicide. Situational “signatures,” such as social isolation, are identified. No single signature is complete as a predictor, rather, the professional must be aware of the accumulation of warning signs that put adolescents at risk.


IV Prevention and Intervention

Treating suicidal adolescents can be a terrible burden. The ideal, of course, is prevention rather than treatment. In Part IV are described (1) programs for suicide prevention and (2) strategies for intervention when suicide has been attempted.

In Chapter 9, Overview of Prevention, is proposed content for school/community based suicide prevention programs and recommendations are provided for schools and communities interested in initiating a prevention program.

In Chapter 10, A Model Prevention Program, is described the development of suicide prevention programs and a description of an actual program. The chapter includes ideas for networking, program expansion, and program evaluation.

Native American adolescents are at high risk for suicide attempts and completions. In Chapter 11, Interventions with Native Americans contains treatment issues such as intentionality and client roles as well as specific interventions.

In Chapter 12, Interventions with College Campus Populations, the suicide problem is viewed from the perspective of university counseling center staff. Epidemiology is reviewed—How prevalent is suicidal behavior among college students? Legal, ethical, and practical concerns which college administrators must face when dealing with a suicidal crisis are discussed.

In Chapter 13, Crisis Intervention, are school-based strategies for preventing adolescent suicide. Roles of teacherrs, administrators, studens, and counselors as part of a district-wide crisis intervention team are presented.

In Chapter 14, Family Therapy and Networking, the focus is on the use of the family therapy and professional networking. Three major sections are included: the variety of self-destructive behaviors demonstrated by adolescents, family therapy as a treatment modality with suicidal adolescents, and consultation in the treatment of the suicidal adolescent and the family.


V Legal Issues

While Part V is comprised of only one chapter, it is of great importance. In Chapter 15, Legal Consideratins for the Practitioner, is the issue of whether or when the law will hold a health care practitioner responsible for a suicide. In addition, suggestions are provided for what practitioners can do during treatment to avoid law suits.

Suicide is an extreme method of ending a crisis. The person can see no other way to find relief. Usually an adolescent who attempts suicide is reaching out for help. School and community groups must plan for the increasing problem of adolescent suicide in the same way that provisions are being made for interventions related to physical and sexual abuse, and drug abuse. We must affirm the self-worth of every child by being sensitive to his or her developing individuality. We must join with our young people in creating a world that is worth living for.
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Part I Problem of Adolescent Suicide



Chapter 1 Adolescent Suicide an Introduction to Issues and Interventions

Dave Capozzi, Ph.D.

and

Larry Golden, Ph.D.

DOI: 10.4324/9780203767801-2

EDlTORlALABSTRACT: The purpose of this chapter is to introduce the reader to issues and interventions connected with the topic of adolescent suicide and the prevention of adolescent suicide. The developmental problems of adolescence, personality, and behavioral disorders, dysfunctional relationships and societal provocations and pending catastrophes are overviewed to provide the reader with an understanding of the adolescent suicide problem in the United States. Predicting adolescent suicide is addressed through discussion of the myths connected with adolescent suicide, signs and symptoms and a presentation of the profile of the suicidal adolescent Prevention, crisis management, postvention, and approaches to counseling/therapy are also over-viewed to provide the reader with a point of departure for the focused follow-up chapters of this book.


Matt Reiser had a date with Cheryl Burress last Tuesday night in Bergenfield, N.J., near New York city, but at 6:30 Cheryl called to cancel. “We can’t get together tonight,” she told Reiser. “We’re going to visit Joe.” Reiser thought he knew what she meant. Joe Major, a friend of Cheryl’s, had fallen 200 feet to his death off the Palisades cliffs along the Hudson River last September in what police considered an alcohol-related accident, and Reiser figured that Cheryl was planning to visit Major’s grave that night, as she had many times before. Reiser was wrong.



Instead, Cheryl, 17, and her sister Lisa, 16, went driving around the Bergenfield area with two companions, Thomas Olton, 18, and Thomas Rizzo, 19. At about 3 a.m., the teenagers stopped at an Amoco station and bought $3 worth of gas for Olton’s brown Camaro. They asked if they could take the hose from the station’s automobile vacuum cleaner, but the attendant refused.



It was a short drive from the gas station to Foster Village apartments, a housing complex. The place was well known. Garage No. 74, vacant at least a month, had been serving as a hangout where groups of Bergenfield teenagers came to drink and to smoke marijuana. The youngsters drove into the dark garage, shut the door and locked it. They left the car idling, its windows open. Then they sat back and waited.



The steadily burning gasoline did its job, releasing deadly carbon monoxide fumes. Within an hour all four were dead. (Wilentz, 1987, pp. 12–13)


The story above appeared in the March 23, 1987, issue of Time. The day after the bodies of the four teens were found, two more adolescent girls killed themselves by the same method. One of them, Karen Logan, was found holding a stuffed animal and a rose.

Adolescent suicide has become a critical problem in the United States. Recent yearly estimates report as many as 7,000 completions and 400,000 attempts among the adolescent population in this country. Five years ago, suicide was the third leading cause of death among the 11 to 24 year age group. Now it is the second leading cause. Only accidents, usually automobile accidents, rank higher. Suicide among the nation’s youth, particularly white males, jumped 40 percent during a 10 year period, 1970–1980. The full extent of the adolescent suicide problem is difficult to quantify because many suicides are reported as accidents because of family embarrassment, religious beliefs, or community discomfort.

While the statistics that describe adolescent suicide can be interpreted in various ways, the fact that more and more young people are killing themselves can only be understood in one way: as a terrible waste.


Understanding Adolescent Suicide

Teenagers are just starting out in life. They are anxiously and excitedly planning for career or vocation and exploring relations with the opposite sex. A small minority are planning on a suicidal career! It disturbs the core of our being that a child would find life so empty of hope that death would be preferable.

While most adolescents accumulate a few psychic scars along the way to adulthood, most can cope with the stress of daily living. In an attempt to understand the contingencies which make some adolescents vulnerable to suicide, we will explore four factors: (a) developmental problems of adolescence, (b) personality and behavioral disorders, (c) dysfunctional relationships, and (d) societal provocations and pending catastrophes.


Developmental Problems of Adolescence

With the exception of infancy, no period is so fraught with change as adolescence. Forsaking the security of childhood, the adolescent grows with considerable ambivalence towards the awesome responsibilities of adulthood. School is no longer merely a place to learn and play, but has become the training ground for earning a living and mate selection. Home is no longer the source of endless sustenance and support, but is a place to leave, a trap to struggle free of. Sexual and physical maturity propels the child into the adult world. However, physical development belies the reality of emotional immaturity. Adolescents simply cannot bring sufficient perspective to the problems they face.

Suicidal youngsters are subject to the same stressful circumstances that all adolescents are, but more so. These at risk teens are less resourceful in their ability to cope. During times of stress, they obsess about suicide as an escape, devoting more and more energy to planning the details of the act.

The stressful events that precipitate a suicide may not be of overwhelming proportions. Such events are failure of a subject in school, rejection by a friend, a disappointing romance, or a family argument. Even pleasurable experiences can cue suicidal fantasies. For example, high school graduation, for many, symbolizes the transition to young adulthood and the initiation of a life more independent of other family members. Even though adolescents will tell friends and family that they are thrilled to graduate, they may be apprehensive.

For teens to indulge in suicidal fantasies is not abnormal. Further, normal adolescents are easily influenced by their peers. They are in search of an identity that fits. A youngster who is “barely getting by” is especially vulnerable when another person in the immediate community commits suicide. Therefore when a suicide occurs in a school, we can expect a rash of suicidal “copycats” to follow (Berman, 1986). These multiple suicides occurring in a brief time are called “clusters.”


Personality and Behavioral Disorders

In his masterpiece, Steppenwolf, Herman Hesse (1974) invited us to investigate the personality traits of individuals at risk of suicide, “Just as there are those who at the least indisposition develop a fever, so do those whom we call suicides, and who are always very emotional and sensitive develop at the least shock the notion of suicide.”

Why do some succumb and others survive, indeed thrive, under similar environmental conditions? The “suicide note” is but a morsel of information, what Pfeifer (1986) calls “iceberg” talk. The whole truth lies deeper and is more complex.

An understanding of the “suicidal personality” begins with an understanding of depression. The majority of suicidal individuals of all ages are basically depressed (Toolan, 1984). Depressed adolescents complain of feelings of sadness, isolation, fatigue, and boredom. They may have trouble getting up in the morning, cry easily, and daydream excessively. They may suffer from melancholia, a loss of pleasure in almost everything. Depressed individuals feel helpless, unable to change their life circumstances. The consequent feelings of rage are turned inwards. However, depression may be masked by overactivity, participation in a constant round of social activities, sexual promiscuity, or drug abuse (Emery, 1983).

Holinger and Offer (1982) suggested two models: (1) competition and failure, and (2)progressive isolation. According to the first model, some teenagers who fail in the competition to play sports, earn high grades, gain entrance to good colleges, or socialize with the “right” peers, seek relief in suicidal fantasies. The pressure to achieve academically, vocationally, and socially is one that is keenly felt by adolescents. In the competition for success, some teenagers will win, some will lose, and a few of these “losers” will become suicidal. The second model envisions a fragile, isolated adolescent who bases an assessment of personal inferiority on a narrow, and thereby, distorted perspective. “Nobody wants me,” becomes a pervasive theme. The individual becomes increasingly isolated and undefended against feelings of despair.

Poor problem solving ability is another characteristic of many suicidal adolescents. This trait is epitomized by a lack of resourcefulness in generating options, coping with a difficult relationship, or planning for the future.

A lack of problem solving skills is particularly troublesome in conjunction with another trait which is part of the suicidal pattern—total commitment to a relationship or a goal for the future. Suicidal adolescents develop a tunnel-visioned perspective. A relationship may become so important that other friendships are dropped; a goal may begin to dominate every decision. Commitment, total and unswerving, often becomes the theme for the patterning of daily, weekly, and monthly activities and priorities. When an important relationship ends or a goal becomes unachievable, self-esteem plummets, feelings are kept secret, achievement is roadblocked, and the behavioral repertoire becomes frozen in maladaptive patterns. The result is an escalation of stress and anxiety. Suicide becomes an extreme method of ending the crisis. The person can see no other way find relief at the time the suicide takes place (Berman, 1986).

The United States is experiencing an epidemic of drug use and abuse. Drug abuse goes “hand-in-glove” with suicide. Opportunities to experiment with marijuana, alcohol, and other drugs are presented to fifth and sixth graders in most school in this country. Suicide prone adolescents are especially vulnerable to peer pressure; it is common for parents of suicidal adolescents to report that their child seemed to lose control and judgment in the presence of peers and that they dreaded the arrival of their child’s friends for an afternoon visit or a weekend stay. Since problem-solving ability, self-esteem, communication skills, etc., which may already be inadequate, are never enhanced through the use of drugs, suicide prone adolescents become even higher risks as drug experimentation and dependency increases.

From a psychoanalytic perspective, a suicide attempt is seen as an acting out of sadomasochistic excitement (Furman, 1984). Suicidal adolescents provoke rejections and misconstrue the words and behavior of others. Violence and mutual hurting provide gratification and death may take the place of surrender or orgasm (Furman, 1984).


Dysfunctional Relationships

No evidence exists that suicide is genetically inherited. Further, children have committed suicide when no apparent psychopathology is within the family. That is, some of these families are normal. However, suicide does tend to run in families, just as physical and sexual abuse does. Members of families share an emotional climate since parents model coping skills as well as high or low self-esteem. According to McAnarney (1979), “In societies where family ties are close, suicidal rates are low and and conversely, where families are not close, suicidal rates are high.” A close relationship with parents has been found to be inversely related to depressive mood in adolescence (Kandel & Davies, 1982).


Poor Communications

Typically, families of suicidal youngsters are troubled by dysfunctional communication. These families report great difficulty in communicating clearly and consistently with one another (whether between parents or between parent and child). Even when the family eats breakfast or dinner together, quite often the meal is eaten in silence or with attention directed to a television program. Very often, parents have not modeled a positive, articulate communication style for their children to imitate. Parents may have little knowledge of the tribulation experienced by their adolescent child. The adolescent may have difficulty talking with peers and siblings; talking with parents may seem unthinkable. As time passes, the easier thing to do is to keep feelings buried. The suicide comes as a surprise.

A striking feature of communication in “suicidogenic families” is the presence of overt and covert messages about suicide and death (Richman, 1984). Examples of overt messages would be, “I wish you’d never been born,” or “Croaking was the best thing your father ever did for this family.” Covert messages, of course, are more difficult to decipher. According to Richman (1984), the isolation and loneliness of the suicidal individual is invariably related to unconscious family rules. Both an absence of any warm, parental figure with whom to identify and a sense of aloneness exists. The individual is trapped within the boundaries of the family while intimacies with persons outside are seen as a threat and, therefore, forbidden. Consequently, many suicidal adolescents have a relatively small network of social support.


Separation and Loss

Social isolation makes these adolescents vulnerable to the loss of any love object, which may trigger the suicide attempt (Rice, 1987). These youngsters are not only vulnerable to loss, they are likely to experience it. In fact, suicidal adolescents are more likely to have experienced the loss of a parent through separation or divorce by their twelfth year than “normals” (Berman, 1986). In what Litman and Diller (1985) called the “classical crisis case,” even an individual with a history of normal relationships can become suicidal after a sudden loss, usually of a love relationship.

The issue of separation from loved ones is central to the adolescent experience. Adolescents are bound and determined on the road of independence from their families. However, this road can be deadly for those not prepared for the journey. Richman (1984) believed that the increase in adolescent suicide is related to growing pressure on youngsters to leave home as soon as possible. A mistake is often made by confusing physical separation from the family with personal autonomy. The suicidal adolescent feels expendable, yet lacks the maturity to separate and leave.


Family Disorganization

Family disorganization is widely implicated in adolescent suicide (Jacobzinner, 1965; McAnarney, 1979; Molin, 1986; Rice, 1987). Recent decades have witnessed the decline of the traditional nuclear family. The stability that this model afforded, albeit at the expense of personal freedom, has been eroded.

The role of the single parent has long been characterized by escalated responsibility, lowered income, high stress, and lack of time. A single parent may be so busy attempting to provide an acceptable standard of living for his/her children that little time can be allotted to the basics of a parent-child relationship.

Remarriage results in “blended” or “step” families. When adults who have custody of children from a previous marriage decide to form a new family, the dynamics can become unwieldy. For some adolescents, the adjustment is too difficult when faced with a “substitute” parent, new guidelines for behavior and discipline, additional siblings, less personal space, or a different home in a new neighborhood.

More and more American families are finding that two incomes are needed to support an acceptable standard of living. Parents in these dual career families may bring the stresses of employment into the family system. Less time is available to accomplish household tasks, grocery shop, schedule medical and dental appointments, and so forth. The breakdown of a car or a child’s minor illness can easily disrupt a taut schedule.

Parents of adolescent children are usually between the ages of 35 and 50. As parents see their children approach the age of leave taking, they may begin the process of reassessing themselves, the familiar “mid-life crisis.” They may reevaluate their career and financial status. Issues between spouses may resurface if they were not dealt with successfully earlier. Just at the time when children need more time and attention, parents may be focused on their own status and anxieties about time “running out.”

Families in which physical or sexual abuse is occurring are at high risk for adolescent suicide. Children of abusive parents have not been taught to feel good about themselves and to problem-solve well. Escaping the pain of such a family atmosphere or the self-deprecating viewpoint they have internalized can be sufficient motivation for suicide.

Today, virtually all American families are at risk. Unless family members are good at managing both time and stress, saying “no” to unnecessary work-related or other responsibilities, helping one another and meeting each other’s needs at the time these needs arise, the family climate may be one of tension and lack of receptiveness. Adolescents may not feel they can turn to family members for help. Parents must be alert to signs of depression and poor adjustment in themselves and their adolescent children.


Societal Provocations and Pending Catastrophes

Little if any evidence is available to link problems that threaten human society to the rise in adolescent suicides. However, negative social trends and frightening world events can engender feelings of despair in all of us. In an essay titled, The Adolescent Philosopher in a Nuclear World, Austin and Mack (1986) observed that traditionally the adolescent struggle has occurred in relation to a stable but progressive social order. While every generation of teenagers has faced crises (the Depression, World War II, etc.), suicide is clearly on the rise in today’s generation. Therefore, a look at the formidable issues that loom large for our youth is worth taking.


Racism and Poverty

While the suicide rate is lower for Blacks than for Whites, the murder rate, specifically among young Black men, is much higher (Cohen, 1987). Suicide and homicide are obviously different kinds of acts but depression, hopelessness, and frustration can energize either or both.


Death and Violence as a Media Theme

Recently, one of the authors saw a marquee at a San Antonio mall cinema advertising: “Black Widow,” “Evil Dead 2,” “Lethal Weapon,” “Nightmare on Elm Street,” and “Witchboard.” Suicidal adolescents borrow lethal ideas and images from media sources.


Decline in the American Standard of Living

Indications are that the growth in the American economy is slowing down. Many young people can anticipate a lower standard of living than their parents because of inflation, depletion of natural resources, huge national debt, competition from abroad, bankruptcies of family farms, and so forth. The reality of the situation may be less crucial than how it is perceived. Some adolescents may fear that no matter how much effort they expend, they are destined for a bleak future.


Acquired Immune Deficiency Syndrome (AIDS)

Still unknown is how this disease will impact the psychology of adolescents. For some, fear of AIDS may relieve pressure to engage in premature sexual experimentation. It may also cause terrible anxiety about the onset of a new “Black Plague.”


Nuclear War

Today’s young people are aware that a nuclear war will end human civilization. As vast amounts of the earth’s resources are deployed in a search for still more lethal forms of annihilation, the appearance is that the human race, itself, is suicidal. Austin and Mack (1986) quoted one youngster as saying, “My generation has been shaped not so much by the Civil Rights Movement or even by Vietnam—that’s your generation. We’re the generation that has nuclear weapons all around us…I would rather die trying to save the world, than just die. So that’s how I’m going to live.” This response holds a promise, not just for this teenager, but for all of us.


Predicting Adolescent Suicide

Who is at risk for suicide? This section on prediction will (1) dispel certain myths about adolescent suicide, (2) identify signs of an impending suicide attempt, and (3) profile a “typical” adolescent suicide.


Myths

One of the first steps in understanding adolescent suicide is identifying the commonly held misconceptions about it:


Adolescents who talk about suicide are not serious about doing it. Almost all suicidal adolescents have made attempts, verbally or nonverbally, to let someone else know that life seems to be too much to handle. These attempts, often barely audible or visible, are a cry for help to find options, other than death, to decrease the pain of living. Always take verbal threats seriously and never assume such threats are only for the purpose of attracting attention or manipulating others.



Suicide happens without warning. Most suicidal adolescents give numerous hints about their suicidal thinking and intentions. Clues can be verbal or in the form of gestures, such as taking a few sleeping pills or becoming accident prone. As stress escalates and options, other than suicide, seem few, suicidal adolescents may withdraw from an already small circle of friends making it more difficult for others to notice warning signs.



Once an adolescent is suicidal, he/she must always and forever be considered suicidal. Most adolescents are suicidal for a limited period of time. In the experience of the authors, the 24 to 72 hour period around the peak of the “crisis” is the most dangerous. If counselors and other mental health practitioners can monitor this crisis period and then get the adolescent into regularly scheduled, long-term counseling/therapy, a strong possibility is that another suicidal crisis will never occur. The more effort that is made to help an adolescent identify stressors and develop problem-solving skills during this post-suicidal crisis period and the more time that passes, the better the prognosis.



If an adolescent attempts suicide and survives, he/she will not make an additional attempt. A difference exists between the adolescent who experiences a suicidal crisis but does not attempt, and the adolescent who actually tries to bring an end to life. An adolescent who carries through with an attempt had identified a plan, had access to the means, and maintained a high enough energy level to follow through. He/she knows that a second or third attempt would be within the realm of possibility. Most likely, each follow-up attempt will be more lethal.



Adolescents who commit suicide always leave notes. Only a small percentage of adolescents who complete the act of suicide leave notes. This is a popular myth and one of the reasons why many suicides are mistakenly classified and reported as accidents.



Most adolescent suicides happen late at night. This myth is not true for the simple reason that most suicidal adolescents actually want help. Mid-to-late morning and mid-to-late afternoon are the time periods when most attempts are made because someone is more likely to be around to intervene than would be the case at night.



Never use the word “suicide” when talking to adolescents because it may “put ideas in their heads.” This is simply not true; using the “word’ will not motivate someone to commit suicide who is not suicidal. However, if an adolescent is suicidal, the use of the world can help him/her begin to verbalize feelings. If a suicidal adolescent thinks you know he/she is suicidal and realizes you are afraid to approach the subject, it can only contribute to feelings of despair and helplessness.



People with strong religious beliefs will not attempt suicide. This is not true. In fact, although the Catholic Church considers suicide a serious moral offense, Catholics actually attempt suicide more frequently than non-Catholics (Toolan, 1984)



Signs and Symptoms

Professionals who work with adolescents should familiarize themselves with these indications of an impending suicide attempt.

Changes in Behavior. In general, any decided change in behavior should be noted. A sudden drop in grades, difficulty with concentration, a loss of interest in hobbies, changes in sleeping and eating habits, experimentation with marijuana, running away, and sexual promiscuity can all be warning signs. Cause for concern is present when depression occurs in combination with other marked behavior change for periods lasting longer than a week. An especially important point to realize is that when an adolescent who has been struggling with periodic depressive episodes suddenly improves, a suicide attempt may be imminent. For a person who has seemed troubled for some time to improve suddenly and “magically” is unlikely. Quite often, an abrupt change in emotional tenor results after the decision about when and how to make a suicide attempt has been made.

Verbal Cues. Changes in behavior, such as the ones previously described, may be accompanied by a number of explicit verbal warnings:


“I can’t go on.”

“I wish I was dead.”

“I’m not the person I used to be.”

“There’s only one way out.”

“You won’t be seeing me around anymore.”

“You’re going to regret how you’ve treated me.”

“Life has no meaning anymore.”

“I’m tired of living.”

“If (such and such) happens, I’ll kill myself.”

“If (such and such) doesn’t happen, I’ll kill myself.”

“I’m going home.”

“Here take this (cassette, jewelry, etc.); I won’t be needing it anymore.”


Although the idiosyncratic language of the teenage community varies from year to year and from one part of the country to another, the previous statements convey that suicide is being considered as an option. Such verbalizations should cue us to pay attention and invite additional disclosures.

Themes or Preoccupations in Thinking. Listen for the themes or preoccupations that dominate the suspect individual’s thinking:


Wanting to escape from a situation which seems intolerable (e.g., abuse, difficulty at school, drugs, lack of friends, etc.).

Wanting to join a friend or family member who has died.

Wanting total commitment to a relationships or a goal.

Wanting to be punished.

Wanting to avoid being punished.

Wanting revenge.

Wanting to control when death will occur.

Wanting to end an unresolvable conflict.

Wanting to become a martyr for a cause.



A Profile of the Suicidal Adolescent

To My Dearest Family,


I know that you will not understand why I’ve done this. Please don’t blame yourselves. It has nothing to do with you. A boy who I love very much doesn’t want me. I’ve tried everything to let him know how much I love him. I know you will think this sounds stupid, but I don’t believe I can be happy without him. Everybody dies sooner or later anyways. Love, Alicia


Alicia slit her wrists, then called the boy who had rejected her, who, in turn, called EMS (Emergency Medical Service). The wounds were superficial.

The case of Alicia is real. Following is a description of a hypothetical case, that of the typical suicidal adolescent, adapted from the work of Martin (1986) and Tishler, McKenry, and Morgan (1981).

Our typical suicidal adolescent is a white 15 year old girl. Her parents are divorced and her mother works full time. Last year she earned “As” and “Bs” in school, but this year she is failing several subjects. She has excessive absences from school due to colds and flu symptoms and has been caught truant several times. Teachers describe her as lethargic and depressed. She has lost weight and complains of a loss of appetite, fatigue, and insomnia. Recently, she broke up with her boyfriend of two months. She has few if any friends and feels she cannot communicate with either parent. Her mother suffers from depression and attempted suicide a year ago. Mother and daughter quarreled shortly before the girl’s drug overdose.


Preventing Adolescent Suicide

In 1910, in the Austrian capital of Vienna, Sigmund Freud addressed a professional conference:


A secondary school should achieve more than not driving its pupils to suicide. It should give them a desire to live and should offer them support and backing at a time in life at which the conditions of their development compel them to relax their ties with their parental home and their family.



Prevention in the Schools

Suicidal behavior usually has origins that are unrelated or indirectly related to events in the school (Berkovitz, 1985). For some students, however, school exacerbates suicidal despair. Competition for grades, overworked teachers who teach too many students, and, in general, the lack of a caring, personal touch are pervasive problems.

In all fairness, schools cannot be expected to cure all of society’s ills. However, since virtually all children go to school, it is the logical place to start preventive programs. Schools that deter suicide would enable children to grow towards mastery and a positive view of self and the world. Children would learn to cope with stress. The curriculum would place more emphasis on cooperation and less on bruising competition. Mistakes would be regarded as opportunities for new learning. A wide range of extracurricular activities would offer alternatives to social isolation. A commitment to improving society through community service would be encouraged. Children would learn respect for the miracle of life.

Suicide prevention should be initiated on the elementary school level and continued through secondary school. Counselors should be permitted to counsel children rather than perform administrative and clerical duties. Class sizes should be reduced so teachers can develop personal relationships with pupils. Remedial reading programs could reduce academic failures. Low self-esteem and poor problem-solving skills are observed in some first and second graders. These problems are more easily resolved in the formative years.

Counselors who work with students in grades five through twelve can provide information about the signs of an impending suicidal crisis. Classroom presentations should encourage students who are concerned about themselves or their friends to ask for assistance from adults, as confidants (Ross, 1985). Not unlike the Mafia, the society of adolescents honors a sacred code of silence! In the case of a potential suicide, this commitment to keeping secrets, especially from adults, can be dangerous. Teens must be convinced that their first loyalty to a suicidal friend is to inform adults.

Teachers and administrators need inservice training. Not only must school personnel understand the dynamics of the suicidal adolescent, they must know how to make appropriate and timely referrals.

Some have cautioned that “death” education will cause suicides (Raspberry, 1987). This is not unlike the view that sex education will cause promiscuity. Until evidence exists of a cause-effect relationship, the authors strongly recommend education as a strategy for suicide prevention.


Postvention

Given the well known cluster phenomenon, the response to an actual suicide can be crucial. Postvention becomes a means of prevention both in the immediate situation and in subsequent decades and generations.

A suicide creates a state of terrible disequilibrium for the immediate family and the entire community. Unfortunately, the community is all too quick to blame the parents for causing the suicide. Questions about, “Why,” are raised again and again as well as, “If only,” self-reproach. Who is to blame? What could have been done to avert this death? The investigation is seldom conclusive since people rarely kill themselves for a single reason (Hill, 1984).

As many as six to ten people are affected, on a long-term basis, for each adolescent suicide attempt or completion. A necessary procedure is to offer either individual or group (“survivor groups”) counseling for family members and friends of the suicide victim or attempter. On a short-term basis, hundreds of people, if not entire communities, can be in need of assistance ranging from information about the dynamics of suicide to individual or group counseling.

If a student has attempted suicide, best procedure is to wait a few months before starting prevention programs in the school so that the returning student will not be focused upon. Individual or group counseling can still be provided for those who need to talk about their feelings.

The end of a period of suicidal crisis or the return of an adolescent who has made an unsuccessful attempt does not mean that the problem has been resolved. The best hope for improved mental health of such an adolescent is long-term counseling focused upon overcoming low self-esteem and depression so that life and its options can be viewed differently.


Treating Attempted Suicde


“Suicide is based upon a problem in the present which has its basis in unresolved crises in the past which, in turn, precipitates a major crisis, the fate of which may determine the future.” (Ross, 1985, p. 400)



Crisis Management

For a short time (24 to 72 hours), the client must be directed and monitored. Definite steps must be taken to safeguard the well being of the client and expedited in an assertive manner. If a person were in an accident which resulted in a life-threatening physical injury, paramedics and emergency room physicians and nurses would act, without the permission of the patient, to save the life. Managing a suicidal crisis is no different.

When a counselor is called upon to help an adolescent in a suicidal crisis, a number of steps must be followed to ascertain the level of lethality and reduce the risk.

Be a Good Listener. Suicidal individuals may have difficulty communicating. Judgmental statements such as, “it’s against the teachings of your religion” or “you can’t consider suicide, it would be devastating to your family,” will make it difficult, if not impossible, for rapport to develop. Convey understanding and respect for everything that is being shared. However the circumstances, concerns and feelings, they are reality for this client. Counselors must be able to hear how the client perceives his/her world however distorted that perception might seem.

Be Supportive. When talking with an adolescent who may be at risk, be genuinely reassuring. Avoid phony reassurance, such as, “things aren’t really that bad” (for the client, things are bad) or “the situation will take care of itself” (circumstances usually do not become better without much effort). Being supportive means that the counselor communicates understanding, reinforces the client for seeking assistance, and outlines counseling options for the near future.

Assess Lethality. The following questions should be asked to determine the degree of risk:


	What has happened to make life so difficult?

	Why are you thinking of suicide?

	Do you have a suicide plan? The more specific the client is about the method, the time, the place, and who will or will not be nearby, the higher the lethality. If the client describes a specific method, such as, an overdose of sleeping pills, using a gun or a knife, and so forth, ask if he/she has that item in a pocket or purse and require that the suicide “weapon” be left with you. Firearms and highly lethal items, however, should be handled by the police. Most adolescent clients will cooperate with reasonable docility if they feel that they are in the care of a competent and trusted adult.

	How much do you want to live? The more difficult it is for the client to respond with conviction, the higher the risk.

	How much do you want to die? The more the client discusses ending life, the higher the risk.

	How frequently do periods of suicidal thinking occur? How intense are they? How long do the episodes last? The more frequent, the more intense, and the longer the length of suicidal obsessing, the more lethal the condition. During episodes of suicidal preoccupation, virtually no time and energy are available for solving problems and seeking alternatives.

	Have you attempted suicide in the past? If the answer is “yes,” the client is more lethal. The more recent the attempt, the more dangerous the current crisis.

	Has a family member, neighbor, friend ever attempted or completed suicide? If the answer is “yes,” the client is more lethal.

	On a scale of “1” to “10,” with “1” being low and “10” being high, what is the number which depicts the probability that you will attempt suicide?

	Is there anyone to stop you? This question is important for two reasons. First, if the client had difficulty identifying anyone who would want to keep them alive, the lethality is higher. Second, an important procedure is to obtain specific information about the people identified in response to this question. Names, addresses, phone numbers, and the nature of the current or past relationship may be needed to organize a suicide watch.


Make a Decision About Intervention. If the risk factor or lethality is high, the counselor must develop a crisis management plan which must be followed until the crisis subsides and long-term counseling can be initiated. If the client is acutely suicidal, hospitalization or a suicide watch is necessary. A suicide watch is organized by contacting friends and relatives. Family members and friends take turns staying with the client until the crisis has subsided. Under no circumstances should an adolescent in crisis leave the counselor’s office until arrangements have been make to monitor the client. Contacting friends, family, and so forth breaks confidentiality but, in this case, does not violate any professional code of ethics. Such steps must be taken to save the client’s life.

A written contract can be used along with a suicide watch (or in place of a suicide watch if the risk is low). Such a contract should specify activities, time with friends, and so forth. The client must agree to phone if preoccupation with suicide begins.

The counselor should not assume that a high risk client will have the energy to arrive for needed counseling even when the crisis has subsided. The counselor must be willing to cancel other appointments and “drop everything” to respond to a new crisis.


Counselling/Therapy

Edwin Shneidman (1987), a professor of thanatology, conducts what he calls “psychological autopsies” of suicides. He is convinced that suicide is not a vengeful or hostile act, but rather, that people try to kill themselves to make the pain stop. Therefore, the immediate task is to reduce the pain. Shneidman will intervene with lovers, parents, teachers, whoever or whatever is causing distress. Sometimes this is sufficient. But often, beneath the immediate concern, there is deep psychic pain and unmet needs. Counseling and psychotherapy are the means to address the client’s psychological problems and unmet needs. Following is a discussion of various therapeutic approaches.


Psychoanalysis

Toolan (1984) advised individual, psychoanalytically oriented therapy for both child and parents. The child needs to be separated from his/her parents in the therapeutic process in the interest of confidentiality, an especially important concern for adolescents (Toolan, 1984). Freud believed that the act of suicide was an expression of anger towards an introjected, ambivalently regarded lost object (Trautman & Shaffer, 1984). The “lost object” might well be parental love. The goal of psychoanalytic therapy, therefore, would be to bring ambivalent feelings into consciousness, to confront feelings of rejection, and to allow the client to separate from the lost object (Trautman & Shaffer, 1984). A problem here is that most adolescents are action-oriented; they are poor candidates for long-term, insight oriented psychotherapy.


Cognitive-Behavioral Therapy

Suicidal adolescents hold irrational ideas about themselves and the world. The goal of cognitive-behavioral therapy is to teach the client to test the validity of these ideas. The client is taught problem solving skills and urged to consider alternate solutions.

Suicidal individuals see only two alternatives: a total solution or a total cessation. In fact, very few of life’s problems yield to a total solution; total cessation of pain, on the other hand, can be achieved by anyone with the means. The goal, obviously, is to broaden the suicidal person’s constricted perspective. In a suicidal state, Shneidman (1987) believed, a person, “…cuts his or her throat and cries out for help at the same time.” The individual must learn how to separate these two acts; to get help without being self-destructive. In an intervention called “stress-inoculation,” solutions to difficult situations are role-played and rehearsed.


Group Therapy

Social isolation is often seen in suicidal youngsters. In group therapy, clients discover that they are not alone and that they share feelings in common with others. Further, through feedback and role-modeling, the client learns social skills. Group therapy can be an alternative to family therapy for the adolescent in florid rebellion against his/her parents (Trautman and Shaffer, 1984). On the negative side, Trautman and Shaffer (1984) are concerned that suicidal ideation and behavior could spread to all group members.


Family Therapy

According to “systems theory,” a symptom in a family member is maintained by faulty family structure. Therefore, the family, not the suicidal youngster, is the “client.” Blurred or rigid boundaries between family members are examined. Examples of boundary problems would be when individuation is stifled in the name of family loyalty, a child forms an alliance with one parent against another, or a child is forced to assume adult responsibilities. Communication problems are also considered. Examples of dysfunctional communication would be when conflicts are avoided at the expense of intimacy, excessive blaming keeps productive interaction to a minimum, or family secrets are kept according to powerful but unspoken rules.

At family sessions, the therapist may ask each family member about events leading up to the suicide attempt. Typically, the suicidal member will be in a “scapegoat” role. Complaints are voiced and anger escalates. However, such outbursts in a therapeutic setting are less dangerous than bottled-up rage with a subsequent decline into depression. Richman (1984) recommended that the identified suicidal member be asked, “Do you feel that the family is fed up with you?” or “Do you think that you are a burden and that they would be better off if you were dead?” Covert or overt death wishes may be voiced by family members. Alternatives, other than “being rid of” someone, that could make family life more manageable, are explored.

Relationships in dysfunctional families, indeed, in most families, are intensely ambivalent. Behind the hate is also love. Parents want their children to succeed at the same time that they fear their child’s autonomy. The job of the therapist is to reframe a hopeless and hateful condition in a new light. For example, an angry outburst can be reframed as an attempt, albeit ineffectual, to communicate. Hope is the antidote to despair and the therapist’s faith that a family can go beyond a suicidal crisis to renewed living is essential.

The authors regard family therapy in combination with a cognitive-behavioral approach as the treatment of choice for most suicidal adolescents. The major limitation is that families are disinclined to accept responsibility for a suicidal act and will, therefore, push for a quick repair as opposed to a long-term solution (Berman, 1986). In fact, less than half of families will return for treatment after the first session (Morrison & Collier, 1969).


Hospitalization

Unless a suicidal adolescent will agree to assume responsibility for coming to therapy sessions regularly, calling for help if needed, and taking prescribed medication, many therapists will refuse to treat outside of a hospital (Toolan, 1984). Increasingly, hospital wards are being set aside for the treatment of emotionally disturbed and misbehaving adolescents. A course of hospital treatment will be a month or longer. The patient receives a wide range of therapeutic interventions. Behavior is carefully monitored and consistently rewarded or punished. Thereby, the patient learns about the “cause and effect” of his/her behavior. Richman (1984) cautioned that discharge from the hospital for the suicidal adolescent can be experienced as a recapitulation of other separations in the past. This new separation experience must be sensitively confronted.

A suicide attempt serves to erode parental authority. Parents may fear that the act of disciplining their child will trigger another suicide attempt. Unfortunately, while hospitalization may provide some much needed respite for parents, it ultimately diminishes their power (Haley, 1980). Further, hospital care is enormously expensive.


Medication

Depressed youngsters, as opposed to those who are angry, seem to respond well to antidepressant medication. However, antidepressant medication, even when effective, takes two to three weeks to produce its full therapeutic effect (Toolan, 1984). Even when medication is effective, psychotherapy is also recommended.


Summary

As a final word of caution, treating suicidal adolescents can be a terrible burden. Toolan (1984) advises that therapists not accept more than one or two acutely suicidal patients in therapy at the same time.

In summary, an adolescent who attempts suicide is reaching out for the help. School and community groups must plan, network, and fund services to cope with the increasing problem of adolescent suicide in the same way that provisions are being made for intervention related to physical and sexual abuse and drug abuse. We must affirm the self-worth of every adolescent child by being sensitive to his/her developing individuality. We must join with our young people in creating a world that is worth living for.
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EDlTORlALABSTRACT: In this chapter are discussed societal changes and their impact on adolescent development. The rapid growth that makes adolescence a time of difficult adjustment also must interact with such powerful forces as the onset of the “information society” and its ubiquitous computers, intense competition for fewer jobs, restructuring of traditional sex roles, the threat of nuclear war, AIDS, substance abuse, and the erosion of the nuclear family. The result is that today’s teenagers experience enormous stress.

Adolescents now live in a society where technology is rapidly changing the way we live (Rice, 1981). With the advent and expansion of technology, we have evolved from an industrial to a technological society. No longer does change come slowly or are jobs stable and secure. Americans have watched their manufacturing industries contract one by one. Once productive and active industries such as steel, rubber, and automotive have laid off workers and closed plants both temporarily and permanently. Wages and benefit concessions, once unthinkable, have been willingly accepted to preserve jobs. Many skilled and unskilled men and women have lost decent paying jobs and now work for minimum wage and part-time hours. Some formerly productive workers have had to resort to welfare. Many workers trained in manufacturing found their skills obsolete as technology altered the workplace.

Finding a stable career is much more tedious and difficult than it was ten years ago. As society changes, job tasks also change. In the past, workers learned one skill which usually lasted a lifetime. Now workers in technological and information fields must acquire new skills constantly. High school graduates find themselves ill-prepared for much of the technological work available. Education and training are emphasized in most arenas. Even those in professional areas are required to take continuing education. Unfortunately, education does not guarantee job security or placement. As people become more educated the competition for jobs increases.

We now live in what has been called the “information society.” The omnipresent computer stores vast amounts of information economically and efficiently. Even pre-school youngsters are exposed to computers and their use. Consequently, some degree of computer literacy has become a must for working Americans.

Adolescents feel the pressure of this push for education, skills training, and success. Often they pay an emotional price and experience psychological stress as they try to adapt to these changes (Gordon & Gordon, 1983).

Children are growing up in a world much different than that of their parents (Gordon & Gordon, 1983). In the past, the extended family offered a buffer for families experiencing disorganization or stress. Today, families have become more mobile (Hafen & Frandsen, 1986), moving frequently due to job advancement or in search of new employment. Fifty million Americans change their place of residence each year (Justice & Justice, 1979). This mobility threatens the existence of the extended family and its support (Dacey, 1982). With mobility, families seem to be experiencing more alienation and isolation (Gordon & Gordon, 1983).

In addition, the very nature of family life is changing. Robon (1987) suggested that children today are likely to experience more than one family pattern during their development. He stated that 25% of all children will be part of a remarried family and that many others will live in common-law families. Between 25% and 70% of all marriages end in divorce (Gordon & Gordon, 1983; Woodward, 1978). One of every six children live with a single parent (Dacey, 1982). Gordon and Gordon (1983, p. 179) state that “single parent families represent the fastest growing type of family unit.” Often ordinary problems in nuclear families become magnified in this type of family.

Changes in the family structure are accompanied by inherent stress. Adolescents often find these changes difficult. In so-called blended or step-families the adolescent may experience difficulty adjusting to a new or substitute parent (Capuzzi, 1986). No surprise should occur when teens report often feeling alienated from their families (Dykeman, 1984). Many researchers (Peck, Farberow, & Litman, 1985; Hawton, 1982; Dykeman, 1984) have suggested that changes in the quality of family life have contributed to the rise in adolescent suicide.

Pfeffer (1985) stated that the most significant life stress is loss. Strauss (1985) reported suicidal adolescents have histories including many losses with few social supports to compensate. “Today’s families are fractured and fragile and cannot meet the demands put on them” (Justice & Justice, 1979, p. 20).

Surrogate parenting has allowed previously infertile couples to conceive. Surrogating also has brought with it a host of emotional, moral, and legal dilemmas. Time has not allowed us to assess the influence of surrogating on the emotional/psychological well-being of children—very different issues from those with which our parents wrestled decades ago.

The increasing presence of women in the workplace and their assumption of more powerful economic positions also has contributed to the changing society. Use of child care facilities and the emergence of “latch key” children are some relatively new phenomena. Relationships between husband and wife have changed as have sex roles and expectations for men and women (Justice & Justice, 1979).

Teens are strongly influenced by societal expectations of the kind of work males and females should do (Rice, 1981). To find one’s place as a productive, valued member of our society can be difficult and confusing.

The threat of nuclear war and international unrest hovers over mankind. Although most of us do not dwell on the possibility of nuclear annihilation, the threat is inherent. The festering conflicts in South America, Africa, and the Middle East threaten to explode in ways yet unknown. Adolescents often question social behavior and attitudes toward war. In addition, the Chernobyl disaster has illustrated that nuclear catastrophes are no longer part of the future but a real part of our present.

Coping with these changes brings confusion to the adjusting family. In many ways, “the home has become a pressure cooker” (Justice & Justice, 1979, p. 20)


The New Age Adolescent

Physiological, psychological, sexual, academic, and family pressures always have been difficult during the transition from childhood to adulthood. The inherent conflicts associated with adolescence are today intensified as society passes through an era of upheaval.


Physiological Changes

At puberty, increased physical growth combines with social and cultural pressures (Golombek, 1983). Adolescents are concerned about these physiological changes, and resulting social pressures (Shertzer & Stone, 1981). They are concerned about their rate of development and how it compares with their peers. Self doubts about appearance are accentuated by the impossible physical ideal perpetuated in the media.

Teens also are reaching puberty at a younger age. This means the gap between physical changes and emotional maturity is widening (McCoy, 1982).


Psychological Changes

Adolescents strive to become independent while still maintaining some sense of security. One important developmental task of this stage is the separation from one’s family. The confusing issue for adolescents, however, is that they are still dependent upon their families for their physical and psychological needs. Another cause for confusion is the mixed messages sent by families. At one point parents may call for independence and responsibility from their teens. At another they may treat their adolescent as a child. Adolescents are forced to choose between adult rules and peer rules. They find themselves struggling to resolve these issues and become autonomous. Adolescent behavior, consequently, often appears confused and inconsistent (Davis, 1983).

A sense of belonging is a pressing need for teens (Levine, 1983). In the place of family, adolescents seek acceptance from their peers. Due to insecurity, adolescents conform in attempting to emulate the group they wish to join (Sherzer & Stone, 1981). No matter the socioeconomic level, crowds or cliques are part of the adolescent world (Dunphy, 1980).

Adolescents are sensitive to criticism and rejection. Hypersensitivity is an occasional problem for teenagers. They become upset by perceived rejection. The search for identity often leaves teens feeling isolated and alone. Those that are different are often ostracized and called by slang names such as “nerd” and “geek.”

Unfortunately, our society has very narrow definitions of what adolescents, of either sex, must look like. Being obese is a problem for many adolescents because they are affected by popular images of the ideal body (Rice, 1981).

Girls have difficulty coming to terms with their bodies. They may feel that their breasts are too small, thighs too big and stomachs too full. This quest for an arbitrary ideal often leaves girls unhappy and dissatisfied. Since not all girls can be “perfect,” much pressure exists for them to achieve “perfection” in maladaptive ways.

Boys face different physical pressures. The adolescent male learns he has to be tall and strong. Sports, which, for good or ill, are deemed important by peers, parents, teachers, and others, are the purview of the larger, swifter, and stronger boys. Shorter, slower boys are usually left out.

Because adolescence is often an awkward physical stage for both sexes, many teenagers feel unattractive, unpopular, and unhappy. The lack of acceptance of their physical selves makes it difficult for many to achieve feelings of self worth.


Sexuality

Adolescents struggle with identity problems particularly as they relate to their sexual feelings (Finch, Poznanski, & Waggoner, 1971). They face many conflicting messages about sexuality. The media is seen to advocate sex without responsibility. Yet increasingly teens are warned of the dangers of sexuality transmitted, sometimes life threatening diseases, such as AIDS.

Many adolescents are sexually active. One-half of all teens engage in sexual intercourse before they leave high school, while births to unwed teen mothers have reached an all-time high (Gordon & Gordon, 1983).

In spite of apparent sophistication, adolescents may have little accurate sexual knowledge. They have difficulty admitting to this lack of knowledge because it can be interpreted as a sign of immaturity and social inadequacy (Anderson, 1984).

Like adults, adolescents are confused about sex role differences (Anderson, 1984). Young women are still pulled between success goals and affiliation needs. Young men are confused about their own roles and the expectation of others.

Since intimacy is one of the tasks of older adolescence, teens find the need to become involved in intimate relationships regardless of the sexual involvement.


Mood Fluctuations

Mood swings seem to be a trademark of adolescence. Internal and external events seem to have a greater impact during adolescence (Offer & Franzen, 1983). These mood fluctuations also may be a result of the confusion of sifting through old and new values and developing a style which is right for each individual.

Adolescents are present oriented. The future is now. This causes adolescents to behave impulsively, experiencing things that physically, and psychologically, they may not be ready for.


Achievement Pressures

Our society puts a premium on achievement and competition Gordon & Gordon, 1983). Making money and moving up the corporate ladder are the values of the 1980s. Adolescents are told via marketing and mass media they must achieve academic success to afford the many luxuries of our times.

Pressure exists to get into the “right” college or university. Part of the process of getting accepted means not only good grades but good test scores. We see the evidence of this in the many ACT and SAT preparation courses available both in high schools and the private sector. The emphasis on academic achievement has filtered down to pressure youth as young as three or four years old as parents push for the “right” pre-schools. The need to choose a major or enter a particular discipline of study puts added stress on adolescents seeking a college education.

Many parents, too, have high expectations for the achievement and success of their children. This comes at a time in which the upcoming generation, for the first time in the nation’s history, will not achieve a higher standard of living than their parents. For adolescents, the inability to live up to parent’s expectations can signify loss and can lead to depression (McCoy, 1982).


Family Conflicts

Historically, adolescents have experienced difficulty dealing with their parents. Much of this conflict arises from the natural process of forming an identity while developing values of their own. Many parents do not have the skills, time, and energy to be good listeners. Many families have difficulty sharing feelings (Capuzzi, 1986), especially positive ones. Consequently, communication problems occur between parents and their teens.

Increases in the reports of physical, sexual, and emotional abuse in our culture have been documented. More families report problems with drugs and alcohol. Approximately three million teens have problems with alcohol (McCoy, 1982). Interactions within the family are often abusive. Healthy communication and support for adolescents in families with abuse or chemical dependency problems are too frequently minimal or unavailable. Adolescents go through a naturally difficult time of testing their limits. Those from abusive families, however, must do so without the love, support, and safety net they really need.

Part of developing self identity means exploring and developing relationships with many kinds of people. Not all relationships will last. Therefore, normal adolescence also means learning to cope with loss. Loss takes many forms, such as through death, termination of a relationship, or divorce. Through dating and development of peer relationships, adolescents will naturally be forced to deal with loss. All loss is difficult. However, loss combined with the turbulance of adolescence can be particularly difficult.


We Live in a Stressful Society

The rate of change in our lifestyles has increased tremendously (Dacey, 1982). The rapidity of change in society suggests a continuing increase in stress levels.

One of the shortcomings in society, has been the failure to teach stress-coping skills. Neither parents nor schools have adequately taught children and adolescents how to deal with the stressors of life in the late 20th century. Young boys are taught “big boys don’t cry” and emotions exhibited by women are often seen as “weak.” Consequently, the natural ways in which we deal with stress are negated. We teach people to work against natural healing, while suppressing feelings and emotions.

In this culture, apparently the inability to deal with emotional stress is considered a weakness. On the other hand, to have a physical problem is acceptable. In many cases one will get sympathy, encouragement, and support for physical ills. However to discuss psychological ills is less acceptable. To show stress is to show weakness. therefore, those under emotional stress often deny its existence.

Unfortunately, when stress is not dealt with, it takes its toll. Physically stress can aggravate many pre-existing conditions. The top selling prescription drugs in this country are used to treat conditions which are stress related. A large percentage of the visits to family physicians are stress related. For adolescents, failure to deal with stress often means an increase in psychological concerns such as depression, lethargy, anxiety, and fear. Stress may even trigger suicide attempts (Rice, 1981).

Our society endorses instant gratification. This notion is particularly reinforced for adolescents via the styles and fads they embrace. Most adolescents, like their adult counterparts, are looking for a fast, easy way to reduce stress. Because of pessimism about the future and focus on the present, many teens are searching for, and finding, momentary relief. They also are being reinforced for doing so by society. The coping mechanisms are often maladaptive. Alcoholism and other drug abuse, teenage pregnancy, eating disorders, runaways, and the perfect-child syndrome are running rampant in our society.


Ways Adolescents Choose to Cope with Stress

Society has paid little notice to the stressors adolescents experience. The exception, rather than the rule, is for parents to work with and talk to their children about coping with everyday stress. Schools are equally negligent. If anything, the emphasis in schools is moving toward a “back to basics” approach with reading, writing, and arithmetic the central focus. Consequently, teenagers are forced to find other outlets for coping with stress.

Unfortunately, many of the maladaptive ways of coping with stress have received extensive media attention. To find a magazine which does not contain full-page ads advocating the use of alcohol with friends and family is difficult to do. Often these ads are made more appealing through endorsements by celebrities and athletes. Widely watched soap operas and prime-time television advocates the virtues of sex with multiple partners and without much acknowledgement of pregnancy, disease risks, or moral issues. More than any other age group, teens are susceptible to this media bombardment. Messages about adaptive ways to deal with stressors are rare.

One of the most readily and socially acceptable ways teens maladaptively deal with stress is through the consumption of alcohol. Shertzer and Stone (1981) stated that approximately 90% of all teens have tried alcohol. It is easy to purchase, legally or illegally, in most states. Not only has a dramatic increase occurred in the use of alcohol but in the abuse as well. The National Institute on Alcohol Abuse and Alcoholism reports that 1.3 million American teens between the ages of 12 and 17 have some problem with alcohol (McCoy, 1982). Often these problems go undetected for long periods because of the availability of alcohol and its acceptance among teens and parents.

“There has been a dramatic increase in the extent of drug abuse other than alcohol,” (Rice, 1981, p. 125). Many drugs have lost some of their stigma as more Americans turn to them as a means of reducing stress.

Unfortunately, drugs and alcohol do provide quick, albeit temporary, relief. Because of the focus on instant gratification, the quick relief of drugs is often seen as the only solution or as more tempting than a life-style change that includes stress reduction. Drugs also tend to loosen inhibitions. This is an attractive alternative for adolescents who are uncomfortable socially. For a few dollars they find talking, flirting, or simply being with each other easier. They allow, for a time, the avoidance of problems and the necessity of dealing with them.

Finally, in their own homes, adolescents are seeing their parents use and advocate use of alcohol and other drugs as stress reduces. It has been estimated that one-fifth of all adolescents come from homes where one or both parents have drinking problems (Hafen & Frandsen, 1986). Adolescents, then, are actually practicing what they see at home and in the media.


Teenage Pregnancy

Adolescence always has been a time to develop a sexual identity. However, many teens are using sexual activity as a way to deal with feelings of inadequacy and insecurity. They learn early that being “sexy” is often equated with being wanted. Being sexy means getting favors and compliments (Justice & Justice, 1979). Unfortunately, much of the information teens receive on developing a sexual identity is from either the popular press or each other. Consequently, teens are either uninformed or misinformed.

This lack of information may contribute to the increasing number of teen pregnancies. Births to unwed teen mothers have reached an all-time high. “Ten percent of all American teens get pregnant and six percent give birth,” (Dacey, 1982, p. 256). In many high schools, it has become a status symbol to get pregnant and keep the child. Some parents and friends condone the event by having baby showers for pregnant teens. If teens keep their children, society must make changes to adapt to the developing societal patterns. Schools will need to offer tutoring and child care classes.

Many pregnant teens still seek to terminate their pregnancies. An estimated one-third of all abortions performed in the United States are on women under the age of 20. Approximately 40% of teenage pregnancies are terminated by abortion (Interdivisional Committee of Adolescent Abortion, 1987). Many women of all ages are ill-prepared to make a decision regarding abortions. Teenagers’ insights are often clouded by parents, friends, and boyfriends. Many times the decision is made for them. Often, the only postabortion counseling that is done is for birth control information.

Teens are receiving mixed messages about themselves, their sexuality, and the sex act. Unfortunately, they seem to be receiving minimal accurate information not only on the physiological aspects of sexuality but on the emotional and psychological aspects as well.


Runaways

Another way teens choose to escape a stressful situation is to physically remove themselves from it. Approximately 775,000 to 1 million teens run away annually (Shertzer & Stone, 1981; McCoy, 1982). Some of those teens are “throwaways,” who, for a variety of reasons, have been told to leave or are “kicked out” of their homes. Often runaways have been abusive to or abused by their parents. Many come from homes where they have been victimized and/or exploited. The absence of communication makes them feel isolated. They believe nowhere, no place, no one is available for them to turn. So they run. With few financial resources and being emotionally ill-prepared to handle their feelings, they frequently turn to prostitution and child pornography. Escape from a perceived bad situation turns even worse.


Eating Disorders

As stated previously, teens are pressured to look like the “ideal” adolescent-male or female. For adolescent girls the pressure is to be thin. In fact, we have incorporated into our culture the saying “you can never be too rich or too thin.” “Since adolescent women get so much confirmation from their appearance, they soon learn that their bodies are their mouthpiece” (Garner & Garfinkle, 1985, p. 90).

Unfortunately, adolescence is often a time of vulnerability due to such poor self-images (Gordon & Gordon, 1983). Therefore, pressure at this time to look a certain way only highlights insecurity and increases stress. An estimated one in four teenagers has trouble with some form of eating disorder. The ratio is not surprising given the premium our culture puts on youth and the social stigma against being overweight. (Garner & Garfinkle, 1985).

Eating disorders such as anorexia nervosa and bulimia are not dieting issues, however. Rather, adolescents seem to develop an eating disorder as a means of achieving a more acceptable appearance while gaining control over the stresses in their lives. Although previously considered a “female” disease, increasing numbers of males are developing eating disorders for many of the same reasons.


Perfect Child

Some adolescents deal with stressors by trying to be “perfect.” These teens are fearful of making mistakes. They base their feelings, and consequently their actions about themselves on the opinion and feedback of others.

They often feel that parental love depends on their achievement (McCoy, 1982). Therefore, they push hard to succeed by their parent’s standings, often negating any development of their “true” selves.


Suicide: The Ultimate Way of Coping with Stress

As adolescent suicides increase, more parents, teachers, and the general public are asking why so many young, capable, adolescents see suicide as their only alternative. Typically suicide is not the result of a single traumatic event. Usually a number of factors have accumulated for the adolescent with little coping skills. Suicide, then, can be seen as an act to relieve “thwarted or unfulfilled needs” (Shneidman, 1985, p. 126). It is a way out of a painful situation.

“Suicide is both a personal and social act,” (Reynolds & Farberow, 1976, p.
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