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ABSTRACT 

This project was undertaken largely to address (a) the concern that New Zealand has 

one of the highest rates of youth suicide in the world, and (b) the limited empirical 

research available on crisis assessment and intervention for suicidal adolescents in 

New Zealand. Research on youth suicide has primarily focused upon examining 

factors which place youth at-risk for suicidal behaviour. Social support was chosen as 

a variable of interest in this study due to (a) its importance in fostering healthy 

adolescent development, and (b) its identification as an important factor in increasing 

risk of suicide, particularly if it is lacking or of a negative nature. 

The present investigation tested a model comprising three constructs: social support 

(i.e., negative and positive), assessed risk-level of suicide, and safety interventions 

(e.g., hospitalisation, respite care). Two studies were conducted: an archival study and 

a vignette study. For the archival study, a record review was conducted using acute 

assessment reports from the Child, Adolescent and Family Service (CAFS). Data 

from 50 attempter files and 50 ideator files were collected in order to establish reliable 

measures for the vignette study. The vignette study involved administering a vignette

style questionnaire to 23 CAFS clinicians. 

With the exception of the Children's Global Assessment Scale (CGAS) scores in the 

attempter group, the interrater reliability was good on all indices for the archival 

study. The vignette study indicated adequate reliability for risk-level ratings based on 

the multi-rater kappa The archival study demonstrated that there were significant 
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interactions between group and risk-level (recoded), group and negative support 

severity (recoded), group and positive support, and negative support severity and total 

safety interventions (recoded). The vignette study revealed significant interactions 

between negative support severity (without or with positive support) and assessed 

risk-level, negative support severity (without or with positive support) and total safety 

interventions (recoded), and assessed risk-level and total safety interventions 

(recoded). Overall, results from this study indicated that: (a) the greater the level of 

negative support severity, the higher the risk-level; (b) the greater the risk-level, the 

greater the number of safety interventions implemented; (c) the presence of positi ve 

support, in addition to negative support, appeared to result in lower risk-level 

assessments, and (d) certain risk-levels were indicative of particular safety 

interventions. Revisions to the social support model were necessary based on the 

results obtained. 

For the vignette study, clinicians' responses with respect to the decision-making 

process for risk-level and safety interventions were also explored using the principles 

from a grounded theory approach and inductive content analysis. The results indicated 

that clinicians use a methodical process when assessing risk-level and making safety 

intervention recommendations. Process models for assessing risk-level and 

recommending safety interventions are presented in relation to these findings. 

This study makes several important contributions to the research on youth suicide by: 

(a) providing evidence for reliable social support concepts - namely, that of negative 

• 
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support, positive support and negative support severity, (b) assessing the relationship 

that both negative and positive support have with suicide risk-level, (c) examining the 

relationship between risk-level assessment and specific individual safety 

recommendations (other than hospitalisation), and (d) providing evidence of a 

relationship between negative support severity and recommended safety interventions, 

not previously tested. 

The implications of these results are discussed in tenns of their application to 

(a) youth suicide treatment and prevention., (b) current or proposed services and 

procedures for at -risk youth, and (c) future research. 
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CHAPTER 1 

INTRODUCTION AND OVERVIEW 

1.1 Overview of Youth Suicide Research and Justification for 

Present Study 

The primary intention of this chapter is to outline the background and justification for 

the present research project. The following areas will be discussed: (a) statistics on 

youth suicide in New Zealand, (b) the need for the examination of the assessment and 

intervention process for suicidal youth, (c) empirical and theoretical research on social 

support and suicide, (d) New Zealand youth suicide government guidelines, and (e) 

professional and personal experiences. The second section within this first chapter 

provides an outline of the structure of the entire thesis and a brief synopsis of the 

material contained within each chapter. 

1.1.1 Statistics on Youth Suicide in New Zealand 

Recently, there have been concerns expressed in relation to the issue of adolescent 

suicide. Provisional data indicate that in comparison with selected OECD countries 

(e.g., Finland, Australia, Canada, USA, Norway, France, Sweden, Germany, Japan, 

UK and Netherlands), New Zealand's 1998 youth suicide rate still appears to be 

highest. The increase in youth suicide appears to be a global trend, particularly 

amongst developed countries (New Zealand Ministry of Health, 2000). 

Prior to presenting the available statistics on youth suicide in New Zealand, it is 

essential to first identifY some of the problems inherent in the collection of these 
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statistics. There appears to be a general consensus that suicide statistics underestimate 

the true rate of suicide (Hawton, 1986). Several explanations have been put forth to 

help explain why discrepancies exist. For example, the criteria necessary to make a 

decision that someone has died by suicide may be too narrow and may vary between 

different counnies (Hawton, 1986). It is also possible that the key professionals who 

make the verdict of suicide may differ depending upon the country (e.g., medical 

officers in the United States; coroners in England and Wales). Finally, the willingness 

to classify a death as a suicide may also be influenced by prevailing religious beliefs 

and/or a desire to protect family members (Hawton, 1986). All of these factors need to 

be considered and kept in mind when evaluating the following statistics on suicide. 

These previous explanations demonstrate that it is very likely suicide statistics 

underestimate the true rate of suicide (Hawton, 1986). 

Recent provisional statistics released by the New Zealand Ministry of Health (2000) 

indicate that in New Zealand 138 people aged 15-24 years (defined here as the age 

span for ''youth suicide") committed suicide in 1998. Of these, 103 were male and 35 

were female. In 1989, the male rate of youth suicide was 37.9 per 100,000 compared 

with 37.8 per 100,000 in 1998. In 1989, the female rate of youth suicide was 7.0 per 

100,000 compared with 13.3 per 100,000 in 1998. In 1989, the total rate of youth 

suicide was 22.6 per 100,000 compared with 25.7 per 100,000 in 1998 (New Zealand 

Ministry of Health, 2000). 



3 

In 1998,42 Maori youths aged 15-24 died by suicide compared to 96 non-Maori. J 

There were 13 Maori female and 29 Maori male deaths, compared with 22 non-Maori 

female and 74 non-Maori male deaths. The rate ofMaori youth suicide in 1998 (39.4 

per 100, 000) was higher than the corresponding non-Maori rate (22.3 per 100, 000). 

Prior to 1995, the non-Maori rate was generally higher than the Maori rate. This 

reversal in trend is thought to be mainly due to ethnicity coding changes implemented 

in 1995. In September 1995, the methods used for recording ethnicity changed from a 

system of biological concept (50% or more ancestry) to one of self-identification. 

This change was initiated in order to coincide with census changes and is seen as a 

more reliable method of collecting ethnicity data (New Zealand Ministry of Health, 

2000). 

With respect to gender, the male suicide completion rates in New Zealand seem to be 

consistently higher over time than the female rates (New Zealand Ministry of Health, 

2000). Internationally, males are more likely to be victims of suicide, while attempted 

suicides are more likely to occur among females (Brent, Perper, Moritz, Allman, 

Friend, Roth, Schweers, Balach & Baugher, 1993; Coggan, 1997). Male suicide rates 

have been consistently higher over time compared to their female counterparts 

because males tend to choose more lethal means of suicide, such as hanging or 

firearms. In contrast, females tend to choose less lethal means, such as ingesting pills 

or gas (Ohberg, Lonnqvist, Sarna & Vuori, 1996; Patton, Harris, Carlin, Hibbert, 

Coffey, Schwartz & Bowes, 1997). 

I Moori are indigenous people of New Zealand. 
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In 1998, there were 4 16 male (rate of 152.5 per 100,000) and 676 female (rate of 

256.4 per 100,000) hospitalisations for self-inflicted injury for the 15-24 year age 

group. Comparing the data from 1997, male hospitalisations are slightly up from 401 

(rate of 145.7 per 100, 000) and female hospitalisations are down from 779 (rate of 

290.8 per 100,000). In 1998, the hospitalisation rate for Maori females was 217.8 per 

100, 000. The hospitalisation rate for Maori females was below the non-Maori female 

rate (266.1 per 100, 000), but higher than the non-Maori male rate ( 147.3 per 

100, 000). Hospitalisation data collected by the MinistIy may include those people 

who have been admitted more than once during the same year. However, some 

caution needs to be taken with these figures, as records are only kept for those who 

were admitted to hospital and not for (a) those who were treated in the hospital but not 

admitted, or (b) those who were treated by their General Practitioner (GP), or (c) 

those who did not require any medical intervention (New Zealand MinistIy of Health, 

2000). 

Suicide before the age of 15 is extremely rare, regardless of countIy of origin (Aro, 

Marttunen and Lonnqvist, 1993; HoIinger, Offer, Barter and Bell, 1994). In New 

Zealand, it has been reported by the New Zealand MinistIy ofHeaIth ( 1998) that, on 

average, the number of those who completed suicide under the age of 15, ranges from 

o to 4 each year. There are three prevaiIing explanations for the Iow suicide rate 

among those under 15 years of age: ( a) less stress - compared with adolescents, 

children are exposed to fewer precipitants and risk factors that can influence suicidal 

behaviour; (b) more resilience - children are equally exposed to these risk factors, but 



they have a higher threshold before these factors lead to suicide; and (c) immaturity -

planning and acting out of suicidal behaviour requires a certain level of maturity not 

quite reached by children and younger adolescents (Aro et al., 1993; New Zealand 

Ministry of Health, 1998). 
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In summary, the latest provisional figures published by the New Zealand Ministry of 

Health (2000) indicate that the youth suicide rates from 1996 to 1998 seem to be very 

similar and lower compared to the 1995 rate. However, the overall general trend has 

shown a significant increase in the youth suicide rate over the last 10 years (New 

Zealand Ministry of Health, 1998). The suicide rate does not seem to have altered 

much for those under 15 years, with suicide continuing to be identified as a rare 

occurrence for this age group (New Zealand Ministry of Health, 1998). 

It is the alarming increase in suicide for those aged 15-24 years that is the major 

impetus for the present study. Youth suicide is a significant social problem for New 

Zealand and would seem to be a response to a variety of social pressures which face 

youth today, such as alcohol/drugs, violence, abuse, cultural alienation, changes in the 

family structure, the reduced influence of the church, high unemployment and trends 

toward a more individualistic society (New Zealand Ministry of Health, 1998). These 

rising rates demonstrate that more research is needed in this area in order to better 

understand why maladaptive coping techniques, such as suicide, continue to be used 

as a response to increasing societaI pressures. In addition, they suggest that if 

clinicians, who assess and treat at-risk youth, are provided with more knowledge 



about suicide, then they may be better equipped to assist in its management and 

prevention. 

1 .1 .2 The Need for the Examination of the Assessment and Intervention 

Process for Suicidal Adolescents 

6 

Over the past several years, the focus of New Zealand research on adolescent suicide 

has largely been on the examination of risk factors (see e.g., Beautrais, 1 996; 

Beautrais, Joyce & Mulder 1 994; 1996; 1 998a, 1 998b, 1 998c; Beautrais, Joyce, 

Mulder, Fergusson, Deavoll & Nightingale, 1 996; Fergusson & Lynskey, 1 995a, 

1 995b). Coggan ( 1997) and Coggan, Disley, Patters on & Norton ( 1997) have also 

investigated youth suicide with a particular emphasis on identifying those youth at

risk. The New Zealand literature base appears to indicate that there is a need for more 

empirical research to examine potentially modifiable risk factors and to design, 

implement and evaluate effective interventions (Coggan, 1997). 

Research conducted by Beautrais ( 1996), Beautrais, Joyce and Mulder ( 1 994; 1 996; 

1 998a, 1 998b, 1 998c) and Beautrais, Joyce, Mulder et al. ( 1996) suggest that there are 

several factors which put youth at-risk of suicidal behaviour. The Canterbury Suicide 

Project, led by Beautrais, began in 1 991 following a statement from Professor Peter 

Joyce, Department of Physiological Medicine, Christchurch Clinical School, that the 

"Health Goals for New Zealand" announced by the Minister of Health in 1990 did not 

include mental health goals. It was discovered that this exclusion was largely due to 

the fact that there were no easily measurable outcomes in the mental health field. 

Since its inception, the research group has produced several valuable findings on 



youth suicide, namely that: (a) adolescents who make serious suicide attempts have 

high rates of mental disorders and comorbid disorders (Beautrais, Joyce, Mulder, et 

al., 1996), (b) young people from socially disadvantaged backgrounds are at elevated 

risk of serious suicide attempt (Beautrais, Joyce & Mulder, I 998a), and (c) young 

people making serious suicide attempts have increased rates of psychiatric contact 

(Beautrais, Joyce & Mulder, 1998b). The importance of the work produced through 

the Canterbwy Suicide Project is that it (a) provides rigorous scientific and empirical 

information on the risk factors for adolescent suicidal behaviour in New Zealand, and 

(b) longitudinally establishes factors which increase vulnerability for at-risk youth. 

Complementing the aforementioned research is New Zealand research conducted by 

Fergusson and Lynskey (1995a, 1995b). Fergusson and Lynskey (1995a) examined 

attempted suicide, adolescent problems of adjustment, psychopathology and 

childhood circumstances as part of a longitudinal study of a birth cohort of 954 New 

Zealand children studied at annual intervals to the age of 16. They found that early 

disadvantageous childhood and family circumstances led to increased risk of 

adolescent psychopathology and adjustment problems which in turn led to increased 

risk of adolescent suicidal behaviour (Fergusson & Lynskey, 1995a). Utilising the 

same sample as in the previous study, they were also able to identifY valuable 

differences between those young persons who attempted suicide compared to those 

who experienced ideation only (Fergusson & Lynskey, 1995b). They found that 

attempters reported a greater number of psychosocial risk factors including 

psychiatric disorder, adjustment problems and adverse childhood circumstances 

compared to ideators. The findings from Fergusson and Lynskey (1995a, 1995b) 

7 



further extend understanding about suicidal behaviour in New Zealand by identifYing 

group differences between those who attempt and those who ideate. 

The aforementioned research provides empirical evidence of risk factors that place 

vulnerable youth at-risk of suicidal behaviour, whether it be ideating or attempting. 

As mentioned previously there is a necessity for further research in New Zealand to 

examine risk factors and to design, implement and evaluate interventions directed 

toward preventing suicidal behaviour (Coggan, 1997). It is this noticeable need for 

researchers to extend their research to include the evaluation of assessment and 

intervention strategies which is the second impetus for this research project. 

International youth suicide research indicates that there is a need to link identifiable 

risk factors to risk-level assessments and safety interventions recommended by 

clinicians for at-risk youth. To date, there appear to be two important studies 

examining the relationship of risk factors to safety interventions. These studies have 

been conducted by Dicker, Morrissey, Abikoff, AIvir, Weissman, Grover and 

Koplewicz (1997) and Morrissey, Dicker, Abikoff, AIvir, DeMarco and Koplewicz 

(1995). Both studies used a questionnaire containing 64 vignettes describing 

adolescent suicide attempts, with each vignette differing with respect to the 

combination of six variables related to lethality of attempt (e.g., gender, depression, 

conduct disorder/substance abuse, previous attempts, suicidal relative and family 

supports). Respondents were asked to judge the appropriateness of hospitalisation for 

each vignette. The Dicker et al. (1997) study utilised a sample of psychiatric residents 

and Morrissey et al. (1995) utilised a sample of experienced child, adolescent and 

8 



family clinicians. They found that residents recommended hospitalisation more 

frequently than did experienced child, adolescent and family clinicians. In addition, 

they found that a preference for hospitalisation was significantly predicted by all risk 

factors except gender. These studies provide evidence of a link between risk factors 

and safety interventions in suicidal adolescents. The current project was interested in 

extending these findings by determining whether there was a link between risk 

factors, risk-level assessments and safety interventions. 

1 .1 .3 Empirical and Theoretical Research on Social Support and Suicide 

9 

Social support has clearly been demonstrated as an identifiable risk factor which 

places youth at-risk of suicidal behaviour (see Campbell, Milling, Laughlin & Bush, 

1993; O'Attilio, Campbell, Lubold, Jacobson & Richard, 1992; De Man & Leduc, 

1995; Maris, 1997; Morano, CisIer & Lemerond, 1993; WhatIey & CIopton, 1992). 

It has been shown that suicidal adolescents perceive less supportive relationships 

within their family unit (Allison, Pearce, Martin, Miller & Long, 1995; Campbell et 

al., 1993) and report less satisfaction with the support received from friends and 

family (0' Attilio et al., 1992; De Man & Leduc, 1995; De Man, Leduc & Labreche

Gauthier, 1993; Eskin, 1995; Morano et al., 1993; Wbadey & Clopton, 1992). Social 

support was specifically chosen as the focus for this study due to the fact that previous 

research has demonstrated that it is a well-known risk factor for suicidal behaviour. 

Currently, there appears to be a plethora of definitions of social support (see e.g., 

House & Kahn, 1985; Pierce, Sarason, Sarason, Joseph & Henderson 1996; 

Thompson, 1995; Vaux, 1988). It is the intention of this study to "unpack" the 
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concept of social support and present a more unified and integrated conceptualisation 

of the term based on the work by House & Kahn (1985), Pierce et al. (1996), 

Thompson (1995) and Vaux (1988). The aim of this study is to suggest a unified 

social support model that may increase understanding of how this risk factor might 

influence clinicians' risk-level assessments and associated safety interventions for 

suicidal adolescents. Such understanding could provide the groundwork necessary for 

revising and/or refining current assessment procedures utilised within child and youth 

mental health clinics. 

Similar to Dicker et al. (1997) and Morrissey et al. (1995), the present study was 

interested in examining the impact that risk factors have on safety interventions 

recommended by clinicians. The present study extends this investigation by 

examining how social support, in particular, impacts upon both risk-level assessments 

and safety interventions recommended by clinicians for suicidal youth. It is important 

to note that this study focuses on the clinicians' appraisal of social support in risk

level assessment and safety planning which needs to be differentiated from the 

adolescents' perception of social support. 

1.1.4 Government Guidelines 

A third reason for this research project rests in what Beautrais (1996) states is an 

acknowledgement by the New Zealand government that clinicians working in the area 

of youth suicide and mental health need to be provided with guidelines to assist in the 

assessment, treatment and prevention of this widespread problem. In March 1998, the 

New Zealand Government released the New Zealand Youth Suicide Prevention 



Strategy. This strategy provides a framework for understanding suicide prevention, 

and signalling the steps a range of government agencies, communities and service 

providers must take in order to reduce suicide. The aim of this strategy is to 

increasingly coordinate all suicide prevention initiatives and to identifY and address 

any gaps in current services aimed at treating at-risk youth. The New Zealand 
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Ministry of Health has the leadership role for promoting, co-ordinating and 

communicating the implementation of the strategy. Some examples of suicide 

prevention initiatives include the development of recent guidelines for schools in the 

prevention, recognition and management of young people at risk of suicide 

commissioned by the Ministry of Education and National Health Committee 

(Beautrais, Coggan, Fergusson & Rivers, 1997); guidelines for clinicians on the 

management of suicidal patients (New Zealand Ministry of Health, 1993); a document 

produced through the Ministry of Health which reviews the evidence and research on 

youth suicide (Beautrais, 1998); the development of a service called Suicide 

Prevention Information New Zealand (SPINZ) funded by the Ministry of Youth 

Affairs which provides advice and information to the community on youth suicide and 

youth suicide prevention; and the current expansion of specialist mental health 

services for children and young people within New Zealand (New Zealand Ministry 

of Health, 2000). 

Funding from the government for a National Youth Suicide Prevention Strategy 

demonstrates its commitment to placing this issue as a priority on its agenda (New 

Zealand Ministry of Health, 2000). This national acknowledgement by the 



government is further motivation to continue the development of research on youth 

suicide. 

1.1.5 Professional and Personal Experiences 

12 

A final impetus for this research project relates to my past five years' work experience 

in the New Zealand mental health sector. I was recently employed as a social work 

clinician for the Child, Adolescent and Family Service (CAFS) assessing and treating 

young people for a number of mental health issues ranging from suicidal behaviour to 

depression and anxiety. My caseload at CAFS largely consisted of depressed, suicidal 

adolescent females. I conducted crisis assessment and intervention strategies working 

from a variety of theoretical perspectives and frameworks, such as crisis intervention 

theory, systems theory, and engaged in brief- solution oriented therapy and cognitive

behavioural therapy. 

It was noted in many discussions with my colleagues that one of the most difficult and 

challenging groups to work with were those adolescents who had engaged, or were 

presently engaging, in self-harming behaviour. My interest in working with these 

adolescents largely arose out of the challenge that they presented me with in my work. 

My dedication and commitment to helping these young people was further 

strengthened as I began to see them meet their goals and become healthy, active 

members of society. 

Throughout my career thus far, I have also been faced with some failures. I do not see 

these past clients as "failures" per se, rather I see them as losses from which I have 
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gained a better understanding and knowledge of how to help them. I have been 

fortunate enough not to experience a loss of a client by suicide. However, the losses 

that I refer to are instances where the client has dropped out of therapy due to its 

constant challenge or where the client has made a repeated attempt( s) or a number of 

subsequent attempts. The work with these clients who presented challenges to myself, 

as a therapist, spurred my interest to learn more about how to effectively assess and 

intervene within this difficult population. It was the overall goal of this project to 

conduct research which would assist clinicians in assessing, treating and managing at

risk youth. 

I have been very fortunate to have been raised in a healthy family environment by 

very caring parents. My desire to assist those who have not been so fortunate arises 

from wanting to give what I have been so very lucky to have received - supportive 

surroundings which have allowed me to reach my fullest potential. As a result of my 

upbringing, I developed an interest in wanting to understand how social support can 

act as a deterrent or instigator to our well-being, and in particular, to suicidal 

behaviour. It is these past professional and personal experiences which have largely 

motivated me to undertake a commitment to add to the research on youth suicide. 

1.2 Summary and Outline of Present Research Project 

This thesis aims to contribute to current knowledge about youth suicide in New 

Zealand. The project consisted of both an archival and a vignette study. The archival 

study was based on a record review of two groups of suicidal adolescents (50 

attempters and 50 ideators) who presented for an acute assessment at an outpatient 



mental health service in New Zealand. The vignette study involved administration of 

a questionnaire to 23 eAFS clinicians. The questionnaire contained vignettes with 

questions pertaining to risk-level and safety interventions. 

The primary aim for both the archival and vignette study was to examine the 

interrelationship between social support, risk-level assessment and safety 
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interventions within the context of a proposed social support model. A social support 

model for youth suicide, incorporating the interrelationships between support, risk and 

safety, is proposed based on theoretical material derived from House & Kahn (1985), 

Pierce et al. (1996), Thompson (1995) and Vaux (1988). Each of the latter theorists 

presents his or her own conceptualisation of the term social support. It was the 

intention of this project to develop, based on these conceptuaIisations, an integrated 

understanding of social support in order to provide the framework for the study's 

subsequent research questions and hypotheses. The premise of this model was to 

determine to what degree social support, whether it be perceived as positive or 

negative, impacted upon clinicians' decisions for patient risk-level (e.g., low, medium 

or high) and safety interventions (e.g., hospitalisation, medication). Again, the focus 

of this study being on the clinicians' appraisal of social support in risk-level 

assessment and safety planning, which is differ�t from the adolescents' perception of 

social support. A second aim of this project was to establish a decision-making model 

for risk assessment and safety recommendations utilising principles from a grounded 

theory approach. As this model was to be developed from data provided by the 

clinicians, no a priori hypotheses were made. 
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Suicidal behaviour can be found at all ages from childhood to adolescence through to 

old age. Research shows that suicide is related to many social, psychological and 

biological factors (Botsis, 1997). Berman and lobes (199] ) note that the more risk 

factors any given individual presents with at any given time, the greater the risk for 

expressing suicidal behaviour. In contrast, the more protective factors (e.g., caring 

family environment) an individual has, the less likely it is that he or she wiU be a 

candidate for expressing suicidal behaviour (Rak & Patterson., 1996). Prediction of 

future suicidal behaviour is difficult, as each individual differs in terms of the 

presence of the aforementioned factors and what may lead one person to suicidal 

behaviour may not lead another (Botsis, 1997). 

It is important to understand the social milieu which surrounds the increased trend in 

youth suicide. Along with increased rates of suicide, Botsis (1997) indicates that 

increased rates of violence, crime and alcohol/drug abuse in the young have also been 

observed. Botsis (1997) indicates a need for the development of a theoretical concept 

which will integrate prevailing research in order to have a better understanding of, and 

to acquire more insight into, suicidal behaviour. It is the intention of this research 

project to produce a theoretical model and related theoretical concepts which may 

assist in achieving this necessary integration. 

1.3 Presentation of Chapters - Outline 

As discussed, Chapter I details the justification for the present research project. It 

argues for a focus on social support and suicide using the available research and 

theoretical material in this area 
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Chapter 2 takes an in-depth look at the theoretical principles underlying the 

conceptualisation of the tenn social support. A social support model is proposed that 

integrates the existing conceptuaIisations of social support as put forth by House & 

Kahn ( 1 985), Pierce et al. ( 1 996), Thompson ( 1 995) and Vaux ( 1 988). Following this 

discussion, the research linking family conflict, social support, risk-level assessment 

and safety interventions to adolescent suicidal behaviour is applied to the proposed 

model. The proposed social support model integrates the concepts of negative and 

positive support, risk- level assessment and safety interventions. 10 addition, the 

research on the different levels of suicidal behaviour (attempting versus ideating) is 

reviewed within the context of the model in order to demonstrate how this 

differentiation might impact upon clinical decision-making for risk- level and safety 

interventions. This chapter also outlines how the social support model can assist in 

making a valuable contribution to the research on youth suicide. 10 addition, 

Chapter 2 identifies connections between the research framework and the proposed 

research questions and hypotheses. The chapter concludes with an examination of 

how the archival study is used as the foundation for the development of the vignette 

study. A brief commentary on the importance of justitying the need for the vignette 

study is also provided. 

Chapter 3 details the methodology for the archival study (e.g., archival research 

design) and Chapter 4 outlines the methodology for the vignette study. Both Chapters 

3 and 4 detail participants, setting, measures, procedure, data analysis and ethical 

issues. In addition, Chapters 3 and 4 include clear operationaIisation of all concepts to 

be assessed in this project. For the archival and vignette study, the concepts that were 
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operationalised included negative support, positive support, negative support severity, 

risk-level assessment and safety interventions. The process for the development of the 

questionnaire used in the vignette study is outlined in Chapter 4. 

Chapter 5 contains the results for the archival study and Chapter 6 contains the results 

of the vignette study. Reliability statistics were computed for both studies and 

indicated good reliability. For the archival and vignette study, testing included chi

square analyses and loglinear model analyses. The vignette study also used 

correspondence analysis (CA) and multiple correspondence analysis (MCA) in testing 

the data These tests were largely chosen due to the categorical nature of the data 

Tests indicated that there were several significant interactions found between social 

support, risk-level and safety interventions. Chapter 6 presents results using inductive 

content and theme analysis in order to help describe a decision-making model. The 

decision-making model outlines how clinicians explain their reasons for 

recommending particular safety interventions and the steps that they undertake when 

deciding on risk-level and appropriate interventions for at-risk youth. 

Chapter 7 incorporates both past and current research in an effort to discuss the 

results. The social support model is revised accordingly, based on the results from the 

archival and vignette studies. The discussion includes a commentary on the original 

contribution that the social support model has for youth suicide research. Chapter 7 

also discusses the limitations of the present study with respect to selection bias, data 

collection methods, coding and statistical analysis, and reliability. The implications of 

the results are presented in terms of: (a) treatment and prevention of youth suicide, 
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(b) proposed and current services and procedures for at-risk youth, and (c) future 

research. The thesis indicates the importance that this project has for the advancement 

of knowledge in the area of youth suicide. 
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CHAPTER 2 

THEORETICAL FRAMEWORK OF SOCIAL SUPPORT AND RESEARCH 
LINKING SOCIAL SUPPORT, RISK-LEVEL AND SAFETY 

INTERVENTIONS TO YOUTH SUICIDE 

2.1 Introduction 

The aims of this chapter are as follows: (a) to present a synthesis and analysis of 

current conceptualisations of social support; (b) to present a unified and integrated 

model of social support; (c) to demonstrate a need to distinguish or differentiate levels 

of suicidal behaviour (attempting versus ideating) and the implications that this need 

has for the proposed social support model, particularly as it will be proposed that 

different levels of suicidal behaviour will influence the type of risk-level assessments 

and safety interventions recommended; (d) to demonstrate a link between family 

conflict, social support, risk-level and safety interventions; and (e) to apply the 

research on social support, risk-level and safety interventions to the proposed social 

support model. It is the primary aim of this thesis to examine the interrelationship 

between social support, risk-level assessment and safety interventions and to propose 

a social support model based on these relationships. 

This chapter focuses on the theoretical conceptualisations of the term 'social support' 

as put forth by several authors (see e.g. , House & Kahn, 1985; Pierce et aI., 1996, 

Thompson, 1995 and Vaux, 1988). In addition, it examines the research on social 

support, risk-level assessment and safety interventions as they relate to youth suicide. 

The chapter begins with a presentation of the conceptualisations of social support and 

an analysis of this material. Following the analysis, these conceptualisations are 
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integrated in order to provide the framework for the study's research questions and 

hypotheses. An examination of risk factors (including social support) and the 

differentiation of the various levels of suicidal behaviour (e.g., attempting versus 

ideating see section 2.4) is undertaken prior to an examination of the interrelationship 

between family conflict, social support, risk-level assessment and safety interventions 

for adolescent suicidal behaviour. It will be proposed that there may be a relationship 

between the different levels of suicidal behaviour and the aVailability and quality of 

social support. More specifically, it will be argued that those persons who display 

more extreme suicidal behaviour come from family environments characterised by 

poor social interactions and conflicts, thereby reducing the likelihood of the family 

unit being available to provide any helpful support. It will thus be argued that an 

implication of the relationship between family adversity and suicidal behaviour may 

be that there is evidence for a relationship between social support and suicidal 

behaviour. 

2.2 Theoretical Conceptualisation of Social Support 

House and Kahn ( 1 985) indicate that social support has been defined operationally in 

tenns of the existence, quantity and structure of social relationships. Moreover, they 

state that social support has also been defined with respect to the functional content of 

relationships, such as in the exchange of instrumental or emotional support. House 

and Kahn ( 1 985) argue that there are a variety of ways of conceptualising social 

support. 
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House and Kahn (1985) define 'social support' as a theoretical concept embodying 

social network (i.e., structural characteristics existing among relationships such as 

frequency of contacts and/or the number of people within a network), social 

relationships (i.e., social interactions people have with others around them) and the 

provision and appraisal of support. These authors argue that if researchers are to 

accurately assess this concept, then it is essential to identifY and define both (a) the 

process involved in the exchange of social support (e.g. , provision and appraisal), and 

(b) concepts related to social support (e.g. , social support network). This clarification 

is needed because it is important to know whether research is examining social 

support directly or indirectly. An example of a direct measure of social support would 

be assessing the provision and level of appraisal of instrumental or emotional support, 

whereas an indirect measure would be assessing the size of the support network. The 

size of the support network is an indirect measure in that it may provide information 

about the number of persons to whom one can turn for support, but it does not provide 

information about whether the support is perceived as helpful or not (appraisal) and 

what type of support the network itself provides. 

As mentioned previously, House and Kahn (1 985) state that support involves the 

exchange of supportive behaviour. House and Kahn (1985) state that within the 

exchange of social support, researchers should be measuring the source of the support 

(e.g., spouse or partner, other relatives, friends, neighbours, work supervisor, co

workers, service or caregivers, self-help groups and health professionals), the type of 

support given and/or received (e.g., emotional, instrumental, appraisal and 

informational), and the appraisal of support. House and Kahn (1985) emphasise the 
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importance of assessing the individual's appraisal of support. for what one person 

perceives as helpful another may not. By its very nature, support implies behaviour of 

a positive quality. However, this is not always the case, particularly in situations 

where abuse is present. For example, abusive people may think that they are 

providing support during the loving/contrite phase of the abuse cycle when in fact 

they are perpetuating the abuse, as it has been shown that the loving/contrite phase is 

more often than not fonowed by continued abusive behaviour (Walker, 1 979). 

Two important implications of their model are that (a) researchers need to be clear 

about what they are measuring (e.g., whether it is supportive behaviour, support 

appraisal or size of support network), and (b) that researchers need to acknowledge 

the multidimensional nature of social support when operationalising the term. 

Compared to House and Kahn ( 1 985), Pierce et al. ( 1 996) use somewhat different 

terminology in their conceptualisation of the term social support. Pierce et al. argue 

that social support encompasses the interaction between three related concepts: 

support schemata, supportive relationships and supportive transactions. ' Support 

schemata' refer to the knowledge structures within an individual. 'General support 

schemata' contain information about the likelihood that others, in general, will be able 

to, or willing to meet various needs for support. 'Relationship-specific schemata' 

contain information about the likelihood that specific individuals will provide support 

when it is needed. 'Supportive relationships' refer to those relationships which an 

individual turns to during times of need or crisis. Based on the information contained 

within the relationship-specific schemata, individuals will seek out only those 

relationships in which they are most likely to receive some support. Finally, 
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'supportive transactions' refer to the behavioural exchanges between at least two, if 

not more, individuals. These authors argue that it is necessary to distinguish between 

the observable act of support (e.g., emotional, insnumentaJ), and the perception of the 

support givenlreceived (appraisal). Similar to House and Kahn (1985), Pierce et al. 

are arguing for a differentiation between the provision of supportive behaviour (act) 

and the appraisal of supportive behaviour largely because there may be different 

perceptions of the support given as determined by the recipient and provider (i.e., the 

provider may see it as helpful but the recipient may not). 

The conceptuaIisation of social support, as proposed by Pierce et al. (1996), suggests 

that the development of positive support schemata is largely determined by the 

occurrence of a positively appraised supportive transaction. Positive support schemata 

consist of cognitive information which people process and store in their long-term 

memory as a consequence of positive experiences of seeking and receiving support. 

These positive support schemata influence the development of supportive 

relationships for both the present and the future, as the likelihood of returning to the 

same or similar person(s) for support increases with each successful supportive 

transaction. If the transaction is appraised as negative or unhelpful, then this would 

result in the development of negative support schemata House and Kahn (1985) also 

describe a similar process which occurs during a transaction of supportive behaviour 

(i.e., the emphasis on provision and appraisal of support). However, the difference is 

that Pierce et al. extend their discussion by providing specific labels for the cognitive 

process involved in support transactions. 
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In contrast to House and Kahn ( 1 985) who believe that there are four types of 

supportive behaviour, Pierce et al. ( 1 996) propose that there are really only two types 

of supportive behaviour - emotional and instrumental. Pierce et al. argue this case 

because they feel that there is far too much overlap in meaning between the different 

types of support. For example, the provision of advice or guidance might also be 

interpreted as emotional support. However, even a simplified distinction between 

emotional and instrumental support is not without its own limitations. For example, an 

expression of instrumental support may also be interpreted as an expression of 

emotional support, such as the person who lends his friend money in order to pay off 

a debt. This friend would possibly perceive the act of fending the money as an 

expression of love or kindness (Pierce et al., 1 996). 

An implication of Pierce et al.' s ( 1 996) social support conceptuaIisation is that 

research on social support needs to be clear about defining the different types of 

supportive behaviour. As demonstrated, many different types of supportive behaviour 

overlap in meaning, particularly with respect to emotional support (Pierce et al., 

1 996). Another implication of Pierce et al.'s social support conceptualisation is 

further support for the argument that social support involves the complex interplay 

and exchange of behaviour between two or more persons within a social network. 

Again, the emphasis being on the importance that interpretation and appraisal has for 

measuring social support. 

A third model of social support is that advanced by Thompson ( 1995) in his analysis 

of child maltreatment. Similar to House and Kahn ( 1 985) and Pierce et al. ( 1 996), 



Thompson ( 1 995) also stresses the need to assess both the social network, as well as 

the way in which support is appraised within this network. He also emphasises the 

importance of describing both the structure of the network, as well as the process 

involved when an exchange of social support occurs between network members. 
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In his conceptualisation of social support, Thompson ( 1 995) distinguishes between 

'social networks' and 'supportive behaviour. ' ' Social networks' include the people to 

whom one can turn when in need of support and the perception of that support. 

' Supportive behaviour' refers to the act of supportive behaviour provided (e.g., 

emotional, instrumental). 

Thompson ( 1 995) makes reference to structural features which be believes belong to 

social networks and includes: network size, social embeddedness, dispersion, stability 

and extensivity (see Table I ). These features refer to the quantity aspect of social 

support and include the size of the network, the consistency of the network over time, 

the frequency of contacts with members in the network and the degree to which 

contact occurs in large groups versus small groups. In quantifiably measuring social 

networks (i.e., counting the frequency of contacts), Pierce et al. argue that there exists 

a danger of overlooking both the nature and extent of social support given and/or 

received within these networks. For example, Barrera ( 1 986) notes in his research that 

measures of social embeddedness (e.g., frequency of contacts) have only a moderate 

association with the amount of support that individuals report receiving from other 

network members. This situation is due to the fact that structural characteristics of 
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Table 1 .  

Structural and Affiliative Definitions for Social Networks. 

Structural Terms 

Network Size 

Social Embeddedness 

Dispersion 

Stability 

Extensivity 

Affiliative Terms 

Valence 

Reciprocity 

Homogeneity 

Multiplexity 

Density 

Perceived Support 

(Thompson, 1 995) 

Definitions 

The number of persons with whom the individual 
has contact. However, many members of the social 
network may not assume supportive roles. 

The frequency of contact with network members. 

The ease with which individuals can obtain 
contact with social network members. 

The consistency of network associates over 
time. Different components of the network show different 
rates of stability over time. 

The degree to which social interaction within the network 
occurs in small groups rather than large groups. For example, 
intimacy is more difficult to achieve in a larger group than a 
smaller group or dyad. 

Definitions 

The emotional quality of relationships with network 
members. Focuses on the perception of the affective quality 
of network relationships (positive or negative). 

Whether support in relationships is mutual or unidirectional. 

The extent to which network members share common 
attributes, such as their socioeconomic status or race. 

The number of different functions or roles assumed by 
individuals within a social network (e.g., mother, friend) 

The extent to which network members are themselves 
associated with each other. 

The extent to which individuals subjectively expect support 
from their relationships with network members. 
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social networks cannot, or do not seem to indicate the quality of supportive 

transactions (either giving or receiving). Thompson (1995), in his theoretical 

development of the social support construct, seems to be arguing that there needs to 

be a clear distinction between both quality and quantity of support. The latter appears 

to be largely an objective measurement, whereas the former appears to be more of a 

subjective measurement. Thompson adds something different to understanding social 

support, compared to House and Kahn (1985) and Pierce et al. (1996), in that he does 

not generically discuss quantity and quality of social support. Rather, Thompson 

specifically mentions the importance of distinguishing between the structural 

(quantity) and affiliative features (appraisal) of social support networks and their 

related terminology (see Table 1). 

Thompson (1995) proceeds to develop his theoretical base by stating that there need 

to be new ways of portraying social networks that emphasise the meaning of network 

associates to the individual. These concepts, which he identifies as affiliative features 

(versus the previous structural features), include such things as valence, reciprocity, 

homogeneity, multiplexity, density, perceived support and enacted support (see Table 

1 ). Thompson (1995) seems to suggest that affiliative features are a little bit more 

difficult to study than structural features. He also seems to be suggesting that 

affiliative features tend to emphasise the subject's perception of support. 

Thompson (1995) suggests then that there are three important aspects of his model: 

support network structural features (quantity), support network affiliative features 
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(quality) and supportive behaviour (act). For Thompson, the exchange of support 

occurs within the context of the previously mentioned supportive network. Supportive 

behaviour refers to the act of supportive behaviour provided and includes emotional, 

advice/guidance, instrumental and skill acquisition. Similar to House and Kahn 

( 1 985), Thompson ( 1 995) argues for differentiation of four types of supportive 

behaviour. However, both Thompson ( 1 995) and House and Kahn ( 1 985) fail to take 

into consideration the argument, as presented by Pierce et al. ( 1 996), that there is far 

too much overlap in meaning between the different types of supportive behaviour. As 

will be elaborated further on in the critique of these conceptualisations, this argument 

is supported by the correlations noted across sub scales of questionnaires, such as the 

Interpersonal Support Evaluation List (lSEL) and the Social Provisions Scale (SPS), 

intended to measure distinctly separate categories of supportive behaviour (Cohen, 

Mermelstein, Kamarck & Hoberman, 1 985; Vaux, 1 988). 

Similar to House and Kahn (1985), Thompson ( 1 995) details what constitutes a social 

network and how social support is both provided and appraised within the social 

network. Again, the important similarity is their ability to outline the process that is 

involved when a transaction of social support occurs. In this respect, Thompson 

( 1 996) uses terminology very similar to that of House and Kahn ( 1 985) and Pierce et 

al. ( 1 996). However, the main difference is in Pierce et al. 's conceptual connection 

between supportive behaviour and development of positive and negative support 

schemata. With respect to terminology, both House and Kahn ( 1 985) and Thompson 

( 1 996) make similar references to the importance of understanding the structural 

context within which supportive transactions occur (e.g., size, frequency). Although 



they use slightly different terminology, both of these authors emphasise that social 

support researchers need to recognise the structure and function of social support 

networks. 
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Similar to House and Kahn ( 1 985), Pierce et al. ( 1 996) and Thompson ( 1 995), Vaux 

( 1 988) contributes to an understanding of how supportive behaviour occurs within the 

context of a support network. This contribution takes into consideration the 

interpretation of the supportive behaviour provided and received. Again. as 

demonstrated by the previous conceptualisations, the appraisal of the act and the act 

itself are different components of social support. Vaux essentially argues that social 

support is a complex, multidimensional, higher-order theoretical construct which 

involves the interaction between support network resources, supportive behaviour and 

subjective appraisals of support. 

Vaux ( 1 988) defines 'support network resources' as the subset of the larger social 

network to which a person would turn for help when managing demands or 

attempting to meet goals. The type of help sought by any one particular person is 

referred to as supportive behaviour (Vaux, 1 988). 'Supportive behaviour' refers to 

specific acts generally recognised as being intentional efforts to help a person. These 

acts include emotional, advice/guidance, practical, financial/material and socialising 

behaviour. Despite good intentions, supportive behaviour is not necessarily always 

helpful, as the outcome will depend upon the timing, mode and amount of supportive 

behaviour that occurs (Vaux, 1 988). Finally, as in the case of Pierce et al., 'support 

appraisal' refers to the subjective, evaluative assessments of a person's supportive 
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relationships and the supportive behaviour that occurs within them. These appraisals 

can be either of a negative or positive quality (Yaux, 1 988). Appraisals are seen as the 

primary indicator of how well support functions are being served . Examples of 

positive appraisals include satisfaction, feeling cared for, respected or involved, and 

having a sense of attachment, belonging, or reliable alliance (Yaux, 1 988). Examples 

of negative appraisals include not feeling a sense of belonging, and not feeling loved, 

cared for or understood (Yaux, 1 988). 

Yaux ( 1 988) argues that individuals turn to their network resources for a variety of 

supportive behaviours and will then evaluate the type of support given and/or 

received. House and Kahn ( 1 985), Pierce et al. ( 1 996) and Thompson ( 1 995) also 

describe this interface between social support network, supportive behaviour and 

support appraisal. The important point to note here is that House and Kahn ( 1985), 

Pierce et al. ( 1996), Thompson ( 1 995) and Yaux ( 1 988) all demonstrate that there are 

different components involved in an exchange of social support; that membership of 

the network is largely determined by the exchange and nature of appraisal (positive 

versus negative appraisal); and that there is a distinct difference between the 

supportive act and the interpretation or appraisal of support. 

Yaux ( 1 988) clearly operationalises the main terms used in understanding what 

constitutes social support. Similar to House and Kahn ( 1 985) and Thompson ( 1 995), 

Yaux ( 1 988) distinguishes between support network, supportive behaviour and 

support appraisal. Thompson ( 1 995) and Pierce et al. ( 1996) discuss the transactional 

process of social support using the concept of support transaction. House and Kahn 
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( 1 985) and Vaux ( 1 988) use the tenns provision and appraisal of supportive 

behaviour, but make no specific reference to support transaction. However, the 

concept of transaction is implied within their descriptions of how supportive 

behaviour is exchanged. Two main differences among the theorists can be noted in 

their use oftenninology: ( 1 ) Pierce et al. are the only theorists who use cognitive 

psychology concepts such as social support schemata, and (2) Pierce et al. are the only 

theorists who do not explicitly refer to social support networks. Despite these 

apparent differences, each group of theorists makes reference to the provision and 

appraisal of supportive behaviour. 

In summary, social support appears to be a complex and multidimensional construct. 

For example, House and Kahn ( 1 985) argue that social support involves interaction 

between three concepts: support networks, social relationships and social support 

(behavioural transaction). Pierce et al. ( 1 996) argue that social support involves 

interaction between support schemata, social relationships and supportive 

transactions. Thompson ( 1 995) states that social support involves exploring the 

relationship between social networks and supportive behaviour. Finally, Vaux ( 1 988) 

argues that social support involves a complex interaction between social network, 

supportive behaviour and subjective appraisals of support. Each model is slightly 

different in its approach to "unpacking" the construct of social support, yet similar 

with respect to the methodology of examining social support as a higher order 

theoretical construct and placing an emphasis on differentiating the appraisal of 

supportive behaviour and the act itself 
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Despite the different language or tenns used, the models outlined above appear to 

have many commonalities, such as their constant reference to what is known as 

quantity and quality of social support. Quantity of social support refers to the actual 

measurable aspect of support (e.g., the frequency of social contacts). Quality of social 

support refers to a person's appraisal of received support, whether that support is 

perceived as helpful or unhelpful. This distinction between quantity and quality of 

social support is important because it acknowledges the multidimensionality of the 

construct and demonstrates that researchers need to explore the interface between the 

perception of support and the support network itself, which may change depending 

upon the provision and appraisal of supportive behaviour. For example, if support is 

unable to be elicited from certain members in the network, then they may no longer be 

included as part of the support network, as the recipient will be less likely to return to 

them for support on future occasions. It is proposed that if the appraisal of support is 

negative, then the recipient may be less likely to return to that particular network 

member( s) for support on future occasions. Regardless, the important point to note 

here is that each conceptualisation attempts to define the quantity and quality aspect 

of social support, and in doing so, acknowledges the important interface between 

support networks, supportive behaviour and support appraisal. 

Another common aspect of the four models is their effort to differentiate the act 

(behaviour) of support and the perception or appraisal of that support (cognitions). 

The act of support refers to the supportive behavioural exchanges between two (or 

more) individuals. It is also generally agreed that the intention of support is a positive 
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qUality. However, as discussed, the interpretation of support received can be of a 

negative or positive quality. The transactional process between support given and/or 

received is a complex one and generally involves an interplay between recipient and 

provider. It involves examining and exploring how the provider's support (e.g., an 

instrumental or emotional act) impacts upon the recipient and hislher interpretation of 

the support received. This transaction then will detennine whether future transactions 

will occur within the same or similar relationships. As stated, the distinction between 

the act and the perception of support is an important one, as it largely detennines the 

composition of the network resource itself 

A final common theme among the models is that they tend to acknowledge the 

multidimensional aspect of the concept of social support. It is believed that there is no 

one single definition of social support, rather it is a higher-order theoretical or 

superordinate construct which encompasses an interaction between a variety of 

different components and/or features, such as social networks, quality and quantity of 

social networks, supportive behaviour and appraisal (or perception) of supportive 

behaviour. 

There is one major limitation within the previously discussed conceptualisations of 

social support. That is, it appears as if there is disagreement about the number and 

types of supportive behaviour available within the social support network. House and 

Kahn ( 1 985) distinguish between four types of supportive behaviour, Pierce et al. 

( 1996) distinguish between two, Thompson ( 1995) distinguishes between four, and 
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Vaux ( 1 988) reaches the conclusion that there are generally five agreed-upon types of 

supportive behaviour. 

A common element among the proposed types of supportive behaviour is the 

identification and distinction made between emotional and instrumental support. 

Emotional support refers to behaviours that communicate to an individual that he or 

she is cared for and loved. It encompasses such things as socialisation (spending time 

with), provision of advice/guidance, and reedback. Examples of emotional support 

include: having someone to listen to you when you need to talk; having someone to 

provide guidance or feedback in a difficult situation; someone you can rely on for 

help; someone you can be yourself with; someone you can spend time with; someone 

who will listen non-judgementally and openly; someone who will comfort you; and 

someone who accepts you for who you are. These examples appear as items in the 

Social Support Questionnaire (Sarason, Levine, Basham & Sarason, 1 983) and the 

Social Support Behaviours Scale (Vaux, Riedel & Stewart, 1 987). Instrumental 

support refers to behaviours that provide assistance in task-directed coping efforts 

(e.g., practical/tangible) (Pierce et al., 1 996). An example of instrumental support 

would include anything from helping a person to move house, to lending them money. 

The difficulty is that there is far too much overlap between the various types of 

supportive behaviour previously discussed, which are intended, in fact, to be mutually 

exclusive of one another. The overlap existing among the many different types of 

social support (e.g., socialisation, emotional, instrumental etc.) may account for the 

substantial correlations observed across subscales intended to assess discrete types of 
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support (Pierce et al., 1 996). For example, the four subscales of Co hen's Interpersonal 

Support Evaluation List (ISEL) (material aid, emotional support, self-esteem support 

and belonging support) are consistently found to be highly intercorrelated (Cohen et 

al., 1 985; Sarason, Sarason, Shearin & Pierce, 1987). Similar correlations have been 

observed between the subscales in the Social Provisions Scale (SPS) which include 

attachment, integration, opportunity for nurturance, reassurance of worth, reliable 

alliance, and guidance (Vaux, 1 988). 

There appear to be strong reasons for researchers to use emotional support as the 

primary measurement of supportive behaviour. Summarising the above discussion, 

these reasons can be outlined as follows. First, in some of the aforementioned 

questionnaires (SPS, ISEL), there appear to be quite high correlations between the 

various subsCales which are intended to measure different areas of supportive 

behaviour (Cohen et al. 1 985; Sarason et al., 1 987). Second, the suggestion from each 

of the four models that there are many different types of supportive behaviour appears 

to be contradictory. That is, each type of supportive behaviour mentioned (e.g., 

instrumental, advice, guidance, etc.) is in some way either directly or indirectly 

related to emotional support. For instance, as previously argued a by-product of 

offering someone advice or guidance would be a feeling that the person offering the 

support is indirectly showing that he or she cares and values the person receiving that 

support. Similarily, if someone offers a person financial support (instrumental) in the 

form of money after they have lost a job, then this too would be seen as evidence of 

showing that person they are valued and well-cared for. In essence, all forms of 
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thereby further supporting the argument for the measurement of emotional support. 
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It is therefore argued that emotional support adequately captures the meaning of social 

support because each type of social support (e.g., instrumental, socialisation, advice, 

guidance) is in some way associated with emotional support. 

Several important conclusions can be made from this discussion on the assessment of 

the theoretical conceptualisations of social support. These conclusions are as follows: 

( 1 )  social support is a single term which is definable by using a variety of related 

terms (e.g., social support = social networks, supportive acts, appraisal of support), 

(2) a transaction of social support involves a cognitive (perception) and behavioural 

(act) process, (3) the term social support, by its very nature, implies the support being 

received is of a positive quality, (4) that there is a qualitative (e.g., perception) and 

quantitative (e.g., size of network) component to the term social support, and (5) that 

there are several types of social support (instrumental, socialisation) with each type 

being related to emotional support. 

These conclusions are actually the basic principles which underlie the theoretical 

conceptuaIisations of social support previously discussed (House & Kahn, 1 985; 

Vaux, 1 988; Thompson, 1 995; Pierce et al., 1 996). Although social support is a 

definable term, researchers need to acknowledge that there are some limits in 

measuring it. It has been established that there is no single definition of social support, 

rather it is a term which encompasses the interaction between a variety of different 

terms. Therefore, research can only measure the terms which it encompasses (e.g., 
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social networks, supportive behaviour, support appraisal) rather than directly 

measuring social support itself Research also needs to be clear that some of the 

concepts contained within the definition for social support actually indirectly measure 

support. For instance, social support networks can provide an indication of the 

number of people to whom one can turn when needing assistance (whether it be 

money or seeking advice). However, this number is somewhat meaningless unless one 

can obtain an evaluation of whether the support given and/or received was helpful or 

not. Finally, it is important to acknowledge that social support, by its very nature, 

implies that the recipient will perceive it in a positive way. However, as has been 

illustrated, if the type of support being given is not appropriate (e.g., an individual 

may want money after losing ajob, not advice) or provided at the wrong time, the 

recipient may perceive it negatively. In conclusion, research needs to be clear that 

social support may not always be perceived as helpful. 

This assessment illustrates the need to present a comprehensive, inclusive, theoretical 

understanding of social support. Such an understanding would help to explain the 

multifaceted nature of social support and also address the difficulties in presenting a 

single definition for this construct. Integrating the above similarities and limitations 

can only assist in the development of a more unified conceptualisation of social 

support. 

2.4 Differentiating Levels of Suicidal Behaviour 

The previous discussion focused on the different conceptuaIisations of social support 

put forth by House and Kahn ( 1985), Pierce et al. ( 1 996), Thompson ( 1 995) and Vaux 
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( 1 988). It is the purpose of this section to examine the relationship between the 

concept of social support, as a potential risk factor, and the different levels of suicidal 

behaviour (attempting (act) versus ideating (thoughts» as a first step in establishing 

the foundation of a new social support model. This argument is based on the fact that 

social support is a variable which some researchers have found to have a significant 

relationship to suicidal behaviour in young people (Hollis, 1 996; Maris, 1 997). It is 

the intention of the discussion that follows to demonstrate why it is essential to 

differentiate between those who attempt and those who ideate and how social support 

may act as a potential risk factor in the development of suicidal behaviour. It will be 

proposed that there may be a link between family adversity, social support and 

suicidal behaviour. It will be further argued that if the family environment is 

characterised by poor quality interactions, conflict and adversity, then the likelihood 

of that family unit being available to provide support of a helpful nature would be 

minimal or nonexistent. It is proposed then that an implication of the relationship 

between family adversity (including conflict and discord) and suicidal behaviour may 

be that there is evidence for a relationship between social support and suicidal 

behaviour. Moreover, it will be argued that there is a relationship between family 

environment and suicidal behaviour such that the more severe the family conflict, 

discord and adversity, the more severe the suicidal behaviour exhibited by the young 

person. 

In the study of suicide, it is essential for investigators to distinguish between those 

who attempt to harm themselves and those who have thoughts of harming themselves. 

This distinction is important in order to determine if these groups share any 
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similarities or differences with respect to risk factors (Berman & lobes, 1 99 1 ;  Stillion, 

McDowell & May, 1 989). It has been argued that these groups are part of an 

overlapping population (Dubow, Kausch, Blum, Reed & Bush, 1 989). It will be 

shown that studies indicate that there is clear evidence for demonstrating that 

attempters often experience ideation. However, it will be shown that demonstrating 

whether ideatoTS do in fact become attempters is difficult and has not been adequately 

addressed in the research on suicidal behaviour in adolescents. 

Suicidal ideators are those individuals who have cognitions about wanting to die. 

Reynolds and Mazza ( 1 994) state that suicidal ideation is the "domain of thought and 

ideas about death, suicide, and serious self-injurious behaviour" (p. 528). Suicidal 

ideation can range from general cognitions about death to more specific thoughts 

about killing oneself(where, when and why). In contrast, suicide attempters have both 

the intent to die, as well as sufficient lethality in method use to accomplish that 

intent, but either fail or are intervened with and rescued (Reynolds & Mazza, 1 994). 

This concept represents "a broad domain of self-injurious behaviour that involved 

some degree of intentionality" (Reynolds & Mazza, 1 994, p.528). 

Andrews and Lewinsohn ( 1 992) provide evidence for the notion that ideators and 

attempters are part of an overlapping population. They found that the majority of 

attempters had at some point also experienced suicidal ideation. They studied the 

prevalence of suicide attempts and ideation, as well as the co-occurrence of attempts 

with psychiatric disorders in a community sample of 1 ,7 1 0  older adolescents. 

Structured interviews using rigorous diagnostic criteria were conducted in two annual 
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assessments of the participants. The reported lifetime prevalence of attempts was 

7. 1 % and ideation was 2 1 . 1  %, with almost 90% of those who attempted also reporting 

presence of suicidal ideation. Suicide attempts occurred in conjunction with 

depressive disorders, substance use disorders and disruptive behaviour disorders but 

not with panic disorders. Overall, the results indicate that risk factors for an attempt 

are the following: being female, from a home without a father, poor education of the 

father, previous attempts, suicidal ideation and mental disorders (Andrews & 

Lewinsohn, 1 992). 

Andrews and Lewinsohn ( 1 992) argue that their findings indicate that attempters and 

ideators are part of an overlapping population. It makes logical sense that attempters 

would experience ideation at some point, since contemplation commonly occurs prior 

to the act itself However, this does not imply that ideators then go on to become 

attempters. It is critical to point out that Andrews and Lewinsohn ( 1 992) demonstrate 

that there is a relationship between attempting and ideating, with ideating being a 

precursor to the actual attempt. 

Despite Andrews and Lewinsohn's strong efforts to operationalise their variables, 

their study lacks an ability to generalise to other populations, such as those 

adolescents not in high school (e.g., incarcerated, hospitalised) or from other ethnic 

communities. The data indicate that suicidal ideation and attempts may be part of an 

overlapping distribution, as many first time attempters experienced suicidal ideation 

before their first attempt (Andrews & Lewinsohn, 1 992). The study supports the 

notion that attempting may be a more severe manifestation of suicidal ideation. The 
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study also demonstrates the difficulty associated with studying these types of groups 

and the need for researchers to clearly define these samples in their studies. 

Researchers attempting to study the differences between those who attempt and ideate 

need to openly acknowledge that these groups overlap and any attempt to differentiate 

the groups will always be met with this limitation. 

Similar to Andrews and Lewinsohn ( 1 992), Lewinsohn, Rohde and Seeley ( 1 994) 

found that those adolescents who attempted suicide also reported either having 

experienced or that they were currently experiencing suicidal ideation. They studied a 

plethora of psychosocial risk factors for making a suicide attempt in a sample of 1 ,508 

high school students aged 14- 1 8  years. Of the 1 ,508 students, 26 had made an attempt 

during the year preceding entry into the study. The researchers found that the 

strongest predictors of future attempt were history of past attempt, current ideation 

and depression, recent attempt by a friend, Iow self-esteem and having been born to a 

teenage mother (Lewinsohn et al., 1994). Again, this study supports the idea that 

attempting is a more severe manifestation of ideation and that ideating, in most cases, 

precedes attempting. 

A major limitation of the Lewinsohn et al. ( 1 994) study is the exclusive reliance on 

adolescent seif..report. As a result, the measure of attempts is potentially vulnerable to 

over or underreportiog biases, particularly when the adolescents were questioned 

directly about whether they had ever attempted suicide or thought about killing 

themselves. The Lewinsohn et al. ( 1 994) study was also unable to determine whether 

the predictors for repeat attempters were different from those for first time attempters 
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due to the sample of attempters being quite small. This study is nevertheless critical in 

demonstrating that there are varying levels of suicidal behaviour, and in raising the 

interesting question that there may also be within-group differences, particularly for 

those who attempt (e.g., first time attempters versus repeated attempters). 

Pelkonen, Marttunen, Pulkkinen, Laippala and Aro ( 1 997) also found differences 

between attempters and ideators and their findings further support the need to clearly 

define these two groups. They utilised a sample of 260 adolescent outpatients aged 

1 2-22 years, with 1 10 being classified as suicidal and the remainder being classified 

as non-suicidal. The suicidal individuals were then further classified as either ideators 

or attempters. Information on suicidal ideation, suicide attempts, psychiatric 

diagnoses and other related factors (e.g., psychosocial functioning) was collected 

prospectively during their treatment. Overall, it was found that mood disorder, 

previous psychiatric treatment and Iow levels of psychosocial functioning at treatment 

entry were associated with suicide attempts and ideation for both sexes compared to 

non-suicidal subjects. More specifically though, they found that in comparison to 

ideators, attempters showed lower levels of psychosocial functioning and higher rates 

of risk factors (such as psychopathology). Pelkonen et al. ( 1 997) concluded that their 

results support the view that suicidal ideation and suicide attempts can be viewed as 

(respectively) "milder and more severe manifestations of the same phenomenon" 

(p. l 05). This study demonstrates that attempters and ideators share some similar risk 

factors (e.g., psychopathology and psychosocial functioning), but that attempters 

experience these factors to a greater degree and severity. Perhaps attempters go 
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beyond simply ideating because they experience higher rates of psychopathology and 

are exposed to a greater degree of dysfunction. 

often, in clinical populations, one will find that suicide attempters are more often than 

not also suicide ideators. With respect to this population, it is not unusual for 

attempters to oscillate between ideating and attempting. Garrison, Jackson, Addy, 

McKeown and WaIler ( 1991 ), for example, found in their sample of young 

adolescents ( 12- 1 4  years of age) that all of the attempters were also ideators. This 

study therefore supports other research which has shown that attempters have 

generally experienced some form of ideation whether it be past or present (e.g., 

Andrews & Lewinsohn, 1 992; Lewinsohn et al., 1 994). It is interesting to note that of 

the research reviewed thus far there appears to be no indication as to whether ideators 

necessarily become attempters. 

The point that attempters and ideators may be part of an overlapping population was 

well illustrated in a study by Pearce and Martin (1 994). Using a sample of 156  male 

and 1 5 1  female students aged 1 4- 17  years attending one randomly chosen 

metropolitan state high school in North America, and using several psychometric 

instruments, they found that suicidal ideation, plans, threats and deliberate self-harm 

were associated with suicide attempts. Again, this study is valuable in that it 

demonstrates there is a relationship between ideating and attempting. Based on this 

study by Pearce and Martin (1994) and the previously reviewed studies by Andrews 

and Lewinsohn ( 1992), Garrison et al. ( 1 991 ), Lewinsohn, Rohde and Seeley (1 994), 

Pelkonen et al. (1997), it can be argued that attempters must experience ideation prior 
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to their attempt (i.e., the thought must naturally occur before the action). However, 

those individuals who ideate do not necessarily attempt. Those persons who 

repeatedly attempt would ideate more often than those who are first-time attempters 

largely because they are engaging in the behaviour more frequently. In addition, it has 

been demonstrated that first-time attempters are more likely to become repeat 

attempters (Lewinsohn et al., 1 994). Incorporating these arguments and the arguments 

proposed by Kosky, Silburn and Zubrick ( 1 990), it seems logical to conclude that 

there is evidence to show that attempters and ideators are pari of "the same at-risk 

population" (Ko sky et al., 1990, p.4 1 ). 

Attempts have been made to examine whether ideators and attempters differ with 

respect to family environment and psychopathology. As will be demonstrated, these 

attempts are important in that they (a) support the need to clearly define these groups; 

and (b) provide support for a link between family environment, availability of social 

support and suicidal behaviour. Kosky et al. ( 1 990) examined whether children and 

adolescents with suicidal ideation could be distinguished from children who attempt, 

on the basis of clinical symptoms and family environment. From a total of2, 1 8 1  

consecutive referrals to a child outpatient psychiatIy service, 258 young persons who 

had indicated suicidal ideation were compared with 82 young persons who had 

attempted suicide. Kosky et aL were unable to differentiate children with suicidal 

ideation from those who attempted on the basis of clinical symptoms alone. Both 

groups experienced similar high levels of symptoms of depression, anxiety, sleep 

disorder and irritability. Conduct disorders were less common in both groups, but 

22% of the attempters abused illicit drugs or alcohol. The only difference found was 
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that family discord seemed to increase the likelihood of a suicide attempt. Kosky et at. 

( 1990) conclude that "demographic and symptom comparisons provide empirical 

evidence suggesting that children who attempt suicide and ideate are part of the same 

at-risk population" (p.41 ). Although this conclusion is correct, it needs to be 

interpreted with some caution, particularly because the sample studied was an 

outpatient psychiatric population, thereby limiting the ability to generalise. Kosky et 

al.' s findings are important in that they demonstrate that family discord is a risk factor 

which clearly can be used to differentiate between attempters and ideators. This 

finding could actually play a valuable role in determining therapeutic and treatment 

plans for these groups (e.g., intensive family therapy for those who attempt, to address 

the family discord). It would be interesting to further study whether addressing 

discord in the therapeutic setting would have any beneficial impact on reducing future 

risk of self-harm. 

There is an added dimension to this study in that Kosky et al. '  s results suggest that 

attempters are exposed to more severe forms of familial stress and discord than those 

who ideate only. Perhaps exposure to more severe forms of discord partially accounts 

for why attempters take their behaviour one step beyond simply ideating about 

suicide. In addition, this study raises an interesting question about the extent to which 

family environment may or may not be suitable in providing helpful or positive 

support to the at-risk individual. For instance, the likelihood of a family unit being 

available for provision of helpful or positive support will be significantly reduced if 

there is presence of family discord or stress. Although it is difficult to determine the 

exact direction of the relationship between familial stress and discord and suicidal 
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behaviour from these findings, they do suggest that more severe family stress and 

discord is associated with more severe manifestations of suicidal behaviour. They also 

indicate the need to clearly operationalise different levels of suicidal behaviour. 

Unlike Kosky et al. ( 1 990), other researchers have found differences between 

attempters and ideators with respect to clinical symptoms. Drawing on data from a 1 6-

year longitudinal study of a birth cohort of young New Zealanders, Fergusson and 

Lynskey ( 1 995b) compared those who thought about self-harm with those who had 

attempted suicide. Information was gathered on suicide attempts, suicidal ideation, 

psychiatric diagnoses, adjustment problems and childhood factors. Childhood factors 

included such measures as the family's socio-economic status, marital stability of 

parents, childhood stability, parental alcohol/drug abuse and quality of mother-child 

interactions. It was found that 1 2% of the birth cohort reported suicidal ideation 

before the age of 1 6  years and 3% reported attempting suicide. Those persons who 

had attempted suicide had higher rates of psychopathology and adjustment problems 

and a greater exposure to a negative family environment compared with suicidal 

ideators. Fergusson and Lynskey ( 1 995b) show that those who attempt report a 

greater degree of psychosocial risk factors (including psychopathology and negative 

family environments) than those who report ideation only. 

While Fergusson and Lynskey ( 1 995b) challenge the findings of Ko sky et al. ( 1 990) 

by demonstrating that the groups do in fact differ on clinical symptomatology, they 

simultaneously confirm that attempters are exposed to more severe adverse family 

circwnstances. Similar to Kosky et al., the implication of this study is that a negative 
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family environment may mean that the family itself is not available to provide support 

or a healthy context in which the adolescent can grow and be nurtured. 

The research on suicide attempters and ideators is valuable as it adds to professional 

understandings of what constitutes a risk for future attempts. In fine-tuning 

knowledge about suicide research, it is essential for investigators to clearly 

operationalise variables, particularly the variable of suicidal behaviour, whether it is 

attempters or ideators in a given sample. Researchers need to acknowledge in their 

research on suicidal behaviour that there is support for the fact that these populations 

overlap. Research indicates that ideators and attempters show similarities and 

differences in their relationship to various risk factors, and that their behaviour may 

be manifestations of the same phenomenon (e.g., Dubow et al., 1 989; Kosky et al., 

1 990; Pelkonen et al., 1 997). In fact, studies show that attempters tend to come from 

backgrounds characterised by greater family adversity compared to ideators 

(Fergusson & Lynskey, 1 995b; Kosky et al., 1 990). It is proposed that there may be a 

possible link between family adversity, social support and suicidal behaviour. For 

example, if the family environment is characterised by poor quality interactions, 

conflict and adversity, then the likelihood of that family unit being available to 

provide support would be minimal or nonexistent. This relationship, not directly 

tested but rather an implication of previous studies, is the first step in the development 

of the proposed social support model for the present study. The next section will 

examine some of the more specific research on family conflict and discuss how this 

risk factor relates to the availability of social support for suicidal adolescents. 



2.5 Family Conflict, Social Support and Suicide Researcb 

Several studies have explored the relationship of family conflict, discord and 

adversity to availability of social support in suicidal adolescents. The findings from 

these studies can be summarised as follows (see Table 2): 
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1 .  Suicidal adolescents tend to come from backgrounds characterised by childhood 

adversity - for example, parental separation, poor parental relationships, violent 

parental behaviour, inadequate parentiog, family communication problems and 

abuse (Beautrais, Joyce & Mulder, 1 996), family conflict (Brent, Perper, Moritz, 

Liotus, Schweers, Balach & Roth, 1 994; Hurd, Wooding & Noller, 1 999), family 

discord (Camp bell et al., 1 993; Kosky et al. 1 990) and family relationship 

difficulties (Hollis, 1 996). 

2. Risk of suicide increases with increased exposure to the variables of childhood 

adversity, conflict and discord (Beautrais, Joyce & Mulder, 1 996; Brent et al., 

1 994; Camp bell et al., 1993). 

The previous cited findings suggest a link between family conflict, discord and 

adverse childhood circumstances, and suicidal behaviour. The presence of family 

relationship difficulties, conflict and discord implies that the possibility of these 

relationships being available for nurturance and support is minimal. However, this 

finding is an implication and more direct measurement of this relationship would be 

necessary in order to draw any conclusions with confidence. These findings 

nevertheless point to the importance of family support, and in turn the absence or 
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Swnmary of Study Findings - Relationship between Family Conflict and Availability of Social Support to 
Suicide Research 

Study Sample Variables Measures Results Limitations/Gaps 

Beautrais, 1 29 young Childhood adversity Parental Bonding Risk of serious suicide I .  Retrospective -
Joyce and people who - parental separation, Instrument and all attempt among young under/over reporting 
Mulder had made a poor parental other questions were people increased with bias. 
( 1 996) serious suicide relationships, parental asked in an interview extent of exposure to 2. Authors assume that 

attempt ( 1 3-24 violent behaviour, format. childhood adversity, an increase in conflict 
yrs) and 1 53 physical/sexual social disadvantage and at home means that 
randomly abuse, alcohol psychiatric morbidity there is poor support 
selected problems and with each of these within the family 
controls. imprisonment, foster factors making environment. 

care and parental care independent 
characteri stics. contributions to risk of 

serious suicide attempt. 
Brent, 67 suicidal Family constellation Constellation was They found that suicide I .  Case-control study 
Perper, adolescent (structure), familial measured using a completers were less which only allows 
Moritz, completers stressors (e.g., abuse standardised likely to have lived conclusions about 
Liotus, and 67 of child, parent-child demographic with both biological associations and not 
Schweers, matched conflict, loss and instrument. Family parents, and were more causality. 
Balach and controls. separation, residential stressors was likely to be exposed to 2. Used a family history 
Roth ( 1 994) instability) and measured by using a stressors such as method rather than 

familial loading for standardised parent-child discord, direct interview. 
psychopathology. interview format physical abuse and 3 .  Lack of detailed 

about stressful life residential instability. assessment of family 
events. Family Family history of both environment. 
history of substance abuse and 4. Retrospective design 
psychopathology was depression and lifetime - over or 
measured by using history of parent-child underreporting. 
the Family History discord'were most 
Research Diagnostic closely associated with 
Criteria. adolescent suicide. 

Suicide Measure 

Examined only those 
subjects who had made 
a medically serious 
suicide attempt (defined 
as being hospitalised 
for more than 24 hours 
and in which specific 
treatment was 
required). 

Only families of 
adolescents aged 1 9  and 
under who received a 
definite verdict of 
suicide were identified 
for the study. 



Tahle 2 (continllec i)  

Study Sample Variabl� Measures 

CampbeJl, 43 Perceived family Family Environment 
Milling, preadolescent climate as defined by Scale (FES) 
LaughJin (7- 1 1 yrs) the Family 
and Bush psychiatric Environment Scale 
( 1 993) inpatients and (FES) ( 1 0  dimensions 

their parents. such as conflict, 
cohesiveness etc). 

Hurd, Control group Dependent measures Content analysis 
Wooding of used to assess parent- using a taped 
and Noli er nondepressed child relationships interview. 
( J 999) adolescents with mothers and 

n=42), a fathers were: quality 
clinical of the relationship 
control group and amount of 
(n=24) and a communication and 
self·harming conflict. 
group (n=49) 
aged ) 3· 1 8  
years. 

Results 

Results showed that 
suicidal behaviour 
tended to be associated 
with greater family 
conflict and with less 
family organisation, 
cohesion and 
achievement 
orientation. 

Self-harmers 
experienced the least 
satisfactory 
relationships with their 
parents, and more 
conflict with their 
mothers than the other 
groups. 

Limitations 

I .  Potential impact of a 
third variable as they 
did not control for 
depression. 
2. Inferential definition 
from measurement. 
3. Imply that an 
increase in family 
conflict means a lack or 
loss of support. 

1 .  Cross-sectional 
design prohibits an 
analysis of causal 
relationships. 
2. Sample prevents 
generalisation as 
participants were 
Caucasian working· 
class. 
3. Reliance on open-
ended self-disclosure 
via interview therefore 
could be reporting 
biases present. 

Suicide Measure 

Suicidal Ideation 
Questionnaire. 

Children's Depression 
Inventory (COl) was 
used as a screening tool 
for the two control 
groups. The self-harm 
group comprised of 
participants who 
engaged in at least one 
self·harm attempt in the 
last 6 months. 

VI 
o 
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-:St.l®: ____ _ .§amR� Variables Measures 
Hollis 284 cases of Well conceptualised Variables chosen 
( 1 996) suicidal variables including were drawn from the 

behaviour and familial lack of family relationship 
3,054 warmth, family and psychosocial 
nonsuicidal discord, disturbed variables as coded on 
controls. mother/father-child the Maudsley "item 

relationships, sheets" record 
inadequate parenting, review. 
inadequate family 
communication, poor 
peer relationships, 
stress at school and 
sexual maturity. 

Kosky, 258 young Perception of family Record review using 
Silbum and persons who conflict and discord. data forms from 
Zubrick exhibited Maudsley and Royal 
( 1 990) suicidal Hospitals. The forms 

ideation and were revised though 
82 who to be applicable for 
attempted. this study based in 

Australia. 

�-

Results 
Although depression 
was the largest single 
risk factor for teenage 
suicidal behaviour, 
family relationship 
difficulties still made a 
significant contribution 
independent to this 
risk. 

Suicide attempts were 
more likely to be 
associated with chronic 
family discord and 
substance abuse. 

Limitations 
1 .  The researchers 
group all suicidal 
behaviour together, 
when in fact these 
groups should be 
treated as separate. 
2. Do not provide a 
definition of suicidal 
behaviour. 
3. There may be more 
direct ways of 
measuring the 
relationship of family 
difficulties to risk. 
I .  Lack of detailed 
description of method 
and no attempt made to 
define variables of 
interest. 
2. Inferential 
conclusion with respect 
to family discord in 
some way reflecting a 
lack or loss of social 
support within the 
family. 

Suicide Measure 
Manual recording of 
presence of suicidal 
ideas, threats or 
attempts. 

Clear conceptualisation 
of attempt and ideation 
and clinicians used 
these definitions to 
assign patients to 
groups. 

U1 
I-' 



minimal presence of family discord and conflict, in fostering healthy adolescent 

development. 

Frey and RothIisberger ( 1 996) studied a representative sample of 1 4 1  healthy 

adolescents and administered a revised version of the Mannheim Interview on Social 

Support (MISU). The MISU measures the number, type, perceived adequacy 

(satisfaction) and quality of a person's social relationships. The authors found that: 

(a) adolescents turn to their families rather than to their peers for a wide range of 

support both in day to day matters, as well as in emergency matters; and (b) that 

friends serve a more protective role (social integration), whereas families serve a 

more stress-buffering role. These findings suggest that healthy adolescent 

development will be encouraged if support is available within the family unit. 

However, if there is apparent discord and conflict present in the fiuniIy environment, 

then it would be expected that this would hinder the development of a healthy 

adolescent and possibly encourage maladaptive coping patterns (such as suicidal 

behaviour). 

52 

A study by Rubenstein, Halton, Kasten, Rubin and StecWer ( 1 998) further supports 

the notion that family cohesiveness and family support can help to alleviate suicidal 

risk. As Durkheim ( 1 95 1 )  stated in his well-known study on suicide, the less 

integrated an individual is into hislher family unit, the more likely he/she will be to 

exhibit suicidal behaviour. Rubenstein et al. ( 1 998) found that recent suicidal 

behaviour was reported on a questionnaire by 14% of 2 72 high school students. They 

found that adolescents whose families were emotionally involved, spent time together, 
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and had common interests were less likely to be suicidal. Risk of suicide appeared to 

be less for those adolescents who reported belonging to intact families versus 

nonintact families (Rubenstein et al., 1 998). A likely explanation for this result could 

be that adolescents in nonintact families experience their families as being less 

cohesive and less available for support. This finding relates to the earlier work cited 

(e.g., Beautrais, Joyce & Mulder, 1 996; Brent et al., 1 994; CampbeU et al., 1993 ; 

Hollis, 1 996; Kosky et al., 1 990) in that it demonstrates the importance that presence 

and availability of support plays in reducing suicide risk. 

The preceding discussion demonstrates that there is a link between family conflict, 

social support and suicidality. It also illustrates the importance that presence of 

support, as long as it is interpreted as being of a positive and helpful nature, can play 

in the healthy development of an adolescent. Besides the importance that these 

variables have for suicide research and practice, the research findings to date seem to 

have some limitations that require attention in order to demonstrate the need for the 

development of a social support model. 

Of the studies cited, that completed by Kosky et al. ( 1 990) is the only one which 

clearly examines the difference between suicidal ideators and attempters. As 

demonstrated previously, research needs to clearly define the differences between 

those individuals who ideate and attempt because studies have shown that those 

individuals who attempt suicide tend to be exposed to a greater level of risk factors 

(e.g., family conflict, psychopathology) than those individuals who ideate (see e.g., 

Dubow et al., 1 989; Fergusson & Lynskey, 1 995b; Kosky et al., 1 990; Pearce & 
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Martin, 1 994; PeIkonen et al., 1 997). HoIlis ( 1 996) confuses the matter by 

operationalising suicidal behaviour in terms of the presence of both ideation andlor 

attempts. This is a limitation because it has been shown that these two groups, despite 

sharing similarities, are also quite different. 

This discussion demonstrated that suicidal adolescents tend to experience some 

degree of family conflict, adversity andlor discord and that risk of self-harm increased 

with increased exposure to these factors (see Table 2). Based on the research reviewed 

in Table 2, it was argued that family conflict, adversity and discord might create a 

situation in which the availability of support is either lacking or limited. The next step 

would be to detennine whether adolescents perceive the support as being limited or 

lacking. It would also be critical to determine, if there is support available to them, 

whether they perceive it as helpful or not. 

2.6 The Relationship Between Perceived Social Support and Youth Suicide 

Several studies have directly examined the perceived satisfaction with available 

support received from friends and family in suicidal adolescents. Overa11, these 

studies show that (see Table 3): 

1 .  Adolescents at greater risk of self-harm were less satisfied with the quality of 

support received from friends and family (e.g., 0' Attilio et al., 1 992; De Man & 

Leduc, 1 995; De Man et al., 1 993; Eskin, 1 995; Morano et al., 1 993; WbatJey & 

Clopton, 1 992). 



Table 3 .  

Summary of Study Findings - Relationship betweeng�'� c tfi--v: ed\ L�'i'. l � o'f: " S o c i a l  S uppo r t  a n d  S u i c i d a l i  ty . 

Study Sample Social Support Social Support Results Limitations Suicide 
Definition Measurement Measure 

D' Attilio, 50 adolescents Social support refers Social Support 1 .  Social support variables 1 ,  SSQ limits appraisals to the Suicide 
Campbell, from 16-20 to the quantity and Questionnaire accounted for over 52% of domain of satisfaction and Probability 
Lubold, years (United quality of (SSQ). the variance in suicide items appear to oversample Scale, 
Jacobson and States). experienced social potential, contexts for emotional support 
Richard support. 2. Adolescents at greater risk without focusing on this mode 
( 1 992) for suicide were less exclusively. 

satisfied with the quality of 2. They obtain an overall score 
their social support, of social support and fail to 

distinguish between the 
different modes of support, 

DeMan and 1 29 males and Levcl of support, and Social Support 1 .  They found that there was 1 .  A lack of clear definition of 19 item scale 
Leduc ( 1 995) 1 17 females satisfaction with Questionnaire a relationship between what constitutes social for Suicidal 

1 2- 1 8  years received support, (SSQ). suicidal ideation and the support. Ideation. 
(Canadian), variables of gender, self- 2. SSQ again has the problem 

esteem, locus of control, of being largely 
depression, drug use, stress, unidimensional with respect to 
perception of health, family the mode of support known as 
status, academic emotional, 
performance and social 3. Confounding variable of 
support. depression. 
2, Multiple regression 
analyses revealed that 
depression and alcohol use 
were the best independent 
predictors. 
3, They showed that the 
removal of the effect of 

VI 
VI 
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Study Sample Social Support Social Support Results Limitations Suicide 
Definition Measw:ement Measure 

DeMan and depression resulted in a 
Leduc ( \ 995) significant loss of 

correlation between suicidal 
ideation and the other 
variables except for alcohol 
use, drug use and health 
satisfaction. 

DeMan, 272 French- Social support Adapted Suicidal ideation was 1 .  No reported reliability or Scale for 
Leduc and Canadian defined as the people questionnaire positively related to validity of the instrument in Suicidal 
Labreche- adolescent important to rely on with items depression, negative stress question. Ideation. 
Gauthier males and 286 [or assistance and about social and drug/alcohol use, and 2. No distinction made 
( 1 993) females. also included support negatively related to self- between what types of support 

exploring satisfaction network and esteem, satisfaction with they are examining. 
within those satisfaction social support and school 3. It does not provide an 
relationships. with social absenteeism. adequate definition of what 

support. constitutes social support. 
4. The study does not control 
for depression. 

Eskin ( 1 995) 6 1  Swedish Adolescents Perceived Significant predictors for I .  No definition of support Suicide 
and 7 1  perception of whether Social Support risk - a) Swedish - Iow offered. Probability 
Turkish needs for support, From Friends perceived family and peer 2. It does not distinguish Scale. 
adolescents information and and Family support, previous attempts, between the different modes 
who made a feedback are fulfilled (PSS-FR; female, previous psychiatric of support. 
suicide by friends/family. PSS-FA). contact, low positive 3. PSS questionnaire 
attempt. assertion skills and a small emphasises the individual's 

number of friends; b) perception of emotional 
Turkish - low perceived support and feedback only. 
family and peer support, 
previous attempts, suicide 
attempts in the family and 
previous psychiatric contact. 
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Study Sample Social Support Social Support 
Definition Measurement 

Frey and 1 4 1  healthy Describes social Revised version 
Rothlisberger swiss support as the of Mannheim 
( 1 996) adolescents. provisions obtained Interview on 

through social Social Support 
relationships which (MISU). 
are largely 
detennined by their 
perceived 
adequacy. 

Morano, 20 Social support Sarason Social 
Cisler and adolescent defined as both the Support 
Lemerond inpatient number of others Questionnaire 
( 1 993) aUempters available for (SSQ). 

and 20 non- support, as well as 
attempters - the perceived 
both degree of 
matched on satisfaction with the 
depression available support. 
scores 
(United 
States). 

Tousignant 24 suicidal Network structure Created their own 
and Hanigan and and crisis support. assessment tool 
( 1 993) nonsuicidal These researchers based on Self-

French- were also interested Evaluation and 
Canadian in the subjects' Social Support 
adolescents. perceptions of the Schedule Semi-

received support. Structured 
Interview. 

Results 

1 .  Adolescents largely turn 
to their families rather than 
peers for a wider range of 
supports both in day to day 
matters, as well as during 
times of crises. 
2. Peer group tended to 
constitute an important 
source of emotional 
support in everyday life. 
1 .  Data showed that loss 
and low family support 
were the best predictors of 
an adolescent's suicide 
attempt. 
2. Subjects who 
experienced a loss and 
perceived that they had 
relatively little family 
support were highly likely 
to have attempted suicide. 

1 .  Suicidal group named 
fewer important persons in 
their kinship network and 
had more conflicts with 
this network than did the 
nonsuicidal group. 
2. This difference was not 
found in the nonkinship 
network. 
3. Both groups were 
generally satisfied with the 
support received. 

Limitations 

No significant limitations. 

1 .  SSQ measure - assesses satisfaction only 
and in respect of primarily emotional 
support. 
2. Overall measure of support thereby 
obscuring the other modes of support. 
3. Poor conceptualisation of social support 
in that no efforts are made to clarify how 
quantity and quality are different and how 
they interact under the rubric of social 
support. 

1 .  Inferential definition based on 
questionnaire. 
2. There is a gap in that the researchers do 
not compare the di fferent types of support. 
They do not adequately conceptualise social 
support. 
3. Weak suicidality measure. 

Suicide 
Measure 
Not 
Applicable. 

Suicide 
Ideation 
Questionnaire. 

Respondents 
who reported a 
suicide 
attempt or had 
serious 
suicidal 
ideation 
during the last 
year were 
defined as 
suicidal. U1 

....... 
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Study Sample Social SUPl2Qrt Social SUPl2Qrt 
Definition Measurement 

Whatley and 305 Perceived Interpersonal 
Clopton university availability of Support 
( 1 992) students - 90 potential social Evaluation List 

male and resources and self- (ISEL). 
2 1 5  female appraisal of that 
ages 1 8-24 received support. 
yrs. (United 
States). 

Results 

1 .  Social support was 
significantly correlated 
with suicidal ideation but 
did not contribute to the 
variation in ideation scores 
beyond the joint 
contribution of scores on 
the Beck Depression 
Inventory and scores on 
the Hopelessness scale. 
2. This suggests a stronger 
relationship might be 
found between social 
support and ideation if 
they had looked at the 
different aspects of social 
support. 
3 .These authors stress the 
importance and need for 
others to examine the 
different aspects of social 
support instead of using an 
overall measure. 

Limitations 

I .  High rel iability, but no reported validity 
for the ISEL in this study. 
2. No clear model or conceptualisation of 
social support. 
3. Confounding variable of depression. 

Suicide 
Measure 

Scale for 
Suicidal 
Ideation. 

VI 
(Xl 
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2. Suicidal adolescents tend to name few people as important persons in their kinship 

network and report more conflicts with this group compared to nonsuicidal 

adolescents (Tousignant & Hanigan, 1 993). 

The studies cited appear to demonstrate that the lack or loss of social support is a 

critical factor in heightening suicide risk. However, as reported by De Man and Leduc 

( 1 995) and Whatley and Clopton ( 1 992), this finding is no longer significant once the 

effects of depression are removed. Aside from the previous two studies, and the 

Morano et al. ( 1 993) study, none of the other studies mentioned in this review 

controlled for depression (see Table 3 ). It could be that social support alone is  not 

enough to determine risk, but that it is the complex interplay between a variety of 

factors which increases the risk of suicide (Beautrais, 1 998; Berman & lobes, 1 99 1 ). 

Another limitation in the previously reviewed research is that many of the studies fail 

to distinguish between responses from attempters and ideators. This is important as 

Dubow et al. ( 1 989) report that suicide attempters have lower levels of family support 

compared to suicide ideators. It was also argued in section 2.4 that despite some 

overlap (i.e., attempters ideate but ideators do not always attempt), attempters and 

ideators should be treated as nonidentical populations since they experience risk 

factors to different degrees (see Kosky et al. ,  1 990). 

A final limitation of the studies reviewed is that there is no research directly 

measuring supportive behaviour itself(the act), rather the research focuses 

exclusively on support appraisal. This appears to be ironic considering that there are a 
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wide range of supportive behaviour measurements available (Vaux, 1 988). There 

seem to be two noticeable gaps when applying this research to the previously 

discussed social support definitions: (a) there would seem to be no research measuring 

the relationship between supportive behaviour (act) and suicidality in youth, and 

(b) there is limited research examining the differences between attempters and 

ideators with respect to social support itself 

Despite these limitations, research findings with respect to perceived social support 

are valuable because they demonstrate that suicidal adolescents and nonsuicidal 

adolescents perceive support differently. In addition, findings demonstrate that the 

less satisfaction associated with support, the more likely an adolescent is to be at risk 

of suicide (i.e., less satisfaction, greater risk) (see Table 3). As discussed in Section 

2.5, research findings relating to family conflict, discord and adversity suggest that 

the presence of these factors might limit the availability of social support to the 

adolescent. A further possible implication of the findings on perceived social support 

and suicidality is that presence of adversity, discord and conflict may also result in the 

provision of unhelpful support and/or support that is perceived by the adolescent as 

being unsatisfYing. 

2.7 Risk-Level Assessment and Clinical Decisions for Safety 

It has been proposed that understanding the role of family conflict, discord and 

adversity in suicidal behaviour may be important in determining therapeutic treatment 

plans for at-risk adolescents. It would need to be further investigated though in order 

to determine to whether family therapy treatment goals (e.g., communicating more 
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effectively with one another) may assist in reducing risk of suicide (indirectly or 

directly). It would be interesting to also determine whether the presence of family 

conflict, discord or adversity has a role in determining the types of risk-level decisions 

made by clinicians and the types of safety interventions (e.g., hospitalisation) 

recommended for their clients. More specifically, examining the role that support 

appraisal (whether it be negative or positive) may play in risk-level assessment and 

safety intervention recommendations (e.g., hospitalisation) could have important 

implications for clinical practice with suicidal adolescents. The following discussion 

will focus on the clinicians' appraisal of social support in risk-level assessment and 

safety planning. It is important to note that the focus of clinicians' appraisal needs to 

be differentiated from the previous discussion (Section 2 .6) which examined the 

adolescent's perception of social support (whether it was satisfactory or not). Another 

important point to note here is that the following discussion also focuses on the 

relationship between risk-level assessment and safety planning for suicidal 

adolescents, since it has been proposed that they are interrelated. That is, the risk-level 

assessment (low, medium or high risk) and the types of risk factors present will 

largely determine the nature of the safety plan and recommendations necessary to 

ensure continued safety of a suicidal adolescent (Berman & lobes, 1991). 

In assessing suicide risk, professionals need to take a multi-faceted, social

psychological approach and be on the alert for a number of different risk factors 



62 

outlined in the research.2 Bennan and lobes ( 1 99 1 ) have constructed a list of 

important items worth investigating, such as imminent risk, lethality and intent, 

predisposing conditions and precipitating factors (e. g., poor social support), 

psychopathology, compliance and coping skills. They suggest that the greater the 

number of risk factors identified in this checklist, the greater the likelihood of being at 

risk of future suicidal behaviour. In fact, Berman and lobes ( 1 99 1 ) have constructed a 

risk-level guide ranging from low, through to high risk. Similar to the research on 

suicide attempters and ideators, the work by Bennan and lobes ( 1 99 1 )  implies that 

there is a spectrum for suicide risk from low to high. 

Sommers-Flanagan and Sommers-Flanagan ( 1 995) present a more elaborate risk 

spectrum than that outlined by Berman and lobes ( 1 99 1 ). This risk classification is as 

follows: 

2 The following is a list, although not exhaustive, of the known factors which put youth at-risk of 
suicidal behaviour: an adverse family environment (Adams, Overholser, & Lenhert, 1 994: Beautrais, 
Joyce & Mulder, 1 996; Carris, Sheeber & Howe, 1 998: Hollis, 1 996); an abusive or violent upbringing 
(Beautrais, Joyce, Mulder, et al.,  1 996; Brown, Cohen, Johnson & Smailes, 1 999; Molnar, Kral, Booth 
& Watters, 1 998); demographic factors (age, gender) (Coggan, 1 997); poor social support (De Man & 
Leduc, 1 995); family or individual stressors (relationship loss, grief) (Adams, Overholser & Spirito, 
1 994; McKeown, Garrison, Cuffe, Waller, Jackson & Addy, 1 998); coming from a socially 
disadvantaged background (e.g., poor educational achievement, low socio-economic backgrounds) 
(Beautrais, Joyce & Mulder, 1 998a); a lack or loss of social supports (Maris. 1 997); low self-esteem 
(De Man & Leduc, 1 995; Overholser, Adams, Lehnert & Brinkman, 1 995): a more extemal locus of 
control (De Man & Leduc, 1 995); impulsivity (Kashden, Fremouw, Callahan & Franzen, 1 993; 
McKeown et al. ,  1 998); a negative perception of family relations (Overholser et al., 1 995); a family 
and/or individual history of psychopathology (particularly if comorbid) (Apter & Freudenstein, 2000; 
Beautrais, Joyce, Mulder, et al., 1 996; Beautrais, Joyce & Mulder, 1 998c: Brent et al., 1 993; Clark, 
1 998; Hollis, 1 996; Johnson, Brent & Connolly, 1 998; KosJ..:y et al., 1 990: Laederach, F ischer, Bowen 
& Ladame, 1 999; Patton et al. ,  1 997; Pfeffer, Klerman & Sietker, 1 99 1 :  Pfeffer, Normandin & 
KaKauma, 1 998); a history of past attempts (Roberts, Roberts & Chen, 1 998); school problems and 
alcohol and drug abuse (Brent et al., 1 993; Kosky et al., 1 990); and biological deficiencies in the 
serotonin metabolite 5-HlAA (Shaffer & Piacentini, 1 994). A more chronic and severe impairment in 
both environmental and biopsychosocial risk factors places an individual at greater risk of suicidal 
behaviour (Berman & Jobes, 1 99 1 ;  Moscicki, 1 995). 
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(a) nonexistent = no suicidal ideation or plans; (b) mild = suicidal ideation but no 

specific or concrete plans - few risk factors are present; (c) moderate = suicide 

ideation and a general plan exists, but self-control is intact, there are several 

"reasons to live," and the patient does not "intend to" commit suicide - some risk 

factors are present; (d) severe = suicide ideation is frequent and intense, suicide 

plan is specific, lethal, available, and there are few nearby helping resources. Self

control is questionable, but intent appears absent and there may be many risk 

factors present; (e) extreme = same as severe, but patient expresses a clear intent to 

commit suicide when the opportunity presents itself and there are usually many 

risk factors present. (pA5) 

Despite some variations with respect to risk labels, these measures are important in 

that they act as a useful guideline for clinicians in their assessment of risk. As will be 

discussed, risk assessment is not an exact science and reaching a risk-level decision 

commonly involves the integration of both objective (standardised scales) and 

subjective (clinical interview) measures (Sommers-Flanagan & Sommers-Flanagan, 

1 995). 

Stoelb and Chiriboga ( 1 998) have also constructed a model that helps clinicians 

pinpoint various levels of risk. However, this model has not been empirically tested. 

Despite this limitation, the model does suggest the importance of considering a 

multitude of factors when assessing risk. Stoelb and Chiriboga ( 1 998) propose four 

stages for risk assessment: Stage I - Assessment of primary risk factors (e.g., affective 

disorders, previous attempt, hopelessness); Stage 2 - Assessment of ideation, intent 
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and plan; Stage 3 - Assessment of secondary risk factors (substance abuse, personality 

disorders); and Stage 4 - Assessment of situational risk factors (family 

functioninglhistory, support, life stressors, social relationships, exposure to 

suicidality, and homosexuality). With respect to suicidal behaviour, each person is 

unique (such that the factors which help to account for the risk of one person may be 

very different for another), although this model is still helpful in that it provides a 

guideline for clinicians and can help in organising the information obtained through 

an interview. 

The point has been made that clinicians can only predict the risk of suicide and not the 

act of suicide as such (Motto, 1 99 1 ). The prediction of risk can be carried out by both 

clinical (e.g., interview) and empirical means (e.g., standardised measurement) (see 

Havens, 1 999; Sommers-Flanagan & Sommers-Flanagan, 1 995; Yufit, 1 989; Yufit & 

Bongar, 1 992), with a focus on exploring suicidal thoughts and behaviours and the 

psychosocial dimensions of suicide risk (Clark, 1 998). The dilemma is that clinicians 

must accept the fact that there is no avoiding subjectivity when estimating the risk of 

suicide (lobes, 1 995; Motto, 1 99 1 ). This dilemma is largely because suicide 

assessment also involves a reliance on clinicians' past experience and judgements in 

their work with suicidal clients. 

Clinicians could benefit from the use of standardised scales when assessing suicide 

risk. There are several agreed-upon measures to assist in determining the risk-level of 

a suicidal client. Examples of such measures include the Suicide Probability Scale 

(SPS) (Tatman, Greene & Karr, 1993), the Inventory of Suicide Qrient#tion. (ISO) 



(Piersma & Boes, 1 997) and the Suicide Ideation Questionnaire (SIQ) (Reynolds, 

1 987). All three measures have been used with adolescent clinical populations. 
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The SPS consists of 36 Likert items with each item being measured on a scale from I 

(None or a little of the time) to 4 (Most or all of the time). In addition to an overall 

score, the SPS has four clinical subscales: Hopelessness, Suicidal Ideation, Negative 

Self-Evaluation and Hostility (Cull & Gill, 1 982). The SPS was designed to be used in 

addition to the clinical interview (Range & Knott, 1 997). However, difficulties in 

measuring risk have been reported for the SPS. It appears as if some items from the 

SPS may be more appropriate for use with an adult clientele (see e.g., item about 

money or financial status). In addition, the SPS fails to assess factors deemed 

significant in determining risk of self-harm in adolescents, such as previous suicide 

attempts, conduct disorder, substance abuse and reasons for living (Larzelere, Smith, 

Balenhorst & Kelly, 1 996). It seems obvious to conclude that the use of an interview 

format examining the risk factors deemed important in determining risk of self-harm 

in adolescents could provide additional information to that supplied within the SPS, 

thereby assisting in making a more holistic risk-level assessment. 

The advantage of the ISO and the S IQ is that they offer cut-off scores in order to help 

determine whether someone is at low, medium or high risk (Morano et al., 1 993; 

Piersma & Boes, 1 997). The SIQ has an adult form and a junior high form ( 1 2-14 year 

olds) (Reynolds, 1 987). Despite strong reliability and Validity, the S IQ seems to be 

less used in research than other instruments which could be due to the fact that fewer 

studies concentrate on younger adolescents. Range and Knott ( 1 997) suggest that the 
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SIQ may be more useful as a screening tool rather than as a research instrument. 

Again, this discussion demonstrates that the SIQ needs to be used in conjunction with 

either additional suicide scales andlor an interview. 

Other scales tend to use a Likert-type rating scale in determining risk-level, as 

illustrated by the SAD PERSONS Scale (Patterson, Dohn, Bird & Patterson, 1983). 

Similar to the SPS, the difficulty with the SAD PERSONS Scale is that some of the 

items are more appropriate for an adult population (i.e., the item inquiring about one's 

spouse) and need to be revised ifbeing used with adolescents. However, an obvious 

advantage of using rating scales is that they can be easily combined with a clinical 

interview in order to obtain additional information. The SAD PERSONS Scale was 

based on the principle demonstrated earlier that the more risk factors there are present, 

the higher the risk-level will be for any particular patient. 

A final measurement used by clinicians in order to assist in making a decision about 

risk is a scale called the Children's Global Assessment Scale (CGAS). The CGAS is 

useful for an overall measure of severity of disturbance and future risk to self This 

scale ranges from 1 ,  representing the most functionally impaired child, to 1 00, 

representing the healthiest. Scores above 70 on the CGAS are designated as indicating 

normal function. The scale has behaviourally-oriented descriptors at each anchor 

point that depict behaviours and life situations applicable to children 4-16  years of age 

(ShaiIer, Gould, Brasic, Ambrosini, Fisher, Bird & Aluwahlia, 1 983). This scale has 

demonstrated good reliability and validity (Shaffer et al. ,  1983), and clinicians tend to 
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use it in conjunction with a more specific scale to assist in determining a person's risk 

offuture self-harm (Stelmachers & Sherman, 1 992). 

As outlined, risk is largely measured on a continuous scale from low to high. The 

prediction of suicide can never be exact, but clinicians can use their knowledge and 

experience in order to get as close as possible to the best estimate of future suicidal 

risk. It has been demonstrated that clinicians need to examine both social and 

psychological factors when assessing risk-level. It was argued that clinicians could 

benefit from using both standardised scales, as well as an interview in order to make a 

risk-level assessment. Clinicians are left with the difficult task of not knowing an 

exact formula to reach this decision, but rather need to equip themselves with some 

confidence in their subjective judgement. Among the identified risk factors, social 

support has been shown to be a significant factor in determining risk (Hollis, 1 996; 

Maris, 1 997) and differentiating those who attempt from those who ideate (Fergusson 

& Lynskey, 1 995b; Kosky et al., 1 990). Knowing that the adolescents' positive 

appraisal of social support has a significant role in their healthy development (Frey & 

Rothiisberger, 1 996) and that the adolescents' negative appraisal of social support 

significantly increases their risk of suicide, it would appear that information collected 

by the clinician during a risk assessment interview could very well impact upon the 

risk-level decision and associated safety interventions for a suicidal adolescent. As 

will be evidenced in the following discussion, studies by Morrissey, Dicker, Abikoff, 

Alvir, De Marco and Koplewicz ( 1 995) and Dicker, Morrissey, Abikoff, Alvir, 

Weissman, Grover and Koplewicz ( 1 997) demonstrate that social support does in fact 

play a crucial role in both clinicians' estimation of risk and associated safety 



interventions selected (e.g., hospitalisation). In fact, the single most important factor 

for experienced child and adolescent clinicians in reaching their decision to 

hospitalise or not, is family support (Morrissey et al., 1 995). 
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It is proposed that risk-level assessment and the process of recommending safety 

interventions are interrelated, since it has been argued that the risk-level (whether low, 

medium or high) will detemrine the type of interventions recommended by a clinician 

(Bennan & Jobes, 1 991 ). For example, a clinician would be more likely to 

recommend hospitalisation for a high risk suicidal patient than they would for a low 

risk suicidal patient. It will be shown how particular risk factors (social support), in 

combination with the risk-level assessment, play a critical role in detennioing the 

types of safety recommendations made by a clinician. This discussion will now look 

at the evidence for a relationship between social support, risk-level and safety 

interventions - the very essence of the proposed social support model. 

Safety interventions are those actions deemed necessary in order to ensure continued 

safety of a patient and include such things as hospitalisation, provision of emergency 

contact numbers, provision of medication, regular scheduled appointments and 

referrals to child protection agencies (Rudd & Joiner, 1 998). There appear to be two 

major studies which have been conducted on this topic, namely those by Morrissey et 

al. ( 1 995) and Dicker et al. ( 1 997). Both studies utilised a questionnaire containing 64 

vignettes describing adolescent suicide attempts, with each vignette systematically 

varying six known variables related to lethality of attempt (e.g., gender, depression, 

conduct disorder/substance abuse, previous attempts, suicidal relative and family 
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supports). Respondents were asked to judge the appropriateness of hospitalisation for 

each vignette. Morrissey et al. ( 1 995) utilised a sample of experienced child, 

adolescent and family clinicians and Dicker et al. ( 1 997) employed a sample of 

resident psychiatric doctors. 

Morrissey et al. ( 1 995) found that experienced child and adolescent clinicians use 

known risk factors when making decisions to hospitalise suicidal adolescents. In 

addition, they found that fiunily support was considered the most important factor in 

the decision to hospitalise. Also important, but to a lesser extent, in the decision to 

hospitalise was depression, conduct disorder and substance abuse, history of prior 

attempt and presence of a suicidal relative. This study demonstrates the priority that 

clinicians place upon support in determining risk-level and safety interventions. It 

makes logical sense that if a patient has poor social support, in addition to considering 

all other risk factors, this would place the patient at greater risk of suicidal behaviour 

and necessitate appropriate interventions involving the strengthening of the support 

system. As Frey and Rothlisberger ( 1 993) demonstrated, positively appraised support 

can help to act as a buffer to the development of suicidal behaviour. 

In contrast, Dicker et al. ( 1 997) found that depression was the most important risk 

factor in the decision to hospitalise among resident psychiatric doctors. Although 

doctors considered family factors to be less important hierarchically than did the more 

experienced clinicians in the Morrissey et al. ( 1 995) study, family support was still 

considered to be important in the overall decision to hospitalise. A likely explanation 

for this finding is that psychiatric trainees tend to place a higher priority on a 
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diagnosis of depression than they do on any other risk factor (e.g., family supports, 

previous attempts) (Dicker et al.,  1 997). An implication of these findings is that the 

nature of the sample (clinicians versus medical doctors) and their professional training 

may well influence the priority that they place upon particular risk factors in 

determining risk and safety interventions. The important point to note, however, is 

that regardless of the hierarchical order of the studied risk factors, family support still 

played a significant role in the decision to hospitalise. Again, this finding has 

important implications for the present study in that it suggests empirical evidence for 

a relationship between social support, risk-level and safety interventions. 

A limitation of the research by Morrissey et al. ( 1 995) and Dicker et al. ( 1 997) is that 

these investigators fail to explore the many possibilities with respect to crisis 

intervention. The studies focus on hospitalisation and fail to explore the number of 

other options available to young persons, such as planning for the next appointment, 

time between assessment and appointment, phone contact, provision of emergency 

numbers, referral to child protection agencies and respite care (Rudd & Joiner, 1 998). 

A study by Jay, Graham and Flowers ( 1 989) did examine more particular measures, 

such as referrals and consultations, but failed by not appropriately conceptuaIising the 

variables of interest and by not establishing any reliability or Validity for data 

collected. 

Professionals are often left to grapple with considering both the availability of 

patients' support systems, and also the availability of community resources when 

making decisions about hospitalisation (Engleman, Jobes, Berman & Langbein, 
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1 998). Since social support can play a significant role in clinicians' decisions to 

hospitalise a suicidal patient, the next step would be to look at exactly how social 

support influences both clinicians' risk-level assessments and decisions for safety 

plans for those adolescents at risk of self-harm. In order to achieve this goal, a model, 

incorporating the aforementioned theory, must first be established. 

2.8 Social Support, Risk-Level and Safety Interventions: Toward a New 

Conceptualisation 

The following is a synthesis of the concepts introduced by social support theorists 

(House & Kahn, 1 985; Pierce et al., 1 996; Thompson, 1 995; Vaux, 1 988). The 

purpose of this synthesis is to present a clearer understanding of what social support 

means, how the process of social support occurs and to utilise the similarities and 

differences from their conceptualisations of social support in an effort to present a 

more comprehensive understanding of social support. Following this discussion, a 

model incorporating social support, risk-level and safety interventions is proposed in 

order to provide some context for the research questions and hypotheses associated 

with the present study. 

Many people belong to a social network, which includes all individuals, and/or groups 

with whom people have social contact. A social support network is a subset of a social 

network and refers to the individuals/groups from whom people receive support 

and/or to whom they give support. The structural characteristics which help to define, 

in a measurable way, the type of relationships within our social networks include 

size, social embeddedness or frequency, dispersion or accessibility, stability and 



extensivity (see Table I ). It is possible for the social network and social support 

network to change over time, during which individuals can be either more socially 

integrated or more socially isolated (Thompson, 1995). 
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Thompson (1995) argues that the social support network also has what are known as 

affiliative features. These include such things as valence, reciprocity, homogeneity, 

multiplexity, density, and perceived support (see Table 1 for definitions). Affiliative 

features, unlike structural features, refer to the meaning of network associates to the 

individual. In essence, these features emphasise the quality (versus the quantity) of the 

relationship to others, as well as the perception of the network associations (e.g., 

helpful or not helpful). Individuals turn to their social support network for what is 

known as supportive behaviour. Supportive behaviour involves a transaction and/or 

an exchange between two (or more) individuals. As discussed, there are many 

different types of supportive behaviour and the one chosen for this particular model is 

one that focuses primarily on emotional support. It was argued previously that 

emotional support adequately captures the meaning of social support because each 

type of social support is in some way associated with emotional support. 

Within the behavioural exchange of support, there are two roles; that of recipient and 

that of provider. When a transaction of support occurs, it is thought that the provider 

generally has good intentions. However, the recipient may or may not perceive that 

behaviour as supportive depending upon the timing, amount and mode of supportive 

behaviour that occurs. For example, the social support network may change 

depending upon whether the supportive behaviour given and received is helpful or not 
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helpful. If a recipient cannot elicit the necessary support in a given situation, then 

he/she is not likely to continue to include the provider in their social support network. 

In addition, if the provider cannot give the necessary form of support in any given 

situation, then the recipient is also not likely to continue to include this particular 

individual in their social support network (House & Kahn, 1 985; Vaux, 1 988). 

The critical point to extract from this discussion is that social support is not a 

definable term in and of itself, but rather it is a superordinate term used to encompass 

interaction between a number of key concepts, namely social networks, supportive 

behaviour and subjective appraisals of support. These concepts, and the related 

research reviewed on social support and suicide, will be applied to assist in the 

development of a new social support model. The new model expands 

understanding of suicidal behaviour in that it incorporates the possible relationship 

which may exist between social support, risk-level assessments and safety 

interventions initiated by clinicians for suicidal adolescents. 

The principles for the new model, derived from previous discussion on social support, 

are as follows. First, it was demonstrated that there was evidence for a range of 

suicidal behaviour from completing through to ideating (see Andrews & 

Lewinsohn, 1 992; Lewinsohn et al., 1 994; Pelkonen et al., 1 997). It was argued that 

attempters often ideate, but that ideators do not necessarily attempt. Second, it was 

established that attempters reported greater exposure to family adversity, discord and 

conflict than ideators (Fergusson & Lynskey, 1 995b; Kosky et al., 1 990). Third, it was 

noted that presence of family adversity, discord and conflict could create situations in 
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which there is a lacklloss of social support and/or a perception of unhelpful support 

(as perceived by the adolescent). Fourth, it was demonstrated that social support is a 

well-established risk factor for suicidal behaviour in adolescents (see Tables 2 and 3). 

Finally, it was shown that social support (i.e., family support) has a significant role in 

affecting how clinicians make assessments ofa client's risk-level, and in turn, the 

necessmy safety interventions in order to reduce risk (Oicker et al., 1 997; Morrissey 

et al., 1 995). For example, if there is a minimal specific social support network, as 

well as minimal supportive behaviour combined with negative appraisals of that 

support, then the clinician will probably be more likely to rate that client as being at a 

high risk-level. The reverse of this situation would probably result in the clinician 

rating the client at a lower risk-level. Of course, all other risk factors, such as 

psychopathology, would need to be taken into consideration when the decisions are 

made. If a person has few persons in hislher support network and minimal supportive 

behaviour, as well as a negative perception of that behaviour provided, then clinicians 

might concentrate upon safety interventions that focus primarily around building up 

that person 's support system (e.g., frequent sessions; regular telephone contact with 

their therapist etc.). Overall, if the support system is inadequate, this will impact on 

the clinicians' risk-level assessments and recommended safety interventions for 

suicidal adolescents, as was demonstrated by Dicker et al. ( 1 997) and Morrissey et al. 

( 1 995). 

The new model further indicates that the existence and level of negative and positive 

emotional support will be related to future risk of suicide and the types of safety 

interventions selected by clinicians following acute assessment. The concept of 
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negative support integrates the research on family conflict and social support, 

encompasses the existence of dysfunctional, unhelpful and/or limited (unavailable or 

lacking) support, and can be defined as the presence of one or more of the following: 

people who abuse the young person (physical, emotional, sexual or neglect); people 

who the young person finds difficult to trust; people who communicate with the 

young person in a dysfunctional way (e.g. , fights); people who will not listen to the 

young person's problems or difficulties; people who cannot be relied on for help; and 

people who do not want to spend time with the young person. This definition was 

developed in reference to the descriptions of conflict, discord· and adversity as utilised 

in the research on family conflict, social support and youth suicide (e.g., Beautrais, 

Joyce & Mulder, 1 996; CampbeU et al. ,  1993; Hollis, 1 996; Kosky et al., 1 990) and 

Sarason et al. ' s  ( 1983) Social Support Questionnaire (SSQ). The negative emotional 

support items chosen for this study were based on the items from the SSQ largely 

because the SSQ has demonstrated good reliability and validity (Sarason et aI., 1 983). 

As discussed, a relationship between family conflict, discord and adversity and youth 

suicide was established (see Table 2). Establishing this relationship was critical in 

order to demonstrate that family discord, conflict and adversity might create situations 

in which support is perceived by the adolescent as being dysfunctional, unhelpful or 

limited (negative support). For example, as indicated previously, Beautrais, Joyce and 

Mulder ( 1996) found that suicidal adolescents tended to come from backgrounds 

characterised by childhood adversity (e.g., parental separation, poor parental 

relationships, parental violent behaviour, inadequate parenting, family communication 

problems and abuse). Other factors, such as family conflict (Brent et al., 1994; Hurd 
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et al., 1 999), discord (Campbell et al., 1 993) and family relationship difficulties 

(Hollis, 1996) were also found to be common in the backgrounds of suicidal 

adolescents. Interestingly, the contemporary research on adverse childhood 

experiences (ACE) (e.g. , inclusion of circumstances such as psychological, sexual 

and/or emotional abuse, domestic violence, and living with other family members 

who have mental illness) (see for e.g., Felitti, Anda, Nordenberg, Williamson, Spitz, 

Edwards, Koss & Marks, 1998; Edwards, Anda, Nordenberg, Felitti, Williamson & 

Wright, 2001)  and poor parental bonding (see for e.g., Parker, Roy, Wilhelm, 

Mitchell, Austin & Hadzi-Pavlovic, 1999; Parker, Roussos, Hadzi-Pavlovic, Wilhelm 

& Austin, 1 997; Parker, Hadzi-Pavlovic, Greenwald & Weissman, 1 995) extends the 

findings on family conflict, adversity and discord by demonstrating that there is a 

relationship between increased risk of psychopathology and self-harm, and presence 

of adverse circumstances and poor parental relationships. The research on ACE and 

poor parental bonding is similar to the research on family conflict, discord and 

adversity in that all of these circumstances can potentially lead to situations in which 

there is a lack or loss of social support. The research on ACE and poor parental 

bonding contributes to the development of the social support model in that it suggests 

adverse situations can have harmful effects in terms of increasing risk of self-harm 

and psychopathology (depression), thereby providing a direct link between adverse 

circumstances and suicidal behaviour - a premise of the proposed social support 

model. Perhaps these situations lead to an increase risk of self-harm because they 

create circumstances in which the availability of social support is either lacking or 

limited. It seems logical to conclude from this argument that conflict and abuse are 



actually examples of situations which lead to the presence of negative emotional 

support (i.e., support that is defined as lacking or unhelpful). 

77 

It could be argued that if a family is largely characterised by conflict, discord and 

adversity, then there is going to be little or minimal chance that the members within 

the family will be available to, for instance, spend quality time with each other or be 

able to support one another by listening or providing advice where appropriate. In this 

situation, the support could be perceived by the adolescent as lacking or limited. It 

was also argued previously that if an abuser is present in the family system, he or she 

might think they are providing emotional support during the loving/contrite phase, 

when in fact they are actually perpetuating the abuse cycle. In this scenario, the abuse 

may be likely to be perceived by other members of the family as unsatisfactOIY and/or 

unhelpful. 

It is further argued that support of a negative nature can exist along a spectrum, 

similar to the one described for suicidal behaviour, from less severe to very severe. 

Examples of less severe negative support would include conflicts, fights or "hassles" 

with friends or families which may result in either little or no impairment in 

fimctioning areas such as school, work, home or relationships. Very severe negative 

support might include abuse or trauma resulting in serious impainnent in more than 

one functioning area. The notion that negative support exists along a spectrum is 

based on the principle behind the development of the Abuse Dimensions Inventory 

(ADI) (Chaffin, Wherry, Newlin, Crutchfield & Dykham, 1 997; Straus, 1 979). The 
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ADI measures childhood physical and sexual abuse severity. It is a semi-structured 

inventory used by clinicians when interviewing children 7 to 1 2  years of age about 

various aspects of abuse. It was shown that items on the ADI can be reliably coded 

from interview data (Chaffin et aL,  1997). The principle behind its development is 

that abuse occurs in a variety offonns and on a variety of different levels. For 

example, some types of touching would be classified as less severe sexual abuse, 

whereas forced intercourse would be classified as severe sexual abuse (Chaffin et al., 

1 997). Similarly, a verbal disagreement might be regarded as less severe abuse, 

whereas physical confrontation might be considered very serious physical abuse. 

Negative support severity reflects the varying levels of negative support and the 

resulting impainnent of the individual. 3 

Conversely, positive emotional support can be defined as the presence of one or more 

of the following items: having someone who will listen when needing to talk about a 

problem(s) or difficulty; having someone who will provide advice/guidance in a 

difficult situation; having someone to rely on for help; having someone to spend time 

with; having someone who will provide comfort, whether it is a crisis situation or not; 

and having someone who will accept them openly and for who they really are.4 The 

3 It is important to clarity that the existence of negative emotional support needs to be detennined prior 
to making a rating for negative support severity. It seems logical that a clinician would need to 
establish its presence before deciding how severe the negative emotional support is for the client. As 
such, a definition for negative emotional support is provided prior to a definition outlining the varying 
degrees of negative emotional support and what should be considered in relation to each degree (low, 
medium and high). An analogy similar to suicide assessment can be made to further clari1Y this point. 
A clinician must first determine whether someone is suicidal prior to actually making a suicide risk
level assessment (i.e., are they low, medium or high risk). 
4 This study was particularly interested in establishing how the varying levels of negative support 
severity would impact on risk-level assessments and safety interventions recommended by clinicians. It 
was also interested in examining whether presence of positive support, in addition to negative support 
severity, influenced the risk-level assessment made by a clinician. In the discussion (Chapter 7), it is 
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previously listed items for positive support were based upon those found in the Social 

Supports Behaviour Scale (SSB) (Vaux et al. ,  1 987) and the Social Supports 

Questionnaire (SSQ) (Sarason et al., 1 983). The SSB is a measure consisting of 45 

items designed to tap into five different types of supportive behaviour: emotional 

support, socialising, practical assistance, financial assistance and advice/guidance 

(Vaux et al., 1 987). It has demonstrated good reliability and validity. The SSB asks 

subjects to indicate on a five-point Likert scale how likely a family member or friend 

would be to perform a specific supportive behaviour from "no one would do this" to 

" most family members/friends would certainly do this." The SSQ is a 27-item 

inventory examining perceived availability of social support and satisfaction with 

support received (Sarason et al., 1 987). Each item on the inventory has two parts: (a) 

the first part of each item assesses the number of available others the individual feels 

he or she can turn to in times of need in each of a variety of situations (Number or 

Perceived Availability Score) (e.g., "Whom could you count on to help you if you had 

just been fired from your job or expelled from school?" "Whom do you feel would 

help if a family member very close to you died?"), and (b) the second part of each 

item measures the individual's degree of satisfaction (Satisfaction Score) with the 

perceived support available in that particular situation. These latter items are 

measured along a 6-point Likert scale from "very dissatisfied' to "very satisfied." The 

SSQ has also demonstrated good validity and test-retest reliability. The positive 

emotional support items used in this study were based upon those from the SSQ and 

proposed that future research may want to consider assessing whether varying degrees of positive 
support (e.g., somewhat helpful to very helpful), in addition to negative support severity (e.g., low, 
medium or high), have any influence on the type of risk-level assessments and safety recommendations 
made by clinicians. 
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the SSB largely because these questionnaires have previously demonstrated excellent 

reliability and validity. 

As discussed, risk-level refers to the level at which a clinician rates the patient with 

respect to vulnerability to suicide (Bennan & Jobes, 199 1 ;  Kral & Sakinofsky, 1994). 

Risk is largely measured on a continuous scale and ranges from ratings of low through 

to high (Berman & Jobes, 199 1 ;  Sommers-Flanagan & Sommers-Flanagan, 1995). 

Risk-level scales, such as the SPS (Tatman et al., 1993), ISO (Reynolds, 1 987) and 

SIQ (Piersma & Boes, 1997), provide examples of measures used to assess suicide 

risk on a continuous scale. 

Finally, safety interventions, sometimes referred to as crisis planning, are those 

clinical decisions made at the end of an acute assessment in order to ensure continued 

safety of an at-risk client (Berman & Jobes, 1 991). Safety interventions include such 

things as hospitalisation, referral for crisis respite, and provision of emergency 

numbers (Rudd & Joiner, 1998). Based on theoretical knowledge, it has been 

suggested that safety interventions can be referred to by type (e.g., hospitalisation 

versus weekly out-patient visits) and overall number (e.g., greater number for those 

more at risk and a lower number for those at less risk) (see Berman & lobes, 1 991 ;  

White, 1999). Information about social support and risk-level was discussed earlier in 

relation to how these factors impact upon safety interventions (Dicker et al., 1997; 

Morrissey et al., 1995). 
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In summary, the particular model proposed for the present research project i s  one that 

argues that there will be a relationship between social support (which encompasses 

negative support, negative support severity and positive support), risk-level 

assessments and the types of safety interventions necessary to ensure continued 

safety. This model suggests that the greater the severity of negative support (as 

determined by the clinician), the higher the risk-level assessment, and consequently, 

the greater the number of safety interventions necessary to ensure continued safety of 

an at-risk patient. Of those situations in which negative support has been established 

to exist by the clinician, this model is then proposing that the severity of negative 

support (low, medium or high) will impact on the type of risk-level assessments made 

and safety interventions recommended. It is also being argued that there may be 

situations in which positive support may also be present and co-occur with negative 

support (see Figure 1 ). 

Following from this discussion, it would be expected that the presence of positive 

support would act to reduce the overall risk-level assessment, as well as reducing the 

number of safety interventions needed to ensure continued safety of the suicidal 

adolescent. For example, if a patient comes from a family environment of severe 

conflict and abuse and has a variety of other known risk factors then this might place 

the patient at a high risk-level and necessitate the need to put a support system in 
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Figure 1 .  Current research model incorporating social support (negative support 

severity and positive support), risk-level and safety interventions. 
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place, whether it be hospitalising the patient or referring to a child protection agency. 

In contrast, it is believed that information about positive social support (which may 

co-occur with negative support severity) will act to reduce the assessed risk-level, and 

in turn, reduce the need for more severe safety interventions such as hospitalisation or 

referral to a child protection agency. For example, a patient may experience severe 

conflict and abuse from most of his family but might be able to talk openly to one of 

his siblings about the abuse and conflict. In this example, positive support and a high 

level of negative support severity co-exist. It is argued that perhaps this would result 

in a lower risk-level assessment and fewer safety recommendations compared to a 

situation in which a patient experiences severe levels of conflict and abuse but has no 

family members or friends to talk with about their problems. This latter situation 

would be expected to result in a higher risk-level assessment and a greater number of 

safety recommendations compared to the former situation. As was stated previously, 

this makes sense in that positive social support acts as a protective factor and 

encourages healthy adolescent development (Frey & Rothlisberger, 1 996). 

In summary, the safety interventions would be more crisis-oriented (e.g., 

hospitalisation or respite care) and greater in number for those situations in which a 

high risk suicidal adolescent presented with severe levels of negative support severity 

compared to those in which a low risk adolescent presented with low levels of 

negative support severity. It is further anticipated that the presence of positive support 

will act to reduce the risk-level and possibly the type and number of safety 

interventions. The model suggests also that an adolescent with a low risk-level would 

probably require less crisis-oriented interventions (e.g., appointments with the 



therapist the following week, provision of emergency phone numbers) and fewer 

interventions. 
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This model is largely based on past research findings which indicate that: ( 1 )  there is 

a clear relationship shown to exist between fumily conflict, adversity and discord and 

an increase in risk of suicide (see e.g., Beautrais, Joyce & Mulder, 1996; Brent et al., 

1994; Campbell et al., 1993, Hollis, 1996; Hurd et al., 1999; Kosky et al., 1 990); and 

(2) social support was found to play a significant role in the decision to hospitalise 

suicidal adolescents (Dicker et al., 1997; Morrissey et al., 1995). The former finding 

implies that presence of conflict, adversity and discord (examples of negative support) 

leads to a greater risk of future self-harm. That is, presence of negative support 

influences the level of risk. The latter argument implies that support influences the 

types of safety interventions recommended for suicidal adolescents. However, for this 

particular relationship, it could be likely that safety interventions may also influence 

the level of negative support. For example, it is likely that the interventions initiated 

could play a role in reducing the severity of negative support. If a suicidal adolescent 

is hospitalised, then this might possibly mean the provision of a supportive 

environment (positive support) and a reduction in the presence of negative support 

severity (i.e., temporarily removed from a conflictual environment at home). 

It seems obvious to speculate that risk-level will influence safety interventions 

because research and practice knowledge demonstrates that certain risk-levels 

necessitate certain safety interventions (e.g., high risk then hospitalise, low risk then 
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arrange weekly appointments on an out-patient basis) (see e.g. , Apsler & Bassuk, 

1983; Bennan & Jobes, 199 1 ;  Engleman et al.,  1 998; Morrissey et al., 1 995 ; White, 

1 999). It also seems obvious enough to suggest that the types and number of safety 

interventions would be dependent upon risk-level and not the reverse. 

This model contributes to current research on social support and suicide in that it 

proposes the assessment of several relationships not examined previously. Although a 

relationship between level of negative support severity and suicidal behaviour has 

been implied by the research on adverse family environments (e.g., Beautrais, Joyce 

& Mulder, 1 996; Brent et al., 1 994, Campbell et al. ,  1 993 ; Fergusson & Lynskey, 

1 995b, Hollis, 1 996; Kosky et al., 1990), it has not been specifically labelled, nor has 

it been linked to social support conceptualisations as advanced by House and Kahn 

( 1 985), Pierce et al. (1 996), Thompson (1995) and Vaux ( 1 988). This model proposes 

a concept which integrates the research on family conflict, discord and adversity -

that of negative support severity. This concept could be useful in determining whether 

clinicians use various degrees of negative support severity to prompt implementation 

of particular risk-level assessments and safety interventions. 

This model also proposes several relationships, not specifically addressed by current 

research, between negative support, positive support, negative support severity, 

assessed risk-level and safety interventions. Previous research has largely focused on 

the relationship between positive support (Pinto, Whisman & Conwell, 1 998; 

Pritchard, 1 995), negative support (Beautrais, Joyce & Mulder, 1996; Brent et al.,  

1 994; Carnpbell et al., 1993; Fergusson & Lynskey, 1995b; Hollis, 1 996; Kosky et aI. ,  
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1990) or both (Rubenstein et al., 1 998) and assessed risk-level only. The present study 

aims to extend these findings by testing the relationship that both positive and 

negative support lUtve with assessed risk-level and safety interventions. 

Finally, this model will attempt to contribute to the research on youth suicide by 

testing the relationship that both social support and assessed risk-level have to safety 

interventions. Dicker et al. ( 1997) and Morrissey et al. (1995) previously tested this 

relationship between social support, risk and safety interventions, however, their 

focus was primarily on the safety intervention of hospitalisation. This study will 

attempt to contribute to the research on youth suicide by testing the relationship that 

social support and assessed risk-level have with the variety of other safety 

interventions (other than hospitalisation) available to clinicians and their patients 

(e.g., education about limiting method availability, provision of emergency numbers, 

respite care, referral to child protection agency, referral to specialist services). 

2.9 Summary and Synthesis of Principles and Social Support Model 

This chapter examined the conceptualisations of social support advanced by House 

and Kahn (1985), Pierce et al., ( 1996), Thompson ( 1 995) and Vaux ( 1 988) in order to 

assist in the development of a social support model. It also examined the research on 

levels of suicidal behaviour, family conflict and social support in an effort to develop 

principles for the present research model (see Tables 2 and 3). This research 

demonstrated the following: (a) there is evidence for a range of suicidal behaviour 

(Andrews & Lewinsohn, 1 992; Lewinsohn et al., 1 994, 1 996; Pelkonen et al.,  1 997); 

(b) attempters are exposed to more severe forms of family conflict, discord and 



adversity than ideators (Fergusson & Lynskey, 1 995; Kosky et al., 1 990); (c) poor 

social support is a well-established risk factor for sUIcidal behaviour in adolescents 
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(D' Attilio et al., 1 992; De Man & Leduc, 1 995; De Man et al. , 1 993 ; Eskin, 1 995;  

Morano et al. ,  1 993; WhatIey & Clopton, 1 992; Tousignant & Hanigan, 1 993); and 

(d) that there is evidence for a link between social support and its impact upon risk 

and safety decisions (Dicker et al., 1 997; Morrissey et al., 1 995). It was further 

demonstrated that family conflict, adversity and discord serve to increase the risk of 

suicidal behaviour in adolescents (see e.g., Beautrais, Joyce & Mulder, 1 996; Brent et 

al., 1 994; Campbell et al., 1 993; Hollis, 1996; Hurd et aI., 1 999; Kosky et al., 1 990). It 

was argued that these factors are, in effect, components of negative social support. It 

was further argued that a severity measure could be obtained from the different types 

of negative support and an analogy was made using the ADI (see Chaffin et al. , 1997). 

A model was proposed in which negative support severity and positive support were 

seen to have an impact upon risk-level assessments for suicidal adolescents, and that 

the combined effect of information about social support (which includes negative 

support severity and positive support) and risk-level were seen to have an impact 

upon the types of safety interventions recommended to ensure continued client safety 

(see Figure 1 ). Overall, this model suggests that risk-level assessments would be 

lower for those suicidal adolescents with low levels of negative support severity 

compared to those with higher levels of negative support severity. Although, if 

positive support is present in addition to low levels of negative support severity, it 

would be expected that these adolescents would receive even lower risk-level 



assessments and even fewer safety interventions than those with low levels of 

negative support severity with no positive support present. 
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2.10 The Archival Study and its Relationship to Empirical and Theoretical 

Material on Social Support, Risk-Level and Safety Interventions 

The present research project comprises two parts: ( 1 )  a record review (the archival 

study) examining the interrelationship between negative support, positive support, 

negative support severity, risk-level and safety interventions across two groups of 

suicidal adolescents; and (2) administration of a questionnaire to clinicians asking 

them to make risk-level assessments and recommend safety interventions on the basis 

of information presented within vignettes (vignette study). It is essential to highlight 

that the archival and vignette studies are exploratory and focus on the risk-level 

assessment and safety recommendations from the clinicians' point of view. Results 

from the archival study were utilised to establish reliability for the social support 

model concepts and in order to provide direction for the development of the 

methodology in the vignette study. 

The archival study is the first part of the research project and involved an examination 

of 100 adolescent patient files, comprising 50 attempters and 50 ideators. These files 

contained acute assessment reports written by clinicians of the Child, Adolescent and 

Family Service (CAFS) in Wellington and Porirua, New Zealand. Acute assessment 

reports are those reports written by staff who assess adolescents at-risk for self-harm. 

This initial part of the study focuses upon collecting information on negative social 
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support, positive social support, negative support severity (low to high), risk-level and 

safety interventions according to the previously discussed definitions. As will be 

elaborated on in Chapter 3, a research assistant will be used in the archival study in 

order to establish interrater reliability for the constructed measures. Demographic 

(e.g., age, gender) and risk factor information (e.g., previous attempts/ideation, 

alcoholl drug misuse! abuse, family history of psychopathology and stressors preceding 

suicidal event) will also be collected from the assessment reports in order to help 

describe the sample for this study. 

2.1 1  Research Questions - Archival Study 

The main research questions for the archival study are as follows: 

1 .  Based on clinicians' assessment reports, are there significant differences between 

attempters and ideators with respect to positive and negative support? 

2. Based on clinicians' assessment reports, are there significant differences between 

attempters and ideators with respect to the severity of negative support (low to 

high)? 

3. Based on clinicians' assessment reports, are there significant differences between 

attempters and ideators with respect to source(s) of support (e.g., family, friends)? 

4. Are there significant differences between attempters and ideators with respect to 

risk-level (e.g., low, medium or high)? 

5.  Are there significant differences between attempters and ideators with respect to 

types of safety interventions implemented as indicated in the acute assessment 

report? 
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6. Is there a significant relationship between social support (negative or positive) and 

risk-level as indicated within the assessment reports? Are there significant 

differences between attempters and ideators with respect: to this relationship? 

7.  Is there a significant relationship between negative support severity and assessed 

risk-level based on the clinicians' reports? Are there significant differences 

between attempters and ideators with respect to this relationship? 

8. Is there a significant relationship between risk-level and types of safety 

interventions implemented based on the clinicians' reports? Are there significant 

differences between attempters and ideators with respect to this relationship? 

2.12 Research Hypotheses - Archival Study 

1 .  It is expected that negative support will be recorded in patient files to a 

significantly greater degree for attempters than ideators. Given that attempters 

show a more extreme form of suicidal behaviour than those who ideate, it seems 

reasonable to assume that attempters would be exposed more frequently to 

negative emotional support (e.g., family conflict, abuse) than ideators. The 

research on differences between these two groups seems to support this hypothesis 

(e.g., Dubow et al., 1 989; Fergusson & Lynskey, 1 995; Kosky et al. ,  1 990). In 

contrast, it is expected that there will be no significant difference between 

attempters and ideators with respect to presence of positive support. Acute reports 

will have little mention of positive support for either group, as professional 

experience suggests that clinicians fail to acknowledge this aspect and instead 

focus on assessing the negative aspects of social support. This point was well 

illustrated by Rak and Patterson ( 1 996) who examined resilience in at-risk 
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children. They suggested that clinicians need to assess for the presence o f  any 

protective factors which may buffer the impact of negative stressors for at-risk 

children. This same point was demonstrated by Pritchard ( 1 995) and Maltsberger 

(1996) who stated that clinicians need to change their focus and assess the positive 

counter-indicators which help prevent suicidal behaviour. 

2.  I t  is expected that risk-level for future self-harm, based on information provided in 

the acute assessment report, will be significantly greater for attempters compared 

to ideators. This hypothesis stems from findings that suggest that attempters tend 

to experience more childhood adversity than ideators (Fergusson & Lynskey, 

1 99 5b ) and report lower levels of family support compared to those who have 

suicidal ideation (Dubow et al. ,  1 989). 

3 .  I t  is expected that, as indicated by clinicians' reports, a significantly greater 

number of safety interventions will be initiated for attempters compared to 

ideators. It has been argued that the greater the number of risk factors evident with 

respect to an individual, the more likely that person will be to engage in acts of 

self-harm (see Berman & lobes, 1 99 1 ;  Patters on et al., 1 983). It seems logical to 

conclude therefore that clinicians will indicate in their reports that they have 

implemented a greater number of safety interventions for those who attempt 

suicide, as they seem to be at greater risk of self-harm, than for those who have 

suicidal ideation only. 

4. It is expected that there will be a significant relationship between negative support 

severity and assessed risk-level. It is expected that attempters will report a greater 

degree of negative support severity, and consequently, be rated at a higher risk

level compared to ideators. In contrast, it is expected that ideators will report a 
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lower degree of negative support severity, and consequently, be rated at a lower 

risk-level compared to attempters. Again, this relationship would be expected 

because findings have demonstrated that those who attempt suicide tend to come 

from backgrounds characterised by greater childhood adversity (see Fergusson & 

Lynskey, 1 995� Kosky et al. ,  1 990) and lower levels of support (Dubow et al., 

1 989) than those who have suicidal ideation. In addition, it has been demonstrated 

that risk of suicide increases with exposure to family adversity, conflict and 

discord (see Beautrais, Joyce & Mulder, 1 996� Brent et al. ,  1 994� Campbell et al., 

1 993). 

5. It is expected that there will be a significant relationship between assessed risk

level and safety interventions (e.g., Child, Youth and Family (CYF) referral, 

Respite Care, Time-Out, Method Availability, Referrals to External Agencies), 

such that the higher the risk-level, the greater the number of warranted 

interventions. It might be expected that attempters would be subject to a greater 

number of safety interventions in order to reduce their risk of self-harm as they are 

at greater risk of self-harm (Dicker et al., 1 997� Morrissey et al., 1 995). It is also 

expected that attempters will be more likely to receive safety interventions, such 

as hospitalisation, referrals to CYF, medication and more frequently scheduled 

appointments compared to ideators alone. Knowing that attempters have generally 

more risk factors (and therefore are at greater risk) than ideators and have greater 

exposure to family dysfunction (Ferguson & Lynskey, 1 995� Kosky et aI., 1 990), 

it is expected that a greater number of interventions would be initiated for 

attempters compared to ideators. It has also been demonstrated that the greater the 



risk-level, the more likely the clinician will be to pursue a higher level of safety 

interventions, such as hospitalisation (Stelmachers & Sherman, 1 992). 
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6. Based on hypotheses 4 and 5 and Figure I, it is expected that the greater the 

degree of negative support severity, the higher the risk-level and consequently the 

greater the number of safety interventions implemented, particularly for those who 

attempt suicide compared to those who ideate only. 

2.13 Relationship of the Archival Study to the Vignette Study 

The vignette study logically follows from the archival study in that it specifically 

investigates the importance that support plays in clinician judgements on suicide risk 

and outcome (e. g., safety interventions), and the type of information that clinicians 

find useful when making risk-level assessments and recommending appropriate safety 

interventions. In addition, the vignette study is designed to more rigorously test the 

relationship between the variables of interest by manipulating support (type and 

severity) and examining its effect on risk-level assessments and safety decisions in a 

more controlled manner than is possible in the archival study. This study is interested 

in assessing the interrelationship between negative support severity, positive support, 

risk-level and safety interventions utilising tests of association. 

A more accurate measure of the relationship between support, risk and safety may be 

obtained by controlling for the level and type of support in artificially constructed 

vignettes. The archival study largely focuses on coding information from previous 

assessment reports of suicidal adolescents. However, a limitation of archival research 

is that reports may very well contain omissions and/or clinician bias, particularly 
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since clinicians ultimately decide what they will record and how they will record. 

Using a more controlled approach, the vignette study is constructed in order to more 

specifically test the relationships between support, risk-level and safety interventions 

as perceived by the clinician. 

The vignette study is the second part of the research project and will involve the 

administration of a vignette-style questionnaire to clinicians of the CAFS services. 

Clinicians will be asked to make risk-level assessments and recommendations 

regarding safety based on the information contained in the vignettes. Each vignette 

will include an indication of the level of negative support severity and an indication of 

positive support, if present. The vignette study examines to what extent the provision 

of positive support information might affect risk-level assessments and the types of 

safety interventions recommended by CAFS clinicians. The vignette study also 

explores the decision-making process clinicians undertake when making risk-level 

assessments and recommending safety interventions. 

2.14  Research Questions - Vignette Study 

1 .  Is there a relationship between the severity of negative support and the risk

level assessment made by clinicians? 

2.  Does the presence of positive support have any effect upon risk-level 

assessments made by clinicians? 

3.  Does the risk-level assessment made by the clinician affect the types of safety 

interventions recommended? 



4. Does the level of negative support severity affect the types of safety 

interventions recommended by clinicians? 
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5. What processes do clinicians undertake when making decisions regarding risk

level and safety? 

2.1 5  Research Hypotheses - Vignette Study 

1 .  It is expected that the higher the level of negative support severity, the higher 

the risk-level assessment (as determined by the clinician) will be for the 

suicidal patient as depicted within the vignette. As previous research has 

demonstrated, those who have been exposed to a greater level of negative 

support severity tend to also be at greater risk of self-harm (e.g., Dubow et al., 

1 989; Fergusson & Lynskey, 1995b; Kosky et al., 1 990). As the vignette study 

is focused upon examining the decision-making process of clinicians, a 

comparison between attempters and ideators is not essential for this part of the 

project. What is important is detennining whether risk-level changes are 

dependent upon the level of negative support severity information provided 

within the vignettes. It will be difficult to accurately determine in the archival 

study the impact that support might have had on risk and safety, considering 

that reports may have omitted information shared during the counselling 

session. Hence the need for controlled testing of the relationship between level 

of negative support severity and risk-level assessments. 

2.  It  is also expected that the greater the risk-level for any given suicidal patient 

as depicted within each vignette, the more likely clinicians will be to 

recommend a greater number of safety interventions. It has been argued that 
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the greater the number of risk factors present, the more likely the patient will 

be to engage in self-harm (8erman & lobes, 1991 ;  Patterson et al., 1983). It 

seems logical to conclude therefore that clinicians will recommend more 

safety precautions for patients at greater risk of self-hann (Dicker et aI., 1 997; 

Morrissey et al. ,  1995). It was deemed important to retest this hypothesis in 

order to obtain a more .direct measurement of the relationship between risk

level assessment and safety interventions as recorded by the clinician(s). 

3 .  It i s  expected that there will be lower risk-level assessments made by 

clinicians for those vignettes featuring subjects with positive support present 

in addition to negative support. The possible role of positive support as a 

buffering factor to suicidal behaviour has largely been understudied (Rak & 

Patterson, 1 996; Pinto, Whisman & ConweU, 1 998). ControUing for the 

presence of positive support in artificiaUy constructed vignettes allows for a 

more accurate measurement of its effect on risk-level assessments and safety 

decisions, than is possible in the archival study. 

4. It is expected that the lower the negative support severity, the lower the risk

level assessment and consequently the fewer the number of safety 

interventions recorded by the clinician (Dicker et al., 1997 ; Morrissey et aI., 

1 995). This relationship is expected as it seems logical that those at greater 

risk of self-harm would require a greater number of safety interventions in 

order to ensure continued safety. Conversely, it is expected that there will be a 

lower risk-level assessment and a reduction in the safety interventions 

necessary for those vignettes in which positive support is present in addition to 

negative support. 



CHAPTER 3 

METHODOLOGY - ARCBIVAL STUDY 

3.1 Introduction 
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This chapter describes the methodology used for the first part of the investigation into 

the impact of social support on risk-level and safety interventions for suicidal 

adolescents. As stated previously, the first part of the study was an archival research 

project aimed at testing the utility of the relationships proposed within the social 

support model (see Figure 1 ). The archival study was an exploratory study and 

assessed risk and safety from the clinicians' point of view. The objectives of this 

chapter are to (a) detail the procedure and process of data collection for the archival 

research project, (b) clearly operationalise the variables of interest, (c) clarify my role 

and the research assistant's  role during the data collection phase, and (d) to discuss 

and justify the procedures and tests used in order to analyse the data. These objectives 

are crucial in that they provide a clear explanation and justification for data collection 

procedures and statistical tests used in this study. Ethical issues are discussed at the 

end of Chapter 4 in which the methodology is outlined for the vignette study. 

3.2 Description of Setting and Archival Records 

This study was conducted within the Child, Adolescent and Family Service (CAFS) 

in Wellington and Porirua (north of Wellington city), New Zealand. CAFS is part of 

Capital Coast Health and funded by the Regional Health Authority (RHA). It is a 

mental health service for young people ranging in age from 1 - 17  years and involves 

assessment and treatment for a wide range of mental health disorders as defined by 



the DSM IV, the diagnostic and statistica1 compendium ofmentaI health disorders 

(American Psychiatric Association, 1 994). Recently, CAFS has changed its age limit 

to include treatment of those from 1 - 1 8  years 0 f age. There are two services 

responsible for the Wellington region: Wellington CAFS and Puketiro (Porirua) 

CAFS. Staff from both services include representation from a wide range of 

disciplines, such as nursing, psychiatry, social work, and psychology. The 

multidisciplinary team for Wellington CAFS is responsible for the Wellington city 

region and the Puketiro CAFS team is responsible for the region from Porirua to 

Kapiti Coast. 

Approximately 1 00 suicidal adolescent files ( I 3- 1 7  years) were selected non

randomly from the Puketiro CAFS and Wellington CAFS Clinics, with 50 of those 

cases being attempters and 50 being ideators. Suicide attempters were defined as 

those persons who attempted to commit suicide and had sufficient lethality in the 

method used, but either failed or were rescued. The concept, known as a suicide 

attempt, represents a "broad domain of self-injurious behaviour that involved some 

degree of intentionality" (Reynolds & Mazza, 1 994, p.528). 

Ideators were defined as those persons who had cognitions about wanting to die. 

Reynolds and Mazza's ( 1 994) definition of suicidal ideation states that ideation 

includes "thoughts and ideas about death, suicide, and serious self-injurious 

behaviour, including thoughts related to the planning, conduct, and outcome of 

suicidal behaviour" (p .4). Suicidal ideation can then range from general cognitions 
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about death to more specific thoughts about killing oneself This definition was also 

based on past research examining the characteristics of both attempters and ideators 

(e.g., Dubow et al. 1 989; Fergusson & Lynskey, 1 995b; Kosky et al., 1 990). In the 

present study, information on intention of self-harm was not collected due to it being 

largely unavailable in the patients' assessment reports. The majority of clinicians 

identified in reports whether a client was initially assessed as a result of ideation or 

due to a suicide attempt. As such, the groups were differentiated according to the 

accepted definitions proposed by previous research. Information on diagnosis and past 

attempts/ideation was collected in order to examine whether there were any other 

identifiable ways of differentiating the groups. This issue of group differentiation is 

addressed on a larger scale in later discussion. 

The Child and Family Clinic receive a large proportion ofreferraIs for young people 

who have suicidal ideation, but have not necessarily attempted suicide. However, the 

clinic also receives referrals involving young people who have made suicide attempts 

by a variety of means including hanging, cutting or ingesting pills. As stated 

previously, the archival study aimed to select a group of attempters and ideators from 

clinic files in order to examine whether there were any differences with respect to the 

variables of interest for this study: negative and positive emotional support, negative 

support severity, risk-level and safety interventions. 

Files were selected non-randomly because there were a limited number of 

assessments to choose from that fitted the sample criteria (see definitions for ideators 

and attempters) for those who attempt and those who ideate. In addition, files from 
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1 985 and earlier contained extremely sparse clinical notes, thereby posing a difficulty 

for data collection. It is important to note that there were no records kept for files 

dating earlier than 1 985, thereby making it impossible to locate any suicide 

assessments prior to this date.5 Approximately from 1 985 onwards, written records 

were initiated in order to keep track of all incoming cases (e.g., all assessments 

including suicide assessments). CAFS has only recently introduced a database to 

record and track this information. Some cases, by their very nature, were not selected 

for this study, such as those assessments in which the patient was too young (younger 

than 1 3  years) and those assessments in which patients presented because of concerns 

that they might harm someone else or were psychotic but not suicidal. As stated 

previously, this study was interested in assessing adolescents ( 1 3- 1 7  years), and in 

particular, those who had presented acutely for concerns of self-harm. In addition, this 

study only included non-Maori New Zealanders because clients identifYing 

themselves as Maori are referred to a specialist Maori Child, Adolescent and Family 

Service. 

Due to the constraints outlined previously in selecting the attempter and ideator files, 

a non-random selection procedure was used in order to maximise the number of 

selected files. Social work research frequently employs this selection technique, 

particularly when probability methods are not appropriate (Rubin & Babbie, 1 993). 

From approximately 1 985 to 1997 (when the study began), files were selected in 

sequence until a total of 50 attempter and 50 ideator files were obtained. 

5 Please note that record refers to a central intake book which contains all the relevant infonnation for 
any potential client (acute or otherwise), including name, address, presenting problem and assigned 
worker (if the client is accepted by the clinic). Only recently has CAFS used a computer to record and 
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Only the acute assessment report was used from the clinical records. Acute 

assessment reports from the CAFS clinics contain information about the presenting 

problem, background information and family history, history of suicidal behaviour, 

past attempts and/or ideation, stressors preceding attempt or ideation, school and 

academic history, diagnosis and treatment interventions. The reports are brief and 

generally about 2-3 pages in length. Acute assessments are carried out by two 

clinicians in order to determine whether a client is at risk of self-harm. However, only 

one clinician actually prepares the records and writes the assessment report. The other 

clinician will generally review the case report and suggest any additions and/or 

changes if necessary. It is between the two clinicians to decide who will write the 

actual report. Acute assessments are generally conducted within 24 hours of the initial 

contact with the agency. The majority of acute cases seen at the Puketiro and 

Wellington Clinics involve presentation of a suicidal young person and hislher 

immediate family. The reports were based on assessments of suicidal adolescents 1 3  

to 1 7  years. 

3.3 Measurements - Operationalisation 

The following section operationalises the variables of interest for this present study: 

that is, social support (negative support, positive support and negative support 

severity), risk-level and safety interventions. Both the definition and value labels are 

provided in order to demonstrate clearly how the variables were measured. These 

measurements appear in the coding sheet (see Appendix A). The coding sheet was 

used as a reference tool to assist in data collection from the files. 

track this information. This is obviously different from a file which contains the assessment, treatment 



3.3.1 Negative Emotional Support 
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Negative emotional support encompasses the existence of dysfunctional, unhelpful or 

limited support. Negative emotional support was indicated in the event of the 

presence of one or more of the following: 

• people who abuse the young person (physical, emotional, sexual, neglect); which 

also includes bullying 

• people who the young person finds difficult to trust 

• people who communicate with the young person in a dysfunctional way (e.g., 

fights, conflicts) 

• people who will not listen to the young person's  problems or difficulties 

• people who cannot be relied on for help 

• people who do not want to spend time with the young person 

(see e.g. , Beautrais, Joyce & Mulder, 1 996; Campbell et al., 1 993; Hollis, 1 996; 

Kosky et al., 1 990; Sarason et al. ,  1 983; Vaux et al. ,  1 987). 

These previous items are examples of situations which may lead to a loss or lack of 

support and/or a perception of unhelpful support. 

I also utilised my professional expertise in acute assessments to assist in the selection 

of these individual items. Based on past assessment experience with CAFS 

colleagues, the above items are generally areas that clinicians collect information on 

when assessing a patient's  support system. These items for negative emotional 

support are not to be considered exhaustive, but should be seen as the best 

and progress notes for a given patient. 



representation of factors considered by eAFS clinicians in their assessment of 

suicidal young people. 
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Establishment of the relationship between conflict, adversity and discord and youth 

suicide was critical in order to further illustrate that these variables are actually 

examples of situations which lead to the provision of negative emotional support (see 

Beautrais, Joyce & Mulder, 1 996; Brent et al., 1 994; Hurd et al., 1 999; Campbell et 

al. ,  1 993; Hollis, 1 996; Kosky et al., 1 990). 

A value of one was assigned if any of the negative emotional support items appeared 

within the assessment report and a value of zero was assigned if none of the items 

was mentioned within the report. This measurement was designed primarily to 

determine if negative emotional support was present and was a necessary first step 

before a measurement of negative support severity could be obtained. It seems 

obvious to suggest that it is essential to first demonstrate the existence of negative 

support prior to establishing its severity. A nominal scale was chosen as it was 

deemed the most appropriate measure for demonstrating if  it was mentioned or not 

mentioned in the file. It is important to understand that the acute assessment reports 

contained limited, and at times minimal, information so it was important to keep the 

measurement as simplistic as possible. 

3.3.2 Positive Emotional Support 

Positive emotional support was measured according to the presence of one or more of 

the following items: 



• having someone who will listen when needing to talk about a problem(s) or 

difficulty 

• having someone who will provide advice/guidance in a difficult situation 

• having someone to rely on for help 

• having someone to spend time with 
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• having someone who will provide comfort and care, whether it is a crisis situation 

or not 

• having someone who will accept them openly and for who they really are 

As was indicated in Chapter Two, the items for positive support were obtained from 

research on social support (Sarason et al., 1 983; Vaux et al., 1 987). The items from 

the Social Support Behaviours Scale (SSB) (Vaux et al.,  1 987) and the Social 

Supports Questionnaire (SSQ) (Sarason et al., 1 983) were modified to assist in the 

development of the positive emotional support items for this study. Examples of items 

used from the SSB include: 

• listened when I need to talk about my feelings 

• showed me that they understood how I was feeling 

• did not pass judgement on me 

• gave me advice about what to do (Vaux et al., 1 987, p. 2 1 5) 

Examples of items from the SSQ used for this study include: 

• Who accepts you totally, including both your worst and your best points? 

• Whom can you really count on to tell you, in a thoughtful manner, when 

you need to improve in some way? 



• Whom do you feel truly loves you deeply? (Sarason et al. ,  1 987, p. 500) 

The items were chosen from measures previously demonstrated to have good 

reliability and validity (Sarason et al. ,  1 983 ; Vaux et al., 1 987). 
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A value of one was assigned if any of the positive emotional support items appeared 

within the assessment report and a value of zero was assigned if the items were not 

mentioned within the report. This measurement was designed primarily to test 

whether positive emotional support was present, as noted in the file. 

3.3.3 Negative Support Severity 

Negative support severity was measured using a rating of low, medium or high. 

Low severity was defined as conflicts or fights or general "hassles" with friends or 

family and would result in little or no impairment in the following functioning areas: 

school, work, home and social relationships. Medium severity was defined as 

presence of serious conflicts, fights, bullying and/or abuse (physical, sexual, 

emotional and verbal) from others and would result in some impairment in at least one 

of the following areas: school, work, home and social relationships. High severity was 

defined as the presence of severe trauma, abuse or neglect and would result in serious 

impairment in more than one functioning area. References in the written report to 

negative support severity can also include comments written about the past as long as 

it appears to affect present functioning. 

Each of these definitions took into account both the type of conflict (e. g. , fight, 

argument or abuse), as well as its impairment on the individual, such as has been 
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demonstrated by the Abuse Dimensions Inventory (ADI) (Chaffin et al., 1 997; Straus, 

1 979). The measurement for negative support severity was developed in order to test 

the varying levels of negative support, from a disagreement with a family member to 

physical abuse from friend or family member. As discussed earlier, it was also 

developed based on the assumptions behind the ADI (Chaffin et al., 1 997). The 

assumption is that behaviour can be measured on a continuum from less severe (e.g., 

unwanted sexual touching) to very severe (e.g., sexually abusive behaviour involving 

penetration). 

Negative support severity was measured utilising the following values: one for low, 

two for medium and three for high. This ordinal scale was used because it was 

deemed the most appropriate measure to reflect the magnitude of the variable 

(McCaII, 1 986). A measure of negative support severity was not taken with respect to 

those files where there was no mention of the presence of negative support. 

3.3.4 Children's Global Assessment Scale (CGAS) 

The CGAS was used as a measure of the overall severity of disturbance and is 

commonly used by CAFS clinicians in assessing suicidal adolescents and children. 

This measure was chosen for the study because it is now required for use by CAFS 

clinicians in their assessment of the risk-levels of at-risk youth. The scale was 

evaluated by Shaffer, Gould, Brasic, Ambrosini, Fisher, Bird and AIuwahlia ( 1 983). 

The scale and associated instructions for use are presented below: 

Rate the subject's most impaired level of general functioning for the specified time 
period by selecting the lowest level which describes his/her functioning on a 
hypothetical continuum of health-illness. Use intennediary levels (eg, 35, 58, 
62). 
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Rate actual functioning regardless of treatment or prognosis. The examples of 
behaviour provided are only illustrative and are not required for a particular 
rating. 

100-91 

90-81 

80- 71 

70-61 

60-51 

50-41 

40-31 

30-21 

Specified Time Period: 1 mo 
Superior Functioning in all areas (at home, at school, and with peers); 

involved in a wide range of activities and has many interests (eg, has 
hobbies or participates in extracurricular activities or belongs to an 
organised group such as Scouts etc); likeable, confident; everyday 
worries never get out of hand; doing well in school; no symptoms. 

Good Functioning in all areas; secure in family, school, and with 
peers; there may be transient difficulties and everyday worries that 
occasionally get out of hand (eg, mild anxiety associated with an 
important exam, occasionally "blowups" with siblings, parents or 
peers). 

No more than slight impairment in functioning at home, at school, or 
with peers; some disturbance of behaviour or emotional distress may 
be present in response to life stresses (eg parental separations, 
deaths, birth of a sibling), but these are brief and interference with 
functioning is transient; such children are only minimally disturbing 
to others and are not considered deviant by those who know them. 

Some difficulty in a single area, but generally functioning pretty well 
(eg, sporadic or isolated antisocial acts, such as occasionally playing 
hooky or petty theft; consistent minor difficulties with school work; 
mood changes of brief duration; fears and anxieties which do not 
lead to gross avoidance behaviour; self-doubts); has some 
meaningful interpersonal relationships; most people who do not 
know the child well would not consider him or her deviant but those 
who do know him or her well might express concern. 

Variable functioning with sporadic difficulties or symptoms in several 
but not all social areas; disturbance would be apparent to those who 
encounter the child in a dysfunctional setting or time but not to those 
who see the child in other settings. 

Moderate degree of interference in functioning in most social areas or 
severe impairment of functioning in one area; such as might result 
from, for example, suicidal preoccupations and ruminations, school 
refusal and other forms of anxiety, obsessive rituals, major 
conversion symptoms, frequent anxiety attacks, poor or inappropriate 
social skills, frequent episodes of aggressive or other antisocial 
behaviour with some preservation of meaningful social relationships. 

Major impairment in functioning in several areas and unable to 
function in one of these areas; ie, disturbed at home, at school with 

peers, or in society at large, eg, persistent aggression without clear 
instigation; markedly withdrawn and isolated behaviour due to either 
mood or thought disturbance, suicidal attempts with clear lethal 
intent; such children are likely to require special schooling and/or 
hospitalisation or withdrawal from school (but this is not a sufficient 
criterion for inclusion in this category). 

Unable to function in almost all areas; eg, stays at home, in ward, or in 
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bed all day without taking part in social activities or severe 
impainnent in reality testing or serious impainnent in communication 

(eg, sometimes incoherent or inappropriate). 
20-11 Needs considerable supervision to prevent hurting others or self (eg, 

frequently violent, repeated suicide attempts) or to maintain personal 
hygiene or gross impainnent in all forms of communication, eg, 
severe abnormalities in verbal and gestural communication; marked 
social aloofness, stupor, etc 

10-1 Needs constant supervision (24 hr care) due to severely aggressive or 
self-destructive behaviour or gross impairment in reality testing, 
communication, cognition, affect or personal hygiene. (p. 1 229) 

The CGAS has been found to possess both discriminant and concurrent validity, as 

well as being reliable between raters and across time (Shaffer et al., 1 983). 

3.3.5 Risk-level 

Risk-level was measured as an ordinal variable and was defined in relation to three 

categories - Iow, medium or high risk. As discussed previously, the criteria for these 

definitions have been compiled from several typologies whicb exist within suicide 

research on risk-level (see e.g., Berman & Jobes, 1 99 1 ;  Kra1 & Sakinofsky, 1 994; 

Patterson et al., 1 983; Sommers-FIanagan & Sommers-Flanagan, 1 995). These 

typologies also suggest measuring risk as an ordinal variable largely due to the fact 

that it is a concept whicb increases in magnitude, has no absolute zero point and does 

not possess the properties of equal intervals. 

The definitions for each risk-level are as follows: 

Low Risk: A person at low risk is defined as someone who makes vague references 

to suicide, has no or a very poorly detailed plan, access to any methods of self-harm 

are unattainable or very limited, and choice of method to self-harm is not well-

detailed or planned. For example, ''jumping off a bridge", "hanging self', "taking 
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pills" or "lying on train tracks" are considered to be poorly detailed in that the person 

has either not yet obtained the methods or not thought through the methods in a 

deliberate and detailed fashion. Generally, persons in this category do not know when 

they might follow through with their plan, and have not yet obtained the methods to 

self-harm. 

Medium Risk: A person at medium risk is defined as someone who has considerable 

ideation and the beginnings of a plan to self-harm, access to any methods of self-harm 

are moderately attainable, and choice of method to self-harm is planned or detailed. If 

the person is an ideator, they have generally thought through their plan in a detailed 

manner and have actually obtained the methods to self-harm. If the person has already 

used a method of self-harm (attempted), then the attempt would be seen as moderately 

lethal (e.g. superficial cutting, some pills taken). 

High Risk: A person at high risk is defined as someone who has a well-detailed and 

thought out plan, their access to any methods of self-harm are very attainable, and 

their choice of method used is very lethal (e.g. hanging, overdose of pills, severe 

lacerations from cutting). 

A score of one was assigned for a Iow risk patient, a value of two was assigned for a 

moderate risk patient and a value of three was assigned for a high risk patient. Risk

level ratings were made based on the infonnation contained within the acute 

assessment report. These measures and their definitions were largely constructed to 

reflect the type of information which would be found in an assessment report. The 

brevity of the assessment reports needed to be taken into consideration in the 
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collection of data on risk-level, as more detailed descriptions would have excluded a 

large proportion of files. The implication of this action is that it would have reduced 

the power of the statistical tests used. 

3.3.6 Safety Interventions 

The following is a list of the safety interventions which CAFS clinicians tend to 

initiate following the acute assessment of a patient: 

• Hospitalisation - patient admitted to or having been granted continuance on an 

inpatient ward for further monitoring following acute assessment 

• CYF - Referral to Child, Youth and Family (previously known as CYPFS, 

Children, Young Persons and Their Families Service. Please note that all ethical 

applications and coding sheets make reference to the previous name, CYPFS, as 

the agency has only recently changed name.) 

• Respite Care - nursing care arranged by CAFS for the child and hislher family 

overnight. 

• Provision of Emergency Numbers (PERT - Psychiatric Emergency Response 

Team for after hours and CAFS number for office hours 8:30 am -5:00 pm) 

• Time-Out Placement for a Night - informal arrangement made by the family for 

the young person to have a break from their family either for a night or a few 

days. Some time-out placements include staying with an extended family member 

or with a family friend. 

• Time-Out Placement for Several Days - same as above except length of stay 

spans over a number of days rather than a night. 
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• Limiting of Method Availability - instruction given by the clinician to the parents 

or caregivers about eliminating means of self-harm from the immediate 

environment (e.g. hiding or locking away of pills, medicines, poisons, knives, or 

guns) 

• Medication as prescribed by the psychiatrist at CAFS 

• Internal Referral for further specialist consultation on the MDT (Multi

Disciplinary Team) at CAFS (e.g. psychiatric consultation, cognitive assessment 

and/or psychological testing) 

• Referral to External Agency or Organisation (e.g. Youth Aid Officer, One-Stop 

Shops, Access to a Guidance Counsellor at school). 

• Next Planned Appointment for client to see therapist. 

• Next Planned Telephone Contact between client and therapist. 

• Other - Any other decisions made which were not included in the above list e.g., 

parent keeping a watchful eye, no safety plan mentioned (or mentioned but not 

specified ). 

This list was constructed based on my own professional experience conducting acute 

assessments. I also consulted several staff with respect to this list in order to ensure 

that it was a good representation of the interventions available to CAFS staff 

following acute assessment of suicidal youth. For each type of safety intervention 

(e.g., time-out, medication), a score of one was assigned ifit was mentioned in the file 

and a score of zero was assigned if it was not mentioned in the report. This type of 

nominal measurement was used largely because of the discrete categorical nature of 

the variables. The archival study also examined the total number of interventions 
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assessment report. 

3.4 Procedure and Process for Data Collection 
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This archival research project began by locating records in which an acute assessment 

was completed. The patient management information system was used to help locate 

these case records by using a database which specifically identified "acute" cases. 

Due to staff shortages and funding problems, the Management Team at CAFS 

indicated that I would be responsible for getting and putting away files at the end of 

each research day. 

A coding sheet (Appendix A) was used to collect the data for social support, risk-level 

and safety interventions as indicated in the patient files. A research assistant (a 

clinical psychologist for the CAFS service in Porirua) was used for this part of the 

study to code the data from the files in order to assist in establishing interrater 

reliability (see McCall, 1 986). It was necessary to demonstrate whether the 

measurement procedures used by myself and my assistant would result in similar 

assigned values for the variables of interest for this study. The training and procedures 

used for the research assistant are discussed in the following section. 

Case files were reviewed on-site at Puketiro and Wellington. At the Puketiro clinic, 

case files from the last year are kept on site. Any files prior to this date are held by a 

storage company. At the Wellington Clinic, ail case files were kept on another site by 

a storage company. Requests were made for the Wellington and Porirua files to be 
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delivered and then examined on their respective sites. Files were reviewed in privacy 

in one of the standard offices available. Files could not be viewed at the storage 

company, as it is a storage unit only. 

3.4.1 Training The Research Assistant for Coding Data 

Training for the research assistant began by inviting her to sign a formal contract. 

This contract included such issues as recording of hours and payment for her duties as 

a research assistant. Both parties signed and dated the contract. 

The research assistant read the contents of the coding sheet. All matters relating to the 

rating exercise were explained in detail. The assistant understood the content and did 

not have any questions at this stage. The research assistant was then presented with 

three fictitious case studies. The case studies were written to include examples oflow, 

medium and high risk-level clients presenting for concerns of suicidality. These case 

studies are presented in Appendix B, as well as the corresponding coding answers 

from my assistant and me. Each case study was assigned a three-digit number in order 

to keep the case study consistent with the scoring sheets. 

It was decided after filling in the coding fonns for these practice case studies that 

some revisions were necessary in order to make data collection easier. Among these 

revisions was an agreement to write down the reasons for choosing negative and/or 

positive support as mentioned in the patient files. This revision arose from case study 

#423 in which I failed to record that positive support was mentioned in the assessment 

report. The research assistant identified exactly where the reference was made to 
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positive support, thereby making it easier to verifY her decision. It was written under 

the Family Section that the patient "got along well with his brother and sister." I had 

failed to record this piece of information and thus agreed to change it to "Yes, 

Mentioned" for positive support. At this point, it was agreed that we would indicate 

the basis for our respective decisions for recording the presence or absence of support 

in order to assist with more efficient and accurate data collection. It was also decided 

that differentiation was necessary between substance abuse and misuse. Hence item 

# 1 0 in the coding guide contains a separate definition for each concept. 

With respect to rating using the coding guide, there were also differences noted for 

case study #625.  My assistant scored patient #625 as having a medium level of 

negative support severity, whereas I scored the same patient as having a high level of 

negative support severity. After discussion, my assistant stated that she did not realise 

the negative support severity rating needed to take into account all references made to 

negative emotional support in the report, particularly if there were references to abuse 

which happened in the past but affected present functioning. After clarifYing this 

issue, it was agreed that patient #625 did in fact have a high level of negative support 

severity. 

We also had a different rating for suicide risk in that I rated patient #625 as being high 

risk and my assistant rated the same patient as being at moderate risk for suicidality. 

After discussion, it was felt that for this patient, methods of self-harm were very 

accessible considering that she was creative enough to break a pencil sharpener and 

detach the razor blade from the sharpener in order to cut her wrists. It was also 
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decided that the cutting was a severe laceration, as it required several stitches and thus 

could not be classified as "superficial". Taking these two factors into account, and 

making reference to the definition for a high risk suicidal patient, it was agreed that 

patient #625 was a high risk candidate. 

It was decided that I would recode the CGAS so that each impainnent category would 

be assigned a score of one, two, three and so on (e.g., 1 - 10  = 1 ;  1 1 -20 = 2; 2 1 -30 = 3 

etc.). For example, if either myself or my assistant scored differently within the 1 1 -20 

range for the same patient, that patient would still receive the same score, once 

recoded, of two. It was decided that recoding was desirable given that there has been 

proven variability between clinicians when they make risk-level decisions 

(Stelmachers & Sherman, 1 992). For each training case study, we both had different 

scores for the CGAS, but they were all within the same range. After discussion, 

recoding appeared to be the best solution to the problem. 

The revisions as outlined above were made to the coding guide and scoring sheet and 

can be found in Appendix A. It is important to note that these revisions were possible 

as a result of engaging in the training process with the research assistant. 

3.4.2 Procedure of Review for Coders 

It was decided that we would "check-in" after data collection was completed for the 

first 1 0  patient files. It was also agreed that further "check-in" periods would follow 

in the middle ofall files reviewed (approximately case #50) and at the end of the 

cases reviewed. These "check-in" periods were primarily intended to help answer any 
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questions or concerns that could have arisen throughout the duration of the data 

collection period. It was thought that these periods would allow for more accurate 

data collection. 

Following our review of the first 1 0  cases, we discussed how it was important not to 

make any assumptions based on the infoITIlation contained in the reports. For 

example, we could not assume that a given relationship was either positive or 

negative, unless it was specifically stated. It was also agreed that if the diagnosis was 

not specifically stated but alluded to, then we could have some flexibility in recording 

it. For example, if the clinician did not record a provisional diagnosis, but rather 

commented on the presence of conflict between parent and patient, then the coder was 

permitted to draw the conclusion that it was a provisional diagnosis of a parent-child 

relationship problem under Axis IV of the DSM IV (American Psychiatric 

Association, 1 994).6 This was the only area of concern reported at this stage into the 

coding process. 

6 The DSM IV is a diagnostic manual used by clinicians for both adults and children (American 
Psychiatric Association, 1994). Its most important feature is the provision of diagnostic criteria which 
is intended to improve the reliability of diagnostic judgements. The manual uses multiaxial assessment 
which involves assessment of the patient on several axes, " each of which refers to a different domain of 
information that may help the clinician plan treatment and predict outcome" (p.3?). In the DSM IV, the 
multiaxial classification system uses five axes: Axis I - Clinical Disorders and Other Conditions That 
May Be A Focus of Clinical Attention (e.g., mood or anxiety disorders), Axis IT - Personality 
Disorders and Mental Retardation, Axis III - General Medical Conditions (e.g., genitourinary and 
metabolic disorders), Axis IV - Psychosocial and Environmental Problems and Axis V - Global 
Assessment of Functioning. There are several subcategories within Axis IV assessment, including that 
of Parent-Child Relational Problem. This problem is fOlmd under the generic heading "Relational 
Problems." This category should be used when the focus of clinical attention is on a pattern of 
interaction between the parent and child (e.g., impaired communication) that is related to clinically 
significant impairment in individual or family functioning or the development of clinically significant 
symptoms in parent and/or child (American Psychiatric Association, 1 994). Finally, Axis V is for 
reporting the clinician' s judgement of the patient's overall level of functioning and is based on a scale 
score from 0 to 1 00. 
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Instead of next meeting at case #50 as initially agreed, both researchers met at case 

#3 1 due to some difficulties being raised about coding. Difficulties seemed to reflect 

the fact that the assessments were extremely varied in both amount and depth of 

information provided. The following concerns were raised at this stage: 

(a) interpretation of support information, and (b) ratings for level of negative support 

severity. 

With respect to both positive and negative emotional support, it was found that whilst 

clinicians may mention a relationship between the patient and a friend or school 

counsellor, they often did not give much detail as to whether the client actually 

perceived this relationship as helpful or not. We agreed that if there was reference to a 

relationship (e.g., several friends), but no reference to whether it was supportive, the 

details would be counted only under the quantity section (e.g., several friends = 

medium-sized group). If information was scarce in the clinical report (e.g., mention of 

friends only) and made no reference to either quantity or quality, it  was agreed that no 

indication of support would be made in the data collected. There were only a few 

instances where this resolution had to be applied and as such the effect on analysis 

outcomes would have been minimal. 

There were a few instances where scarcity of information made it somewhat difficult 

to make a decision with respect to negative support severity. For instance, one report 

might indicate that "there was violence in X's background", whereas another file may 

say "patient Y experienced physical abuse from the age of 3 to present and this 

included both witnessing and experiencing the abuse". Based on this information, one 
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would conclude, using the severity rating scale, that patient Y might receive a rating 

ofmediwn severity, but patient X could either receive a rating of low, medium or 

high depending on the type of abuse and the extent of exposure to the abuse. Both 

researchers agreed that they would err on the conservative side in these situations. As 

such, patient X would receive a severity rating of medium, depending of course upon 

whether there was any mention of the degree of impairment that the abuse had on the 

client. Low severity ratings were mainly assigned to those situations where there was 

conflict, but no abuse or trauma. 

3.5 Data Analysis 

The tests used for this study were chosen as a result of the nature of the data collected. 

The data were collected from a non-random sample and largely consisted of the 

collection of categorical data, thereby necessitating the use of non parametric testing 

(e.g., X2) (Bordens & Abbott, 1 996). For the numerical and scale data, t-tests, means 

and standard deviations were computed using the SPSS 8.0 program. Interrater 

reliability statistics were computed for all categorical and numerical data.. 

A multivariate procedure, also known as a loglinear model, was utilised in order to 

measure the association between multiple levels of categorical data.. Loglinear 

methods allow the researcher to test differences between groups analogous to the 

ANOVA procedure (SPSS Advanced Statistics 7. 5, 1 997). In addition, the loglinear 

method allows the researcher to identifY relationships between multiple layers of 

categorical data.. The loglinear model basically constructs a multivariate contingency 

table. This table enables the investigation of the relationship between the variables, 
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treating all the variables used in the table as independent variables, with the dependent 

variables being the number of cases located in each cell of the contingency table (e.g., 

the variable which is predicted by other variables). The outcome table is a linear 

model which is developed as a result of this analysis and enables cell frequencies to 

be predicted. The better the predictive utility of the model, the closer the expected 

frequency is to the observed frequency. The principle behind the construction of a 

loglinear model is very similar to that for x.2 
in that the observed frequencies and the 

expected frequencies are compared cell by cell. However, unlike x.2, loglinear analysis 

enables researchers to explore higher-order interaction effects between several 

different variables (Cl ark-Carter, 1 997). 

The loglinear model analysis, using a backward elimination strategy, was chosen for 

this study. This means that the model selection procedure begins with a fully saturated 

model and removes the variables that do not contribute significantly to the model. The 

backward elimination strategy eliminates the effect( s) with the least predictive value 

(i.e., largest probability, provided that the probability is greater than 0.05 ) (SPSS 

Advanced Statistics 7.5, 1 997). 

One of the assumptions of log linear model analysis is independence of the categories 

contained within the variables. That is, the categories within the variables must be 

mutually exclusive to one another and exhaustive (similar to the chi-square). The data 

collected for the variables in this study meet the assumption of independence for the 

loglinear analysis, since ratings could not belong simultaneously to two or more 

categories in any given variable. It is important to note that it is not necessary for the 



variables themselves to be independent of one another. Expert statistical advice was 

sought on these issues and confinn that the study did meet the assumption of 

independence. 
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The loglinear model allows for testing situations in which there are multiple layers of 

categorical data The variables: negative support, positive support, negative support 

severity, risk-level and total safety interventions were all entered into the analysis in 

order to determine if they were related to one another. As discussed, this study was 

interested in detennining whether social support (negative, positive) in any way 

impacted upon the risk-level decisions and safety interventions initiated by clinicians 

following acute assessment of suicidal youth. Where relationships between two 

variables were noted as a result of the loglinear analysis, a chi-square analysis was 

conducted in order to more specifically examine the nature of that relationship. It is 

important to note that due to the nature of the tests used (i.e., tests of association such 

as chi-square and 10gIinear model analysis), causality cannot be concluded from the 

results. However, it will be possible to speculate about causality using the research 

reviewed in Chapter 2, as well as using practice and theoretical material available on 

adolescent suicide. This issue will be examined in more detail in Chapter 7. 

3.6 Summary 

This chapter began by outlining the data collection procedures and processes for the 

archival study - the first objective of this chapter. The archival study consisted ofa 

record review using acute assessment reports from the CAFS Service. Data from 50 

attempter and 50 ideator files were collected in order to establish reliable measures for 
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the vignette study. The second objective of this chapter included a discussion of how 

the files were selected for data collection. Files were selected non-randomly and 

consecutively from approximately 1 985 onward. As discussed previously, there were 

several constraints placed on the selection process which made it difficult to employ a 

randomised technique. The third objective of this chapter involved operationalising 

the following variables accordingly: negative support, positive support, negative 

support severity, impairment level, risk-level and safety interventions. As discussed 

previously, a research assistant was used to assist in establishing interrater reliability 

for the measured concepts - a fourth objective. Finally, it was demonstrated that 

statistical tests would be chosen based on the type of data being analysed (e.g., chi

square for categorical data; t-tests for scale data). 



CHAPTER 4 

METHODOLOGY - VIGNETTE STUDY 

4.1 Introduction 

This chapter outlines the methodology for the vignette study and its objectives 

include: (a) discussion of the procedures used in the vignette research project, 
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(b) justifying and outlining the process involved in the construction of the vignette 

questionnaire, (c) justifying and describing the statistical tests used in the vignette 

study, and (d) outlining the ethical issues involved for both the archival and vignette 

study. Ethical issues were discussed conjointly as they were very similar for both 

projects. Again, these objectives are important in that they provide a clear explanation 

for why particular procedures were undertaken and justify the development of the 

questionnaire and the statistical tests selected. 

The methodology for the vignette study is very different from the archival study, 

although the definitions used within the measurement tool (vignette questionnaire) 

were based on the definitions from the archival study. The vignette study was able to 

more rigorously test the relationships between social support, risk-level and safety 

interventions by controlling for the social support variable. In addition, the vignette 

study extended the archival study by including a more in-depth exploratory 

examination of clinician responses to risk-level and safety interventions for suicidal 

adolescents. 
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The total population for this study consisted of25 CAFS clinicians from two CAFS 

services in the Wellington region. Of the 25 clinicians, 23 agreed to participate in the 

study, with 1 0  employed by CAFS Porirua and 1 0  employed by CAFS Mt. Victoria, 

Wellington. The three remaining participants were previous employees of CAFS who 

had conducted many of the acute assessments analysed in the archival study. 

Clinicians were selected non-randomly for this study. 

Of the 23 participants, five were male and 1 8  were female. The participants for this 

study consisted of psychologists, social workers and medical staff. The majority of 

staff(n = I S) reported having up to five years of work experience with adolescents in 

the mental health field. The remainder (n = 8) reported six to twenty-five years 

experience working with adolescents. 

4.3 Data Collection Instrument - Vignette Questionnaire 

The measures used within the vignette questiOIUlaire will be discussed first followed 

by an explanation of how the vignette questionnaire was developed. The different 

levels of negative support severity (low, medium and high), as defined in the archival 

study, were also used in the vignette study. However, a new variable was created as a 

result of introducing positive support into the various levels of negative support 

severity. This new variable was labelled negative support severity (without or with 

positive support) and contained the following items: low level of negative support 

severity without positive support, medium level of negative support severity without 

positive support, high level of negative support severity without positive support, low 
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negative support severity with presence of positive support (talking to), medium level 

of negative support severity with presence of positive support, and high level of 

negative support severity with presence of positive support. The variable negative 

support severity (without or with positive support) was scored from one (low level of 

negative support severity without positive support) to six (high level of negative 

support severity with presence of positive support).7 Again, these items were 

constructed in order to ensure that every variation of level of negative support severity 

without positive support and negative support severity with positive support was 

considered prior to the construction of the vignettes. 

As discussed, it is important to note that negative support severity and positive 

support were combined to form one variable, re labelled as negative support severity 

(without or with positive support). The word "or" was chosen to reflect the fact that 

some of the levels of negative support severity contained positive support while others 

did not. It is important to note that only one item for positive support was chosen for 

this part of the study. "Talking to" was the chosen item and refers to when a young 

person is able to talk to another person about their problems, concerns or worries. One 

item was chosen for this study in order to keep the total number of vignettes to a 

7 It is acknowledged that the scoring system used for the variable, negative support severity (without or 
with positive support) does in fact imply a measure of intensity (ordinal measure). The scoring used in 
this study indicates the reverse; that is, that a score of three would be assigned to the category high 
negative support severity without positive support, whereas a score of six would be assigned to the 
category of high negative support severity with positive support. The difficulty is that the category high 
negative support severity with positive support is actually less severe than the category high negative 
support severity without positive support. It would seem to make more sense if the variable was to be 
scored as a scale intended to reflect intensity. For example, the scale could be measured from one (low 
negative support severity with positive support) to six (high negative support severity without positive 
support). Alternative scoring systems and their implications are discussed in Chapter 7 (see section 
7.8). The scoring system used in this study would not have affected the results in any W"lrj since the 
scores were analysed by category (chi-square; loglinear analysis) and not by mean scale scores (T-tests; 
Anova). 
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minimum. Positive support was introduced into the vignettes in order to test whether 

it made a difference in clinician risk-level ratings and the types of safety interventions 

initiated. The positive support item was constructed from the SSQ (Sarason et al. ,  

1 983) and the SSB (Vaux et al., 1 987). 

It is important to acknowledge that the vignette study demonstrated significant 

relationships between negative support severity (without or with positive support) and 

assessed risk-level, and negative support severity (without or with positive support) 

and total safety interventions. These relationships were not uncovered in the archi val 

study. It was thought that if there was no additional information provided by the 

archival study results when measuring negative support severity and positive support 

separately that perhaps operationalising them in a different way (i.e., combining them) 

would provide some insight into the relationship between support and risk-level, and 

support and safety recommendations. 

There are two reasons why positive support and negative support severity were 

combined to fonn a new variable, otherwise known as negative support severity 

(without or with positive support). Firstly, as will be discussed in more detail in 

Chapter 5, the archival study found that positive support was reported to be present to 

a significantly greater degree in attempter files compared to ideator files. Although 

this finding was opposite to that hypothesised, it is possible that clinicians either 

underreported or failed to question the client about the positive support available to 

them when the risk of self-hann was lower (as it would be with an ideator). 

Consequently, clinicians may have been more attuned to inquiring about positive 
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support in clients where the risk was greater (attempters). It is argued that perhaps the 

measure used for positive support in the archival study did not adequately capture the 

true presence of positive support, thereby necessitating the development of a different 

way of measuring positive support. Secondly, it is possible that positive support and 

negative support severity are simply just different ways of perceiving emotional 

support. Ifpositive support and negative support severity are indeed related in this 

sense, it could be argued that they should be measured as one variable. It should be 

noted that there was no relationship found between negative support severity and 

positive support in the archival study. However, this finding could be due to the 

earlier argument proposed that perhaps the archival study did not adequately capture 

the role of positive support in risk-level assessment and safety recommendations. It is 

plausible to suggest that positive support and negative support severity may very well 

be related, particularly since both concepts are simply different ways of perceiving the 

same event ( emotional support). Again, this finding demonstrated a further need to 

create a measurement in which positive support and negative support severity were 

combined together. 

On a theoretical and practical level, it is important to explain how an individual would 

experience such a concept as negative support severity (without or with positive 

support). Providing a few examples might assist in clarifYing why negative support 

severity and positive support were combined. Consider a situation in which an 

individual receives positive emotional support (in the form of being able to talk to 

someone about their problems) from one member of their family, but may also have 

conflicts or arguments with another member of the family (an example of low 
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negative support severity with positive support). In contrast, for a high level of 

negative support severity with positive support, an example might be a situation 

whereby an individual experiences abuse, but is also able to confide in another 

individual about the abuse. Conversely, it is argued that there may also be situations 

whereby there is a low level of negative support severity present and no positive 

support, such as an individual who might generally describe all their relationships as 

conflictual and/or argumentative and is unable to confide in anyone about their 

problems. Similarly, an individual who experiences traumatic abuse (sexual, physical) 

over a long period of time and is not able to talk to anyone or confide in anyone about 

the abuse provides an example of high negative support severity without positive 

support. These examples demonstrate that positive support and negative support 

severity are both related to emotional support and that these concepts are simply 

different ways of perceiving emotional support (i.e. , an example of positive support 

would be "I can talk to someone about my problems" and an example of negative 

support would be "I cannot talk to anyone about my problems.") Taking into 

consideration that positive support and negative support severity can co-occur and are 

tapping into the same concept (emotional support) then perhaps it is plausible to 

measure them together. 

As indicated in the following discussion, all possible combinations using the variables 

of risk-level (low, medium and high) and negative support severity (without or with 

positive support) were devised prior to construction ofthe vignettes. This step was 

necessary in order to ensure that the research was as inclusive as possible of all 

situations (using the previously mentioned variables) and in order to keep any 



research bias to a minimum. The following is a list of all the combinations for risk

level and negative support severity (without or with positive support): 

1 .  low risk-level + low level of negative support severity without positive support 

2 .  medium risk-level + medium level ofnegative support severity without positive 

support 
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3.  high risk-level + high level of negative support severity without positive support 

4. low risk-level + low level of negative support severity with positive support 

(talking to) 

5. medium risk-level + medium level of negative support severity with positive 

support (talking to) 

6. high risk-level + high level of negative support severity with positive support 

(talking to) 

7. low risk-level + medium level of negative support severity without positive 

support 

8. low risk-level + high level of negative support severity without positive support 

9. medium risk-level + low level of negative support severity without positive 

support 

10.  medium risk-level + high level of negative support severity without positive 

support 

1 1 . high risk-level + low level of negative support severity without positive support 

1 2 .  high risk-level + medium level of negative support severity without positive 

support 



1 3 .  Iow risk-level + medium level ofnegative support severity without positive 

support 

14. Iow risk-level + high level of negative support severity with positive (talking to) 

1 5. medium risk-level + low level of negative support severity with positive (talking 

to) 
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1 6. medium risk-level + high level of negative support severity with positive (talking 

to) 

1 7. high risk-level + low level of negative support severity with positive (talking to) 

1 8. high risk-level + medium level of negative support severity with positive (talking 

to) 

Vignettes were based on the types of clients that tend to present acutely to the CAFS 

service. These clients are generally adolescents ranging in age from 1 3- 1 7  years, 

suffer from a variety of different mental health issues (e.g., depression, PTSD, 

anxiety, suicidal behaviour, BPD), and tend to experience impairment in one or more 

areas (e.g., school, relationships). Appendix C contains a copy of the questionnaire 

that was administered to clinicians in the vignette study. 

There were two methods of control utilised in this study. The first method of control 

concerns the provision of risk-level definitions. The clinicians were given definitions 

of risk in order to reduce the level of inconsistencies between their risk-level 

assessments. Stelmachers and Sherman (1 992) found a reduction in decision 

variability once a guideline was provided. They presented experienced clinicians with 

1 5  vignettes and asked them to rate risk-level, as well as the types of dispositions or 
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safety recommendations made. Their study was actually completed in two phases, 

with the first phase indicating that there was great variability among clinician ratings 

for vignettes. The second phase introduced some anchoring vignettes from the first 

study in which some agreement had been reached about risk and safety. These 

anchoring vignettes were to be used as examples by the clinicians in the second phase 

in order to see if their ratings improved with guidelines. Stelmachers and Sherman 

( 1992) found that using the "benchmark" vignettes as a guide, raters were able to 

reduce the variability in their ratings. The aim of providing the risk measure guideline 

for this thesis was primarily to reduce and control the amount of decision-making 

variability, as was found in the Stehnachers and Sherman ( 1 992) study. 

The second method of control concerns the provision of negative support severity 

(without or with positive support) information within the vignette questionnaire. It is 

also important to note that following each vignette, clinicians were provided with the 

information regarding the level of negative support severity (without or with positive 

support). The primary intention ofthis method was to control the negative support 

severity (without or with positive support) variable in order to assess whether this 

information in any way affected the types of risk-level assessments and safety 

interventions recommended initiated by clinicians. 

4.4 Procedure and Process for Vignette Study 

A consent fonn and information sheet was given to each potential participant (see 

Appendix D). Participants were given a week to consider whether they would be 

interested in participating and were invited to return the consent form in an envelope 
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provided. Once the consent fonn was signed, clinicians were approached and an 

appointment time was arranged. A maximum of three appointments were made each 

day. There was a 2-3 day period in between organising the next set of appointments. 

This period of time was necessary in order to allow for coding of the data and to 

review the material collected previously. Appendix E contains the coding guide used 

for the vignette study. 

At the appointment, clinicians were given instructions and a collection of vignettes. 

They were asked to make risk-level assessments and recommend safety interventions 

on the basis of infonnation presented within each vignette. The following instructions 

were relayed orally to each clinician: 

This questionnaire consists of a total of 1 8  vignettes. Each vignette has been 
designed to typifY the types of acute assesssments that we conduct at the clinic. 
Following each vignette, you will notice that there is a piece of infonnation cited 
with respect to negative support severity and that this piece of information will 
vary from vignette to vignette. 

The definitions that you will need in order to complete this vignette are contained 
at the back of the questionnaire (e.g., negative support severity, risk-level and 
safety interventions).8 The first page of definitions primarily provides background 
information. The last two pages of definitions contain the necessary information to 
help explain negative support severity (without or with positive support), risk-level 
and safety interventions. 

I would like to go through each individual question with you prior to leaving you 

8 There is an important conceptual issue with respect to the wording safety intervention For the 
archival research project, the safety interventions recorded in the patient files were actually 
interventions that had already been initiated in the past. However, for the \ignette study, clinicians 
were required to record what interventions they would initiate given these hypothetical circumstances. 
It is important to note that the ethical applications for the vignette study contain the wording "safety 
recommendations. " To some extent this is true, since clinicians were recording what safety 
interventions they would likely implement given these situations. However. these situations were 
hypothetical in nature. Therefore, clinicians technically could only recommend what they would do 
under these circumstances and did not actually implement these recommendations. 



1 32 

to fill it in. The first question asks you to rate the risk-level of the patient (e.g., 
low, medium or high) using the definitions provided. The second question asks 
you to rate how helpful you found it utilising the definitions for each vignette. So, 
for example, if you chose low risk for a particular vignette because you had to use 
the definitions provided, but in fact thought the patient was medium risk according 
to your own conceptualisation, then you might provide a low rating on the 
usefulness scale indicating it was not useful. However, if the definition you chose 
fitted with your own model then you might provide a higher rating on the 
usefulness scale. The third question asks you to tick the appropriate safety 
interventions you would recommend for each patient. The fourth question asks you 
to list the top three reasons for your safety intervention choices. You may not 
always have three reasons, but I used three or more as an anchor point. Finally, 
the last question asks you to list the steps you took when making your safety 
intervention choices. For example, what information did you use from the vignette 
in order to make that decision. 

I will leave you now to fill in the questionnaire. I will check-in on you at a later 
time to see if you have any questions. 

Is there anything else I can clarify for you before I leave? 

The first clinician to participate in the vignette study filled in the questionnaire in its 

entirety and fedback that it was a very tiring process (two hours in duration). She 

suggested that perhaps having clinicians fill in the questionnaire in two separate time 

slots was more appropriate. Accordingly, all subsequent interviews were scheduled so 

that the questionnaire was completed in two separate one hour time slots, with 

approximately a few days between each appointment. 

After the first 30 minutes of the hour session, clinicians were approached in order to 

see if they had any further questions. At the second time slot, there were no 

interruptions as all participants stated they felt confident enough to complete the 

questionnaire without any further interruptions. 
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After the first two interviews, it was fed back that there was some performance 

anxiety regarding correct/incorrect responses. As a result, the following instructions 

were added to the beginning of each session: " I  am interested in you trying to answer 

the following questions to the best of your ability, keeping in mind that I am aware 

the following vignettes contain very limited information." This change in instruction 

would not have seriously compromised the results since there had only been two 

interviews conducted at that stage. 

4.5 Data Analysis 

As the questionnaires were completed by the clinicians from both clinics, data were 

entered into the SPSS 8.0 program and analyses were conducted once a reasonable 

amount of data had been accumulated (approximately half of the sample). The data 

analysis process for both studies were carried out with the assistance of both the 

Statistics and Consulting Research Office and Computing Services at Massey 

University. 9 

For reliability analysis using risk-level ratings, a multi-rater kappa was calculated 

using an Excel spread sheet. This statistic was used in order to examine whether there 

was reasonable agreement among the clinicians' responses for risk-level ratings using 

9 Statistical advice was sought from both Dr. Ted Drawneek., Computing Services, Massey University 
and Duncan HedderJey, Research Officer, Statistics Research and Consulting Office, Massey 
University. For both the archival and vignette studies, I consulted Dr. Dra\\neek for advice and 
guidance on the most appropriate test to use given the type of data collected (e.g., categorical = X2). Dr. 
Drawneek also assisted in the organisation of the data set into the SPSS program. I consulted him on 
how to request SPSS to conduct analysis such as loglinear model analysis. 

Duncan Hedderley, Research Officer, Statistics Research and Consulting Office, Massey University, 
was also consulted regarding the types of tests deemed most appropriate giyen the type of data 
recorded. Mr. HedderJey entered formula commands based on Dunn's ( 1989) formula into the MS 
Excel program, as well as the data set in order for reliability analyses to be conducted for the vignette 
study. He also programmed Excel to calculate the CA and MeA for the vignette study. 



the pre-established ratings as indicated in the coding guide (Appendix E). It is 

important to note that for situations in which a clinician recorded two risk-levels for 

one vignette, only the lower risk-level was coded in an effort to err on the 

conservative side for analysis purposes. The multi-rater kappa statistic was not 

available in SPSS, but was calculated within the MS Excel program using Dunn's 

( 1 989) formula, an extension and generalisation of the k coefficient to measure 

agreement between more than two raters. The formula is as follows: 
10 

kappa = 1 -

Le Le L

K 2 I K(K - l )  Pc(l - pc ) + ( Pkc - Pc ) 
c=1 c=1 k= 1 

where: 
• I = number of items to be rated 
• K = number ofraters 
• C = number of possible categories for rating 
• Yic is the number of raters who allocate the ith item to the cth category 
• Pkc is the proportion of items that rater k allocates to category c 
• Pc is the average of the Pkc'S 

Dunn ( 1 989) states that agreement for the evaluation of observed k values can be 

identified as: 
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10 Dunn's ( 1 989) formula is used primarily to test reliability when there are multiple raters (k raters). 
This means that there are K* (K-l)/2 pairs of raters to compare. In effect, the formula calculates the 
proportion of times it would be expected for raters to agree by chance, then it subtracts this proportion 
of agreement and divides the result by its maximum value. Therefore, K = (Total Agreement, 
proportion = I )  - (Expected Agreement, proportion = pe). The lower case " c" in the equation is the 
number of categories raters can categorise items into; which is 3 in this study as there were 3 risk
levels. I represents the number of case studies being rated and Yie is the number of raters who allocate 
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0.0 1 -0.20 
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0.4 1 -0.60 

0.61 -0.80 

0.8 1 - l .0 

Strength of Agreement 

poor 

slight 

fair 

moderate 

substantial 

almost perfect 

Reliability was also calculated to determine whether there were any vignettes for 
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which there were wrreliable results. Such an indication would necessitate the need for 

these vignettes to be deleted from the overall analyses. A description of this process 

and how it was incorporated into the analysis is presented in Chapter 6 .  

The majority of data in the vignette study were categorical in nature. Analysis of 

categorical data included chi-square, loglinear model analysis (backward elimination 

strategy, see Chapter 3,  section 3 .5), correspondence analysis (CA) and multiple 

correspondence analysis (MCA). Similar to factor analysis, CA and MCA look at 

cross-tabulations and examine relationships between several different categorical 

variables rather than looking at continuous variables as in ANOV A (Greenacre, 

1 993). CA and MC A were primarily used in order to specifically examine the 

relationships between the many different types of safety interventions and their 

associated risk-level. In this sense, the CA and MCA helped to provide more detail in 

object I to category c. I ranges from 1 to 1 ;  c ranges from 1 to c, so there is a total of l*CYic's as can be 
evidenced in the formula (Hedderley, personal communication, Feb. 1 6, 2000). 



analysing the relationships between the categorical variables that were found to be 

significant in the loglinear model analysis. 
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The main aim for using the 10gIinear analysis was to determine whether there was any 

relationship between negative support severity (without or with positive support), 

risk-level and safety interventions. Similar to the archival study, the vignette study 

also met the assumption of independence for the 10gIinear model analysis (see 

Chapter 3, section 3.5). That is, the categories within the variables were mutually 

exclusive to one another and exhaustive (i.e., each vignette could receive one and only 

one risk-level assessment). Similar to the archival study, it is important to note that 

due to the nature of the tests used (e.g., tests of association such as chi-square, 

loglinear model analysis and CAlMCA), clear causal statements could not be made 

based on these analyses. However, it was still possible to speculate about causality 

amongst these variables using the research reviewed in Chapter 2.  Again, this issue 

will be examined in more detail in Chapter 7 when the social support model is re

examined. 

As discussed, Correspondence analysis (CA) and multiple correspondence analysis 

(MCA) were used to primarily provide more detail in analysing the relationships 

between risk-level assessments (low, medium and high) and the individual safety 

interventions. The CA and MeA attempt to present the main associations and 

differences graphically for any given set of data. The analysis presents the data as a 

series of dimensions on a conventional two-dimensional map or graph. The analysis 

begins by choosing the dimension which accounts for the strongest "inertia" 
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(association or relationship). Inertia refers to a measure of how strong the association 

between variables is and the number of respondents contributing data to the analysis. 

The analysis then selects the dimension (arrangement of variables) which is 

independent of the first and accounts for the next largest amount of inertia until all the 

inertia (associations) in the data have been accoun� for in the analysis (Hedderley, 

personal communication, Oct. 1 8, 1999).
11 

As part of the analysis, there was also an examination of qualitative data provided by 

clinicians regarding their recommendations for particular safety interventions. These 

qualitative data provided a holistic understanding of why clinicians respond in 

particular ways and what infonnation they used in order to make those decisions. 

These qualitative data capture, from the clinicians' viewpoint, what they perceive as 

critical in their decision-making process when assessing youth at-risk. 

A qualitative analysis of the written information supplied by clinicians in response to 

the following questions was conducted: 

( 1 )  Please list the top three reasons for choices of safety interventions; 

(2) How did you get to reach that decision (list the steps you took when making the 

decision)? 

This exploration used elements of growlded theory, inductive content and thematic 

pattern analysis (see Holloway, 1997). 

11 Duncan Hedderley, Research Officer, Statistics Research and Consulting Office, Massey University, 
assisted in transferring the data to Excel and programming Excel to calculate the CA and MCA Mr. 
Hedderley also verbally explained the process and meaning of the results, as well as providing this 
explanation in an email on Oct. 1 8, 1999. 
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Inductive content analysis is a type of analysis in which the researcher derives themes 

and constructs from the data without imposing a prior framework. While analysing 

the data, the researcher seeks general patterns and generates working hypotheses. The 

analysis process was as follows: 

( 1 )  Written responses provided by the clinicians were copied verbatim into a dial)' 

(2) The dial)' was then read in its entirety; 

(3) Common words were identified from the data provided which then became 

categories or "clusters"; 

(4) Both broad and specific categories were identified as dictated by the data (e.g., 

broad = umbrella term such as psychosocial stress; a specific term would be a 

subcategory of psychosocial stress such as family conflict, loss or abuse); 

(5) Finally, the categories/themes from step 4 were placed into a conceptual 

framework. 

Ely, Anzul, Friedman, Garner, McCormack and Steinmetz ( 1 99 1 )  and Dey ( 1 993) 

describe similar experiences when analysing qualitative data. The results chapter for 

the vignette study describes the process that was involved in constructing these 

categories (e.g., steps 3 - 5 above) (e.g., psychosocial stress, diagnosis, support 

networks). 

4.6 Ethical Issues - Archival and Vignette Study 

For both the archival and vignette studies, ethical approval was sought from the 

Massey University Human Ethics Committee prior to seeking approval from the 

Wellington Ethics Committee. This is a procedural task that is required by the Massey 



University Human Ethics Committee. Letters of Approval and the National Ethics 

Application for the present study can be found in Appendix F. 1 2  

A meeting with the Massey University Human Ethics Committee was required for 
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only the archival study in order to respond to several ethical concerns that were raised 

by members of the Committee. The concerns raised were as follows: (a) conflict of 

interest, (b) readability of the Infonnation Sheet, and (c) parental consent. As will be 

evidenced, some of these concerns were ethical dilemmas actually shared by both the 

archival and vignette studies. 

The concern surrounding a potential conflict of interest was also applicable to the 

vignette study in which I was a researcher administering questionnaires to CAFS 

clinicians, while simultaneously being employed by the CAFS Service. In the archival 

study, the conflict of interest was largely due to the fact that (a) I was an employee of 

the CAFS clinic, (b) some of the patients referred to in the records might also be past 

and/or present clients of mine, and (c) I was a colleague of those clinicians who had 

written the reports I was interested in researching. In my response, I assured the 

Committee that in order to avoid one conflict of interest, none of my current and/or 

past clients would be involved in the study. I also agreed to make every effort to 

ensure confidentiality and anonymity of patients and clinicians. particularly by 

deleting identifiable infonnation in the reports. 

12 Note that the ethical application refers to a pilot and principal study. For conceptual purposes, the 
pilot study was relabelled the archival study and the principal study was relabeIled the vignette study. 



1 40 

Similar to the Massey University Hwnan Ethics Committee, the main issue brought 

forth by the Wellington Ethics Committee had to do with the issue of consent in the 

archival study. Members stated that the New Zealand Health Privacy Code Rule 1 0  

( 1 )  (e) allowed for the project to take place without patient consent so long as the 

information was used for statistical/research purposes and not publishable in a form 

that could reasonably be expected to identifY any individual(s) concerned. They also 

considered that as a result of contacting them, patients might be unduly reminded of 

their past (e.g. , past suicidal issues).  An anticipated consequence oftrus action is that 

it might prompt further mental health issues and cause more harm to past and present 

patients. It was indicated by the Committee that client files comprised agency-owned 

and client-owned information. As such, it was also not necessary to obtain consent 

from the clinicians in order to view the files. However, I did make an effort to present 

a seminar outlining the project for both CAFS teams. 

According to the Wellington Ethics Committee, consent for access to files was not 

necessary so long as any information published did not identifY any individual(s) 

concerned. The New Zealand Privacy Act Code Rule l O( l )(e)(iii) supports this 

notion, as can be evidenced in the letter from the Committee (Appendix F). As such, it 

was decided that the Information Sheets and Consent Forms would not be mailed out 

to individual patients for the archival study. The Massey University Hwnan Ethics 

Committee agreed with the decision from the Wellington Ethics Committee. 13  

13Initially i t  was proposed that consent would be sought from patients i n  order to use their files in the 
archival study. It was also proposed that information sheets would be mailed out to patients prior to 
seeking their signed consent. The Massey University Human Ethics Committee requested that for the 
archival study, the Information Sheet for the patients be presented in a more user-friendly format and 
that it clearly inform the young person as to the purpose and details of the study. As a result, I 
undertook to make revisions to the Information Sheet which included the following: (a) using an 
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In contrast, Information Sheets and Consent Forms were used in the vignette study, 

since this study was interested in using a sample of clinicians and not files. Revisions 

to the original Information Sheet were necessary for the vignette study in order to 

enhance readability and to be more explicit about the ethical rights of participants. 

The following changes were made as a result of recommendations made by the 

Massey University Human Ethics Committee: use of Massey letterhead; bullet point 

statement of rights as in the Code of Ethical Conduct booklet (e.g., the right to opt out 

of research at any time); an indication that the Information Sheet and Consent Form 

would be kept separate from one another; and a clarification that the questionnaire 

process would take about one and a half hours' of clinician time. 

There are several other procedural issues relating to the ethics of the archival and 

vignette study that were not raised by the Ethics Committees but deserve mention 

within this discussion. These issues concern the security involved in storing the data 

and creating a safety net for discussing any issues arising from reading the assessment 

reports and responses on the vignette questionnaire. It should therefore be noted that 

any data collected from the present study were kept in a locked filing cabinet. This 

introductory statement which summarised for potential participants what the study was about and how 
they were chosen, (b) presenting material in bullet points for easier understanding, and (c) using 
simpler phrases and wording. In addition, I added a list of support services, \\ith phone numbers, for 
each potential participant when the Information Sheet and Consent Form were mailed out. 

The Committee also indicated a need to inform parents of potential participants who were 1 6  years 
or younger about the research project. 1 ensured that every effort would be made to contact 
parents/guardians of those potential participants who were 1 6  years or younger in age. The Committee 
considered such contact important, as they perceived the patients' visits to the Centre to be a "shared 
experience." Accordingly, it was agreed that both patients and their family members be fully informed 
of the study. 

As discussed above, a decision was made by the Wellington Ethics Committee to not seek signed 
consent from past/present clients. The methodology for the archival study was revised accordingly. I 
forwarded this change, as well as the letter of approval from the Wellington Ethics Committee to the 
Chair of the Massey University Human Ethics Committee. Based on the information and approval 
provided by the Wellington Ethics Committee, the Massey University Human Ethics Committee gave 
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cabinet was located in the Wellington CAFS file room. Following completion of the 

study, the photocopied reports and coding sheets were transferred to my chief 

supervisor's office located on the Massey University Campus. It is a requirement that 

PhD candidates retain their reports and data for at least five years beyond obtaining 

their degree. Upon completion of my degree, the reports will be transferred to myself 

and I will keep them in a locked filing cabinet in my residence. 

In addition, all precautions were taken in order to reduce any potential hann to either 

my assistant, myself or the clinicians involved. If I experienced any difficulties arising 

from reading the highly emotional material contained within the reports, I was 

instructed to approach either my thesis supervisors about these issues or my on-site 

work supervisor (Sr. Social Worker). In the archival study, if my assistant 

experienced any difficulties as a result of reading "emotionally-charged" material, she 

was instructed to discuss it with me or my supervisors at Massey University. 

Clinicians in the vignette study were encouraged to approach their supervisors or my 

supervisors at Massey University in the event that they experienced any difficulties 

from reading the vignette material. 

4.7 Summary of Vignette Study 

The vignette study involved the administration of a questionnaire to 23 CAFS 

clinicians. The level of negative support severity (without or with positive support) 

was controlled for within the vignettes. The questionnaire contained vignettes which 

depicted various situations in which an adolescent presented for concerns of 

its approval for the change in methodology. Both committees were then in agreement that consent need 
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suicidality. Clinicians were asked to make risk -level assessments and to note what 

safety interventions they would recommend based on the subject matter contained 

within each vignette. The vignette study allowed for more rigorous testing of the 

relationships between support, risk-level and safety interventions. The first two 

chapter objectives were met in that there was a thorough discussion of the procedures 

within the vignette study and the processes involved in the construction of the 

vignette questionnaire. 

Similar to the archival study, the vignette study used a non-random selection 

procedure and largely consisted ofthe collection of categorical data, thereby further 

necessitating the use of nonparametric testing (e.g., chi-square) (Bardens & Abbott, 

1996), as well as tests aimed at analysing multiple levels of categorical data 

(e.g., loglinear analysis). The third objective of this chapter was met in that there was 

justification for and descriptions of the types of statistical tests used in this study. 

The final objective of this chapter was met in that the discussion outlined the ethical 

issues affecting both the archival and vignette studies. These issues consisted of: 

(a) conflict of interest, (b) issue of consent, (c) secure storage of data and (d) reducing 

potential harm to participants. The following Chapters (5 and 6) outline the tests and 

results from the data analyses for the archival and vignette research projects. The 

results are examined in relation to the proposed research questions, hypotheses and 

proposed social support model. 

not be sought from potential participants in the archival study. 
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This chapter has four main objectives with respect to presenting results from the 

archival study. The first objective is to report the reliability statistics in order to 

establish the level of interrater reliability. The second objective is to report the sample 

characteristics (e.g., age, gender), as derived from the patient records, in an effort to 

help describe the content of the notes and the sample upon which the notes were 

based. A third objective is to report the results with respect to whether the attempter 

and ideator groups differed on the following variables: negative support, positive 

support, negative support severity, assessed risk-level, impairment level and the 

number of safety interventions chosen. The final objective is to highlight the two 

important contributions that the archival study makes to the research on youth 

suicide; namely, the introduction ofa new concept of support (e.g., negative support) 

and evidence for the relationship between negative support severity and total safety 

interventions. 

The chapter begins by presenting the reliability statistics. The chapter then presents 

data on the sample characteristics upon which the patient files are written. These 

characteristics include age, gender, diagnosis, comorbidity, alcohol and drug misuse 

and abuse, previous suicide attempts, previous ideation and psychiatric histOIY within 

the family. Chi-square analyses are conducted in order to compare the ideator and 

attempter groups on these sample characteristics. The chapter then presents chi

square analyses for the variables of negative and positive support, negative support 
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severity, impainnent and assessed risk-level, and safety interventions. Following this 

section, results from the loglinear analyses are discussed in order to examine the 

utility of the relationships proposed within the social support modeL 

S.2 Reliability Statistics 

Interrater reliability statistics were computed for all categorical and numerical data 

Results indicated that the ratings, based on the archival records, were reliable with 

one exception. The CGAS scores for the attempter group proved to be unreliable 

using Kendall' s test CD. < 0.00 1 ), the Wilcoxon test CD. < 0.00 1 )  and the Chronbach test 

CD. < 0.00 1 ). Any results found to be significant utilising the CGAS for the attempter 

group therefore need to be interpreted with some caution. As will be discussed, the 

CGAS scale scores were recoded into their subsequent impairment categories. 

Kappas calculated for the CGAS (recoded) were found to be unreliable for both the 

attempter group (kappa = 0.25) and the ideator group (kappa = 0.52). The interrater 

reliability statistics computed for all the categorical data indicated kappa's ranging 

from 0.79 to 1 .00. These results indicate a generally high level of agreement. 

5.3 Sample Characteristics Derived from Patient Records 

With respect to sample characteristics, several variables were identified for both the 

attempter and ideator groups. These included age, gender, diagnoses as based on 

DSM IV (Axes I to IV)14, comorbidity, background factors such as alcohol and drug 

14 The DSM IV is a diagnostic manual used by clinicians for both adults and children (American 
Psychiatric Association, 1994). In the DSM IV, the multiaxial classification system uses five axes: 
Axis 1 - Clinical Disorders and Other Conditions That May Be A Focus of Clinical Attention, Axis IT 
Personality Disorders and Mental Retardation, Axis m - General Medical Conditions, Axis IV -
Psychosocial and Environmental Problems and Axis V - Global Assessment of Functioning. Please 
refer to Chapter 3, footnote 4 for further detail. Please note that this study was interested in determining 
whether the groups differed with respect to the rate of psychopathology, as such data with respect to 
the individual diagnoses will not be presented. 
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misuse, alcohol and drug abuse, previous attempts, previous ideation and psychiatric 

history within the family. Age and gender are discussed in the fol lowing paragraphs 

and the remaining sample characteristics can be found in Table 4. 1 5  Infonnation was 

also collected on method used when engaging in suicidal behaviour for the attempter 

group. Plan specificity was noted for those identified in the ideator group. 

In both the attempter and ideator groups, there were no significant differences found 

with respect to age. The average age for the attempter group was approximately 1 5  

years and for the ideator group it was the same (1 (2, 98) = 0 .08, n.s . ). There were, 

however, significant differences with respect to gender (X2 ( 1 ,  N = 1 00) = 3 .93, 

1). < 0.05) .  Overall, there were more female (N=7 1 )  than male subjects (N=29) and 

there was a higher proportion of females (n=40) in the attempter group compared to 

the nwnber in the ideator group (n=3 1 ). 

For both groups, the most frequent type of diagnoses made by the clinicians came 

under either the DSM Axis 1 category (Clinical Disorders) or the DSM Axis 4 

category (Psychosocial and Environmental Stressors). According to the acute 

assessment reports, an Axis 1 diagnosis was given to a total of 37 patients (74%) in 

the attempter group and to 40 patients (80%) in the ideator group 

(n.s.).  A total of 33 patients (66%) in the attempter group were given an Axis 4 

diagnosis as were 28 patients (56%) in the ideator group (n.s.). The most 

l� It is important to note that chi-square tests were not conducted for those variables in which the cell 
counts were less than 5, as this would have likely produced an unreliable result. Low cell counts 
indicate that the chances of an unreliable result is high and that the power of the test is inadequate 
(80rdens & Abbott, 1 996; Clark-Carter, 1 997). However, the proportions for the variables in which the 
cell COWlts were too low are still reported in the tables more for a matter of interest. Please note that 
within all the tables in this chapter, variables for which no chi-square test was conducted are indicated 
by a --. Also note that throughout Chapter 5, findings not significant are indicated by a n.s. (standard 
short form for not significant). 



Table 4 

Descriptive Statistics and Chi-Square Analyses for Demographics by Group. 

Demo graphics 

DSM Axis 1 

DSM Axis 2 

DSM Axis 3 

DSM Axis 4 

Comorbidity 

Alcohol and Drug Abuse 

Alcohol and Drug Misuse 

Previous Attempts 

Previous Ideation 

Psychiatric History 

ay = 50. by = 50. 

* P < 0.05 

Attempter a 

% Yes !! 

74 37 

2 

1 2  6 

66 33 

32 1 6  

20 1 0  

8 4 

46 23 

40 20 

26 1 3  

Ideatorb 

% Yes !! 

80 40 

6 3 

8 4 

56 28 

24 1 2  

1 0  5 

1 6  8 

46 23 

52 26 

48 24 

i 
(df= 1 )  

0.5 1 

1 .05 

0.79 

1 .96 

1 .52 

0.00 

1 .50 

5. 1 9* 

frequent Axis 1 diagnosis made for both groups was that of Major Depressive 

Disorder. Neither group differed with respect to comorbidity (n.s.). 

147 
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There was no difference found between attempters and ideators with respect to their 

level of alcohol and drug abuse (n.s.), or their alcohol and drug misuse 

(n.s.). Clinicians' reports indicated that ten attempters (20%), compared to five 

ideators ( 1 0%), abused substances. Similarly, clinicians' reports indicated that four 

(8%) attempters had had some experience of alcohol and drug misuse, while eight 

ideators ( 1 6%) had had experience of a similar nature. 

Both the ideator and attempter groups seem to be very similar in that those who 

presented to the Child, Adolescent and Family Service (CAFS) as having made an 

attempt had experienced some suicidal ideation in the past and those who presented 

with ideation had experienced some form of a suicide attempt in the past (see Table 

4). It is important to note that some of the patients from this sample were previous 

clients of CAFS and may therefore have previously been assessed acutely (either for 

ideation or an attempt) more than once, but by different clinicians. In such cases, only 

one of the acute assessment reports was used so long as it fitted the sample criteria as 

indicated in the coding sheet. Regardless, the important point to note here is that these 

groups (with the exception of psychiatric history) share similar characteristics, 

thereby supporting the earlier observation that these groups do in fact overlap (Kosky 

et al., 1 990). 

Data were also collected on methods chosen for attempting and plan specificity for 

self-harm (e.g., details  of how one might plan to self-harm, such as planning to jump 

in front of the rush hour commuter train). The most commonly cited methods chosen 

for attempting suicide were pills (n=33) and the use of a sharp instrument (n=16). For 



the ideator group, approximately 50% had specified a detailed plan at the time of 

assessment. 
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With respect to the reasons for the suicidal behaviour, the most commonly cited 

stressor preceding suicidal behaviour was a fight with a family member (see Table 5). 

A statistically significant difference was found with 29 (58%) attempter files 

indicating a greater frequency of fights with family members compared to 1 7  (34%) 

ideator files (Q < 0.05). Some of the other frequently cited reasons for engaging in 

suicidal behaviour, although not found to be statistically significant, were abuse, 

break up in a relationship, death of a friend or family member, school problems, 

fights with friends, parental separation, bullying and medical difficulties. The least 

frequently cited reasons for suicidal behaviour were relocating, trouble with the law, 

religion, body image and financial difficulties. 

5.4 Support Variables Compared by Group 

5.4.1 (A) Negative Emotional Support, Negative Support Severity, Negative 

Support Source and Negative Support Items 

There was no significant difference found between the attempter and ideator groups 

for negative support (X2 ( 1 ,  N = 1 00)  = 0.33, n.s.). Clinicians' reports indicated that 

42 attempters (84%) showed evidence of negative support compared to 44 (88%) 

ideators. 

Negative support severity was recoded for the chi-square analysis. The medium and 

high levels of negative support severity were collapsed and relabelled as 

medium-high level of negative support severity. This recoding was necessaI}' in order 



Table 5. 

Stressful Life Events Preceding Suicidal Behaviour and Chi-Square Analyses by 

Group. 

Attempte(1 Ideatorb l 
Stressful Life Events % Yes n % Yes n (df= 1 )  

Fights with Family 58 29 34 1 7  5.79* 

Abuse 24 1 2  24 1 2  0.00 

Break-up in Relationship 14  7 1 8  9 0.30 

Death 1 2  6 1 8  9 0.71 

School Problems 1 8  9 1 0  5 1 .96 

Fights with Friends 20 1 0  4 2 

Separation 14  7 6 3 

Bullying 8 4 1 2  6 

Medical 8 4 6 3 

Moving 2 1 2 

Trouble with the Law 0 0 2 1 

Religion 2 1 0 0 

Body Image 0 0 2 1 

Financial 0 0 2 1 

an = 50. bn = 50. 

* I! < 0.05 

1 50 
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to provide more power for testing and to reduce the likelihood of  producing an 

unreliable result. It has been recommended that low cell counts generally necessitate 

either combining cell categories (ifit is logical to do so) or including more subjects to 

increase the sample size (Bordens & Abbott, 1 996). After recoding, it was found that 

there was a significant difference between the attempter and ideator groups for 

negative support severity (� < 0.05) (see Table 6). There were 27 attempter files 

(54%) in which there was an indication of medium-high negative support severity 

compared to 1 9  ideator files (38%). An indication oflow negative support severity 

was evident in a total of 1 5  attempters (30%) and 25 ideators (50%). 

Table 6. 

Negative SUIWOrt Severity CRecodedl and Chi-Square Analysis by Grou�. 

Negative Sup�ort Severity 

Low 

Medium-High 

an = 50. bn = 50. 

x2( l , N = 1 00) = 3.85, P < 0.05 

Attempte(l 

% Yes n 

30 

54 

I S  

2 7  

Ideatorb 

% Yes n 

50 

38 

25 

1 9  

Patient files also contained information about the source o f  negative support. With 

respect to source of support (e.g., friends, family, community), clinicians' reports 
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indicated that negative support originated mainly from friends and family for both 

participant groups. As can be seen in Table 7, chi-square analyses indicated that there 

were no significant differences identified between the two groups with respect to 

source of negative support, be it friends or family. 

Table 7. 

Negative Support Source and Chi-Square Analyses by Group. 

Attempte(l Ideatorb 

Support Source % Yes (df = 1 )  

Negative - Friends 52 

Negative - Family 76 

Negative - Community 8 

a!! = 50. b!! = 50. 

26 

38 

4 

42 

80 

2 

2 1  

40 

1 

Note. The above chi-square results were not found to be significant (n.s.). 

1 .00 

0.23 

It is important to note that due to extremely low cell counts for both groups in the 

community category, it was decided that a chi-square test would not be conducted. 

This decision was made due to the fact that there would have been a strong likelihood 

of producing an unreliable result with such low cell counts. Explanations for why 

there were low cell counts in the community category will be discussed further in 

section 5.4.2. 



1 53 

Within patient files, clinicians made specific references to the types of negative 

support that their patients experienced. These references included: not being able to 

trust another person; not being able to talk to someone; being abused whether 

sexually, emotionally or physically; conflict with either friends or family; being 

isolated from either friends or family; and being bullied by others (see Table 8). The 

most commonly cited reasoD for both groups was conflict with another person; such 

conflict was recorded for 30 of the attempter files (60%) and 26 of the ideator files 

(52%). The next most commonly cited reasons were abuse and isolation from friends 

and family. There were no significant differences between the two groups on any of 

the individual items for negative support (n.s. ). 

Table 8. 

Chi-Square Analyses of References in Reports to Negative Support by Group. 

Attemptef1 Ideatorb 'l 
Negative SUPl!ort % Yes n % Yes n (df= 1 )  
References 

Negative - Trust 12  6 4 2 

Negative - Talk 8 4 4 2 

Negative - Abuse 24 1 2  36 1 8  1 .7 1  

Negative - Conflict 60 30 52 26 0.65 

Negative - Isolation 34 1 7  26 1 3  0.76 

Negative - Bullying 6 3 1 6  8 

an = 50. b
n = 50. 

Note. The above chi-square results were not found to be significant (n.s.). 
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As will be discussed in greater detail in Chapter 7, these findings make an important 

contribution to the research 00 youth suicide in that they suggest the reliability of a 

new concept, negative support (and consequently negative support severity) as 

indicated by the kappas in section S.2. They also simultaneously provide the 

groundwork for an integrated and comprehensive concept (that of negative support) 

which aims to incorporate the research on family conflict, discord and adversity (e.g., 

Beautrais, Joyce & Mulder, 1996; Brent et al., 1 994; CampbeU et al., 1 993; Fergusson 

& Lynskey, 1 995b; Hollis, 1996; Kosky et al., 1 990). 

5.4.2 (B) Positive Emotional Suppo� Positive Support Source and 

Positive Support Items 

There was a significant difference found between the ideator and attempter groups 

("i ( 1 ,  N = 1 00) = 4.86, Q < O.OS), with 29 of the attempter files (S8%) making a 

reference to positive support compared with only 1 8  ideator :files (36%). This finding 

was cootraIy to that hypothesised, since it was expected that there would be a greater 

presence of positive support reported in the ideator group compared to the attempter 

group. Moreover, the attempter files indicated significantly more positive support as 

coming from family (Q < O.OS) (see Table 9). Elaboration of this unexpected finding 

will be discussed in Chapter 7 (see 7.3 .2). 

Comparing attempter and ideator reports, no significant differences were found for 

source of support, whether it be positive or negative, as coming from friends or 

community. Across both groups, the number of :files in which positive support was 

reported as coming from the community totalled only 7 out of 1 00 and only S out of 

1 00 :files in which negative support was reported as coming from community. 



Table 9. 

Positive Support Source and Chi-Square Analyses by Group. 

Support Source 

Positive - Friends 

Positive - Family 

Positive - Community 

at! = 50. b!l = 50. 

*12 < .05. 

Attemptera 

% Yes n 

36 1 8  

38 1 9  

8 4 

Ideatorb 

22 1 1  

14 7 

6 3 

(df= I )  

2.38 

7.48* 
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Due to these low cell counts, and consequently, the likelihood of producing an 

unreliable result, a chi-square test was not conducted for the community category. 

One possible explanation for this finding is that community support may be excluded 

from the acute assessment (e.g. , that its importance in preventing suicide is ignored or 

underrated by clinicians). A second possible explanation is that adolescents may be 

less likely to seek positive support from their community and more likely to seek it 

from either their friends or family in which case it is not underrated by the clinician, 

but rather a true reflection of reality. A final possibility is that the definition of 

community used in this study may not have been appropriate. Given these 

possibilities, it is acknowledged that the archival study may not have been able to 

accurately portray the actual role of community as a source of positive support. 
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The three most commonly cited items in the reports for evidence of positive 

support were being able to spend time with others, being able to talk to someone, and 

being "close" to someone (see Table 10). The overall pattern seems to indicate that 

these types or sources of positive support were more frequently cited for the 

attempter group than for the ideator group. However, the only significant difference 

between the two groups was that for the "positive support - being able to talk: to 

someone" item, which was recorded significantly more often in the attempter files 

than in the ideator files (Q < 0.05). Again, this finding will be discussed in more detail 

in Chapter 7. 

Table 10 .  

Chi-Square Analyses of References in Reports to Positive SUQQort by GrouQ. 

Positive Support 
References 

Positive - Spending Time 

Positive - Close 

Positive - Talk:ing 

*Q < 0.05. 

22 1 1  

32 1 6  

34 1 7  

% Yes !! (df= 1 )  

1 2  6 

22 1 1  

1 2  6 

1 .77 

1 .27 

6.83* 
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With respect to examining any quantifiable variables for support, very rarely were 

references made in the reports to the size of the support network (e.g., small, medium 

or large). Out of 1 00 patient files, only 1 5  had some mention of the size of the support 

network. For the attempter group, four files made mention of a small group, two of a 

medium-sized group and eight mentioned a large group. For the ideators, only four 

files made mention of a small group and one of a large group. Oue to the small cell 

counts for each of these categories, it was inappropriate to conduct chi-square 

analyses. There was also little reference made to the actual number of members 

within the patient's  support network. Therefore, it was once again inappropriate to 

undertake any further testing. 

5.6 Impairment and Risk-Level Measures 

5.6.1 CGAS - Impairment Measure 

Risk-level measure ratings were made based on what clinicians recorded in their 

acute assessment notes. Impairment ratings were made in addition to risk-level 

ratings, as they generally assist clinicians in further determining the level of risk for 

future self-harm. For overall impairment in functioning, as measured by the CGAS, 

there was a significant difference found between attempters and ideators 

(1 (2, 98) = -4. 1 2, Q < 0.00 1 ). The mean scale score for the attempter group was 4 5.50 

(SO = 14.23) and for the ideator group it was 55.48 (SO = 9.53).  Based on 

information in patients' reports, this finding means that the attempter group was rated 

as being at greater risk of impairment in overall functioning compared to the ideator 

group. It is important to note, however, that the standard deviation for the attempter 

group on the CGAS ratings was large. Given that the reliability of scale scores for the 



attempter group were unreliable (see section 5.2), the above findings must be 

interpreted with some caution. 
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The scale scores for the CGAS were recoded into their subsequent impairment 

categories ranging from 1 to 1 0. With the CGAS, there are 1 0  impairment categories 

with scores ranging from 1 to 1 00. These categories are as follows: ( 1 )  1 - 1 0  Needs 

constant supervision and cannot function at home, in school or with peers; (2) 1 1 -20 

Needs considerable supervision and difficulty functioning at home, in school or with 

peers; (3) 2 1 -30 Unable to function in almost all social areas (home, school or with 

peers); (4) 3 1 -40 Major impairment in functioning in several social areas and unable 

to function in one of these areas (home, school or peers); (5) 4 1 -50 Moderate degree 

of interference in functioning in most social areas or severe impairment of 

functioning (home, school or with peers); (6) 5 1 -60 Variable functioning with 

sporadic difficulties or symptoms in several but not all social areas (home, school or 

with peers); (7) 6 1 -70 Some difficulty in a single area (home, school or with peers), 

but generally functioning pretty well; (8) 7 1 -80 No more than slight impairment in 

functioning at home, school or with peers; (9) 8 1 -90 Good functioning at home, in 

school, and with peers; and ( 10) 9 1 - 1 00 Superior functioning in all social areas 

(home, school and with peers). 

Recoding the raw CGAS scores into their subsequent impairment categories was 

necessaxy for the chi-square and loglioear analysis. The spread of raw scores for the 

CGAS was too great and would have seriously compromised the power of the 

statistical tests being conducted due to the large number of cells involved. Due to low 

cell counts for impairment categories one to four (they were similar in meaning to one 
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another), it was decided that these categories needed to be collapsed in order to create 

an overall high category (e.g. , 1 -4). After recoding, there was still a significant 

difference between the groups; the attempter group received significantly higher 

impairment scores than the ideator group (l! < 0.00 1 )  (see Table 1 1 ). Again, these 

findings need to be interpreted with caution largely due to the poor reliability 

statistics computed for these two groups on this measure. As a result of poor 

reliability for the CGAS, no further analyses were conducted. 

Table 1 1 . 

CGAS (Recoded) Statistics and Chi-Square Analyses by GroUl!. 

CGAS (Recoded) Attemptera Ideatorb 

Impairment Categories % Yes 1! % Yes n 

1 -4  High 32 1 6  1 0  5 

5 28 1 4  1 6  8 

6 24 1 2  52 26 

7 Low 1 6  8 22 1 I  

an = 50. bn = 50. 

X2=(3, N = 1 00) = 1 3 .03, P < 0.00 1 

Note. There were no scores noted for impairment categories 8 to 1 0. As a result, they 

are not included in this table. 
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As stated previously, the risk-level ratings were made on the basis o f  what clinicians 

recorded in their acute assessment notes. This specific risk measure was recoded due 

to low cell counts for the high category and because collapsing the medium and high 

categories allowed for a more meaningful comparison. It allowed for a more 

meaningful comparison because the medium and high categories were closer in 

meaning to one another than the low and medium categories. For the specific risk

level measure recoded, it was found that there was a significant difference between 

the ideator and attempter groups (R < 0.000 1 )  (see Table 1 2 ). The attempters were 

more likely to be rated at medium-high risk for self-harm than were the ideators. 

Table 1 2 .  

Risk-Level Measure CRecoded) and Chi-Square Analysis by GrouR. 

Risk-Level 

Low 

Medium-High 

a-!! = 50. b-!! = 50. 

X2( 1 ,  N=1 00) = 7 1 .59, l! < 0.0001 

AttemRte(l 

2 

98 

1 

49 

Ideatorb 

86 

1 4  

43 

7 



5.7 Safety Interventions 
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Chi-square tests were not conducted on the following intervention items due to low 

cell counts: hospitalisation, CYF referral l6, respite care, time-out (for a night and for a 

day), next arranged telephone call with clinician, liaison with General Practitioner, 

telling parents about feeling suicidal, talking to people about feeling suicidal, school 

liaison and promising not to harrn oneself. Although there were no significant 

differences noted between the attempter and ideator groups for the safety 

interventions listed in Table 1 3, it is worth noting that the most frequent interventions 

noted by clinicians for both the attempter and ideator groups were provision of 

emergency numbers, medication and arranging a next appointment. 

The number of safety interventions were totalled for each patient file. Due to low cell 

counts for safety interventions totalling five to nine, and a need to provide more 

power for testing, it was necessary to recode scores ranging from five to nine into a 

new category labelled "five or more." A Mann-Whitney test was used in this analysis 

as the total safety interventions variable was a continuous measurement ranging from 

a minimum score of one to a maximum score of five (or more). This type of 

non parametric test is primarily used when the data are continuous or ordinal in nature 

but when all the assumptions cannot be met for a parametric test. The Mann-Whitney 

test indicated that there was no significant difference between the two groups with 

respect to total safety interventions (recoded) (U = 122 1 .50, P > 0.05). The 

frequencies indicate that the spread of scores ranging from one to five ( or more) 

16 CYF - Referral to Child, Youth and Family (previously known as CYPFS - Children, Young 
Persons and Their Families Service). Please note that all ethics applications and coding sheets make 
reference to the previous name, CYPFS, as the service only recently changed name. CYF is a child 
protection agency. Its equivalent in North America would be the Children·s Aid Society (CAS) 
(Canada) or the Department of Child and Family Services (DCFS) (USA). 
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Table 13 .  

Safety InteIVentions and Chi-Square Analvses bv Group. 

Attemptera 

Safety InteIVentions (df= I)  

Hospital 10  5 8 4 

CYF 2 16 8 

Respite 2 0 0 

Emergency Numbers 48 24 38 19  1 .02 

Tirne-Out 12  6 4 2 

Time-Out - Night 0 0 2 

Tirne-Out - Day 2 0 0 

Limiting Method 14  7 12 6 0.09 

Medication 36 18 36 18 0.00 

Referral - CAFS 10 5 14 7 0.38 

Referral - External 1 8  9 16 8 0.07 

Next Appointment 94 47 96 48 0.2 1 

Next Telephone Call 4 2 14 7 

Liaison with GP 1 2  6 8 4 

Tell Parents 4 2 4 2 

People to Talk to 8 4 4 2 

School Liaison 10  5 8 4 

Promise Not to Harm 2 10 5 

Someone Watching Over Child 12  6 18  9 0.71 

a!! = 50. b!! = 50. 

was very similar for both the attempter and ideator groups (see Table 1 4). 
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Table 14 .  

Frequencies for Total Number of Safety Interventions CRecoded) by Group. 

Attempte(l Ideatorb 

Total Safety 
Interventions % Total !! % Total n 
(Recoded) 

1 22 1 1  22 1 1  

2 22 1 1  1 8  9 

3 20 10  22 I l 

4 26 1 3  20 1 0  

5-9 1 2  6 18  9 

8!! = 50. b!! = 50. 

With respect to time specificity for next appointment and next arranged telephone 

contact, it appeared as if clinicians very rarely recorded the specific time period 

between the acute assessment and the next appointment or telephone contact (see 

Table 1 5). A likely explanation for this situation is that clinicians may discuss the 

time specificity at the end of the acute assessment as part of their course of action, but 

fail to record the exact nature of the next appointment or telephone contact details. 

Accordingly, the reported results for time specificity may not be a true reflection of 

what actually happens at the end of an acute assessment. 
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Table 1 5 .  

Safety Interventions (Time Specificity) and Chi-Square Analyses by Group. 

Attempte(l Jdeatorb 
Time Specificity % Yes n % Yes n 

Appointments 

24 Hour 2 1 6 3 

End of Week 4 2 6 3 

Following Week 24 1 2  2 0  1 0  

Telephone 

24 Hour 0 0 2 

End of Week 0 0 4 2 

Following Week 2 1 2 1 

Note. Chi-square tests were not conducted on time specificity due to low cell counts. 

5.8 LogJinear Analysis 

The more complex analyses of data for the archival study involved applying a 

10gIinear model in order to test the correlation of multiple categorical variables (social 

support, risk-level and safety interventions). As indicated earlier, recodings were 

conducted for negative support severity, risk-level and total safety interventions. As a - . -
key aim of this study was to test the interrelationships between social support, risk-

level and safety interventions, the logIinear model analysis was crucial in determining 
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whether there were any significant relationships between these variables. Prior to 

analysis, several variables had to be recoded - namely that of negative support 

severity (see section 5.4. 1 ), risk-level (see section 5 .6.2) and total safety interventions 

(see section 5.7). Please refer to the noted sections for specific detail about how they 

were recoded. The frequencies within the loglinear analysis needed to be of a 

reasonable size prior to commencing analysis which accounts for why negative 

support severity, risk-level and total safety interventions had to be recoded. 

Three different loglinear model analyses will be presented, keeping these variables 

constant (i.e., group, risk-level and safety interventions) and introducing different 

combinations of negative support, negative support severity and positive support. The 

analyses are presented in this manner in order to determine whether negative support, 

negative support severity and positive support have any significant effects with risk

level and/or safety intervention recommendations 

The results of the loglinear analysis (backward elimination strategy) indicated that 

there were several significant interactions. The backward elimination strategy 

eliminates the effect with the least predictive value (i.e. ,  largest probability, provided 

that the probability is greater than 0.05). The first loglinear analysis tested for any 

effects between the following variables: group, risk-level, negative support severity 

and total safety interventions. The analysis revealed significant effects between group 

and risk (recoded) and between negative support severity and total safety 

interventions (recoded). This loglinear analysis terminated at step 1 0, since at this 

step the probabilities were all below 0.05. The likelihood ratio chi-square change was 

83. 0 1  for the effect between group and risk-level (recoded) (Q < 0.0001 )  and 1 2.70 for 

negative support severity (recoded) and total safety interventions (recoded) 
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(p < 0.05). The final model indicated a likelihood ratio chi-�uare of 1 6. 1 O  (p = 0.95), 

thereby indicating that there were no significant effects between all of the variables 

entered into this analysis (e.g. , no three-way effect). The effect between group and 

risk-level, consistent with the earlier chi-square findings, means that the attempter 

group received higher risk-level ratings than the ideator group (see Table 12). The 

second effect (ne�ative support severity and total safety interventions) seems to 

indicate that a lower number of safety interventions were initiated by clinicians with 

respect to patients with lower negative support severity ratings compared to the 

number initiated for patients with higher negative support severity ratings. 

The second 10gIinear test analysed the following variables: group, negative support, 

risk and total interventions, with both risk and safety interventions recoded for the 

analysis. The findings indicated that, with the exception of the effect between group 

and risk, there were no significant relationships amongst these variables. The - -
likelihood ratio chi-square change was 86.89 for the effect between group and risk-

level (l! < 0.0001 ). The final model indicated a likelihood ratio chi-square of22.50 

(l! = 0.87), thereby indicating that there were no three- or four-way interactions 

between woup, negative support, risk and total interventions. 

The third 10gIinear test analysed whether there were any effects between the variables 

of group, positive support, risk-level (recoded) and total safety interventions 

(recoded). This analysis indicated that there were significant effects between �oup 

and risk-level and group and positive support. The likelihood ratio chi-square change 

was 86.89 for the effect between group and risk (recoded) (l! < 0.0001 )  and 4.90 for 

group and positive support ill < 0.05). This 10gIinear result confinns the chi-square 
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findings in which it was shown that attempters received higher risk-level ratings than 

ideators and attempters reported receiving more positive support than ideators. The 

final model indicated a likelihood ratio chi-square of22.77 (l! = 0.93), thereby 

indicating that there were no three- or four-way effects. It is important to note that the 

standardised residuals for all of the loglinear model analyses previously discussed 

indicate that the model fits all cells reasonably weU. 

These loglinear analyses confirm the findings noted from the earlier chi-square tests -

namely that attempters received higher risk-level assessments and reported a greater 

presence of positive support than ideators. In addition, the effect noted between 

negative support severity and total safety interventions indicated that a lower number 

of safety interventions were initiated by clinicians with respect to patients with lower 

negative support severity ratings compared to the number initiated for patients with 

higher negative support severity ratings. Interestingly, this latter finding confirms one 

of the expected relationships proposed within the social support model. That is, the 

finding demonstrates that there is evidence for a relationship between negative 

support severity and total safety interventions, not previously tested. Dicker et al. 

( 1 997) and Morrissey et al. ( 1 995) provide evidence for a relationship between 

clinical information (such as social support and diagnosis), risk-level and safety 

interventions, but focus rather on the single outcome variable ofhospitaIisation. The 

results from the loglinear model analysis indicated that further testing of the 

relationships proposed within the social support model was necessary. Further testing 

was necessmy due to the fact that the archival study demonstrated evidence for only 

one aspect of the social support model (the relationship between negative support 

severity and total safety interventions). 
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The aims of this chapter were to: (a) report the interrater reliability statistics for the 

archival study, (b) report the sample characteristics of the attempter and ideator 

groups; (c) report whether there were any group differences for the variables of 

negative and positive support, negative support severity, risk-level, level of 

impairment and safety interventions; (d) to report the results with respect to the 

loglinear model analyses; and (e) to discuss the important contribution that the 

archival study has for the research on social support and youth suicide. Overall, this 

chapter met its objectives for reporting these results from the archival study. 

On the basis of infonnation collected from acute assessment reports, no significant 

differences were found between the attempter and ideator groups with respect to 

diagnosis, comorbidity, alcohol and drug misuse/abuse, past attempts and previous 

ideation. Indeed, for these variables the two groups were VeI)' similar. Of particular 

importance is the fact that an equal percentage of attempters and ideators were found 

to have engaged in a previous suicide attempt and that an almost equal percentage of 

attempters and ideators had experienced previous suicidal ideation. However, these 

two groups did differ on other measures, such as negative support severity, positive 

support, risk-level and impairment level. Results indicating differences between the 

two groups with respect to level of impainnent (as measured by CGAS scores) need 

also to be interpreted with caution due to the poor reliability found for the CGAS 

impairment scores for the attempter group. Overall, the attempter group had higher 

risk-level ratings, higher impairment or CGAS ratings, and higher levels of negative 

support severity compared to the ideator group. Despite having several similarities 

with respect to sample characteristics, these two groups did differ in terms of risk-
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level and the type of behaviour exhibited. These findings demonstrate that attempters 

and ideators are part of an overlapping population (see Dubow et al., 1 989; Fergusson 

& Lynskey, 1995b; Kosky et al., 1 990). 

The files examined indicated that the attempter group experienced more positive 

support and a greater level of negative support severity than the ideator group. These 

findings appear to be in opposition to one another and further discussion of this 

dilemma is included in Chapter 7.  The attempter group also received higher risk-level 

ratings and impairment ratings than the ideator group. These findings support the 

expectation that the attempter group, exhibiting more severe suicidal behaviour than 

the ideator group, would be at higher risk of suicide and impairment in overall 

functioning. It was also expected that the attempters would experience a greater level 

of negative support severity, since they are at greater risk of suicide compared to 

ideators. These hypotheses were based on the research findings which suggest that 

attempters tend to experience more childhood adversity than ideators (Fergusson & 

Lynskey, 1 995b; Kosky et aI., 1 990) and report lower levels of family support 

compared to those who have suicidal ideation (Dubow et aI., 1 989). In addition, it has 

been demonstrated that risk of suicide increases with exposure to family adversity, 

conflict and discord (see Beautrais, Joyce & Mulder, 1996; Brent et al., 1 994; 

Camp bell et al., 1993). ContraIy to what was expected, there were no significant 

differences between the two groups with respect to either total safety interventions 

indicated or individual safety interventions. As discussed, these findings make an 

important contribution to the research on youth suicide in that they provide evidence 

for a concept, otherwise known as negative support, which integrates the research on 

family conflict, adversity and discord. This concept is important because it can 
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broaden our understanding of how various types and degrees of negative support can 

affect risk-level assessments and the types of safety interventions initiated by 

clinicians. 

The loglinear model analysis indicated that significant interactions were found 

between the variables of group and risk-level assessment (recoded), group and 

positive support, negative support severity (recoded) and total safety interventions 

(recoded), and group and negative support severity (recoded). It was expected that the 

level of negative support severity would impact upon both the risk-level assessments 

and the safety interventions initiated by clinicians. This hypothesis was based on 

findings which indicated that a lack of support played a significant role in 

determining risk and consequently the necessruy safety interventions needed in order 

to ensure patient safety (Dicker et aI. ,  1997; Morrissey et al.,  1995). The implications 

of these findings for the proposed social support model are explored in Chapter 7.  

The archival study enabled preliminary testing of the interrelationships between 

social support, risk-level and safety interventions and indicated that more rigorous 

testing of these relationships was necessary, since only one relationship proposed 

within the social support model was found to be significant in the archival study; that 

is, the interaction between negative support severity and total safety interventions 

(recoded). A supplementary analysis was conducted omitting the variable of abuse 

from the chi-square and loglinear model analyses in order to determine whether it had 

any effect(s) on the archival study results. Removal of abuse from the analyses did 

not appear to have any effect on the relationships found significant in the chi-square 

analyses, but did in the loglinear model analysis (see Appendix G for full discussion 

of these post hoc findings). 
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For the vignette study, a questionnaire was administered to 23 Child, Adolescent and 

Family Service (CAFS) clinicians. The questionnaire consisted of 1 8  vignettes in 

which negative support severity (without or with positive support) was varied to 

ascertain its relationship to clinicians' risk-level assessments and safety intervention 

recommendations. The clinicians were also asked to indicate the types of information 

that they used when making their recommendations and the steps that they took 

during the decision-making process. 

This chapter has four main objectives. The first objective is to report the results 

from the loglinear model analysis. The loglinear analysis was chosen because: (a) it 

can help to assess whether there are any interactions between the variables, 

negative support severity (without or with positive support), assessed risk-level and 

safety intervention recommendations; and (b) it is the most appropriate test to use 

when measuring multiple layers of categorical data (Cl ark-Carter, 1 997). A second 

objective is to present results from the MCA and CA analyses conducted in order to 

detennine whether there are particular safety interventions associated with 

particular risk-levels. The third objective is to assess the written replies provided by 

clinicians with respect to: (a) the infonnation used to help make their safety 

recommendations, and (b) the steps that they took to reach their recommendations. 
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The principles from a grounded theory approach (using thematic pattern and 

content analysis) were employed for this portion of the analysis. The final objective 

of this chapter is to outline the contributions of the present study to the research on 

risk-level assessment and safety interventions. 

6.2 Reliability Statistics 

As a necessary prelude to the pursuit of the above objectives, reliability statistics 

were calculated using a multi-rater kappa to determine the level of agreement 

amongst clinicians for risk-level responses. The multi-rater kappa was calculated to 

be 0.55 which indicates that agreement is better than chance for risk-level ratings, 

but not perfect. Frequencies calculated for risk-level responses confinned that the 

greatest spread of responses for vignette risk-level assessments, and hence the 

greatest level of disagreement, was for vignettes 7 and 8 (see Table 1 6). 

Accordingly, an analysis was conducted omitting responses for vignettes 7 and 8. 

The multi-rater kappa increased from 0.55 to 0.60 - a substantial improvement in 

inter-rater reliability. Overall, the multi-rater kappa indicated that agreement 

amongst clinicians for risk-level ratings was adequate, and the results appear to be 

superior to those in previous studies which examined clinician agreement among 

risk ratin�s and clinical disposition decision-making (see Apsler & Bassuk, 1 983; 

Englemen et aI., 1 998; Hendryx & Rohland, 1 997; Stelmachers & Sherman, 1 992). 
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Table 16. 

Frequencies for Risk-Level Responses by Vignette. 

Risk-Level 

Vignette8 Medium 

1 23 
2 5 1 8  
3 6 1 7  
4 23 
5 4 1 8  1 
6 23 
7 15  7 1 
8 14 7 2 
9 6 1 7  
10  4 1 9  
1 1  23 
12 4 1 9  
13 2 1 2 
14  2 1 2 
1 5  5 1 6  2 
16  1 1 9  2 
1 7  9 1 3 
1 8  8 1 4  

aVignettes 1 - 1 5  N = 23, vignettes 16- 18  N = 22. The sample size for vignettes 1 6-
1 8  was slightly lower due to the fact that one clinician was unable to complete the 
questionnaire in the allotted time. 

6.3 Experience Analysis 

An analysis was conducted to determine whether years of experience working with 

adolescents in the mental health sector had any impact upon clinician responses. 

There were seven clinicians who reported having one year or less clinical 
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experience, eight who reported one to five years, four with six to ten years, two 

with eleven to fifteen years, one with sixteen to twenty years and one with twenty

one to twenty-five years experience. The mean for years of experience was 5.78 

and the median 5.00. 

While loglinear analysis using the model selection procedure on SPSS 8.0 does not 

permit the removal of the possible effects of one variable on other variables, years 

of work experience can be entered into the loglinear analysis to see if it 

significantly interacts with any of the other variables in the proposed social support 

model (i.e., negative support severity (without or with positive support), assessed 

risk-level and safety interventions). To conduct this loglinear analysis it was 

necessary to code the variable "years of experience" into the following categories: 

one year or less, two to five years and six to twenty-five years. The total safety 

interventions variable was recoded into a low category (one to four interventions) 

and high category (five to ten interventions). The categorisation for both variables 

was chosen to reflect an equal distribution of scores within each specific category 

and to increase the power of the 10gIinear analysis by increasing the numbers within 

each individual cell. 

There were no significant effects noted between experience and negative support 

severity (without or with positive support), assessed risk-level and safety 

interventions. The final model indicated a l ikelihood ratio chi-square of 68.92 
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(Q = 0.85), thereby indicating that there was no significant effect found between all 

three variables (no three-way effect). It may therefore be concluded that years of 

work experience did not play a significant role in the risk-level assessments made 

or interventions chosen. Chi-square tests were also conducted looking at years of 

experience (recoded) and assessed risk-level cl (2, N = 365) = 3.52, Q = 0.48), and 

years of experience (recoded) and total safety interventions (recoded) (l2 (2, N = 

365) = 1 .93, Q = 0.38) and no significant results were obtained. Accordingly, no 

further analyses were conducted using this variable. 

Interestingly enough, Stelmachers and Sherman ( 1 992) found that decision-making 

variability for risk-level assessments and safety intervention recommendations was 

significantly reduced following the introduction of a risk-level guideline (see 

Chapter 4, section 4 .3). Other studies have also demonstrated that experience plays 

a role in risk-level assessment and the decision to hospitalise ( see Apsler & Bassuk, 

1 983; Engleman et al., 1 998). Perhaps experience was not found to be significantly 

associated with risk-level assessment in the present study due to the fact that a risk

level guide was provided within the questionnaire. A likely explanation is that 

assessments made using the risk-level guide may have precipitated certain safety 

recommendations (e. g. , high risk then hospitalise; low risk then arrange a later 

appointment time). Perhaps the risk-level guide indirectly reduced the variability in 

the safety interventions recommended by clinicians. However, this alone does not 

adequately suggest why experience did not have an impact upon recommendations 

for safety interventions. Regardless, future researchers may want to examine the 
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role that experience plays in the decision-making process in an effort to further 

clarify its role in risk-level assessment and safety recommendations. 

6.4 Loglinear Model and Chi-Square Analysis For Social Support Model 

A loglinear model analysis was conducted utilising the variables of negative 

support severity (without or with positive social support), assessed risk-level and 

total number of safety interventions. For this analysis, only the variable, total safety 

interventions was re coded. The total number of safety interventions for each 

vignette ranged from one to ten, and it was decided that this variable would be 

recoded into two categories - low (one to four) and high (five to ten). After 

recoding, the loglinear analysis had a total cell count of 36 (originally 1 62). This 

recoding was necessary in order to deal with the problems associated with small 

cell counts (i .  e., the power of a test can be increased by increasing the cell counts). 

It was not necessary to recode negative support severity (without or with positive 

support) or assessed risk-level due to the reduction in the total cell count achieved 

by limiting the variable of total safety interventions. 1 7  Following recoding, the 

expected and observed frequencies indicated that the cells were of a reasonable 

size. It is also important to note that the loglinear analysis was conducted omitting 

clinician responses for vignettes 7 and 8 as a result of the reliability findings 

indicated earlier. 

17 Every variation of recoding the variables of negative support severity (without or with positive 
support), assessed risk-level and safety interventions was entered into the analysis. However, the 
ideal outcome was the recoding conducted by collapsing the total safety interventions category 
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The loglinear model backward elimination strategy begins by eliminating the effect 

with the least predictive value (i.e., largest probability, provided that the probability 

is greater than 0.05). The loglinear analysis for the vignette study terminated at step 

2,  since at this step all of the probabilities were well below 0.05. Therefore, no 

effect could be removed without significantly reducing the predictive power of the 

model. The best model revealed significant effects for: negative support severity 

(without or with positive support) and assessed risk-level, negative support severity 

(without or with positive support) and total safety interventions (recoded), and 

assessed risk-level and total safety interventions (recoded). 

The likelihood ratio chi-square change was 54.96 for the effect between negative 

support severity (without or with positive support) and risk-level assessment 

(n < 0.0000 1 ), 26. 1 9  for negative support severity (without or with positive 

support) and total safety interventions (n < 0.00001 ), and 89.76 for risk-level 

assessment and total safety interventions (n < 0.0000 1 ). The final model indicated a 

likelihood ratio chi-square of 1 5 .68 en = 0 . 1 1 ), thereby indicating that there was no 

significant effect found between all three variables (i .e. , no three-way effects 

between negative support severity (without or with positive support), risk-level and 

safety interventions). The standardised residuals from the loglinear model analysis 

indicate that the model fits all cells reasonably well. Please refer to Appendix H for 

further detail regarding the observed and expected frequencies. Appendix H 

provides further statistical information on the loglinear model results. 

because it resulted in the largest reduction in the total cell count, thereby providing more statistical 
power for analysis. 



1 78 

In order to more specifically examine the nature of these interactions, it was 

necessary to conduct further chi-square analyses. In order to assist in the 

interpretation of results, negative support severity (without or with positive support) 

was recoded into the following dimensions: low negative support severity without 

positive support, medium-high negative support severity without positive support, 

low negative support severity with positive support, and medium-high negative 

support severity with positive support. For the variable, negative support severity 

(without or with positive support), the medium and high categories were collapsed 

into one category as they are more similar in meaning to one another than the low 

and medium or low and high categories. With the variable recoded in this fashion, 

the results indicated a significant relationship between negative support severity 

(without or with positive support) (recoded) and risk-level assessments (R < 0.00 1 )  

(see Table 1 7). 

More specifically, those vignettes featuring subjects with either a medium-high 

level of negative support severity without positive support or medium-high level of 

negative support severity with positive support had a similar pattern of results when 

viewed across risk-level assessment categories (see Table 1 7); that is, they 

received a greater number of medium and high risk-level ratings than low risk-level 

ratings by clinician respondents. Interestingly, positive support did not appear to 

make any difference in the risk-level assessments for vignettes featuring subjects 

with medium-high levels of negative support severity. Vignettes featuring subjects 



Table 1 7. 

Chi-Square Analysis of Negative Support Severity (Without or With Positive 

Support) (Recoded)' and Risk-Level. 

Negative Support Severity 

(Without or With 

Positive Support) 

Low Negative Support 
Severity Without 
Positive Support 

Medium-High Negative 
Support Severity 
Without Positive Support 

Low Negative Support 
Severity with Positive 
Support 

Medium-High Negative 
Support Severity with 
Positive Support 

an = 1 07. bn = 1 27. en = 1 3 1 . 

2 1 .50 

28.00 

26.20 

24.30 

'';(6, N=365) = 34. 1 4, Q < 0.00 I .  

n 

23 

30 

28 

26 

Risk-Level 

Mediumb 

n 

4.70 6 

38.60 49 

1 9.70 25  

3 7.00 4 7  

29.00 

29.00 

1 1 .50 

30.50 

1 79 

..n 

38 

38 

1 5  

40 

rated with a low level of negative support severity with positive support were found 

to have received a greater number of low (26%) rather than medium and high risk-

level ratings (20% and 1 2% respectively) by clinician respondents. 
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Those vignettes featuring subjects with a Iow level of negative support severity 

without positive support received a greater number of high risk-level ratings by 

clinician respondents compared to Iow and medium clinician risk-level ratings (see 

Table 1 7). For this particular severity level, an unexpected finding was that 

clinicians rated vignettes featuring subjects containing low levels of negative 

support severity without positive support either as Iow (22%) or high risk (29%), 

with only a few allocating a medium risk-level rating (5%). This unusual result 

could be due to the fact that positive support was purposefully omitted for these 

particular vignette subjects. In any case, it might have resulted in fewer high risk

level ratings and more low and medium risk-level ratings if positive support was 

present in addition to a Iow level of negative support severity, as can be evidenced 

in the category labelled low negative support severity with positive support (see 

Table 1 7). However, this is only one likely explanation and further exploration of 

this unusual result will be highlighted in Chapter 7. 

There appeared to be a complex yet significant relationship between the variables 

of negative support severity (without or with positive support) (recoded) and total 

safety interventions (recoded), as indicated by the chi-square results (Q < 0.00 1 )  

(see Table 1 8). The same significant relationship was found even when negative 

support severity (without or with positive support) was not recoded e:x.2 (5, N = 365) 

= 34.57, Q < 0.00 1 ). As discussed, negative support severity (without or with 

positive support) were recoded specifically to assist in data interpretation and to 

increase the test's analytical power. 



Table 1 8 . 

Chi-Square Analysis of Negative Support Severity (Without or With Positive 

SupPOrt) (Recoded) and Total Safety Interventions (Recoded). 

Negative Support Severity 

(Without or With 

Positive Support) 

Low Negative Support Severity 
Without Positive Support 

Medium-High Negative Support 
Severity Without Positive Support 

Low Negative Support 
Severity with Positive Support 

Medium-High Negative Support 
Severity with Positive Support 

X2(3, N = 365) = 30.58, P < 0.00 1 .  

Total Safety Interventions (Recoded) 

Lo� 

( 1 4 )  

20.40 

23 .60 

30.60 

25.50 

n n 

32 1 6.80 

37 38.50 

48 9.60 

40 35. 1 0  

35 

80 

20 

73 

Vignettes featuring subjects in which there were medium-high levels of negative 

support severity (without or with positive support) received a significantly greater 

\ 8 \  

proportion o f  recommendations in the high category (e.g., 39% and 35%) than the 
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low interventions category (e.g., 24% and 26%). This finding seems obvious in that 

situations in which there are high levels of negative support (irrespective of positive 

support) would seem to, by their very nature, necessitate more safety intervention 

recommendations. For example, the presence of abuse (high level of negative 

support severity) might necessitate a child protective services referral, medical 

intervention, ongoing counselling, provision of emergency numbers among a few 

others. However, the presence of minor conflict (low level of negative support 

severity) may only necessitate a recommendation for ongoing family and/or 

individual counselling. For the medium-high levels of negative support severity, 

positive support did not appear to make any difference in the type of 

recommendations made (low or high). Perhaps the role of positive support is 

minimised or even ignored by clinicians in situations where there is a presence of a 

medium-high level of negative support. It might be more difficult to detect or 

acknowledge a supportive relationship while exploring more traumatic issues, such 

as abuse, with clients. 

Vignettes featuring subjects in which there were low levels of negative support 

severity without positive support had a similar proportion of low (2 1 %) and high 

( 1 7%) category recommendationS. Vignettes featuring subjects in which there were 

low levels of negative support severity with positive support received 

proportionately less recommendations in the high category ( 1 0%) compared to the 

low interventions category (3 1 %). This finding seems to indicate that positive 

support may have played a more influential role in recommendations made for 
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those vignettes in which there was a low level of negative support compared to 

those with a medium-high level of negative support. As discussed, it is likely that 

medium-high levels of negative support severity may overshadow and consequently 

minimise the role and presence of positive support. Perhaps positive support is 

more present and easily detectable in those situations where there are low levels of 

negative support. It is important to note that this is one likely explanation and that 

more research would need to be conducted to further examine the role of social 

support in making safety intervention recommendations. 

A chi-square test was also conducted in order to more specifically examine the 

relationship between total safety interventions (recoded) and risk-level. For the chi

square test, it was necessary to recode total safety interventions in order to increase 

the power of the test by reducing the number of cells. Using a chi-square test, a 

statistically positive relationship was found between the variables of risk-level and 

total safety interventions (recoded) (Q < 0.00 1 )  (see Table 1 9). This test was 

conducted to specifically examine the relationship between the various levels of 

risk (Iow, medium and high) and total safety interventions. Vignettes featuring 

subjects with higher risk-level assessments received proportionately more high 

category (5- 1 0) recommendations and vignettes featuring subjects with lower risk

level assessments received proportionately more low category ( 1 -4) 

recommendations. These findings make the following important contributions to 

the research on social support and suicidality. First, this study establishes a 

relationship between positive support and safety interventions. Although previous 



Table 19. 

Chi-Square Analysis of Risk-Level by Total Safety Interventions (Recoded). 

Risk-Level 

Low 

Medium 

High 

an = 1 57 bn = 208. 

X2(2, N=365) = 93.57, R < 0.00 1 .  

Safety Interventions 

( 1 -4) 

n 

54. 1 0  85 

3 1 .20 49 

1 4.60 23 

Highb 

(5- 10) 

n 

1 0.60 22 

37.50 78 

5 1 .90 1 08 
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research has indicated a relationship between positive support and risk-level 

assessment (see Pinto et aI. ,  1 998; Pritchard, 1 995; Rubenstein et aI. ,  1 998), it has 

not directly tested the relationship between positive support and recommended 

safety interventions. 

Second, the vignette study establishes a relationship between the various levels of 

negative support severity (without or with positive support) and risk-level 

assessment. Although this has been indirectly achieved through the research on 

family conflict, discord and adversity (see e.g., Beautrais, Joyce & Mulder, 1 996; 
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Brent et aI., 1 994; CampbeU et aI. ,  1 993; Fergusson & Lynskey, 1 995b; Hollis, 

1996; Kosky et aI., 1990), the relationship between support and risk-level has not 

been assessed through the use of a single concept (negative support) which 

integrates the previous research on family conflict, discord and adversity. Finally, 

this study assesses the relationship that both positive and negative support have 

with assessed risk-level and recommended safety interventions. Previous studies 

have largely focused on the relationship between positive support (e.g. , Pinto et aI . ,  

1 998; Pritchard, 1995), negative support (e.g., Beautrais, Joyce & Mulder, 1996; 

Brent et aI. ,  1994; Campbell et aI. ,  1 993; Fergusson & Lynskey, 1 995b, Hollis, 

1 996; Koksy et aI. ,  1 990), or both (Rubenstein et aI., 1 998) and risk-level only. 

Further elaboration of these contributions and their implications, wil l  be addressed 

in Chapter 7. 

Results indicated that evidence was found for several significant relationships 

within the social support model - namely that between negative support severity 

(without or with positive support) and risk-level, risk-level and total safety 

interventions, and negative support severity (without or with positive support) and 

total safety interventions. It was previously noted that within these relationships, 

there were some unusual and unexpected results. These results demonstrate that 

there is some validity to the interrelationships proposed within the social support 

model and that perhaps these relationships will provide some insight into how and 

why clinicians make certain risk-level assessments and safety recommendations. 



6.5 Chi-Square Analysis for Risk-Level Assessment and Safety 

Interventions 
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As a result of finding a significant effect between total safety interventions 

(recoded) and risk-level assessment, further specific analysis examining each 

individual safety intervention by risk-level was deemed essential. Responses to 

vignettes 7 and 8 were excluded from these analyses for the reason given earlier 

(see section 6.2). It is important to note that chi-square tests were not conducted for 

those interventions in which the cell count was low (defined as less than 5) due to 

the fact that this would have produced unreliable results (indicated by a - in Table 

20). However, the proportions are presented largely for a matter of interest. 

Chi-square analysis of safety interventions by risk-level assessment revealed 

significant associations with 1 1  variables (see Table 20). Due to Iow cell counts, 

chi-square analyses were not conducted on the following variables: hospitalisation, 

respite care, appointment (next week), phone call (end of week and next week), 

monitoring, family and individual therapy and external referral. More importantly 

though, at the 0.05 level, there were statistically significant differences between the 

various risk-levels (low, medium and high) and the following safety interventions: 

phone call and internal referral to CAFS staff. At the 0.00 1 level, there were 

statistically significant differences between the various risk-levels (low, 

medium and high) and the following safety interventions: CYF, time-out, 

medication, limiting method availability, provision of emergency phone numbers, 



Table 20. 

Chi-Square Analvses of Individual Safety Interventions bv Risk-Level Assessment. 

Safety Interventions 

Hospitalisation 

CYF 

Respite Care 

Time-Out 

Medication 

Limiting Method 
Availability 

Emergency 
Numbers 

Appointment 

Appointment - 24 hrs. 

Appointment - End of Week 

Appointment - Next Week 

Phone Call 

Phone Call - 24 hrs. 

Phone Call - End of Week 

Phone Call - Next Week 

Liaison with GP 

Liaison with School 

Monitor 

Family/lndividual 
Therapy 

External Referral 

IntemaI Referral 

*Q < 0.05. 
**11 < 0.00 I .  

Low 

% Yes !! 

0.00 0 

5.30 5 

0.00 0 

7.50 8 

1 2.80 1 6  

1 2.90 30 

22.30 53 

3 1 .00 1 04 

7.00 9 

32.60 43 

73.20 52 

38.30 46 

26. 70 24 

74. 1 0  20 

1 00.00 2 

2 1 . 70 40 

28. 1 0  5 7  

4 1 .70 1 0  

64.30 9 

1 2.50 

1 3.20 5 

Risk-Level 

Medium .Hi&h... 
% Yes !! % Yes 

1 2.50 6 87.50 

45.70 43 48.90 

33.30 1 3  66.70 

45.80 49 46.70 

29.60 37 57.60 

43.30 1 0 1  43.80 

38. 70 92 39. 1 0  

36.90 1 24 32. 1 0  

38.30 49 54.70 

44.70 59 22.70 

2 1 . 1 0  1 5  5.60 

35.80 43 25.80 

4 1 . 1 0  3 7  32.20 

1 8.50 5 7.40 

0.00 0 0.00 

29.30 54 48.90 

32.00 65 39.90 

1 2.50 3 45.80 

2 1 .40 3 1 4.30 

37.50 3 50.00 

34.20 1 3  52.60 
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-L 
...!! (df=2) 

42 

46 35.23** 

26 

50 34.85** 

72 44. 1 3** 

1 02 84. 1 I ** 

93 1 6.45** 

1 08 25.83** 

70 53.49** 

30 1 6.56** 

4 

3 1  1 0.05* 

29 2. 1 0  

2 

0 

90 27.96** 

8 1  3.30 

1 1  

2 

4 

20 7.09* 
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appointment, appointment at 24 hours, appointment at the end of the week, and 

liaison with General Practitioner (GP). 

There tended to be a significant association between medication and risk-level, with 

medication more likely to be recommended by clinician respondents for those 

vignettes where the subject was rated at medium and high risk-level in comparison 

to where the subject of the vignette was rated at a low risk-level. A similar 

relationship was found with respect to appointment at 24 hours and liaison with GP. 

As indicated by clinicians' responses, referrals  to CYF, time-out placements, 

limiting method availability and provision of emergency numbers tended to be 

more significantly associated with those vignettes where the subject was at a 

medium to high risk-level of suicide compared to those where the subject was at 

low risk-level. Interventions involving medication, appointment at 24 hours and 

liaison with GP were also more likely to be recommended for those vignettes where 

the subject was rated at a medium and high risk-level than a low risk-level. 

However, when examining only the medium and high risk-level ratings, these latter 

interventions were recommended to a greater degree for those vignettes where the 

subject was rated at a high risk-level. For example, a time-out was recommended 

by clinicians for 49 (46%) of the medium risk-level vignette subjects and 50 (47%) 

of the high risk-level vignette subjects compared to 8 (8%) of the low risk-level 

vignettes. In contrast, medication was recommended for 37 (30%) of the medium 

risk-level vignette subjects and 72 (58%) of the high risk-level vignette subjects 

compared to 1 6  ( 1 3%) of the low risk-level vignette subjects. Overall, both time-
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out and medication were recommended more often for those vignette subjects at 

medium and high risk-level compared to those at Iow risk-level. However, when 

examining only the medium and high risk-level groups, medication was 

recommended more often for the high risk-level group compared to the medium 

risk-level group, whereas time-out was recommended almost as frequently for both 

the medium and high risk-level groups. 

Clinicians were more likely to recommend a telephone call for vignette subjects 

rated at a low and medium risk-level (p < 0.05). Appointments made for the end of 

the week were recommended by clinician respondents for those vignette subjects 

rated at medium risk-level (p < 0.00 1 ). Finally, with respect to the "other" safety 

interventions mentioned by clinicians, internal referrals to the CAFS team were 

more likely to be recommended for those vignette subjects at a higher risk-level. 

6.6 Correspondence Analysis (CA) and Multiple Correspondence Analysis 

(MeA): Individual Safety Interventions and Risk-Level 

The correspondence analysis (CA) and multiple correspondence analysis (MCA) 

look at cross-tabulations and examine relationships between several different 

categorical variables rather than looking at continuous variables as in ANOV A 

(Greenacre, 1993). The CA and MCA were used to help provide more detail in 

analysing the relationships between the categorical variables that were found to be 

significant in the loglinear analysis. 
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Correspondence analysis (CA) and multiple correspondence analysis (MCA) results 

confirm the findings reported in the chi-square analysis of safety interventions by 

risk-level assessment. With respect to the CA, Figure 2 indicates a clear order of 

low risk-level on the right to high risk-level on the left of the plot. The associations 

indicate that safety interventions, such as hospital isation, respite care, medication 

and l iaison with GP tended to be more closely associated with a high risk-level, 

while delayed appointments (end of week and fol lowing week) and telephone calls 

tended to be more closely associated with a low risk-level. The CA also indicated 

that referrals to CYF, time-out, limiting method availability, provision of 

emergency numbers and appointments at 24 hours tended to more often be 

associated with vignette subjects rated at either medium or high risk-level. 

As can be seen in Figure 3, the graphical representation of the MCA displays 

results similar to that of the CA (see Figure 2) in that the same relationships were 

found to exist between safety interventions and risk-level. For example, the MCA 

distinguished between what would be recommended by clinician respondents for 

those vignettes where the subjects were rated to be at medium and high risk-level 

(e.g. ,  hospitalisation associated with high risk-level, appointment 24 hours with 

medium risk-level). In addition, the MCA graph (see Figure 3) demonstrates that 

some safety interventions were alternatives to others. That is, some safety 

interventions which were grouped together (e.g., appointments 24 hours, 

appointment end of week, appointment next week) tend to be recommended 

independently of one another. For instance, a practitioner might recommend a 
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phone call or an appointment at the end of the week or a phone call or appointment 

next week, but usually not more than one of these options. The MCA added a 

different dimension to the CA in that it highlighted not only the association 

between the various perceived risk-levels and their consequent safety interventions, 

but also the relationships between the safety interventions themselves. Again, 

besides the work completed by Dicker et al. ( 1997) and Morrissey et al. ( 1 995) 

which largely focused on the clinical outcome of hospitalisation, little research has 

been conducted examining whether certain perceived risk-levels prompt the 

initiation of certain safety interventions. 

6.7 Scale Utility for Risk-Level Data: Descriptive Data 

A scale was devised in order to explore whether clinicians found helpful the 

definitions used for risk. The scale was a 7 point scale with values 1 -2 representing 

"least helpful", 3-5 representing " somewhat helpful" and 6-7 representing "very 

helpful". Clinicians were instructed to choose a value on this scale. Overall, 

clinicians' assessments of the study's risk-level classification system varied from 

"somewhat helpful" to "most helpful", with means ranging from 4.43 to 5.6 1 (see 

Table 2 1 )  indicating that the risk-level classification system was generally found to 

be helpful when making risk-level assessments. The standard deviations ranged 

from 1 .28 to 1 . 94 indicating that there was little variability amongst clinicians when 

making their decision about the usefulness of the risk-level classification scheme. 



Table 2 1 .  

Mean and Standard Deviation Statistics for Scale Utility Data by Vignette. 

Standard Deviation 

I 5 .26 1 .94 
2 5 .22 1 .48 
3 5 .39 1 .47 
4 5 .26 1 .8 1  
5 5.22 1 .28 
6 5 .6 1 1 .67 
9 5 .52 1 .44 
I O  4.43 1 .83 
1 1  5 .48 1 . 75 
12 5.43 1 .62 
1 3  4 .83 1 .67 
14 5. 1 7  1 .80 
1 5  4.87 1 .63 
16  4.82 1 .33 
1 7  5.09 1 .44 
1 8  5.23 1 .63 

a Vignettes 1 - 1 5  N = 23 and vignettes 1 6- 1 8  N = 22. 
Note. Scale 1 -7, with 1 -2 = least helpful; 3-5 = somewhat helpful; 6-7 = very helpful. 

6.8 Qualitative Data Analysis - Overview 
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The following discussion outlines the conceptual and categorical framework for the 

following questions: ( I )  "Please l ist the top three reasons for choices of safety 

interventions", and (2) "How did you get to reach that decision (list the steps you 

took when making that cognitive choice)?" This framework, as outlined in Chapter 

4 (section 4.5 Data Analysis), uses elements of grounded theory, inductive content 

analysis and thematic pattern analysis. 



6.8.1 Inductive Content and Thematic Pattern Analysis: Reasons for 

Safety Interventions 
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Figure 4 outlines the conceptual and categorical framework for the reasons for 

choice of safety intervention( s) and Figure 5 (see p.205) outlines the conceptual and 

categorical framework for the decision-making steps. In Figure 4, a similarity noted 

amongst clinician responses was their ability to point to risk factors in order to help 

explain their choices for safety interventions. For example, if abuse was mentioned 

in a case vignette, clinicians would record 'abuse' as a reason for choosing CYF 

referral. This connection from reason (abuse) to intervention (CYF referral) seems 

logical, particularly since all CAFS staff are required to report any and all abuse 

concerns to the local CYF office. Therefore, any mention of abuse in the vignettes 

would necessitate a referral to CYF. However, not all clinicians made this 

connection explicit; some only wrote 'abuse, ' thereby leaving an impression that 

that was their reason for marking CYF as a safety intervention. It is likely, of 

course, that other safety interventions could also be linked to the reason of abuse, 

such as respite care or hospitalisation (safe environments). 

'Like' risk factors or reasons were grouped together in the beginning stages of 

developing the conceptual framework for decision-making. For example, clinicians 

wrote such reasons as 'bullying,' 'abuse,' 'family conflict, ' 'parental separation,' or 

'bereavement' in order to explain their reasons for choosing particular safety 

interventions. Moreover, upon closer examination it was noted that some of these 

reasons were related. For example, 'bereavement' and 'separation' are actually 
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Figure 4. Summary of inductive content and thematic pattern analysis for reasons related to choosing safety interventions. 
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varying fonns of loss, thereby leading to creation of the "loss" category. All of 

these factors were then grouped together and labelled "Psychosocial Stress. "  This 

label was chosen since the categories, as identified by the clinicians in their written 

responses, seemed to reflect the type of psychosocial stressors experienced by those 

engaging in suicidal behaviour (see Robbins, 1 998; Sandin, Chorot, Santed, 

Valiente & Joiner, 1 998; Spirito, Brown, Overholser & Fritz, 1 989; Wagner, 1 997). 

This process of labeling and comparing helped to establish the first cluster of 

reasons (or risk factors) known as the (A) cluster - "Psychosocial Stress", within 

which the cited types of stressors were "family conflict," "loss," "bullying," and 

"abuse. " The following are among the interventions that some clinicians recorded 

they would pursue as a result of family conflict: "family therapy and/or 

assessment," "family contract" (particularly to monitor or control behaviour), 

'time-out or provision of emergency numbers" for cases which "could lead to a 

resurgence of suicidal preoccupation after hours" and "appointment required in due 

time to look at family conflict as a way of averting future crises. " 

For any mention of "loss," the most practical safety intervention recommended by 

clinician respondents was "supportive counselling," particularly for psychosocial 

difficulties such as grief or bereavement. For "bullying," clinicians wrote that they 

would pursue "school liaison." Some clinicians were more vague and made 

reference to the fact that with bullying, the "school situation needed to be 

addressed." Finally, for "abuse," clinicians wrote either "CYF" or "time-out" in 
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order "to prevent further escalation of violence" and "for client to be in a safe 

place" as paramount in dealing with the abuse. Depending on the nature of 

bullying, it  too could be seen as a fonn of abuse. The ultimate goal of dealing with 

bullying and abuse, from the clinician's point of view, seemed to be to "create a 

safe environment" for the suicidal client. 

Cluster (B) was identified and labelled "Diagnosis. " Some clinicians noted the 

presence of "comorbidity" as a reason for choosing either a "psychiatric 

consultation" or "medication". One clinician recorded that a "deteriorating mental 

state" meant that the patient would need to be seen relatively soon after the acute 

assessment for a reassessment. 

Cluster (C) was labelled "Support Networks" and included any mention of 

"negative support severity" (e.g., none, low, medium or high) and/or "positive 

support. " Whether clinicians recorded positive and/or negative support as their 

reason( s) for choosing particular safety intervention( s), most felt that it was 

important to "build-up the support system" or "strengthen the support system" by 

enlisting the help of others such as the General Practitioner (GP), school staff or 

parents of the patient. One clinician wrote that a "supportive therapeutic 

environment" provided by CAFS was a necessary intervention as a means to help 

build on the existing support system. Counselling was seen to provide a supportive 

environment in which "coping mechanisms and social skills" could be taught and 

built upon. Communicating positive support was also felt to be important as a way 
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of relaying to patients that "things will change, that people care . . .  and that help is 

on the way. " 

In addition, some clinicians felt that it was important to recommend certain 

interventions when responding to a negative fami ly environment, such as utilising 

"time-out" as either a means of allowing the patient to be safe in this time of crisis 

and to assist in "diffusing the present situation." "Time-out" was seen to be more of 

an option for those situations in which family resources (e.g., an aunt or 

grandparents) could be utilised. In those situations where support was lacking for 

the patient's parents and the patient was suffering from conduct difficulties, it was 

felt that the parents were also in need of some positive support. This support was 

seen as coming from an outside agency such as the CYF Service. 

Cluster (D) was labelled "Risk" and included any recordings mentioning whether 

patient risk was assessed to be at "Iow", "medium" or "high" risk. It appeared from 

the quantitative data that certain risk-levels prompt certain safety interventions 

(e.g. , high risk = hospitalisation; low risk = telephone call and later/delayed 

appointment). The CA and MCA findings also support this observation. Overall, 

when the risk-level was high, clinicians tended to opt for "monitoring/supervision" 

and recorded such interventions as "hospitalisation", "respite care" and "24 hour 

appointment. " Clinicians also noted that staying "in contact with the school and 

GP" was essential as they could assist in "continuing the evaluation" and "may 

have information about warning signs of an impending attempt. " For patients at 



lower risk-level, cl inicians apparently felt that monitoring by school staff, the 

patient's family and GP were important, particularly when combined with such 

interventions as the "use of contact emergency numbers" and "educating about 

limiting methods of self-harm." 

20 1 

For cluster (E), labelled "Plan", clinicians noted in their responses that a plan of 

suicide would affect their choice of safety interventions. If a plan was noted in the 

vignette, clinicians often thought that "monitoring" was necessary and "that 

educating parents about limiting access to methods" and how to "contact 

emergency services after hours" were essential and logical interventions. 

For cluster (F), categorised as a "Previous or Recent Attempt", monitoring was also 

recommended as a safety precaution. Monitoring appeared to involve a variety of 

people (e.g., GP, school staff, parents) and a variety of interventions (e.g., having 

parents watch over their children at home, providing an appointment the next day 

or provision of emergency numbers). It was difficult to determine the types of 

safety interventions that clinicians would recommend for c lusters G "Lethality", H 

"Intentionality", I "Impulsivity", J "Hopelessness", K "Coping Mechanisms", and 

L "Demographics" largely because the clinicians did not explicitly record this 

information. 
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Figure 4 displays pictorially the analysis of clinicians' written responses as 

illustrated by examples of specific responses to the request "List the top three 

reasons for choice of safety interventions." This diagram shows that clinicians use 

risk (e.g., abuse, diagnosis) and protective (e.g., positive support) factors to assist in 

choosing safety recommendations. An interesting point to note is that all the 

clusters (A to L) are directly related to risk-level assessment (cluster D). This 

finding makes sense in that the clusters actually represent the risk factors which 

have been found to put young people at-risk of self-harm (see footnote 2). 

The point was made that the reasons identified by clinicians for recommending 

particular safety interventions parallel the known risk factors which put youth at

risk for suicidal behaviour: poor social support (Maris, 1 997)� family or individual 

history of psychopathology (Beautrais, Joyce & Mulder, 1 998c; Clark, 1 998; 

Hollis, 1 998); abuse (Beautrais et aI. ,  1 996; Brown et aI. ,  1 999); demographic 

factors (Fergusson & Lynskey, 1 995); a negative family environment (see Adams 

et aI. ,  1 994� Beautrais, Joyce & Mulder, 1 996)� history of past attempts (Roberts et 

aI. ,  1 998)� and lethality, impulsivity and intentionality (Berman & Jobes, 1 99 1 ). 

The process whereby some clinicians identified reasons and demonstrated their link 

to safety interventions is known as crisis intervention (Berman & Jobes, 1 99 1 ). 

That is, a clinician will attempt to identifY risk factors, as well  as protective factors 

(support networks), and use this information to help determine the appropriate 

safety interventions necessary in order to reduce future risk of self-harm. 



6.8.2 Inductive Content and Thematic Pattern Analysis: Decision-Making 

Steps 
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Approximately one-quarter of the sample (n=8) indicated that their responses for 

explaining why they recommended particular safety interventions would be the 

same as their responses for the steps that they took when making decisions about 

safety interventions. Accordingly, these clinicians either wrote the same answer for 

both questions or left the answer to the decision-making question blank stating that 

they considered their responses identical. It is possible that this subgroup of 

clinicians may have misunderstood the question. The implications of this possible 

limitation can be found in Chapter 7 (see 7. 8 Methodological Issues). 

The following risk factors were recorded by clinicians as playing a role in the 

decision-making process for safety interventions: assessed risk-level, support, 

lethality, diagnosis (comorbidity), stressors (e. g., abuse, loss, grief, bullying, family 

disharmony), impulsivity, self-harming behaviour, developmental stage, age, 

gender, plan, intention, coping mechanisms, hopelessness, helplessness, past/recent 

attempt, ideation, past mental health experience, lack of male role model and poor 

frustration tolerance. Only two clinicians wrote that in order to assist in the 

decision-making steps regarding safety interventions, they drew on their past 

experience in similar clinical situations. Perhaps the fact that only two clinicians 

explicitly acknowledged experience as playing a role in assessing risk-level and 

recommending safety interventions means that the influence or role of experience is 

largely an unconscious phenomenon. Perhaps experience is the medium through 
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which clinical information is assessed and decisions for risk-level and safety are 

made. However, this is speculation and further research looking at the role of 

experience in decision-making would need to be examined. Interestingly, as 

indicated previously, the quantitative analysis revealed that experience in and of 

itself  did not seem to have a significant impact on the results from this study (see 

6.3 Experience Analysis). 

Examining responses for decision-making steps, it seems that the clinicians tended 

to use clinical information from the vignettes as their initial step toward decision

making for safety interventions (see Figure 5). Clinical information refers to the 

aforementioned risk factors, client background and history, all of which are utilised 

in order to reach a decision about client risk-level. Once this has been achieved, the 

step next identified was recommending the appropriate safety intervention(s) given 

patient history and assessed risk-level. The choice of safety intervention(s) was 

made in order to prevent further attempts and to provide immediate safety for the 

patient. Interventions tended to be more immediate and crisis-oriented for those 

vignettes where the subject was rated to be at higher risk of suicide. 

The content and theme analysis for both the reasons for choice of safety 

intervention( s) and for the steps in decision-making appear to indicate that 

clinicians follow a standard procedure when undertaking this process. According to 

the qualitative data analysis, the procedure consists of examining all relevant 



Clinical Information (includes risk factors and clinician's past experience) 

� 
Risk-Level Decision 

Clinical lntervention(s) � Jevention and Safety Provision 

Figure 5. Summary of inductive content and thematic pattern analysis for the 

decision-making process for safety interventions. 
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clinical information (past and present) of the patient (e.g.,  family history of mental 

illness, past/recent attempts etc . ), making a risk-level assessment and using the risk-

level assessment to determine the necessary clinical intervention(s) to monitor and 

ensure safety. Clinical information, as noted previously, largely helps to explain 

why the patient is suicidal and helps to determine the risk-level assessment of any 

given patient. 

6.9 Summary and Conclusion of Vignette Study Results 

The aims of this chapter were to: (a) report the results from the loglinear analysis, 

(b) report the results from the MCA and CA analyses, (c) explore the data (using 

qualitative methods) provided by clinicians with respect to the decision-making 

process for recommending safety interventions, and (d) outline the contributions 
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interventions. 
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Like the archival study, the vignette study also aimed to examine the 

interrelationships between support, risk-level and safety interventions (see Figure 

1 ). Using a loglinear model analysis, significant effects were found for negative 

support severity (without or with positive support) and assessed risk-level, negative 

support severity (without or with positive support) and total safety interventions 

(recoded), and assessed risk-level and total safety interventions (recoded). The 

multi-rater kappa indicated that agreement amongst clinicians for the risk-level 

ratings was adequate for this study. 

A chi-square analysis was conducted looking more specifically at the relationship 

between negative support severity (without or with positive support) and assessed 

risk-level. Vignettes featuring subjects with medium-high levels of negative 

support severity without positive support and also those featuring subjects with 

medium-high levels of negative support severity with positive support received a 

greater proportion of medium and high risk-level ratings than low risk-level ratings. 

Vignettes featuring subjects rated with low levels of negative support severity with 

positive support tended to receive more Iow risk-level ratings and less medium-high 

risk-level ratings. Vignettes featuring subjects with Iow levels of negative support 

severity ratings without positive support presented somewhat unusual results with 

respect to risk-level ratings. A brief explanation was provided for this result and it 
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is the aim to further highlight this unusual result within the discussion chapter. In 

summary, this analysis demonstrates that there is a significant interaction between 

negative support severity (without or with positive support) and assessed risk-level. 

It supports the proposed hypothesis that the level of negative social support 

(without or with positive support) would have a significant relationship with the 

risk-level assessments completed by clinicians. However, it is important to note that 

this is only one aspect of the proposed social support model. 

Further chi-square analyses were conducted in order to more specifically examine 

the other interactions which were found to be significant as a result of the loglinear 

analysis. A significant interaction was found between negative support severity 

(without or with positive support) and total safety interventions (recoded). There 

were proportionately more recommendations in the high category (5- 1 0) than the 

low category ( 1 -4) for those vignettes in which there was a medium-high level of 

negative support severity (irrespective of presence positive support). It was noted 

that positive support may play a more influential role for those vignettes in which 

there were low levels of negative support and an explanation for this finding was 

proposed. A significant interaction was also found between assessed risk-level and 

total safety interventions (recoded). This interaction indicated that the higher the 

assessed risk-level, the greater was the number of total safety interventions 

recommended by clinicians. 
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CA and MCA analyses were conducted in addition to this chi-square analysis in 

order to determine whether there were particular safety interventions more likely to 

be associated with particular risk-levels. The CA and MCA analyses did in fact 

indicate that safety interventions, such as hospitalisation, respite care, medication 

and GP referral, were more closely associated with a high risk-level. In addition, 

they showed that other safety interventions, such as delayed appointments and 

telephone calls, were more closely associated with a Iow risk-level. 

In accord with the third objective for this chapter, results from the qualitative 

analysis were presented. These results revealed the types of information that 

clinicians use when making safety recommendations (e.g. , information relating to 

psychosocial stress, risk-level, support networks) and the decision-making process 

involved in making risk-level assessments and safety intervention 

recommendations (see Figure 4 and Figure 5). These findings are crucial in 

demonstrating that clinicians use both negative and positive support information, in 

addition to other risk factor information, when making their risk-level assessments 

and safety recommendations. As will be shown in Chapter 7, this finding is also 

another important contribution to the social support model and to the research on 

social support and suicidaIity. 

The archival and vignette studies complement each other well in that they highlight 

the importance of different aspects of the social support model for acute assessment 

of and crisis intervention for suicidal youth. The archival study indicated that group 
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differentiation has a significant relationship with assessed risk-level and safety 

interventions; and the vignette study has demonstrated that social support (negative 

support severity (without or with positive support) has a significant relationship 

with risk-level assessment and safety i nterventions. The fact that these studies 

complement one another will be further discussed in the next chapter and an 

attempt wil l  be made to integrate their findings. This integration will point to the 

need for a necessary revision to the proposed social support model. 



7.1 Introduction 

CHAPTER 7 

DISCUSSION AND CONCLUSION 

2 1 0  

This chapter has four main objectives. The first objective is to present the results from 

the archival study and to relate these to the current literature on youth suicide. More 

specifically, the objective is to present background information (e.g., sample 

characteristics) in an effort to provide the framework for the discussion on the 

interrelationship between support, risk-level and safety interventions. It will be noted 

that the present findings support the research on youth suicide. The second objective 

is to integrate the results from the archival and vignette studies in order to 

demonstrate the need for a revised social support model. This discussion will include 

an indication of how data collected for this study suggest necessazy amendments to 

the initially proposed model, as well as demonstrating the revised model's 

contribution toward understanding the role of social support in clinicians' 

assessments. A third objective is to highlight the methodological issues for this study 

and to consider how these issues might have impacted upon the results. The final 

objective of this chapter is to outline the implications of the social support model for 

youth suicide treatment and prevention, current services and procedures, and future 

research. 

7.2 Risk Factors - Archival Study 

With respect to gender, there was a significantly greater number of females in the 

sample of files selected for the archival study compared to the number of males. This 

finding could be explained in two ways: ( 1 )  the difference may have occurred by 

chance due to the selection procedures, and/or (2) the difference may be a true 
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reflection of what has been shown in both New Zealand's statistics and the available 

research. Official statistics show that females are more likely to attempt suicide, 

whereas males are more likely to successfully complete suicide (Coggan, 1 997; New 

Zealand Ministry of Health, 2000). 

The attempter and ideator groups in this study were not found to differ by diagnosis 

based on the DSM IV (Axis 1 ·,,4). This finding seems to contradict research in which it 

was found that attempters showed higher rates of psychopathology than did ideators 

(Fergusson & Lynskey, I 995b; Pelkonen et al., 1 997). Some of the studies reviewed 

also indicated that psychopathology was associated with both attempts and ideation 

(Garrison et al. ,  1 99 1 ;  Pelkonen et al.,  1 997). Once again, findings from the archival 

study seem to contradict the research literature, since the rate of psychopathology was 

not found to differ between the two groups. For both groups, Major Depression 

seemed to be the most common Axis 1 diagnosis. Similarly, several studies have 

demonstrated that depression is a common diagnosis amongst those who are at�risk of 

suicide (e.g., Andrews & Lewinsohn, 1 992; Beautrais, Joyce & Mulder, 1 998c; Brent 

et al., 1 993). The majority of diagnoses made for both groups were under the Axis 1 

(Clinical Disorders) and Axis 4 (Psychosocial and Environmental Problems) 

categories. About one�uarter of both groups received more than one Axis 1 

diagnosis. There appeared to be no significant differences between them with respect 

to alcohol and drug misuse and abuse - behaviours which appeared to occur relatively 

infrequently in both groups. 

One explanation for the previously discussed results could be that the findings 

recorded from the files are not a true reflection of the actual content of the acute 
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assessment. As such, it i s  difficult to know how accurate the description of the patient 

was, considering that the details were collated from the clinician's perspective. A 

second explanation could be that these two groups were part of a population attending 

an outpatient psychiatric hospital programme and by their veI)' nature were similar in 

that they were referred to the clinic for mental health problems. 

It has been demonstrated that suicidal behaviours range from suicidal thoughts to 

death by suicide. Martin, Allison, Pearce, Comelissen, Rafferty, Mead and Williams 

( 1996 ; p.29) state that: 

One of our own studies (Martin et al., 1 995) . . . showed that of 37 1 

adolescents . . .  1 04 (28. 1 % of the total sample) had thought of suicide 

at least once in the previous year. Of these 104 "thinkers", 43 ( 1 1 .3%) 

had thoughts of suicide, but 61 claimed to have planned an attempt. Of 

these 6 1  "planners", 23 (6.3%) had only planned, but 38 ( 1 0.3%) had 

attempted at least once. Of the 38 attempters, 1 7  (4.6%) had attempted 

more than once and only 1 8  (47.4% attempters) had sought medical help. 

This example well illustrates how different levels of suicidal behaviour overlap and is 

supported by the current study. The files examined (see Chapter 5) indicated that 

approximately half of the attempter group had previously thought about suicide, and 

that approximately half of the ideator group had previously attempted suicide. 

Several stressors surrounding suicidal behaviour were indicated within the records 

referred to in this investigation. Research indicates that there are multiple risk factors 
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which need to be examined, in addition to any preceding stressor(s), when assessing 

suicide risk. Studies have shown that these risk factors can be classified into 

biological, social/demographic, family characteristics/childhood experiences, 

psychiatric morbidity and environmental factors (e.g., Beautrais, 1 996; Berman & 

lobes, 1 99 1 ;  Moscicki, 1 995; Reynolds & Mazza, 1 994; White, 1 999). 

Beautrais ( 1 998) points out that there is usually a stressor(s) preceding the act or 

thought of suicide that helps us to understand why youth engage in such damaging 

behaviour. She also points out that it is necessary to understand the stressor in the 

context of all the other risk factors present. Beautrais ( 1 998) concludes that 

precipitating factors for self-hann "occur in individuals who are vulnerable to suicidal 

behaviour because of the presence of other risk factors for suicidal behaviour, 

including exposure to adverse childhood circumstances and the presence of current 

psychiatric disorder" (p.6). In the present study, clinicians' reports indicated that the 

most common reason for engaging in suicidal behaviour was an argument with family 

members and/or friends. TIlls finding seems to parallel the research on negative 

stressors and youth suicide (see Sandin et al., 1 998). For example, Lewinsohn et al. 

( 1 996) recognise that negative psychosocial stress could be a possible causal 

contributor to suicidal behaviours in adolescents. In particular, negative family 

experiences, such as family conflict, have been emphasised (see Robbins, 1 998; 

Spirito et al., 1 989; Wagner, 1 997). 

Within the archival study, the files indicated that there were several other stressors 

which preceded the attempt or ideation. However, there were no significant 

differences between the groups with respect to these stressors. The stressors cited 

included: abuse, a break-up in a relationship, death of a close family member or 
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friend, school problems, parental separation, bullying, medical problems, moving, 

trouble with the law, religion, body image and financial problems. These findings are 

consistent with those of previous studies in that suicidal behaviour has been found to 

be preceded by a recent, stressful life event. Examples include interpersonal conflict 

or loss, and legal or disciplinary problems (see Brent et al., 1 993; Rich, Fowler & 

Fogerty, 1 990). Moreover, the results from the archival study confinn the results 

from the study by Rich et al. ( 1 990) who examined life stressors for adolescent 

suicide victims in their sample. Examples of the stressors in the latter study included 

disciplinary actions taken against the adolescent, incidences of rejection and/or 

humiliation by others, moves to new environments, termination of friendships or 

relationships and arguments with friends or relatives. The implications for these 

findings from the archival study will be addressed in section 7.9. 

As previously discussed, the findings of the archival study thus demonstrate that both 

groups share some risk factors which put them at increased risk of future self-harm. 

However, it is important to acknowledge that these groups (ideators and attempters) 

consisted of adolescents who presented to an outpatient clinic as a result of mental 

health concerns. This situation might account for why these similarities were found. 

The files examined also indicate that both groups report similar stressors preceding 

the suicidal behaviour. However, the interesting point to note here is that significantly 

more of the attempters reported fights with family members as a stressor preceding 

the suicidal behaviour than those in the ideator group. This raises the question as to 

whether the environment and the potential support (negative and/or positive) available 

within that environment play a crucial role in determining whether a person would 

choose to ideate or even to attempt suicide. Overall, the point to extract from this 
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similar risk factors (overlap). 

7.3 Social Support - Archival Study 
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The archival study examined whether there were any similarities and/or differences 

between the ideators and attempters with respect to the presence of negative and/or 

positive support. This portion of the study helped to establish: (a) the presence of 

negati ve and positive support, (b) the reliability of the social support model concepts 

(e.g., positive support, negative support, negative support severity), and (c) how the 

presence of negative and positive support was related to risk-level assessment and 

safety recommendations within the proposed social support model. The examination 

was deemed to be essential in providing the framework for the vignette study. For 

instance, there was no significant difference found between between the attempter and 

ideator groups for the variable of negative support. It was concluded that perhaps the 

difference lay not in measuring the presence of negative support, but rather in 

measuring the severity of the negative support (e.g., low levels of negative support 

severity defined as a disagreement or fight; high levels of negative support severity 

defined as severe abuse). 

7.3.1 (A) Negative Support and Negative Support Severity 

Given that attempters show a more extreme form of suicidal behaviour than those 

who ideate, one might expect that they would experience a greater severity of 

negative emotional support (e.g., family conflict, abuse). The research on differences 

between those who attempt and those who ideate seems to support this observation 

(e.g., Dubow et al., 1 989; Fergusson & Lynskey, 1995b; Kosky et al. ,  1 990). 
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Support was found for the hypothesis that the severity of  the negative support would 

be greater for the attempter group than the ideator group. An examination of 

clinicians' reports indicated that the attempter group experienced a greater degree of 

medium to high negative support severity compared to the ideator group. Although 

causality cannot be assumed at this point, it is possible to speculate that exposure to 

more severe forms of negative support (e.g., prolonged abuse) may trigger more 

severe forms of suicidal behaviour (e.g., attempting versus thinking about suicide). 

This result supports the findings from Dubow et al. ( 1 989), Fergusson and Lynskey 

( 1 995b) and Kosky et al. ( 1 990) in which similar experiences were reported. 

Although a relationship between level of negative support severity and suicidal 

behaviour has been implied by the research on adverse family environments 

(see e.g., Beautrais, Joyce & Mulder, 1 996; Brent et al., 1 994; CampbeU et al., 1 993; 

Fergusson & Lynskey, 1 995b; Hollis, 1 996; Kosky et al., 1 990), it has not been 

specifica11y labelled as such, nor has it been linked to social support 

conceptuaIisations. This study lends its originality to the development of a social 

support concept (negative support and negative support severity) incorporating the 

previously cited literature on family conflict, adversity and discord. Gaining a more 

comprehensive and integrated understanding of the various types and levels of 

negative support severity can assist in our understanding of whether clinicians use 

these various levels to prompt particular risk-level assessments and hence particular 

safety interventions - two main components of the social support model. 
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Another component of the social support model is the argument that the presence of 

positive support would play a role in reducing the level of assessed risk and hence the 

total number of interventions considered necessary in order to ensure patient safety. 

Research suggests that positive support is one of a number of factors that buffer the 

impact of negative stressors (e.g., Maltsberger, 1 996; Pritchard, 1995; Rak & 

Patterson, 1996). Considering that those who attempt suicide display a more extreme 

form of behaviour than those who ideate, it would seem logical to conclude that the 

attempter group would experience more severe levels of negative support and 

considerably less positive support compared to the ideator group. 

Patient files indicated that there was a significantly greater presence of positive 

support for the attempter group compared to the ideator group - a finding contrary to 

that hypothesised. This unexpected finding could be a result of clinician bias in 

assuming that ideators are exposed to less extreme forms of negative support, thereby 

negating the need to enquire about positive support. This situation might lead to either 

a failure to record or under recording of the presence of positive support among 

ideators compared with suicide attempters. 

It has been previously demonstrated that healthy adolescent development can be 

encouraged if support is available within the family unit (Frey & Rothlisberger, 1996) 

and that family cohesiveness can alleviate the risk of suicide in the young (Rubenstein 

et al., 1 998). The findings of the archival study, coupled with those of previous 

research by Frey and Rothlisberger ( 1996) and Rubenstein et al. ( 1998), suggest two 

important conclusions: (a) that this study establishes a relationship between positive 
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support and safety interventions which has not previously been determined, and (b) 

that this study shows that clinicians use information about positive support, in 

addition to known risk factors, when making risk-level assessments and safety 

intervention recommendations. 

7.4 Impairment and Risk-Level Measures - Archival Study 

The results presented indicated support for the hypothesis that the attempter group 

would receive higher impairment and risk-level ratings than the ideator group. With 

respect to overall impairment and risk-level, it was found that the attempters received 

lower CGAS impairment scores than the ideators. Although the latter findings were 

found to be unreliable, the scale for suicide risk was found to be reliable. Attempters 

received significantly more medium to high risk-level ratings compared to ideators, a 

finding that supports the theoretical and empirical material available on suicide risk 

and assessment (e.g., Berman & lobes, 1 99 1 ;  Fergusson & Lynskey, 1 995b; Patterson 

et al., 1 983; Reynolds & Mazza, 1 994). 

Interestingly, this study found that files indicated that the attempter group experienced 

both a greater degree of negative support severity, as well as received higher risk

level assessments compared to that of the ideator group. The result makes clinical 

sense in that studies show that those who attempt are generally exposed to a greater 

number of negative stressors than those who ideate, thereby putting them at greater 

risk of suicide (e.g., Berman & lobes, 1 99 1 ;  Dubow et al., 1 989; Fergusson & 

Lynskey, 1 995b). However, it is important to note that this is not the only explanation 

as other factors (e.g., biological and psychosocial factors) may also be contributing to 

this pattern. 
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7.5 Safety Interventions - Archival Study 
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For the archival study, it was hypothesised that there would be a greater number of 

interventions implemented for those who attempted compared to the number of 

interventions for those who ideate. It would be logical for clinicians to take more 

safety precautions for those who have attempted suicide, as they are at greater risk. 

However, with one exception, no differences were found between these two groups 

with respect to either the types (e.g., medication) or total number of interventions. 

Across both groups, the most common interventions implemented for patients were 

the provision of emergency numbers, making another appointment and prescribing 

medication. This result is a matter of some concern in that it does not support a link 

between risk of suicide and the types of total safety interventions implemented -

another component of the social support model. However, as will be discussed in 

more detail in section 7.6, the CA and MCA analyses from the vignette study 

indicated that there was a clear relationship between safety recommendations and 

their associated risk-levels. In addition, the chi-square analyses of risk-level 

assessment by safety recommendations (see section 6.5) also indicated a similar 

relationship. In particular, it was found that vignettes featuring subjects with higher 

risk-level assessments received proportionately more high category recommendations 

(i.e., interventions totalling 5 to 10)  and those with lower risk-level assessments 

received proportionately more low category recommendations (i.e., interventions 

totalling 1 to 4). Interestingly, it was also shown that higher-order interventions (e.g., 

more crisis-oriented such as CYF referral or provision of emergency numbers) were 

recommended for those vignettes featuring subjects at higher risk of self-harm and 

lower-order interventions (e.g., less crisis-oriented such as delayed appointments) 

were recommended more for those at lower risk of self-harm. 
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These findings from the vignette study demonstrated that there was a relationship 

between risk-level and safety recommendations. Perhaps these relationships were 

uncovered in the vignette study rather than in the archival study because of the fact 

that the vignette study was better controlled. It is also possible that the relationship 

between risk-level and safety recommendations was not found to be significant in the 

archival study because of the methodological difficulties inherent in archival research, 

such as over- or under-reporting in clinician files and/or there could have been 

discrepancies between what was said in the actual interview and what was recorded 

by clinicians. In other words, it is possible that inaccurate or incomplete infonnation 

contained in some patient files may outweigh any differences that could have been 

found between the attempter and ideator groups. Secondly, the two groups did appear 

to be similar on a number of variables, as evidenced by the results on sample 

characteristics (e.g., diagnosis, comorbidity, previous attempts, previous ideation, 

alcohol drug misuse/abuse). It is possible that these similarities may also have 

outweighed any differences that could have been found between the groups with 

respect to safety interventions. 

7.6 The Social Support Model - Archival and Vignette Studies 

This study was also interested in exploring the decision-making process for risk-level 

assessment and safety interventions. Prior to discussing the loglinear results from the 

archival and vignette studies, there will be an exploration of the decision-making 

process for risk-level assessment and safety recommendations. Following this 

exploration, there will be an integrated discussion of the results from the archival and 

vignette studies in relation to the proposed social support model. 
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As previously noted in Figure 4, the reasons for recommending safety interventions 

were categorised into the following main areas: psychosocial stress, diagnosis, 

support networks, risk-level, plan and previous/recent attempt. The data indicated that 

the reasons givcn by clinicians for selecting particular safety interventions were 

directly related to the factors they used in making risk-level assessments. In other 

words, the reasons why clinicians choose particular safety interventions are directly 

related to the factors that predispose young people to self-harm (see Adams, 

Overholser & Spirito, 1 994; Beautrais, Joyce & Mulder, 1 996; Brent et al., 1 993 ; 

Carris et al., 1 996; De Man & Leduc, 1 995; Fergusson & Lyllskey, 1 995a, 1 995b; 

Mans, 1 997; Molnar et al., 1 998). 

The data also indicated that, for clinicians, recommending interventions such as 

continuous monitoring of the young person, as depicted within the vignettes, was of 

the utmost importance in order to "ensure safety" and "reduce risk." Berman and 

lobes ( 1 99 1 )  label this procedure as "crisis intervention and prevention." Clinicians 

indicated that they would recommend other sources of support, such as other family 

members or friends of patients, to assist in the monitoring of the young person at 

home. For vignettes featuring subjects rated at a high risk-level, the clinicians tended 

to recommend a referral to an inpatient ward or a referral for respite care in order to 

ensure continuous monitoring. Almost all of the clinicians, demonstrating that they 

take the suicidal action seriously, indicated the need for outpatient monitoring and 

supervision in the case of each vignette, regardless of risk-level. Interestingly, these 

findings demonstrate that clinicians place priority on the important role that support 

plays when intervening with suicidal adolescents. In addition, it shows that the level 
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of risk does appear to determine the types of safety interventions recommended, 

particularly since closer monitoring and increased supports were recommended more 

for those vignettes featuring subjects with higher risk·level assessments. 

Ths process by which clinicians mads risk-level assessmsnts and safety intervention 

recommendations was summarised in Figure 5. The data indicated that clinicians 

generally use clinical information contained within the vignettes to assist in making 

risk-level decisions. Clinical information appeared to represent all past and present 

information relevant to the patient's situation (e.g. , diagnosis, family history of 

suicide, plan, impulsivity, intentionality, support systems), as depicted within the 

vignettes, and his/her presenting problem. Once a risk·level assessment was 

completed, the clinician utilised this information to recommend particular 

interventions - lower-order interventions for those at lower risk-level and higher

order interventions for those at higher risk-level, as was demonstrated in the 

Stelmachers and Sherman ( 1 992) study. 

This aspect o f  the study makes an important contribution to clinician accountability in 

that it demonstrates that clinicians employ a methodical approach to making risk-level 

assessments. It shows that clinicians use known risk factors when conducting risk

level assessments. In addition, it has important implications for the social support 

model, as will be discussed in the following paragraphs. 

7.7 The Revised Social Support Model - Archival and Vignette Studies 

Based on the theoretical principles of House and Kahn's ( I  985), Pierce et al. 's (I 996), 

Thompson's ( I  995), and Vaux's ( 1 988) social support conceptualisations and the 



223 

principles established from the research on adolescent suicide (see Chapter 2, section 

2.8), it was argued that social support would play a role in clinicians' risk-level 

assessments. In addition, it was argued that information about both social support and 

risk-level would be related to the types of interventions chosen. For example, if 

minimal supportive behaviour, combined with negative appraisals of that support had 

been recorded in patient files, then one would expect a clinician to be more likely to 

rate that patient at a high risk-level and to propose a larger number of interventions. 

This scenario was illustrated to some extent in the Dicker et al. ( 1 997) and Morrissey 

et al. ( 1995) studies, reviewed previously. However, these latter studies primarily 

focused on the decision to hospitalise. 

The loglinear model results from the archival study indicated that there were several 

significant relationships between the following pairs of variables: group and assessed 

risk-level (recoded), group and positive support, group and negative support severity 

(recoded), and negative support severity (recoded) and total safety interventions 

(recoded). The relationships found to be significant in the vignette study confirmed 

the earlier findings reported from the archival study; that is: (a) the attempter group 

received ratings of higher levels of negative support severity compared to the ideator 

group, and (b) the attempter group was rated to be at a higher risk-level than the 

ideator group. As discussed previously, the findings from the archival study provided 

evidence for some of the relationships proposed in the social support model, in 

particular the relationship between negative support severity and total safety 

interventions. As expected, this relationship indicated that the lower the level of 

negative support severity, the fewer the number of safety interventions initiated. 

Positive support was not found to have an effect in the relationship between negative 
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support severity and safety interventions in the archival study, although it did to some 

extent in the vignette study. However, as discussed, this result could be due to the fact 

that a different measure of positive support was used (i.e., positive support and 

negative support severity were combined) in the vignette study and that the vignette 

study was more controlled than the archival study. 

The vignette study demonstrated that there were significant relationships between the 

following pairs of variables: (a) negative support severity (without or with positive 

support) and assessed risk-level, (b) assessed risk-level and total safety interventions 

(recoded), and (c) negative support severity (without or with positive support) and 

total safety interventions (recoded). It will be shown in the following paragraphs that 

each of these interactions adds a new understanding to suicide risk assessment. 

Based on the model, it was hypothesised that there would be lower risk-level 

assessments made by clinicians for those vignettes featuring subjects in which there 

was positive support present in addition to negative support severity compared to 

those in which there was no positive support present. As expected, it was shown that 

risk-level tended to increase along with higher levels of negative support severity. The 

presence of positive support in the medium-high levels of negative support severity 

did not appear to make any difference in the type of risk-level assessments made by 

clinicians. Overall, clinicians tended to make higher risk-level assessments for those 

vignettes in which there was a medium-high level of negative support severity, 

irrespective of whether positive support was present or not. There appeared to be 

lower risk-level assessments made when positive support was present in addition to 
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support category. 
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Interestingly, the vignette study showed that positive support appeared to play a more 

complex role than was previously hypothesised. It appears as if clinicians do not use 

the information related to positive support when making risk-level assessments and 

safety recommendations for those vignettes featuring subjects with a medium-high 

level of negative support severity (without or with positive support). It was proposed 

that perhaps clinicians find it difficult to detect any evidence of positive support, or 

even unconsciously fail to acknowledge it, due to the high level of negative support 

severity (e.g., severe abuse). This finding was unexpected and future research will be 

required to assess the relative importance that positive support plays in making risk

level assessments and safety recommendations. 

Several studies have demonstrated that with increasing levels of family conflict, 

discord and adversity, a young person is more likely to be at risk of self-hann (e.g., 

Beautrais, Joyce & Mulder, 1 996; Brent et al., 1 994; Campbell et al., 1 993 ; Fergusson 

& Lynskey, 1 995b; Hollis, 1 996; Kosky et al. ,  1 990). An argument was made for the 

fact that conflict, discord and adversity actually represent various forms of negative 

support (see section 2.5). Research has demonstrated that positive support acts as a 

buffer to suicidal behaviour (see e.g., Maltsberger, 1 996; Pinto et al.,  1 998; Pritchard, 

1 995; Rubenstein et al.,  1 998). Although this study confirms the previous research 

cited, it adds a new dimension to understanding suicidal behaviour by (a) providing a 

theoretical concept (negative support) for research on suicide which incorporates the 

research on family conflict, discord and adversity, and (b) assessing 
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the relationship that both positive and negative support have with suicide risk. 

It is important to highlight that there was an unexpected finding in relation to the 

effect between negative support severity (without or with positive support) and risk

level assessment. As discussed previously, clinicians rated vignettes featuring subjects 

containing low levels of negative support severity without positive support as either 

low or high risk with only a few allocating medium risk-level ratings. This finding 

seems unusual because it was expected that these vignettes would more likely to have 

been rated by clinicians as low risk rather than high risk. This finding could be a 

result of the fact that positive support was purposefully omitted for these particular 

vignette subjects. It might therefore have resulted in fewer high risk-level ratings if 

positive support was present in addition to a low level of negative support severity, as 

can be evidenced in those vignettes featuring subjects with low levels of negative 

support severity with positive support. 

It was also hypothesised that there would be a positive relationship between assessed 

risk-level and the type of interventions recommended by clinicians - a second 

component of the social support model. Results indicated that vignettes featuring 

subjects with higher risk-level assessments received proportionately more high 

category recommendations (5-10) and vignettes featuring subjects with lower risk

level assessments received proportionately more low category recommendations 

( 1 -4). Furthermore, it was found that higher-order interventions (i.e., more crisis

oriented interventions such as hospitalisation) were recommended for those vignettes 

featuring subjects at higher risk of suicide and lower-order interventions (i.e., less 
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crisis-oriented interventions such as delayed appointments) were recommended for 

those at lower risk of suicide. These findings support the study by Stelmachers and 

Shennan ( 1 992) and also the study by Hendtyx and RoWand ( 1 997) in which patients 

deemed at high risk often necessitated clinician decisions to hospitalise. 

Interestingly, as indicated previously, several studies examining clinical outcomes 

largely focused on the decision to hospitalise (e.g., Apsler & Bassuk, 1 983; Dicker et 

al., 1 997; Engleman et al., 1 998; Hendtyx & Rohiand, 1 997; Morrissey et al., 1 995). 

Rudd and Joiner ( 1 998) provide a framework for assessing and treating suicidal 

behaviour (including provision of a list of safety interventions available to the 

clinician) similar to that found in the present study, but offer their framework on a 

conceptual level only. The relationship between risk-level assessment and specified 

safety interventions, as found in the present study, adds a further dimension to 

understanding suicidal behaviour in that it examines the many types of individual 

interventions (other than hospitalisation) that clinicians recommend for young people 

prompted by the risk-level assessment; a more specific focus than that shown in 

available research (e.g., Apsler & Bassuk, 1 983; Dicker et al., 1997; Engleman et al., 

1 998; Hendtyx & Rohiand, 1 997; Morrissey et al., 1 995). 

A third component of the social support model that may prove useful in assessing and 

intervening with suicidal youth is the relationship found to exist between negative 

support severity (without or with positive support) (recoded) and total number of 

safety interventions (recoded). There were a greater proportion of high category 

recommendations (5- 1 0) made for those vignettes in which there were medium-high 

levels of negative support (without or with positive support) compared to Iow 
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category recommendations ( 1 -4). Overall, vignettes with a low level of negative 

support severity (without or with positive support) received proportionately more low 

category recommendations than high category recommendations. Examining the high 

recommendations category only, it is important to note that vignettes with low levels 

of negative support severity without positive support received proportionately more 

high category recommendations ( 1 7%) than those vignettes with low levels of 

negative support severity with positive support ( 1 0%). 

These findings partially support the initial hypothesis in that it was also expected that 

there would be a greater proportion of high category recommendations made for those 

vignettes in which there were medium-high levels of negative support severity 

without positive support. However, it was noted that positive support did not appear 

to play a role when making recommendations for those vignettes in which there was a 

medium-high level of negative support severity. As discussed in Chapter 6, it is likely 

that the role of positive support in making recommendations is either minimised or 

even ignored by clinicians in situations where there is a presence of a medium-high 

level of negative support. It might be more difficult to detect or acknowledge a 

supportive relationship while exploring more traumatic issues (e.g., abuse). 

It is also possible that when clinicians make a risk-level assessment, they use this risk 

information to direct them to recommend a particular number and type of 

interventions, and consequently, do not rely as heavily on the presence of positive 

support. 
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It was previously demonstrated that there was evidence for a link between negative 

support severity and risk of suicide (see Beautrais, Joyce & Mulder, 1 996; Brent et al., 

1 994; Campbell et al., 1993; Fergusson & Lynskey, 1 995b; HolIis, 1 996; Kosky et al., 

1990), positive support and risk of suicide (see Maltsberger, 1996; Pinto et al., 1 998; 

Pritchard, 1 995; Rubenstein et al., 1 998), and risk of suicide and safety interventions 

(specifically hospitalisation) (see Dicker et al., 1 997; Morrissey et al., 1 995; 

Stelmachers & Sherman, 1 992; Hendryx & Rohland, 1 997). This study contributes to 

the research cited in that: (a) it directly tested and found partial evidence for a 

relationship between negative support severity (without or with positive support) and 

safety interventions (both type and total number), not previously tested; and (b) it 

demonstrated that clinicians use information about support, in addition to risk-level, 

to prompt them to initiate certain safety recommendations. The importance of these 

findings for the assessment and treatment of youth suicide will be discussed in a later 

section of this chapter. 

An unexpected result was found within the interaction between negative support 

severity (without or with positive support) and total safety interventions for the Iow 

total number of safety interventions category ( 1 -4). Results showed that there were 

proportionately fewer safety interventions recommended in the low category ( 1 -4) for 

those vignettes featuring subjects with a medium-high level of negative support 

severity with positive support compared to those with a Iow level of negative support 

severity with positive support. This finding is unexpected in that even with positive 

support present, it was still expected that those vignettes with a medium-high level of 

negative support severity would require proportionately more safety interventions 

than those with a low level of negative support severity. However, it is important to 
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note that the difference between these categories was minimal. Perhaps for those 

vignettes with Iow levels of negative support (regardless of whether positive support 

is present or not) clinicians generally recommend the standard type and number of 

recommendations (e.g., appointment, provision of emergency numbers, education 

about limiting method availability). Therefore, true differences in the type and 

number of recommendations tends to be reflected more in those vignettes featuring 

subjects with medium-high levels of negative support severity. That is, these vignettes 

would require a greater number and degree of safety interventions ("higher-order" ) 

(e.g. , hospitalisation, respite care) in addition to the standard safety interventions (e.g., 

provision of emergency appointments, education about limiting method availability). 

The purpose of the discussion thus far has primarily been to demonstrate conceptually 

the relationships found to exist between: (a) negative support severity (without or 

with positive support) and assessed risk-level, (b) assessed risk-level and safety 

interventions, and (c) negative support severity (without or with positive support) and 

safety interventions. An integrated model, incorporating the findings from the archival 

and vignette studies, is necessary in order to demonstrate how these relationships 

work together. This model is conceptually similar to the originally proposed social 

support model with the minor exception of a few revisions. These revisions are as 

follows: ( l )  the indication of an unexpected finding within the interaction between 

negative support severity (without or with positive support) and risk-level 

assessments, (2) the indication of an unexpected finding within the 

interaction between negative support severity (without or with positive support) and 

total safety interventions, and (3) the integration of the negative support severity and 

positive support concepts to form a new concept labelled negative support severity 
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(without or with positive support) (see section 4.3). Figure 6 incorporates the 

relationships described above (i.e., negative support severity (without or with positive 

support) and risk-level; risk-level and safety interventions; and negative support 

severity (without or with positive support) and safety interventions) in order to present 

an integrated and comprehensive social support model. IS As stated previously, the 

findings from the present study support the originally proposed social support model 

with the exception of a few unexpected results. 

Reviewing the files from the archival study, it was found that some of the patients had 

been assessed acutely more than once for suicidality. Based on this finding, it is  

possible to speculate that when the support network dissolves or is not functioning in 

a healthy and positive manner (assuming it was functioning in a positive way as a 

result of previous implementation of intervention strategies), the adolescent may be at 

increased risk of self-harm. In the archival study, this situation might account for why 

some patients had re-presented to the service for an acute assessment. It may be that 

particular safety interventions influence the level and type of support which in turn 

influence the risk-level assessment. Certain safety interventions would then be 

recommended and implemented depending upon the risk-level assessment. As stated, 

the safety interventions might then influence the level and type of support available to 

the adolescent and so the cycle begins once again. It is important to note that this 

model is suggesting that negative support severity (without or with positive support) 

18 It is important to mention that one purpose of this diagram is to capture the overall relationships 
between the various levels of negative support severity (without or with positive support) and the 
associated risk-level assessments. Please note also that although risk was not recoded in the analysis, I 
have chosen to place the medium risk-level category closer to the high risk-level category, since it was 
previously demonstrated that they were more similar in meaning to one another compared to the Iow 
risk-level category. Also note that the arrows placed within the diagram infer causality. As mentioned 
previously, the statistical tests used in this study primarily tested for associations or relationships. 
However, it is possible to speculate about causality in the social support model based on current 
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Figure 6. Schematic representation of the relationship between "elements" of the 

revised social support model. 

practice knowledge and the research reviewed in Chapter 2. Supporting arguments for the inferences 
made with respect to causality will be highlighted in the main text discussion. 
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does play an influential role in clinician decision-making for risk-level and safety 

interventions. However, it is not suggesting that the variable, negative support 

severity (without or with positive support) is the only variable which influences risk

level assessment and safety intervention recommendations. Clearly it has been shown 

previously (see footnote 2) that there are many risk factors which put youth at risk for 

future suicidal behaviour. An interesting point for future research to consider (as will 

be elaborated on in the section on future research) is utilising this model and testing 

the relative degree to which a variety of other known risk factors may influence risk

level assessment and safety recommendations. 

As noted previously, causal conclusions cannot be made based on the data provided 

from the present study and due to the nature of the tests chosen (i.e., tests of 

association and relationships). However, it was argued previously that speculation 

about causality between negative support severity (without or with positive support), 

risk-level and safety interventions could be made based on the research presented in 

Chapter 2 and current practice knowledge. This model infers causality largely based 

on past research findings which indicate that: ( 1 )  there is a clear relationship between 

family conflict, adversity and discord and an increase in risk of suicide (see e.g., 

Beautrais, Joyce & Mulder, 1 996; Brent et al., 1 994; CampbeU et al.,  1 993; Hollis, 

1 996; Hurd et al., 1 999; Kosky et al., 1 990); (2) there is a clear relationship between a 

lack or loss of positive social support and heightened risk of suicide (see e.g., 

D' Attilio et al., 1 992; DeMan & Leduc, 1 995; DeMan et al., 1 993 ; Eskin, 1 992; 

Morano et al., 1 993; WhatIey & Clopton, 1 992); and (3) social support was found to 

play a significant role in the decision to hospitalise suicidal adolescents (Dicker et al., 
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1 997; Morrissey et al.; 1 995). The first and second cited findings imply that presence 

of negative support (defined as conflict, adversity and discord) impacts upon the level 

of risk. The latter research finding implies that support (be it negative or positive) 

impacts upon the types of safety interventions recommended for suicidal adolescents. 

However, as previously discussed, it is likely that the interventions initiated could 

play a role in reducing the level of negative support severity. It seems obvious to also 

speculate that risk-level will influence safety interventions because research and 

practice knowledge demonstrates that certain risk-levels necessitate certain safety 

interventions (e.g., high risk then hospitalise, Iow risk then arrange weekly 

appointments on an outpatient basis) (see Apsler & Bassuk, 1 983; Berman & lobes, 

1 99 1 ;  Engleman et al., 1 998; Morrissey et al.,  1 995; White, 1 999). Based on the 

directionality implied from the previously mentioned research, it seems obvious 

enough to suggest that the types and number of safety interventions would be 

dependent upon risk-level and not the reverse. 

On a theoretical level, this model specifically reflects the clinicians' appraisal of 

support when making risk-level assessments and safety recommendations. For 

example, the archival study used reports written by clinicians and the vignette study 

used questionnaires which were completed by clinicians. It is difficult to ascertain 

based on this study whether there would be any discrepancies between what the 

patient may perceive and what the clinician perceives as being unhelpfhl or helpful 

support, Again the appraisal of support from multiple perspectives is another area 

needing further investigation. 
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The social support model makes several important contributions to the research on 

social support and suicide by: (a) providing a rationale for a reliable and integrated 

concept for suicide research - namely, negative support and negative support severity, 

(b) assessing the relationship that both negative and positive support have with suicide 

risk-level, (c) examining the relationship between specific individual safety 

intervention recommendations (other than hospitalisation) and risk-level assessment, 

and (d) providing evidence of a relationship between negative support severity and 

recommended safety interventions, not previously tested. As indicated, these 

relationships have not been specifically addressed in the research on youth suicide to 

date. 

7.8 Methodological Issues 

Selection Bias 

Selection bias refers to a situation in which those persons selected are not typical or 

representative of the larger population from which they have been chosen (Rubin & 

Babbie, 1 993). Selection bias is an important consideration when undertaking 

research because, if present, it can limit generalisation of the results (Rubin & Babbie, 

1 993). Since a nonprobability selection procedure was used for this thesis, it is 

possible that the attempters and ideators in the archival study, and clinicians in the 

vignette study, were subject to selection bias. That is, that they may not have been a 

true representation of those young people attending the outpatient clinic (in the 

archival study), nor a true representation of the types of clinicians conducting acute 

assessments (in the vignette study). In accord with this possible limitation., future 

studies might want to consider a similar study, but using probability methods (simple 
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research. 

Data Collection Methods 
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Conducting archival research on case records (assessment notes) is a difficult task 

largely because there may be discrepancies between what was relayed in the interview 

by the client and what the clinician actually recorded. Indeed, it is likely that 

clinicians only recorded information that they felt was important at the time - a bias 

known as selective deposit (Keppel, Saufley & Tokunaga, 1 992). A second difficulty 

related to the data collection methods in the archival study was that of group 

differentiation. The limited availability of information in the reports put constraints on 

the identification and definition of the groups involved. More specifically, it should be 

noted that information on intention of self-harm was largely unavailable from the 

records. Nevertheless, the definitions for attempting and ideating were of use since 

this study found some differences between the attempter and ideator groups - namely 

with respect to negative support severity, positive support and risk-level. 

With respect to the archival study, there were several limitations surrounding the 

selection of files which may have influenced the data collected. For the archival 

study, some of the patients had been assessed acutely more than once at the same 

clinic. It was not uncommon for the same patient to have been assessed acutely at one 

stage for ideation and at a later stage for an attempt. Due to the total population pool 

being relatively small to choose from, some of these patient files had to be used. 

However, it is important to note that no files appeared in both groups for the archival 

study. If the patient had been assessed more than once, the most recent assessment 
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was chosen largely due to the improvement of clinical recordings and the availability 

of clinical infonnation, resulting from the use of more standardised fonns. In an 

attempt to avoid researcher bias, files in which the researcher was also the acute 

assessor were omitted from this study. 

The vignette study also contained an inherent limitation in its data collection method. 

That is, the use of vignettes created a situation in which the acute assessment event 

was simulated. Therefore, the clinician responses may not have been a true reflection 

of what actually would happen in a clinical setting. Although the vignettes were 

fictitious, every effort was made to ensure that they resembled the types of situations 

which present to the CAFS clinic for acute assessment. Future research examining the 

decision-making process associated with clinicians' risk-level and safety 

recommendations may want to consider using taped interviews of real patients rather 

than a vignette method in order to address the above limitation. Based on the taped 

interview, clinicians could then be asked to rate risk-level and recommend appropriate 

interventions. Of course, issues such as anonymity and confidentiality would need to 

be considered and addressed. 

Data collected for the vignette study indicated that a quarter of the sample (n=8) may 

have misunderstood the question "How did you get to reach that decision (list the 

steps you took when making the cognitive choice)" in the qualitative portion of the 

study. These clinicians either left the question blank or wrote "see above" indicating 

that they would supply the same answer for both question I (List the top three reasons 

for choice of safety recommendations) and question 2. It is difficult to say whether the 

replies from those eight clinicians would have influenced the results. Future 
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researchers may want to consider wording the question in a slightly different way, as 

well as providing an example, to prevent any confusion. For example, the question 

could be worded as follows: "List the steps that you took (by corresponding order) to 

recommend the appropriate safety interventions for this vignette (e.g., 1 .  Used patient 

background information, 2. Risk-Level Decision, 3 .  Used information from 1 and 2 to 

recommend safety interventions). Alternatively, perhaps the item could be reworded 

as follows: "Outline the process by which you made your decision for the safety 

recommendations. " 

Coding and Statistical Analyses 

Another potential limitation of the present study concerns the coding of negative 

support severity (without or with positive support). The present coding indicates that 

negative support severity is measured along a scale from ( l )  representing low 

negative support severity without positive support to (6) representing high negative 

support severity with positive support. This scoring system implies a measure of 

intensity. However, the scoring used in this study indicates the reverse; that is, a score 

of 3 would be assigned to the category high negative support severity without positive 

support, whereas a score of 6 would be assigned to the category high negative support 

severity with positive support. The difficulty here is that the categOIY high negative 

support severity with positive support is actually less severe than the category high 

negative support severity without positive support. Therefore, future studies may wish 

to consider an alternative coding system (see footnote 7, Chapter 4). This categorical 

coding scheme would also prevent any possible confusion arising from using a scale 

measure for this variable. The coding system used in the present study would not have 
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largely analysed according to categories and not by mean scale scores. 
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With respect to statistical analyses, small sample restrictions were problematic for the 

vignette study, thereby placing further restraints on statistical analyses. However, this 

limitation was accommodated for statistically by recoding the data into smaller, more 

manageable units. Future researchers might want to consider conducting a similar 

study with a sample drawn from a larger pool of clinicians, as a means of increasing 

the cell counts and consequently the power of the statistical tests. 

Reliability 

A final limitation concerns reliability. With the exception of the CGAS ratings for the 

attempter group, interrater reliability for the archival study was very strong. Results 

using the CGAS for the attempter group were accordingly interpreted with due 

caution. Reliability for the vignette study was adequate according to Dunn's ( 1 989) 

kappa statistic. This finding is in contrast to earlier studies which reported lower 

kappas due to the level of disagreement between clinicians when making decisions on 

risk and safety (see e.g., Apsler & Bassuk, 1983 ; Engleman et al., 1 998; Stelmachers 

& Sherman, 1 992; Way et al., 1 998). However, Stelmachers & Sherman ( 1 992) were 

able to show an increase in interrater reliability when standardised techniques were 

offered to clinicians. It was for this reason that a risk-level guideline was employed in 

both the archival and vignette studies to assist in reducing variability and increasing 

reliability with respect to decision-making. 
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Despite the above limitations, the study as a whole has many important strengths, 

among which is its ability to assist in improving practice accountability. The 

following section will address the implications of the archival and vignette studies for 

youth suicide treatment and prevention, current or proposed services and procedures 

and future research. 

7.9 Implications and Future Research 

Perhaps the most important strength of this project lies in its description and 

retrospective examination of a clinical adolescent outpatient sample in the area of 

mental health in New Zealand. Apart from the work completed by Beautrais ( 1 998), 

Beautrais, Joyce and Mulder ( I 994, 1 996, 1 998a, 1 998b, 1 998c), Coggan ( I  997) and 

Coggan et al. (1 998), Fergusson and Lynskey ( 1 9958, 1 995b), little research has been 

conducted in this country on a clinical outpatient population or on the practice of 

mental health clinicians. In these terms, this study provides the groundwork for the 

future examination and exploration of clinician decision-making for risk-level 

assessment and safety intervention recommendations. It applies both inductive and 

deductive approaches to the examination of the relationships between support, risk

level and safety interventions and the results point to implications in the following 

areas: ( 1 )  youth suicide prevention and treatment; (2) current or proposed services and 

procedures with respect to adolescents at-risk of self-harm; and (3) future research. 

(1) Youtll Suicide Treatmellt alld Prevelltioll 

The findings from this study demonstrate that social support (negative and positive 

support) plays an important role in the assessment of, and recommended interventions 

for, suicidal behaviour. For example, if there is a lack of positive support or if there is 
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a high level of negative support severity, then it has been shown that clinicians will 

opt for particular safety interventions in order to address this deficit. Clinicians 

indicated, both from the quantitative and qualitative analyses, that strengthening the 

support system, as wen as addressing the level of negative support severity (e.g., 

abuse) were critical components of the intervention process. In situations where there 

was some positive support, clinicians opted to use family members or friends to assist 

in continuous monitoring of the young person outside of the agency's domain. In 

situations where the risk was high and there was no positive support available from 

family and/or friends, safety interventions such as hospitalisation, respite care and 

referral to CYF for a placement were seen as ways of both building up the support 

network, as well as providing a message to the young person that a safe and 

supportive environment was the first step in reducing risk. 

This study demonstrates that clinicians perceive positive support as playing a vital 

role in their risk-level assessments and when recommending safety interventions. 

Since studies have shown that positive support acts as a buffer to suicidal behaviour 

(e.g., MaJtsberger, 1 996; Pinto et al. , 1 998; Pritchard, 1 995; Rubenstein et aI., 1 998) 

and that clinicians perceive risk as less when positive support is present, it can be 

concluded that treatment for those at-risk needs to focus on strengthening support 

systems and building support systems where they do not exist. For example, a peer 

support programme in which young people can turn to others of their own age for 

support during difficult times, particularly in situations where they have no one else to 

talk to about their problems, may be useful. This type of programme could be useful if 

established within local area high schools or community centres which young people 

frequent. 
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Another matter is that of early detection of mental health issues and referral to 

appropriate services. The majority of attempters and ideators in this study had an Axis 

1 diagnosis (e.g., depression, anxiety) with approximately a third in both the attempter 

and ideator groups experiencing comorbidity. Although the archival study was based 

on records for an outpatient psychiatric group, it has been found that psychiatric 

conditions, particularly if comorbid, enhance the prospect of at-risk behaviour (see 

Andrews & Lewinsohn, 1992; Fergusson & Lynskey, 1 995a, 1 995b; Flisher, 1 999; 

Pirkola, Marttunen, Henriksson, lsometsae, Heikkinen & Loennqvist, 1 999; Renaud, 

Brent, Birmaher, Chiappetta & Bridge, 1 999). In addition, Beautrais ( 1 996) states that 

"adverse life courses and difficulties appear to play very strong roles in determining 

attempted suicide risk" (p.238). Kosky and Goldney ( 1 994) support Beautrais' 

comment in that they state the need to address two areas in suicide prevention: ( 1 )  the 

role of psychiatric illness and (2) the contextual significance of interpersonal and 

family discord. If these factors predispose the young to engage in self-harm 

behaviour, then it certainly seems logical to conclude that more resources need to be 

put into developing specialist psychiatric services and inpatient programmes for 

adolescents. In addition, it might also be logical to conclude that more resources need 

to be put into educating the public, school personnel and mental health professionals 

about early detection of both potential suicidal behaviour and mental health issues. 

Education about the risk and protective factors and how to identifY a potentially 

suicidal young person, as well as the process involved in making an appropriate 

referral to services, is another avenue for the prevention and treatment of suicidal 

behaviour. Overall, an integrated approach involving community services, the school, 

parents and professional services would assist in the early detection and prevention of 

mental health issues (including suicidal behaviour). 
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(2) Cu"ent or Proposed Services and Procedures 

The results from this thesis may assist in improving clinician and service 

accountability via the creation of more consistent ways of recording client 

information, particularly in terms of crisis intervention. With respect to policy, the 

new guidelines produced by Beautrais et al. ( 1 997) imply that consistency across 

schools and mental health services is the first step to creating a more accountable and 

helpful service for those youth at -risk. In this context, the proposal to refine 

assessment procedures within the CAFS service has become an increasing concern 

and is being taken seriously by both management and staff. A package similar to that 

introduced by Project ABLe, could be introduced with respect to safety planning. 1 9  

For example, a standard checklist o f  interventions (e. g., emergency numbers, referral 

to CYF etc.) could be introduced as part of the risk factor assessment package. 

Presently, the form only allows for a half page documentation for recording the 

treatment offered. However, more research would need to be undertaken in order to 

devise a standard safety list, particularly as to how certain safety measures relate to 

diagnosis. 

The desirability of using standard safety protocols, in addition to standard assessment 

procedures, for clinicians and the community is another implication arising from the 

19 Project ABLe introduced a standard assessment package and risk form to be utilised by clinicians for 
assessing those at-risk of harm to self or others. Project ABLe, an acronym for "Achieving the Better 
Life," was launched in 1 996 and led to the initiation of standardised documentation for efficient record 
keeping within the mental health services in 1 997. "A Better Life" was the 1 994 report of the Greater 
Wellington Mental Health Services Review by the Central Regional Health Authority (Diana Kane, Sr. 
Clinician, CAFS, personal communication, April 1 9, 2000). One example of this standardised 
documentation is the assessment package and risk form utilised by the CAFS multidisciplinary team 
during an acute assessment. It requires the clinician to record details of the client's presentation, the 
Mental Status Examination, risk factors, presenting problem, relevant background information, self
harm assessment, mental health history, current medicines, medical history, alcohol/drug abuse, 
cultural assessment and needs, relevant information from other sources, legal history, family 
relationships and structure, developmental history, formulation and summary of issues, provisional 
diagnosis and treatment/intervention plan (only if accepted for treatment). 
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resu1ts of this study. Standard assessment procedures are clearly ways of increasing 

clinician and service accountability, as well as ways of improving the quality of 

treatment offered. Standardised procedures ensure that clinicians both record and 

consider all possible interventions, as well as justifying why they chose to recommend 

particular safety interventions. The present study indicates that particular 

interventions are more likely to be recommended for particu1ar risk·levels, with 

"higher-order" interventions recommended by clinicians for those vignettes relating to 

people at higher risk (e.g. hospitalisation, respite care) and "lower-order" 

interventions (e.g. delayed appointments and telephone calIs) recommended by 

clinicians for those vignettes featuring subjects where the person concerned is judged 

to be at lower risk. These findings demonstrate that certain risk-level assessments 

prompt the implementation of certain safety interventions. Standard safety protocols 

across mental health services shou1d consider not only the necessary interventions that 

clinicians must follow through with under certain circumstances (e.g., CYF referral 

for abuse), but also the interventions that may be required (with a given risk-level) to 

improve the quality of life and mental well-being of adolescents at·risk. 

Interestingly, the CYF agency has recently issued a booklet entitled "Towards Well

being: Responding to the Needs of Young People" (Department of Child, Youth and 

Family, 2000). This booklet is an important part of the Youth Services Strategy in 

New Zealand that is currently being introduced and evaluated. The booklet includes 

great detail with respect to how to make a risk·level decision and how to develop and 

record a suicide risk management plan. A similar documentation system would also 

greatly.benefit CAFS clinicians and their clients, although this system would need 

evaluation as to its effectiveness. 
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The results of this thesis also have important implications with respect to the training 

and in-service professional development of clinicians. Knowing that such factors as 

social support, be it positive or negative, play an important role in assessing and 

treating youth at-risk, mental health services and the government need to allocate 

funding and resources for the development of assessment and intervention skills in 

this area (Anderson, 1 999). Specialised courses and/or programmes, specifically 

aimed at teaching crisis assessment and intervention skills, could be developed and 

implemented within the mental health services, as well as within academic settings. 

These courses could also assist in keeping clinicians up to date with current literature 

in the area. With this point in mind, the results from this study will be fedback to 

CAFS staffin Wellington. This feedback is itself a form of in-service professional 

development that will foster greater awareness of how social support plays a role in 

the types of risk-level assessments and safety recommendations made by clinicians 

make and the process that occurs when they make these decisions. Dissemination of 

the results from this study to CAFS staff: journals and conferences is the first step in 

promoting education about youth suicide assessment and treatment in New Zealand 

(see Smith and Anderson, 2000). 

(3) Future Research 

Future researchers may wish to consider using random sampling techniques (which 

permit the generalisation of results) and a larger sample in an effort to continue testing 

the model. Perhaps future research could sample several child and adolescent mental 

health clinics and use a random sample of files from those clinics in order to achieve a 

representative sample of youth at-risk. In addition, future studies might consider 

obtaining a random sample of clinicians from several clinics in order to be able to 
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generalise the results. In the vignette study, negative support severity (without or with 

positive support) was shown to have a significant relationship with risk-level 

assessment and recommended safety interventions. A relationship was also found 

between assessed risk-level and recommended safety interventions. Future research 

could therefore examine whether other risk variables besides social support (e.g., 

family history of suicide, psychopathology) also play a critical role in the decision

making process for risk-level and associated safety interventions. A larger, 

multimodal study utilising a number of variables (e.g., support, family history of 

suicide and psychopathology), while controlling for others, may assist in helping us to 

understand how and why clinicians reach their decisions regarding future risk. 

For the future also it is important to begin directing attention toward programme 

evaluation of crisis assessment and intervention procedures and protocols. The Project 

ABle assessment package introduced in 1 999 requires further research regarding its 

efficacy in improving assessment techniques and preventing at-risk behaviour. Since 

findings from the present study indicate that clinicians favour certain interventions 

given the perceived risk-level of the patient, it is also critical to determine whether 

these favoured interventions have a positive outcome (i.e. reducing future at-risk 

behaviour). Follow-up studies could be conducted in which patients are assessed at 

frequent intervals to detennine whether the interventions recommended had a positive 

outcome for the young person. 

In addition to the above, future research should focus on analysing whether positive 

support acts as a protective factor in preventing suicide. Building on this result, the 

measurement of positive support by using other individual items (such as 
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communicating to another person that they are being listened to or telling someone 

that they are loved) may help to identify whether some positive support items have 

more or less of an influence on clinician decision-making for risk-level and safety. 

Perhaps a focus not only on positive support, but on wider protective factors such as 

youth employment opportunities, preventive education efforts on the adversity of 

alcohoVdrug abuse/misuse and school programmes aimed at improving self-esteem 

could be assessed as to their relative importance in both reducing and preventing 

suicidal behaviour. Baume and McTaggart ( 1 998) agree with this focus and argue for 

the need for more research on not only the short- and long-term risk factors, but also, 

in the case of Australia, for research on protective factors in relation to youth suicide. 

In addition, further investigation into risk factors and protective factors in New 

Zealand is also necessary. 

On a larger scale, it is critical to also consider the issue of suicide in the context of 

wider social and economic factors. For example, future research may need to consider 

what type of socio-economic and demographic environments are commonly 

associated with dysfunctional families. In other words, issues such as poverty and 

social violence (vandalism, gangs) need to be more specifically addressed in terms of 

their relationship to the personal risk factors previously discussed (e.g., diagnosis, 

psychiatric history in the family). Prevention therefore needs to be focused not only 

on clinical intervention (e.g., crisis intervention, cognitive behavioural and family 

therapy) but also on social intervention, such as through the elimination of poverty 

and unemployment. In summary, the critical point here is that while this thesis 

focused on the support system provided by mends and family, future studies might 



consider assessing the relative effect of wider systems and their impact on at-risk 

behaviour. 

7.1 0  Conclusion 
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This chapter provided an integrated discussion of the findings from the archival and 

vignette study and related these findings to the current literature on youth suicide. 

More importantly, this chapter demonstrated the need for a revised social support 

model largely due to the nature of the findings reported. The discussion clearly 

showed (a) how the revised model was schematically different from the original social 

support model, and (b) the important contribution the revised social support model 

has for research on youth suicide. Final discussion centred on the methodological 

issues relating to the present study, as well as the important implications this study 

has for youth suicide treatment and prevention, current services and procedures, and 

future research. 

An important issue to conclude with is the future outlook for both research and the 

assessment and treatment of suicidal youth. As discussed previously, more attention 

needs to be directed toward examining the relative importance that social support has 

for assessing and treating suicidal youth. In particular, past research has largely 

focused on the examination of risk factors for suicidal behaviour in the young, 

including negative support (see e.g. , Beautrais, Joyce & Mulder, 1 996; Brent et al., 

1 994; CampbeU et al., 1 993; Fergusson & Lynskey, 1 995b, Hollis, 1 996; Kosky et al., 

1990). Research now needs to direct its attention toward assessing the importance that 

positive support may have in protecting adolescents against self-harming behaviour. 

This study shows that positive support plays a more complex role in risk-level 
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assessment and safety recommendations for suicidal youth than was initially 

hypothesised. A critical factor in this research would be detennining whether various 

forms of positive support actually do serve to reduce risk of future self-harm 

behaviour. More important is the implication that information about positive support 

can be used to develop programs (e.g., self-esteem, communication, relationship

building) for young people which may serve to prevent suicidal behaviour and other 

mental health disorders. However, programme evaluation studies would also have to 

be conducted in order to fully assess the effectiveness of such programmes. 

Finally, looking toward the future, a critical issue worthy of consideration is how 

clinicians can more effectively assess and treat suicidal behaviour. Obviously, 

researching whether current programmes are effective in this area would be a good 

beginning. However, it is important to consider alternative methods of treating young 

people and how services can become more flexible in order to reach out to those 

adolescents who might under normal circwnstances not be treated. A specialised team 

of clinicians trained in suicidology could be incorporated into current child and 

adolescent mental health teams. Furthermore, flexibility could be improved by 

making these specialised teams available to young people 24 hours a day, 7 days a 

week. The important point to conclude with here is that attention needs also to be 

directed toward how services can better meet the needs of those youth who might 

never be seen by a mental health agency. 

Suicide is an alarming and ever-increasing problem in today's world (New Zealand 

Ministry of Health, 2000). Suicide is a tragic outcome for some and for others it can 

be a beginning, particularly in terms of accessing help after an attempt and receiving 
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the appropriate treatment. With research, we can raise awareness through public 

education and hopefully better equip parents, adolescents and professionals (whether 

they be school teachers or mental health clinicians) to understand how to recognise 

warning signs for potential suicidal behaviour and how to assist in offering support to 

those who are ultimately at -risk. 
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Appendix A 

Coding Guide and Scoring Sheet for Archival Study 

1 .  Group 

"Attempters" will be defined as a person who presents with the intent to die, and 

sufficient lethality in method use to accomplish that intent, but either failed or were 

rescued. Examples of attempters include those persons who present at the acute 

assessment phase with some attempt made at self-harm (e.g., overdose, cutting, 

attempted hanging, etc.) (Reynolds & Mazza, 1 994). 

"Ideators" will be defined as persons who have cognitions about wanting to die. These 

people experience thoughts related to the planning, conduct and outcome of suicidal 

behaviour (Reynolds & Mazza, 1 994). They present primarily to CAFS for an acute 

assessment because of their verbal and/or written expressions of wanting to harm 

themselves. 

Please circle on the coding sheet which group the client belongs to. 

2 .  Age 

Record the actual age as seen on the referral fOnTI. Age range for this study is 1 3- 1 7  

years of age inclusive. 

3 .  Gender 

Circle on the coding sheet either male or female as seen on the referral fOnTI. 



4. Diagnosis 

Axis 1 :  Clinical Disorders 

Other Conditions That May Be a Focus of Clinica1 Attention 

Axis 2:  Personality Disorders and Mental Retardation 

Axis 3 :  General Medical Conditions 

Axis 4: Psychosocial and Environmental problems 
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The Diagnostic Criteria Manual from DSM-IV will be provided in order to assist with 

tIllS section. Please circle the appropriate axis( es) for each record. If the diagnosis is 

explicitly stated in descriptive terminology (e.g., "their seems to be some conflict 

between the parents and patient"), then make the diagnosis that is most appropriate 

(e.g., parent-child relationship - Axis 4). 

5. Comorbidity 

Comorbidity is defined as the presence of more than one diagnosable disorder within 

Axis 1 .  Circle yes if there is more than one disorder for a client under the Axis 1 

category and no, if there is mention of only one disorder under the Axis 1 category. 

6. Social Support 

6. 1 Emotional - General Definition of Emotional Support 

Defined as behaviour that communicates to an individual that he or she is cared for 

and loved. A few examples of emotional support include having a person(s) available 

to listen to one's problems in an open and non judgemental way, having someone to 

rely on for help, having someone who will be available to spend time with, and 

having someone who will make one feel valued. The implicit assumption within this 
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definition is that the emotional support being assessed is of a positive quality. The 

recipient of that emotional support may perceive it as either negative or positive 

depending upon the timing, amount and mode of supportive behaviour that occurs. It 

is possible that the recipient may perceive the emotional support as being not 

available to him or her from the support network (e.g. family or friends) or it may be 

perceived as dysfunctional or unhelpful in which case the emotional support would be 

seen as negative, or perhaps even nonexistent (Pierce et al., 1 996; Thompson, 1 995; 

Vaux, 1 988). 

(a) Negative Emotional Support 

Negative emotional support can encompass (a) the existence of dysfunctional or 

unhelpful support; or (b) the nonexistence of support. Examples of the former would 

include references within the report to such items as: 

• people who abuse the young person (physical, emotional, sexual); which also 

includes bullying 

• people who the young person finds difficult to trust 

• people who communicate with the young person in a dysfunctional way (e.g. 

fights, conflicts) 

• people who will not listen to the young person's problems or difficulties 

• people who cannot be relied on for help 

• people who do not want to spend time with the young person 

These items were constructed from the research on family conflict, social support and 

youth suicide (Beautrais, Joyce & Mulder, 1 990; CampbeU, Milling Laughlin & Bush, 



1 993; HoUis, 1 996; Kosky, Silbum &. Zubrick, 1 990; SarasoI1, Basham &. Sarasoii, 

1 983; Vaux, 1 987) 
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Examples of other instances of negative emotional support would include references 

within the report to situations in which the young person cannot access any support, 

whether it be from friends, family or community groups. Negative support, as written 

in the report, can involve references to both past and present experiences of the 

patient in so far as they may possibly affect their current functioning (e.g., sexual 

abuse over a number of years which the patient is only now remembering and cites as 

a reason for them attempting or thinking about suicide). 

Please circle either "mentioned" if the report does make reference to negative support 

or "not mentioned" if the clinician does not make any reference in the assessment 

report to negative support. Please also mention your reasons if you chose that negative 

emotional support was mentioned in the report. 

(b) Positive Emotional Support 

Examples of pOSitive emotional support include: 

• having someone who will l isten when needing to talk about a problem(s) or 

difficulty 

• having someone who will provide advice/guidance in a difficult situation 

• having someone to rely on for help 

• having someone to spend time with 

• having someone who will provide comfort, whether it is a crisis situation or not 

• having someone who will accept them openly and for who they really are 
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These items were constructed based on the Social S upport Behaviour Scale (SSB) 

(Vaux et al.,  1 987) and the Social Support Questionnaire (SSQ) (Sarason, Basbam & 

S�on, 1 983; Vaux, 1 987) 

Please circle "mentioned" if the assessment report does make reference to positive 

support or "not mentioned" if there is no reference made to positive emotional support 

in the acute assessment report. Please also list your reasons if you chose positive 

emotional support as mentioned in the report. 

6.2 Negative Support Severity Rating 

Please also make a severity rating based on the above data for negative emotional 

support. Please circle "low", "medium" or "high" severity on the coding sheet. 

Examples of low severity would include such things as conflicts or fights or general 

"hassles" with friends or family and would result in little or no impairment in the 

following areas: school, work, home and social relationships. Examples of medium 

severity would include serious conflicts, fights bullying andlor abuse (physical, 

sexual, emotional and verbal) from others such that it would result in some 

impairment in at least one of the following areas: school, work, home and social 

relationships. Examples of high severity would include such things as severe trauma, 

abuse or neglect such that it would result in serious impairment in more than one 

functioning area (e.g., school, work, social and family relationships). Each of these 

definitions takes into account both the type of conflict (e.g. fight, argument or abuse), 

as well as its impairment on the other person (Chaffin, Wheny, Newlin, Crutchfield & 

Dukman, 1 997; Straus, 1 979). 
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6.3 Emotional - Submeasure of Support Source 

The following is a list of definitions for support source: 

Friends will be defined as any reference made in the report to that client's peer group 

or family's extended social group. 

Family will be defined as any reference made in the report to that client's immediate 

and extended family network. 

Community agencies/groups can be defined as those groups to which a young person 

belongs to which are outside of the friends and family sphere. These groups include 

such things as youth groups (connected to a church or religion), or can include 

community agencies such as Youth One Stop Shops, Youth Aid Officers, CYPFS 

(Children, Young Persons and Their Families Service) or guidance counsellors 

available to young people at their secondary school. 

(a) Negative Emotional Support Source 

Circle "Mentioned" if there is any reference made to negative emotional support from 

the following groups in the report: friends, family or community groups. Otherwise, 

circle "Not Mentioned". 

(b) Positive Emotional Support Source 

Circle "Mentioned" if there is any reference made to positive emotional support from 

the following groups in the acute assessment report: friends, family or community 

groups. Otherwise, circle "Not Mentioned". 
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7. Quantity of Support 

7. 1 Number of Support Network Resources 

If there is any reference to the actual number of support network resources available 

to the young person, please record it as written in the report (e.g. a group of 10, 20 

etc.). 

If there is no actual number, please circle "Mentioned" if there is any reference in the 

report to any of the following groups: 

• a large group 

• a medium-sized group 

• a small group 

• no group 

Otherwise, circle HNot Mentioned". 

A large group will be defined as one in which there are written references to "a lot" or 

"many" people with whom the young person interacts with. TIle report may even go 

so far as mentioning explicitly that the client has a large number of people for whom 

they can turn to in a time of need. 

A medium-sized group will be defined as one in which there are written references to 

Hsome" , Hseveral" or a Hmoderate" group of people for whom the young person can 

turn to when in need of support. 
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A small group will be defined as one in which there are written references to a "few" 

or "little" people to whom the young person can turn to when in need of support. 

No group refers to whether there is a reference in the report about the young person 

having no one within their network resource to turn to for support. 

8. Coding for Risk Level 

8. 1 Risk Level - Measure # 1  CGAS Children's Global Assessment Scale 

The CAFS clinic now utilises the CGAS in order to obtain a more global measure of 

functioning for at -risk adolescents. The CGAS is a useful measure of overall severity 

of disturbance and is used for children and adolescents from 4- 1 6  years of age. Read 

the assessment report in its entirety and taking all information into consideration, 

please assign a value according to the foUowing scale. Only consider that information 

which describes recent events within the previous month. 

CGAS (for children 4- 1 6  yrs. of age) 

Rate the subjects most impaired level of general functioning for the specified time 
period by selecting the lowest level which describes his/her functioning on a 
hypothetical continuum of health-illness. Use intermediary levels (eg, 35, 58, 62). 

Rate actual functioning regardless of treatment or prognosis. The examples of 
behaviour provided are only iUustrative and are not required for a particular rating. 

Specified Time Period: 1 mo 
1 00-91 Superior Functioning in all areas (at home, at school, and with peers); 

involved in a wide range of activities and has many interests (eg, has hobbies 
or participates in extracurricular activities or belongs to an organised group 
such as Scouts etc); likeable, confident; everyday worries never get out of 
hand; doing well in school; no symptoms. 

90-8 1 Good Functioning in all areas; secure in family, school, and with peers; there 
may be transient difficulties and everyday worries that occasionally get out of 
hand (eg mild anxiety associated with an important exam, occasionally 
"blowups" with siblings, parents or peers). . 

80-7 1  No more than slight impairment in fUnctioning at home, at school, or with 
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peers; some disturbance of behaviour or emotional distress may be present in 
response to life stresses (eg parental separations, deaths, birth of a sibling), but 
these are brief and interference with functioning is transient; such children are 
only minimally disturbing to others and are not considered deviant by those 
who know them. 

70-6 1 Some difficulty in a single area, but generally functioning pretty well (eg 
sporadic or isolated antisocial acts, such as occasionally playing hooky or 
petty theft; consistent minor difficulties with school work; mood changes of 
brief duration; fears and anxieties which do not lead to gross avoidance 
behaviour; self-doubts); has some meaningful interpersonal relationships; 
most people who do not know the child well would not consider him or her 
deviant but those who do know him or her well might express concern. 

60-5 1 Variable jUnctioning with sporadic difficulties or symptoms in several but 
not all social areas; disturbance would be apparent to those who encounter 
the child in a dysfunctional setting or time but not to those who see the child 
in other settings. 

50-4 1 Moderate degree of inteiference in fUnctioning in most social areas or severe 
impairment of functioning in one area; such as might result from, for 
example, suicidal preoccupations and ruminations, school refusal and other 
forms of anxiety, obsessive rituals, major conversion symptoms, frequent 
anxiety attacks, poor or inappropriate social skills, frequent episodes of 
aggressive or other antisocial behaviour with some preservation of meaningful 
social relationships. 

40-3 1 Major impairment in jUnctioning in several areas and unable to jUnction in 
one of these areas; ie, disturbed at home, at school with peers, or in society at 
large, eg persistent aggression without clear instigation; markedly withdrawn 
and isolated behaviour due to either mood or thought disturbance, suicidal 
attempts with clear lethal intent; such children are likely to require special 
schooling and/or hospitalisation or withdrawal from school (but this is not a 
sufficient criterion for inclusion in this category). 

30-2 1 Unable to jUnction in almost all areas; eg, stays at home, in ward, or in bed all 
day without taking part in social activities or severe impairment in reality 
testing or serious impairment in communication (eg sometimes incoherent or 
inappropriate ). 

20- 1 1 Needs considerable supervision to prevent hurting others or self (eg, 
frequently violent, repeated suicide attempts) or to maintain personal hygiene 
or gross impairment in all forms of communication, eg, severe abnormalities 
in verbal and gestural communication; marked social aloofuess, stupor, etc 

10- 1  Needs constant supervision (24 hr care) due to severely aggressive or 
self-destructive behaviour or gross impairment in reality testing, 
communication, cognition, affect or personal hygiene. 

(ShafIer, Gould, Brasic, Ambrosini, Fisher, Bird & Aluwahlia, 1 983) 

8.2 Risk-Level - Measure #2 

Risk level will be considered as a continuous variable and will be defined in relation 

to three categories, such as referring to whether a person is at low, medium or high 



risk. The criteria for these definitions have been compiled from several typologies 

which exist within the suicide research on risk-level (see e.g., Berman and lobes, 

1 99 1 ;  Patterson et al., 1 983; Kral and Sakinofsky, 1 994; Sommers-Flanagan and 

Sommers-F1anagan, 1 995). 
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Decide on the risk-level according to the definitions provided and circle either low, 

medium or high according to the definitions below. Please use infonnation related to 

the suicidal behaviour of the patient both in the past, as well as in the present. 

Low Risk: A person at low risk will be defined as someone who makes vague 

references to suicide, has no or a very poorly detailed plan, access to any methods of 

self-harm are unattainable or very limited, and choice of method to self-harm is not 

well-detailed or planned. For example, ''jumping off a bridge", "hanging self', 

"taking pills" or "lying on train tracks" are considered to be poorly detailed in that the 

person has either not yet obtained the methods or not thought through the methods in 

a deliberate and detailed fashion. Generally, persons in this category do not know 

when they might follow through with their plan. and have not yet obtained the 

methods to self-harm. 

Medium Risk: A person at medium risk will be defined as someone who has 

considerable ideation and the beginnings of a plan to self-harm, access to any methods 

of self-harm are moderately attainable, and choice of method to self-harm is planned 

or detailed. If the person is an ideator, they have generally thought through their plan 

in a detailed manner and have actually obtained the methods to self-harm. If the 



person has already used a method of self-hann (attempted), then it would be seen as 

moderately lethal (e.g. superficial cutting, some pills taken). 
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High Risk: A person at high risk will be defined as someone who has a well-detailed 

and thought out plan, their access to any methods of self-hann are very attainable, and 

their choice of method used was very lethal (e.g. hanging, overdose of pills, severe 

lacerations from cutting). 

9. Coding for Safety Recommendations 

9. 1 Circle "Mentioned" if any reference is made in the acute assessment report with 

respect to the following recommendations: 

• Hospitalisation - patient admitted to or granting continuance on an inpatient ward 

for further monitoring following acute assessment 

• CYPFS - Referral to Children, Young Person's and Their Families Service 

• Respite Care - nursing care arranged by CAFS for the child and their family 

overnight. 

• Provision of Emergency Numbers (PERT - Psychiatric Emergency Response 

Team for after hours and CAFS number for during office hours 8:30-5 :00) 

• Time-Out Placement for a Night - informal arrangement made by the family for 

the young person to have a break from their family either for a night or a few 

days. Some time-out placements include staying with an extended family member 

or with a family friend. 

• Time-Out Placement for Several Days - same as above except length of stay 

spans over a number of days rather than a night. 
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• Limiting of Method Availability - instruction given by the clinician to the parents 

or caregivers about eliminating means of self-harm from the immediate 

environment (e.g. hiding or locking away of pills, medicines, poisons, knives, or 

guns) 

• Medication as prescribed by the psychiatrist at CAFS 

• Internal Referral for further specialist consultation on the MDT (Multi

Disciplinary Team) at CAFS (e.g. psychiatric consultation, cognitive assessment 

and/or psychological testing) 

• Referral to External Agency or Organisation ( e.g. Youth Aid Officer, One-Stop 

Shops, Access to a Guidance Counsellor at school). 

• Next Planned Appointment for client to see therapist. 

• Next Planned Telephone Contact between client and therapist. 

• Other - Please record any other decisions made which were not included in the 

above list e.g., parent keeping a watchful eye, no safety plan mentioned (or 

mentioned but not specified). 

9.2 Safety Recommendations - Measure of Time Specificity for Appointment 

Circle "Mentioned" if there is reference in the assessment report to any of the 

following categories: 

• Appointment within 24 hours. 

• Appointment by the end of the week. 

• Appointment the following week. 

Otherwise, circle "Not Mentioned". 



9.3 Safety Recommendations - Measure of Time Specificity for Telephone Ca]]. 

Circle "Mentioned" if there is reference in the assessment report to any of the 

following categories: 

• Telephone Call within 24 hours. 

• Telephone Call by the end of the week. 

• Telephone Call the following week. 

Otherwise, circle "Not Mentioned". 

10. Please circle "Mentioned" if there is any reference made to the following risk 

factors as written in the assessment report: 
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• abuse of alcohol and/or drugs - defined as a maladaptive pattern of substance use 

leading to clinically significant impairment or distress, as manifested by one (or 

more) of the following, occurring within a 1 2  month period: 

( 1 )  recurrent substance use resulting in a failure to fulfill major role obligations at 

work, school or home (e.g., repeated absences or poor work performance related 

to substance use; substance-related absences, suspensions or expulsions from 

school; neglect of children or household) 

(2) recurrent substance m;e in situations in which it is physically hazardous (e.g., 

driving an automobile or operating a machine when impaired by substance use) 

(3) recurrent substance-related legal problems (e.g., arrests for substance-related 

disorderly conduct) 
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(4) continued substance use despite having persistent or recurrent social or 

interpersonal problems caused or exacerbated by the effects of the substance (e.g. , 

arguments with spouse about consequences of intoxication; physical fights) 

(American Psychiatric Association, 1 994, p. 1 1 2) 

• misuse of alcohol andlor drugs - defined as engaging in excessive drinking andlor 

drug-taking primarily to escape from one's problems (e.g., drinking to get drunk 

at parties). Generally, adolescents who misuse often report needing to drink 

excessively with mends to fit in, as well as to avoid facing difficult issues. 

• past suicide attempts 

• past suicidal ideation 

• psychiatric history within the family 

Otherwise, circle "Not Mentioned". 

1 1 . List any environmental stressors which may have acted as triggers for the suicidal 

behaviour. Some examples may include abuse, separations within the family, 

trauma, arguments or fights with others (family, mends), and many others. 

12 .  For those who have attempted prior to the acute assessment, please circle 

"Mentioned" if there is any reference made to the following methods: pills, 

cutting, attempted hanging or other. If there is another method, please write down 

exactly what was used in the attempt made. Otherwise, circle "Not Mentioned". 

Please circle Not Applicable (NA) if the patient you are reviewing initially 

presented as an acute with primary concerns of suicidal ideation. 
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1 3 .  For those who have the presence of ideation at the time of the acute assessment, 

please circle "Mentioned" if there is any reference made to the specificity of the 

plan. Otherwise, circle "Not Mentioned". Please circle NA if  the patient you are 

reviewing initially presented as an acute with primary concerns of suicide attempt. 
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CODER'S SHEET 

I .  Group 

Circle one: Attempter I {deator 

2.  Age 
___ Yrs. 

3. Gender 

Circle one: Male / Female 

4. Diagnosis 

Circle one or more: Axis 1 I Axis 2 / Axis 3 I Axis 4 

Record diagnosis(es) made: _________ _ 

5. Comorbidity 

Circle one: Yes / No 

6. Social Support 

6. 1 Emotional - Submeasure of Relationship Quality 

(a) Negative Emotional Support 

Circle one: 

Reasons: --------------------

(b) Positive Emotional Support 

Circle one: 

Reasons: -----------------------

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 



6.2 Negative Support Severity 

Circle one: None I Low I Medium I High 

6.3 Support Source 

(a) Negative Emotional Support Source 

Circle one for friends: 

Circle one for family: 

Circle one for community: 

(b) Positive Emotional Support Source 

Circle one for friends: 

Circle one for family: 

Circle one for community: 

7. Quantity of Support 

7. 1 Number of Support Network Resources 
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Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned / Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Record actual number (if mentioned in report) = ___ _ 

Record a score based on the following categories: 

Circle one for "Large" Group: 

Circle one for "Medium" Group: 

Circle one for "Small" Group: 

Circle one for "No" Group: 

8. Coding For Risk-Level 

8. 1 Risk-Level - Measure # 1 CGAS 

CGAS Score = ----
8.2 Risk-Level - Measure #2 

Circle one: Low I Medium I High 

Mentioned / Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned / Not Mentioned 



9. Safety Recommendations 

9. l Decisions 

1 .  Hospitalisation: 

2. CYPFS: 

3. Respite Care: 

4. Provision of Emergency Phone Numbers: 

5. Time-Out Placement For a Night: 

6.  Time-Out Placement For a Few Days: 

7 .  Limiting of  Method Availability: 

8. Medication: 
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Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

9. Referral for Specialist Services on MDT at CAFS: Mentioned I Not Mentioned 

10 .  Referral to External Agency or Organisation: Mentioned I Not Mentioned 

1 1 . Next Planned Appointment: Mentioned I Not Mentioned 

1 2. Next Planned Telephone Call: Mentioned I Not Mentioned 

Please list any other disposition decisions made that are not included in the above list: 

9.2 Time Specificity for Appointment 

1 .  Appointment within 24 hours: 

2. Appointment by the end of the week: 

3 .  Appointment the following week: 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

Mentioned I Not Mentioned 

If they have mentioned the exact value of time, please also record this number 

9.3 Time Specificity for Telephone Call, whether from client to counsellor or 
counsellor to client. 

1 .  Telephone call within 24 hours: Mentioned I Not Mentioned 



2.  Telephone caU by the end of the week: 

3.  Telephone call by the following week: 
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Mentioned / Not Mentioned 

Mentioned / Not Mentioned 

If they have also mentioned the exact value of time, please also record this number 

10. Other Risk Factors 

1 .  Alcohol and/or Drug Abuse: 

2 .  Alcohol and/or Drug Misuse: 

3. Previous suicide attempts: 

4. Previous suicidal ideation: 

5. Psychiatric history within the family: 

Mentioned / Not Mentioned 

Mentioned / Not Mentioned 

Mentioned / Not Mentioned 

Mentioned / Not Mentioned 

Mentioned / Not Mentioned 

1 1 . List any environmental stressors which may have triggered the suicidal behaviour: 
(e.g., death, separation in family, trauma, abuse, argument, fight) 

12 .  For those who have attempted prior to the acute assessment, please circle the 
following for method use: 

Not Applicable 

1 .  Pills: Mentioned / Not Mentioned 

2 .  Knife: Mentioned / Not Mentioned 

3.  Hanging: Mentioned / Not Mentioned 

4. Other: (please state) Mentioned / Not Mentioned 

13 .  For those who have presented with suicidal ideation, please circle the following 
for plan specificity (e.g., type of plan): 

Not Applicable 

Mentioned / Not Mentioned 
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Appendix B 

Case Studies for Training 



�CaPital 
I Coast 
� Health 
OPo�o KI TF. mm HAt:ORA 

REFERRED BY : 

CH ILD ADOLESCENT AND FAM I LY 

SERVICE ASSESSMENT FOe + <1l.-\IX-'S C�_l<;(.'_ ::-;h. .ci--{ . 
CLIENT NAME : Place client label here 

' c.- --- 2 9 2  
Key for completion 

CRISIS ASSESSMENT: 

Complete all boxes indicated by * . * 

NON-URGENT ASSESSMENT: 
Complete all boxes. 

e p 0.-. Lc,'-� Surname Given S'USOt\ Permission to Contact? GP0 Hc\,,,· . i+ Names 

MHA or CJA? YesO No� 
If Yes specify section: D.O.B· ! le . Co . � y. NHI (\) Q I.-' 4� 20 

( I Y y rS ) 
1. *** WHO ATTENDED ASSESSOR(S) VENUE Clinician 

Names and Roles Code 
SESSION 1 

r-atY"" \j 'SL.�'SicY\ Date Debb.E'_ S l\Arth PUN?-t.,-/O Mc,-rne.J, � s�ster 
Check box t o  indicate that purpose for collecting information and intended use has been discussed with client 0 
SESSION 2 

te �u�n [;o\�:J ( (rd .vdl,{Ql)  D�-bb6 S'''''� R{kt.V0 
SESSION 3 
Date S�f'1 1), k:b;e.. Sm m, C/\ \j L I rd ,vdl.\O I ) f t-{ te-t .vo 

2. PRESENTATION *** 

$L-{<;Q0 prt'x'n-lco DS C\.  vv �  1 1 -(\I\O..{\ (\e ff'd 1 v-ve \I dCeS:-.-e--d j�lI\.DYUO. 
Sne. opp(c:p-· ale lj d(e-&d .£y ---tne w(U.-tner and Ccc ct.Ss.Un . \/V(l5, 

$LA.<;an I nOV'v e  ve rI (Q�{\d.. � c\:r-h CUl t  +0 rYl(X , n + a.'i) a(\� �e... 
('0ntoc+ dlAr\"9 -tn C'  i nto Vl'e l-0, Sne. o.lso s(-'c rvvd 10 h::lu� 

I .m� ted I nsKj(lt In+o her e fYloti u r1Cl I  pru�fe(ns Clnq ho vV-tn iS  
I m p::x-ts upcn he ( le het \I j 0 LA- r. 

She vv(LS ct.b\e +0 Of\Svve.r rnGS t 6 L-tf'S-h�ffi 
0.(\ Cl(f>( opr :0 le � .  

3. I\'lENTAL STATUS EXAMINATION (MSE) *** � Does client require a Mental Status Examination ? fiYes . No 

fu.t .Qxm +0 he(j n 

MSE completed and incl�ed 0 
4. RISK ASSESS:\1ENT * * *  Does client have any moderate or serious risk factors ? DlYes � No 

CAFS Assessment 
25/03198 

If YES, a Risk Management Plan and an MSE must be completed. 

PAGE I Continuation sheet used D 



2 9 3  
5, PRESENTING PROBLEM -describe current situation *** 
include: Duralion , InlcnsilY, Frequency, Parcnl'slClienl's pen:eplion of problem 

$.,�tn S -i04 rci -n ,ot s'l\ e  \"Va..S �C'( 1 1 19 Si "\. ;  cld:o i aCfl.. , n  and 
Cz. in (l 'I \,l(, ; Co. -l (ci 1(; I'e ( g'Vl; cJa. (let' ((,d ()SC lid 0" nol d(:c-;�u' "fro t 
Sl"\e vv'c..l n { c et ic K. 1I herse vP 
8SAA;CA'dal ' +J - S�n � , d  -thaT S1\.e has -tn ol 0l1 ol:::t)(.zt s.t' t �
}"10.. ( 1)'1 CA \ ut Ic,\"te Ij (O t lOV\fd'9 � b(ea..i<\ -lAP o-fl 0. ( e  io.-hunSh tpVIJI'V1 

�\. bc'j ' She \10...1, 0+ �(Y\fled pre vi DlA��� . -h-vl U - 0� 1I\...l--tn She , 
"ShO L k_>vv ed (v Ct�+-l nr-lClm lYlct+t:J(j (, 1 1( 5' OIe r GJ) a�<ju(y)cI\-t�'h re r � re�a.(d. 'r:g M.,L( rh;'} +me.. ard QI10ther -tl fYlG src: iD<:J\\ 
Cl hctndr:u' �f-' Pa'�do I Wl1LVVi on a��t,{.IY'C()T iNT-rna -fnend . 

-rre.sc. I tlClcle..0 -b YQ.�(lt1d '2 E'Gt..("� �u Clf\d no ON. Ii",eu-J 06"A-{.-+ --tt--em .  Cr,e d Id n o+ <JU. . Ar £:.. ) b.x{. fY)cde. � p  
S' lcK S:c) sre ( UL.l ld -m ID ..--J D.p:f-rc pi l i s, , SlA .. 'Sa.fl ros no c.UrY� n+ iSpc.:ct hc p lQ n -i e  'Sc: d:-"- rorri/ J bcd S hkd "'irU-r sh� kc2 {� <;;o s.cd �hc: �r\1S -to 5:e I P- ho. ( fY) , 

� Oc?pre§.l·ot) � st-tSan StClh:;Jrh::ti sJ"'C � is v'eJi.j <;ad ( 7,bUia�/Oj 
10 be ing ve ry sod ) .  S:he .s+a.k-d -rr-u+ She I-ru t:eH I /'fIeil1 LS  ·.fDr 

'-tne. losi= mo{,\--th S;nc..e -tt1e.. b(�QI<..-uf D r a re i::t/:unsh ,p VVlTfl abo..j '  
S't»dn h0.5 heel p.(l)� (Yl( .s�e:plrs ({A.a� o?-3v ('\ 9Y1T)  %lIne.. 
as-t fY\D('I/n arcl rer appef(  le... M beciJrt]e ..5DfYeV\.¥ctT su..ppr-R8:Rcl , 
Sht' a lSo C()(Y1 f (Ct �flS. GP ehro{\ lC,. .('angue.. . Snc. re pYi..s. a d;a:u' f-!::j 

�('I C()(\ U rf110-hr:.9 Oi  SChOOl·  
. ' . .  �U)Qn s rarn IT':) s-fet/f'd -rrut ifle� l'11...ve.. nD-h �d --th l -.S 

be�er'; o{O+,lYl ove r -me IClSt' iYlV� ard. were �O{lC!QrrtU1 � t1  

-Ine' heard a. /:l0i._t:1 h::r VV,Si1.. fu cL I.e . 
::J 

CAFS Assessment 
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6.RELEV ANT BACKGROUND INFORMATION *** 
CYPS Involvement. exposure to trauma/abuse/yiolence. recent l ife changes, 

NO 0..J{?S I n VU l v� ()'")ent: rJQ c >« rs.ll ( .. ' t-c v, c le ncc e l-c  .. cnl'j ( � �C (1+ 
I, (.l cit(tf1jt t nd' (cd ea is -t'he lqi(l(l rl. ' t-lP O(' c.ue i<�l·{'i.' { !�n f) 'v-rt1 .. ) Ci 
toj -

7. SELF-HARM ASSESSMENT - include alcohol & drug use *** 
Suicidal Ideation · triggers, thoughts. inhibitors 
Actions · description of attempt, method used, wh= . ..... hen. why, What did they hope the attempt would change? 
History · describe other attempts and triggers, Hospital or ot�r agency invoh�ement? 

SUiC icbl idco-hut) - ()(Lurv: n3 c.h)j ' rY1qiU( i"r ,'9<:Ji- (e ictiiZJfl5h f 
or€'o. l\- UP ,  rJo SpeC,f he. p lCl(). 
TNo previuvt.S Cl�mpiS a.RJu..-i TV\;'O :-tc:ars c:p .' �l t:0 1\  � 
o.n-h () r lamrYl a--hY� Pi/ IS aJ'd @ Mnd fU.1 u� (Jarcdd , A.h oft{ � 
CLu.t:t{e. Dt �e. i ne.ia:-rrts . I r '<j:p- (Qr -me.sz. /nCAden is - Of5um:nt 

VVrit) Q tarn J,j fY\eInr-er. 

:1rne o lCVh D I use (dn·nt:.S cd fO.(-J,aS) b..A.'t n e  c:L--v.g UStxje.,-I 
Seemi�ilj depreJ.sec/ ) oli �(-u.,l nps �eep� a nd  lJat;nj ' 

CAFS Assessment 
25103198 PAGE 3 Continuation sheet used D 
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8. ME!'ITAL HEALTH HISTORY *** 
Diagnoses. post treatment, response to treatment, previous CAFs, or other Mental Health se,,·ices. 

No pe" iC;� OCpUj I (I VGl v2ffif-n-t . 

r-Qf'(I llj h i5 tc/ "'j u .(  d('P{� I\jl Cmt.:n  L ; ;  brvi� (' (..I. { !c:( fAlht'y-) 

9. CURRENT MEDICTh'ES * * *  
Psyehotropic and other medication, dose, compliance, response and efficacy. 

J; I .  

10. MEDICAL HISTORY 
Previous illnesses, past medications, allergies to medications, head injury, hospitalisations. 

Ap� nd;x �(O:h'Ofl �e C£? 

most ch ·\dhDcJd , l Int$ics 

- ;n t1C5p'ta� G; 4 ob.:Js, . 
(chld:e() fV 'f. t tYIetJ.( /c-<; ) 

11.  ALCOHOL AND/OR DRUG - current use and history *** 
ecify substances, amounts and frequency. 

Dr .Y) f{; o.IC0h D (  (\t'tO..,nlj Ctt rart/�s (beer, vcd �)" I a.rd v-V;udn'n/(:ic 
qt� thvn f\ .  rJod�" 

12. CULTURAL ASSESSMENT AND NEEDS * * *  
Include spirituality and religion. 

Not ClPfI ,Wbe . 

CAFS Assessment 
25103/98 PAGE 4 

interpreter used 0 

Continuation sheet used 0 
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13.  RELEVANT I"'FORMATION FROM OTHER SOURCES - always identify source * * *  
ego School, Speci.list Educ.tion Services, Guidance and Le.ming Unit. 

14. LEGAL HISTORY 
Custody Issues, Forenstc. Police, Youth Justice contact. 

I S. FAMILY/WHANAU 
Client's place in family/whanau structure. client's perception of family relationships. genogram. check for familylwhanau history of psychiaaic illness. 

drugs. alcohol/violence. separ:ltions. physical. sexual or emotional abuse 

r I 

Cl Q Chv'lq 

a L-\ 

StA..':Of) Lalfld Sra..fDfl 
O Lktcs) �'l{(S ) ((OL{,r-:. ) 

JU� h:ls a,(�wY"(:11fs VVTrh rc.r G", / Ij (rr(LI'flU[ rYl.0m ttd )cVV<.-lnd 
(ules / ·e'x.p {le tct-nLXLS and Sl)fYlet;{r'lC'J CtvrfeW . ..1 &'('sc;,.n .so. l c;;{:-thaf

�t- Cjene.ratl!j �et.5. ctl� vvrt11 her jOlM1�Sisierar� brOtt1� 
SV\san �,s-ttat her paren--ts. don -r (espect nu fn'C�. �� 

also saId iY1:J..t· Tne Gm/�'j t:;r-ds_ fu b::.. t;t-1.tle is,6 lok'dafU has 
�1i-ne do NrttJ -+he eKt:-nc�d raM I � .

. _ . . 
iliv,d Sai d tvt,ti h �  Came. 1YDn1 0. d/ �.d l,;cntuJccU::r.c�avnd 

and VVI�/fU�c;,{d et , ut  of VI J�i'V Mvv'e.Q () h i ':.  (U(:n-fs. 
$11e SClid ·S:tle. I/\,CS -M10t'/"uru,,::/ a.bu�d a.�C<. Ch dei . 
[�e5 

CAFS Assessment 
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DEVELOPMENTAL HISTORY 

1 6. CONCEPTION I PREGNANCY I ADOPTION 

S0tSon - n .:.,.\ :I�' ( bi'\lIV 1( ne t en lpl /C'Q-!-oC:f "\S: . 
I \i t' ,'9, 1?d g-'/oS c..' C ·  2. . �'lhef)' be>! () , O'tt::tSI kci. �ln-h '( C:;:rr1.uTfI 15", 

1 7. INFANCY, EARLY CHILDHOOD 
Include milestones, language, significant losses, separations 

/) 
Kecdled C Hi de -ve!Gpmental rn l)c'sIG� at· ()<..V'Vla1 CUje 

2 9 7  

No S· ''j'(Vhta.nt ft rr  'j Ia:.� DJ 5:ep::uo+/�.  . S e pO(c.dlO'1 (1...n v(�1j uJ7cn S� n {;VS+ IAJw + -b KtndfjJ bu;t 
f.eefll("d iD odj  wt vveil a.P{e(-f\ru-t . 

I S. SCHOOL 
Include academic performance, attendance changes. use of teacher aide. Specialist Education Service, G uidance and Learning Unit. peer and teacher 
relationships. 

-Kindj CofYl 3- �(S. - sepa,ro-f,0fl o.t1.�� . {;verr1LAQ,�� rY'lCde fn'erds . 
NO CC¥1CertU: here.. erthu tV'�(J' 

,!; - '� <1(5:, tn lurY/ cdtlo..k. .  Averocjf_ S-tvtddlt-. � Glase fri'.e.rds . 
I '? - Pre�+ - CDII-e:r . /tofUas:Jt. �tL-tde.t1t: D-ediflc.. : n  5;.oda/ 

ri? lail Dnsh� . 

1 9. �TERESTS, HOBBIES, SPORTS 

CAFS .... ssessment 
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20. FORMULATION AN D SUMMARY * * *  
L 'l �  . 

21.  PROVISIONAL DIAGNOSIS (only complete if accepting for treatment by the Mental Health Service) * * *  

Axis 11 

Axis III 

Axis IV 

Axis V 

CAFS Assessment 
25/0)/98 

Number Code Description 

Current GAF 
I _  · 1  or CGAS 
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OUTCOME O F  ASSESSMENT : ACCEPT O R  DECLINE 

22. GJ " 
A CCEPT FOR TREATMENT BY CAFs 

RECOl\L\IENDED INTERVENTIONS: 

, .  Cf31 Pi>r �4?"t'�� 
.J, 

��� �� 
Ccm.m&.Vl/·�n� (Jt1>1b� 

3, 
y, 

��� -t�Of1l IlL :  �I"P\ ri.j 1'V\&k� -f.o � � .  
PrOVI,s. ;Q() cC 5ne.r���OneA1.t� 

$. �.c·�Cvr(h�-ISr . - � �. 

23. 0 DECLINE FOR TREATMENT BY CAFs *** 

REASO�: 

Referred to Phonelfaxlletter Date By Whom 

24. ASSESSMENT SIGN OFF- co-signed by Supervisor if required * * *  
Print Clinician Name Sign Designation: 

Vt:::>f:>i e S rn nil J)�,-, S�.LUl -S:...c_�c� l � 'vU 1'-0 
Print Supervisor Name 

2 9 9  

Designation 

Date: 

10 b '1� · 

CAFS Assessment 
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CODER'S SHEET 

1 .  Group 
,.,- - - . 

Circle one: Attempter 1 e�· 

2. Age 
H Yrs, 

3 .  Gender 

Circle one: Male 1 ee 

4, Diagnosis 

.' 

i q " , . . . ""1'. ' , ,.  I 
, .. · ;- ) 300  . i )� . u ) 

Circle one or more: �i. / Axis 2 1 Axis 3 I �� 

Record diagnosis(es) made: I\\(�y; O-pc:\,< M' j).y ,+ , .. 

5. Comorbidity 

Circle one:�1 8 

6. Social Support 

6. 1 Emotional - Submeasure of Relationship Quality 

(a) Negative Emotional Support 

Circle one: 

? (b) Positive Emotional Support 

Circle one: .t5 (' ++-.,'S cc-;-.! '; ''j ( . '� . ;i', 
b .. -o-oYV r-

6.2 Negative Support Severity 

Circle one: None 16/ Medium / High 

6.3 Support Source 

(a) Negative Emotional Support Source 

Circle one for friends: 

Circle one for family: 

e 1 Not Mentioned 

��ed I Not Mentioned 

ed 1 Not Mentioned 



Circle one for community: 

(b) Positive Emotional Support Source 

Circle one for friends: 

") Circle one for family: .�  . .  \ '  :.._ �  . .  <.. �., . "-.. 

Circle one for community: 

7. Quantity of Support 

7. 1 Number of Support Network Resources 

� 
Mentioned / NOt Mentioned "--

Mentioned / Not
M��oned 

/� , � 
eed / NO�ed 

Mentioned / N��:d 

Record actual number (if mentioned in report) = .......:..f'1_. '....;( __ _ 
Record a score based on the following categories: 

C ircle one for 'CUu-ge" Group: 

Circle one for ''Medium'' Group: 

Circle one for "Small" Group: 

Circle one for '"No" Group: 

8. Codins. For Risk-Level 

8. 1 Risk-Level - Measure # 1  CGAS 

CGAS Score = GS 
8.2 Risk-Level - Measure #2 

Circle one:B / Medium / High 

9. Safety Recommendations 

9. 1 Decisions 

1 .  Hospitalisation: 

2. CYPFS: 

3 .  Respite Care: 

4. Provision of Emergency Phone Numbers: 

5. Time-Out Placement For a Night: 

...--- -' 
Mentioned / N�ed 

Mentioned / Noened 

Mentioned / Not ened 

Mentioned / Neonrd 

. ./ 

Mentioned / No@9ned 

Mentioned / N08<lOed 

M�ed / NO�� 
�� / Not Mentiont<d 

� 
Mentioned / Not��.::�hed 

30 1 



6.  Time-Out Placement For a Few Days: 

7. Limiting of Method Availability: 

Mentioned / Not ���i�ed 
/.,-.- \. .. 

f. ,_ .. 
Mentioned / Not Mentioned \. / ---... "---/ r . 

8. Medication: Mentioned / NOened 

9. Referral for Specialist Services on MDT at CAFS: Mentioned I NO\Ment�ned 

1 0. Referral to External Agency or Organisation: Me��ed I NOened 

1 1 . Next Planned Appointment: M
'
entio�'ed I Not Mentioned 
"-/ J:n�� 12.  Next Planned Telephone Call :  Mentioned I Not -e¥ 

9.2 Time Specificity for Appointment 
� 

1 .  Appointment within 24 hours: Mentioned I Not �ed 

2. Appointment by the end of the week: Mentioned I No{Merilioned 
r� '-----./ 

3 .  Appointment the following week: �?ed I Not Mentioned 

If they have mentioned the exact value of time, please also record this number 
...l I \  . 

9.3 Time Specificity for TeleQhone Call, whether from client to counsellor or 
counsellor to client. 

1 .  Telephone call within 24 hours: Mentioned I NGed 

2. Telephone call by the end of the weelc Mentioned I N�� 
3 .  Telephone call by the following week: Mentioned I Ne� 
If they have also mentioned the exact value of time, please also record this number 

10 .  Other Risk Factors 

0..-:: Alcohol and/or Drug Abuse: G� A \rOt, o l  �f ""(::1 k> I �-u..� fl-\ \ ""; L.:S 4.# 
3. 2. Previous suicide attempts: 

4 . .a-. Previous suicidal ideation: 

<; . 4. Psychiatric history within the family: 

.--./& I Not Mentioned 
"" 

M� I Not Mentioned 

Mentioned I N080ned 

B I Not Mentioned 

3 0 2  



1 1 . List any environmental stressors which may have triggered the suicidal behaviour: 
(e.g., death, separation in family, trauma, abuse, argument, fight) 

12.  For those who have attempted prior to the acute assessment, please circle the 
following for method use: �t �ffA�bk.. .� 

1. Pills: Mentioned / Not Mentioned 

2. Knife: Mentioned / Not Mentioned 

3. Hanging: Mentioned / Not Mentioned 

4. Other: (please state) Mentioned / Not Mentioned 

1 3 .  For those who have presented with suicidal ideation, please circle the foHowing 
for plan specificity: 

Mentioned / NOened 

303  



/--. 
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CODER'S SHEET 

1 .  Group 

� Circle one: Attempter Ideator 

2. Age --L..4:::.- Y rs. 

3 .  Gender 

Circle one: Male Et0 
4. Diagnosis 

Circle one or more:@AxiS 2 / Axis � 
Record diagnosis(es) made: 1 � N\,\()/ �r(S&IV� ��::;,r� "  >\ '-'j\e E-f .. �ie 

IV � \?C.feJ - �\\J 1A�\v-..",� -:r�� !� 

5 .  Comorbidity 

Circle one: Yes � 
6'. Social Support 

6. 1 Emotional - Submeasure of Relationship Quality 

(a) Negative Emotional Support 

Circle one: 

(b) Positive Emotional Support 

Circle one: 

6.2 Negative Support Severity 

Circle one: None <9 Medium / High 

6.3 Support Source 

(a) Negative Emotional Support Source 

Circle one for friends: 

Circle one for family: 

. -;! , . ,,1'} � e ". ""' " . � Not Mentioned 
v r '" .� ." 

CMentio�ot Mentioned 

�nt� Not Mentioned 



3 0 5  

-.- -- --. 
Circle one for community: Mentioned �t

_ 
�entio�' 

(b) Positive Emotional Support Source 

Circle one for friends: Mentioned <i...�, 
Circle one for family: 

Circle one for community: 

7. Quantity of Support 

7. 1 Number of Support Network Resources 

Record actual number (if mentioned in report) = NA-

Record a score based on the following categories: 

Circle one for "Large" Group: 

Circle one for ''Medium'' Group: 

Circle one for "Small" Group: 

Circle one for "No" Group: 

8. Coding For Risk-Level 

8 . 1  Risk-Level - Measure #1  CGAS 
? 

CGAS Score = �#J-7 {cCi 

8.2 Risk-Level - Measure #2 

Circle one: e Medium / High 

9. Safety Recommendations 

9. 1 Decisions 

1 .  Hospitalisation: 

2. CYPFS: 

3. Respite Care: 

4. Provision of Emergency Phone Numbers: 

5. Time-Out Placement For a Night: 

Mention�t
_
�en�

_
i� 

Mentioned (Not M�d�' -. . . -
Mentioned� 
Mentioned /Jfo� 

---. � 
Mentioned (FOt M�' 
Mentioned 00t Men�§��'f) 

�, 
Mentioned ��/ 

0§t� Not Mentioned 
.::::---.... 

Mentioned /�_ ) 



6. Time-Out Placement For a Few Days: 

7. Limiting of Method Avai lability: 

8. Medication: 

�d I Not Mentioned 
. - .�. 

Mentioned �t Mention�, 
---- ---....."" 

9. Referral for Specialist Services on MDT at CAFS: Mentioned �Not Mentio.E-ed 

1 0. Referral to External Agency or Organisation: 

1 1 . Next Planned Appointment: 

12 .  Next Planned Telephone Call :  

Mentioned 1CE� Menti� ' 
� c.Mention.ed·-V Not Mentioned 

.� 
Mentioned �on'ed 

Please list any other disP�0I1 decisions made that are not included in the above list: 
- �  

9.2 Time Specificity for Appointment 

1 .  Appointment within 24 hours: 

2. Appointment by the end of the week: 

3. Appointment the following week: 

Mentioned � 
cMCfl�> / Not Mentioned 

If they have mentioned the exact value of time, please also record this number 
Nf>r 

9.3 Time Specificity for Telephone Call, whether from client to counsellor or 
counsellor to client. 

1 .  Telephone call within 24 hours: 

2. Telephone call by the end of the week: 

3. Telephone call by the following week: 

--- ----Mentioned [ Not Ment� 

Mentioned / <1£OtMentiOl@.: 
Mentioned / �. 

If they have also mentioned the exact value of time, please also record this number 
Vf! 

1 0. Other Risk Factors 

1 .  Alcohol and/or Drug AbUSo/� � 
2. Previous suicide attempts: 

3 .  Previous suicidal ideation: 

) ' FFF7V 
.� ... . 3 �j.) Not Mentioned 

3 0 6 

/ 



....-------:-4. Psychiatric history within the family: ��(f·f Not Mentioned 

1 1 . List any environmental stressors which may have triggered the suicidal behaviour: 
(e.g., death, separation in family, trauma, abuse, argument, fight) 

1 2. For those who have attempted prior to the acute assessment, please circle the 
following for method use: � 

1 .  Pills: Mentioned I ,M6� 

2. Knife: Mentioned / �t Mentioned: , 

3 .  Hanging: Mentioned /� 
4. Other: (please state) Mentioned / � Mentioiili<h 

1 3 .  For those who have presented with suicidal ideation, please circle the following 
for plan specificity: 

3 0 7  

_ entia / Not Mentioned ;--



. �CaPita1 
�� Coast C HILD ADOLESCENT AND FAMILY 

t..� Health . SERVICE ASSESSMENT 
OPoKn KI TF. ulm HAunRA Fe·c. , "i\..u':.:l..iS (n.,,·c .c,-\l 1{ -l' .. j . 
REFERRED BY : CLIENT"-NAME : Place client label here 

r� , �  ! I)E. F?.  r Surname 
Permission to Contact? GP� 

MHA or CJA? YesO 
If Yes specify section: 

NO[?'" 
D.O.B. iD '-t o  g3 

( ISl.t C,':;' ) 
1 .  *** 

SESSION 1 
Date 

WHO ATTENDED 
Names and Roles 

r-OI1'\ '\j 
( ()'\crnel, S.st.fc:\.nd JQne. ) 

ASSESSOR(S) 

(} tb,e. Sf)'I rTh 
�,,"I I/VOlhef 

Given 
Names 

-P: (Q-z.s ' 308  
Kcy ror completion 

CRISIS ASSESSMENT: 

Complete all boxes indicated by * * * 

NOi'i·URGEi'iT ASSESSMENT: 
Complete all boxes. 

VENUE Clinician 
Code 

Check box to indicate that purpose for collecting information and intended use has been discussed with client n 
SESSION 2 

te 

SESSION 3 
Date ./ 

JO.i1e 

2. PRESENTATION *** 

./ 
Jane, See m<.'ci -ic fx. iI\Ie 1 I -9{tJemed ctC\d appfCpc.OJet'j d(e.ssed 
She. Wo..S .,J ec)J  I ns 0.. i -s;h; ( -t  \/V71h one... WfYl to.rdCtjea �Q {�ud-

c:P a (e.�nt Ct+ iemC*- .  

She O'Ic{rntolrrci I ;rile. �e (lO n ioc.t -th{O�hout iYl e  I n1c(Vl·p'c:.U . 
She. �+ hunehfd we r wAn re, heed hCl� in.3 c;Gv<Jn o.nq 

SeeMed. t be '1J.A;�  LA/Hh::Ml .. J[) · 

. S'1\e.. Cl(\s.·vc.(�d .fGr1te /?Lli n OTCL( ' 6u.e.s-h cns .  J...i- v\i.::ts d..PhUt 1 t-
iD o.sc(:'r+O.lil \.I\.th j inere vv05 '5:uY\t:- res ls.rantc . 

3. MENTAL STATUS EXAMINATION (l\tSE) •• * 
Does client require a Mental Status Examination ? "Yes 0 No MSE completed and included 0 

4. RISK ASSESSMENT * * *  Does client have any moderate or serious risk factors ? 6l'Yes 0 No 

CAFS Assessment 
25103198 

If YES, a Risk Management Plan and an MSE must be completed. 
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5. PRESENTING PROBLEM -describe current situation * * *  
Inciude: Duration, IntcnsllY, Frequency, Parent'slClient's perception of problem 

\0 SL.�' C: '  dc\' l t ij . .  J�\.r\L i ( <:.QnHj l-i..tr � if' r  cu m lI\i;-tn 11 'C. i (.\.'2 u  ht..:m 
n .. (\' ne d ')i \c« p( (\ f (, -rh f c. u .  t 1/1.ii.} .. S If e ( 'j  det'f ctfld i C"C:iL.l iv cd cd:>:,·u. t 
<;3 S h knes ,:kt(\C 1'\(1"::> 1 t' ! �d  it: u..Li t"C(�c.-l.(" MOJ\.j -hMef f?'c2 \/i�L po.'-I .c..l.-'� \c.t( \j  c(l,1n t VV ( I'::>t-,. 5c.lf'C..- jlQS bfeo )/,uc..ido l +c.i ine. '!ds+ 

3 0 9  

� (Yl ontn� a. i lo{ I'YJ.( Cu.i IlcJ ':x' 1 1  a. tu 16. { o.{' l.f +1 (}(eS . .  }:tne., 
Ciui c( n <::i -i-CtL t\ Ok'VL-<.T wry W Q 11- i� 'U;d -f[ CV1. rt/'.SCiij oui 
-fm-+- snC'� SC\,d r f  f'VlCde her �e I be+ter: JaflG wf- nel.5( ( f- rut
n il( a. nol vVcs S u n  1?'1 P£eT: 

@ Dep(e�s;LJn - .]Cl/ le. SQid -tncct .('/1 e I� I� Vef'J iUN'1} rnad and 
ros dO{\t.. So (G,/ -rf1e. las-r d iec (s . She scud D/'€ / -rh t.. (()'std {,{/..eJ;A� 

9'\e. hcu h:su 11 -to Ce1. J (:;cd l Jl 0 da1h_/ �-s;.s . 5/1� -IC{�L )-?'h (r 
10 re. /I C0>L.u F cu/liJ /,IVttflPj 02- 3)'  Y\ ��:lH- · She sa . d  I hcd .sn e.. .Je!ds 

.-b OIef.e Otl n C;i,'\.f (L'-L'�T (pi ) �cI\..£..n .she (eQ /.c;,5LJcI. 
:@)Se.tt4d (IL1ASc - :J( .. iI1 e � fYlorf7e/ Y:{,d --tro:t lone. vLL':.S "Jo.ua '01 

CtbLtQ"G bj ho- -0,neG 'tfI, ".. i'Ytff--eh..f...ci 0./2.( 4. rerl/)d c {'  c:::Jyco.iS. 
0fI(;l in 11 0 1  ved i n  ercuu[sc .. ...s1Y' Sa.�d CA.4fS �/t/� {L 1'0\/u 1vec1.) h (, __ 
�A/� d"'C(�(d and �.n+- 70fn.s.[)f) . J..--t rcr(?:,ned (,I..Jl{iL5JULvYS 

6 .qeCls u ld .. 
. 

CAFS Assessment 
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6.RELEV ANT BACKGROUND INFORMATION * * *  
CYPS Involvement. exposure t o  trauma/abuse/violence, recent l i fe changes. 

(,-{ PS V../ Ue. I (\ VG h J .e d  / ClS1 j('{l( vJ\(i / JC.U'U:. � I�Cn1.f ( I I.C\( l lc l  Sc : t {  
("lnd V- m  1c; pi i ';.l il . Jone �\JC(5 S(:'<'l-" i..Lt,� clj)UkJ 17'-J h t () ] 6trn 
b u . ./l h ,  ,?-'Jvl.-li L( 1,ecU 'S 6 10l Thr O Dv6:': " (j vu ; �'{d <;;(:� X�\ ,�cI,,: 
ifl fc:{ L"OUISC, arId lL' (,u:;h,'rS ' Thc') �rl/(:L� -(71t.. rrw n 1Y'rfC-i fLY 

'111 e. O,-lt -hr:S 

7. SELF-HARM ASSESSMENT - include alcohol & drug use *** 
Suicidal Ideation - triggers, thoughts, inhibitors 

Actions - description of attempt, method used, where, when, why. What did they hope the attempt would change? 

History - describe other attempts and triggers. Hospital or other agency involvement? 

3 1 0  

Atft'fl'\{J'fS - Cu-t flC,f� i.(' (roi n (t- o..nd ri' i (\ Vb \ Vc d 6 ::. trt::� ,  :sr-e ("(:x:1 
cut \t't:xse l (' o. lc:Gv.--t W -nMCS p{e\/;0US�'j ' -JOI'\c l-w.� Cktlf , ()  
-vie: IntemfvJ--iYD..-+ s:he {JJQnkd iD d.ie� on::id,d l7at UltQn-J -b 
We. MjvnDJe . Jaf'(., (efO'i�d re.e 1'111.Cj df'pr�� bi(f-th{ ia5>t-

&10.($ . jOlle.s (YlulTler �Id l11 e (tss(�-e -tn'j� vJauid k 
-me, irCW ((tO SY\� e xre ('I€Ylud as D chid · 

I P�I vVw. i r Wb l  v<?d ctnol ha-J� �n i(\ v0t vEd 0 ((  a 
tI urnter uf DC co.s��(jf1S . . /-rtrfYl(d �� I P . 

Oan I'.. V\iGl''> d ( I  f1 ti fllJ 01 --It]c-j, � i Cli She Sa od , t- (J "  {!I,ll" cl 
-tY\e. f:rt',r1 · �h( W5.()bt � drVljs; . Jane �rY1s -bdfinK on t:j 
tUitn (he Cen qet- Cl \ c:b he: i (0<1 e..e Cl(Yl(ft1h).  

So.ne. s.-0-lec� �t �"e -mif\ts otiu.+ �C\.1h {cly if1S (;ftG1  
t{�L.LQ.n{ ttlSis · 

CAFS Assessment 
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I 

I 

8. MENTAL HEALTH HISTORY *** 
Diagnoses. past treatment. response to treatment. previous CAFs. or  other Mental Hcalth serviccs . 

. fCR! '1 f\ '\( d IIc?d -il\l It!:. (JiI � v /(�l,.\s\� U:" ( u. lie {�( ''0.\ ( ) )Cl ytS 
.. --IU. O.( iLts D.�en \ e (: tI pr e '. , L L\.�I� l?-; . C i I(::S, . (Cl.rx. ,. 1..\ \ClJ'+ '-to (' ) . 

Ja,N vLtl.� cl\C�=)i>':l..d (..A-nll f\.'\Df-· · dq-)' �\'� 'G(l ' Sn c: <:-:-\. o ·'/ "" .cl ik .. 
d(D �d - c v\.1 CA· -irt:' (0.(1 . J 

9. CURRENT MEDICINES * * *  
Psychotropic and other medication, dose, compliance, response and efficacy. 

tJ .  \ '  

10. MEDICAL HISTORY 
Previous illnesses. past medications. allergies to medications. head injury, hospitalisations. 

J,J\ . 

1 1 .  ALCOHOL AND/OR DRUG - current use and history * -
!cify substances. amounts and frequency. 

Dn(\� Clb:ut cX'tLt o mO'ltn -to Uc\U. I I -TI')e. fll 'Yl H .  {}-;n Ks a-t  r-att-;Q 
�'\Kl}l fYi.ery:ts. ' , ([  UOC( '-/oC:jC:tclru.nt- -

3 1 1  

12. CULTURAL ASSESSMENT AND NEEDS * * *  interpreter used 0 
Include spiritualiry and religion. 

N\A -

CAFS Assessment 
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1 3. RELEVANT INFORMATION FRO ;\ l  OTHER SOURCES - always identify source * * *  
eg. School. Speci:llist Education Services. Guidance and Learning Unit. 

14. LEGAL HISTORY 
Custody Issues. Forensic, Police, Youth Justice contact, 

N\ort'\c( rc� �k DUshd'j ' I-O-trtJ' ct0'1d v'Vl1"h Sc.iXVlttiol:u�e:... 
CU'\d CU/\'VefHl� ill pn5.tl) . 

I - c;, FAMILY/WHANAU 

3 1 2 

.,ent's place in family/whanau structure, client's perception of family relationships. genogram, check for family/whanau history of psychiatric illness, 
drugs, alcohoVviolence, separations, physical. sexual or emotional abuse 

jore. � lll.Ul it Y oh..u:e d \?vJ b1ntr oVQf SVJ et 0/ �a r S :  lh ( 0. bJ,{C
IY\\jb\V ecl �G--th 10ter JCWS(' a.n� . iL:tk:hl rq ..  rYtui<.. ·I � ·I (\ f(l�()(Ln�(,v-W 

-tne. aWSl . OJrs O-Il' .s+d( S�"-tir:"f-rne. �i�. 

511l.e d.,vo{� d  -Wvn1 (VtU h  �t-d- LtL{e'dS, 0..50  U1Lt Q\£ h.ecrd 
otu .. ,et- -tn� d:'�Cic.bU.Je- �JartL -100 tccher. . 

CL{pS lS WVVe(\tl� i Y\\emeld� (\b.lj 0> �iAe i s  {i.) tI({) ((Uc1 

�-t ren-'C� SUmx-rni rvs rY'OJ-J �t hOf�(\..Q d -+o  11 d ,  

J on e.  ho..s Ve ( '1 (' cf\-hi ci-llC.\.( re lO1\0n�\ps Vl,t-rh mmtef aed 
$ Ibhr'<f ' 

CAFS Assessment 
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DEVELOPMENTAL H I STORY 

1 6. COl\CEPTION I PREGNA.'CY I ADOPTION 

O .  n'\ C-'-\. li b,i l\"\ 17;,i L( ('.:i ( 1:' 1 1" f I j '  l-'\" L '. P e el '1 I b.) et.! b .... -;- h . B:.zc..s.t{vd 
UJ\ \"\ I 0 rnuYff l'; . 

1 7. INFANCY, EARLY ClULDHOOD 
Include milestones. language. significant losses. separations 

3 1 3 

kt�e.. \cA \t-,er ldhl.A..i 1 1'2L{(';-. ) t\li n �·;c.,� 1 �'V'rlrl V'vCL\{:j(\C.) l l ljW-( ) '  
n'\o..Jl)-I -t.- a...u(Yl(t (e . .  a.bl.l� .t;'Gn'l (, (.,L{\-1 ' i  et �a;lS t/' cx]t� . 

IS. SCHO O L  
Include academic perfonnance. allendance changes. use o f  teacher aide. Specialist Education Service. Guidance and Learning Unit. peer and teacher 
relationships. 

ISe I UV\i ct,\}( JCKJC- hl(\ct;ul'I /YIj at schw i  Ne) i n e.  lost <.jca.( (;li,rCh 

� be r e  ioyd tG .e?:fZbu..re. .+0 .�a( � r  TrO-IJ fY\Q .  

Kirdj -s - 5  n e  cl, q:::ut l +r  .. P.s. . 7/1 /e( rr1. ed iofe (0-Q�{l) bt!34J1 

/yu,,1 � P(l.)bw n1( ) b= (0. m. e r/l/TthL;tra.u...'r? a Ad hrYtFf:>d.. ab d H1 es 
if) fY\Q K t I� hl e (yi,s . . _ 

Ih c,Sc. P(Cf?Li {\:� h.cLiJc. W�i .(kd /'n +O tlR.:t/CCjl 

19. INTERESTS, HOBBIES, SPORTS 

CAFS Assessment 
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r'2�O�. �FO���f�U�L�AT=I�O�N���' D�S�U�����I.-��Y�*�*�*-------------------------------------43 1 4  ---

,}U / ll \ �. ,- i \ ' ) ' 1 \  \'c , �I : l r e; .. ''x ·,'· c;·, )cf ot t i lctl ! " "''' ' : :,. ; 

'. c (  c l ci  ... / i � .J.,( { . " • .l!r i ) <:, <'i f ! l, '( ·U i(, j;,C , (. Io.. /r·d �c 'A I · I · i ( ' I " . � "( ;( (  
l L i '' 'c/) 1\..·;:; ) .A. I " , d 1(. i 1< t d\ t · <.. , r ) l : "j { ( 'X.L.([) . ../ on.r.,t J . 

.-/ ' I / ' ' I ' {.' J JCl, )C Ci/P"( ( \ ' , 'lt Yi, i.. <.. c ( )l'- fr-V-i , ' l' r(l L'7rl' /tl r-c ,. -r I S,  ,Y·k:.t , f '" '' 
! ;  et I f{.1 C "' l I  j - r;' -j'{ 1 / \ i f 'k (' l '}:'I I r' 7  l't' (Cl L.lY.: Sil l'" S'· t l i i bbllY:S ) 
nf t I i 'i c.-rne r 1<.. ( i L l (V c:-r r'C" ! i I "3 n (..4 ' 

j U/ k Cc:. i( I CI 1 1 1�' 1 ,jL ((l r/i 1 1 i-C..( / le (  5x:d2z11j . vV� c;S· (4?-k e t  1 C  
-Ol ( i(; t t cvv ' 1 19 (ltlo ,' _ '  C' I t� 7 fT '{l Lv i et.·cJ £t of er i1L-L0 5 J G. ' "Cl t-jo.:rtn I "  0 C" fiv k-i. n (' 

C; Fe Il0VV . (...( i) � <i·�.h: n �rtn e t'/x1 cJ /11c' v l/U C . 

I (£'i[dl...L(crli e..,/ l  c d:-L\-d' l i rn rhf}9' n 'Ldnlc/ a.-\,,(.(. dabt'n+y , 

c< I\... t(/l l( tt i 1(. Ci. n sl..{ It �: , (It ,\il CU t'. c§an-t nvdi ca-t, ' Lf\ 

Cf:' ... ("kr c. .. i 'l1t. - IL. nSSf SS hj c.n e l  L,,·{'\"v"·GLk 

21 .  PROVISIONAL DIAGNOSIS (only complete if  accepting for treatment by the Mental Health Service) * * *  

Axis I 

Axis 11 

Axis III 

Axis IV 

Axis V 

CAFS Assessment 
25103.'98 

Number Code Description 

3G9. S" j  
,2ql.;< , . :S" 

Vio l· 2/ 

Current GAF 
or CGAS 

PT�f) 
Q�'CLL rVCI\+ rl'\clJ L i  O('f!C'� 'V<' ,D.xvd�'r. 
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OUTCOM E  O F  ASSESSM ENT : ACCEPT OR DECLINE 

22.  [g ACCEPT FOR TREATMENT BY CAFs 

RECOl'l\1ENDED INTERVENTIONS: 

� �  C 8, t.;., de.p: es.s ;'OYrI 

O. EdtA.CCL� I,f. � C I' M  �<:5 (, 4 c..: it':> 're tr'L IT ....... d 
'.,. .... 

t !  

<; 

I ) , 
- �  \:';V 'l � . ·C I� 0, ( . 

(..-/ ' 

) f.:..I" St l , le (...t. 'o f ,. .  
) " � 

he i( (V c. j ' 1 0-/ 
,� . 

( ; ') (:, . ') ' - ' � �� I �\_un1:6:{ :� 

j-c �_ -)_ ,  cA , '  ( ( .\. 'lj � 'et, , 
ps v le h I Cti'(\ C e.-t )'·1� 4 (1- , 

r .;\ I ,rc , lelc. 'k. . 11 '-..'l \.... I'-' h ... ' 
- \....�p �J�) E.llC1 ; .L l.L'(Je � -'-" , 

23. 0 DECLINE FOR TREATMENT BY CAFs * * *  

REASO:-;: 

Referred to Phone/faxlletter Date 8y Whom 

24. ASSESSMENT SIGN OFF- co-signed by Supervisor if required * * *  
Print Clinician Name Sign Designation: 

bCbb;e- S;:;,...-.. ;j /\ -�L.c .... �o l V\.h-.', (. t 

Print Supervisor Name 

3 1 5  

Designation 

Date: 
-

CAFS AsseSsment 
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CODER'S S H E ET 
0' 

I ,  Group 
/' '. 

Circle one: ��er / Ideator 

2, Age 
� Yrs. 

3 .  Gender 

Circle one: Male / �� 

4, Diagnosis 

r r - C L�-J 
. ,-,; �}.1 R i 

Circle one or more: �} I Axis 2 / Axis 3 / @ 

Record diagnosis( es) made: .....:..(J_�--=:..1.:;.;.0 ______ _ 
fI'\.OD 

5 ,  Comorbidity 

Circle one: G,; No 

6. Social Support 

6. 1 Emotional - Submeasure of Relationship Quality 

(a) Negative Emotional Support 

Circle one: 

(b) Positive Emotional Support 

Circle one: 

6.2 Negative Support Severity 

Circle one: None / Low / Medium / �) 
6.3 Support Source 

(a) Negative Emotional Support Source 

Circle one for friends: 

Circle one for family: 

G / Not Mentioned 

Mentioned / Notf�;ed 

� 

:--� 
Mentioned / No�oned 

eed / Not Mentioned 



Circle one for community: 

(b) Positive Emotional Support Source 

Circle one for friends: 

Circle one for family: 

Circle one for community: 

7. Quantity of Support 

7. 1 Number of Support Network Resources 

Mentioned / Not Meniioned .. / '---

, --
Mentioned / Note�oned �--, 
Mentioned / No�M�tioned 

-, 
Mentioned / NotMenti7ned � 

A " \ Record actual number (if mentioned in report) = -,-'� ___ _ 
Record a score based on the following categories: 

Circle one for "Large" Group: 

Circle one for ''Medium'' Group: 

Circle one for "Small" Group: 

Circle one for «No" Group: 

8 . Codins. For Risk-Level 

8 . 1 Risk-Level - Measure #1 CGAS 

CGAS Score = 3y: 
8.2 Risk-Level - Measure #2 

Circle one: Low / Medium / �j 

9. Safety Recommendations 

9. 1 Decisions 

1 .  Hospitalisation: 

2. CYPFS: 

3. Respite Care: 

4. Provision of Emergency Phone Numbers: 

5 .. Time-Out Placement For a Night: 

Mentioned / Not S'ed 
Mentioned / No�ed 

Mentioned / Noened 

Mentioned / Noened 

Mentioned / N�ioned 

Mentioned / Nened 

e / Not Mentioned 

�entio� / Not M�mtioned "------ /.-
Mentioned / NO( �ed 

,.-/ 

3 1 7  



6. Time-Out Placement For a Few Days: 

7. Limiting of Method Availability: 

--,--.., 
Mentioned / N���nti�ed 

-" 
M�ed / Not Mentioned 

/ --. 8 .  Medication: Mentioned / Not���oned 

9. Referral for Specialist Services on MDT at CAFS:  M�� / Not Mentioned 

1 0. Referral to External Agency or Organisation: 
- ----

Mentioned / No�e�ned 

1 1 . Next Planned Appointment: 

12 .  Next Planned Telephone Call: 

9.2 Time Specificity for Appointment 

1 .  Appointment within 24 hours: 

2. Appointment by the end of the week: 

3 .  Appointment the following week: 

� / Not Mentioned 

Mentioned / Neoned 

Mentioned / N080ned 

€�:e<t / Not Mentioned 

Mentioned / NoVMentioned 
L-

If they have mentioned the exact value of time, please also record this number 

9 . 3  Time Specificity for Tele�hone Call, whether from client to counsellor or 
counsellor to client. 

1 .  Telephone call within 24 hours: 

2. Telephone call by the end of the week: 

3 .  Telephone call by the following week: 

Mentioned / Not �ned 

Mentioned / Not @,oned 

Mentioned / Not e�ned 

If they have also mentioned the exact value of time, please also record this number 

10 .  Other Risk Factors 

1 .  Alcohol and/or Drug Abuse: 

2. Previous suicide attempts: 

1. Previous suicidal ideation: 

4. Psychiatric history within the family: 

r---:�� {" \:sJ),C... M� / Not Mentioned 

rv€<3ed / Not Mentioned 

MBed / Not Mentioned 

Mentioned / eoned 

3 1 8  



1 1 . List any environmental stressors which may have triggered the suicidal behaviour: 
(e.g., death, separation in family, trauma, abuse, argument, fight) 

1 2. For those who have attempted prior to the acute assessment, please circle the 
following for method use: 

1 .  Pills: 

2. Knife: 

3 .  Hanging: 

4. Other: (please state) 

Mentioned / Not ened 

Mejd / Not Mentioned 

Mentioned / Not�oned 

1 3 .  For those who have presented with suicidal ideation, please circle the following 
for plan specificity: ,-.:/ f\. 

/ Mentioned / Not Mentioned 

/ / 

3 1 9 



CODER'S SH EET 

1 .  Group 

Circle one: �� I Ideator 

2. Age 
� Yrs. 

3. Gender 

Circle one: Male -8 

4. Diagnosis 

Circle one or mor@1 Axis 2 I Axis 3 I� 
Record diagnosis(es) made::t PT'S!) Q..'"\.\JIl""� I\"f/' .De�"">O\� 17; )o/&u. 

N �V'Q<' cle �\� 

5 .  Comorbidity 

Circle one(§)! No 

6.  Social Support 

6. 1 Emotional - Submeasure of Relationship Quality 

(a) Negative Emotional Support 

Circle one: 

(b) Positive Emotional Support 

Circle one: 

6.2 Negative Support Severity \ 
err.le one: None I Low �0V 

6.3 Support Source 

(a) Negative Emotional Support Source 

Circle one for friends: 

Circle one for family: 

� I Not Mentioned 

Mentioned � 

� Not Mentioned 

3 2 0  



Circle one for community: 

(b) Positive Emotional Support Source 

Circle one for friends: 

Circle one for family: 

Circle one for community: 

7. Quantity of Support 

7. 1 Number of Support Network Resources 

----...;;, 
Mentioned I'-NutMentioned ' - -, -----

Mentioned �n�., 
Mentioned / � Mentioned 

Mentioned @Mentl3.> 

Record actual number (if mentioned in report) = __ r.l_A __ _ 
Record a score based on the following categories: 

Circle one for "Large" Group: 

Circle one for ''Medium'' Group: 

C ircle one for "Small" Group: 

C ircle one for "No" Group :  

8.  Coding For Risk-Level 

8. 1 Risk-Level - Measure #1 CGAS 

CGAS Score = �4t ..... O,--_ 

8.2 Risk-Level - Measure #2 
-.... 

Circle one: Low � 
9. Safety Recommendations 

9. 1 Decisions 

1 .  Hospitalisation: 

2. CYPFS: 

3. Respite Care: 

4. Provision of Emergency Phone Numbers: 

5 .  Time-Out Placement For a Night: 

--.. 

Mentioned / N��d 
Mentione / Not Mentioned 

Mentioned / Not Mentioned \ 
Mentioned ( Not Mentioned \ 

\. J 

Mentioned /� Menti03 
Mention�d �t Mentioil§> 
M�ione� 'Q;ti� ,,---- . � � 

� / Not Mentioned 
.- """"' 

Mentioned / � 

3 2 1  



6. Time-Out Placement For a Few Days: 

7. Limiting of Method Availability: 

8. Medication: 

Mentioned / 'NOt MentiOiTe(J -----
�ntio"§a) /  Not Mentioned 

Mentioned /. ... -Nonvfent1� 
'- .. -

9. Referral for Specialist Services on MDT at CAF��" /  Not Mentioned 

1 O. Referral to External Agency or Organisation: 

1 1 .  Next Planned Appointment: 

1 2. Next Planned Telephone Call :  

Mentioned / �t Metili9Jled 

� / Not Mentioned 

Mentioned / <&Qi Mentio!!� 

Please list any other disposition decisions made that are not included in the above list: 

9.2 Time Specificity for Appointment 

1 .  Appointment within 24 hours: 

2. Appointment by the end of the week: 

3 .. Appointment the following week: 

Mentioned /<NQ� 
�Not Mentioned 

Mentioned � Mentio� 
If they have mentioned the exact value of time, please also record this number 

9.3 Time Specificity for Telephone Call, whether from client to counsellor or 
counsellor to client. M-

1 .  Telephone call within 24 hours: Mentioned / Not Mentioned 

2 .  Telephone call by the end of the week: Mentioned / Not Mentioned 

3 .  Telephone call by the following week: Mentioned / Not Mentioned 

If they have also mentioned the exact value of time, please also record this number 

10. Other Risk Factors 

1 .  Alcohol and/or Drug Abuse: , .... ,' ;.,,)t . 

2 .. Previous suicide attempts: 

3. Previous suicidal ideation: 

�Oiicif / Not Mentioned 

CMentionea-y Not Mentioned 

�iQru;::, Not Mentioned 

3 2 2  



4. Psychiatric h istory within the family: 

1 1 . List any environmental stressors which may have triggered the suicidal behaviour: 
(e.g., death, separation in family, trauma, abuse, argument, fight) 

S:j(v.'�\ 
¥ � Ce�''- ' ''i� b .� 

12 .  For those who have attempted prior to the acute assessment, please circle the 
following for method use: 

1 .  Pills: Mentioned I ®ot Mentioned ' 

2 .  Knife: cgentlQ!!ed' I Not Mentioned 

3 .  Hanging: Mentioned / c.Nc:>t Mentioned; 

4. Other: (please state) Mentioned (��t
.
�ention�d 

1 3 .  For those who have presented with suicidal ideation, please circle the following 
for plan specificity: 

Mentioned I Not Mentioned 

3 2 3  



Key for completion 3 2 L  
CRISIS ASSESSMENT: 

�CaPital �" COast CHILD ADOLESCENT AND FAM ILY 
Complete all boxes indicated by •••  

� . Health r- SERVICE ASSESSMENT 
OPOKO KI TI U1Hl HAUORA ic�:-;�>h.ll'I"I.<"" (( ).e -, "ON-URGENT ASSESSMENT: �-h {rl..1 Complete all boxes" 
REFERRED BY : CLIENT NAME : Place client label here 

'3.e\C' ( " Sci'CD\ Surname 
Permission to Contact? GPB" CellYl pt=:L 1 1  
MHA or CJA? YesO NoO 
If Yes specify section: D.O.B. .2 " <..0 " 'j 3, 
\=(y,+, t W- 1<" (Cl\(' Sh-..du - ( is L-/ (,- ') 
1 . *** WHO ATTENDEDJ ASSESSOR(S) 

Names and Roles 

SESSION 1 
Date rdM i 'j Y ss. "'0{) -

futnck.(d:--d. ') Andr�lJ C I�I� 
D.nlnf i(\ j r <J I 

fD�� 

Gh'en 
Names A(C.l(€L� 
NHI � 4G S3 

VENUE 

R.,(,{-e*-:-vo 
Check box to indicate that purpose.ior collecting information and intended use has been discussed with client 

SESSION 2 
te Patnd\ (dx�1 DzI::=biL Pl-t�e-fYo 

SESSION 3 
Date Lebbi"E:::. A rdieu.: - \ rd.V"t::i �( �N"0 
2. PRESENTATION * ** 

Clinician 
Code 

0 

And.-t:' vJ ?(c"s.e () kd ru Oll vl()�PP:1 and vv1-tt--drau.:() �0vV'9 
We.. sc-e1- III h''-s c hD  \ r b� • (\tLX.i (lb. (1 � � �e. «ion�..c-f -in (�C<-d 

--1l\e. ", n1eJv\� w c- Ue on<;'II--:"e.r c' d G\ t \ bueS-hi:){l� C\.pP(D(Xio�tj 
Qnd <;,e.e ,� ct -\v �L- liVVt vvDn ""VI.c- �Cl.pl'�1- .  

� 'AfO� ru-ess:( ct Cl Pf(Df ."C<. � l'j � -i� i.l\J2crlrer c::trd Jf\e... 
(/�v C>-l �s TC-'.f\C.Q � "" 

3. MENTAL STATUS EXAMINATION (MSE) * * *  � 
Does client require a Mental Status Examination ? " es 0 No MSE completed and included 0 

4. RISK ASSESSMENT * * *  Does client have any moderate or serious risk factors ? 0 Yes O No 

CAFS Assessment 
25/03/98 

If YES, a Risk Management Plan and an MSE must be completed. 

PAGE 1 Continuation sheet used D 



5. PRESENTING PROBLEM -describe current situation * * *  
Include: Duration. Inlcnsity. Frequency, Parent'slClicnt's perception of problem 

__ {\'C�(t" i. '--' i.L·Q� { c /2( (70 b,j hl"S rc�()'\ 1 '1 Cl'ld '"1\1t.. S<.�nccl 
-t (.: ( (iC i 'lte , n S CtPc\.-d n ;5 pr � �  C' l u, Cd b'V'\.pt Cl(\(i ""1Y-1 e I /Vl rOe i. 
u C'  CA, p(.e.�f)+ S-tl�s��,1 ev� n + { ., , c..; .,.-L--L,...., . r  ' r _ I ' � J ' �C,'- I' r C Cl \  (' t' I 1Cl I n  

a C' CU- oc�'den-\-') . Ph0fel.-u's v·Y\C-r:t'1-C.I l"Ctd &c'ld S:.,;{\'1C'. ('0t: ('(\ � CVld Lt (l Cic- (V1c.:tr-� � re fe.r..enC'...( -+t ,  �,\£l,n. +l� iuc'i. c aryll\\Q� eC"-du/;ll"'d SO,1I\ C nc*S' (e � s.�(:t� h··c. pla.ns. o.(::t}.(.t 
nO(Ju R- nctr e u.J  �ld Yr::v fY1 h/l')� \f' 

3 2 5  

Gs..u � da �;�� - f.\rdrew �I e v�>,,<-<; Ij \'\c,d a+ le«l.plr'd s:.ujcJcJe.. 
� -trj'ln.9-P Ju.\i\f' oFt:' (l.\q-;�c- . !-t\ s h,'e ras herj [�-t(Ct'(�d 

h :  .'\" Ott" 1)1 e. -h f\� CVtd i� ('0'OS C:A.S.� '\e.d 0'1 o(..{.( Sexv1'(t _ �\{er 
'\u, cM'cl not V\k.ifl-t WL0\�cJ./l/l� C..:d \ll.£.. �I'Y\.L. uhCl ·'-iy\c. C, k.- .J 

V\O\ c..\o�d · t'irdca0 'l .s  OJ\)l lj  �-t- hlS rYlC7tr)er h::d -b.t.nd 
h�e.. (\D IL..:)/p:;e�\S OS I-u <;;:o..ld -tYl.Q.u were. pnvo--k: � 
(!)(2r\e,f' - tl.ndfel� sa, d-tt'U+ he 's: t :  l{ mi�<j" �  b'i s �-t ,P\e rei 
-tI�;- cl\ �d � /) 0. c o. r  o.('c�dcni obuAi Lt I'Y\..OftirlS' ogo. lhi s:. 
-h-\e.Msh-¥ � 4i sh::;lS 1fD. Arc1fe-uJ U--()S. Syeccs C0. v (\ -h / 

prese..nf" -Ardrew 5CU'd �-evy� \ �  kU-VS Vvl VVL  -i-b ('(\-WL 

0(\ l bvt.:f h..e. 'j S (1 tJt k-od-j -to '::f + . 

fV �; Ij RelethcASrijJs � -Prdre4J cIo--s (\ot- .seeN\- 10 hew <

C iG� �\c:d�D(1Sn.p; vvrin hrs .-Gm.I�j . � S�Jeq ---tn:zt �I L 

RSn-\s lA� h: s dod aod b(atYV , but- n.t:rt � (V\CAC h .JO  

� h i � ('(\crtneJ · !he.. QOt'yn\c+ 'Se.Q..ifI.S -k C�( /'\cct� L'-\'� 
�-f,tr-t �-r h'l � � S;- J{\.efY� cUe>d.-(n 0. c.o.r- occ:eeJ\{ . 

CAFS Assessment 

25103198 PAGE 2 Continuation sheet used D 



6.RELEV ANT BACKGROUND INFORMATION * * *  
CYf'S Involvement. exposure to traum3l.buselviolence. recent life changes. 

�.�l.,L(e -1u ')'�r- u...hQ(l beSt � (i,"(id -nCAj \ c.:Cdt.� t .'
(). CClr OCQ;' c4J\-\ obCu.·t Lt (Y\{)"\1\'\S C�r . 

7. SELF-HARM ASSESSMENT - include alcohol & drug use *** 
Suicidal Ideation · triggen, thoughts, inhibiton 
Actions · description of attempt. method used. where. when. why. What did they hope the attempt would change? 

History · describe other attempts and triggers. Hospital or other agency involvement? 

3 2 6  

lYl G"i1le.r" .ft:u.nd �-0cle. (\ o\::s ((l::en� (' (\ (00 m - f\.l:t.s; he d 
SfCC,.g,c: .plCU1S �-t balM er€- :  ro.�\�')� Pre�uu.s o.f\e.M(J1 
:SfNJA-ths ago vVl.a1\ .f\rd.fec.u --hr\fd.-b }UY\f eft a bn'ck}- ' 
A r\ctfew hP-s bQd ��I..9'1-t.s uf' ��� 61n LQ  h\S �iZ� t ·file.nd 
t\;'pd --' f\  et U;.u oce..(mnt ,���� " cJ\f5. ('\.Je(e �(\/\;'li.l/ed 

I /Y� ftS-\- b.;,--t -Ardr.ew d.�ed �T oC- --\rt � .  
-f-\<4� � (l:(j\' �Jn- iD ha.0'e. � � -Wt0e 

cQc-ttL-fe. " 

CAFS Assessment 
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8. l\fENTAL HEALTH HISTORY * * *  
Diagnoses. past treatment. response t o  treatmen� previous CAFs. o r  other Mental Health services. 

frLep�d C<. ,c-t er- C l� SC r v-;ce " :( -\\7...t rc�t · .  

9. CURRENT MEDICINES * * *  
Psychotropic and other medication, dose, compliance, response and efficacy. 

N· \ · 

10. MEDICAL HISTORY 
Previous illnesses, past medications, allergies to medications, head injury, hospitalisations. 

�om·I .:g �Oi -b (\� hca 

1 1 .  ALCOHOL AND/OR DRUG - current use and history *** 
cif)' substances, amounts and frequency. 

(p (\ ls e-".C.Q ,I;S N.e � lovL1- D(ll� o:r 

ht vu' \  'SUU� 1\JQt0J v-8..ntA . 

12. CULTURAL ASSESSMENT AND NEEDS 
Include spirituality and religion. 

NIA -

CAFS Assessment 
25103198 

* * *  

PAGE 4 

�iq,..a S 

1-2 7 

O:.ccs<soe"'-Q.J�j 

interpreter used _Dl 
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3 2 8  
13.  RELEVANT II"FORMA TION FROM OTHER SOURCES - always identify source *** ---, 

ego School. Specialist Education Services. Guidance and Learning Unit. 

14. LEGAL HISTORY 
Custody Issues. Forensic, Police, Youth Justice contact, 

N I A · 

15_ FAMILYIWHANAU 
Clien!"s place in fami ly/whanau structure. client's perception of family relationships. genograrn. check for family/whanau history of psychi.tric illness, 
drup. alcohoVviolence, separations. physical, sexual or emotional abuse 

Ara.cew Sc...Q.£ L'Vk. (\..\...;e-ih..e.r reS cd CH "'--1 ' th.::; rvIDin.!ir .(", /lC) 
'1\At ��iC.{-d..t rW �S IJ\ • .h.Q.-h. � �CS S �· \� vt.itn- �-( . 

F\�e.uJ cL-\(i/\:'\tza VumscU:: vS Cl i IA.(}.,LjS· l (\ 0�1l1�+ V-t-rlj 
h/\ s � a�� bi � r· l[�S �� beQ n f\L&f'e. (\6t\� � 
iN dkdh r:F h.�� �+-·�e rd .  

H:xhict.- S.�(s 1ro{VL O,' vv1 U::J I do_fre�b;1U(\ a.roll..5. &l 

�X::\qfe.�c:;;;a.nt- l'v\.QCltc:act-L..>{) cct � MOfY'.Q..n t .  He \ S -'-ti'- \� c, 

Uu.n.sc/llu o.i R:. � . .( riuu<sc. . \r.Q.t-r: \ (", 1'6 [)1t..e. , t.rl GvJr1 

psvc���C �0.s-h.4j ' t(\ �.� .Q�\... � �J ' 

c.-\FS Assessment 
25!()3"98 PAGE S Continuation sheet used 0 



3 2 9  
DEVELOPMENT AL H I STORY 

- -
1 6. CONCEPTION I PREGNANCY I ADOPTION 

1 7. INFANCY, EARLY CHILDHOOD 
Include milestones. language. significant losses. sepal'1ltions 

IS. SCHOOL 
Include academic performance. attendance changes. use of teacher aide. Specialist Education Service. Guidance and Learning Unit. peer and teacher 
relationships. 

1 9. �TERESTS, HOBBIES, SPORTS 

CAFS Assessment 

25/03'98 PAGE 6 Continuation sheet used D 



2i1. FORMULATION AND SUMMARY * * *  
338 

1\,(\ ( ,-,-, '" I..k: (i,\ .. ( -t. h.: � L� Mt�.V) (1(-, rfYc.(I/i. Cl/ n -,( C· <. l� Y1 n' .) ""- I ' - j .J '-'" ( U-t' \.·( c... IS. 
1,, ' \ C' t-c t -ie l,-:tJt'cu;e(v\( i yt ut h .. \c beSt tY\el·-cI . '(\(\cl\?l..c /\A ' Yx:. S,  

1"'\'<> b::. � r h � � I .  d ctf,D-t � s c>f' \n.c. (Y1. h''Cl \hc�: \ � r bt t..-1 �L� � 'vl MS,O. (' 
h.L Ccl{'\ be.. \/v,\'1'1\ h i  s. bst +nerd �e'V<?J. .f\r-xi{r'L� ro� i\tJ '5f:fl� 
or- -t1� ·�\."r�\��. cU1d. i<-C!. t � pt'C-s<;u..v ed. it: CJ ci � -rt'J �"".j 

eueA � l)(\.t ClCL-und vt:l/h . 

Ar,<.:i(el.c, C.t:-v..td. CJl.AOXCt.,(l teL v� <; �k?-+j &rci c� Cl it; 
W 54 L (:.,.'" �l <; 5r -\ e.c- �,Sf;'tA.£ s -

21. PROVISIONAL DIAGNOSIS (only complete if accepting for treatment by the Mental Health Service) *** 

Axis I 

Axis 11 

Axis ill 

Axis IV 

Axis V 

CAFS Assessment 
�5/03.'9g 

Number Code Description 

Current GAF 

or CGAS D 
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OUTCOME O F  ASSESSMENT : ACCEPT OR DECLINE 

22. �( ACCEPT FOR TREATMENT BY CAFs 

RECOMMENDED I NTERVENTIONS: 

/ .  -:l, \d:V; C\,\.. \C .... I n.fY'OIt'l·-ttV£ eT1- '-> • vJ�Q k.j QQ . .u )<;. c I LI /-:J 
� .  Pnl�\'\C,\1 er en".Q,(�-<-1 (hj\ __ �l.s, 

(" .... + . r.  ...... '" . "  cL � l .\ __ _ le . Snf-'-( 

� .  1�:F-e<t ()'l(!-fl. t to h lY\.L - U lA--t h;.r l1'ci {,. v\J-ec �' nd u..;'jn 11/.$ 
LLf\Cle /cu':_tn-he. �()  cvd.e.r -to h� oJ:veab , 

23. D DECLINE FOR TREATMENT BY CAFs * * *  

REASON: 

, 

3 3 1  

Referred to Phone/faxlletter Date By Whom Designation 

24. ASSESSMENT SIGN OFF- co-s�ned by Supervisor if required *** 
Print Clinician Name 

IlY>kJ..;e �-h ' 
Print Supervisor Name 

CAFS Assessment 
25/03.'98 

Sign 

PAGE 8 

Designation: Date: 

��I V0uJu SJ {;,  gff 
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CODER'S S H E ET 

1 .  Group 

Circle one: Attempter / e 
2. Age 

-1..S..- Yrs. 

3. Gender 

Circle one: @ Female 

4. Diagnosis 

r:- -; C . I 
' .  , . \ ( .- ( 

Circle one or more: Axis 1 { Axis 2. / Axis 3 I €i...� 
d 

. 
\'1 

. 
Recor dlagnosis( es) made: ,<, (\ >c . : j; rOf (\ t-

S. Comorbidity 

Circle one: Yes I 8 

6. Social Support 

6. 1 Emotional - Submeasure of Relationship Quality 

(a) Negative Emotional Support 

Circle one: 

(b) Positive Emotional Support 

Circle one: 

6.2 Negative Support Severity 

Circle one: None / 8/  Medium / High 

6.3 Support Source 

(a) Negative Emotional Support Source 

Circle one for friends: 

Circle one for family: 

L.2 Me�d / Not Mentioned 

Mentioned / No�e��ned 

� 

(�� � 2 
Mentioned / Notened 

ME�d / Not Mentioned 

3 3 2  



Circle one for community: . ' 
(b) Positive Emotional Support Source 

Circle one for friends: 

Circle one for family: 

Circle one for community: 

7. Quantity of Support 

7. 1 Number of Support Network Resources 

/ --. 
Mentioned / Not Mentioned \ 

,-_ ........... 

/' � .  
Mentioned / No�ed 

Mentioned / Not�9ned 

Mentioned / Noeed 

Record actual number Qf mentioned in report) = N · \ 

Record a score based on the following categories: 

� 
Circle one for "Large" Group: Mentioned / No�ned 

Circle one for ''Medium'' Group: 

Circle one for "Small" Group: 

Circle one for '�o" Group: 

8. Coding For Risk-Level 

8. 1 Risk-Level - Measure # 1  CGAS 

CGAS Score = EC) 

8.2 Risk-Level - Measure #2 

Circle one: Low / � / High 

9. Safety Recommendations 

9. 1 Decisions 

1 .  Hospitalisation: 

2. CYPFS: 

� .  Respite Care: 

4. Provision of E mergency Phone Numbers: 

5. Time-Out Placement For a Night: 

Mentioned / No(M-;t�ned ,----' 
Mentioned / N0e-0ned 

Mentioned / Not �ned 

Mentioned / Not �ed 

Mentioned / Not �ed 

Mentioned / Noened 

Me / Not Mentioned 

Mentioned / Not 8ned 

3 3 3  



6. Time-Out Placement For a Few Days: 

7. Limiting of Method Availability: 

8. Medication: 

y 
M�ntioned / Not Mentioned 

'-------
Mentioned / Not Me;t�-;;ed 

'------
�....---- .... 

Mentioned / No�entioned 
- " -_ . . .r--.., 

9. Referral for Specialist Services on MDT at CAFS: Mentioned / Not �oned 

10 .  Referral to External Agency or Organisation: Mentioned / No( M�ed 
----- .'-------./ 

1 1 .  Next Planned Appointment: 

1 2. Next Planned Telephone Call: 

9.2 Time Specificity for Appointment 

1 .  Appointment within 24 hours: 

2. Appointment by the end of the week: 

3 .  Appointment the following week: 

t1 ' Not ;';:ed 

Mentioned / Not ded 

M�ntion� / Not 

Mentioned / Not 

€�. / Not Mentioned 

If they have mentioned the exact value of time, please also record this number 

9.3 Time Specificity for Telephone Call, whether from client to counsellor or 
counsellor to client. 

1 .  Telephone call within 24 hours: 

2. Telephone call by the end of the week: 

Mentioned / NotS'ed 
Mentioned / Not ehed 

3 3 4  

3 .  Telephone call by the following week:

. 

Mentioned I NOU 
If they have also mentioned the exact value of time, please also record this number 

10.  Other Risk Factors 

1 .  Alcohol and/or Drug Abuse: I rn , Sv( ':C.. 

2. Previous suicide attempts: 

1. Previous suicidal ideation: 

4. Psychiatric history within the family: 



1 1 . List any environmental stressors which may have triggered the suicidal behaviour: 
(e.g., death, separation in family, trauma, abuse, argument, fight) 

12. For those who have attempted prior to the acute assessment, please circle the t-...: 1ft 
following for method use: 

1 .  Pills: Mentioned I N@oned 

2. Knife: Mentioned I Noened 

3. Hanging: Mentioned / Not�ned 

4. Other: (please state) ___ -- . Me .. tlOned / Not eped 

13 .  For those who h�ented with suicidal ideation, please circle the following 
for plan specificity: 

� Mejed / Not Mentioned 

3 3 5  



CODER'S SHEET 

1 .  Group 

Circle one: AUempter � 

2. Age � Yrs. 

3 .  Gender 

Circle o@ Female 

4. Diagnosis 

Circle one or more: Axis 1 / Axis 2 / Axis 3 / �V 

Record diagnosis(es) made: 1\J 

5. Comorbidity 

Circle one: Yes ® 

6. Social Support 

6. 1 Emotional - Submeasure of Relationship Quality 

(a) Negative Emotional Support 

Circle one: 

(b) Positive Emotional Support 

Circle one: 

6.2 Negative Support Severity 

Circle oneeMedium / High 

6.3 Support Source 

(a) Negative Emotional Support Source 

Circle one for friends: 

Circle one for family: 

\, r �IJ}.� I .n ·f.>J" � 
c§"ntio:;;V / Not Mentioned 

Mentioned �Mentio� 

Mentioned ���d 

�ot Mentioned 

3 36  



Circle one for community: Mentioned / <N�tMention;J ·
.
-

, 

(b) Positive Emotional Support Source 
-----.... 

Circle one for friends: Mentioned (j:{ot Mentioned, 

Circle one for family: 
------

'- M.entionecl '-ZJ:'����e��n�(V 

Circle one for community: Mentioned em Men��d 

7. Quantity of Support 

7. 1 Number of Support Network Resources 

Record actual number (if mentioned in report) = N A:-
Record a score based on the following categories: 

Circle one for ''Large'' Group: 

Circle one for "Medium" Group: 

Circle one for "Small" Group: 

Circle one for "No" Group: 

8. Coding For Risk-Level 

8. 1 Risk-Level - Measure # 1  CGAS 

CGAS Score = SS · 
8.2 Risk-Level - Measure #2 

� ' Circle one: Low �� 

9. Safety Recommendations 

9. 1 Decisions 

1 .  Hospitalisation: 

2. CYPFS: 

3. Respite Care: 

4. Provision of Emergency Phone Numbers: 

5. Time-Out Placement For a Night: 

-.....,....... ",-- . : ':\ Mentioned / ,Not Mentioned \ \. 
Mentioned / Not Mentioned 

Mentioned / Not Mentioned 

Mentioned Not Mentioned 

Mentioned� 

Mentioned �t Menti� 
Mentioned �d 

� Not Mentioned 

Mentioned�ot M���ed � 

3 3 7  



--
(. Me���ed f Not Mentioned 6. Time-Out Placement For a Few Days: 

7. Limiting of Method Availability: Mentioned f Mot Mefitioneo.\ ,---- .. . _.- .. -

8. Medication: Mentioned f �OtMe�� 
--=- .  

9. Referral for Specialist Services on MDT at CAFS: Mentioned fc:!Wt Me�� 

1 0. Referral to External Agency or Organisation: 

1 1 . Next Planned Appointment: 

12 .  Next Planned Telephone Call: 

Mentioned C..NOtMe�ed 

. Mentioned f Not Mentioned -----------

Mentioned /� 
Please list any other disposition decisions made that are not included in the above list: 

9.2 Time Specificity for Appointment 

1 .  Appointment within 24 hours: Mentioned:-r1'iot�ed 

2. Appointment by the end of the week: Mentioned f ��) 
3.  Appointment the following week: 

CM�'
/
�� 

If they have mentioned the exact value oftime, please also record this number 

9.3 Time Specificity for Telephone Call, whether from client to couns� � 
counsellor to client. � 

L Telephone call within 24 hours: Mentioned f Not Mentioned 

2. Telephone call by the end of the week: Mentioned f Not Mentioned 

3 .  Telephone call by the following week: Mentioned f Not Mentioned 

If they have also mentioned the exact value oftime, please also record this number 

1 0. Other Risk Factors 

1 .  Alcohol and/or Drug Abuse: (V\ulr-:?e., 

2. Previous suicide attempts: 

3 .  Previous suicidal ideation: 

� / Not Mentioned 

� / Not Mentioned ' 

�entio� / Not Mentioned 

3 3 8  



4. Psychiatric history within the fami ly: ��' / Not Mentioned 

1 1 . List any environmental stressors which may have triggered the suicidal behaviour: 
(e.g., death, separation in family, trauma, abuse, argument, fight) 

-') L>:.-'..R. v � ;?-co� -91!'A.0. 

1 2. For those who have attempted prior to the acute assessment, please circle the 
following for method use: 

l . Pills: 

2. Knife: 

3. Hanging: 

4. Other: (please state) '\6'6\' "5 ((I; � 

Mentioned /<NOtMentlo�a 

Mentioned /<1i� 
Mentioned CNot �.ntion� 

�n9 / Not'�i��d 

1 3 .  F6� those who have presented with suicidal ideation, please circle the following 
for p lan specificity: 

(Men� / Not Mentioned 

3 3 9  
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Appendix C 

Questionnaire for the Vignette Study 

Instructions: Please read each vignette carefully. Answer all questions following each 

vignette. If you do not understand the questions, please ask the researcher for 

clarification. The definitions which you will need in order to answer these questions 

follow at the end of the document. Following each vignette, you will be provided with 

the level of negative support severity and are only expected to make a decision about 

future risk of self-harm. Please respond to the safety section of the questions in terms 

of what you would actually do following the acute assessment and not what you think 

you would do following such an assessment. 

1 .  Mark is a 14 year old NZ European who lives with his mum and dad. Conflict 

occurs with his mother and father consistently around curfew. Average student at 

school. Some friends, but no close relationships. Discussed possibly taking his life to 

some people at school. Parents found poems in a diary about death and dying. Mark 

had a disagreement with his mother about being allowed to stay overnight at a friend's 

house (party). As a consequence, Mark wrote these poems. Diagnosis appears to be 

parent-child relational problem. 

**anything in parentheses [] will not be shown to clinicians 

• Iow levels of negative support 

• [low risk of suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

Please write the risk-level in the space provided: ____ _ 
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• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with I being least helpful and 7 being very helpful. Please record the 

number chosen from the scale for risk: -----
• Choose the types of safety actions you would make for this case study by ticking 

the appropriate boxes. 

Hospital isation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: ------------------------
• List the top three reasons for choices of safety action( s). 

• How did you get to reach that decision ( list the steps you took when making that 

cognitive choice)? 
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2. Kate is a 1 5  year old NZ European who lives with her mother and father with no 

other siblings present. Emotional abuse at home. Above-average student. Dad works, 

but he is never around. No friends at school. She had an argument at home with her 

mum which resulted in abusive name-calling. Kate got upset, went into her room and 

cut herself No stitches were necessary. Some symptoms of depression. The main 

diagnosis seems to be a parent-child relational problem. 

• medium levels of negative support 

• [moderate risk of suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level. 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being vel)' helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 



Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: 
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-----------------------------------------------
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

3. Jane is a 14 year old NZ European. Jane lives in a dysfunctional family 

environment and experiences emotional and physical abuse from her father. Jane has 

no siblings and has no contact with her mother who separated 2 years ago. Jane 

attempted suicide by ingestion of pills (various types) and was in hospital for two 

days as a result of this attempt. Recently, she indicated that the trigger for the attempt 

was a break-up with her boyfriend. Jane has few friends, is a below-average student 

and wags school a fair amount. She has symptoms similar to that of depression. 

• high levels of negative support 

• [high risk candidate according to risk definition] 



Please answer the following questions: 

• Rate the risk-level according to the definitions provided (Iow, medium, high). 

• Name the top 3 reasons for choice of risk-level . 
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• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with I being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: -----------------------------------------------



• List the top three reasons for choices of safety recommendation( s). 
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• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

4. Melanie is a 1 5  year old NZ European who lives with her mother and step-father 

and younger sister, Lynn. She has a good relationship with her mother and step

father (communicate wel l)  and they are supportive of her. However, Melanie has 

repeated arguments with her sister over clothes, and in particular privacy, as 

Melanie reports Lynn often going into her room and reading her diary. Recently 

Melanie got distraught over Lynn taking her clothes on a number of occasions and 

not asking. Melanie wrote a letter saying that she wanted to die and hated living so 

long as her sister was around. Melanie's mother found the note and contacted the 

Child and Family Clinic. Melanie is an average student at school. The main 

diagnosis appears to be sibling rivalry. 

• low levels of negative support with presence of some positive support (talking to) 

• [Iow risk for suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level. 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 
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• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method A vailabiJity 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment fol1owing week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: -----------------------------------------------
• List the top three reasons for choices of safety recommendation(s). 

• How did you get to reach that decision (Jist the steps you took when making that 

cognitive choice)? 

5. Rob is a 1 4  year old NZ European who lives with his mother and step-father. Poor 

family relations and constant bickeringlargwnents at home which occasionally 

result in Rob getting smacked and pushed by his father. Rob has a solid group of 
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friends through his local youth group which he can usually rely on for talking through 

his problems. Only recently have his grades been affected and are at about below-

average standards. He recently had a fight with his parents over getting into trouble 

with the police for shoplifting. His dad grabbed him by the arms and shoved Rob in 

his room slamming the door behind him.  Rob was very distraught, and consequently 

cut his wrist. While his mum was checking on him, she found him and took him to 

A&E, but no stitches were required and they bandaged his arm, as well as making a 

referral to the CAFS clinic. Main diagnosis appears to be Abuse of a Child and 

possible symptoms of depression/anxiety. 

• medium levels of negative support with presence of some positive support 
(talking to) 

• [moderate risk of suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level. 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 



Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: 
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-----------------------------------------------
• List the top three reasons for choices of safety recommendation(s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

6. Cheryl is a 1 6  year old NZ European who lives with her mother, brother and 

sister. Good, healthy family environment. Cheryl lives with her mother, as her father 

moved away to Aussie a few months ago. Cheryl can normally talk to her mother 

about her problems. Cheryl is below-average in school and has had no luck making 

new friends. She also has poor relations with her brother and sister, as it seems they 

are constantly fighting. Cheryl recently took a rope and attempted to hang hersel f .  

She was found unconscious by her brother. She was rushed to A&E where she was 

revived and spent several days on the ward. Main reason(s) for attempt were parent's 



marriage break-up, conflict with siblings and recent disclosure of sexual abuse 

(intercourse) by her uncle over several years. Main diagnosis PTSD, symptoms of 

depression, and abuse of a child. 
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• high levels of negative support with presence of some positive support (talking 

to) 

• [high risk of suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level . 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 



Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 
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Oth&s: ____________________________________________ __ 
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

7. Allan is a 1 3  year old male who lives with his mum and dad and younger brother. 

He is an average student at college. He has a couple friends at school, but these 

same friends recently betrayed his trust and sided with some bullies at school; 

consequently leading him to get bullied further and pushed around. Allan ran 

home upset, but no one was there. He wrote a note and stated that he wanted to die 

and could not find any reasons to live. His mum found the note later that day. 

Concerns from his family were that he was depressed and rapidly becoming more 

withdrawn. 

• medium levels of negative support 

• [low risk of suicide] 



Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level . 
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• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with I being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment fol lowing week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: -----------------------------------------------



• List the top three reasons for choices of safety recommendation(s). 
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• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

8. Karen is a 15 year old female living with her step-mother, father, brother (10 

years) and sister (6 years). She has experienced long term physical and emotional 

abuse mainly from her step-mother and occasionally her father from the age of 6 

onwards. She was also sexually abused by her grandfather for 3 years and has not 

disclosed this to anyone. Karen had been caught stealing and was brought home 

by the police. Step-mother had a major argument with Karen which resulted in 

Karen being thrown against the wall. Karen went to school the next day and told a 

teacher that she wanted to die. She had no specific plans. Possible diagnosis is 

abuse of a child and PTSD. 

• high levels of negative support 

• [low risk of suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (Iow, medium, high). 

• Name the top 3 reasons for choice of risk-level. 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 
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• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointtnent by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: -----------------------------------------------
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

9. Dawn is a 1 3  year old female living with her father. A disagreement occurred 

about her not getting pocket money as she bad not done the chores. Dawn planned 

a detailed way of hanging herself, but got caught tying the noose. Her father 



intervened and stopped her. Possible diagnoses include parent-child relational 

problem; some borderline personality features; and presence of depressi ve 

sytOptomatology. 

• low levels of negative support 

• [medium risk ofsuicideJ 

Please answer the fol lowing questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level. 
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• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with I being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 



Appointment following week 

Telephone caU with 24 hours 

Telephone call by end of week 

Telephone call fol lowing week 

Liasion with G.P. 

Liasion with school 

Others: 
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-----------------------------------------------
• List the top three reasons for choices of safety recommendation(s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

10.  Donna is a 1 4  year old NZ European who l ives with her dad and grandparents. 

She cut her wrist and leg superficially as she felt she had to punish herself and feel 

some "pain". Donna has been exposed to physical abuse from her mother for quite 

some time and sexual abuse from an uncle on her mother's side of the family. Upon 

seeing the superficial scratches on her arm, her father contacted the CAFS service for 

an urgent appointment. She is a below average student and has no friends. She suffers 

from PTSD with some underlying depression. 

• high levels of negative support 

• [moderate risk] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level. 



• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 
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• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: -----------------------------------------------
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 
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I I .  Trevor is a 14 year old male living with his mother and younger brother. Trevor 

attempted to hang himself and was found unconscious, but still breathing. He was 

consequently rushed to A&E. He survived but the doctors felt that there was possible 

brain damage. Apparently, prior to the lethal attempt, Trevor had had a disagreement 

with his mother about not being allowed out to a party, as she needed him to look 

after his younger brother. Trevor seemed to have a long- standing history of 

depressive and conduct disordered symptomatology. 

• Low levels of negative support 

• [high risk of suicide J 

Please answer the fol lowing questions: 

• Rate the risk-level according to the definitions provided (Jow, medium, high). 

• Name the top 3 reasons for choice of risk-level. 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, mediwn or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 



Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: 
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-----------------------------------------------
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

1 2. Julie is a 1 7  year old female who severely slit her wrists with a razor blade. She 

was taken to A&E and the cuts required many stitches. Julie had had many ongoing 

experiences of verbal abuse from both her parents whom she is currently living with. 

She has no sense of the future and has lost the will to live, as she stated that she feels 

worthless. She is a below average student and has few friends. Julie appears to suffer 

from anxiety related symptoms. 

• medium levels of negative support 

• [high risk of suicide] 



Please answer the following questions: 

• Rate the risk-level according to the definitions provided (Iow, medium, high). 

• Name the top 3 reasons for choice of risk-level. 
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• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 
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Oili�s: ______________________________________________ _ 
• List ilie top three reasons for choices of safety recommendation(s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

13 .  Chris is a 1 5  year old male living with both parents (no siblings). He told some 

people at school that he was going to kill himself following a build up of several 

bullying incidents. Bullying included being pushed around, name calling and 

having things constantly stolen from him. Seemed to show signs oflow mood 

over the last several monilis. He had no specific plans to selfhann. He is an 

average student. Chris appears to show signs of anxiety/depression as a result of 

ilie above incidents. 

__ medium levels of negative support 

• [low risk of suicide] 

Please answer the following questions: 

__ Rate the risk-level according to the definitions provided (Iow, medium, high). 

__ Name the top 3 reasons for choice of risk-level. 

__ How did you get to reach that decision (list ilie steps you took when making the 

cognitive choice of low, medium or high)? 

__ How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being veI)' helpful 

tit Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 



Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: 
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-----------------------------------------------
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

14. Nina is a I 3  year old female living with her father and younger brother ( 1 2  

years). No contact with her mother. Average student. Witnessed and experienced 

years of physical abuse from her mother toward all the members in the family. 

Has a close relationship with her father and two close friends whom she can rely 

on for support and understanding. Nina suffers from PTSD and had a flashback 
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which led to a panic attack. Nina consequently told her friends in confidence that 

she saw no future and felt hopeless to change anything. She said in passing to her 

friend, Amy, "If only I could just not be here anymore." Upon questioning by the 

counsellor at school, Nina said that she did not really mean it and had no specific 

plans. 

• high levels of negative support with positive support (talking to) 

• [low risk of suicide] 

Please answer the fol lowing questions: 

• Rate the risk-level according to the definitions provided (Iow, medium, high). 

• Name the top 3 reasons for choice of risk-level.  

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with I being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 



Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: 
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-----------------------------------------------
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

1 5. David is a 1 6  year old male living with his mother and 2 step-brothers (aged 7 and 

12). David has a supportive family environment and generally can talk to his 

mother about difficult and personal issues. He has, however, very few friends at 

school, and occasionally has conflicts with his 2 younger brothers, particularly 

around privacy issues. David became very upset over an incident whereby he got 

blamed for fighting with his younger brother and accidentally breaking his arm. 

David's mother stated that she was angry at him and felt that he was irresponsible, 

as he was to be looking after both of them. David responded by taking a handful 

ofparacetomal because he felt he had let everyone down. David's mother took 

him to A&E. David has a history of being reactive in this way as a means of 

diverting attention away from his mistakes. His mother said that he can be very 



364 

manipulative and reactive in this way. Some concerns about conduct and sibling 

rivalry. 

• Iow levels of negative support with positive support (talking to) 

• [medium risk of suicideJ 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level. 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless oftime period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 



Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 
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Oth�s: ______________________________________________ _ 
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

16.  Joanna is a 1 6  year old female girl who lives with her moth�. She has no contact 

with her father. She does not get along with her mother and often their arguments 

turn into abusive situations. Joanna was also sexually abused by her fath� and 

blames her mother for not protecting h�. Joanna has a very close relationship with 

her auntie and has 2 best friends she often talks to about her difficulties. Joanna 

suffers from PTSD and depression. She said that she was tired of the fighting and 

being reminded of the abuse so she superficially cut her wrists. Joanna said that 

she was tired ofliving and had no hope for the future. 

• high level of negative support and positive support (talking to) 

• [medium risk of suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level. 
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• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with I being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless oftime period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Othe�: ______________________________________________ _ 
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 
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1 7. Carl is a 1 4  year old boy who lives with mother/father and sister of eight years. 

Carl has a solid group of friends through his local youth group whom he can rely 

on to sort out personal crises. He has a strained relationship with his parents, as he 

often does not listen nor do as they ask of him. Carl appears to show symptoms of 

conduct difficulties and can be very impulsive. Carl got upset with his parents, as 

they grounded him for a week due to his disrespectful attitude toward them and 

because he had broken curfew last nite. 1bis consequence meant he would not go 

on a date he had arranged with his girlfriend. Carl consequently took 25 panadol 

with alcohol. 

• Iow levels of negative support with positive support (talking to) 

• [high risk of suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (Iow, medium, high). 

• Name the top 3 reasons for choice of risk-level. 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with I being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 



Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 

Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 

Others: 
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-----------------------------------------------
• List the top three reasons for choices of safety recommendation( s). 

• How did you get to reach that decision (list the steps you took when making that 

cognitive choice)? 

1 8. Jane is a 1 5  year old female living with her auntie and uncle (caregivers), as her 

parents recently had died in a car accident. Jane has been subjected to emotional 

abuse from her uncle. Jane has a very solid relationship with her auntie and often 

seeks advice and understanding from her. Jane has lots ofacquantainces and a 

really good group of friends at college. She is a below average student and failing 

several subjects. She stated that everything was "closing in on her" and that she 

could not see a future. She attempted to take several types of pills from the 
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medicine cabinet and was rushed to A&E where she spent a few nights. She has 

symptoms similar to that of depression and PTSD. 

• medium levels of negative support and positive support (talking to) 

• [high risk of suicide] 

Please answer the following questions: 

• Rate the risk-level according to the definitions provided (low, medium, high). 

• Name the top 3 reasons for choice of risk-level. 

• How did you get to reach that decision (list the steps you took when making the 

cognitive choice of low, medium or high)? 

• How helpful did you find it having the definitions provided for risk? Rating on a 7 

point scale, with 1 being least helpful and 7 being very helpful 

• Choose the types of safety recommendations you would make for this case study 

by ticking the appropriate boxes. 

Hospitalisation 

CYPFS 

Respite Care 

Time-Out (regardless of time period) 

Medication 

Limiting of Method Availability 

Provision of Emergency Appointments 

Appointment within 24 hours 

Appointment by end of week 

Appointment following week 



Telephone call with 24 hours 

Telephone call by end of week 

Telephone call following week 

Liasion with G.P. 

Liasion with school 
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Oth�s: ______________________________________________ ___ 
... List the top three reasons for choices of safety recommendation(s). 

... How did you get to reach that decision (list the steps you took when making that 

cognitive choice)1 

Please note that the definitions provided to the clinicians for the variables of social 

support, risk-level and safety recommendations are those found in section 3 .3 . 1 ,  3 .3 .2, 

3.3 .3, 3 .3 .5, 3 .3 .6 and 4.3 .  
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Social Support, Risk-Level and 
Safety Recommendations in Youth Suicide 

Deborah Smith 
PO Box SO 047 
Puketiro Centre 
Porirua Hospital 
Porirua 
(04) 2375 222 

SOCIAL SUPPORT AND SUICIDE STUDY 

CLINICIAN CONSENT FORM 
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I have read the information sheet for this study and have had the opportunity to 
discuss details of the suicide research study with the primary investigator, Deborah 
Smith. My questions about the study have been answered to my satisfaction, and I 
understand that I may ask further questions at any time. 

I understand that taking part in this study is voluntary (my choice) and that I may 
withdraw from the study at any time. 

I understand that my participation in this study is confidential and that no material 
which could identifY me or my client will be used in any reports on this study. 

I have had time to consider whether to take part in  this study. 

I understand that the procedure has been approved by the Human Ethics Committee of 
Massey University and the Ethics Committee of Capital Coast Health. 

If you have any questions or concerns about the study, you may contact: The 
Well ington Ethics Committee, Wellington Hospital 3855999 ext. 5 1 85. You may also 
wish to contact myself. Deborah Smith at work on (04) 2375 222, or my supervisors, 
Dr. Ruth Anderson at the School of Social Policy and Social Work, and Associate 
Professor Andrew Trlin at the School of Social Policy and Social Work, Massey 
University (06) 3569 099. 

Signed: ___________ _ 
Name: -----------------------
Date: __________________ _ 
Researcher: -----------
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SOCIAL SUPPORT, RISK-LEVEL AND SAFETY RECOMMENDATIONS IN 
YOUTH SUICIDE 

INFORMA TION SHEET FOR CLINICIANS 

Wbo am I? 

My name is Debbie Smith and I am completing a Doctorate in Social Work. I am 
currently working as a social worker for the Puketiro Child, Adolescent and Family 
Service in Porirua. My PhD supervisors are Dr. Ruth Anderson and Associate 
Professor Andrew TrIin both from the School of Social Policy and Social Work at 
Massey University. 

What is the study about? 

As you might be aware from recent newspaper articles, New Zealand has one of the 
highest rates of youth suicide in the world. This study aims to increase understanding 
some of the factors which help prevent young people from committing suicide. 

I am interested in finding out what types of social support are assessed by clinicians 
and the types of decisions made to ensure safety for a person who may be at risk of 
harming themselves. 

You are invited you to participate in this study. I will be collecting the data on the 
work site at Puketiro and Wellington. This study will require you to meet with the 
primary researcher for a one and a half-hour session. You will be invited to fill in 
responses to questions following your reading of 1 8  vignettes. 

What are tbe risk and benefits? 

This study will require a one and a half-hour sessional time with the primary 
researcher. No interviews are required. However, you will be provided with various 
clinical situations and asked to respond to several questions following these situations. 

It is hoped that this study will aid in: 
1 .  Furthering our understanding of youth suicide in New Zealand; 
2. Adding to the New Zealand and international research base; 
3. Possibly aiding in providing information which will  benefit the delivery of mental 

health care; and 
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4. Helping to identifY the factors which assessing clinicians think are important in 
detennining suicide risk. 

What is involved if I decide to participate? 

You will meet with me for one and a half-hours. 

What about confidentiality? 

No material that could identify you will be used in any reports on this study. 

Information from this study will be stored in a locked filing cabinet. The 
questionnaries will be coded with a three digit number and thus wil l  in no way 
identify you as a person nor as a clinician. The information and consent form will be 
kept separate from the data collected. If the researcher needs to transport material 
between clinics, they will be transported in a combination lockable briefcase. 

All questionnaires will be shredded upon completion of the study. 

What are my rights? 

• You have the right to decline to take part or to refuse to answer any particular 
questions 

• You may withdraw from the study at any time 
• You also have the right to ask any questions about the study at any time during 

participation 
• You will be invited to provide information on the understanding that your name 

will not be used unless you give permission to the researcher 
• You will also be given a swnmary of the results of the study when it is concluded 

When wiu I be told ofthe results? 

You will be sent a summary of the research outcomes upon completion of the study. 
You may contact the researcher or her supervisors throughout the duration of the 
study if you have any questions. Results will be used for the completion of a thesis 
and associated published papers. 
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This study has received ethical approval from the Wellington and Massey Unjversity 
Ethics Committee. 

If you have any queries or concerns about this study you may wish to contact a Health 
and Disability Services Consumer Advocate at (04) 495 6649. 

Please contact me if you have any questions or comments. You can leave a message 
for me at the Puketiro Centre, PO Box 50047, Porirua, or ring me at work on (04) 
2375 222. You may also wish to contact my supervisors, Dr. Ruth Anderson, 
School of Social Policy and Social Work, or Associate Professor Andrew TrIin, 
School of Social Policy and Social Work, Massey University, Private Bag 1 1  222 
Palmerston North (06) 356 9099. 

Kind Regards, 

Deborah Smith 
PhD Student 
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Appendix E 

Coding Guide for Vignette Study 

Social Support 

1 .  Emotional - General Definition of Emotional Support 

Defined as behaviour that communicates to an individual that he or she is cared for 

and loved. A few examples of emotional support include having a person(s) available 

to listen to one's problems in an open and non-judgemental way, having someone to 

rely on for help, having someone who will be available to spend time with, and 

having someone who will make one feel valued. The implicit assumption within this 

definition is that the emotional support being assessed is of a positive quality. The 

recipient of that emotional support may perceive it as either negative or positive 

depending upon the timing, amount and mode of supportive behaviour that occurs. It 

is possible that the recipient may perceive the emotional support as being not 

available to him or her from the support network (e.g. , family or mends) or it may be 

perceived as dysfunctional or unhelpful in which case the emotional support would be 

seen as negative, or perhaps even non-existent (see e.g., Pierce et aI.,  1 9%; 

Thompson, 1 995; Vaux, 1 988). 

(a) Negative Emotional Support 

Negative emotional support encompasses the existence of dysfunctional or unhelpful 

support. Examples of negative emotional support include references within the report 

to such items as: 

• people who abuse the young person (physical, emotional, sexual); which also 

includes bullying 



• people who the young person finds difficult to trust 

• people who communicate with the young person in a dysfunctional way (e.g. 

fights, conflicts) 

• people who will not listen to the young person's  problems or difficulties 

• people who cannot be relied on for help 

• people who do not want to spend time with the young person 
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These items were constructed from the research on family conflict, social support and 

youth suicide (see e.g, Beautrais, Joyce & Mulder, 1 996; Campbell, Milling Laughlin 

& Bush, 1 993; HoIlis, 1 996; Kosky, Silbum & Zubrick, 1 990; Sarason, Basham & 

Sarason, 1983; Vaux, 1 987) 

Other examples of negative emotional support would include references within the 

report to situations in which the young person cannot access any support, whether it 

be from friends, family or community groups. Negative support, as written in the 

report, can involve references to both past and present experiences of the patient in so 

far as they may possibly affect their current functioning (e.g., sexual abuse over a 

number of years which the patient is only now remembering and cites as a reason for 

them attempting or thinking about suicide). Score a 1 if there is any mention 

(according to the above definition) of negative support in the file and a 0 if there is no 

reference to negative support in the file. 

2. Negative Support Severity Rating WitblWitbout Positive Support 

Examples of low levels of negative support severity would include such things as 

conflicts or fights or general "hassles" with friends or family and would result in little 
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or no impairment in the following areas: school, work, home and social relationships. 

Examples of medium levels of negative support severity would include serious 

conflicts, fights bullying and/or abuse (physical, sexual, emotional and verbal) from 

others such that it would result in some impairment in at least one of the following 

areas: school, work, home and social relationships. Examples of high levels of 

negative support severity would include such things as severe trauma, abuse or 

neglect such that it would result in serious impairment in more than one functioning 

area (e.g., school, work, social and family relationships). Each of these definitions 

takes into account both the type of conflict (e.g., fight, argument or abuse), as well as 

its impairment on the other person (see e.g., Chaffin, Wherry, Newlin, Crutchfield & 

Dukman, 1 997; Straus, 1979). 

Some vignettes include presence of positive emotional support along with levels of 

negative support severity. The item chosen for evidence of positive emotional support 

is having someone to talk with during difficult times. 

Score a 1 for Iow negative support severity; 2 for medium negative support severity; 3 

for high negative support severity; 4 for low negative support severity with presence 

of some positive support; 5 for medium negative support severity with presence of 

some positive support; and 6 for high negative support severity with presence of some 

positive support. 

3. Risk-Level 

Risk level will be considered as a continuous variable and will be defined in relation 

to three categories, such as referring to whether a person is at Iow, medium or high 



risk. The criteria for these definitions have been compiled from several typologies 

which exist within the suicide research on risk-level (see e.g., Berman and lobes, 

199 1 ;  Patterson et at, 1983; Kral and Sakinofsky, 1 994� Sommers-Flanagan and 

Sommers-Flanagan, 1995). 
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Low Risk: A person at low risk will be defined as someone who makes vague 

references to suicide, has no or a very poorly detailed plan, access to any methods of 

self-harm are unattainable or very limited, and choice of method to self-hann is not 

well-detailed or planned. For example, "jumping off a bridge", "hanging self', 

"taking pills" or "lying on train tracks" are considered to be poorly detailed in that the 

person has either not yet obtained the methods or not thought through the methods in 

a deliberate and detailed fashion. Generally, persons in this category do not know 

when they might follow through with their plan, and have not yet obtained the 

methods to self-harm. A score of 1 will  be made for any patient with a low risk rating. 

Medium Risk: A person at mediwn risk will be defined as someone who has 

considerable ideation and the beginnings of a plan to self-harm, access to any methods 

of self-hann are moderately attainable, and choice of method to self-harm is planned 

or detailed. If the person is an ideator, they have generally thought through their plan 

in a detailed manner and have actually obtained the methods to self-harm. If the 

person has already used a method of self-harm (attempted), then it would be seen as 

moderately lethal (e.g., superficial cutting, some pills taken). A score of2 will be 

made for any patient with a risk rating of mediwn. 
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High Risk: A person at high risk will be defined as someone who has a well-detailed 

and thought out plan, their access to any methods of self-harm are very attainable, and 

their choice of method used was very lethal (e.g., hanging, overdose of pills, severe 

lacerations from cutting). A score of3 will be given to any patient with a high risk 

rating. 

4. Safety Interventions 

If a clinician has marked the intervention with a checkmark, then that intervention 

will receive a score of 1 (action taken). Otherwise, if the intervention is not indicated 

by a mark, then it shall receive a score of 0 (no recommendation given) 

• Hospitalisation - patient admitted to or granting continuance on an inpatient ward 

for further monitoring following acute assessment 

• CYPFS - Referral to Children, Young Person's and Their Families Service 

• Respite Care - nursing care arranged by CAFS for the child and their family 

overnight. 

• Time-Out Placement for a Night - informal arrangement made by the family for 

the young person to have a break from their fami ly either for a night or a few 

days. Some time-out placements include staying with an extended family member 

or with a family friend. 

• Time-Out Placement for Several Days - same as above except length of stay 

spans over a number of days rather than a night. 

• Medication as prescribed by the psychiatrist at CAFS 

• Limiting of Method Availability - instruction given by the clinician to the parents 

or caregivers about eliminating means of self-hann from the immediate 
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environment (e.g. hiding or locking away of pills, medicines, poisons, knives, or 

guns) 

• Provision of Emergency Numbers (PERT - Psychiatric Emergency Response 

Team for after hours and CAFS number for during office hours 8:30-5:00) 

• Next Planned Appointment for client to see therapist (24 hrs, end of week or 

following week). 

• Next Planned Telephone Contact between client and therapist (24 hrs, end of 

week or following week). 

• Other - Please record any other decisions made which were not included in the 

above list e.g., parent keeping a watchful eye, internal referral for further 

specialist consultation on the MDT (Multi-Disciplinary Team) at CAFS (e.g. 

psychiatric consultation, cognitive assessment and/or psychological testing) or 

referral to external agency or organisation (e.g. Youth Aid Officer, One-Stop 

Shops, Access to a Guidance Counsellor at school). 
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1. Multicentre proposals 

1 . 1  

PART IT : PROJECT SUMMARY 

Yes No 
1 . 1 . 1  
1 . 1 .2 
1 . 1 .3 

Is this a mulhcentre study? (If no, go to question 2) I x� I § Is this application being lodged to the primary ethics committee? 
Has the protocol been reviewed by any other ethics committees 
in New Zealand? (If yes, attach col'ies of relevant correspondence) 

1 . 1  A What is the main organising centre for Massey University 
. . ; the study? Private Bag 1 1 222 

Palmerston North . . . 

.• · •. · ···: . ii���i: . • . �;;�� .. :,�;�!::::!� .; : : : " j: ' ; "  ;::.::: . .  ::::: :�:;T;::;: ; ' :  

Child, Adolescent and Family Service 
2 1  Hania St. 
Wellington 

Child, Adolescent and Family Service 
PO Box 50 047 
Porirua 

Principal Investigator: Debbie Smith 

This study is intended to be the main study and builds on the findings from the pilot project. This main 
.... study is primarily interested in examining ( 1 )  the degree and extent to which the type (positive vs. 

negative support) and level of available social support impacts upon clinicians' decision to rate risk of 
suicide (e.g., low, medium, or high) for a given patient; (2) the extent to which the type (positive vs. 
negative support) and level of social support i mpacts upon safety recommendations; and (3) the cognitive 
processes which take place when clinicians make these types of decisions. Safety recommendations are 
those decisions made by the clinician in order to ensure continued safety and reduce the risk of future 
self-harm (e.g., provision of emergency numbers, educating about limiting method availability etc.). 
Social support was chosen as a variable of interest as its presence or absence has been found to 
potentially influence the types of safety recommendations made by a clinician. The data will be collected 
by administering a collection of 1 8  vignettes describing various degrees of situations and having 
clinicians answering several questions related to social support, risk-level, safety recommendations and 
cognitive processes. The sample will consist of a total of 24 clinicians from the Puketiro and Wellington 
Child, Adolescent and Family clinics. The data wil l  be collected using the coding established in the pilot 
project. This study wi II be beneficial to the area of youth suicide by furthering our understanding of the 
type of information clinicians collect with respect to social support and how this impacts their decisions 
for ( 1 )  a client's risk level and (2) the safety recommendations made following an acute assessment. It 
will also be the first study to examine the cognitive processes involved when making these types of 
decisions. This objective is important it could assist in refining and building on present 
assessment/treatment models clinicians use when making risk/safety decisions for suicidal clients. 
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PART III : PROJECT D ETAILS 

SCIENTIFIC .BASIS 
t. Aims of Project 

1 . 1  What is the h 
1 .  Given guidelines from the pilot project, it is expected that clinicians will have a reasonably high level 

of agreement regarding risk-level decisions (e.g., low. medium or high risk) for suicidal patients. 
2. It is expected that the type (positive vs. negative) and level of support will impact upon risk-level 

decisions and safety recommendations. For example, patients with positive support and low negative 
support would be expected to have lower risk levels and a lower number of safety recommendations, 
compared to patients with no positive support and high negative support who would be expected to 
have higher risk-levels and a greater number of safety recommendations. 

3 .  For the qualitative portion of the study, only research questions wil l  be  put forth, as apriori 
hypotheses cannot be made at this stage. What types of steps do clinicians take when making risk and 
safety decisions? What kinds of information do clinicians utilise when making these types of 
decisions? 

. .  J .2 .'What are the s ecific aims of the . ro·eel? · · · 
The project aims to more specifically examine two areas previously investigated in the pilot project: ( 1 )  
social support; and (2) the impact of varying both type and level of social support on clinician decisions 
of risk and safety. Extending beyond the pilot project, this main study is interested in qualitatively 
examining the cognitive processes clinicians undertake when making risk-level decisions and safety 

._ recommendations. In addition, it is also interested in identifying the types of information clinicians find 
.. . helpful when making these decisions. 

This study is primarily based on theoretical material obtained from several social support theorists, 
J;i namely House and Kahn ( 1 985), Pierce, Sarason, Sarason and Henderson ( 1 996), Thompson ( 1 995) and 

Vaux ( 1 988). All the writers comment on one common theme: that social support is a complex meta
construct. That is, social support is a construct which encompasses the interaction between providers of 
support (e.g., friends, family etc.), supportive behaviour (e.g., the act of emotional support) and 
subjective appraisals of support (e.g., perception of support given/received). 

Application of social support and suicide research seems to indicate that lack of social support is a 
significant risk factor in suicidal adolescents. It has been found that suicidal adolescents tend to come 
from backgrounds characterised by some form of adversity (e.g., abuse), family conflict or dysfunction 
(Beautrais, J oyce & Mulder, 1 998/1 996; Brent, PerJler, Moritz, Liotus, Schweers, Balach & Roth, 1 998; 
Fergusson & Lynskey, 1 995; Hollis, 1 996; Kosky, Silbum & Zubrick, 1 990). In addition, it has been 
found that suicidal adolescents tend to perceive their family relationships as less supportive (Campbell, 
Milling, Laughlin & Bush, 1 993). 

Clinicians seem to utilise this information about social support when making safety recommendations 
for their suicidal clients. For example, two studies to date have found that the lower the level of social 
support, the more likely clinicians are to hospitalise suicidal adolescents (Dicker, Morrissey, Abikoff, 
Alvir, DeMarco & Koplewicz, 1 997; Morrissey, Dicker, Abikoff, Alvir, DeMarco & Koplewicz, 1 995). 

This present study will examine the interaction between social support, risk-level and safety 
recommendations as determined by the clinician. This model of analysis is based on (a) the findings from 
the pilot project and (b) the aforementioned theoretical and empirical material. 

In addition, this study will be qualitatively examining the process clinicians undertake when making 
decisions about support, risk and safety . There is also no research available in this area for a New Zealand 
population (adolescents in particular) which currently supports its significance for advancing knowledge 
in this country, as wel l  as overseas. 
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J. Participants 

3 . 1  How many participants is it intended to recruit? 

. . . 

: . 3 .. 2 : . How will potential particip�ts be lderltifi�f? . ., . . .  . . . . .  . . : ' : .: : ; " . ; - : , " 

The sample wil l  consist of approximately 24 
clinicians from the Porirua and Wellington 
Chi l d, Adolescent and Family Clinics (CAFS) . 

Potential participants will  be identified as a 
result of their mem bership to either CAFS in 
Wellington or CAFS in Porirua . 

. .  �::� : .•. ��t��:�
)
e �

.

t�[.:.: :i. (.::.�.,;.:·t��;�::; : : : ,. , 
. .  � . . )���(T . . 

·
; ; ; ; ; ' :;';: F:::� ' :' . - . , , : ' :i�\r:.. 

A formal presentation will be given to both 
teams (Well ington and Porirua) in which 
clinicians will be invited to participate in the 
study_ :;::: : ;:, �:�:i : ��: ::: �: ::: : · ' . . .. ' . ; . : l :�:! ;:r::::.! : : ,  .. ... : ;!� · : : ·;·':.:;; :�-: 

: F < nudf;tH\�����f:j;:: :: · · · . :r:1 : :' . . .. • 
. o)� :::: jj:'�:;�"��-�r�:�11 �tential. p��i�;��� �"; : :' '' ' :

: , . }-p-o-te-n-ti-al-P-art-iC-i-P-an-t-s-Wl-' I-I-b-e-ap-p-r-o-ac-h-ed-v-ia-a-l 
.�\., . '  : ' ,' " .  app,foacbed? (e.g. outpatient:cli,iUc) ; � " . / presentation of the study during a staff >�< ' �;,)l :apptopriate, describe by tYAA:(��g/�deil��> . meeting, Both teams will  receive the same 
. .. �. . . .  ::;: : . . ·,: :j:tJ:f " ';:'::':" ·: ]!;;;, '; : presentation. Clinicians to be approached are 
, , :, � : j :nY: '. :' 

. : : ; ' ; j :;:' �:,, : ; . , 
part of a multi-disciplinary team (MOT) and 

.. . , . . . . . . : . . ::<::��y ' : . .  , ' .  include psychologists, social workers, . . . � : ! : ; ::\::C;�: � ii::· ::: · ::· : . . " ' � · . . . . . .. ' " . r 
•. �,j� : '·; ' . ' ; . :�f ii! ' : :> 0) :: ' . , . .  '" · · : :e w: " psychiatrists and nurse counsellors. 
'::��5 ': " : :::: ' - :> -;::; :�:i;8;:,f:t;�t:;:� · · . . . . .

.. , . . . . :'I-------------------i 

, . .. . . . 
. ;: . rf}i:� � :i�; ��: �:.;::': ::i: ::: ET: �. : � ' . . . . � . 

• - ::- :--..! ; : � • : ; : 

'. The primary researcher will make the initial 
approach to potential participants. 

The primary researcher is a member of both 
teams, but holds no position of authority over 
and above the other team members. 

�; : :  . �; .. . . . . . :;;i�[:·t!:�]:):L[:;:::'H;'�h Depending upon whether the clinicians consent to take part in the study, all available MDT 
. :;:yu ::i j�f�u;::iH;l\; team members will be utilised. As such, there wil l  be no randomisation. 
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4. Study Design 

4. 1 Describe the study design. Include how the research process is consistent with the Treaty of Waitangi in 
our answer to 1 4 .3. . . 

The primary researcher will give a brief presentation of the main study to both the Wellington and 
Porirua teams. Potential participants will  be invi ted to participate at this point and wi ll be provided with 
information/consent forms, as well as a brown envelope. Potential participants will be invited to read 
the information sheet, sign the consent form (if they so wish) and seal it in an envelope provided. 
Potential participants will be asked to leave this information in the researcher's work site mai lbox. 

Once the researcher has obtained all possible consent forms, she will  begin the study by making 
appointments with the clinicians at their convenience. Appointment times will be for approximately one 
and a half hours. Participants wil l  be informed that they can ask q uestions at any time. They will also be 
informed that they have the right to withdraw from the study at any time. Clinicians wi ll  be 
administered a questionnaire containing 1 8  vignettes or brief case studies. They will be invited to 
respond to the questions which follow each vignette. Please refer to the attached questionnaire for 
specific details. 

The primary researcher will keep the consent forms separate from the questionnaires so as to ensure 
confidentiality. Each questionnaire will be coded with a three-digit number in order to ensure 
anonymity. There will  be no identifying information on the questionnaires. Once the questionnaires are 
completed, the primary researcher will  score the data Any qualitative i nformation wil l  be analysed via 
thematic pattern analysis. 

ltUiSSIC)[lS: O! paJ:t1C:!pal;JtS;�lt uns.Df()Ie<:::t· invqly�t :;$i:ve 8Iso an estimate of. iotal ... 
. . :::: :>!�;J}��n�m)j;:::F�. ;i::: :< h 

A questionnaire containing 1 8  vignettes will  be administered to each clinician. These vignettes typify 
the types of situations which present to the CAFS cli nic for acute assessments. Following each vignette, 
clinicians will  be invited to respond to 7 questions relating to support, risk and safety . Relevant 
definitions (risk and support) can be found at the end of the questionnaire in order to assist the clinician 
when answering the questions. These definitions were used in the p ilot project and found to be reliable. 
Please see attached for a copy of the questionnaire. 
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4.6 Where wi ll  the research procedures take place? 
The research procedures will take place at both the Wellington and Porirua Clinics in a standard 
interview room. " 

·.ll�1�·�1� 
- :::1:�-:!! :�::. 

I x 

I Y�', I x I No . . , : ,� ,; ", 

��_��.

c,� 
.. . . .. ' . ' " '  ::;:;' i �; ::·; · ;�: < . . ... . : : : :::� : : :: . . c. , " " . . . . . " . I �ilie mdhod �{ j! !�: :lrnj!;l;-'l:i,j!:nj-,-

:\;?��i�rm;;���E,j�)+� .. . , ;;.; . . , . : ;>��1Fi'G��:��i.n!U�:;ii· :·:S;:::���; · . 

Using mainly chi-square analysis. For ilie more complex analysis of categorical data (interactions), a 
log-linear model will be used. 

: ; . 
� : . 1 , ; . . ,:; : � �: : :� 

; �; : : ;::� ... ��S':'TIS�77J��-:::::TS'�777�;:::;;=��=." =-f3:: 1=x:::::::::;:-:::-::-:::T"�===;::::r N�o:::-._:TITI@.Tm· _��'im i · : ·m: ' 

�,....."...,..-�---,--�l 
H: • • i' This study is principally qualitative. However, for the quantitative part (chi-square, log-linear 

, analysis), a total san1ple of 24 should be sufficient to lend appropriate power to the tests. · · · · · · · 1 , : :::�...;., ' . r  • . . - . . . - r: : : ; ; ' ; " : : : " ! ·  

� : � : : ' : : : : �:� : � : : , : : ,  .::: 

. .  '·1 �.�.\ \�;: ��:: : ; : : : : : : : - , : :  . .  
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5 . 2  If the research methods are (wholly or partly) qual itative, briefly describe the method and analysis. If 
interviews are used include the general areas around which they will be based. 

AS M ENTIONED IN SECTION 5. 1 . 1 ,  CHI-SQUARE AND LOG-LINEAR AN ALYSIS WILL BE 
USED FOR THE QUANTITATrvE ANALYSIS. WITH RESPECT TO THE QUALITATIVE 
ANALYSIS (E.G. ,  COGNITIVE PROCESSES), INFORMATION WILL BE ORGANISED 
ACCORDING TO THEMATIC PATIERN ANALYSIS. THE QUANTITATIVE ANALYSIS WlLL 
BE CONDUCTED BY USING THE SPSS 8.0 PROGRAM. 

6.  Risks and benefits 

'.Jt6:2 ' Howdo �'�h procedures differ'from standard treatment proCedtu-es? 
. /  NOT APPLICABLE . I · · · · 

•. ����.� .. ..... • · • . �twP;lt��:;:��.::tl�:�=�.pan'f.f tbird�r·��.·· 
' [i�l!; TIlE VIGNETTES DO CONTAIN SENSITIVE MATERIAL. IF ANY OF TIIE PARTICIPANTS >m;[ EXPERIENCE ANY EMOTIONAL DIFFICULTIES AS A RESULT OF READING THIS 
':;/ : MATERIAL, THEY Wll..L BE ENCOURAGED TO EITHER DISCUSS IT WITH THEIR WORK . ��:.' SUPERVISORS OR WITH THE RESEARCHER'S SUPERVISORS . 

. • " ":..,....,..---,-,....",...-,---=:-�,.------,-----,-----,.."..-�--:-:-------",---:--------,.-O-::-�� .. ." 6.,4 What � ements Will be made fbr mOl1it�n� �d detectin adv.� �utcomes? 
. a, THE PRIMARY RESEARCHER WILL SPEND A BRIEF TIME AFTER EACH SESSION 
;�;nG DEBRIEFING WITH THE CLINICIAN. IF ANY CONCERNS ARE RAISED DURING THIS TIME, ):��}� TIlE RESEARCHER Wll..L ENCOURAGE TIIE PARTICIPANT TO DISCUSS SUCH MATTERS 
n:���� WITH EITHER THEIR SUPERVISOR OR WITH HER SUPERVISORS AT MASSEY. � ;- �;�f�t �::�� :·:-�17::. 
� i �i1�4��: : ; ;� . . ) . . . . .  . . . . . .. .. . . . -.- . . . . . .. . . . . . . . . . .  . . . , ' , . .  ' " , . : ; :. ; ' I ' �� 

::llli;t�: �; � ,W�!H��1��t�� �g�i�s. muu;ge� �I":t��g�� be �? . " �UD YeS � :No : :��m' 

· •• ;� '

,
� . · I · i · !! ; :

.
l ·i�:��Il�·

r

.

:

.

· d, :�Udine .the·
j�ti���i6p

.

,

' .·.·1 I' .•• . : ·· f EW\:R1 ::D · · · · " " '. '. ' ; ;: ' . . - .  . ' :-�: '� ; ���: :: : i ; '; : : . . . - : : ' , " 
' " -- . 
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6.6 Will any radiation or radioactive substances be used? D Yes [D No 
Note: If any form of radiation is being used please answer the.,L::=.:..:.::=.....:.r......:..:::::!...Cl..=.-==--:J..:..:..:=.::..:..:....=.:..;=----, 

6.6. 1 Under whose license is the radiation being used? 

:..;. : -. . . .  _ , _ . ' " ' 

6.6.2 Has the National Radiation Laboratory (NRL) 
risk �sment been completed? D Yes O No 
If yes, pJease encIose a cop 1/ of the risk assessment, and the contact name and phone number . 
If no', please explain why 

.. . . 

-..�U,il �.8 · �ill any drugs he adminiSt�red for the �Ji;�Ses ofthi��dy? : :.p Y:i!S [D No 
O No : ��f !l:- ·:·, : 1.f·Yes is SCOIT approval reqUired? ' < . •• �· .�: ·: . : . .. ,. . . . . / :· . !t:J Tes 
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7. Ex pected ou tcomes or im pacts of research 

7. 1 What is the potential significance of this proj ect for improved health care for Maori and non Maori, and 
for the advancement of knowledge'> 

' .. 

c 
: 

.. : . . • 

THIS PROJ ECT HAS SIGNI FICANCE FOR IM PROV ED HEALTH CARE FOR MAORf AND 
NONMAORl, AS IT WILL ALD IN OUR UNDERSTANDING OF HOW C LIN ICIANS ASSESS 
FOR RISK OF SELF-HARM, AN D CONSEQUENTLY, THE TYPES OF RECOMMENDATIONS 
THEY M AKE IN ORDER TO ENSURE CONTIN UE D  SAFETY OF THEIR CLIENT(S). THE 
DEFIN ITIONS ESTABLISHED IN THE PILOT PROJECT (AND USED IN THE MAIN STUDY) 
FOR SUPPORT, RISK AN D SAFETY COULD ASSIST OTHER CLINICIANS IN THE FIELD 
WHEN M AKlNG THESE DIFFICULT DECISIONS.  THlS INFORMATION COULD THEN B E  
USED IN REFINING ASSESSM ENTIlNTER VENTION PROCEDURES FOR SUICIDAL YOUTH. 
THE END RESULT MAY BE (A) TO POTENTIALLY REDUCE THE LEVE L  OF SUICIDAL 
BEHA V IOUR AND (B) TO lNCREASE THE RATE OF RECOVERY. 

AS THIS STUDY HAS NOT BEEN COMPLETE D  BEFORE, IT IS BELIEVED THAT 
IT WILL HAV E SIGNIFICANCE IN ADVANCING KNOWLE DGE ON YOUTH SUICIDE 
NATIONALLY AND INTERNATIONALLY. 

7.3 fs this project to be used to formulate policy? " � Yes 
If yes, specify how . ,  . " . ' .  . . 

:
., THIS PROJECT COULD POTENTIALLY B E  USED TO FORMULATE POLICY IN A 

V ARfETY OF WA YS: 

( 1 )  IT COULD HELP TO REFfNE P RESENT ASSESSMENT AND TREATMENT PROCEDURES 
FOR SUICIDAL YOUNG PERSONS IN CLINlCS SUCH AS THE CHILD, ADOLESCENT 
AND FAMILY S E RVICE; 

(2) IT COULD PROVIDE EMPfRICAL EVIDENCE FOR FORMULATlNG POLICY TO SUPPORT 
THE ADVANCEMENT OF RESEARCH IN THE AREA OF YOUTH SUICIDE; AND 

(3) IT COULD PROVIDE EMPIRICAL E VIDENCE FOR FORMULATING POLICY TO SUPPORT 
THE CONTINUATION AND IMPORTANCE OF FUNDlNG M ENTAL HEALTH SERVICES 
FOR YOUNG PEOPLE. 

L-______________________________________ �--------------------� 
7�2 What steps will you take to disseminate the research results? 

. Si> . . .' . 

UPON COMPLETION OF THE STUDY, THE RESEARCHER WILL P ROVIDE A BRfEF 
WRITTEN SUMMARY OF THE STUDY R ESULTS TO ALL P ARTICIP ANTS. S HE WILL ALSO 
PRESENT THE RESULTS IN A SEMINAR TO BOTH CAFS TEAMS. HOWEVER, THE 
PRINClP AL PURPOSE OF THE STUDY IS TO CONTRffiUTE TOWARDS COMPLETION OF A 
DOCTORAL DEGREE AT MASSEY UNIVERSITY WITH THE PRINCIPAL FINDINGS TO B E  
PUBLISHED fN APPROPRIATE PROFESSIONAL AND SCHOLARLY JOURNALS. 



PART IV: BUDGET AND USE OF RESOURCES 

8. Budget 

8. t How wil l  the project be funded? 
Massey PhD scholarship (received as of Oct. I I l 998) 
Potentially Health Research Council Funding (wil l  find out at the end of November) 

: > 3;2 , Does the researcher,�the host department or the host institution, have any financial interest.in the 
, ' / /: outCbme Qf this researCh? . Please �ve� ddaiis. 

. " 
. "  Not applicable 
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· L8,� : Will )he researcher personally receive payment according to the number of participants recruited? 
· · · .7 ::If so; pieak specify: ' 

'" 
� . � . ;. , No . 

U���::���t��U:::O�ij ��d Payn.e�b to Partici�i�t Volianteen. : · . ' , .�',:;':; ; p . .  " �gm:;I �l l!Will 'llicici B�� ' fi�ci� Cost to the �(k �t? Gi� em l��:iriciudin travel. ' . . . . , '� There will be no financial cost to the participant The senior clinician (manager) for CAFS Wellington 
. :::+;;. and Porirua is very supportive of this project and is in agreement for research sessions to take place 
' : ' , .. ,. during work time. The sessional times are relatively short (approx. 90 minutes) so it should not have a 
' ; /i: significant impact on resources . 
. ,:�,;:�: , 



1 0.2: Will the study drug/treatment continue to be available 
to the participant after the study ends? Cl Yes 0 No 

how will this be met? 
. . 

cx=J N/a 
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. . If yes, wil l  there be a cost, and I �----------------------------------------� 
10.3 Will anY payments be made to participants or will they gain 

. ,materially in other wars from part,i_ci.:...patJ. __ · n..,!:g,-i_n_th_i_s .:...pr_o�1ec __ t?_. __ --L __ ---l--=-.::.=.... __ .L.-:-=___�N..:..:o=___ ____ ...., 
" : lfyes� please,supply d�tails 
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u� Information and Consent 

Consent should be obtained in writing, unless there are good reasons to the contrary. If consent is not to be 
obtained in writing the justification should be given and the circumstances under which consent is obtained 
slio.ui� be recorded. Attach a copy of the information sheet and,.::c..;:.on;:.:.se=.n;.:..t.:..fo:...: .

. 
rm.:..:.:.;.; __________ ----, 

:J 2: i By Whom, and how, will the project be explained to The primary researcher wil l  explain the 
" potentiat participants? project to potential participants via a . 

. . . . . .  formal, oral presentation to both CAFS 
:; . ' ! ; :>:�;. ' - . . -.. . . .. .. . . . . 

·:G :1!:;���:Wh. �;�4 where:\Vill··th: �.exp:hw.ahon be given? " . .:: � ::� : : ; �  : ' - ': . . .  : � : ; � ; :i\#:-::: ;::::: '; - : ::: : : , ' : . . 

teams. 

Each team will receive a brief formal 
. . , presentation on the study during staff . . ..... . . .. . . : . : : ·· ; ·��: · ; : ; �i : . ., ... . . . . . ; , . :)i;:?:;. :lfiF�);: . .. . ":> '.,' . . . 

. . .. . . . . . . ,  . . . _. meeting times. 

·, ;��.J�f��tlj�,����t·l���r�� b� �labl�; if r�uir�?': ,  t--N-'A--------------i 

:���:I�,]��g;�r=t

· 

�;::�th;:;�:f£:::�::::o
m 

: ;n%::::%;�'t tlt�se.N:e.i>? ':: ifnOf; to Whom will · the project be . . . 

,. Written consent only. 

:N/A .:: .... ' '' ; :: : · · .. . . . . 

uestionnaire. 
},.i:::.�;2"WbatLWin be done.:withJ the.raw data When the study ' is Raw data will  be shredded upon completion 

of the study . • " : . • ' �L 
. ' 1------------------1 The researcher will  be responsible for 

safekeeping of the data and will keep it for 
. . · . .  · : · · · 1 " \ : : : :; : :�:::����:: :';;�':�, . : ; , . . , . : .  

. . . 
5 years following the study's completion. . : .: : :  l �::' . ; : . ;  . : . : : ; 

: �;;�::;�::�Li·�f;i�jE:ip?�:. : : �:�.;:�.�:���::;;:' .. ... 
The primary researcher, her supervisors at 
Massey and the thesis examiners wil l  have 
access to the raw data during, and after the 

",,,: ,, . '  ,"" , . .  . .. .  .. study. 
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1 4. Treaty of Waitangi 

14 , 1 Does the proposed research project im pact on Maori people 
. in any way? (If no, go to question 1 5) I Yes I X I No 

1 4.2 Have you read the HRC booklet., "Guidel ines for 
Researchers on Health Research involving Maori"? I Yes 

1 4.3 Explain how the intended research process is consistent· with the provisions of the Treaty of Waitangi 

. 

IdentifY the group(s) with whom consultation has taken place, and attach evidence of their support 

rccess that � been underbuc� 
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1 4 . 7  Describe how infonnation wi l l  be disseminated to participants and the group consulted at the end of the 
co'eet 

The findings from the study will be disseminated to the participants via an i nfonnal seminar 
prepared by the primary researcher. Participants will also receive a brief written summary sheet of 
the study 's results. 

15. ' Cultu�j) lssu� 

Vignettes are based on the New Zealand European 
cultural group and typify the types of clients who 
attend the CAFS clinics for acute assessments. 
Clinicians from the CAFS teams generally identify 
themselves as New Zealand European with the 
exception of a few workers from overseas 
(including myself). There is a Moori CAFS team 
which is separate from the generic CAFS team. As 
stated previously, the researcher will be utilising 
the generic CAFS team for her sample. I do not 
foresee any difficulties in this area 
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1 5 . 1 .3  Describe any oJ!going involvement the group consulted has in thej>roiect 
N/A 

1 � ; 1 .  4 . . .  Describe how you intend to diljseminate informatio.n to plirticipants and the group consulted at the 

. . 

. . . end of the project 
. . . . . . .. . . . . :. . . 

N/A 

. . . . . . . , . . . . . . .. . . .� . i' : :�:';' : : '  . . . . . . . ....... _---,--.. -. .. -, . . --:--..,.,--------------.--------. . . -.. ---: -. . -: . . ---' 
. . ; ; . . . : : ! ' .  .- i : ' : � :! ' . . . _ _ _ . . . �. 

��. ()tb�f :itbicid lSsal:es. .. . . , " 
. . . . . . . . . . . . . . ' . : : ' ; . ' ;; , , :;:;: .. : . : -

... ;r'.:.;��l:��::.o�,!l��.�� • • Qth� etIllClil.iSs�bs.aiI�i�gfrO� .�if :E��j·�����\than. :ilioSe alreadY.deat�.��· i�·.· . 

. • . 

The primary researcher acknowledges that she is a colleague of the potential participants. However, in no 
way does she hold a position of authority (e.g., supervisor or senior role) over and above the people that 
she works with. Any potential effects of the colleague status on obtaining consent are believed to be 
minimal for the fol lowing reasons: ( 1 )  potential participants will be approached initially via a generic 
presentation at which stage they will be provided with consent/information sheets. They will have a week 
to decide and return the consent to the researcher.; and (2) that the primary researcher does not hold a 
position of authority above and beyond her colleagues. In addition, it is important to note that since the 
beginning of the pilot project, members of both teams have consistently supported the researcher and her 
project and have a vested interest in completion of this study . 

. , . . :·H H0�·� ; · . r·il�,�,uJ:�·��.;.;�ij�;:O: ::· :%: R ;:·:r :l.j , ,, : ;: �: : ; ,1mi:!f: 'H j; : · . . · . : : : , ::J;; ;�jiY h��.f:���jl�;::f· . . . . . . : : .;�;. . . . . . , . . . '� : ' . 
. : ' :: ' . : \:.: :'�>f'��tTh�k you.for yourissis.t8nce 10 helping u.s' 8ssess you'� project fully ·' . . . .  . , ; ; ;'� Y ; -

.i;iill�til��if��li��l�iltiill�!��i�I�I�ij��i . 
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PART V: DECLARATIONS 

1 .  DECLARATIO N  B Y  PRlNCIPAL INVESTIGATOR 

The information supplied in this application is. to the best of my knowledge and belief, accurate. I have 

considered the ethical issues involved in this research and believe that I have adequately addressed them in 

tbis application. I understand that if the protocol for this research changes in any way I must inform the 

Ethics Committee. 

NAME OF PRINCIPAL INvESTIGATOR (PLEASE PRINT): De.b�,e... s:-("'l'1 iTYl ,  �CC '\c\ v\b...{ � r; 
Pl'O s�den+ 

SIGNATURE OF PRINCIPAL lNVESTIGATOR:�L..s:;o 
DATE: 1 1 /  r L  Iq ,? 

2. D ECLARATION BY THE HEAD OF THE DEPARTMENT IN WHICH THE PRINCIPAL Il'o'VESTIGATOR IS LOCATED OR 

APPROPRIATE DEAN OR OTHER SENIOR �lANAGER * *  

* *  

I have read tbe application and it is appropriate for this research to be conducted in this department I 

give my consent for the application to be forwarded to the Ethics Committee. 

NAME AND DESIGNATION (PLEASE PRINT): 

SIGNATURE: 

DATE: --. 

\"-- '(' '''0 ' I • 
..1\ ., _ ,  

DESIGNATION: 

(NOTE: WHERE THE HEW OF DEPARTMENT IS ALSO ONE OF THE INVESTIGATORS, THE HEW UF 

DEP.4RTMENT DEClARATION MUST BE SIGNED BI" THE APPROPRIATE DEAN, OR OTHER SENIOR MANAGER. 

IF THE APPliCATION IS FOR A STUDENT PROJECT, THE SUPERVISOR SHOULD SIGN HERE). 

3. DECLARATION BY THE GENERAL MANAGER OF THE HEALTH SERVICE li� WHICH THE RESEARCH IS BEING 

UNDERTAKEN (IF ApPLICABLE) 

I bave reviewed the proposal for cost, resources, and administrative aspects and issues regarding patient 

participation and staff involvement. The proposal bas my approval subject to tbe consent of the Etbics 

Committee. 

NAME OF GENERAL MANAGER (PLEASE PRINT) :  

S IGNATURE: 



DEPARTMENT OF HUMAN RESOURCE M A N AGEMENT 
MASSEY UNIVERSITY 

MEMO TO: 

CC: 

FROM: 

DATE: 

SUBJECT: 

Ruth Anderson 
Academic Director 

Ms Debbie Smith 
School of Social Policy & Social Work 

Professor Philip Dewe 
Head of Department 

24 September, 1998 

HEC 98/103 
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"The Role of Social S upport i n  the Assessment of Suicidal Adolescents. 

Thank you for your memo of the 22 September and the revised Ethics documents. 

Whiie we wouid certainiy require Debbic: (U \Ilake:: conlact with participants in the way wc 
suggest, we are in this case prepared to adopt the ruling by the Wellington Ethics Committee. 

In the meantime, I wiIl try to get some infonnation on the Health Information Privacy Code 
so that we can familiarise ourselves with their provisions. 

P J Dewe 



6'h July 1998 

Department of Policy Studies and Social Work 
MASSEY UNIVERSITY 

Dear Debbie 

Re: H uman Ethics Application HEC 981103 
Tile Role of Social SIIPpOrt in the Assessment of Suicidal Ado lescents 

MASSEV 
U N I VERSITY 

Private Bag 1 1 222  
Palmerston Ncn� 
New Zealand 
Telephone +64 -6· 3 56 9099 
racsrmrle +6�·6· )50 5608 

FACULTY OF 
BUSINESS STUDIES 

DEPARTMENT or 
HUMAN 
RESOURCE 
MANAGHtENT 

Thank you for your amended information sheet, list of counselling services and consent 
form. The amendments you have made now meet the requirements of the Human Ethics 
Committee and the ethics of your proposal are approved.  

Thank you for mentioning in your letter that you wil l  now be required to obtain the 
patient's file yoursel f. Can you please ensure that in obtaining the patient files and working 
with the administration manager you conform to the requirements of the privacy act. 

Yours sincerely 

/\ \ 

Professor Philip Dewe 
Chairperson 
Human Ethics Committee 

c.c. Dr Ruth Anderson 
Academic Director, Col lege of Humanities and Social Sciences 
School of Policv Studies and Social Work 



9 June 1 998 

Debbie SMITH 
Department: Policy Studies and Social Work 

Dear Debbie, 

COLLEGE OF HUMANITIES 
AND SOCIAL SCIENCES 

1 2 JUN 1993 
ACADEMIC DIRECTOR'S OFFICE 

Re: Human Ethics Application: HEC981103 
The Role of Social Support in the Assessment of Suicidal Adolescents 

MASSEV 
U N I V ERSITY 

Private Bag 1 1 222 
Palmerston North 
New Zealand 
Telephone +64·6·356 9Q<; 

Thank you for attending the Human Ethics Committee meeting held on Friday 29 May 
1998 with your supervisor Dr Ruth Anderson. The Committee raised their concerns 
regarding possible conflict of interest and were reassured that you would not be in contact 
with any past or present clients during your research. 

The Information Sheet should be written in an easier reading, user friendly format and must 
be clear in informing young persons exactly what the study is about. 

A follow-up list of counselling services that are available should be provided for 
participants if required. 

The Committee understands that every effort will be made to inform and gain consent 
permission of parents if participant is living in a home environment. 

Page 16 - Declaration by the Head of Department or Service Manager needs to be 
completed. 

Subject to the above amendments and inclusions being received, the ethics of the 
application will be approved. 

Any departure from the approved protocol will require the researcher to return this project 
to the Human Ethics Committee for further consideration and approval. 

Pro ilip Dewe 
Chairperson 
Human Ethics Committee 

cc: Supervisor: Dr Ruth Anderson 
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e Central Health � Te Ibonga Hauora 

WELLINGTON 
\Ri\ECEUV�m I C S  C O M M ITIE E 

a division of the Transitiona/ /lealth Authority 1 4 AUG 1998 
Room 4 25 

Fourth Floor 

12 August, 1 998 

Debbie Smith 

CommunllY & Support Sen/lces 
Wellington Hospital 

Private Bag 7902 
Wellington South 

New Zealand 

Telephone 04 385 5999 
ext: 5 1 85 

Puketiro Centre 
PORIRUA HOSPITAL 

Dear Debbie 

facSimile 04 385 5840 
Emad:  sharonb@wec.org.nz 

9sns - The impact of Social Support on risk level and safety recommendations 

following acute assessment of suicidal youth 

Your application for Ethics Committee approval for the above study was considered 
by the Wellington Ethics Committee at its meeting of 1 1  August 1 998. 

The Committee was of the view that the only real ethical concern arose from any 
potential risk or harm to participants that might arise through contacting them in order 
to obtain their consent to have access to their file. We discussed whether it would be 
preferable therefore to avoid this situation arising at all by removing this potential point 
of contact. 

The Health Information Privacy Code Rule 10  ( 1 )(e) states: A health agency that holds 
health information obtained in connection with one purpose must not use the 
information for any other purpose unless the health agency believes on reasonable 
grounds: 
(e) that the information: 
(i) is used in a form in which the individual concerned is not identified; 
(ii) is used for statistical purposes and will not be published in a form that could 
reasonably be expected to identifY the individual concerned; or 
(iii) is used for research purposes (for which approval by an ethics committee, if 
required, has been given) and will not be published in a form that could reasonably be 
expected to identify the individual concerned. 

The Committee is of the view that your protocol would fall within (iii). We note that 
the Puketiro Centre must agree and they must be satisfied that you will remove all 
identifying information immediately. 

It is also noted that you are a social worker at the Puketiro Centre and as such, could 
be said to have a responsibility generally to the group of health and disability support 
service consumers within that service. 

Audit is defined as examining practice and outcome of a particular time and place to 
see whether they conform with expectations, with a view to informing and approving 
management rather than adding to general knowledge. The Committee considered that 
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there were considerable elements of audit in your work although it did also recognise 
that there was a research component. 

For the reasons stated above, the Committee is of the view that it would be preferable 
that you do not approach individuals for their consent to access their files. We are 
satisfied that the provision of Rule \ 0  ( 1 )( e )(iii) permits the use of the health 
information in this way. You would then therefore not send out the information sheet 
and consent form as included in your protocol. Had you done so we would have asked 
you to amend the title of the Wellington Ethics Committee in the information sheet. It 
is not the Capital Coast Health Ethics Committee but rather the Wellington Ethics 
Committee. 

Final approval for the above study is granted by the Wellington Ethics Committee. 

It is a condition of Ethics Committee approval that you provide a brief progress report 
no later than August 1 999 and at the completion of the study a copy of any 
report/publication for the Committee's  records. Please notifY the Committee if the 
study is abandoned or changed in any way. 

Should you wish to discuss the informed consent issue in the Health Information 
Privacy Code then please contact me at the Ethics Committee Office. 

Yours sincerely 

Sharron Cole 
CHAIRPERSON 
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Central Health W E LLI N GTO N  
Te IhOltga Hauora 

a division of the Transitional /fealth Authority 

1 2  March, 1 999 

Ms Deborah Smith 
Unit 1 ,  62 Simla Crescent 
Khandallah 

W ELLINGTON 

Dear Deborah 

ETH I C S  C O M M ITIE E  
Room 4 2 5  

fourth floor 

Community & Support ServICes 

Wellington HOSPlldl 
PrIVate Bag 7902 

Wellington South 

New Zealand 

Telephone 04 385 5999 
ext:  5 1 85 

fac"mlle 04 385 5840 
Emall: sharonb@wec org nz 

99/18 - The role of social support in the assessment of suicidal adolescents 

Your application for Ethics Committee approval for the above study was considered 

by the Wellington Ethics Committee at its meeting of 9 March 1 999. 

The Committee was satisfied that all of the major ethical issues have been satisfactorily 

addressed. The only query raised by the specialist mental health member of the Ethics 
Committee was that the large number of safety recommendations that the clinician is 
required to consider for each vignette could possibly dilute the power of the study. 
The other point was a very small one from Part 3, 4.2, where the entire project would 
utilise a total of 36 rather than 30 hours. This small mistake however has no bearing 

on the validity of the study. 

This study is approved by the Wellington Ethics Committee. It is a condition of Ethics 

Committee approval that you provide a brief progress report no later than March 1 999 

and at the completion of the study a copy of any report/publication for the 
Committee's records. Please notify the Committee if the study is abandoned or 
changed in any way. 

I wish you every success with your research. 

Sharron Cole 

CHAIRPERSON 



<I Massey Univers ity 

9 March 1 999 

Ms Oeborah SMITH 
Unit 1 62 Simla Crescent 
Khandallah 
WELLINGTON 

Dear Deborah 

Re: Human Ethics Application - MUHEC 99/4 
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Private Bag 1 1  222, 
Palmerston North. 
New Zealand 
Telephone: 64 6 356 9099 

"The Impact of Social Support on Risk-Level and Safety-Oriented 
Recommendations following Acute Assessment of Suicidal Youth" 

Thank you for your letter of 22 February 1 999 with your amended application, 

Tne amendments you have made now meet the requirements of the Massey University Human 
Ethics Committee and the ethics of your application are approved. 

I note that the Committee asked that in the Information Sheets the participant's rights be set out in 
bullet point form. I wonder if you could do this before the Information Sheets are sent out so that 
the participants have a clear idea of what their rights are. 

Professor Philip J Oewe 
Chairperson 
Turitea, Palmerston North Campus 
Massey University Human Ethics Committee 

cc Or Ruth H Anderson, College of Humanities & Social Sciences - Turitea, Massey University 

Te KI I l le l lga ki pfi re i l u roa 
Inception to I nfinity: Massey U ni\-�rsi(}" s  commitment to learning as a life-longjourn�y 
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Appendix G 

Supplementary Analyses Removing the Effect of " Abuse" in the Archival Study 

A series of post hoc supplementary analyses were completed examining whether the variable 

of abuse in the archival study had any effect on the chi-square analyses, as well as the 

loglinear model analyses. The abuse variable incorporated any reference made to physical, 

sexual andlor emotional abuse. A positive rating (''yes, present") was recorded for any 

reference in the patient records to abuse (irrespective of the type). It was only possible to 

remove the global variable of abuse, since the different types of abuse (sexual, physical 

andlor emotional) were not measured independently. These post hoc analyses were 

completed as it was highlighted that abuse may very well be a confounding variable in these 

analyses. When abuse was present, negative support, and consequently negative support 

severity, were also coded as being present. The individual item of abuse could not be 

extracted from the definition of negative support, since this concept was coded according to 

presence of at least one or more items as listed in section 3.3. 1 .  However, it was possible to 

track those records in which abuse was present and remove their effect from the analyses. No 

additional cases were found in which a rating of negative support severity was coded on the 

basis of indicated abuse. 

The steps of the analyses were as follows: 

1 .  Identification of case records in which abuse was present. 

2 .  Chi-square analysis of group (attempter and ideator) and negative support severity 

(recoded) removing the effect of abuse. 

3 .  Chi-square analysis of group and risk-level (recoded). 



4. Chi-square analysis of group and safety interventions (recoded). 
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5. Loglinear model analysis - inclusion of variables such as group, negative support 

severity (recoded), risk-level (recoded) and safety interventions (recoded). The 

analysis was conducted removing the effects of abuse. 

Abuse was found to be present in 1 2  cases in the attempter group and 1 2  cases in the ideator 

group. After removing the effects of abuse, the chi-square analyses revealed that there was 

still a significant interaction between group and negative support severity (recoded) 

(see Table 1 ), group and risk-level (recoded) (see Table 2), but not between group and safety 

interventions (recoded) (see Table 3 )  - results similar to that found when the effect of abuse 

was present. Removing the effect of abuse did not appear to alter the earlier results. 

Table 1 .  

Negative Support Severity (Recoded) and Chi-Square Analysis by Group Removing the 
Effect of Abuse. 

Negative Support Severity 

Low 46.70 14 78. 10  25 

Medium-High 53 .30 16 2 1 .90 7 

an = 30. bn = 30. 
x2( 1 ,  N = (2) = 6.57, P. < 0.05 
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Table 2. 

Risk-Level (Recoded) and Chi-Square Analysis by Group Removing the Effect of Abuse. 

Risk-Level 

Low 

Medium-High 

an = 38. bn = 38. 
X2( 1 , N = 76) = 5 1 .47, P < 0.0001 

Table 3. 

2.60 1 

97.40 37 

84.20 32 

1 5 .80 6 

Total Safety Interventions (Recoded) and Chi-Square Analysis by Group Removing the 
Effect of Abuse. 

Attemptera Ideatorb 

Total Safety % n % !! 
Interventions 
(Recoded) 

1 23.70 9 23.70 9 

2 26.30 1 0  2 1 . 1 0  8 

3 1 8.40 7 26.30 10 

4 1 8.40 7 2 1 . 1 0  3 

5-9 1 3 .20 5 7.90 3 

an = 38. bn = 38. 
0(4, N = 76) = 1 .32, n.s.  (not significant). 
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A loglinear model analysis was also conducted utilising the following variables: group, risk-

level (recoded), negative support severity (recoded) and safety interventions (recoded). The 

effect of abuse was removed from this analysis. It was found that there were significant 

effects between group and risk-level (recoded), and group and negative support severity 

(recoded). The interaction between negative support severity (recoded) and safety 

interventions (recoded) was no longer found to be significant once the effect of abuse was 

removed. When the effect of abuse was present, this interaction was found to be significant 

(see section 5 .8). Upon the removal of the effect of abuse, the likelihood ratio chi-square 

change was 57. 1 8  for the effect between group and risk-level (recoded) (Q < 0.00001 ). Again, 

upon removal of the effect of abuse, the likelihood ratio chi-square change was 6.70 for the 

effect between group and negative support severity (recoded) (Q < 0.00 1 ). The likelihood 

ratio chi-square was 24.97 which indicates that there were no significant three or four-way 

effects (R = 0.870). The standardised residuals for this analysis indicated that the model fits 

all cells reasonably well. The following pages indicate the observed and expected frequencies 

for the final model in this particular loglinear model analysis (see Table 4 on the following 

page). l 

I These analyses were conducted in consultation with Duncan Hedderley, InstiMe of Science and 
Information Technology, Massey University. 
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Table 4. 

Observed and Expected Frequencies from the Loglinear Model Analysis Comparing Risk-Level 
(Recoded), Negative Support Severity (Recoded) and Group (Removing the Effect of Abuse) in 
the Archival Study. l 

I 

Low 0.00 5.00 
Risk- 0.00 4.20 

Low Level 
Negative 
Support Medium 4.00 0.00 
Severity High Risk- 2.80 0.80 

Level 

Low 0.00 1 .00 
Risk- 0.00 1 .20 

Medium- Level 
High 
Negative 
Support Medium 2 .00 1 .00* 
Severity High Risk- 3.20 0.20 

Level 

G 1 a = attempters G26 = ideators 

Safety Interventions 
2 3 

Gla G2b Gl a  G2b 

0 .00 5.00 0.00 6.00 
0.00 4.20 0.00 4.20 

4.00 l .00 4.00 2 .00 
2.80 0.80 2.80 0.80 

0.00 l .00 0 .00 1 .00 
0.00 1 .20 0.00 1 .20 

0.00 
0.00 

2.00 
2.80 

0.00 
0.00 

4.00 0.00 2 .00 l .00* 3.00 
3.20 0.20 3.20 0.20 3.20 

4.00 0.00 
4.20 0.00 

0.00 0.00 
0.80 2.80 

2.00 0 .00 
1.20 0.00 

0.00 5 .00 
0.20 3.20 

1 Note. The residuals can be calculated by subtracting the observed cell counts from the expected cell 
counts. Please note that cells which have an asterix beside them reflect those instances in which the 
standardised residual was greater than 1 .50. The observed frequencies are in regular font, whereas the 
expected frequencies are in bold. It is also important to note that the observed and expected frequencies 
lend more meaning to the loglinear model above and beyond the reported likelihood chi-square and 
chi-square change values. In addition, the loglinear output containing the observed and expected 
frequencies is generated on the best fit model. This additional statistical information was obtained 
through consultation with Duncan Hedderley, Institute of Information and Science Technology, 
Massey University. 

2.00 
4.20 

0.00 
0.80 

0.00 
1.20 

0.00 
0.20 
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Appendix H 

Observed and Expected Frequencies for 
the Loglinear Model Comparing Negative Support Severity (Without or With 

Positive Support), Risk-Level and Total Safety Recommendations in the 
Vignette Study 

The following is a list of the observed and expected frequencies for the loglinear 

model analyses conducted in the vignette study. The residuals can be calculated by 

subtracting the observed from the expected frequencies. This additional statistical 

information is intended to supplement the available statistical results presented in 

Chapter 6. The actual likelihood ratio chi-square and likelihood ratio chi-square 

change values (along with probability) for the interactions and best fit model are 

reported in Chapter 6. Please refer to the data summary table on the following page. 
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Table 1 .  

Observed and Expected Frequencies from the Loglinear Model Analysis Comparing Negative 
Support Severity (Without or With Positive Support), Risk-Level and Total Safety 
Recommendations (Recoded) in the Vignette Study. 

RISK-LEVEL 
Low Meditml 

Low Low 20.00 5.00 

Negative Total Safety 19.80 3.20 
Support 
Severity High 3.00 \ .00 

Without Total Safety 3.20 2.80 
Positive 
Support 

Low Low 25.00 1 7.00 

Negative T ota1 Safety 25.70 16.80 
Support 
Severity 
With High 3.00 8.00 

Positive Total Safety 2.30 8.20 
Support 

Mediwn Low 18.00 6.00 
Negative Total Safety 18.00 1.00 
Support 
Severity High 8.00 18.00 

Without Total Safety 8.00 17.00 
Positive 
Support 

Mediwn Low \ .00 9.00 

T ota1 Safety 3.00 9.10 
Support 
Severity 
With High 3.00 1 7.00 

Positive - Total Safety 1.00 16.90 
Support 

High Low 3.00 7.00 

Negative Total Safety 2.50 6.00 
Support 
Severity 
Without High l .00 1 &.00 

Positive Total Safety 1.50 19.00 
Support 

High Low 1&.00 5.00 

Negative_ Total Safety 16.00 6.90 
Support 
Severity 
With High 4.00 16.00 

Positive Total Safety 6.00 14.10 
Support 

Note. The expected frequencies are in bold and the observed frequencies are in regular fonl 

ffi&!! 

7.00 

9.00 

3 \ .00 

28.90 

6.00 

5.50 

9.00 

9.50 

3.00 

2.10 

17.00 

18.00 

4.00 

2.00 

1 \ .00 

13.10 

0.00 

I.SO 

\&.00 

16.50 

5.00 

3.00 

22.00 

22.00 


