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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 positive
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 analvsis. 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



(iv)
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 terms 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.



(v)

ACKNOWLEDGEMENTS

The completion of this dissertation was made possible through the encouragement and
willing involvement of many people. I am indebted to my chief supervisor, Associate
Professor Ruth Anderson, for her sympathetic understanding, advice and ongoing
encouragement throughout my research. Her humour was much appreciated in an
effort to help alleviate some of the stress associated with the completion of this thesis.
I am also grateful to my second supervisor, Associate Professor Andrew Trlin, for his
helpful feedback, advice and encouragement. Overall, I wish to thank my supervisors
for their constructive criticism and excellent feedback on the various drafts of this

dissertation.

I am also indebted to the staff and patients of the Child, Adolescent and Family
Service (CAFS) in Porirua and Wellington for whom this project would not have been
possible. The staff offered a supportive environment in which I could conduct my
research. I am grateful to Diana Kane, Senior Clinician and Consulting Psychologist,

of the CAFS team for her support and guidance throughout the data collection phase.

I am very thankful to Dr. Ted Drawneek, Computing Services, Massey University, for
his help in teaching me the mysteries of SPSS. [ would also like to extend my
appreciation to Duncan Hedderley, Research Officer, Statistics Research and
Consulting Office, Massey University, for his expertise and advice surrounding the

statistical analysis for this project.



(vi)
Thanks are also extended to the following funding bodies for their support toward
completion of this dissertation: the Massey University Scholarship Committee for
their award of a Doctoral Scholarship, the School of Sociology, Social Policy and
Social Work for an award from the Graduate Research Fund, and Child, Youth and

Family (CYF) for a grant-in-aid.

The Massey University Human Ethics Committee and the Wellington Ethics
Committee are much appreciated for their helpful comments, feedback and approval

of this study.

The Head of School, Professor Robyn Munford, School of Sociology, Social Policy
and Social Work, as well as the school’s administration staff were very instrumental
in offering their support during the course of this project. I thank them for answering

my many queries and for pointing me in the right direction when needed.

I would also like to extend gratitude to my good friends, Bill and Josi Wilson, who
were like family to me while I lived in New Zealand. Their caring and compassion, as
well as their ability to offer a safe place to escape when I needed it, were of a genuine
nature and will never be forgotten. I would like to thank my good friends Tim and
Jane Holloway-Jones for their support and encouragement throughout the duration of
this project. They truly believed in me and reminded me constantly that I would
complete this project. A heartfelt thank you to the Ballentyne family for their

hospitality, support and lasting friendship both during this project and beyond. I



(i)
would also like to thank my good friend in Canada, Amanda Dematos, for her

assistance in proofreading several drafts of this thesis.

Finally, I would like to extend a warm thank you to my parents, Geri and Gary Smith,
and my son, Elliot, for their kindness, love, generosity and ongoing support.

I am indebted to my family for teaching me how to make the impossible possible.

Deborah Anne Smith

May, 2001



(viii)

Table of Contents

Page
Abstract il
Acknowledgments v
Table of Contents viii
List of Tables Xiv
List of Figures xvi
CHAPTER 1 - INTRODUCTION AND OVERVIEW
1.1 Overview of Youth Suicide Research and Justification 1
for Present Study
1.1.1  Statistics on Youth Suicide in New Zealand 1
1.1.2  TheNeed for the Examination of the Assessment and Intervention 6
Process for Suicidal Adolescents
1.1.3  Empirical and Theoretical Research on Social Support 9
and Suicide
1.1.4  Government Guidelines 10
1.1.5  Professional and Personal Experiences 12
1.2 Summary and Outline of Present Research Project 13
L3 Presentation of Chapters — Outline 15

CHAPTER 2 - THEORETICAL FRAMEWORK OF SOCIAL SUPPORT AND
RESEARCH LINKING SOCIAL SUPPORT, RISK-LEVEL
AND SAFETY INTERVENTIONS TO YOUTH SUICIDE

2.1 Introduction 19

22 Theoretical Conceptualisation of Social Support 20



23

24

25

26

2.7

28

29

2.10

211

2.12

2.13

2.14

2.15

(ix)

Table of Contents (continued)

A Comparison of the Principles of Social Support
Differentiating Levels of Suicidal Behaviour
Family Conflict, Social Support and Suicide Research

The Relationship Between Perceived Social Support and
Youth Suicide

Risk-Level Assessment and Clinical Decisions for Safety

Social Support, Risk-Level and Safety Interventions: Toward
A New Conceptualisation

Summary and Synthesis of Principles and Social Support Model

The Archival Study and its Relationship to Empirical and Theoretical
Material on Social Support, Risk-Level and Safety Interventions

Research Questions - Archival Study

Research Hypotheses - Archival Study

Relationship of the Archival Study to the Vignette Study
Research Questions — Vignette Study

Research Hypotheses — Vignette Study

CHAPTER 3 - METHODOLOGY - ARCHIVAL STUDY

3.1

3.2

33

331

332

333

Introduction

Description of Setting and Archival Records
Measurements — Operationalisation
Negative Emotional Support

Positive Emotional Support

Negative Support Severity

Page
32
37
48

54

60

86

88

89
90
93
94

95

97
9
101
102
103

105



(x)

Table of Contents (continued)

3.34  Children’s Global Assessment Scale (CGAS)
335 Risk-level

336  Safety Interventions

34 Procedure and Process for Data Collection

34.1  Training the Research Assistant for Coding Data
342  Procedure of Review for Coders

35 Data Analysis

3.6 Summary

CHAPTER 4 - METHODOLOGY - VIGNETTE STUDY

4.1 Introduction
42 Description of Participants
43 Data Collection Instrument — Vignette Questionnaire

44 Procedure and Process for Vignette Study
4.5 Data Analysis
4.6 Ethical Issues — Archival and Vignette Study

4.7 Summary of Vignette Study

CHAPTER 5 - ARCHIVAL STUDY RESULTS

5.1 Introduction
52 Reliability Statistics
53 Sample Characteristics Derived From Patient Records

54 Support Variables Compared by Group

Page
106
108
110
112
113
115
118

120

122
123
123
130
133
138

142

144
145
145

149



54.1

542

5.5

5.6

5.6.1

56.2

5.7

58

5.9

(xi)

Table of Contents (continued)

(A) Negative Emotional Support, Negative Support Severity,
Negative Support Source and Negative Support Items

(B) Positive Emotional Support, Positive Support Source
and Positive Support Items

Level of Support

Impairment and Risk-Level Measures
CGAS - Impairment Measure
Risk-Level Measure

Safety Interventions

Loglinear Analysis

Summary and Conclusion of Archival Study Results

CHAPTER 6 — VIGNETTE STUDY RESULTS

6.1

6.2

6.3

6.4

6.5

6.6

6.7

6.8

6.8.1

Introduction

Reliability Statistics

Experience Analysis

Loglinear Model and Chi-Square Analysis for Social Support Model

Chi-Square Analysis for Risk-Level Assessment and Safety
Interventions

Correspondence Analysis (CA) and Multiple Correspondence
Analysis (MCA): Individual Safety Interventions and Risk-Level

Scale Utility for Risk-Level Data: Descriptive Data
Qualitative Data Analysis - Overview

Inductive Content and Thematic Pattern Analysis: Reasons for
Safety Interventions

Page

149

154

157
157
157
160
161
164

168

171
172
173
176

186

189

194
195

196



6.8.2

6.9

(xii)

Table of Contents (continued)

Inductive Content and Thematic Pattern Analysis:
Decision-Making Steps

Summary and Conclusion of Vignette Study Results

CHAPTER 7 - DISCUSSION AND CONCLUSION

7.1

7.2

7.3

7.3.1

732

7.4

15

7.6

7.6.1

7.7

7.8

79

7.10

Introduction

Risk Factors — Archival Study

Social Support — Archival Study

(A) Negative Support and Negative Support Severity

(B) Positive Support

Impairment and Risk-Level Measures — Archival Study
Safety Interventions — Archival Study

The Social Support Model — Archival and Vignette Studies
The Decision-Making Process — The Vignette Study

The Revised Social Support Model — Archival and Vignette Studies
Methodological Issues

Implications and Future research

Conclusion

REFERENCES

Page

203

205

210
210
215
215
217
218
219
220
221
222
235
240

248

251



(xiii)

Table of Contents (continued)

Page
LIST OF APPENDICES
APPENDIX A. Coding Guide and Scoring Sheet for Archival Study 272
APPENDIX B. Case Studies for Training 291
APPENDIX C. Questionnaire for the Vignette Study 340
APPENDIX D. Consent and Information Sheet for the Vignette 371
Study
APPENDIX E. Coding Guide for Vignette Study 375
APPENDIX F. National Ethics Application for Vignette Study and 381
Letters of Approval for Archival and Vignette Study
APPENDIX G. Supplementary Analyses Removing the Effect of 405
Abuse in the Archival Study
APPENDIX H. Observed and Expected Frequencies for the Loglinear 410

Model Comparing Negative Support Severity (Without
or With Positive Support), Risk-Level and Total Safety
Recommendations in the Vignette Study



TABLE 1.

TABLE 2.

TABLE 3.

TABLE 4.

TABLE S.

TABLE 6.

TABLE 7.

TABLE 8.

TABLE 9.

TABLE 10.

TABLE 11.

TABLE 12.

TABLE 13.

TABLE 14.

TABLE 15.

TABLE 16.

(xiv)

Table of Contents (continued)

LIST OF TABLES

Structural and Affiliative Definitions for Social Networks.

Summary of Study Findings — Relationship between Family
Conflict and Availability of Social Support to Suicide Research.

Summary of Study Findings — Relationship between Perceived
Level of Social Support and Suicidality.

Descriptive Statistics and Chi-Square Analyses for

Demographics by Group.

Stressful Life Events Preceding Suicidal Behaviour and
Chi-Square Analysis by Group.

Negative Support Severity (Recoded) and Chi-Square Analysis
by Group.

Negative Support Source and Chi-Square Analyses by Group.

Chi-Square Analyses of References in Reports to Negative
Support by Group.

Positive Support Source and Chi-Square Analyses by Group.

Chi-Square Analyses of References in Reports to Positive
Support by Group.

CGAS (Recoded) Statistics and Chi-Square Analyses by Group.

Risk-Level Measure (Recoded) and Chi-Square Analysis by
Group.

Safety Interventions and Chi-Square Analyses by Group.

Frequencies for Total Number of Safety Interventions (Recoded)
by Group.

Page

26
49

55

147

150

151

152

153

155

156

159

160

162

163

Safety Interventions (Time Specificity) and Chi-Square Analyses 164

by Group.

Frequencies for Risk-Level Responses by Vignette.

173



TABLE 17.

TABLE 18.

TABLE 19.

TABLE 20.

TABLE 21.

(xv)

Table of Contents (continued)

Chi-Square Analysis of Negative Support Severity
(Without or With Positive Support) (Recoded) and
Risk-Level.

Chi-Square Analysis of Negative Support Severity
(Without or With Positive Support) (Recoded) and
Total Safety Interventions (Recoded).

Chi-Square Analysis of Risk-Level by Total Safety
Interventions (Recoded).

Chi-Square Analyses of Individual Safety Interventions by
Risk-Level Assessment.

Mean and Standard Deviation Statistics for Scale Utility
Data by Vignette.

Page

179

181

184

187

195



FIGURE 1.

FIGURE 2.

FIGURE 3.

FIGURE 4.

FIGURE S.

FIGURE 6.

(xvi)

Table of Contents (continued)

Page
LIST OF FIGURES

Current research model incorporating social support (negative 82
support severity and positive support), risk-level
and safety interventions
Graphical representation of correspondence analysis (CA) 191
results for safety interventions and risk-level
Graphical representation of multiple correspondence analysis 192

(MCA) results for safety interventions and risk-level

Summary of inductive content and thematic pattern analysis for 197
reasons related to choosing safety interventions

Summary of inductive content and thematic pattern analysis for 205
the decision-making process for safety interventions

Schematic representation of the relationship between “elements” 232
of the revised social support model



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 concems 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



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 countries (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).



In 1998, 42 Maori youths aged 15-24 died by suicide compared to 96 non-Maori.’
There were 13 Maori female and 29 Maori male deaths, compared with 22 non-Maori
female and 74 non-Maori male deaths. The rate of Maori 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, Sarma & Vuori, 1996; Patton, Harris, Carlin, Hibbert,

Coffey, Schwartz & Bowes, 1997).

! Maori are indigenous people of New Zealand.



In 1998, there were 416 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 Ministry 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 Ministry of Health,

2000).

Suicide before the age of 15 is extremely rare, regardless of country of origin (Aro,
Marttunen and Lonnqvist, 1993; Holinger, Offer, Barter and Bell, 1994). In New
Zealand, it has been reported by the New Zealand Ministry of Health (1998) that, on
average, the number of those who completed suicide under the age of 15, ranges from
0 to 4 each year. There are three prevailing explanations for the low 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).

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 societal 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
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, 1996,
Beautrais, Joyce & Mulder 1994; 1996; 1998a, 1998b, 1998¢; Beautrais, Joyce,
Mulder, Fergusson, Deavoll & Nightingale, 1996; Fergusson & Lynskey, 1995a,
1995b). Coggan (1997) and Coggan, Disley, Patterson & 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 (1994; 1996;
1998a, 1998b, 1998c) 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 1991 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, 1998a), 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 Canterbury 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)



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, Alvir, Weissman, Grover and
Koplewicz (1997) and Morrissey, Dicker, Abikoff, Alvir, 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



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
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; D’ Attilio, Campbell, Lubold, Jacobson & Richard, 1992; De Man & Leduc,
1995; Maris, 1997; Morano, Cisler & Lemerond, 1993; Whatley & Clopton, 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 (D’Attilio et al., 1992; De Man & Leduc, 1995; De Man, Leduc & Labreche-
Gauthier, 1993; Eskin, 1995; Morano et al., 1993; Whatley & 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



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.

1.14 Government Guidelines

A third reason for this research project rests in what Beautrais (1996) states is an
acknowledgement by the New Zealand govemment 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

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

suicide.

1.1.5 Professional and Personal Experiences

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 [ 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



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
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mental health service in New Zealand. The vignette study involved administration of
a questionnaire to 23 CAFS clinicians. The questionnaire contained vignettes with

questions pertaining to risk-level and safety intervensions.

The primary aim for both the archival and vignette study was to examine the
interrelationship between social support, risk-level assessment and safety
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 conceptualisations, 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 different 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 Jobes (1991) 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 will 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 1 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.



Chapter 2 takes an in-depth look at the theoretical principles underlying the
conceptualisation of the term social support. A social support model is proposed that
integrates the existing conceptualisations of social support as put forth by House &
Kahn (1985), Pierce et al. (1996), Thompson (1995) and Vaux (1988). 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. In 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. In 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 justifying 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 operationalisation of all concepts to

be assessed in this project. For the archival and vignette study, the concepts that were



17

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,



(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, 198S; Pierce et al., 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 (1985) indicate that social support has been defined operationally in
terms 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 (1985) argue that there are a vanety 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 (1.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 (1985) 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 followed by continued abusive behaviour (Walker, 1979).

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 (1985), Pierce et al. (1996) 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, instrumental), and the perception of the
support given/received (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 conceptualisation 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 (1985) who believe that there are four types of
supportive behaviour, Pierce et al. (1996) 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 lending the money as an

expression of love or kindness (Pierce et al., 1996).

An implication of Pierce et al.’s (1996) social support conceptualisation 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.,
1996). 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 (1985) and Pierce et al. (1996),
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Thompson (1995) 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.

In his conceptualisation of social support, Thompson (1995) 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 (1995) makes reference to structural features which he believes belong to
social networks and includes: network size, social embeddedness, dispersion, stability
and extensivity (see Table 1). 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 (1986) 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 Definitions

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

Social Embeddedness The frequency of contact with network members.

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

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

Extensivity 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.

Affihative Terms Definitions

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

Reciprocity Whether support in relationships is mutual or unidirectional.

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

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

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

Perceived Support The extent to which individuals subjectively expect support
from their relationships with network members.

(Thompson, 1995)
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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
(1985), Thompson (1995) argues for differentiation of four types of supportive
behaviour. However, both Thompson (1995) and House and Kahn (1985) fail to take
into consideration the argument, as presented by Pierce et al. (1996), 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 subscales of questionnaires, such as the
Interpersonal Support Evaluation List (ISEL) and the Social Provisions Scale (SPS),
intended to measure distinctly separate categories of supportive behaviour (Cohen,

Mermelstein, Kamarck & Hoberman, 1985; Vaux, 1988).

Similar to House and Kahn (1985), Thompson (1995) 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
(1996) uses terminology very similar to that of House and Kahn (1985) and Pierce et
al. (1996). 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 (1985) and Thompson
(1996) make similar references to the importance of understanding the structural

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

Similar to House and Kahn (1985), Pierce et al. (1996) and Thompson (1995), Vaux
(1988) 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 (1988) defines ‘support network resources’ as the subset of the larger social
network to which a person would tum 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, 1988). ‘Supportive behaviour’ refers to
specific acts generally recognised as being intentional efforts to help a person. These
acts include emotional, advice/guidance, practical, financial/matenal 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, 1988). Finally, as in the case of Pierce et al., ‘support

appraisal’ refers to the subjective, evaluative assessments of a person’s supportive



30

relationships and the supportive behaviour that occurs within them. These appraisals
can be either of a negative or positive quality (Vaux, 1988). 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 (Vaux, 1988). Examples
of negative appraisals include not feeling a sense of belonging, and not feeling loved,

cared for or understood (Vaux, 1988).

Vaux (1988) 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 (1985), Pierce et al. (1996) and Thompson (1995) 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 (1995) and Vaux (1988) 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.

Vaux (1988) clearly operationalises the main terms used in understanding what
constitutes social support. Similar to House and Kahn (1985) and Thompson (1995),
Vaux (1988) distinguishes between support network, supportive behaviour and
support appraisal. Thompson (1995) 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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(1985) and Vaux (1988) use the terms 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 of terminology: (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 (1985) argue that social support involves interaction
between three concepts: support networks, social relationships and social support
(behavioural transaction). Pierce et al. (1996) argue that social support involves
interaction between support schemata, social relationships and supportive
transactions. Thompson (1995) states that social support involves exploring the
relationship between social networks and supportive behaviour. Finally, Vaux (1988)
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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23 A Comparison of the Principles of Social Support

Despite the different language or terns 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 retum 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 his/her interpretation of
the support received. This transaction then will determine 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 determines 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 (1985) 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 (1988) 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 _feedback. 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, 1983) and the
Social Support Behaviours Scale (Vaux, Riedel & Stewart, 1987). Instrumental
support refers to behaviours that provide assistance in task-directed coping efforts
(e.g., practical/tangible) (Pierce et al., 1996). 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., 1996). For example, the four subscales of Cohen’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., 1985; 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, 1988).

There appear to be strong reasons for researchers to use emotional support as the
primary measurement of supportive behaviour. Summmarising 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. 1985; Sarason et al., 1987). 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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positively appraised supportive behaviour evoke feelings of empathy and caring,
thereby further supporting the argument for the measurement of emotional support.

[t 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
conceptualisations of social support previously discussed (House & Kahn, 1985;
Vaux, 1988; Thompson, 1995; Pierce etal., 1996). Although social support is a
definable term, researchers need to acknowledge that there are some limits in
measuring it. [t 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 a job, 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.

24 Differentiating Levels of Suicidal Behaviour
The previous discussion focused on the different conceptualisations of social support

put forth by House and Kahn (1985), Pierce et al. (1996), Thompson (1995) and Vaux
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(1988). 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, 1996; Maris, 1997). 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 themsel ves.

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 & Jobes, 1991; Stillion,
McDowell & May, 1989). It has been argued that these groups are part of an
overlapping population (Dubow, Kausch, Blum, Reed & Bush, 1989). 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 ideators 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 (1994) 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, 1994).
This concept represents “a broad domain of self-injurious behaviour that involved

some degree of intentionality” (Reynolds & Mazza, 1994, p.528).

Andrews and Lewinsohn (1992) 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 1,710 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 21.1%, 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, 1992).

Andrews and Lewinsohn (1992) 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 (1992) 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, 1992). 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 (1992), Lewinsohn, Rohde and Seeley (1994)
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 14-18 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, low 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. (1994) study is the exclusive reliance on
adolescent self-report. As a result, the measure of attempts is potentially vulnerable to
over or underreporting biases, particularly when the adolescents were questioned
directly about whether they had ever attempted suicide or thought about killing
themselves. The Lewinsohn et al. (1994) 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 (1997) 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
12-22 years, with 110 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 low 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. (1997) 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.105). 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. Gamson, Jackson, Addy,
McKeown and Waller (1991), for example, found in their sample of young
adolescents (12-14 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, 1992; Lewinsohn et al., 1994). 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 (1994). Using a sample of 156 male
and 151 female students aged 14-17 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), Gammison et al. (1991), Lewinsohn, Rohde and Seeley (1994),

Pelkonen et al. (1997), it can be argued that attempters must experience ideation prior
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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., 1994). Incorporating these arguments and the arguments
proposed by Kosky, Silbum and Zubrick (1990), it seems logical to conclude that
there is evidence to show that attempters and ideators are part of “the same at-risk

population” (Kosky et al., 1990, p.41).

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. (1990) 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 of 2,181
consecutive referrals to a child outpatient psychiatry 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 al.
(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. (1990), other researchers have found differences between
attempters and ideators with respect to clinical symptoms. Drawing on data from a 16-
year longitudinal study of a birth cohort of young New Zealanders, Fergusson and
Lynskey (1995b) 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. [t was found that 12% of the birth cohort reported suicidal ideation
before the age of 16 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 (1995b) 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 (1995b) challenge the findings of Kosky et al. (1990)
by demonstrating that the groups do in fact differ on clinical symptomatology, they
simultaneously confirm that attempters are exposed to more severe adverse family

circuinstances. 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., 1989; Kosky et al.,
1990; Pelkonen et al., 1997). In fact, studies show that attempters tend to come from
backgrounds characterised by greater family adversity compared to ideators
(Fergusson & Lynskey, 1995b; Kosky et al., 1990). 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.
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25 Family Conflict, Social Support and Suicide Research
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):

1. Suicidal adolescents tend to come from backgrounds characterised by childhood
adversity — for example, parental separation, poor parental relationships, violent
parental behaviour, inadequate parenting, family communication problems and
abuse (Beautrais, Joyce & Mulder, 1996), family conflict (Brent, Perper, Moritz,
Liotus, Schweers, Balach & Roth, 1994; Hurd, Wooding & Noller, 1999), family
discord (Campbell et al., 1993; Kosky et al. 1990) and family relationship
difficulties (Hollis, 1996).

2. Rusk of suicide increases with increased exposure to the variables of childhood
adversity, conflict and discord (Beautrais, Joyce & Mulder, 1996; Brent et al.,

1994; Campbell 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



Table 2

Summary of Study Findings — Relationship between Family Conflict and Availability of Social Support to

Suicide Research

Study Sample Variables Measures Results Limitations/Gaps Suicide Measure
Beautrais, 129 young Childhood adversity Parental Bonding Risk of serious suicide | 1. Retrospective — Examined only those
Joyce and people who — parental separation, | Instrument and all attempt among young under/over reporting subjects who had made
Mulder had made a poor parental other questions were | people increased with bias. a medically serious
(1996) serious suicide | relationships, parental | asked in an interview | extent of exposure to 2. Authors assume that | suicide attempt (defined

attempt (13-24 | violent behaviour, format. childhood adversity, an increase in conflict as being hospitalised
yrs) and 153 physical/sexual social disadvantage and | at home means that for more than 24 hours
randomly abuse, alcohol psychiatric morbidity there is poor support and in which specific
selected problems and with each of these within the family treatment was
controls. imprisonment, foster factors making environment. required).
care and parental care independent
characteristics. contributions to risk of
serious suicide attempt.
Brent, 67 suicidal Family constellation Constellation was They found that suicide | 1. Case-control study Only families of
Perper, adolescent (structure), familial measured using a completers were less which only allows adolescents aged 1Y and
Moritz, completers stressors (e.g., abuse | standardised likely to have lived conclusions about under who received a
Liotus, and 67 of child, parent-child | demographic with both biological associations and not definite verdict of
Schweers, matched conflict, loss and instrument. Family parents, and were more | causality. suicide were identified
Balach and controls. separation, residential | stressors was likely to be exposed to | 2. Used a family history | for the study.

Roth (1994)

instability) and
familial loading for
psychopathology.

measured by using a
standardised
interview format
about stressful life
events. Family
history of
psychopathology was
measured by using
the Family History
Research Diagnostic
Criteria.

stressors such as
parent-child discord,
physical abuse and
residential instability.
Family history of both
substance abuse and
depression and lifetime
history of parent-child
discord were most
closely associated with
adolescent suicide.

method rather than
direct interview.

3. Lack of detailed
assessment of family
environment.

4. Retrospective design
- over or
underreporting,

6%
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Study Sample Variables Measures Results Limitations Suicide Measure
Campbell, 43 Perceived family Family Environment | Results showed that 1. Potential impact of a | Suicidal Ideation
Milling, preadolescent | climate as defined by | Scale (FES) suicidal behaviour third variable as they Questionnaire.
Laughlin (7-11 yrs) the Family tended to be associated | did not control for
and Bush psychiatric Environment Scale with greater family depression.
(1993) inpatients and | (FES) (10 dimensions conflict and with less 2. Inferential definition

their parents. such as conflict, family organisation, from measurement.

cohesiveness etc). cohesion and 3. Imply that an
achievement increase in family
orientation. conflict means a lack or
loss of support.

Hurd, Control group | Dependent measures | Content analysis Self-harmers 1. Cross-sectional Children’s Depression
Wooding of used to assess parent- | using a taped experienced the least design prohibits an Inventory (CDI) was
and Noller nondepressed | child relationships interview. satisfactory analysis of causal used as a screening tool
(1999) adolescents with mothers and relationships with their | relationships. for the two control

n=42), a fathers were: quality parents, and more 2. Sample prevents groups. The self-harm

clinical of the relationship conflict with their generalisation as group comprised of

control group | and amount of mothers than the other | participants were participants who

(n=24) and a communication and groups. Caucasian working- engaged in at least one

self-harming conflict. class. self-harm attempt in the

group (n=49) 3. Reliance on open- last 6 months.

aged 13-18 ended self-disclosure

years. via interview therefore

could be reporting
biases present.

1]
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Hollis
(1996)

Sample
284 cases of
suicidal
behaviour and
3,054
nonsuicidal
controls.

| Variables
Well conceptualised
variables including
familial lack of
warmth, family
discord, disturbed
mother/father-child
relationships,
inadequate parenting,
inadequate family
communication, poor
peer relationships,
stress at school and
sexual maturity.

Variables chosen
were drawn from the
family relationship
and psychosocial
variables as coded on
the Maudsley “item
sheets” record
review.

| Results _

was the largest single
risk factor for teenage
suicidal behaviour,
family relationship
difficulties still made a
significant contribution
independent to this
risk.

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.

Suicide Measure

 Manual recording of

presence of suicidal
ideas, threats or
attempts.

Kosky,
Silbumn and
Zubrick
(1990)

258 young
persons who
exhibited
suicidal
ideation and
82 who
attempted.

Perception of family
conflict and discord.

Record review using
data forms from
Maudsley and Royal
Hospitals. The forms
were revised though
to be applicable for
this study based in
Australia.

Suicide attempts were
more likely to be
associated with chronic
family discord and
substance abuse.

1. 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.

Clear conceptualisation
of attempt and ideation
and clinicians used
these definitions to
assign patients to
groups.

|

16
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minimal presence of family discord and conflict, in fostering healthy adolescent

development.

Frey and Rothlisberger (1996) studied a representative sample of 141 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 family 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).

A study by Rubenstein, Halton, Kasten, Rubin and Stechler (1998) further supports
the notion that family cohesiveness and family support can help to alleviate suicidal
risk. As Durkheim (1951) stated in his well-known study on suicide, the less
integrated an individual is into his/her family unit, the more likely he/she will be to
exhibit suicidal behaviour. Rubenstein et al. (1998) found that recent suicidal
behaviour was reported on a questionnaire by 14% of 272 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., 1998). 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, 1996; Brent et al,, 1994; Campbell et al., 1993;
Hollis, 1996; Kosky et al., 1990) 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. (1990) 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., 1989; Fergusson & Lynskey, 1995b; Kosky et al., 1990; Pearce &
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Martin, 1994; Pelkonen et al., 1997). Hollis (1996) confuses the matter by
operationalising suicidal behaviour in terms of the presence of both ideation and/or
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 and/or 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 determine whether adolescents perceive the support as being limited or
lacliing. It would also be cnitical 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. Overall, 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., D’Attilio et al., 1992; De Man &
Leduc, 1995; De Man et al., 1993; Eskin, 1995; Morano et al., 1993; Whatley &

Clopton, 1992).



Table 3.

Summary of Study Findings — Relationship between Perceived Level of :Social Support and Suicidality.

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
(1992) for suicide were less exclusively.
satisfied with the quality of | 2. Theyobtain an overall score
their social support. of social support and fail to
distinguish between the
different modes of support.
DeMan and 129 males and | Level of support, and | Social Support | 1. They found that there was | 1. A lack of clear definitionof | 19 itemscale
Leduc (1995) | 117 females satisfaction with Questionnaire | a relationship between what constitutes social for Suicidal
12-18 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,
perception of health, family
status, academic
performance and social
support.

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

unidimensional with respect to
the mode of support known as
emotional.

3. Confounding variable of
depression.

SS



Table 3 (continne))

Study Sample Social Support Social Support | Results Limitations Suicide
Definition Measurement Measure
DeMan and depression resulted in a
Leduc (1995) 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 | for assistance and about social and drug/alcohol use, and 2. No distinction made
(1993) 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 (1995) | 61 Swedish Adolescents Perceived Significant predictors for 1. No definition of support Suicide
and 71 perception of whether | Social Support | risk — a) Swedish ~ low 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 atiempts, 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)
Turkish - low perceived
family and peer supporl,
previous attempts, suicide
attempts in the family and

previous psychiatric contact.

perception of emotional
support and feedback only.

9S



Table 3 (continned)

tudy Sample Social Support Social Support Results Limitations Suicide
Definition Measurement Measure
Frey and 141 healthy Describes social Revised version 1. Adolescents largely tum | No significant limitations. Not
Rothlisberger | swiss support as the of Mannheim to their families rather than Applicable.
(1996) adolescents. | provisions obtained | Interview on peers for a wider range of
through social Social Support supports both in day to day
relationships which | (MISU), matters, as well as during
are largely times of crises.
determined by their 2. Peer group tended to
perceived constitute an important
adequacy. source of emotional
support in everyday life.
Morano, 20 Social support Sarason Social 1. Data showed that loss 1. SSQ measure — assesses satisfaction only | Suicide
Cisler and adolescent defined as both the | Support and low family support and in respect of primarily emotional Ideation
Lemerond inpatient number of others Questionnaire were the best predictors of | support. Questionnaire.
(1993) attempters available for (SSQ). an adolescent’s suicide 2. Overall measure of support thereby
and 20 non- | support, as well as attempt. obscuring the other modes of support.
attempters — | the perceived 2. Subjects who 3. Poor conceptualisation of social support
both degree of experienced a loss and in that no efforts are made to clarify how
matched on | satisfaction with the perceived that they had quantity and quality are different and how
depression available support. relatively little family they interact under the rubric of social
scores support were highly likely | support.
{United 1o have attempted suicide.
States).
Tousignant 24 suicidal Network structure Created their own | 1. Suicidal group named 1. Inferential definition based on Respondents
and Hanigan and and crisis support. assessment tool fewer important persons in | questionnaire. who reported a
(1993) nonsuicidal | These researchers based on Self- their kinship network and 2. There is a gap in that the researchers do suicide
French- were also interested | Evaluation and had more conflicts with not compare the different types of support. attempt or had
Canadian in the subjects’ Social Support this network than did the They do not adequately conceptualise social | serious
adolescents. | perceptions of the Schedule Semi- nonsuicidal group. support. suicidal
received support. Structured 2. This difference was not | 3. Weak suicidality measure. ideation
Interview. found in the nonkinship during the last
network. year were
3. Both groups were defined as
generally satisfied with the suicidal.

support received.

LS



Table 3 (continned)

Study Sample Social Support Social Support Results Limitations Suicide
Definition Measurement Measure

Whatley and 305 Perceived Interpersonal 1. Social support was 1. High reliability, but no reported validity Scale for
Clopton university availability of Support significantly correlated for the ISEL in this study. Suicidal
(1992) students - 90 | potential social Evaluation List with suicidal ideation but 2. No clear model or conceptualisation of Ideation.

male and resources and self- (ISEL). did not contribute to the social support.

215 female appraisal of that variation in ideation scores | 3. Confounding variable of depression.

ages 18-24 received support. beyond the joint

yrs. (United contribution of scores on

States). the Beck Depression

{nventory 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
difTerent aspects of social
support instead of using an
overall measure.

8¢
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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, 1993).

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
(1995) and Whatley and Clopton (1992), this finding is no longer significant once the
effects of depression are removed. Aside from the previous two studies, and the
Morano et al. (1993) 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, 1998; Berman & Jobes, 1991).

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. (1989) 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., 1990).

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, 1988). 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 nisk-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 & Jobes, 1991).

In assessing suicide risk, professionals need to take a multi-faceted, social-

psychological approach and be on the alert for anumber of different risk factors
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outlined in the research.? Bertnan and Jobes (1991) 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 Jobes (1991) 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 Bertnan and Jobes (1991) implies that

there is a spectrum for suicide risk from low to high.

Sommers-Flanagan and Sommers-Flanagan (1995) present a more elaborate risk
spectrum than that outlined by Berman and Jobes (1991). 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, 1994: Beautrais,
Jovce & Mulder, 1996: Carris, Sheeber & Howe, 1998 Hollis, 1996); an abusive or violent upbringing
(Beautrais, Joyce, Mulder, et al., 1996; Brown, Cohen, Johnson & Smailes. 1999; Molnar. Kral, Booth
& Watters, 1998). demographic factors (age, gender) (Coggan, 1997); poor social support (De Man &
Leduc, 1995); family or individual stressors (relationship loss, grief) (Adams, Overholser & Spirito,
1994; McKeown, Garrison, Cuffe, Waller, Jackson & Addy, 1998); coming from a socially
disadvantaged background (e.g., poor educational achievement, low socio-economic backgrounds)
(Beautrais, Joyce & Mulder, 1998a); a lack or loss of social supports (Maris. 1997); low self-esteem
(De Man & Leduc, 1995; Overholser, Adams, Lehnert & Brinkman, 1995): a more external locus of
control (De Man & Leduc, 1995); impulsivity (Kashden, Fremouw, Callahan & Franzen, 1993;
McKeown et al., 1998); a negative perception of family relations (Overholser et al., 1995); a family
and/or individual historv of psychopathology (particularly if comorbid) (Apter & Freudenstein, 2000,
Beautrais, Joyce, Mulder, et al., 1996; Beautrais, Joyce & Mulder, 1998c: Brent et al., 1993; Clark,
1998; Hollis, 1996; Johnson, Brent & Connolly, 1998: Kosky et al.,, 1990. Laederach, Fischer, Bowen
& Ladame, 1999; Patton et al., 1997; Pfeffer, Klerman & Siefker, 1991: Pfeffer, Normandin &
KaKaumna, 1998); a history of past attempts (Roberts, Roberts & Chen, 1998); school problems and
alcohol and drug abuse (Brent et al.,, 1993: Kosky et al., 1990); and biological deficiencies in the
serotonin metabolite S-HIAA (Shaffer & Piacentini, 1994). A more chronic and severe impairment in
both environmental and biopsychosocial risk factors places an individual at greater risk of suicidal
behaviour (Berman & Jobes, 1991; Moscicki, 1995).
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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; (€) 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. (p.45)

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,

1995).

Stoelb and Chiriboga (1998) 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 (1998) propose four
stages for risk assessment: Stage |- Assessment of primary risk factors (e.g., affective

disorders, previous attempt, hopelessness); Stage 2 — Assessment of ideation, intent



64

and plan; Stage 3 - Assessment of secondary risk factors (substance abuse, personality
disorders); and Stage 4 — Assessment of situational risk factors (family
functioning/history, 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, 1991). The prediction of risk can be carried out by both
clinical (e.g., interview) and empirical means (e.g., standardised measurement) (see
Havens, 1999; Sommers-Flanagan & Sommers-Flanagan, 1995; Yufit, 1989; Yufit &
Bongar, 1992), with a focus on exploring suicidal thoughts and behaviours and the
psychosocial dimensions of suicide risk (Clark, 1998). The dilemma is that clinicians
must accept the fact that there is no avoiding subjectivity when estimating the risk of
suicide (Jobes, 1995; Motto, 1991). 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 Suictde Orientgtion. (ISO)
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(Piersma & Boes, 1997) and the Suicide Ideation Questionnaire (SIQ) (Reynolds,

1987). All three measures have been used with adolescent clinical populations.

The SPS consists of 36 Likert items with each item being measured on a scale from 1
(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, 1982). The SPS was designed to be used in
addition to the clinical interview (Range & Knott, 1997). 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, 1996). 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 SIQ is that they offer cut-off scores in order to help
determine whether someone is at low, medium or high risk (Morano et al., 1993;
Piersma & Boes, 1997). The SIQ has an adult form and a junior high form (12-14 year
olds) (Reynolds, 1987). Despite strong reliability and validity. the SIQ 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 (1997) suggest that the



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 and/or 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 if being 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 100,
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
(Shaffer, Gould, Brasic, Ambrosini, Fisher, Bird & Aluwahlia, 1983). 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

of future self-harm (Stelmachers & Sherman, 1992).

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, 1996;
Maris, 1997) and differentiating those who attempt from those who ideate (Fergusson
& Lynskey, 1995b; Kosky et al., 1990). Knowing that the adolescents’ positive
appraisal of social support has a significant role in their healthy development (Frey &
Rothlisberger, 1996) 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,
Alwir, De Marco and Koplewicz (1995) and Dicker, Morrissey, Abikoff, Alvir,
Weissman, Grover and Koplewicz (1997) demonstrate that social support does in fact

play a crucial role in both clinicians’ estimation of risk and associated safety
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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 (Mormissey et al., 1995).

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 determine the type of interventions recommended by a clinician
(Berman & Jobes, 1991). 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 determining 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, 1998). There appear to be two
major studies which have been conducted on this topic, namely those by Morrissey et
al. (1995) and Dicker et al. (1997). 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. (1995) utilised a sample of experienced child,
adolescent and family clinicians and Dicker et al. (1997) employed a sample of

resident psychiatric doctors.

Morrissey et al. (1995) found that experienced child and adolescent clinicians use
known risk factors when malang decisions to hospitalise suicidal adolescents. In
addition, they found that family 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 approprate interventions involving the strengthening of the support
system. As Frey and Rothlisberger (1993) demonstrated, positively appraised support

can help to act as a buffer to the development of suicidal behaviour.

In contrast, Dicker et al. (1997) 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. (1995) 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., 1997). 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. (1995) and Dicker et al. (1997) 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, 1998).
A study by Jay, Graham and Flowers (1989) did examine more particular measures,
such as referrals and consultations, but failed by not appropriately conceptualising 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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1998). 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, 1985; Pierce et al., 1996; Thompson, 1995; Vaux, 1988). 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
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extensivity (see Table 1). 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).

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 tum 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, 1985; Vaux, 1988).

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, 1992; Lewinsohn et al., 1994; Pelkonen et al., 1997). 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, 1995b; Kosky et al., 1990). Third, it was

noted that presence of family adversity, discord and conflict could create situations in
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which there is a lack/loss 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 of a client’s risk-level, and in turn, the
necessary safety interventions in order to reduce risk (Dicker et al., 1997; Morrissey
et al., 1995). 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 his/her 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. (1997) and Morrissey et al.

(1995).

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, 1996; Campbell et al., 1993; Hollis, 1996; Kosky et al., 1990) and
Sarason et al.’s (1983) Social Support Questionnaire (SSQ). The negative emotional
support items chosen for this study were based on the itemns from the SSQ largely

because the SSQ has demonstrated good reliability and validity (Sarason et al., 1983).

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, 1999), discord (Campbell et al., 1993) 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, 1997; Parker, Hadzi-Pavlovic, Greenwald & Weissman, 1995) 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
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actually examples of situations which lead to the presence of negative emotional

support (i.e., support that is defined as lacking or unhelpful).

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 unsatisfactory 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
functioning areas such as school, work, home or relationships. Very severe negative
support might include abuse or trauma resulting in serious impairment 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, 1997, Straus, 1979). The
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ADI measures childhood physical and sexual abuse severity. It is a semi-sructured
inventory used by clinicians when interviewing children 7 to 12 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 of forims 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.,
1997). 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 impairment of the individual >

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.* The

3 It is important to clarify that the existence of negative emotional support needs to be determined 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 clarify 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).

* 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., 1987) and the Social Supports
Questionnaire (SSQ) (Sarason et al,, 1983). 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., 1987). 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., 1987). Each item on the inventory has two parts: (a)
the first part of each item assessés the number of available others the individual feels
he or she can tun 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
Jjust 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 (Berman & Jobes, 1991; Kral & Sakinofsky, 1994).
Risk is largely measured on a continuous scale and ranges from ratings of low through
to high (Berman & Jobes, 1991; Sommers-Flanagan & Sommers-Flanagan, 1995).
Risk-level scales, such as the SPS (Tatman et al., 1993), ISO (Reynolds, 1987) 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, 1991). Safety interventions include such
things as hospitalisation, referral for crisis respite, and provision of emergency
numbers (Rudd & Joiner, 1998). Based on theoretical lnowledge, 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 & Jobes, 1991;
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).



81

In summary, the particular model proposed for the present research project is 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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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, 1996).

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
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therapist the following week, provision of emergency phone numbers) and fewer

interventions.

This model is largely based on past research findings which indicate that: (1) there is
a clear relationship shown to exist between family 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., 1990); 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; Berman & Jobes, 1991; Engleman et al., 1998; Morrissey et al., 1995; White,
1999). 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, 1996; Brent et al., 1994, Campbell et al., 1993; Fergusson & Lynskey,
1995b, Hollis, 1996; 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
(1985), Pierce et al. (1996), Thompson (1995) and Vaux (1988). 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, 1998;
Pritchard, 1995), negative support (Beautrais, Joyce & Mulder, 1996; Brent et al ,

1994; Campbell et al., 1993; Fergusson & Lynskey, 1995b; Hollis, 1996; Kosky et al.,
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1990) or both (Rubenstein et al., 1998) and assessed risk-level only. The present study
aims to extend these findings by testing the relationship that both positive and

negative support have 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).

29 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 (1995) and Vaux (1988) 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, 1992; Lewinsohn et al., 1994, 1996; Pelkonen et al., 1997);

(b) attempters are exposed to more severe forms of family conflict, discord and



87

adversity than ideators (Fergusson & Lynskey, 1995; Kosky et al., 1990); (c) poor
social support is a well-established risk factor for suicidal behaviour in adolescents
(D’ Attilio et al., 1992; De Man & Leduc, 1995; De Man et al., 1993; Eskin, 1995;
Morano et al., 1993; Whatley & Clopton, 1992; Tousignant & Hanigan, 1993); and
(d) that there is evidence for a link between social support and its impact upon risk
and safety decisions (Dicker et al., 1997; Morrissey et al., 1995). 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, 1996; Brent et
al., 1994; Campbell et al., 1993; Hollis, 1996; Hurd et al., 1999; Kosky et al., 1990). 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
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assessments and even fewer safety interventions than those with low levels of

negative support severity with no positive support present.

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,
alcohol/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.

2.11 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)?

S. 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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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?

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?

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., 1989; Fergusson & Lynskey, 1995; Kosky et al., 1990). 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 (1996) who examined resilience in at-risk



91

children. They suggested that clinicians need to assess for the presence ofany
protective factors which may buffer the impact of negative stressors for at-risk
children. This same point was demonstrated by Pritchard (1995) and Maltsberger
(1996) who stated that clinicians need to change their focus and assess the positive
counter-indicators which help prevent suicidal behaviour.

. Itis 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,
1995b) and report lower levels of family support compared to those who have
suicidal ideation (Dubow et al., 1989).

. Itis 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 & Jobes, 1991; Patterson et al., 1983). 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.

. 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, 1995; Kosky et al., 1990) and lower levels of support (Dubow et al.,
1989) 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, 1996; Brent et al., 1994; Campbell et al.,
1993).

. Itis 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., 1997; Morrissey et al., 1995). 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, 1995; Kosky et al., 1990),
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
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risk-level, the more likely the clinician will be to pursue a higher level of safety
interventions, such as hospitalisation (Stelmachers & Sherman, 1992).

6. Based on hypotheses 4 and 5 and Figure 1, 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?
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4. Does the level of negative support severity affect the types of safety

2.15

interventions recommended by clinicians?

. What processes do clinicians undertake when making decisions regarding risk-

level and safety?

Research Hypotheses — Vignette Study

. Itis 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.,
1989; Fergusson & Lynskey, 1995b; Kosky et al., 1990). As the vignette study
1s 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 determining 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.

. Itis 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



the greater the number of risk factors present, the more likely the patient will
be to engage in self-harm (Berman & Jobes, 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 al., 1997,
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).

Itis expected that there will be lower risk-level assessments made by
clinicians for those vignettes featuning 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, 1996; Pinto, Whisman & Conwell, 1998). Controlling for the
presence of positive support in artificially 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.

[t 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 al.,
1995). 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 areduction in the safety interventions
necessary for those vignettes in which positive support is present in addition to

negative support.
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CHAPTER 3

METHODOLOGY - ARCHIVAL STUDY

3.1 Introduction

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
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the DSM 1V, the diagnostic and statistical compendium of mental health disorders
(American Psychiatric Association, 1994). Recently, CAFS has changed its age limit
to include treatment of those from 1-18 years of 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 100 suicidal adolescent files (13-17 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, 1994, p.528).

Ideators were defined as those persons who had cognitions about wanting to die.
Reynolds and Mazza’s (1994) 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. 1989; Fergusson & Lynskey, 1995b; Kosky et al., 1990). 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 of referrals 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



1985 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 1985, thereby making it impossible to locate any suicide
assessments prior to this date.” Approximately from 1985 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 13 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 (13-17 years), and in
particular, those who had presented acutely for concems 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, 1993).
From approximately 1985 to 1997 (when the study began), files were selected in

sequence until a total of 50 attempter and 50 ideator files were obtained.

3 Please note that record refers to a central intake book which contains all the relevant information 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 his/her
immediate family. The reports were based on assessments of suicidal adolescents 13

to 17 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



102

3.3.1 Negative Emotional Support

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;

e people who abuse the young person (physical, emotional, sexual, neglect); which
also includes bullying

e people who the young person finds difficult to trust

e people who communicate with the young person in a dysfunctional way (e.g.,
fights, conflicts)

o people who will not listen to the young person’s problems or difficulties

e people who cannot be relied on for help

e people who do not want to spend time with the young person

(see e.g., Beautrais, Joyce & Mulder, 1996; Campbell et al., 1993; Hollis, 1996;

Kosky et al., 1990; Sarason et al., 1983; Vaux et al., 1987).

These previous items are examples of situations which may lead to a loss or lack of

support and/or a perception of unhelpful support.

[ 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.



103

representation of factors considered by CAFS clinicians in their assessment of

suicidal young people.

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, 1996; Brent et al., 1994; Hurd et al., 1999; Campbell et

al., 1993; Hollis, 1996; Kosky et al., 1990).

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:



104

e having someone who will listen when needing to talk about a problem(s) or
difficulty

e 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 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., 1983; Vaux et al., 1987). The items from
the Social Support Behaviours Scale (SSB) (Vaux et al., 1987) and the Social
Supports Questionnaire (SSQ) (Sarason et al., 1983) were modified to assist in the
development of the positive emotional support items for this study. Examples of items
used from the SSB include:

o listened when I need to talk about my feelings

e showed me that they understood how I was feeling

e did not pass judgement on me

& gave me advice about what to do (Vaux et al., 1987, p. 215)

Examples of items from the SSQ used for this study include:
& Who accepts you totally, including both your worst and your best points?
e  Whom can you really count on to tell you, in a thoughtful manner, when

you need to improve in some way?
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e  Whom do you feel truly loves you deeply? (Sarason et al., 1987, p. 500)
The items were chosen from measures previously demonstrated to have good

reliability and validity (Sarason et al., 1983; Vaux et al., 1987).

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., 1997; Straus,
1979). 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., 1997). 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
(McCall, 1986). 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 Aluwahlia (1983).
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 /owest level which describes his/her functioning on a

hypothetical continuum of health-illness. Use interinediary 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.

Specified Time Period: 1 mo

100-91 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.

90-81 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).

80-71 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.

70-61 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.

60-51 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.

50-41 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.

40-31 Major impairment in functioning in several areas and unable to

Jfunction 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).

30-21 Unable to functionin almost all areas; eg, stays at home, in ward, orin
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bed all day without taking part in social activities or severe
impainnent in reality testing or serious impainment 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 impairment 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. 1229)

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., 1983).

3.3.5 Risk-level

Risk-level was measured as an ordinal variable and was defined in relation to three
categories - low, medium or high risk. As discussed previously, the criteria for these
definitions have been compiled from several typologies which exist within suicide
research on risk-level (see e.g., Berman & Jobes, 1991; Kral & Sakinofsky, 1994;
Patterson et al., 1983; Sommers-Flanagan & Sommers-Flanagan, 1995). These
typologies also suggest measuring risk as an ordinal variable largely due to the fact
that it is a concept which 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 low 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 information 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:

e Hospitalisation — patient admitted to or having been granted continuance on an
inpatient ward for further monitoring following acute assessment

e 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.)

e Respite Care — nursing care arranged by CAFS for the child and his/her family
overnight.

e Provision of Emergency Numbers (PERT — Psychiatric Emergency Response
Team for after hours and CAFS number for office hours 8:30 am -5:00 pm)

e 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.

e 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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e 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)

e Medication as prescribed by the psychiatrist at CAFS

¢ Intemal Referral for further specialist consultation on the MDT (Multi-
Disciplinary Team) at CAFS (e.g. psychiatric consultation, cognitive assessment
and/or psychological testing)

e Referral to External Agency or Organisation (e.g. Youth Aid Officer, One-Stop
Shops, Access to a Guidance Counsellor at school).

e Next Planned Appointment for client to see therapist.

e Next Planned Telephone Contact between client and therapist.

e 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. [ 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 if it 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 varniables. The archival study also examined the total number of interventions
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which was obtained by summing up each individual item as indicated in the acute

assessment report.

34 Procedure and Process for Data Collection

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 [ would be responsible for getting and putting away files at the end of

eachresearch 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, 1986). 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, all 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 of low,
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 forms 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

#10 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
thenegative 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 impairment category would
be assigned a score of one, two, three and so on (e.g., 1-10=1; 11-20=2; 21-30 =3
etc.). For example, if either myself or my assistant scored differently within the 11-20
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, 1992). 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 10 patient files. It was also agreed that further “check-in” periods would follow
in the middle of all 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 concemns 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 10 cases, we discussed how it was important not to
make any assumptions based on the information 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 [V of the DSM IV (American Psychiatric
Association, 1994).° This was the only area of concern reported at this stage into the

coding process.

® The DSM 1V 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.37). In the DSM 1V, 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 Il — Personality
Disorders and Mental Retardation, Axis Ill — 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 I'V assessment, including that
of Parent-Child Relational Problem. This problem is found under the generic heading “Relational
Problems.” This category should be used when the focus of clinical attention is on a patten 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, 1994). 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 100.
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Instead of next meeting at case #50 as initially agreed, both researchers met at case
#31 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 concems 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
of medium 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 nonparametric testing
(e.g., %*) (Bordens & Abbott, 1996). 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, 1997). In addition, the loglinear
method allows the researcher to identify relationships between multiple layers of
categorical data. The loglinear lﬁodel 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 %’ in that the observed frequencies and the
expected frequencies are compared cell by cell. However, unlike ¥, loglinear analysis
enables researchers to explore higher-order interaction effects between several

different variables (Clark-Carter, 1997).

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, 1997).

One of the assumptions of loglinear 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
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variables themselves to be independent of one another. Expert statistical advice was
sought on these issues and confirm that the study did meet the assumption of

independence.

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 determining 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 loglinear 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 of a
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 1985 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).
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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,

(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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4.2 Description of Participants

The total population for this study consisted of 25 CAFS clinicians from two CAFS
services in the Wellington region. Of the 25 clinicians, 23 agreed to participate in the
study, with 10 employed by CAFS Porirua and 10 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 18 were female. The participants for this
study consisted of psychologists, social workers and medical staff. The majority of
staff (n = 15) 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 questionnaire 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).” 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, relabelled 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, concems 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 severitv 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 resuits in any way 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.,

1983) and the SSB (Vaux et al., 1987).

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 archival
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 form 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-harm 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. If positive 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 of the 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
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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):

10.

11.

12.

. low risk-level + low level of negative support severity without positive support

. medium risk-level + medium level of negative support severity without positive

support

high risk-level + high level of negative support severity without positive support
low risk-level + low level of negative support severity with positive support
(talking to)

medium risk-level + medium level of negative support severity with positive
support (talking to)

high risk-level + high level of negative support severity with positive support
(talking to)

low risk-level + medium level of negative support severity without positive
support

low risk-level + high level of negative support severity without positive support
medium risk-level + low level of negative support severity without positive
support

medium risk-level + high level of negative support severity without positive
support

high risk-level + low level of negative support severity without positive support
high risk-level + medium level of negative support severity without positive

support
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13. low risk-level + medium level of negative support severity without positive
support

14. low risk-level + high level of negative support severity with positive (talking to)

15. medium risk-level + low level of negative support severity with positive (talking
to)

16. medium risk-level + high level of negative support severity with positive (talking
to)

17. high risk-level + low level of negative support severity with positive (talking to)

18. 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 13-17 years,
suffer from a vanety of different mental health issues (e.g., depression, PTSD,
anxiety, suicidal behaviour, BPD), and tend to experience impainment 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 (1992) found a reduction in decision
variability once a guideline was provided. They presented experienced clinicians with

15 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 Stelmachers and Sherman (1992) 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 of this 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.

44 Procedure and Process for Vignette Study
A consent form 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 form 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 infortnation presented within each vignette. The following instructions

were relayed orally to each clinician:

This questionnaire consists of a total of 18 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 information 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).® 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 vignette 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.
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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 [ used three or more as an anchor point. Finally,

the last question asks you to list the steps you took when maleing your safety
intervention choices. For example, what information did you use from the vignette
in order to make that decision.

[ will leave you now to fill in the questionnaire. [ will check-in on you at a later
time to see if you have any questions.

[s there anything else [ 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 | 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.’

For reliability analysis using risk-level ratings, a multi-rater kappa was calculated
using an Excel spreadsheet. This statistic was used in order to examine whether there

was reasonable agreement among the clinicians’ responses for risk-level ratings using

? Statistical advice was sought from both Dr. Ted Drawneek, Computing Services, Massey University
and Duncan Hedderlev, Research Officer, Statistics Research and Consulting Office, Massey
University. For both the archival and vignette studies, I consulted Dr. Drawneek for advice and
guidance on the most appropriate test to use given the type of data collected (e.g., categorical = xz). Dr.
Drawneek also assisted in the organisation of the data setinto the SPSS program. I consulted him on
how to request SPSS to conduct analysis such as loglinear model analysis.

Duncan Hedderlev, Research Officer, Statistics Research and Consulting Office, Massey University,
was also consulted regarding the types of tests deemed most appropriate given the type of data
recorded. Mr. Hedderley 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 MCA for the vignette study.
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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
(1989) formula, an extension and generalisation of the k coefficient to measure

agreement between more than two raters. The formula is as follows: o

I C
K. Z A6
1=1 c=1
C _ C K -
KK(K-1) pc(l—pc)+z z (Pkc - Pc)
c=1 c=1 k=1

kappa = 1 -

where:

[ = number of items to be rated

K = number of raters

C = number of possible categories for rating

Y. is the number of raters who allocate the i™ item to the ¢ category
Pk is the proportion of items that rater k allocates to category ¢

p. is the average of the py.'s

Dunn (1989) states that agreement for the evaluation of observed k values can be

identified as:

' Dunn’s (1989) formula is used primarily to test reliability when there are multiple raters (k raters).
This means that there are K* (K-1)/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 = 1) — (Expected Agreement, proportion = pe). The lower case “c” in the equation is the
number of categoriesraters can categorise items into; which is 3 in this studv as there were 3 risk-
levels. I represents the number of case studies being rated and Y. is the number of raters who allocate
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k Strength of Agreement
0.0 poor

0.01-0.20 slight

0.21-0.40 fair

0.41-0.60 moderate

0.61-0.80 substantial

0.81-1.0 almost perfect

Reliability was also calculated to determine whether there were any vignettes for
which there were unreliable 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 ANOVA (Greenacre,
1993). CA and MCA 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 [*CY’s as can be
evidenced in the formula (Hedderley, personal communication, Feb. 16, 2000).
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analysing the relationships between the categorical variables that were found to be

significant in the loglinear model analysis.

The main aim for using the loglinear 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 loglinear 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 CA/MCA), 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 MCA 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 accountd for in the analysis (Hedderley,

personal communication, Oct. 18, 1999)."!

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 information 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 grounded theory, inductive content and thematic

pattern analysis (see Holloway, 1997).

" 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. 18, 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 diary

(2) The diary 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 (1991) and Dey (1993)
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
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University Human Ethics Committee. Letters of Approval and the National Ethics

Application for the present study can be found in Appendix F.'2

A meeting with the Massey University Human Ethics Committee was required for
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 Infortnation 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 concem 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 [ was interested in researching. In my response, [ 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 information in the reports.

'2 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 relabelled the vignette study.
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Similar to the Massey University Human 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 10
(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) concemned. 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 of this 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, [ 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 10(1)(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 Hurnan Ethics

Committee agreed with the decision from the Wellington Ethics Committee."?

Brnitially it was proposed that consent would be sought from patients in 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 concemn 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 summansed 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, with 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 16 vears
or younger about the research project. I ensured that every effort would be made to contact
parents/guardians of those potential participants who were 16 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 Hurman 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 harm 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 concemns 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 of the collection of categorical data, thereby further
necessitating the use of nonparametric testing (e.g., chi-square) (Bordens & Abboitt,
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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CHAPTERS

ARCHIVAL STUDY RESULTS

5.1 Introduction

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 of a 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 history 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, impairment 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.

5.2 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 (p < 0.001), the Wilcoxon test (p < 0.001) and the Chronbach test
(p<0.001). 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)", comorbidity, background factors such as alcohol and drug

" The DSM 1V is a diagnostic manual used by clinicians for both adults and children (American
Psychiatric Association, 1994). In the DSM [V, 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, Axs [T — 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 following paragraphs

and the remaining sample characteristics can be found in Table 4."° Information 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 15
years and for the ideator group it was the same (t (2, 98) = 0.08, n.s.). There were,
however, significant differences with respect to gender (x* (1, N=100) =3.93,

p <0.05). Overall, there were more female (N=71) than male subjects (N=29) and
there was a higher proportion of females (n=40) in the attempter group compared to

the nurnber in the ideator group (n=31).

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

Bltis 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
(Bordens & Abbott, 1996 Clark-Carter, 1997). However, the proportions for the variables in which the
cell counts 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).
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Descriptive Statistics and Chi-Square Analyses for Demographics by Group.

a

Ideator®

Attempter x
Demo hic %Yes n % Yes n (df=1)
DSM Axis 1 74 37 80 40 0.51
DSM Axis 2 2 1 6 3 -
DSM Axis 3 12 6 8 4 -
DSM Axis 4 66 33 56 28 1.05
Comorbidity 32 16 24 12 0.79
Alcohol and Drug Abuse 20 10 10 5 1.96
Alcohol and Drug Misuse 8 4 16 8 1.52
Previous Attempts 46 23 46 23 0.00
Previous Ideation 40 20 52 26 1.50
Psychiatric History 26 13 48 24 5.19*
"n=50. ®n=50
*p<0.05

frequent Axis 1 diagnosis made for both groups was that of Major Depressive

Disorder. Neither group differed with respect to comorbidity (n.s.).
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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 (10%), abused substances. Similarly, clinicians’ reports indicated that four
(8%) attempters had had some experience of alcohol and drug misuse, while eight

ideators (16%) 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., 1990).

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
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the ideator group, approximately 50% had specified a detailed plan at the time of

assessment.

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 17 (34%)
ideator files (p < 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.

54 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 (x* (1, N = 100) = 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 necessary in order
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Table 5.

Stressful Life Events Preceding Suicidal Behaviour and Chi-Square Analyses by

Group.

Attempter” Ideator” x
Stressful Life Events %Yes n % Yes n (df=1)
Fights with Family 58 29 34 17 5.79*
Abuse 24 12 24 12 0.00
Break-up in Relationship 14 7 18 9 0.30
Death 12 6 18 9 0.71
School Problems 18 9 10 5 1.96
Fights with Friends 20 10 4 2 -
Separation 14 7 6 3 -
Bullying 8 4 12 6 -
Medical 8 4 6 3 -
Moving 2 1 2 1 -
Trouble with the Law 0 0 2 1 -
Religion 2 1 0 0 -
Body Image 0 0 2 1 -
Financial 0 0 2 1 -

n=50. °n=50.
*p <0.05
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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 (if it is logical to do so) or including more subjects to
increase the sample size (Bordens & Abbott, 1996). After recoding, it was found that
there was a significant difference between the attempter and ideator groups for
negative support severity (p <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 19 ideator files (38%). An indication of low negative support severity

was evident in a total of 15 attempters (30%) and 25 ideators (50%).

Table 6.

Negative Support Severity (Recoded) and Chi-Square Analysis by Group.

Attempter” Ideator”
Negative Support Severity %Yes n %Yes n
Low 30 15 50 25
Medium-High 54 27 38 19

% =50. n=50.

¥*(1, N=100)=3.85,p < 0.05

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.

Attempter® Ideator” il
Support Source % Yes n % Yes n (df=1)
Negative — Friends 52 26 42 21 1.00
Negative — Family 76 38 80 40 0.23
Negative — Community 8 4 2 1 -

Note. The above chi-square results were not found to be significant (n.s.).

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.
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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 reason 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.

Attempter”  Ideator” e
Negative Support % Yes n % Yes n (df=1)
References
Negative — Trust 12 6 4 2 -
Negative — Talk 8 4 4 2 -
Negative - Abuse 24 12 36 18 1.71
Negative — Conflict 60 30 52 26 0.65
Negative — [solation 34 17 26 13 0.76
Negative — Bullying 6 3 16 8 -
°n=50. ®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 on 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 5.2. 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., 1994; Campbell et al., 1993; Fergusson

& Lynskey, 1995b; Hollis, 1996; Kosky et al., 1990).

5.4.2  (B) Positive Emotional Support, Positive Support Source and

Positive Support Items
There was a significant difference found between the ideator and attempter groups
(xz (1, N=100) = 4.86, p < 0.05), with 29 of the attempter files (58%) making a
reference to positive support compared with only 18 ideator files (36%). This finding
was contrary 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 (p < 0.05) (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 100 and only 5 out of

100 files in which negative support was reported as coming from community.
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Positive Support Source and Chi-Square Analyses by Group.
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Attempter” Ideator” ¥’
Support Source %Yes n %Yes n df=1)
Positive — Friends 36 18 22 11 2.38
Positive — Family 38 19 14 7 7.48*
Positive — Community 8 4 6 3 --

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 (p < 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 Support by Group.

Attempter” Ideator” yal
Positive Support % Yes n %Yes n (df=1)
References
Positive — Spending Time 22 11 12 6 1.77
Positive — Close 32 16 22 11 1.27
Positive — Talking 34 17 12 6 6.83*
n=50. n=50
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55 Level of Support

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 100 patient files, only 15 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. Due 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
(t(2,98)=-4.12, p<0.001). The mean scale score for the attempter group was 45.50
(SD = 14.23) and for the ideator group it was 55.48 (SD =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
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attempter group were unreliable (see section 5.2), the above findings must be

interpreted with some caution.

The scale scores for the CGAS were recoded into their subsequent impairment
categories ranging from 1 to 10. With the CGAS, there are 10 impairment categories
with scores ranging from 1 to 100. These categories are as follows: (1) 1-10 Needs
constant supervision and cannot function at home, in school or with peers; (2) 11-20
Needs considerable supervision and difficulty functioning at home, in school or with
peers; (3) 21-30 Unable to function in almost all social areas (home, school or with
peers); (4) 31-40 Major impairment in functioning in several social areas and unable
to function in one of these areas (home, school or peers); (5) 41-50 Moderate degree
of interference in functioning in most social areas or severe impairment of
functioning (home, school or with peers); (6) 51-60 Variable functioning with
sporadic difficulties or symptoms in several but not all social areas (home, school or
with peers); (7) 61-70 Some difficulty in a single area (home, school or with peers),
but generally functioning pretty well; (8) 71-80 No more than slight impairment in
functioning at home, school or with peers; (9) 81-90 Good functioning at home, in
school, and with peers; and (10) 91-100 Superior functioning in all social areas

(home, school and with peers).

Recoding the raw CGAS scores into their subsequent impairment categories was
necessary for the chi-square and loglinear 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 (p < 0.001) (see Table 11). 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 11.

CGAS (Recoded) Statistics and Chi-Square Analvses by Group.

CGAS (Recoded) Attempter” [deator®
Impairment Categories % Yes n % Yes n
14  High 32 16 10 5
5 28 14 16 8
6 24 12 52 26
7 Low 16 8 22 11
h =50. °n=50.

v’=(3,N=100)=13.03, p<0.001
Note. There were no scores noted for impairment categories 8 to 10. As a result, they

are not included in this table.



5.6.2 Risk-Level Measure

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 (p < 0.0001) (see Table 12). The attempters were

more likely to be rated at medium-high risk for self-harm than were the ideators.

Table 12.

Risk-I evel Measure (Recoded) and Chi-Square Analysis by Group.

Attempter” Ideator®
Risk-Level % Yes n % Yes n
Low 2 1 86 43
Medium-High 98 49 14 7

v*(1, N=100) = 71.59, p < 0.0001
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5.7 Safety Interventions

Chi-square tests were not conducted on the following intervention items due to low
cell counts: hospitalisation, CYF referral'®, 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 harm oneself. Although there were no significant
differences noted between the attempter and ideator groups for the safety
interventions listed in Table 13, 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
nonparametric 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 = 1221.50, p > 0.05). The

frequencies indicate that the spread of scores ranging from one to five (or more)

'® 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 Interventions and Chi-Square Analvses bv Group.

Attempter® Ideator® o
Safety Intcrventions % Yes n % Yes n daf=1

Hospital 10 5 8 4 -
CYF 2 1 16 8 -
Respite 2 1 0 0 -
Emergency Numbers 48 24 38 19 1.02
Time-Out 12 6 4 2 -
Time-Out — Night 0 0 2 1 -
Time-Out — Day 2 1 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 18 9 16 8 0.07
Next Appointment 94 47 96 48 0.21
Next Telephone Call 4 2 14 7 -
Liaison with GP 12 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 1 10 5 -
Someone Watching Over Child 12 6 18 9 0.71
*n=50. ®n=50

was very similar for both the attempter and ideator groups (see Table 14).
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Table 14.

Frequencies for Total Number of Safety Interventions (Recoded) by Group.

Attempter” Ideator®
Total Safety
Interventions % Total n % Total n
(Recoded)
1 22 11 22 11
D 22 11 18 9
3 20 10 22 11
4 26 13 20 10
5-9 12 6 18 9
*n=50. ’n=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 15). 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.



Table 15.

fety Interventions (Time ificity) and Chi-Square Analyses by Group.

Attempter* Ideator”

Time Specificity %Yes n %Yes n
Appointments

24 Hour 2 1 6 8

End of Week 4 2 6 3

Following Week 24 12 20 10
Telephone

24 Hour 0 0 2 1

End of Week 0 0 4 2

Following Week 2 1 2 1
n=50. *n=50

Note. Chi-square tests were not conducted on time specificity due to low cell counts.

58 Loglinear Analysis

The more complex analyses of data for the archival study involved applying a
loglinear 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 loglinear 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 10, since at this

step the probabilities were all below 0.05. The likelihood ratio chi-square change was
83.01 for the effect between group and risk-level (recoded) (p < 0.0001) and 12.70 for

negative support severity (recoded) and total safety interventions (recoded)



(p < 0.05). The final model indicated a likelihood ratio chi-square of 16.10 (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 (negative 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 loglinear 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 (p <0.0001). The final model indicated a likelihood ratio chi-square of 22.50
(p = 0.87), thereby indicating that there were no three- or four-way interactions

between group, negative support, risk and total interventions.

The third loglinear 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 group
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) (p < 0.0001) and 4.90 for

group and positive support (p < 0.05). This loglinear result confirms 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 of 22.77 (p = 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 well.

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.
(1997) and Morrissey et al. (1995) 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 of hospitalisation. 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 necessary 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).



168

5.9 Summary and Conclusion of Archival Study Results

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 information 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 vaniables the two groups were very 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 impairment (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., 1989; Fergusson

& Lynskey, 1995b; Kosky et al., 1990).

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, 1995b; Kosky et al., 1990) and report lower levels of family support
compared to those who have suicidal ideation (Dubow et al., 1989). 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., 1994;
Campbell et al., 1993). Contrary 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 vanous 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 necessary safety interventions needed in order
to ensure patient safety (Dicker et al., 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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CHAPTER 6

VIGNETTE STUDY RESULTS

6.1 Introduction

For the vignette study, a questionnaire was administered to 23 Child, Adolescent and
Family Service (CAFS) clinicians. The questionnaire consisted of 18 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 (Clark-Carter, 1997). A second
objective is to present results from the MCA and CA analyses conducted in order to
determine 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 inforrnation 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 confirmed 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 16).
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 ratings and clinical disposition decision-making (see Apsler & Bassuk, 1983;

Englemen et al., 1998; Hendryx & Rohland, 1997; Stelmachers & Sherman, 1992).
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Table 16.

Frequencies for Risk-Level Responses by Vignette.

Risk-Level

Vignette® Low Medium High

n n n
1 23
2 5 18
3 6 17
4 23
5 4 18 1
6 23
7 15 7 1
8 14 7 2
9 6 17
10 4 19
11 23
12 4 19
13 21 2
14 21 2
15 5 16 2
16 1 19 2
17 9 13
18 8 14

*Vignettes 1-15 N = 23, vignettes 16-18 N = 22. The sample size for vignettes 16-
18 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 loglinear 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 likelihood ratio chi-square of 68.92
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(p = 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 (x_2 (2,N=365)=3.52,p=0.48), and
years of experience (recoded) and total safety interventions (recoded) (2(_2 (2,N=
365) = 1.93, p=0.38) and no significant results were obtained. Accordingly, no

further analyses were conducted using this variable.

Interestingly enough, Stelmachers and Sherman (1992) 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,
1983; Engleman et al., 1998). 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 recoded. 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 162). 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.'’ 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.

7 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
(p<0.00001), 26.19 for negative support severity (without or with positive
support) and total safety interventions (p < 0.00001), and 89.76 for risk-level
assessment and total safety interventions (p < 0.00001). The final model indicated a
likelihood ratio chi-square of 15.68 (p = 0.11), 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.
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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 (p < 0.001)

(see Table 17).

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 17); 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
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Table 17.

Chi-Square Analysis of Negative Support Severity (Without or With Positive

Support) (Recoded). and Risk-Level.

Negative Support Severity Risk-Level

(Without or With Low* Medium" High*
Positive Support) % n % n % n
Low Negative Support 21.50 23 470 6 29.00 38
Severity Without

Positive Support

Medium-High Negative 28.00 30 38.60 49 29.00 38
Support Severity

Without Positive Support

Low Negative Support 26.20 28 19.70 25 11.50 15
Seventy with Positive

Support

Medium-High Negative 2430 26 37.00 47 30.50 40
Support Severity with

Positive Support

*n=107. "n=127. n=131.

+2(6, N=365)=34.14, p < 0.001.

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 12% respectively) by clinician respondents.



180

Those vignettes featuring subjects with a low level of negative support severity
without positive support received a greater number of high risk-level ratings by
clinician respondents compared to low and medium clinician risk-level ratings (see
Table 17). 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 low (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 low level of negative support severity, as can be evidenced
in the category labelled low negative support severity with positive support (see
Table 17). 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 (p < 0.001)
(see Table 18). The same significant relationship was found even when negative
support severity (without or with positive support) was not recoded (32 (5, N = 365)
=34.57, p<0.001). 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.
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Chi-Square Analysis of Negative Support Severity (Without or With Positive

Support) (Recoded) and Total Safety Interventions (Recoded).

Negative Support Severity

Total Safety Interventions (Recoded)

(Without or With Low* High®
Positive Support) (14) (5-10)

% n % n
Low Negative Support Severity
Without Positive Support 20.40 32 16.80 35
Medium-High Negative Support
Severity Without Positive Support 23.60 37 3850 80
Low Negative Support
Severity with Positive Support 30.60 48 960 20
Medium-High Negative Support
Severity with Positive Support 25.50 40 35.10 73

2*(3, N = 365) = 30.58, p < 0.001.

Vignettes featuring subjects in which there were medium-high levels of negative

support severity (without or with positive support) received a significantly greater

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 (21%) and high
(17%) 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 (10%) compared to the
low interventions category (31%). 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) (p < 0.001) (see Table 19). This test was
conducted to specifically examine the relationship between the various levels of
risk (low, medium and high) and total safety interventions. Vignettes featuring
subjects with higher risk-level assessments received proportionately more high
category (5-10) 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
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Table 19.

Chi-Square Analysis of Risk-Level by Total Safety Interventions (Recoded).

Safety Interventions

Risk-Level Low” High®
(1-4) (5-10)
% n % n
Low 5410 85 1060 22
Medium 3120 49 3750 78
High 1460 23 51.90 108

n=157 °n=208.

222, N=365)=93.57, p < 0.001.

research has indicated a relationship between positive support and risk-level
assessment (see Pinto et al., 1998; Pritchard, 1995; Rubenstein et al., 1998), 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, 1996;
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Brent et al., 1994; Campbell et al., 1993; Fergusson & Lynskey, 1995b; Hollis,
1996; Kosky et al., 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 al.,
1998; Pritchard, 1995), negative support (e.g., Beautrais, Joyce & Mulder, 1996;
Brent et al., 1994; Campbell et al., 1993; Fergusson & Lynskey, 1995b, Hollis,
1996; Koksy et al., 1990), or both (Rubenstein et al., 1998) and risk-level only.
Further elaboration of these contributions and their implications, will 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. [t 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.
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6.5 Chi-Square Analysis for Risk-Level Assessment and Safety
Interventions
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 11 variables (see Table 20). Due to low 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 0.001 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,
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Risk-Level

Safety Interventions Low Medium High 12

% Yes n %Yes n %Yes o (df=2)
Hospitalisation 0.00 0 12.50 6 87.50 42 --
CYF 5.30 5 4570 43 48.90 46 35238
Respite Care 0.00 0 3330 13 66.70 26 --
Time-Out 7.50 8 4580 49 46.70 50 34.85**
Medication 1280 16 29.60 37 57.60 72 44.13**
Limiting Method
Availability 1290 30 4330 101 4380 102 84.11**
Emergency
Numbers 2230 53 38.70 92 39.10 93 16.45**
Appointment 31.00 104 3690 124 3210 108 25.83**
Appointment — 24 hrs. 7.00 9 38.30 49 54.70 70 53.49*+
Appointment — End of Week 3260 43 4470 59 2270 30 16.56**
Appointment — Next Week 7320 52 21.10 15 5.60 4 -
Phone Call 3830 46 35.80 43 25.80 31 10.05*
Phone Call — 24 hrs. 26.70 24 41.10 37 32.20 29 2.10
Phone Call - End of Week 7410 20 18.50 5 7.40 2 -
Phone Call — Next Week 100.00 2 0.00 0 0.00 0 -
Liaison with GP 21.70 40 29.30 54 48.90 90 27.96**
Liaison with School 28.10 57 32.00 65 39.90 81 3.30
Monitor 4170 10 12.50 3 45.80 11 -
Family/Individual 64.30 9 21.40 3 14.30 2 -
Therapy
External Referral 12.50 | 37.50 3 50.00 4 -
Intemal Referral 13.20 5 34.20 13 52.60 20 7.09*
*p <0.05.

**p <0.001.
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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. [n 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 16 (13%) 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 low 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 < 0.001). 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
(MCA): 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 ANOVA

(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 hospitalisation, respite care, medication
and liaison with GP tended to be more closely associated with a high risk-level,
while delayed appointments (end of week and following 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. (1995)
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 5.61 (see
Table 21) 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.
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Table 21.

Mean and Standard Deviation Statistics for Scale Utility Data by Vignette.

Vignette' Mean Standard Deviation
1 5.26 1.94
2 522 1.48
3 5.39 1.47
4 5.26 1.81
5 5.22 1.28
6 5.61 1.67
9 5.52 1.44
10 443 1.83
11 5.48 1.75
12 5.43 1.62
13 4.83 1.67
14 5.17 1.80
15 4.87 1.63
16 482 1.33
17 5.09 1.44
18 5.23 1.63

* Vignettes 1-15 N = 23 and vignettes 16-18 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

The following discussion outlines the conceptual and categorical framework for the
following questions: (1) “Please list 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.
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6.8.1 Inductive Content and Thematic Pattern Analysis: Reasons for
Safety Interventions
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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varying forms 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, 1998; Sandin, Chorot, Santed,

Valiente & Joiner, 1998; Spirito, Brown, Overholser & Fritz, 1989; Wagner, 1997).

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

29 <& 2 ¢¢

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 formn 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 family 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 “low”, “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
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lower risk-level, clinicians 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.”

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 clusters 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, 1997); family or individual
history of psychopathology (Beautrais, Joyce & Mulder, 1998c; Clark, 1998;
Hollis, 1998); abuse (Beautrais et al., 1996; Brown et al., 1999); demographic
factors (Fergusson & Lynskey, 1995); a negative family environment (see Adams
et al., 1994; Beautrais, Joyce & Mulder, 1996); history of past attempts (Roberts et
al., 1998); and lethality, impulsivity and intentionality (Berman & Jobes, 1991).
The process whereby some clinicians identified reasons and demonstrated their link
to safety interventions is known as crisis intervention (Berman & Jobes, 1991).
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.
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6.8.2 Inductive Content and Thematic Pattern Analysis: Decision-Making
Steps
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
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Clinical Information (includes risk factors and clinician’s past experience)

l

Risk-Level Decision
Clinical Intervention(s) = Prevention and Safety Provision

Figure 5. Summary of inductive content and thematic pattern analysis for the

decision-making process for safety interventions.

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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made by the present study to the research on risk-level assessment and safety

interventions.

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 low risk-level ratings and less medium-high
risk-level ratings. Vignettes featuring subjects with low 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 (5-10) 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 low 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 suicidality.

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 interventions. The fact that these studies
complement one another will be further discussed in the next chapter and an
attempt will be made to integrate their findings. This integration will point to the

need for a necessary revision to the proposed social support model.
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CHAPTER 7

DISCUSSION AND CONCLUSION

7.1 Introduction

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 necessary 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



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, 1997; 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 [V (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, 1995b; Pelkonen et al., 1997). Some of the studies reviewed
also indicated that psychopathology was associated with both attempts and ideation
(Garrison et al., 1991; Pelkonen et al., 1997). 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, 1992; Beautrais, Joyce & Mulder, 1998c; Brent
et al., 1993). 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-quarter 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



212

assessment. As such, it is 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 very 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., 1995) . . . showed that of 371
adolescents . . . 104 (28.1% of the total sample) had thought of suicide
at least once in the previous year. Of these 104 “thinkers”, 43 (11.3%)
had thoughts of suicide, but 61 claimed to have planned an attempt. Of
these 61 “planners™, 23 (6.3%) had only planned, but 38 (10.3%) had
attempted at least once. Of the 38 attempters, 17 (4.6%) had attempted

more than once and only 18 (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, 1996; Berman &
Jobes, 1991; Moscicki, 1995; Reynolds & Mazza, 1994; White, 1999).

Beautrais (1998) 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 (1998) concludes that
precipitating factors for self-harm “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. This finding seems to parallel the research on negative
stressors and youth suicide (see Sandin et al., 1998). For example, Lewinsohn et al.
(1996) recognise that negative psychosocial stress could be a possible causal
contributor to suicidal behaviours in adolescents. [n particular, negative family
experiences, such as family conflict, have been emphasised (see Robbins, 1998;

Spirito et al., 1989; Wagner, 1997).

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



friend, school problems, parental scparation, 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., 1993; Rich, Fowler &
Fogerty, 1990). Moreover, the results from the archival study confirm the results
from the study by Rich et al. (1990) 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 fricndships 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 concems. 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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discussion is that there is confirmation for the fact that these groups do share some

similar risk factors (overlap).

7.3 Social Support — Archival Study

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
negative 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).

73.1 (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., 1989; Fergusson & Lynskey, 1995b; Kosky et al., 1990).
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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. (1989), Fergusson and Lynskey

(1995b) and Kosky et al. (1990) 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, 1996; Brent et al., 1994; Campbell et al., 1993;
Fergusson & Lynskey, 1995b; Hollis, 1996; Kosky et al., 1990), it has not been
specifically labelled as such, nor has it been linked to social support
conceptualisations. 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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7.3.2 (B) Positive Support

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, 1996; 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, 1998). 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 & Jobes, 1991; Fergusson & Lynskey, 1995b; Patterson

et al., 1983; Reynolds & Mazza, 1994).

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 & Jobes, 1991; Dubow et al., 1989; Fergusson &
Lynskey, 1995b). 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

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 featuning 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 information
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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7.6.1 The Decision-Making Process — Vignette Study

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 sclecting 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, 1994; Bcautrais, Joyce & Mulder, 1996; Brentet al., 1993;
Carriset al., 1996; De Man & Leduc, 1995; Fergusson & Lynskey, 1995a, 1995b;

Maris, 1997; Molnar et al., 1998).

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 “reducerisk.” Berman and
Jobes (1991) 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



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.

The process by which clinicians made risk-level assessments 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 (1992) study.

This aspect of 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. [n 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 (1985), Pierce et al.’s (1996),

Thompson’s (1995), and Vaux’s (1988) social support conceptualisations and the
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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. [n 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. (1997) 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



224

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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negative support, particularly for the low negative support severity with positive

support category.

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 featunng 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-harm (e.g.,
Beautrais, Joyce & Mulder, 1996; Brent et al., 1994; Campbell et al., 1993; Fergusson
& Lynskey, 1995b; Hollis, 1996; Kosky et al., 1990). 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, 1996; Pinto et al., 1998; Pritchard,
1995; Rubenstein et al., 1998). 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



227

crisis-oriented interventions such as delayed appointments) were recommended for
those at lower risk of suicide. These findings support the study by Stelmachers and
Shermnan (1992) and also the study by Hendryx and Rohland (1997) 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, 1983; Dicker et
al., 1997; Engleman et al., 1998; Hendryx & Rohland, 1997; Morrissey et al., 1995).
Rudd and Joiner (1998) 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, 1983; Dicker et al., 1997; Engleman et al.,

1998; Hendryx & Rohland,1997; Morrissey et al., 1995).

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 (5-10) made for those vignettes in which there were medium-high

levels of negative support (without or with positive support) compared to low
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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 (17%) than those vignettes with low levels of

negative support severity with positive support (10%).

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, 1996; Brent et al.,
1994; Campbell et al., 1993; Fergusson & Lynskey, 1995b; Hollis, 1996; Kosky etal.,
1990), positive support and risk of suicide (see Maltsberger, 1996; Pinto et al., 1998;
Pritchard, 1995; Rubenstein et al., 1998), and risk of suicide and safety interventions
(specifically hospitalisation) (see Dicker et al., 1997; Mommissey et al., 1995;
Stelmachers & Sherman, 1992; Hendryx & Rohland, 1997). 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 low
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 low 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



230

note that the difference between these categories was minimal. Perhaps for those
vignettes with low 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 severnity. 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: (1) 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.

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)

" 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 low
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, 1996; Brent et al., 1994; Campbell et al., 1993; Hollis,
1996; Hurd et al., 1999; Kosky et al., 1990); (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., 1992; DeMan & Leduc, 1995; DeMan et al., 1993; Eskin, 1992;
Morano et al., 1993; Whatley & Clopton, 1992); 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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1997; Morrissey et al., 1995). 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, low risk then arrange weekly
appointments on an outpatient basis) (see Apsler & Bassuk, 1983; Berman & Jobes,
1991; Engleman et al., 1998; Momissey et al., 1995; White, 1999). 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 unhelpful 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, 1993). Selection bias is an important consideration when undertaking
research because, if present, it can limit generalisation of the results (Rubin & Babbie,
1993). 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



random sampling) instcad. This point will be claborated on in the scction on future

research.

Data Collection Methods

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, 1992). 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 attcmpting 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 sevcral 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 inforrnation, resulting from the use of more standardised forms. 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). Altematively, 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 (1) 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 category 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 altemative 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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seriously compromised the results since the data collected on this variable were

largely analysed according to categories and not by mean scale scores.

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 (1989)
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., 1998; Stelmachers
& Sherman, 1992; Way et al., 1998). However, Stelmachers & Sherman (1992) 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.



249

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 (1998),
Beautrais, Joyce and Mulder (1994, 1996, 1998a, 1998b, 1998c), Coggan (1997) and
Coggan et al. (1998), Fergusson and Lynskey (1995a, 1 995b), little rescarch 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 rescarch.

(1) Youth Suicide Treatment and Prevention
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 well 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., Maltsberger, 1996; Pinto et al., 1998; Pritchard, 1995; Rubenstein et al., 1998)
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, 1995a, 1995b; Flisher, 1999;
Pirkola, Marttunen, Henriksson, [sometsae, Heikkinen & Loennqvist, 1999; Renaud,
Brent, Birmaher, Chiappetta & Bridge, 1999). In addition, Beautrais (1996) states that
“adverse life courses and difficulties appear to play very strong roles in determining
attempted suicide risk” (p.238). Kosky and Goldney (1994) 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).



(2) Current 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. (1997) 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."®
For example, a standard checklist of 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 firom 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 acronvm for “Achieving the Better
Life,” was launched in 1996 and led to the initiation of standardised documentation for efficient record
keeping within the mental health services in 1997. “A Better Life” was the 1994 report of the Greater
Wellington Mental Health Services Review by the Central Regional Health Authority (Diana Kane, Sr.
Clinician, CAFS, personal communication, April 19, 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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results 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 particular 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 calls) 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 should 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, 1999). 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 staff in 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



246

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 1999 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 deternine 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
alcohol/drug 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 (1998) 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 friends and family, future studies might
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consider assessing the relative effect of wider systems and their impact on at-risk

behaviour.

7.10 Conclusion

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, 1996; Brent et al.,
1994; Campbell et al., 1993; Fergusson & Lynskey, 1995b, Hollis, 1996; 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 determining 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 circumstances 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
waming 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, 1994).

“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, 1994). 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 form. Age range for this study is 13-17

years of age inclusive.

3. Gender

Circle on the coding sheet either male or female as seen on the referral form.
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4. Diagnosis
Axis 1: Clinical Disorders
Other Conditions That May Be a Focus of Clinical Attention
Axis 2: Personality Disorders and Mental Retardation
Axis 3: General Medical Conditions

Axis 4: Psychosocial and Environmental problems

The Diagnostic Criteria Manual from DSM-IV will be provided in order to assist with
this 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 nonjudgemental 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., 1996; Thompson, 1995;

Vaux, 1988).

(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:

e people who abuse the young person (physical, emotional, sexual); which also
includes bullying

e people who the young person finds difficult to trust

e people who communicate with the young person in a dysfunctional way (e.g.
fights, conflicts)

e people who will not listen to the young person’s problems or difficulties

e people who cannot be relied on for help

e 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, 1990; Campbell, Milling Laughlin & Bush,



1993; Hollis, 1996; Kosky, Silburn & Zubrick, 1990; Sarason, Basham & Sarason,

1983; Vaux, 1987)

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:

e having someone who will listen when needing to talk about a problem(s) or
difficulty

e having someone who will provide advice/guidance in a difficult situation

e having someone to rely on for help

e having someone to spend time with

e having someone who will provide comfort, whether it is a crisis situation or not

e 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 Support Behaviour Scale (SSB)
(Vaux et al., 1987) and the Social Support Questionnaire (SSQ) (Sarason, Basham &

Sarason, 1983; Vaux, 1987)

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 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 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, Wherry, Newlin, Crutchfield &

Dukman, 1997; Straus, 1979).
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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.

Famuly 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”.



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:

e alarge group

e a medium-sized group

e a small group

® no group

Otherwise, circle “Not Mentioned™.

A large group will be defined as one in which there are written references to “a lot” or
“many” people with whoin the young person interacts with. The 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
LA

“some”, “several” or a “moderate” 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 4-16 years of age. Read
the assessment report in its entirety and taking all information into consideration,
please assign a value according to the following scale. Only consider that information

which describes recent events within the previous month.

CGAS (for children 4-16 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 illustrative and are not required for a particular rating.

Specified Time Period: 1 mo
100-91 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.

90-81 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).

80-71 No more than slight impairment in functioning at home, at school, or with



70-61

60-51

50-41

40-31

30-21

20-11

10-1
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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.
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 concem.
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 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).

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 aloofness, stupor, etc
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.

(Shaffer, Gould, Brasic, Ambrosini, Fisher, Bird & Aluwahlia, 1983)

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
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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 Jobes,
1991; Patterson et al., 1983; Kral and Sakinofsky, 1994; Sommers-Flanagan and

Sommers-Flanagan, 1995).

Decide on the risk-level according to the definitions provided and circle either low,
medium or high according to the definitions below. Please use informnation 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”,
“talaing 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
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person has already used a method of self-hartn (attempted), then it would be seen as

moderately lethal (e.g. superficial cutting, some pills taken).

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-harn 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:

e Hospitalisation — patient admitted to or granting continuance on an inpatient ward
for further monitoring following acute assessment

e CYPFS - Refermral to Children, Young Person’s and Their Families Service

e Respite Care — nursing care arranged by CAFS for the child and their family
overnight.

e Provision of Emergency Numbers (PERT — Psychiatric Emergency Response
Team for after hours and CAFS number for during office hours 8:30-5:00)

e 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.

e 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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e 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)

e Medication as prescribed by the psychiatrist at CAFS

¢ Intemal Referral for further specialist consultation on the MDT (Multi-
Disciplinary Team) at CAFS (e.g. psychiatric consultation, cognitive assessment
and/or psychological testing)

e Referral to External Agency or Organisation (e.g. Youth Aid Officer, One-Stop
Shops, Access to a Guidance Counsellor at school).

e Next Planned Appointment for client to see therapist.

e Next Planned Telephone Contact between client and therapist.

e 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:
e Appointment within 24 hours.
& Appointment by the end of the week.

e Appointment the following week.

Otherwise, circle “Not Mentioned”.
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93 Safety Recommendations — Measure of Time Specificity for Telephone Call.

Circle “Mentioned” if there is reference in the assessment report to any of the
following categories:

o Telephone Call within 24 hours.

o Telephone Call by the end of the week.

o 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:

e 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 12 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 use 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, 1994, p.112)

misuse of alcohol and/or drugs — defined as engaging in excessive dnnking and/or
drug-taking primarily to escape from one’s problems (e.g., dnnking to get drunk
at parties). Generally, adolescents who misuse often report needing to drink
excessively with friends 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”.

11.

12.

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, friends), and many others.

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 concemns of suicidal ideation.



286

13. 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 concems of suicide attempt.
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CODER’S SHEET

1. Group
Circle one: Attempter / [deator

2. Age
Yrs.

3. Gender
Circle one: Male / Female
4. Diagnosis
Circle one or more: Axis | / Axis2 / Axis3 / 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: Mentioned / Not Mentioned

Reasons:

(b) Positive Emotional Support

Circle one: Mentioned / Not Mentioned

Reasons:
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6.2 Negative Support Severity
Circle one: None / Low / Medium / High
6.3 Support Source

(a) Negative Emotional Support Source

Circle one for friends: Mentioned / Not Mentioned
Circle one for family: Mentioned / Not Mentioned
Circle one for community: Mentioned / Not Mentioned

(b) Positive Emotional Support Source

Circle one for friends: Mentioned / Not Mentioned
Circle one for family: Mentioned / Not Mentioned
Circle one for community: Mentioned / Not Mentioned

7. Quantity of Support
7.1 Number of Support Network Resources
Record actual number (if mentioned in report) =

Record a score based on the following categories:

Circle one for “Large” Group: Mentioned / Not Mentioned
Circle one for “Medium” Group: Mentioned / Not Mentioned
Circle one for “Small” Group: Mentioned / Not Mentioned
Circle one for “No” Group: Mentioned / Not Mentioned

8. Coding For Risk-Level

8.1 Risk-Level — Measure #1 CGAS
CGAS Score =

8.2 Risk-Level — Measure #2

Circle one: Low / Medium / High
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9. Safety Recommendations

9.1 Decisions

1. Hospitalisation: Mentioned / Not Mentioned
2. CYPFS: Mentioned / Not Mentioned
3. Respite Care: Mentioned / Not Mentioned
4. Provision of Emergency Phone Numbers: Mentioned / Not Mentioned
5. Time-Out Placement For a Night: Mentioned / Not Mentioned
6. Time-Out Placement For a Few Days: Mentioned / Not Mentioned
7. Limiting of Method Availability: Mentioned / Not Mentioned
8. Medication: Mentioned / Not Mentioned

9. Referral for Specialist Services on MDT at CAFS: Mentioned / Not Mentioned

10. Referral to Extermal Agency or Organisation: Mentioned / Not Mentioned
11. Next Planned Appointment: Mentioned / Not Mentioned
12. Next Planned Telephone Call: Mentioned / 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: Mentioned / Not Mentioned
2. Appointment by the end of the week: Mentioned / Not Mentioned
3. Appointment the following week: Mentioned / 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 / Not Mentioned
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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: Mentioned / Not Mentioned
2. Alcohol and/or Drug Misuse: Mentioned / Not Mentioned
3. Previous suicide attempts: Mentioned / Not Mentioned
4. Previous suicidal ideation: Mentioned / Not Mentioned
5. Psychiatric history within the family: Mentioned / Not Mentioned

11. 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. Kbnife: 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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Key for completion

CHILD ADOLESCENT AND FAMILY ot Ao e
SERVICE ASSESSMENT

Capital
;d Coast
N\ Health

=9 NON-URGENT ASSESSMENT:
CPOKOKITE URT) HAUORA W—+‘h¢\l,'§) (—kl@(‘,f)"\( il . Complete all boxes.
REFERRED BY': CLIENT NAME :  Place chient label here
GF O Lawe. ) Surname Given S
L. = g ) .
Permission to Contact? GPB’ He o, /oL Names usan
MHA or CJA? YeO  No |
. - '-‘\ .
If Yes specify section: DOB. |- (- 3 L} NHI MGy 20
Ci4yrs )
1 *** WHO ATTENDED ASSESSOR(S) VENUE Clinician
Names and Roles Code
SESSIONI | = 2 :
» |\ < (-
Date i) SeSSOn ‘ Oeltse. Saarth P _
Mother, ([Eanes; S ster Cfetivia
Check box to indicate that purpose for collecting information and intended use has been discussed with client 0
SESSION 2

te Susan caly (irdvduay) Ocbpe S [Puaketve

SESSION 3
Date

Susan u\l\uj Lird v dual) Devioe. Smmny kN

2.PRESENTATION ***

Susan Pescrld osa wetl-manne red o we esscd YoAFyuonan.
She was Gppl=p™ tiely dresed £ tne weatner and ceccsson.
Susan [ however, {ound it AFfhcut t© Mmantan any eye.
Contact dunng e internew. Sne also secmed o haue
hmited wnsignt N0 her emohanal propiems and haognis
impocts upen her Eehaviowr,
She Was cwaie 10 answer NSt Guestons put fdntoherin
an agPpropr.crle vuaﬁ. '

3. MENTAL STATUS EXAMINATION (MSE) ***
Does client require a Mental Status Examination ? [T]Yes 1340 MSE completed and included [
4.RISK ASSESSMENT *** Does client have any moderate or serious risk factors ? []Yes [ No

If YES, a Risk Management Plan and an MSE must be completed.

CAFS Assessment
25/03/98 PAGE | Continuation sheet used
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5. PRESENTING PROBLEM -describe current situation ***

include: Duration, Intensity, Frequency, Parent’s/Client’s perception of problem

fx,«;'cm S—l(jdr(i MGt She «was Q‘c’(.ng S adai C(CJ(\;O Clrld
CLrnmiuin: Cateal 1T Ner g\-u\‘.dance Ceanse i, And dociter that
Sthe vianted Tt kaunerse &

@%u\ic/\dalﬁrj T Susan sand that she has thougnt Gt Sedf-
ncLin Cal ot lat“ltj (2 cuoning e reak-up et ooreiatonsh EVLTV)
CLey Sne has ot enpted p(evi(,uskj tnjice - onee vihen she
Sralioveed (oan+inClanwn’\a+c(j PS orer @n arGument with
her dod reqacat g wuclews time. curd another 4ne, she fock
L handful vE patadol uwning an QGUMent wiina fhend.

Tese incidends aprened 29%aurs, CST And no one Hnews
obout Hem. Chedid not o Ar &, bt mecle versaF
Sick ST She Couic ™ron Apsthe PUIS . Susan hC& NO Ceuwve it
specihie plandc setb-rarm b steded trat she Ceots Sc soct
she ~ands 1o SeiF-herm .

(2) Depression - Susan statdrad Sie ols very<ad (Todseic:
i© bei vely sod ). Sne stakd trud she hac étf ketnis B
“ne. last monn Since the bleak-up of a (e latonship wﬁnabqj.
cusan has hce papem J{_{@Plﬂ\:‘j (nakes 2-3x nignt) {o/vie
as+ momm and her appetite. rcs become someninat Supprosad

ISo Compleins ofF ehonie f2chgue . Sne reporis a ol
Sh,;(ésnoa m-/aehf‘ at Schoo)- A 3 _ Y
Susan's famly Steded matney Fave. nohced tnis

celeriotahon over e lase Monm ard wele ceaceintanhen
*M(’H heard apeut ber vvisn todlie.

CAFS Assessment .
25/03/98 PAGE 2 Continuation sheet used
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6.RELEVANT BACKGROUND INFORMATION ***

CYPS Involvement. exposure to trauma/abuse/violence, recent life changes.

) 4 | ( ‘ > — 2 e -~ N ;- . . .
No cups incivement No expesure te Viclence el Gy feeent

¢ change ndcated s the war wpd a (e Iaticasnie with G

7.SELF-HARM ASSESSMENT - include alcohol & drug use ***

Suicidal {deanon - tiggers, thoughts, inhibitors
Actions - description of attempt, method used, where, when, why. Whatdid they hope the attempt would change?
History - describe other attempts and triggers. Hospital or other agency involvement?

Suicidal idexhdN - O(curr;ﬂj cb.’lj. Moy or ﬂ‘r.gaer— relathorsn
breok-up - NO Specific plan.

o previcus aaempts about i years CGe L Gtk 6
an+;nPlamma+1>/y es ard @ hand X Op,yancdd- AD one nxs

auwele of Me&se \neidents .Tf-qger > dnese "”C'dems'afgu/rm{’
wrrh a %lm:\‘lj memies.

Some alconol use, (dnnesad gares) hut ne divg Usoge..
Seemigly depressed | cliffeiunes stesprg ard 0atng.

CAFS Assessment .
25/03/98 PAGE 3 Continuation sheet used



295

8. MENTAL HEALTH HISTORY ***

Diagnoses. past treatment, response to ireatment, previous CAFs, or other Mental Health senices.

NS previcus O e iavSiemend

Fam.\j Pisiciy o £ Czlr’F?\’é'_\.SnLLﬂ (mcenis bretne @ ol (Zerne)

9. CURRENT MEDICINES ***

Psychotropic and other medication, dose, compliance, response and efficacy.

Nl

10. MEDICAL HISTORY

Previous illnesses, past medications, allergies to medications, head injury, hospitalisations.
Popenckx Ope(ahon age G - NOPia o Yoys.
Most chdhood INESKES (chicken pox + Meocles) -

11. ALCOHOL AND/OR DRUG - current use and history ***

ecify substances, amounts and frequency.

Dinks adconol mlnhja’r Wﬂps (beer, vedkal and vvildnmkAc
9@ Arunk . t\}ondjg .

12. CULTURAL ASSESSMENT AND NEEDS *** interpreter used []

Include spintuality and religion.

Not appitobie

CAFS Assessment
25/03/98 PAGE 4

Continuation sheet used
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13. RELEVANT INFORMATION FROM OTHER SOURCES - always identify source ***

eg. School, Specialist Education Services, Guidance and Leaming Umit.

i\v'e;'az],; <tucdent ctt e Ca‘-mzf_

14. LEGAL HISTORY

Custody Issues, Forensic. Police, Youth Justice contact,

Nl

| 1S FAMILYAVHANAU

Chient's place in farmly/whanau structure, client's perception of family relationships, genogram, check for family/whanau history of psychiatnc iliness,
drugs, alcohol/violence, separations, physical. sexual or emotional abuse

o | =
&0

Sugan nd  Srauon
Uwye) Gys)  (oyfls)

dusan has aguments win her famly (vainty memiard)cuownd

lules | -expec iethans and Sumetimes Curlen Lusan saclthat

he. generaty gets along wih her yodnger sisierand bsmer
Sawan Ralsiat hel patents dont iespect ner prcey e
aiso said at tne @n(\j E{f‘ds_ﬁj . ‘Zwle isclabda A has

- e exbnded fam:ty.
“m&d:clwgczcﬁmn he came oM o discavantfed beckground
issed @ lut OF viderc between  his paents.

CLid W : ~
She sauid She. v\cs emeoily abused Asach d

(zue)

CAFS Assessment
25/03/98 PAGE 5 Continuation sheet used
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DEVELOPMENTAL HISTORY

16. CONCEPTION / PREGNANCY / ADOPTION

SL»(S(_'m SNS YGPBNTH, AC ('.<_v1lp“"‘0+@: < . )
Ve j"f’d SipS ¢ 2. et hoin . txaas! tecd cunh | Smonnis.

17. INFANCY, EARLY CHILDHOOD

Include milestones, language, significant losses, separations
Kecened cucle velcpme nital milestonss ot novaval age -

No sigrficant ﬁm']j IC&ZS o Sepaiarhons. |
Separathon _amz?é’-fﬁ wen susan AVst ien+ K«ftitj, ot
reemed TTadust wel adera-

18.SCHOOL

Include academic perfor ¢, attendance changes, use of teacher aide, Specialist Education Service, Guidance and Leaming Unit, peer and teacher
relationships.

K«'ndﬂ fom 3-Sy(s - Separchon anxety. (:'vemuawy mcde ferds .
C corcerns here othernwse..

E-1Qyrs intermechak . /‘\vefd?(.. Student. Some Close Mrends .
I'3- Aesent - College . A/efaﬁc, Students Decline in Sociald

relach onsnis.

19. INTERESTS, HOBBIES, SPORTS

Ehjc‘t..[s ruthball ard taaie.

CAFS Assessment
25:03/98 PAGE 6 Continuation sheet used
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20. FORMULATION AND SUMMARY ***

Susan shil seems o be very depressed i tghidFareant
breox— up wnﬂna:bﬁ(}.erd. In espn ‘i‘b‘fhts sine Seems to
be cantempleh wcdc lutings roSpeeshc pnn Susansad
Hot 4 1S The (r:g her pafents Nhich ks S‘bppdher
o dorj angting. Susan appeac o be at lon-r€t e
SCM—ha(rx-

Suin also Seems tp ke haus %mrzhmpn pprobems

Canmuni Caten heh Seem ke Q Oedura |
Cerseguente latastin 9 npr mad cdoleseont

T BB Seemi Vo bea fam by Nstoly oﬁmwhl
Nlmmmm\ly wieh, veLy %ﬂm nsK 17
Rurmer ceprasen ard Sui 1!3

21. PROVISIONAL DIAGNOSIS (only complete if accepting for treatment by the Mental Health Service) ***

Number Code Description
. " 3 i . o
Axis I 296, Lx J'Y]C\Jc. ljt'f"ﬁ'iish’tf viserder |%"U]E Ep secle
Axis I1
Axis II1
Axis IV ) P
. Yiel 20 favend - Chd Relcd et opiem
Axis V Current GAF .
or CGAS '

CAFS Assessment
25/03/98 PAGE?7 Continuation sheet used
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OUTCOME OF ASSESSMENT : ACCEPT OR DECLINE

22. [y ACCEPT FOR TREATMENT BY CAFs

RECOMNMENDED INTERVENTIONS:

1. CRT Fordepression

. ‘—-éwr\@ %(ap,,{& commsniaxhan p’ouzxéan,j
3. Education L e méans Yo SelE ham .
Y. Prou,~s;OnQC E-nelaarrjp}—\oﬂeldum@@‘
= %“:mm&rv’&r@@’% et ol K

23. D DECLINE FOR TREATMENT BY CAFs ***

REASON:

Referred to Phone/fax/letter Date By Whom Designation

24. ASSESSMENT SIGN OFF- co-signed by Supervisor if required ***

Print Clinician Name Sign Designation: Date:

DJHI € S v N J)LL}_AU g-n,k,(/q: _&'1;((’; \ l\,‘r- .’l‘\’f( 2l (1 &/ .

Print Supenvisor Name

CAFS Assessment
25/03/98 PAGE 8 Continuation sheet used
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CODER’S SHEET
1. Group

Circle one: Attempter / (deatqr

2. Age
i4__ Yrs.
3. Gender

Circle one: Male / Female
4. Diagnosis

Circle one or more: iél [ Axis2 / Axis3 / Aé;z

Record diagnosis(es) made: [\ ¥ “'P"'E'f e Dok

L g 1> s
) = i .
il2i)1 - Ly

n.)

5. Comorbidity
Circle one: (4 / o )
P j )
ircle one: No
6. Social Support
6.1 Emotional — Submeasure of Relationship Quality
(a) Negative Emotional Support

—-\ A,
Circle one: @ed / Not Mentioned

(b) Positive Emotional Support

Circle one:  *g r‘*'*ﬂff) e e N @ / @éhfed

(SRS 1aVEN —

6.2 Negative Support Severity

Circle one: None | ow 7/ Medium / High
6.3 Support Source
(a) Negative Emotional Support Source

Ve =

Circle one for friends: @ﬁ/oned / Not Mentioned

Circle one for family: l\'@oned / Not Mentioned

—



Circle one for community:
(b) Positive Emotional Support Source
Circle one for friends:
.
Circle one for community:

7. Quantity of Support

7.1 Number of Support Network Resources

Circle one for family: ... ... Cova

. g N
Mentioned / Not Mentioned

Mentioned / N?t’ Mentioned

— = s ot
o :

Kfentioned / N dloned

Record actual number (if mentioned in report) = _[V:|

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= (D

8.2 Risk-Level — Measure #2
Circle one:(Low;/ 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 / th\Wed

Mentioned / Notﬁ_m\‘oned
KMentio

./

Mentioned / Not @ned

Mentioned / N@ed

g

_—
Mentioned / No(Mentioned

Mentioned / No@pned
Mentioned / Not(gemiom:d

——

@ﬁed / Not Mentioned

>

/(-\‘
Mentioned / Not(Mentioned
7

301



302

B

6. Time-Out Placement For a Few Days: Mentioned / Not Mentioned
- //'-"’_‘ -

7. Limiting of Method Availability: Mentioned / Not Mentioned

8. Medication: Mentioned / Nof Mentioned

9. Referral for Specialist Services on MDT at CAFS: Mentioned / Not(MEnfibned

10. Referral to External Agency or Organisation: Mentioned / No@mued

11. Next Planned Appointment: Mentioned / Not Mentioned
\_~ e

12. Next Planned Telephone Call: Mentioned / Not Mentioned

9.2 Time Specificity for Appointment

. N

1. Appointment within 24 hours: Mentioned / Not @ed

2. Appointment by the end of the week: Mentioned / No@noned

N

3. Appointment the following week: ntioned / Not Mentioned
Z

If ¥hey have mentioned the exact value of time, please also record this number

N

9.3 Time Specificity for Telephone Call, whether from client to counsellor or
counsellor to client.

1. Telephone call within 24 hours: Mentioned / N@ed
2. Telephone call by the end of the week: Mentioned / N@e&l
3. Telephone call by the following week: Mentioned / entioned
If they have also mentioned the exact value of time, please also record this number

10. Other Risk Factors

. N
(1. Alcohol and/or Drug Abuse: ) entioned / Not Mentioned
. Bcernot ooales Iy rras s e < - —_—
3 2. Previous suicide attempts: Meéntioned / Not Mentioned
“. % Previous suicidal ideation: Mentioned / N entioned
S .4, Psychiatric history within the family: Me/ntioned / Not Mentioned

NI
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11. List any environmental stressors which may have triggered the suicidal behaviour:
(e.g., death, separation in family, trauma, abuse, argument, fight)

i . o

12. For those who have attempted prior to the acute assessment, please circle the

following for method use: M A gal\cexbk n
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:
Mentioned / N@ned
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CODER’S SHEET

1. Group

. X
Circle one: Attempter { Ideator
p

2. Age
|éL Yrs.
3. Gender

Circle one: Male Q Fémale )

4. Diagnosis

Circle one or more:Axis 2 / Axis @

Record diagnosis(es) made: T ° ”‘01\‘:3)’ WS&N& duoer . 5‘\5\’3 E’("’OA‘?
W B -l Qededondd Pem

5. Comorbidity
Circle one: Yes
6. Social Support

6.1 Emotional — Submeasure of Relationship Quality
L

wa T
(a) Negative Emotional Support /&1‘\5 c ™
Circle one: Mentioned / Not Mentioned
(b) Positive Emotional Support CPRPTR i
g 17

—
Circle one: @dx/ Not Mentioned

6.2 Negative Support Severity

Circle one: None Medium / High

6.3 Support Source

(a) Negative Emotional Support Source 7 dmbg wieed wigoh -

Circle one for friends: ot Mentioned
Circle one for family: @ioneﬂ ¥ 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

305

p———— —

Mentioned ¢ Not Mentioned ™

-

A— "—.ﬁ
Mentioned <_Not Mentioned

L. Meiined & Nol Muioird

N
. =0kt

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 = %’ﬁ' x?/‘é’

8.2 Risk-Level — Measure #2
Circle one: 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:

Mentionec@; Memioﬁk
Mentioned ('FI:)( Mentlon;d“ -
Mentioned / Not Mentionéd

—_——

Mentioned /ﬁot ME@

= ._-::‘\.?‘
Mentioned @ggﬂi"

Mentioned ¢ Not Mentioned ’
- bR
Mentioned A Not Mentione/d/’

?\ .
entxorw Not Mentioned

N
Mentioned /, '@ '



. . B _-?_-__H‘"
6. Time-Out Placement For a Few Days: Mentioned / ™ot Mentioned
7. Limiting of Method Availability: < Ment'iorle? / Not Mentioned
8. Medication: Mentioned M“@f
T
9. Referral for Specialist Services on MDT at CAFS: Mentioned «/ Not Mentioned
10. Referral to External Agency or Organisation: Mentioned k@fn_tig_r@m
11. Next Planned Appointment: < Mentione ned */ Not Mentioned
. " R O
12. Next Planned Telephone Call: Mentioned ( Not Mentioned

Please list any other disposition decisions made that are not included in the above list:

- &7
- B, %

9.2 Time Specificity for Appointment

1. Appointment within 24 hours: Mentioned !\Not_l;dm
2. Appointment by the end of the week: Mentioned @
3. Appointment the following week: (@entigTeé’ / Not Mentioned

If they have mentioned the exact value of time, please also record this number
N D

9.3 Time Specificity for Telephone Call, whether from client to counsellor or
counsellor to client.

e ———
1. Telephone call within 24 hours: Mentioned (" Not Mentiomred

2. Telephone call by the end of the week: Mentioned /cNot Mentiomned -

3. Telephone call by the following week: Mentioned / Not ! Me@ )

If they have also mentioned the exact value of time, please also record this number

Affe- .
10. Other Risk Factors ,
—-.___\ o pe——
1. Alcohol and/or Drug Abuse//ﬂ'x we C@ J>Not Mentioned

2. Previous suicide attempts: (_Mentioned / Not Mentioned

3. Previous suicidal ideation:

306
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4. Psychiatric history within the family: Q/I,entiogé—cr ¥ Not Mentioned

11. List any environmental stressors which may have triggered the suicidal behaviour:
(e.g., death, separation in family, trauma, abuse, argument, fight)

- Brel o of e oy
T T

12. For those who have attempted prior to the acute assessment, please circle the
following for method use:

1. Pills: Mentioned /.Not Mentoned

2. Knife: Mentioned /@Wmd\

3. Hanging: Mentioned /Not Menfioned:
4. Other: (please state) Mentioned /. Not Mentioned",

13. For those who have presented with suicidal ideation, please circle the following
for plan specificity:




" oY Capital
\ Coast
W\ Health

CHILD ADOLESCENT AND FAMILY

SERVICE ASSESSMENT

OPOKO KI TF URU HAUORA FE'_.{.T‘ reicus (ose St

Key for completion
CRISIS ASSESSMENT:

Complete all boxes indicated by ***

NON-URGENT ASSESSMENT:
Complete all boxes.

REFERRED !}Y g CLIENTINAME :  Place client label here
AR C /I)E T Surname Given
Permission to Contact? GP Names >
B/ INn” HC” J&r’l(_J
MHA or CJA? Yes[ i d ‘
If Yes specify section: D.0B. & 1 83 NHI m 740t 3
C15¢is)
1, ¥** WHO ATTENDED ASSESSOR(S) VENUE Clinician
Names and Roles Code
SESSION1 [ ¢= :
Date - _ - Debbe Smrn Puketve
(memer, Sisevand JQné) , )
Sl wWovker
Check box to indicate that purpose for collecting inforrnation and intended use has been discussed with client a
SESSION 2
i Jane A
&Jnne S'nl h ‘wWhet Vo
SESSION 3
Date i
Jane : -
Deope Smih | fiperyo .

2. PRESENTATION ***

Jone. seemeel  be well-giomed and apprcpralely dressed
316. Was V\)ea('nf) a ‘l‘ﬁ’\i(‘f vvith onée arm MC(:jt’a aga (esutt
of Qfecpitt Otempet,
She mantared nrtie e contact thougnowt Me (enews -
She sat hunehad over win her heed hang;nﬁ Adown and
Seemed L be € whhamc).
She. anSwered Stme butnotall Gueshons . Tt v A Fhoa 1+
T ascer+ean wh q Tere was sune vesistance..

3. MENTAL STATUS EXAMINATION (MSE) ***
Does client require a Mental Status Examination ?

[ﬁYes ] No

MSE completed and included (O

4. RISK ASSESSMENT ***

Does client have any moderate or serious risk factors ? g@es O Ne

If YES, a Risk Management Plan and an MSE must be completed.

CAFS Assessment
25/03/98

PAGE |

Continuation sheet used




309

5. PRESENTING PROBLEM -describe current situation ***

Inciude: Duration, Intensity, Frequency, Parent's/Client’s perception of problem

O ch\da“*j Jeane ety Cadt fier qum w1 (2o fem
agpencs shaipened. The Cod was ver., Y dec*pcmd leg U ed apeut
$ Shicnes Jcmc s dvied] et Nersell mo,uj +Hmes plgv.Ml

J
pcm.u\(cm\j cnine wost, June nas been suaeiclal £ me 7ag+
4 montns anal nac ad Nease” atotal of 44mes . e,

Couicl not feun apewt wng She (e it 1ne ied o clet Mesr,

“het SNe. saud t mede her le ¢l better, Janc cot nefscuﬁz
Nnike arel wes Seen i) PERT

Depresson- Jane saucdtheet she leels ver lonvia mad and
rascione Sc fome lost Ayeers. She said o/2iThe lostd washs
She has L’hﬂeuﬂ 1o (et | <ol ena da:lt( bosiS. She. JC‘(QSO)‘ith
o fan et and wares -3« nig- She sandthat sne tends
+: overzod non (Ceadwt cet) dan sne fetlsad.
@Sgkua[ Abue - Jane's meter ad hat Jane. ves Seavall
Qpusedd D«j her é—fnef -fﬂtSf‘lCé(ffl"rud over q fé(’wdup o
arcl nvoived mi@rm,wsc STy Saud CURS e nweive hc,

wes cheged andt ot o pnson. Ft hapreined whawuuw
b yecrscid.

CAFS Assessment
25/03/98

PAGE 2

Continuation sheet used
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6.RELEVANT BACKGROUND INFORMATION ***

CY'PS Involvement, exposure to trauma/abuse/violence, recent life changes.

CHPS wege inveived Tast j('(u’ when T 's I;ﬂ?lg( NESCRC e
ana gm e !0.1\/1. JUANE 1l Se L iy chusedd b il e
6 unh it et ﬂ(l arsotel Thepabus invoived Sexeal
nleecsuse. and “bu:h‘)’g- This vveis e MELGN V'?C_!CJ' =
“The Cuat hr”tﬁ

7. SELF-HARM ASSESSMENT - include alcohol & drug use ***

Suicidal ldeation - mggers, 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?

ftemors - cut Perse i€ last N aunnd & involved 8shenss. siena]
cut erse tE about U fimes previewsly. Jane s cleay in
e internewtinad she wWanied 1o de. andcld et wand o
We anyimole . Jane. (eforted Reling depressed slerne (ast
Q&Fa(g - Janes momer soucl The (.%g,. e -tgger wowid e
ne. awma she expenenud asa chad.
PLRT was involved and have beeninvoiyed ona

numbee of cccassions. e e

Jane. was drintinget the. -hm ,GS She said t Nunkzd
e pain. She dessnet U dwgs. Jane erds odinkonly
when Che cen Get aleshel (vnee amomhn).

Jane stwkolthat she ks abvut cyam Iciygung oncy
Requent oss:

CAFS Assessment
25/03/98 PAGE 3 Continuationsheet used D
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8. MENTAL HEALTH HISTORY ***

Diagnoses. past treatment, response to treatment, previous CAFs, or other Mental Health services.

d(am sod-pod Gh INEQEY -

PERT Invelved -t s PreviclOY fy ¢ e OSeSMENTS St hts
Deen seen (New qule 2y ES (ot ot qead ).

JC(,Y\JL AL (L\oc)(\u;ad At ﬂ“kéxlu CACPVASIcA. Sine eleitaail

J

9. CURRENT MEDICINES ***

Psychotropic and other medication, dose, compliance, response and efficacy.

(VAR

10. MEDICAL HISTORY

Previous ilinesses, past medications, allergies to medications, head injury, hospitalisations.

VAP

11. ALCOHOL AND/OR DRUG - current use and history **®®

scify substances, amounts and frequency.

Wit fnercls N wider “foﬂ@f dounk.

Danfis AATu onte Amoin T “Auti e @in®: Drnksad mres

12. CULTURAL ASSESSMENT AND NEEDS ***

interpreter used []

Include spirituality and religion.

NiA -

CAFS Assessment
25/03/98 PAGE 4

Continuation sheet used [
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13. RELEVANT INFORMATION FROM OTHER SOURCES - always identify source ***

eg. School, Specialist Education Services. Guidance and Leaming Unit.

b{’,iC&N (i wjuﬁ(ﬂg W FLUOqe Vel sine [ont \.T'Gr'. D{(% Lind in [.l"( FC\:-’\'[U‘LE

oL g last Lj-cc.u’.

14. LEGAL HISTORY

Custody Issues, Forensic, Police, Youth Justice contact,

MNerher nes Sale stnr}g‘. Famer C}Krg}/d wWith Scxvetlainuse
and cunvertty in pasen

| -S.  FAMILY/WHANAU

.ent’s place in famity/whanau structure, client’s perception of family relationships, genogram, check for family/whanau history of psychiatric illness,
drugs, alcohol/violence, scparations, physical, sexual or emotional abuse

yis dveed

=1

Sue Malk (inpisen)

FZ“

ane Mo Lizys | sser.

Jore ka\ti abuged A éﬂn@r oNes Sa,g]al eQis . Theabuse
inNoWw ed hetn interéourse and touchi n Pnsumwﬁf

*{‘ﬂéatus(, CLAPSOJE_H”IH St.LﬂJLy-r -he. \H'

Sie dnoreed M Math aiur Uyeacts oo N She heerd
opout —he. discicsufe by Iane Toa yecher

CUPS s cwwer\’rt3 .nkeW\@u,ir\% maa\/j as Sue S vawcned
Wiat PelNOFs SumemingMa hawe nappered +oher

Jone hos ver. 4 copfrictal e ichondhps vuma metler and

Sabhf(ﬁ.

CAFS Assessment
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DEVELOPMENTAL HISTORY

16. CONCEPTION / PREGNANCY / ADOPTION

DN N - W A IS clerlove g bve '14').#"(1 s Cutinaic e Roested
want perms .

17. INFANCY, EARLY CHILDHOOD

Include milestones, language, significant losses, separations
Lale ieviper (amu 12Ul ) put nsival wnm AN Citjcc:.()~
WMo travna e.dbue hrm G undy CI«jQCISuQr]e.

18. SCHOOL

Include academic performance, attendance changes, use of teacher aide, Specialist Education Service, Guidance and Leaming Unit. peer and teacher
relationships.

below Al (Ae. fr’meJriDn/ﬂﬂai’ schwol ved+ne last Year e
VeW e eickd tU exure o Carner Touma
Kirda 2-5 ne cl@cutheS. Inkermedicile (é-,a)q“) bé’ﬁcm
ham/yj pmbwm&’ ) hecame Wrthacawn andl hovu ¥dabiites
in Makag mends
nese prernis have pfrslclfdmfc aehege

19. INTERESTS, HOBBIES, SPORTS

Netixail -

CAFS Assessment
25/03/98 PAGE 6 Continuation sheet used
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20. FORMULATION AND SUMMARY *** —314

,’(:lr‘xg St mn g § iy ae o e S Acnd at NG (50
SeU ke, EAC e i G i i 1o 1 € [clcl T Livie Loy
SV (RN AT RORNRY iC i s Condd (8 e QU .

.//C(l)(: C((‘]Hi\ VR Q@ )iV MErHel Pt s (7“7‘“&.’L/‘4.'i
0] C{ll/:{-l(.ut i r fraNT fior L‘(jf.uﬂ I caus She sttt ibkin€S
e i cer 1o it /),’-,;;f,/c.,,,gnt{;

sanle ol jt(a,(m,;q e 'x-'@ﬂj- Wt Cre el e
he f oo |l-19 ok |

G 1ERT 7 poncldd v b br e s S and ycamine, fe rine

(& R -upsasiin e endes Tevesks
I G«)E’du((t‘htrl citeact 6m ff‘/lq’ 0wl aack :Iab/\ﬂ'f:ul/ :
ko I‘ch'n.(rmc Comsa € Cunct presait udicat an
. Nrrcige T Assess Iy end of week

21. PROVISIONAL DIAGNOSIS (only complete if accepting for treatment by the Mental Health Service) ***

Number Code Description
G 3 —_—C>
Axis I 3.5 p’ N
2t . 2 .. '3 . 7
Aq" 2% ‘(QCLL Wit I‘IC‘LJ g U(-P‘{e; v IV(_ .[)W(‘klf
|
Axis II
Axis I1II
Axis IV Vel 21 Abiuse ef aendd
Axis V Current GAF
or CGAS ‘

CAFS Assessment
25/03/98 PAGE 7 Continuation sheet used E]
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OUTCOME OF ASSESSMENT : ACCEPT OR DECLINE

22. ACCEPT FOR TREATMENT BY CAFs

RECOMMENDED INTERVENTIONS:

i. CRYT g/c}epfe’&sim
. &dkaade_ Ce r(fm‘rﬁﬁ st v ol

7

"3(:,. . ‘:'\L - (_,{ L e “)-c RN Ll N\_u‘ﬂh)‘.’.l 5\
¥ i
Resore Gove U ke, Car AN o,
¥ ‘ = .
S h(:“(' V] oy p}.\,r(zh«(?rh\c Crvidhl it .

L - =l\o el f\C']C, v 'R'\l [T 'LL() k’\_) Q}\(f b?: LL'LL! K.

23. [ ] DECLINE FOR TREATMENT BY CAFs ***

REASON:

Referred to Phone/fax/letter Date By Whom Designation

24. ASSESSMENT SIGN OFF- co-signed by Supervisor if required ***

Print Clinician Name Sign Designation: Date:
DCbb"— g"h TIN »SC‘C,:\C—’ Lunas'ce "

Print Supervisor Name

CAFS Assessment
25/03/98 PAGE 8 Continuation sheet used




6.

CODER’S SHEET

. Group

Circle one: @t\er / ldeator

Age
15 Yrs.

Get_lder
Circle one: Male / eﬁg
Diagnosis

Circle one or more: é?/l [ Axis2 / Axis 3 / Axis4

Record diagnosis(es) made: (77512

Moo

PP ol

Comorbidity
Circle one: (Yes ./ No

Social Support

6.1 Emotional — Submeasure of Relationship Quality

(a) Negative Emotional Support

Ty
Circle one: @ / Not Mentioned

(b) Positive Emotional Support

Circle one: Mentioned / Not<i<l

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:

\

‘: C LF\J

wotpl

6

‘.ul

~
entioned

/

."‘/‘-\
Mentioned / No@l/oned

@ed / 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
'

~—

Vi

Mentioned / Not(Menﬁoned
=
Mentioned / Not\Mgnioned

. =)
Mentioned / Not,Mentlgned

Record actual number (if mentioned in report) = NN

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. CodingFor Risk-Level
8.1 Risk-Level — Measure #1 CGAS
CGAS Score = 24
8.2 Risk-Level — Measure #2
Circle one: Low / 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 / Not @ed
Mentioned / No@’e,ngt?ned
g

Mentioned / No@ned
—
Mentioned / No@ned

Mentioned / N@mioned

Mentioned / Nof @ned

@d / Not Mentioned

Méntioned, / Not Mentioned
S

i
Mentioned / No Mfemed

—/

317



6. Time-Out Placement For a Few Days: Mentioned / Noi Mentig:ied
7. Limiting of Method Availability: Me@ned / Not Mentioned
8. Medication: Mentioned / Not @ntioned

9. Referral for Specialist Services on MDT at CAFS: M ntionl:d / Not Mentioned

- TN
10. Referral to External Agency or Organisation: Mentioned / No@emioned
—
11. Next Planned Appointment: ntioned / Not Mentioned
12. Next Planned Telephone Call: Mentioned / N h,/léitioned

9.2 Time Specificity for Appointment

1. Appointment within 24 hours: Mentioned / No(hﬁm/ti‘oned
2. Appointment by the end of the week: @n‘cd / Not Mentioned
3. Appointment the following week: Mentioned / 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 / Not @ned
2. Telephone call by the end of the week: Mentioned / Not @éﬁtioned
3. Telephone call by the following week: Mentioned / Not @9ned

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: (Vs Méntioned / Not Mentioned
2. Previous suicide attempts: N@oﬁed / Not Mentioned
=~
3. Previous suicidal ideation: M¢ntioned / Not Mentioned

4. Psychiatric history within the family: Mentioned / b@ioned

318



11. List any environmental stressors which may have triggered the suicidal behaviour:

(e.g., death, separation in family, trauma, abuse, argument, fight)

toauwmlabuse.

12. For those who have attempted prior to the acute assessment, please circle the
following for method use:

1. Pills: Mentioned / Not b@qned
2. Knife: M@/cd / Not Mentioned
3. Hanging Mentioned / Not .e\"oned
4. Other: (please state) Mentioned / No&’Me;thioned

13. For those who have presented with suicidal ideation, please circle the following
for plan specificity: A

Mentioned / Not Mentioned

319
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CODER'’S SHEET

1. Group

Circle one: Qﬁe/mpE/ Ideator

2. Age
1S Yrs.
3. Gender

Circle one; Male @

4. Diagnosis
Circle one or mor@/ Axis 2 / Axis 3 /(Axi
Record diagnosis(es) made), PTSD p\-:.\me ﬁ!\avp/ De?vvs;t Psora,
ﬂ .K\CJV\C?( ,-}L C»L\A\Q,

5. Comorbidity
Circle onerYes)/ No
6. Social Support
6.1 Emotional ~ Submeasure of Relationship Quality
(a) Negative Emotional Support

Circle one: @ / Not Mentioned

(b) Positive Emotional Support

Nol Mentioned
b<l Ao =

Circle one:

6.2 Negative Support Severity

Circle one: None / Low @

N
6.3 Support Source

(a) Negative Emotional Support Source

——

Circle one for friends: Mentioned (N@ Menfiﬁd

Circle one for family: @ Not Mentioned

W -
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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 /\NQLM_gthﬁio_nyed' '
Mentioned ANot Mentioned -
Mentioned /Not Mentioned

Mentioned { Not Mentioned »

Record actual number (if mentioned in report) = %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=_40)

8.2 Risk-Level — Measure #2

Circle one: Low @@

9. Safety Recommendations

9.1 Decisions

1.

2.

Hospitalisation:
CYPFS:
Respite Care:
Provision of Emergency Phone Numbers:

Time-Out Placement For a Night:

—_

Mentioned / Not Mentioned
Mentioned / Not Mentioned

/ Not Mentioned ‘\

Mentioned / Not Mentioned \

]

Mentioned

—_—

Mentioned /Not Mentioned

Mentioned {INot Mentio

Mentioned
L/ . N
@ / Not Mentioned
. AT
Mentioned / w
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6. Time-Out Placement For a Few Days: Mentioned / \&Qt\ M-entii:iﬁled'

7. Limiting of Method Availability: Mentioned>/ Not Mentioned

8. Medication: Mentioned /-Not Mentiened
\"‘-‘-——_.——

9. Referral for Specialist Services on MDT at CAF $\Mejliw;/n— ed~/ Not Mentioned

10. Referral to External Agency or Organisation: Mentioned / Vot Mentioned
11. Next Planned Appointment: «Mentioned. / Not Mentioned
12. Next Planned Telephone Call: Mentioned / Mot 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 /<Not Mentioned
2. Appointment by the end of the week: mNot Mentioned

3. Appointment the following week: 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. NA
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: _;sst - Mentioned / Not Mentioned
2. Previous suicide attempts: @E‘f Not Mentioned
——

3. Previous suicidal ideation: Mentigned—! Not Mentioned
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4. Psychiatric history within the family: Mentioned_Lﬁ:Qi__Mréh;jib‘néd

11. List any environmental stressors which may have triggered the suicidal behaviour:
(e.g., death, separation in family, trauma, abuse, argument, fight)
S':'Au.-»\

o ‘\‘A.Dﬁo-‘_ L_w\. l\-}i_ (: '(/-]

12. For those who have attempted prior to the acute assessment, please circle the
following for method use:

1. Pills: Mentioned / ™ot Mentioned
2. Knife: Mentioned / Not Mentioned
3. Hanging: Mentioned / Not Mentioned:
4. Other: (please state) Mentioned [ .Ilk_’t Mentioned

13. For those who have presented with suicidal ideation, please circle the following
for plan specificity: ﬂﬁ

Mentioned / Not Mentioned



Capital
Coast
Heal h

\

CHILD ADOLESCENT AND FAMILY
SERVICE ASSESSMENT

324

* kK

Key for completion
CRISIS ASSESSMENT:
Complete all boxes indicated by

NON-URGENT ASSESSMENT:

If Yes specify section:

DOB. ? (, 33

3
OPOKO KI TE URUHAUORA }e 5=} ry W ([ 3Ce S=h {dd_ . Complete all boxes.
REFERRED BY : | CLIENTNAME':  Placcclient label here
Se” (= e\ Surname Given
Permission to Contact? GP 4 L Names 3
= Campreu Acctee
MHA or CJA? Yes[ ] No[]

NHI TSR GGS 3

ke ey :;_rg‘cuc Study (S )
IR O ATTENDED/ ASSESSOR(S) VENUE Clinician
Names and Roles Code
SESSION1 |[— . \ . ;
Date Famin %c s |Dl’] - ﬁ'ﬁﬂo‘- £ pM‘\/O
- An (1S 'fs)
rock (decy), Arees &y
Qi ingis)
Check box to indicate that purpose for collecting information and intended use has been discussed with client ]
SESSION 2
L te . R
et (det) Depone Auetve
SESSION 3
Date [ .
Andiewc - A lua| 2 &J‘ﬂw‘.\/o

2. PRESENTATION ***

CAVAMS Younce s

Acde presen led a8 an wnrappy and nrndaun Yoy
bey ., He sedt in nis char noentunng ee Cenict tniougnout
e indemew) . e answcered all Gueshons C\ppropf«'alclt]

and Scewwed T eneeac weil Wi e Terapist-.

“( wWes Aressed app(oP.’\C(_lC’tj ‘@/ e neatrer aralhe

3. MENTAL STATUS EXAMINATION (MSE) ***
Does client require a Mental Status Examination ?

Q‘{es ) No

MSE completed and included [7]

4. RISK ASSESSMENT ***

Does client have any moderate or serious risk factors ? (J Yes

3 No

If YES, a Risk Management Plan and an MSE must be completed.

CAFS Assessment
25/03/98

PAGE1

Continuation sheet used D
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5. PRESENTING PROBLEM -describe current situation ***

Include: Duranon, intensity, Frequency, Parent’s/Clicnt’s perception of probiem

- f"\r(:‘\"la; QS (‘c‘ﬁ.:‘.’ed \fﬁ Nis leluj' ang e e
tor fcoceras cded bus Plevncdl i kanpt and e VLG
C/)C A 9 ek i 2% 5 s N o
G prlesend Stessnal event (2 cj- At C-(al(mnd i
QA Car © Cciden-ﬂ. Analr eLJ's el Nl A),LQC* S
piems and. ancte. ma\férwﬁ felerenc: 4 wanhig tucl e
and ey ceateuned Some NOFS (€ Spaenbc plam ajaer
heeo Andreww cocaad Yrum him=e|F

@Smc;«da\ﬁj' Arclrews plem@‘,&lj Nad atlempled Scdcicle
by ““:J"”SJ" Jp off Clb(;otjc, s e cds heed stieined
nim ar e tme and e CUOS CASSeSSed e oue Serner Hoanewel
W M Nt went CeunsSening e e j’wmc’. arcle e
was closd Angiew s anry that WS memer hod found
HNe. nokesieS 05 he saud Tneu were p\ak .
@Ctrid—\- Andied Said—tat ne Stul mises s bst fhe nd
ot clied in o car accident abadt YUmeonttns Ao, Thig
Fﬁex\c\sh\\o Pas exiskdfince Ardlece S &{C’Q& Sicdvnh|
pPresent. Prdlewy scud everine s g Vvunt 1o e

on but heisnut fedy to ¢t -
‘@ Famn y Relcchonsnes - Ardlieco dors not seennte hace
Clese lahorsngs winhe Gy - e Stdea tat ne
an\s wr hisdod and broters | but not Somuch o
witn  hisoneme . The. confiict SeeviSte Ceinede wm
e e O Micbest fend dhed @ & cor occdent -

CAFS Assessment
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6.RELEVANT BACKGROUND INFORMATION ***

CYP'S Involvement, exposure 1o trauma/abuse/vioience, recent life changes.

Ne cues (NCy Ay Explsuic Lo davne | e

Exusure o Gpef whea est fend dued Teg cany
A car Gleiddent abcat U neving et

7.SELF-HARM ASSESSMENT - include alcohol & drug use ***
Suicidal Ideation - nggers, 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?

Metner fouad <uicide ndks (s tn (com. Neks e
Specihie plans aboud baim (e hangogg | Rrenaus otempt
Sonths S when Ardecd ‘e 1o Mmp o G brog -
Andiocs oss bod Hogds of dyng snw nis kest fend

Ailod N el (qr ocescunt '\”C%Q»U‘T S wdere cowdve df
e gese st Ardpecs Aoed st 06 te WG

Prdrewd des rt eom 1o Nawe aiy nipe fufine
Hctue .

CAFS Assessment
25/03/98

PAGE3 Continuation sheet used
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8. MENTAL HEALTH HISTORY ***

Diagnoses. past treatment, response to treatment, previous CAFs, or other Mental Health senvices.

Dregpec] ok o CAES SCree w1 e (st

9. CURRENT MEDICINES ***

Psychotropic and other medication, dose, comphance, response and efficacy.

(NA

10. MEDICAL HISTORY

DO“’\"-’\S MO v Tonoe herz

Previous il past medications, allergies to medications, headinjury, hospitalisations.

| 11. ALCOHOL AND/OR DRUG - current use and history ***

cify substances, amounts and frequency.

he adl Soke f\/‘gwijwam :

Onnks evcossive "“’1 oot o a(.ﬂ o ((L"-Hﬂ S. O:ccsg—\ml!j

12. CULTURAL ASSESSMENT AND NEEDS ***

interpreter used []]

Include spintuality and religion.

NIA.

CAFS Assessment
25/03/98 PAGE 4

Continuation sheet used
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13. RELEVANT INFORMATION FROM OTHER SOURCES - always identify source ***

eg. School, Specialist Education Services, Guidance and Leaming Unit.

Ancicee » “chee = fevvance ves clic ppedd Lo w by
(vscad tU e aoves C\E WV MGG e dowe aole s ¢ “)C) oV et lng

| Qe ear He (= culec i-\»\,t_ng)tr\‘g“ sched .

14. LEGAL HISTORY

Custody Issues, Forensic, Police, Youth Justice contact.

NIA-

15. FAMILY/WHANAU

Client’s place in famuly/whanau structure. client's perception of famuly relationships, genogram, check for family/whanau history of psychiatric illness,
drugs, alcohol/violence, separations, physical, sexual or emotional abuse

bemralrc' {;1 Lylis

4@@1\30%5 Pob( Wyis )
AndRig Sces e metther regular i - the Mter fsvad)
WL Shwcicke ntks hen he WS Sy v vt e

Ancirers descinVzd bumseLE GS G lu@ags in aonfhet uatm
his Rrtner arol biche . “Tiis WS beon ncsle. neNedkHe gng
dre deatn of hic estfnerd.

tnct. sweie o Ainical dg,pregg/ion aralis on

dn*»’depfe.&»samr peclicedbon Gt ¢ voment . s eong ¢
Coineciler cd [2adec touse. Thete <& no ke CreN

PoiCAC. Wi WL e danaly

C.AFS Assessment
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DEVELOPMENTAL HISTORY

16. CONCEPTION / PREGNANCY / ADOPTION

17. INFANCY, EARLY CHILDHOOD

Include milestones, language, significant losses, separations

18. SCHOOL

Include academic performance, attendance changes, use of teacher aide, Specialist Education Service, Guidance and Learming Unit, peer and teacher
relationships.

19. INTERESTS, HOBBIES, SPORTS

CAFS Assessment
25/03'98 PAGE 6 Continuation sheet used
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20. FORMULATION AND SUMMARY ***

tackow s e L e sw giﬁﬂg o CLOCSSEN Lbdeh
Hlebrl e freavent ot Gf WS best feral. adedd miswcs
Mo st mend and s cf e pmticd Tred (g s buanseed
he @a be witn nis best frend “uever. ArdivC res NG <e NS
30 e Pctere and Leels e ssuwect = Get leeTer taj
CUA Yy LI crcund v ‘

Ardicws Cowdd ﬂuafanﬂ s Y@“-\f ard sl +es
WS¢ o s (j’,ief = IVAS

21. PROVISIONAL DIAGNOSIS (only complete if accepting for treatment by the Mental Health Service) ***

Number Code Description
Axis I
Axis IT
Axis IIT
Axis IV Eeracement) Qunef

Axis V Current GAF
or CGAS

CAFS Assessment
25/03/98 PAGE 7 Continuation sheet used
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OUTCOME OF ASSESSMENT : ACCEPT OR DECLINE

22, " ACCEPT FORTREATMENT BY CAFs

RECOMMENDED INTERVENTIONS:
I Il weg K\j C(-r’)}wc-,”“f-hu.[, "t lZL\\/ AL el Ic. Sr\(*f
G.umsclurg
L. pr'\i."a;\\\\;,\'l cc el Aunkels
l\cj(& nJr ‘h’ HML - ot QJ _’W\té Nec e nd oarinhig

23. [ ] DECLINE FORTREATMENT BY CAFs ***

REASON:

Referred to Phone/fax/letter Date By Whom Designation

24. ASSESSMENT SIGN OFF- co-signed by Supervisor if required ***

Print Clinician Name Sign Designation: Date:

Debbie.  Saatin. Siigl wWsio |6 Ak

Prnt Supenvisor Name

CAFS Assessment
25/0398 PAGE 8 Continuation sheet used



CODER’S SHEET
1. Group ’
Circle one: Attempter / @r
2. Age |
15 Yrs
3. Gender

Circle one: l@/ Female

4. Diagnosis

——

Circle one or more: Axis 1 / Axis2 / Axis 3 / Axis 4’

. . ~ ;
Record diagnosis(es) made: |\ o cnept

S. Comorbidity
—
Circle one: Yes / @
6. Social Support

6.1 Emotional — Submeasure of Relationship Quality

(a) Negative Emotional Support

Circle one: M tibned / Not Mentioned
(b) Positive Emotional Support
. . T
Circle one: Mentioned / Not(Menthned
6.2 Negative Support Severity
Circle one: None /@/ Medium / High
6.3 Support Source
(a) Negative Emotional Support Source
N
Circle one for friends: Mentioned / Not{Mentioned
i

p—

b
Circle one for family: Megntioned / Not Mentioned

332



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

YT,
Mentioned / No; Mentioned
. -

~——

T "

/
Mentioned / No%en/tigned

Mentioned / Not@enticfmed

Mentioned / NorkMentioﬁ, ed
N

Record actual number (if mentioned in report) = N\

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=_ 5O

8.2 Risk-Level — Measure #2
Circle one: Low / N@n / 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 / Not Mentioned

Mentioned / Not_fMenii‘oned

Mentioned / No! '_e‘r;thibned

Mentioned / Not @ned

Mentioned / Not Mentioned

Mentioned / Not @ed

Mentioned / Not@ned

M md / Not Mentioned

Mentioned / Not @ncd
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6. Time-Out Placement For a Few Days: M\e;tioned / Not Mentioned

7. Limiting of Method Availability: Mentioned / Not Mentioned
N— -

8. Medication: Mentioned / No@entioned

9. Referral for Specialist Services on MDT at CAFS: Mentioned / Not Meﬁtioned

—_—

rd
10. Referral to External Agency or Organisation: Mentioned / No{ Mentioned
i l““‘-__.-l/ I
11. Next Planned Appointment: N{:mioned / Not Mentioned
\“.‘-"‘/ -
12. Next Planned Telephone Call: Mentioned / Not Mentioned
/

9.2 Time Specificity for Appointment

1. Appointment within 24 hours: Meéntioned / Not

2. Appointment by the end of the week: Mentioned / Not

3. Appointment the following week: Mﬂioned / Not Mentioned
A

[f 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 / Not@ed

2. Telephone call by the end of the week: Mentioned / Not l\’ftﬁﬁfned
/!

3. Telephone call by the following week: Mentioned / NotMentiomg

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: /M. Sw < tioned / Not Mentioned

2. Previous suicide attempts: entioned / Not Mentioned

entionéd / No@wned

4. Psychiatric history within the family: W}! Not Mentioned

3. Previous suicidal ideation:
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11. List any environmental stressors which may have triggered the suicidal behaviour:
(e.g., death, separation in family, trauma, abuse, argument, fight)

Cca b e e ncd

12. For those who have attempted prior to the acute assessment, please circle the N+
following for method use:

1. Pills: Mentioned / Nef Mentioned
2. Knife: Mentioned / No@ipned
~,

3. Hanging: Mentioned / Not

4. Other: (please state) ks . Mentioned / Not

13. For those who have presented with suicidal ideation, please circle the following
for plan specificity:

M@ed / Not Mentloned



#07

e

CODER’S SHEET

1. Group
Circle one: Attempter @
> jgi_ Yrs.
3. Gender
Circle o-@ Female
4. Diagnosis

Circle one or more: Axis 1 / Axis2 / Axis3 / @

Record diagnosis(es) made: N &(’J’wa\fl'z'”_ﬂ/és / é:h&(

5. Comorbidity

Circle one: Yes

6. Social Support

6.1 Emotional — Submeasure of Relationship Quality

WAL

(a) Negative Emotional Support . b € ¢

Circle one: / Not Mentioned

(b) Positive Emotional Support

Circle one: Mentioned No_t_lt/[_eriigg_;c_d_,.)

6.2 Negative Support Severity

Circle on Medium / High
6.3 Support Source
(a) Negative Emotional Support Source

Circle one for friends: Mentioned Qot M_g_n_t_iz)_igd

Circle one for family: @ot Mentioned
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Circle one for community:

(b) Positive Emotional Support Source

7.

Circle one for friends:
Circle one for family:
Circle one for community:

Quantity of Support

7.1 Number of Support Network Resources

8.

Mentioned /‘th Mentioned i

i
Mentioned (_Not Mentioned:

)/? N Mentioned\L}{qt @n_tigng\d)

Mentioned /-Not Mentioned

Record actual number (if mentioned in report) = N4

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:

Coding For Risk-Level

8.1 Risk-Level — Measure #1 CGAS

CGAS Score= S5.

8.2 Risk-Level — Measure #2

9.

Circle one: Low ‘;'H /

Safety Recommendations

9.1 Decisions

1.

Hospitalisation:

CYPFS:

Respite Care:

Provision of Emergency Phone Numbers:

Time-Out Placement For a Night:

—

Mentioned / Not Mentione\d\\
Mentioned / Not Mentioned

Mentioned \/ Not Mentioned

Mentioned W

_ =~
Mentioned Sot Mentionéd

Mentioned @
. — L -
Mentioned ¢ Not Mentioned

@M Not Mentioned

Mentioned.# Not Mentioried
\_/
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6. Time-Out Placement For a Few Days: Mzan,ﬁ:—ﬁed / Not Mentioned

7. Limiting of Method Availability: Mentioned /Nt Mentioned®
. e

8. Medication: Mentioned /M{egggn_ed

9. Referral for Specialist Services on MDT at CAFS: Mentioned f@@

10. Referral to External Agency or Organisation: Mentioned Med

11. NextPlanned Appointment: - Mentionéd / Not Mentioned
Jaentiones

12. Next Planned Telephone Call: Mentioned / (ﬁqt 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 7 Not Mentjoned
2. Appointment by the end of the week: Mentioned / Xot Mentioned >

. . — T = i
3. Appointment the following week: QW /)@,

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 / 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: av—e. ’ @@b/ Not Mentioned

. ) .
2. Previous suicide attempts: @EA / Not Mentioned -

3. Previous suicidal ideation: < ﬁention / Not Mentioned
_*
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4. Psychiatric history within the family: \Mgnnoned/ Not Mentioned

11. List any environmental stressors which may have triggered the suicidal behaviour:

(e.g., death, separation in family, trauma, abuse, argument, fight)

> Dol A Beok Ceach

12. For those who have attempted prior to the acute assessment, please circle the

l.

following for method use:

Pills: Mentioned /Not Mentioned

2. Knife: Mentioned /@m
3. Hanging: Mentioned ¢ Not Mentioned

4. Other: (please state) ﬁmmq:?a&%tér’& / Not'Ment_i(\)@d

13. For those who have presented with suicidal ideation, please circle the following

for plan specificity:

( Mentioned>/ Not Mentioned
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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. Markis 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 ovemight 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

e low levels of negative support

e (low risk of suicide]

Please answer the following questions:

o 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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e 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:

e Choose the types of safety actions 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:

e List the top three reasons for choices of safety action(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?



342

2. Kateis a 15 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.

e 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 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
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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:

e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

3. Janeis 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.

e high levels of negative support

e [high risk candidate according to risk definition]
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Please answer the following questions:

o Rate the risk-level according to the definitions provided (low, medium, high).

o Name the top 3 reasons for choice of risk-level.

e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?

o 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

o 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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e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

4. Melanieisa 15 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 well) 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.

e low levels of negative support with presence of some positive support (talking to)

e [low risk for suicide]

Please answer the following questions:

e Rate the risk-level according to the definitions provided (low, medium, high).

e Name the top 3 reasons for choice of risk-level.

e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?

e 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

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:

e List the top three reasons for choices of safety recommendation(s).

e How did you get toreach that decision (list the steps you took when making that

cognitive choice)?

5. Robisa 14 year old NZ European who lives with his mother and step-father. Poor
family relations and constant bickering/argumnents 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.

e medium levels of negative support with presence of some positive support
(talking to)

e [moderate risk of suicide]

Please answer the following questions:
e Rate the risk-level according to the definitions provided (low, medium, high).
e Name the top 3 reasons for choice of risk-level.
e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?
e 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
e Choose the types of safety recommendations you would make for this case study
by ticking the appropriate boxes.
Hospitalisation
CYPFS

Respite Care
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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:

e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

6. Cheryl is a 16 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 herself .
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
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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.

e 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? Ratingon 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
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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:

e List the top three reasons for choices of safety recommendation(s).
e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

7. Allanis a 13 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
howme 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.
Concemns from his family were that he was depressed and rapidly becoming more

withdrawn.

e medium levels of negative support

e [low risk of suicide]
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Please answer the following questions:

e Rate the risk-level according to the deﬁﬁitions provided (low, medium, high).

e Name the top 3 reasons for choice of risk-level.

e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?

e How helpful did you find it having the definitions provided for risk? Ratingon a 7
point scale, with 1 being least helpful and 7 being very helpful

e 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)?

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 (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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e 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:

e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

9. Dawn is a 13 year old female living with her father. A disagreement occurred
about her not getting pocket money as she had not done the chores. Dawn planned

a detailed way of hanging herself, but got caught tying the noose. Her father
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intervened and stopped her. Possible diagnoses include parent-child relational
problem; some borderline personality features; and presence of depressive

symptomatology.

low levels of negative support

[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.
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
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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:

e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

10. Donna is a 14 year old NZ European who lives 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.

e high levels of negative support

e [moderate risk]

Please answer the following questions:

e Rate the risk-level according to the definitions provided (low, medium, high).

e Name the top 3 reasons for choice of risk-level.
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e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?

e 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

e 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:

e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?
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11. Trevoris 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.

e Low levels of negative support

e [high risk of suicide]

Please answer the following questions:
e Rate the risk-level according to the definitions provided (low, medium, high).
e Name the top 3 reasons for choice of risk-level.
e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?
e 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
e 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

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:

Provision of Emergency Appointments
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e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

12. Julie is a 17 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.

e medium levels of negative support

o [high risk of suicide]
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Please answer the following questions:

e Rate the risk-level according to the definitions provided (low, medium, high).

e Name the top 3 reasons for choice of risk-level.

e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?

e 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

e 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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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)?

Chris is a 15 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 of low mood
over the last several months. He had no specific plans to self hartn. He is an

average student. Chris appears to show signs of anxiety/depression as a result of

the above incidents.

medium levels of negative support

[low risk of suicide]

Please answer the following questions:

L

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? Ratingon 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.
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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:

e List the top three reasons for choices of safety recommendation(s).
o How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

14. Nina is a 13 year old female living with her father and younger brother (12
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 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 ona 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 ticlaing the appropriate boxes.

Hospitalisation

CYPFS

Respite Care

Time-Out (regardless of time period)

Medication

Limiting of Method Availability

Provision of Emergency Appointments
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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)?

David is a 16 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
of paracetomal 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
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manipulative and reactive in this way. Some concerns about conduct and sibling

rivalry.

e low levels of negative support with positive support (talking to)

e [medium risk of suicide]

Please answer the following questions:
e Rate the risk-level according to the definitions provided (low, medium, high).
e Name the top 3 reasons for choice of risk-level.
e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?
e How helpful did you find it having the definitions provided for risk? Ratingona 7
point scale, with 1 being least helpful and 7 being very helpful
e 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
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Telephone call with 24 hours
Telephone call by end of week
Telephone call following week
Liasion with G.P.

Liasion with school

Others:

e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

16. Joanna is a 16 year old female girl who lives with her mother. She has no contact
with her father. She does not get along with her mother and often their arguments
tum into abusive situations. Joanna was also sexually abused by her father and
blames her mother for not protecting her. 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 of living and had no hope for the future.

e high level of negative support and positive support (talleng to)

e [medium risk of suicide]

Please answer the following questions:
e Rate the risk-level according to the definitions provided (low, medium, high).

e Name the top 3 reasons far choice of risk-level.
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e How did you get to reach that decision (list the steps you took when making the
cognitive choice of low, medium or high)?

e How helpful did you find it having the definitions provided for risk? Ratingon a 7
point scale, with 1 being least helpful and 7 being very helpful

e Choose the types of safety recommendations you would make for this case study
by ticking the appropriate boxes.

Hospitalisation

CYPFS

Respite Care

Time-Qut (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:

e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?
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17. Carl is a 14 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. This consequence meant he would not go
on a date he had arranged with his girlfriend. Carl consequently took 25 panadol

with alcohol.

o low 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 (low, medium, high).
Name the top 3 reasons for choice of risk-level.
How did you get toreach 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
peint 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
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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:

e List the top three reasons for choices of safety recommendation(s).

e How did you get to reach that decision (list the steps you took when making that

cognitive choice)?

18. Jane is a 15 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 of acquantainces 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
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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)?

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,

3.3.3,3.3.5,33.6and 4.3.
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Appendix D
Consent and Information Sheets for Vignette Study

Social Support, Risk-Level and
Safety Recommendations in Youth Suicide

Deborah Smith
PO Box 50 047
Puketiro Centre
Porirua Hospital
Porirua

(04) 2375 222

SOCIAL SUPPORT AND SUICIDE STUDY
CLINICIAN CONSENT FORM

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 concems about the study, you may contact: The
Wellington Ethics Committee, Wellington Hospital 3855999 ext. 5185. 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

Deborah Smith
PO Box 50 047
Puketiro Centre
Porirua Hospital
Porirua

(04)237 5222

SOCIAL SUPPORT, RISK-LEVEL AND SAFETY RECOMMENDATIONS IN
YOUTH SUICIDE

INFORMATION SHEET FOR CLINICIANS

Who am 1?

My name is Debbie Smith and [ am completing a Doctorate in Social Work. [ 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 Trlin 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. [ 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 18 vignettes.

What are the 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 tothe 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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Social Support and Suicide

Deborah Smith
Puketiro Centre
PO Box 50 047
Porirua Hospital
Porirua

(04) 2375 222

4. Helping to identify the factors which assessing clinicians think are important in
determining 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 will 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?

e You have the right to decline to take part or to refuse to answer any particular
questions

e Youmay withdraw from the study at any time

e You also have the right to ask any questions about the study at any time during
participation

e You will be invited to provide information on the understanding that your name
will not be used unless you give permission to the researcher

e You will also be given a summary of the results of the study when it is concluded

When will I be told of the 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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Social Support and Suicide

Deborah Smith
Puketiro Centre
PO Box 50 047
Porirua Hospital
Porirua

(04) 2375 222

This study has received ethical approval from the Wellington and Massey University
Ethics Committee.

If you have any queries or concems 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 Trlin,
School of Social Policy and Social Work, Massey University, Private Bag 11 222
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. [t
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 non-existent (see e.g., Pierce et al., 1996;

Thompson, 1995; Vaux, 1988).

(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:

e people who abuse the young person (physical, emotional, sexual); which also

includes bullying
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e people who the young person finds difficult to trust

e people who communicate with the young person in a dysfunctional way (e.g.
fights, conflicts)

e people who will not listen to the young person’s problems or difficulties

e people who cannot be relied on for help

e 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 (see e.g, Beautrais, Joyce & Mulder, 1996; Campbell, Milling Laughlin
& Bush, 1993; Hollis, 1996; Kosky, Silburn & Zubrick, 1990; Sarason, Basham &

Sarason, 1983; Vaux, 1987)

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 With/Without 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, 1997; 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 low 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 low, medium or high
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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 Jobes,
1991; Patterson et al., 1983; Kral and Sakinofsky, 1994; Sommers-Flanagan and

Sommers-Flanagan, 1995).

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 “lyingon 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 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-harm (attempted), then it would be seen as
moderately lethal (e.g., superficial cutting, some pills taken). A score of 2 will be

made for any patient with a risk rating of mediurn.
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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 of 3 will be given to any patient with a high risk

rating.

4. Safety Interventions
[f 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)

e Hospitalisation — patient admitted to or granting continuance on an inpatient ward
for further monitoring following acute assessment

e CYPEFS - Referral to Children, Young Person’s and Their Families Service

e Respite Care — nursing care arranged by CAFS for the child and their family
overnight.

e 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.

e Time-Out Placement for Several Days — same as above except length of stay
spans over a number of days rather than a night.

e Medication as prescribed by the psychiatrist at CAFS

e Limiting of Method Availability — instruction given by the clinician to the parents

or caregivers about eliminating means of self-harm 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, intemal 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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NATIONAL APPLICATION FORM FOR ETHICAL
APPROVAL OF A RESEARCH PROJECT

-9

PART I : BASIC INFORMATION

1. Type of proposal Protocol number and date
recetved (for office use only)
Health information | X
Health / disability research
~ Other (please explain)
2. Has the approval of any other body been sought? | X | Yes [ | No
If yes, from whom? [ Massey University Human Ethics Committee (see over) |

3, Full project title

The Impact of Social Support on Risk-Level Decisions and Safety-Oriented Recommendations Following
Acute Assessment of Suicidal Youth

. -Short project title (lay title)

The Role of Social Support in the Assessment of Suicidal Adolescents

7. Address of lead Principal Investigator

5. Lead Pnncipai Investigator’s name and position

| Deborah Smith PhD Student, Massey University and Social Worker with CAFS, Porirua Hosgna]

6. Lead Principal Investigator’s iwi and hapu (if relevant)

Unit 1 Work ph | (04) 237 5222 or (04) 801 2960
62 Simla Cres. Home ph | (04) 479 9381

Khandallah Fax (04) 237 9273

Wellmgton E-mail debbiesm(@)xtra co.nz

8. Lead investigator’s qualifications

PhD Student Massey University (1997 to present)

Social Worker with Capital Coast Health, CAFS Unit, Porirua Hospital (1994 to present)

Master of Social Work from University of Toronto (1994), Toronto, Ontario, Canada

Bachelor of Arts, Honours in Psychology (1992) from Queen’s University, Kingston, Ontario, Canada

9. Co-invés(igatoi's' name(s) and position(s)

A
B
C — —
D
10. :Address of co-investigator A
_ Work ph

Home ph

Fax

E-mail
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11. Address of co-investigator B

12. Address of co-investigator C

13. Address of co-investigator D

14. Where this iss upervised work

| work ph

| Work ph

Home ph

Fax

E-mail

Work ph

Home ph

Fax

Home ph

Fax

E-mail

14.1 Supervisor’s name Dr. Ruth Anderson

Massey

"~ Position Academic Director, College of Humanities and Social Sciences,

' Day timephone number [ (06) 356 9099

14 2 Signature of supervisor (where relevant)

g ‘Declaration: I take responsibility for all
ethical aspects of the project

' 'ewed thls project and attanh the:r repon(s)

_15. List any other Ethics Committees which have | Massey University Human Ethics Committee

16. _wnsh'the protocol to be heard ina closed meetmg
_ (Ifyes the reason should be given i in a covering letter)
17.1 requat a fast track proeedure

Cve 1w
Cve E

18. Proposed starting date (dd/mm/yy) 01 -04-1999

19. Proposed finishing date (dd/mm/yy) 01-10-1999

20. Duration of project (mm/yy) | Approx. 6

months

21; Proposed_ﬁnal report date (mmfyy] 01-11-1999
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EA 03/98
PART Il : PROJECT SUMMARY
1. Multicentre proposals
1.1 Yes No
1.1.1 Is this a multicentre study? (if no, go to question 2) X
1.1.2 Is this application being lodged to the primary ethics committee? | X
1.1.3 Has the protocol been reviewed by any other ethics committees X
in New Zealand? (If yes, attach copies of relevant correspondence)
1.1.4 What is the main organising centre for Massey University
the study? Private Bag 11 222
Palmerston North
1.1.5  List the other centres invdlved, and the Child, Adolescent and Family Service
- Principal Investigator for each centre 21 Hania St.
Wellington
Child, Adolescent and Family Service
PO Box 50 047
Porirua
Principal Investigator: Debbie Smith
1.1.6 If the study is based overseas, what
- other countries are involved?
y 2 Sclenhf'c Asseumeut ; i S i
Hasthls project been scientifically assessed by mdependent rewew? =] | Yes [X [No
Ifyes, by whom? (name and position) A copy of the
- { report should also be attached
Ifno, is it intended to have the pro;ect sc:muﬁcally It is, however, a subject of supervision at
assessed, and by whom? : Massey University,
3. Summary e '

Gwe a brief summary of the study (not more than 200 wotds, in lay l_mge)

| 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 impacts upon safety recommendations; and (3) the cognitive
| processes which take place when clinicians make these types of decisions. Safety recommendations are

1 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 18 vignettes describing various degrees of situations and having
clinicians answering several questions related to social support, risk-level, safety recommendations and

1 cognitive processes. The sample will consist of a total of 24 clinicians from the Puketiro and Wellington
Child, Adolescent and Family clinics. The data will be collected using the coding established in the pilot
project. This study will 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 DETAILS

SCIENTIFIC BASIS
1. Aims of Project
1.1 What 1s the hypothesis/research question(s)? (state briefly)

| 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 1s 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 will be put forth, as aprior
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?

1.2 What are the specific aims of the project? ;

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.

2. Scientific Background of the Research =~ ;
Describe the scientific background of the project (300 words mmmmn) R -

This study 1s primarily based on theoretical material obtained from several socna] support theorists,
namely House and Kahn (1985), Pierce, Sarason, Sarason and Henderson (1996), Thompson (1995) and
| Vaux (1988). 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 1s 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, Joyce & Mulder, 1998/1996; Brent, Perper, Moritz, Liotus, Schweers, Balach & Roth, 1998;
Fergusson & Lynskey, 1995; Hollis, 1996; Kosky, Silburm & Zubrick, 1990). In addition, it has been
| found that suicidal adolescents tend to perceive their family relationships as less supportive (Campbell,

--| Milling, Laughlin & Bush, 1993).

; 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, 1997, Morrissey, Dicker, Abikoff, Alvir, DeMarco & Koplewicz, 1995).

: This present study will examine the interaction between social support, risk-level and safety
recommendations as determined by the clinician. This model of analysis 1s based on (a) the findings from

the pilot project and (b) the aforementioned theoretical and empirical maternial.

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 well as overseas.
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3. Participants

3.1 Howmany participants is it intended to recruit?
3.2 How will potential participants be identified?

3.3 How will participants be recnnted? (e g
advertlsements, notices)

Where will potential participants be
approached? (e.g. outpatient clinic) If =
appropriate, describe by type (e.g. students)

3301

Wik will imake the inital appmach o
= -pomntlal patncxpants? Bl

3.3 Is there any special relatlonshxp betwem the:
_participants and the researchers? eﬁg ;
doctoripatlent, studentftmher

';'or mvmhgamr ’s brochure

The -sample will consist of approximately 24
clinicians from the Porirua and Wellington
Child, Adolescent and Family Clinics (CAFS).

Potential participants will be identified as a
result of their membership to either CAFS in
Wellington or CAFS in Porirua.

A formal presentation will be given to both
teams (Wellington and Porirua) in which
clinicians will be invited to participate in the
study.

| include psychologists, social workers,

Potential participants will be approached viaa
presentation of the study during a staff
meeting. Both teams will receive the same
presentation. Clinicians to be approached are
part of a multi-disciplinary team (MDT) and

psychiatrists and nurse counsellors.

The primary researcher will make the initial
approach to potential participants.

:| teams, but holds no position of authority over

The primary researcher is a member of both

and above the other team members.

. Briefly dmmbe.the mclusmm" exdumm critcrm and mciude the mievmt page number(s) of the protoool

-1 Not applicable.

5 Explamhow participants will be randomised?

| Depending upon whether the clinicians consent to take part in the study, all available MDT
team members will be utilised. As such, there will 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 Q14.3.

The primary researcher will give a brief presentation of the main study to both the Wellington and
Porirua teams. Potential participants will be invited to participate at this point and will 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 mailbox.

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 will be informed that they can ask questions at any time. They will also be
informed that they have the right to withdraw from the study at any time. Clinicians will be
admunistered a questionnaire containing 18 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 information will be analysed via
thematic pattern analysis.

- 4.2 How many visits/admissions of parhclpanm wlll this project mvolve? Gwe also an estimate of total
time involved for participants.

The total time per participant will be 90 mmutes For 24 staff, the entlre project w&ll uuhse atotal of 30
| hours.

43 Howisdatato be stored, kept and disposed of? i
- | Data will be stored in a locked filing cabinet on site at both the Wellmgton and Ponrua Clinics. When
the study is completed, all information will be shredded.

4.4 Describe any methods for obtaining information. Attach questionnaires and interview guidelines.
:-| A questionnaire containing 18 vignettes will be administered to each clinician. These vignettes typify
| the types of situations which present to the CAFS clinic 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 pilot project and found to be reliable.
| Please see attached for a copy of the questionnaire.

4.5 ‘Who will carry out the research procedures?
| The primary researcher will carry out all procedures.
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4.6 Where will the research procedures take place? ST
The research procedures will take place at both the Wellington and Porirua Clinics in a standard
interview room.

4.7 If blood, tissue or body fluid samples are to be obtained, state type, use, access to, frequency, number of
samples, total volume, means of storage and Iabellmg, length of proposed storage and method of
disposal.

Not Applicable.

48 Wil data or other information be stOred for later use in the current
: studyormaﬁrtmestudy'? [ ] Yes No

: Ify_o;g explain how

'.9. Will anY samp!a go autof‘New Zealmd? : : l:] Yes Neod
: Ifsowha’e,andforwhatpmpose? _'

5 umrch Methods and Proeedum B s

1 Is the_method of analys:s quanhlatwe - or qdalitative? :
analysis is thtatrve, goto question 5. 2) s iy ;
e meﬁwd.of analysis is wllolly or partly quant:taﬁve resmmh complete the followmg
5.1.1  Describe the statistical method that will be used -

Using mainly chi-square analysis. For the more complex analysis of categorical data (interactions), a
log-linear model will be used.

Bt X Ve [ INed
Ifmfmm Whom? | Statistics Department, Massey University

(A bnef stanstwal report shouhi be included if appropriate) ' e
Givea justlﬁcatlon for the number of research pamapants proposed using appropnaie power

. calculations. '

This study is principally qualitative. However, for the quantitative part (chi-square, log-linear

analysis), a total sample of 24 should be sufficient to lend appropriate power to the tests.
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5.2 If the research methods are (wholly or partly) qualitative, briefly describe the method and analysis. If
interviews are used include the general areas around which they will be based.
AS MENTIONED IN SECTION 5.1.1, CHI-SQUARE AND LOG-LINEAR ANALYSIS WILL BE
USED FOR THE QUANTITATIVE ANALYSIS. WITH RESPECT TO THE QUALITATIVE
ANALYSIS (E.G., COGNITIVE PROCESSES), INFORMATION WILL BE ORGANISED
ACCORDING TO THEMATIC PATTERN ANALYSIS. THE QUANTITATIVE ANALYSIS WILL
BE CONDUCTED BY USING THE SPSS 8.0 PROGRAM.

6. Risks and benefits

6.1 What are the benefits to research participants of taking part?

THE INFORMATION FROM THIS RESEARCH PROJECT SHOULD BENEFIT BOTH

| CLINICIANS, AS WELL AS THEIR CLIENTS. UNDERSTANDING THE TYPES OF DECISIONS
MADE DURING AND AFTER AN ACUTE ASSESSMENT OF A SUICIDAL ADOLESCENT,
AND HOW CLINCIANS MAKE THESE DECISIONS MAY AID IN THE FUTURE ASSESSMENT
AND MANAGEMENT BY (A) POTENTIALLY REDUCING FUTURE SUICIDE ATTEMPTS AND
(B) POTENTIALLY INCREASING THE RATE OF RECOVERY. THERE IS NO RESEARCH
AVAILABLE ON THIS TOPIC FOR A NEW ZEALAND POPULATION (ADOLESCENTS IN
PARTICULAR) WHICH FURTHER SUPPORTS ITS SIGNIFICANCE FOR ADVANCING
CLINICAL KNOWLEDGE NATIONALLY AND INTERNATIONALLY.

6.2 How do the research procedures differ from standard treatment procedures?
NOT APPLICABLE.

63  What are the physical or psychological risks, or side effects to participants or third parties? Descnbe :

' what action will be taken to minimise any such risks or side effects. '
THE VIGNETTES DO CONTAIN SENSITIVE MATERIAL. IF ANY OF THE PARTICIPANTS
EXPERIENCE ANY EMOTIONAL DIFFICULTIES AS A RESULT OF READING THIS
MATERIAL, THEY WILL BE ENCOURAGED TO EITHER DISCUSS IT WITH THEIR WORK
SUPERVISORS OR WITH THE RESEARCHER’S SUPERVISORS.

M

i3 oS

6.4 What arrangements will be made for monitoring and detecting adverse outcomes?

THE PRIMARY RESEARCHER WILL SPEND A BRIEF TIME AFTER EACH SESSION

~+-{ DEBRIEFING WITH THE CLINICIAN. IF ANY CONCERNS ARE RAISED DURING THIS TIME,
| THE RESEARCHER WILL ENCOURAGE THE PARTICIPANT TO DISCUSS SUCH MATTERS
| WITH EITHER THEIR SUPERVISOR OR WITH HER SUPERVISORS AT MASSEY.

--':E;.f6.5 Will anypotﬁmal ﬁxins, mutagené or tefétogéns i)e used? [ ] Yes f X ] No

. Ifyes, specxfy and outline the Justlﬁcanon
e forthcr.r.use
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6.6 Will any radiation or radioactive substances be used? D Yes No
Note: If any form of radiation is being used please answer the following. If no, go to question 6.8
6.6.1 Under whose license is the radiation being used?

6.6.2 Has the National Radiation Laboratory (NRL)

risk assessment been completed? |:] Yes |_—_] No
If yes, please enclose a copy of the risk assessment, and the contact name and phone number

If no, please explain why

6.7 What facilities/procedures and personnel are there for dealing with einergencies?

i :'6.8 Will any drugs be administered for the purposes of this study? l:l Yes No
If yes is SCOTT approval required? I:] Yes [: No
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Expected outcomes or impacts of research

7.1 What is the potential significance of this project for improved health care for Maor1 and non Maorti, and
for the advancement of knowledge?

THIS PROJECT HAS SIGNIFICANCE FOR IMPROVED HEALTH CARE FOR MAORI AND
NONMAORI, AS [T WILL AID IN OUR UNDERSTANDING OF HOW CLINICIANS ASSESS
FOR RISK OF SELF-HARM, AND CONSEQUENTLY, THE TYPES OF RECOMMENDATIONS
THEY MAKE IN ORDER TO ENSURE CONTINUED SAFETY OF THEIR CLIENT(S). THE
DEFINITIONS ESTABLISHED IN THE PILOT PROJECT (AND USED IN THE MAIN STUDY)
FOR SUPPORT, RISK AND SAFETY COULD ASSIST OTHER CLINICIANS IN THE FIELD
WHEN M AKING THESE DIFFICULT DECISIONS. THIS INFORMATION COULD THEN BE
USED IN REFINING ASSESSMENT/INTERVENTION PROCEDURES FOR SUICIDAL YOUTH.
THE END RESULT MAY BE (A) TO POTENTIALLY REDUCE THE LEVEL OF SUICIDAL
BEHAVIOUR AND (B) TO INCREASE THE RATE OF RECOVERY.

AS THIS STUDY HAS NOT BEEN COMPLETED BEFORE, IT IS BELIEVED THAT
[T WILL HAVE SIGNIFICANCE IN ADVANCING KNOWLEDGE ON YOUTH SUICIDE
NATIONALLY AND INTERNATIONALLY.

7.3 Isthis project to be used to formulate policy? Yes |:] No

If yes, specify how

THIS PROJECT COULD POTENTIALLY BE USED TO FORMULATE POLICY IN A
VARIETY OF WAYS:

(1) IT COULD HELP TO REFINE PRESENT ASSESSMENT AND TREATMENT PROCEDURES
FOR SUICIDAL YOUNG PERSONS IN CLINICS SUCH AS THE CHILD, ADOLESCENT
AND FAMILY SERVICE,

(2) IT COULD PROVIDE EMPIRICAL EVIDENCE FOR FORMULATING POLICY TO SUPPORT
THE ADVANCEMENT OF RESEARCH IN THE AREA OF YOUTH SUICIDE; AND

(3) IT COULD PROVIDE EMPIRICAL EVIDENCE FOR FORMULATING POLICY TO SUPPORT
THE CONTINUATION AND IMPORTANCE OF FUNDING MENTAL HEALTH SERVICES
FOR YOUNG PEOPLE

72

What steps will vou take to disseminate the research results?

UPON COMPLETION OF THE STUDY, THE RESEARCHER WILL PROVIDE A BRIEF
WRITTEN SUMMARY OF THE STUDY RESULTS TO ALL PARTICIPANTS. SHE WILL ALSO
PRESENT THE RESULTS IN A SEMINAR TO BOTH CAFS TEAMS. HOWEVER. THE
PRINCIPAL PURPOSE OF THE STUDY IS TO CONTRIBUTE TOWARDS COMPLETION OF A
DOCTORAL DEGREE AT MASSEY UNIVERSITY WITH THE PRINCIPAL FINDINGS TO BE
PUBLISHED IN APPROPRIATE PROFESSIONAL AND SCHOLARLY JOURNALS.
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PART IV: BUDGET AND USE OF RESOURCES
8. Budget
8.1 How will the project be funded?

Massey PhD scholarship (received as of Oct. 1/1998)
Potentially Health Research Council Funding (will find out at the end of November)

8.2 Does the researcher, the host department or the host iﬁstitution, have any financial interest in the
outcome of this research? Please give details.

Not applicable

8.3 Will the researcher personally receive payment according to the number of participants recruited?
If so, please specify:

| No.

: 9 Resource Implu:atlons

9. 1 Does the study involve the use of healthcare resources? . ’:] Yes No
- If yes, please specify: i

-9, 2 ‘What effect will this use of resources have on wanmg list times for panmts ie., for diagnostic t&sts or
' for standard treatments?

Not applicable.

10 Financial Costs and Paymeots to Participant Volunteers:

10.1 Wil there be any financial cost to the participant? Give exam_ples mcludmg_avel

. | 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
significant impact on resources.
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10.2 Will the study drug/treatment continue to be available

to the participant after the study ends? | I Yes | | No [ X | N/a

If yes, will there be a cost, and
how wll this be met?

10.3 Will any payments be made to participants or will they gain
matenally in other ways from participating in this project? [ I Yes | X ] No
If yes, please supply details

11. Compensation for Harm Suffered by Participants
Is this a clinical trial under Accident Rehabilitationand =~
: Cdmpezlsation_ Insurance Corporation Guidelines? Eh ' |:] Yes No
- If yes; please answer the following:
- 11.1 Is the trial being carried out principally for the benefit of a
“manufacturer or distributor of the drug or item in respect of

_ which the trial is taking place? _ : I:I Yes |:I No

(a)'_ If the answer to 11.1 is yes, please oomplete Statutory l)edarahon Form B and answer questions
. 11.2,113and 11.4
(b) ‘If the answer to 11.1 is no please wmplete Statutory Dedaratmn Form A
1 I 2 What type of injury/adverse consequence resulting from participation in the trial has the manufacturer
' or distributor undertaken to cover? (please tick the appropriate box/es) Yes No
) any injury (mental or physical)
only serious or disabling i mjun&s
only physical injuries
- - only physical injuries rwultmg from thetual drug or |tem, i -
- butnot from any other aspect of the trial - S = I A
'phymcalmdmmtaluuurylemﬂhngfromthctnaldmgornm i
_ but not from any other aspect of the trial. i | | |
 any other qualification (explam) |
: What type of compmsanon has the mm&actmu' or dxstnbutor agrwd topay? Yes No
_pain and suffering
lossof eamings
. loss of eaming capacity
:.loss of potcm:lal eammgs :
: any other ﬁnanaa! !oss or expenses
) ;'depmdants aliowanees
Exclusion clauses: :
a)  Hasthe manufactm'er or dlsmbutor hmtted or excluded
& Ilabahty if the injury is attributable to the negligence of .
. someone other than the manufacturer or distributor? (such :
~ as negligence by the investigator, research staﬁ' the hospital  Yes No
~ or institution, or the participant). 2 [ l [ J
Has the manufacturer or distributor lumted or exc[uded hablllty
if the injury resulted from a deviation from the study protocol
i by someone other than the manufacturer or distributor?
¢ Iscompany liability llmxted in any other way? :
 [Ifyes,please weclfy
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12. 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 wnting the justification should be given and the circumstances under which consent is obtained
should be recorded. Attach a copy of the information sheet and consent form.

12.1By Whom, and how, will the project be explained to The primary researcher will explain the

potential participants? project to potential participants via a
formal, oral presentation to both CAFS
teams.

:”‘_.12_12 When and where willth e explanation be given? Each teamn will receive a brief formal

presentation on the study during staff
meeting times.

__12.3Will a competent interpreter be available, if required? | N/A

}_"_';12 4 How much time will be allowed for the potential They will be given a week to decide from
= participant to decide about taking part? the time of the presentation.
g 12.5 Will the participants be capable of giving consent They will be capable of giving consent.

i hemselves? - if not, to whom will the project be
~ explained and who will give consent?

12,6 In what form (written, or oral) will consent be Written consent only.
. obtained? If oral consent only, state reasons. ]

o ’12 T Are pamctpants in clinical trials to be provided witha  N/A
- card confirming their participation, medication and
contactphone number of the principal mvesﬁgator‘? I:] Yes Ij No

!3 Conﬁdentinh’ty and Use of Results

13.1 How will data mcludmg audio and video tapes, be h1fonnat10n will be locked away in a filing
‘handled and stored to safeguard confidentiality (both | cabinet in the researchers’ office. No
nnng and after compietaon of the mrch prolect)? identifiable information will be on the

qu tionnaire.

13.2. What.wdl be done with the raw dara when the study 1s | Raw data will be shredded upon completion
: : . : of the study.

; 13 3 ch long will the da:a from the study be kept and The researcher will be responsible for
SeEn _who \\ﬂ[l b_erespunsxbie for its safe keepmg? safekeeping of the data and will keep it for
ipi = A 5 years following the study’s completion.

134 Whn wﬂl have access to the raw data and.r’or clmmal The primary researcher, her supervisors at
e 'rdsdunng, orafwr thestudy? : | Massey and the thesis examiners will have
- ~~ lacc sto therawdata during, and after the

- | study.

: Descnbe anjr arrangemems to makeresulis available to. The results of the study will be made
participants, including whether they wﬂl be offered | available to all participants through (1)

their audio tapes or yideos, i ~-| informal presentation and (2) a brief report.
3.6 If recordings are made, will parhc:pams be oﬁ‘a‘ed N ;
_ the opportunity toedltthetrmsmptsofthe - RREp e e :
~ recordings? g [Jves [__INo
:!3 ‘7 Is it intended to inform the participant’s GP of the N/A
G ‘:f results of the mvest:ganons if the participant consents? l:l Yes :I No

:.f. Ifno outlmethereasons | Not applicable.

: 13 B Wll] any restnctmn bc plaoed on pubhcat:on of results? (:I Yes :] No

- If yes, please supply details [ Not applicable. ]




394

EA 03/98

14. Treaty of Waitangi
14.1 Does the proposed research project impact on Maori people
in any way? (If no, go to question 15) [:l Yes No
14.2 Have you read the HRC booklet, “Guidelines for
Researchers on Health Research involving Maori™? |:| Yes
14.3 Explain how the intended research process is consistent with the provisions of the Treaty of Waitangi

14.4 Identify the group(s) with whom consultation has taken place, and attach evidence of their support

' I4SD&wnbe the consultation process that has been undertaken prior to the project’s development

6 Describe any ongoing involvement the group consulted has in the project
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14.7 Describe how information will be disseminated to participants and the group consulted at the end of the
project

The findings from the study will be disseminated to the participants via an inforrnal seminar
prepared by the primary researcher. Participants will also receive a brief wntten summary sheet of
the study’s resulits.

15. Cultural Issues { e B ;
15.1 Are there any aspects of the research which might raise l: Yes No
specific cultural issues? :
If yes, please explain

15.1.1 = What ethnic or cultural group(s) ;

does your research involve? 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 i1s a Maon 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.

Describe what consultation has taken place with the group prior to the project’s development
N/A

15.1.2  Identify the group(s) with whom consultation has taken place and attach evidence of their support
o NA ,
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15:4.3

Describe any ongoing involvement the group consulted has in the project

N/A

15.1.4

Describe how you intend to disseminate information to participants and the group consulted at the
end of the project

N/A

16. Other Ethiml Issues

1161

. Describe any other eth:cal issues arising from thls pru}ect, other than those already dealt with in

‘your answers'?

The primary researcher acknowledges that she is a colleague of the potentlal 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 following 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.

Please now complete::
- the declarations (Part V) : ; _
‘adrug admmlstratlon form (1l'appl|cable)

Thank you for your amstance in helpmg us assess your project fully

e an Accident Rehabilitation and Com pensatlon Insnrance Corporat:on.form A or B (' r appllcable) ;




=
EA 03/98

PART V: DECLARATIONS

* %k

DECLARATION BY PRINCIPAL 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
this 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): Debioie. S i, Sceial ned¥e ()

PR Shiden+t
SIGNATURE OF PRINCIPAL [NVESTIGATOR:MLJ M

DATE: 11|12 |G Y
DECLARATION BY THE HEAD OF THE DEPARTMENT IN WHICH THE PRINCIPAL INVESTIGATOR IS LOCATED OR
APPROPRIATE DEAN OR OTHER SENIOR MANAGER B

I have read the 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.

A ot -

1 S o s 3 W G
NAME AND DESIGNATION (PLEASE PRINT): SCC'.FC‘- ey 2 \_,}"'-j\";f_,'.('f\l 1S

SIGNATURE: //ﬁ b7 A/

AY

DATE: ~ =~ =& DESIGNATION:

(NOTE: WHERE THE HE4D OF DEPARTMENT IS ALS O ONE OF THE INVESTIGATORS, THE HEAD OF
DEPARTMENT DECLARATION MUST BE SIGNED BY THE APPROPRIATE DEAN, OR OTHER SENIOR MANAGER

I F THE APPLICATION IS FOR A STUDENT PROJECT, THE SUPERVISOR SHOULD SIGN HERE).

DECLARATION BY THE GENERAL MANAGER OF THE HEALTH SERVICE IN WHICH THE RESEARCH IS BEING
UNDERTAKEN (IF APPLICABLE)

I have reviewed the proposal for cost, resources, and administrative aspects and issues regarding patient
participation and staff involvement. The proposal has my approval subject to the consent of the Ethics

Committee.

NAME OF GENERAL MANAGER (PLEASE PRINT):

SIGNATURE:
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DEPARTMENT OF HUMAN RESOURCE MANAGEMENT
MASSEY UNIVERSITY

MEMO TO: Ruth Anderson
Academic Director

CC: Ms Debbie Smith
School of Social Policy & Social Work
FROM: Professor Philip Dewe
Head of Department
DATE: 24 September, 1998
SUBJECT: HEC 98/103

“The Role of Social Supportin the Assessment of Suicidal Adolescents.

Thank you for your memo of the 22 September and the revised Ethics documents.

Whiie we wouid cerainiy require Debbic tu make contaci with participaiiis in the way we
suggest, we are in this case prepared to adopt the ruling by the Wellington Ethics Committee.

In the meantime, I will try to get some infortnation on the Health Information Privacy Code
so that we can familiarise ourselves with their provisions.

P ] Dewe
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MASSEY
UNIVERSITY

Private Bag 11222
Palmerston Ncrin

New Zealand

Telephone +64-6-356 9099
Facsimile +64-6-350 5608

FACULTY OF
BUSINESS STUDIES

o |

DEPARTMENT OF
HUMAN
RESOURCE

" MANAGEMENT
6" July 1998

Decbbic Smith
Department of Policy Studies and Social Work
MASSEY UNIVERSITY

Dear Debbie

Re:  Human Ethics Application HEC 98/103
The Role of Social Support in the Assessment of Suicidal Adolescents

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 vou for mentioning in your letter that you will now be required to obtain the

patient’s file yourself. 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, College of Humanities and Social Sciences
School of Policv Studies and Social Work
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ACADEMIC DIRECTOR'S OFFICE
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UNIVERSITY

Private Bag 11222

9 June 1998 Paimerston North
New Zealand

Telephone +64-6-356 905

Debbie SMITH
Department:  Policy Studies and Social Work

Dear Debbie,

Re: Human Ethics Application: HEC98/103
The Role of Social Support in the Assessment of Suicidal Adolescents

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.

Philip Dewe

Chairperson
Human Ethics Committee

cc: Supervisor:  Dr Ruth Anderson
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i@ Central Health  RECENETHICS COMMITTEE
Te Ihonga Hauora
1 l‘ AUG 1998 Room 425
a division of the Transitional Health Authority Fourth Floor
Community & Support Services
12 AUgUSt, 1998 Wellington Hosputal

Private Bag 7902
Wellington South

New Zealand

Telephone 04 385 5999

Debbie Smith SXLDIS
. Facsimile 04 385 5840
Puketiro Centre Email: sharonb@wec.org.nz

PORIRUA HOSPITAL

Dear Debbie

98/78 - 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 11 August 1998.

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 vour 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 10 (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 vou provide a brief progress report
no later than August 1999 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

(Mt

Sharron Cole
CHAIRPERSON
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Room 425

Fourth Floor

Community & Support Services

Wellington Hospnal

12 March, 1999 Private Bag 7902
Wellington South

New Zealand
Telephone 04 385 5999

MS Deborah Smllh Facsimie 04 ;IS ;33
Unit l, 62 Simla Crescent Emal: sharonb@wec org nz
Khandallah

WELLINGTON

Dear Deborah

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 1999.

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 1999
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.

[ wish you every success with your research.

Yaurs sincerely

Sharron Cole
CHAIRPERSON
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___‘;:‘,, Massev'{}nEVEI‘Sity Private Bag 11 222,

Palmerston North,
New Zealand
Telephone: 64 6 356 9099

9 March 1999

Ms Deborah SMITH
Unit 1 62 Simla Crescent
Khandallah
WELLINGTON

Dear Deborah

Re: Human Ethics Application - MUHEC 99/4

“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 1999 with your amended application.

Thne 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.

Yo cerely

Professor Philip J] Dewe

Chairperson

Turitea, Palmerston North Campus

Massey University Human Ethics Committee

cc  DrRuth H Anderson, College of Humanities & Social Sciences - Turitea, Massey University

Te Kunenga ki Piirehuroa

Inception to lufinitv: Massey Universiy’s commitment to learning as a life-long journey
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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 and/or 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
and/or 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).
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4. Chi-square analysis of group and safety interventions (recoded).
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 12 cases in the attempter group and 12 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.

Attempter”® Ideator”
Negative Support Severity Y% n % n
Low 46.70 14 78.10 25
Medium-High 53.30 16 2190 7

n = 30. °n =30.
(1, N=62)=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.

Attempter” Ideator”
Risk-Level % n % n
Low 2.60 1 8420 32
Medium-High 97.40 37 15.80 6

n=38. ’n=38.
+%(1, N=176) =51.47, p < 0.0001

Table 3.

Total Safety Interventions (Recoded) and Chi-Square Analysis by Group Removing the
Effect of Abuse.

Attempter” Ideator”

Total Safety % n % n
Interventions

Recoded

1 23.70 9 23.70 9
2 26.30 10 21.10 8
3 18.40 7 2630 10
4 18.40 7 21.10 3
5-9 13.20 5 7.90 3
n=38. "n=38.

v*(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 57.18 for the effect between group and risk-level (recoded) (p < 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) (p <0.001). The likelihood
ratio chi-square was 24.97 which indicates that there were no significant three or four-way
effects (p = 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).’

! These analyses were conducted in consultation with Duncan Hedderley, Institute of Science and
Information Technology, Massey University.
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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.'

Safety Interventions

2 3 4 5
G1* G* G* & GI* 6 GI* G2* GI* G2°
Low 0.00 5.00 000 500 000 6.00 000 4.00 0.00 2.00
Risk- 0.00 4.20 0.00 420 0.00 420 0.00 4.20 0.00 4.20
Low Level
Negative
Support Medium 4.00 0.00 400 100 400 200 200 0.00 0.00 0.00
Severity High Risk-2.80  0.80 280 080 280 080 280 080 2.80 0.80
Level
Low 0.00 1.00 0.00 1.00 000 100 000 200 0.00 0.00
Risk- 0.00 1.20 0.00 1.20 0.00 1.20 0.00 1.20 0.00 1.20
Medium- Level
High
Negative
Support Medium 2.00 1.00* 400 0.00 200 100* 300 0.00 500 0.00
Severity High Risk- 3.20 0.20 320 020 3.20 0.20 3.20 0.20 3.20 0.20

Level

G1° = attempters G2° = ideators

! 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.
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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 Medium_ High

Low Low 20.00 5.00 7.00
Negative Total Safety 19.80 3.20 9.00
Support

Severity High 3.00 1.00 31.00
Without Total Safety 3.20 2.80 28.90
Positive

Support

Low Low 25.00 17.00 6.00
Negative Total Safety 25.70 16.80 5.50
Support

Severity

With High 3.00 8.00 9.00
Positive ~ Total Safety 2.30 8.20 9.50
Support

Medium Low 18.00 6.00 3.00
Negative Total Safety 18.00 7.00 2.10
Support

Severity High 8.00 18.00 17.00
Without  Total Safety 8.00 17.00 18.00
Positive

Support

Medium Low 1.00 9.00 4.00
Total Safety 3.00 9.10 2.00
Support

Severity

With High 3.00 17.00 11.00
Positive.  Total Safety 1.00 16.90 13.10
Support

High Low 3.00 7.00 0.00
Negative  Total Safety 2.50 6.00 1.50
Support

Severity

Without High 1.00 18.00 18.00
Positive Total Safety  1.50 19.00 16.50
Support

High Low 18.00 5.00 5.00
Negative_ Total Safety 16.00 6.90 3.00
Support

Severity

With High 4.00 16.00 22.00
Positive Total Safety  6.00 14.10 22.00
Support

Nate. The expected frequencies are in bold and the observed frequencies are in regular font.



