THE MOST IMPORTANT PEOPLE IN PREVENTING A SUICIDE ARE THE ONES WHO WORK DIRECTLY WITH THE YOUTH…

YOU

Most suicides can be prevented.  If I remain vigilant and not complacent, concerned and not indifferent, alert and not robotic, I will do my part to make sure that no one gets hurt   ON MY WATCH
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At the age of 14, Brian Malone had been in and out of the local juvenile justice system.  Beginning four years earlier, he had been arrested for trespassing, theft, and assault.  Several of the arrests had resulted in brief confinement in the county juvenile detention center.  His parents were divorced, and Brian was being raised by a father who had few parenting skills.  Not surprisingly, the youngster did poorly in school and was suspended on several occasions for disruptive behavior and smoking marijuana.  Brian was also assaultive to both siblings and peers.

In early March 1997, Brian agreed to seek counseling.  The initial weekly group sessions seemed helpful, and he appeared to be making progress with both his overall behavior and abstinence from drugs.  By the end of the month, however, Brian became increasingly quiet, apathetic and despondent.  Following one session on April 2, Brian confided to a counselor with the local mental health center that he felt suicidal and was considering cutting his wrist.  Crisis intervention was provided, and Brian gave assurances that he would alert the counselor of any future suicidal ideation.  The counselor, however, remained concerned about Brian and contacted his probation officer several hours later. She related the incident in which Brian had expressed suicidal ideation.  The probation officer informed the counselor that Brian had been arrested an hour earlier for an alleged sexual assault on his younger brother.  Brian was being transported to the county juvenile detention center.

Built in 1961, the juvenile detention center comprised 23 single rooms.  The one story facility was in poor condition and scheduled to be replaced.  It was also poorly managed and lacked any regular mental health services.  On average, youth spent approximately 14 days in the center.  Although there had never been a suicide in the facility, staff seemed both unprepared and untrained in the area of suicide prevention.  When Brian Malone entered the detention center on April 2, staff did not administer any intake health screening.  They seemed unaware that the mental health counselor had contacted Brian’s probation officer about her concern of Brian’s suicidal ideation.

During the next two weeks, Brian’s stay at the detention center was uneventful.  He stayed out of trouble and generally participated in required 

Comprehensive Suicide Prevention Programming

1. Training – All staff should be trained.  Training should include predisposing factors, high risk periods, warning signs and symptoms, and components of the facility’s suicide prevention policy. 

2. Identification/Screening - Must take place immediately upon confinement and prior to housing assignment.

3. Communication – Enhanced communication between the arresting/transporting officer, family members, all facility staff, and suicidal youth.

4. Housing -  Isolation should be avoided. Youth should be housed in general population, in close proximity to staff. Rooms must be suicide-resistant.  Removal of clothing, as well as use of restraints should be avoided and only utilized as a last resort.

5. Levels of Supervision – Close observation for the youth who is not actively suicidal, but expresses suicidal ideation and/or has a recent prior history of self-destructive behavior.  Supervision intervals should not exceed 15 minutes. Constant observation, reserved for youth who is actively suicidal, requires supervision on a continuous, uninterrupted basis

6. Intervention- Three fold policy: (1) All staff should be trained in standard first aid and CPR; (2) any staff member who discovers a youth attempting suicide should immediately respond, survey the scene to ensure the emergency is genuine, alert other staff to call for medical personnel, and begin life-saving measures; and (3) staff should never presume that the youth is dead, but rather initiate and continue appropriate life-saving measures until relieved by medical personnel.

7. Reporting – In the event of a suicide attempt or suicide, all appropriate facility officials should be notified through the chain of command.  All staff on duty should submit a statement as to their full knowledge of the youth and the incident.
8. Follow-up/ Mortality Review – All staff and youth should be offered counseling.  The mortality review, separate from the formal investigations should be conducted by an outside agency to ensure impartiality and include: (1) the circumstances surrounding the incident; (2) facility procedures relevant to the incident; (3) all relevant training received by involved staff; (4) pertinent medical and mental health services/reports involving the victim; (5) possible precipitating factors leading to the suicide; and (6) recommendations, if any, for changes in policy, training, physical plant, medical or mental health services, and operational procedures.





programming.  Then, a sudden change in behavior occurred.  On April 16, the facility’s cook noticed that Brian had begun to refuse meals.  The following day, he was notified by his probation officer that his detention had been extended 30 more days for a probation violation.  During their conversation the officer noticed that Brian seemed depressed, lethargic, and incoherent, sounding as if he had a “mouth full of mush.” For unexplained reasons, this unusual behavior was not reported to facility staff.  On April 18, Brian confided to another resident that he had attempted suicide by slashing his wrists.  The cuts were superficial but visible.  Staff did not seem to notice.  He again refused most of his meals during the next few days.  On April 20, Brian’s father arrived at the detention center to visit his son.  Mr. Malone was refused admission because he was not on the approved visitor list.  Later that evening, Brian again engaged in high-risk behavior when he placed a sweatshirt around his neck and persuaded two other residents to pull on the sleeves until he passed out.  The two other youth soon became scared and stopped, and Brian never lost consciousness.  The incident was not observed by, or reported to, staff.
At approximately 1:00 pm on April 21, Brian was sitting in the day room with other residents who were eating lunch.  He had refused his meal and appeared to be trying to sleep by laying his head on the table.  Brian was warned several times by staff that sleeping in the day room was prohibited.  He appeared tired and listless, and again placed his head on the table.  As a result of his refusal or inability to stay awake, Brian was placed on “room confinement” for the remainder of the day and escorted to his room.  According to a detention officer at the facility, “throughout the next few hours, I intended to go talk with Brian about his behavior and let him know how long he would be in his room.  I never did get the opportunity to do that.”

At 5:30 pm on April 21, Brian was found hanging from a bed sheet in his room.  Staff were unable to initiate cardiopulmonary resuscitation because of rigor mortis.  The youth had been left unobserved for over four hours.  At the time of his death, Brian Malone was one week shy of his 15th birthday.
According to the Surgeon General of the United States, youth suicide in the general population is a national tragedy and a major public health problem.  The suicide rate of young people (ages 15-24) has tripled from 2.7 per 100,000 in 1950 to 9.9 per 100,000 in 2001.  More teenagers die from suicide than from cancer, heart disease, AIDS, birth defects, stroke, pneumonia and influenza, and chronic lung disease combined.  In addition, a recent national survey found that over 3 million youth are at risk for suicide each year in the community, with 37% of surveyed youth reporting that they attempted suicide during the previous 12 months.

Youth suicide in juvenile detention centers was estimated to be more than four times greater than the general population.

Most custodial suicides can be prevented. Facilities that employ sensitive staff who keep youths busy in good programs and minimize the use of repressive practices will have fewer suicide attempts.  Suicide prevention is an attitude as much as it is the implementation of good policies and procedures.

WHAT TO DO (and what not to do)
1. Pay Attention. Stay vigilant.  Develop your observation skills. Know the signs, risk factors, and periods of increased concern.

2. Listen.  Kids need to be heard.  Make an effort to understand what they are saying verbally and what they are “saying” through their non-verbal communication.  Don’t be in such a rush to “get the job done” (paperwork, wing checks, intakes) that you forget that our primary job is to keep kids alive.

3. Take every incident seriously.  Don’t dismiss or undervalue what the youth is saying.  All suicidal talk should be taken seriously.  Their feelings or signs may be genuine, a plea for help, manipulation, or attention seeking.  Always error on the side of caution and treat every incident as though it is genuine.

4. Show support and concern.  Be genuine and let the kid know that you really do care  and you will do everything possible to prevent the youth from taking his/her life. Provide strength by giving the impression that you know what you are doing. 

5. Communicate concerns with other staff members on duty. Get input from other staff members on duty.  If the youth wants to speak to a particular staff member on duty, let them.  Inform supervisor on duty of the situation.

6. Know the District Policy.  Read this booklet.  Study the policy on suicide prevention.  Take training seriously.  Ask questions. 

7. Don’ts. Don’t Challenge. Don’t Panic. Don’t Shame. Don’t Preach. Don’t Belittle. Don’t Yell. Don’t Handle Alone. DO NOT FORGET WING CHECKS. 

SUICIDE MYTHS & FACTS

MYTH
Those who talk about suicide will never actually do it.

FACT
Most people who commit suicide have given some verbal clues 

or warning of their intention.

MYTH
Only mentally ill people are suicidal.

FACT
Though many who commit suicide are unhappy and emotionally 

upset, most people are not mentally ill when they commit suicide.

MYTH
If you ask someone about their suicidal intentions, you will only 

encourage them to kill themselves.

FACT
Asking someone directly about their suicidal intentions will often

lower anxiety levels and act as a deterrent to suicidal behavior.

MYTH
Every suicide is a serious effort to die.

FACT
Every suicide effort is a serious expression of emotional distress.


Most suicidal people are undecided about living or dying and 

they “gamble with death,” leaving it to others to save them.

MYTH
You can’t stop a youth who is really intent on committing suicide.

FACT
Most suicidal youth want to be rescued.

MYTH
The tendency toward suicide is inherited and passed from 

generation to generation.

FACT
It does not run in families. It is an individual pattern.

MYTH
Suicide happens less frequently in a residential setting.

FACT
Youth suicide in juvenile detention centers was estimated to be 

more than four times greater than the general population.

PERIODS OF INCREASED CONCERN FOR 
SUICIDE ATTEMPTS

· The first 72 hours

· Impending release from facility

· Anniversaries and holidays of crime and commitment

· Weekends or periods of decreased supervision

· Denial of early release request

· Bad news of any kind

· After drug or alcohol use

· After personal loss

· Around court appearances

· Commitment to DYS

· After Adjudication 

· Birthdays

· Holidays

WARNING SIGNS

Most people who are contemplating suicide will give notice of their intentions, overtly or subtly. Warning signs include:

· Talks about or threatens suicide

· Projects hopelessness or no sense of the future

· Displays severe agitation or aggressiveness

· Exhibits signs of depression, including extreme sadness, crying or withdrawal

· Develops sleep disturbances, including insomnia or excessive sleeping

· Loses interest in activities previously enjoyed

· Giving away of personal possessions

· Discussion and/or gathering of suicide methods

· Statements that family and friends would not miss them

· Recent loss through suicide
· Change in usual behavior
· Appears calm or happy after periods of depression
Staff attitude is the key factor that prevents suicide in custody.  It is commonly agreed by suicide experts that if only one person cares a suicide will be prevented.  This caring attitude most often comes from the youth worker who deals directly with the youth.  

Staff who demonstrate the positive attitude essential for good suicide prevention, display the following attributes:

· Exhibits fairness

· Respects self and others

· Shows no favoritism

· Keeps promises

· Uses authority and power constructively

· Admits mistakes

· Does not put down others or condescend

· Answers questions

· Is consistent

· Asks, doesn’t order, that something be done

· Talks with youth

· Is a “team” player

· Is self-confident and not arrogant

· Demonstrates sincerity and honesty

· Is a good role model

· Gives credit when it is due

· Accepts constructive criticism; is not defensive

· Has an open mind

· Doesn’t use threats

· Leaves personal problems at home

· Doesn’t yell or swear

· Does more than what is expected of him/her

· Is patient

· Doesn’t preach

· Demonstrates a caring attitude

· Has biases and prejudices under control
A national survey published by the National Center on Institutions and Alternatives identified 110 juvenile suicides occurring between 1995 and 1999.  

Data was analyzed on 79 cases. Of these suicides, 41.8% occurred in Training School/Secure Facilities, 36.7 % in Detention Centers,15.2 % in Residential Treatment Centers, and 6.3 % in Reception/Diagnostic Centers. Additional data highlights include:

· 68.4 % of the victims were Caucasian

· 79.7 % of the victims were male

· Average age of victims was 17.7 years, with over 70% between the ages of 15-17

· 39.5 % of victims were living with one parent at time of confinement

· 69.6 % of victims were confined on nonviolent offenses

· 67.1 % of all victims were held on commitment status at time of death, with 32.9 % on detained status; however, 88.5 % of victims held in detention centers were on detained status

· 78.5 % of victims had a history of prior offenses, 76.3 % were of a nonviolent nature

· All of the detention center suicides occurred within the first four months of confinement, with over 40 % occurring within the first 72 hours.

· 87.9 % had a substance abuse history, 22.7 % of victims had a medical history, 58.3 % of victims had emotional abuse history, 43.5 % had physical abuse history, 38.6 % had sexual abuse history, 74.3 % of victims had a history of mental illness

· 53.5 % of victims were taking psychotropic medication

· 71.4 % had a history of suicidal behavior

· 70.9 % occurred during waking hours

· 98.7 % of suicides were by hanging, 71.6 % of victims utilized their bedding

· None of the victims were under the influence of alcohol and/or drugs at the time of the suicide

· 74.7 % of victims were assigned to single-occupancy rooms

· 41 % of victims were found in less than 15 minutes following the last observation of the youth
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It takes 15-30 seconds to become unconscious and 12-13 minutes to die.





Suicidal behavior in males was most significantly associated with depression, major life events, poor social connections , and past suicide attempts


Suicidal behavior in females was associated with impulsivity, current depression, instability,  and younger age





Risk Factors


Mental Disorders


Substance abuse


Impulsive aggression


Parental depression and substance abuse


Family discord and abuse


Poor family support


Life stressors, specifically interpersonal conflict and loss


Legal and disciplinary problems











not on my watch





not on my watch


