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The decision by teenagers either to consider or to

attempt to commit suicide was addressed in this research.

Covariance structure analysis (LISREL) techniques were used

to examine the influence of four social-psychological

factors (psychic disruption, delinquency, family disruption,

and school problems) upon a suicidal orientation.

A survey questionnaire administered to high school

students in a north Texas city in the spring semester of

1990 produced a sample of 1108 teenage respondents.

Listwise deletion reduced the number of cases to 996 for the

advanced statistical analysis. The hypotheses for the

LISREL model predicted that the four social-psychological

factors (expressed in 13 exogenous observed variables) would

be synergetically and positively correlated with a suicidal

orientation (expressed in two endogenous variables dealing

with suicidal thoughts and suicide attempts).

Nearly 39 percent of the teenagers had thought about or

planned to commit suicide, and over 11 percent had attempted

suicide. Depression, loneliness, unhappiness with life, and

increased present trouble with depression were all



significant influences in a suicidal orientation. Nearly 84

percent of the teenagers who were always depressed had

considered suicide, and 46 percent of them had actually made

an attempt. Over 72 percent of the students who often used

drugs had though about suicide, and 47 percent of them had

attempted suicide. The weakest factor was school problems,

with poor grades, missing school, and a desire to drop out

having a positive, but relatively weak, correlation with a

suicidal orientation.

Overall, the predicted covariance structure model did

not fit the observed data well. The study revealed the

importance of internal stressors as indicators of a suicidal

orientation; the presence of family problems was a less

consequential factor; and delinquency and problems in school

were even less influential.
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CHAPTER I

INTRODUCTION

Introductory Statements

Suicide continues to be a significant problem for

adolescents. In the 1960s, suicide was the fifth leading

cause of death among adolescents; however, by the 1980s,

suicide followed only accidents as the leading cause of

death (Stivers, 1988). The word "suicide", according to

Shneidman (1976), is derived from the Latin words sui

meaning "of oneself" and cidium from caedere meaning "to

kill". It is "the act of intentionally destroying one's own

life" (p. 1). The suicide rate in the United States has

remained fairly constant over the last two decades. In

1970, the rate was 11.8 per 100,000 population; in 1987, it

was 11.7 per 100,000 population (U.S. Bureau of the Census,

1990). Age and sex are two important variables in the rates

of suicide. Suicide appears to increase with age,

particularly among whites where the highest rates occur

among the elderly. White male rates level off and decrease

slightly after ages 45 to 64. Over the last two to three

decades, the rates for white males between the ages of 15

and 24 have tripled. Suicide ranks second as a mode of

death for white males between the ages of 15 and 19, and for
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white males between the ages of 10 and 15, it ranks fifth.

Nonwhites appear to have the highest rates between the ages

of 25 and 34 (Linden & Breed, 1976; Kiev, 1984; Wekstein,

1979).

Research continues on the factors that influence a

teenager to commit suicide; however, while lists of signs

have been gathered which portray potential for suicide risk

(e.g., Grob, Klein, & Eisen, 1983; Neiger, & Hopkins, 1988),

little has been done in the area of developing statistical

models of risk factors in suicide. The purpose of this

dissertation will be to explore and develop such a model.

Statement of the Problem

Albert Camus (1945) believed that suicide was the only

truly important philosophical issue. If the question of why

people are unable to accept the conditions of life has

profound philosophical implications, then the problem of

adolescent suicide serves only to compound the complexities

surrounding the issue. What forces at work in an individual

or in a society would lead a young person to commit suicide?

The adolescent years are supposed to be a time of idealism

and a period of anticipation as young people look toward the

future with excitement and hope. The evidence of self-

destructive behavior among the youth of America betrays this

halcyon image.

The seriousness of the problem of adolescent suicide is

seen in the current rates, and the fact that there does not
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appear to be any evidence of a decline in the near future.

One in every 400 males 15 years old, for example, is

expected to commit suicide before reaching the age of 25.

If only for this reason, the subject warrants further study;

however, suicide also affects our society at other levels.

The cold figures belie the anguish and suffering of

individuals and families who have had to deal with the issue

at a personal level. The burden of suicide upon the larger

society is considerable. In addition to the effect of

adolescent suicide upon the lives of parents, siblings,

friends, teachers, and associates, suicidal behavior among

young people also results in medical and legal costs,

possible chronic disabilities, and the loss of economic

productivity (Weinstein & Saturno, 1989).

This study examines several aspects of suicidal

thoughts and behavior in adolescents. Various social

factors are analyzed, and an attempt is made to develop a

statistical model of social and social-psychological factors

which contribute to a suicidal orientation in young people.

The focus is upon specific indicators which predispose a

teenager to consider engaging in self-destructive behavior.

Statement of the Research Problem. The specific

problem addressed in this dissertation is the possibility of

developing a statistical model which will provide an

adequate representation of an adolescent suicidal

orientation. Is it possible to design a model of suicidal
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predisposition based upon selected factors in the social and

psychological world of the adolescent? Underlying this

primary task are some related questions. First, what are

some of the important variables which influence suicidal

behavior in young people? Second, is it possible to combine

these variables into related factors and to reveal the

relative strengths of these factors? Third, is it possible

to combine these factors into a statistical model which will

give a reliable representation of the influences driving

adolescents either to contemplate or to attempt suicide. A

number of objectives must be attained before these questions

can be answered.

Goal and objectives of the Research. The primary goal

of this study is to develop a statistical model of

adolescent suicidal orientation by using covariance

structure modeling techniques. The first objective is to do

a survey of a representative population, in order to gather

data on adolescent suicidal behavior. The second objective

is to do a preliminary examination of the data using

frequency and correlation statistics, in order to ascertain

the relationship of the selected variables to suicidal

activity. The third objective is to connect all related

variables to their appropriate latent factors. The fourth

objective is to merge the factors into a covariance

structure model. If the last objective is completed
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successfully, then the primary goal of the study will be

achieved.

Design of the Research

This study used data collected from young persons in

the ninth through twelfth grades. The sample was drawn from

high school students in a city in northern Texas which has a

population of approximately 65,000 people. The procedures

used for data collection and analysis are delineated in the

succeeding chapters.

Significance of the study

In 1989, the Alcohol, Drug Abuse, and Mental Health

Administration published a task force report on youth

suicide. The existence of the task force and the report is

a sign of the growing concern of the American government

regarding suicide among young people. The report concluded

that the state of knowledge pertaining to the causes, risk,

and prevention of youth suicide is "much less developed than

many other health problems" (Alcohol, Drug Abuse, and Mental

Health Administration [ADAMHA], 1989, p. I-1). Among the

recommendations of the task force was a call for more

accurate, timely, and valid data on suicide and attempted

suicide. This study will attempt to contribute to this

important area of national concern.

The study seeks to identify some significant influences

upon young people which lead them to engage in suicidal

behavior. The development of a statistical model also
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serves as a means of appraising the social-psychological

theory of adolescent suicide. If a model using selected

social and psychological factors is developed successfully,

then a sociological basis for suicide cannot be discounted

or rejected.

Major Divisions of the Research Report

The first chapter of this study identifies the problem

to be addressed. An introduction is provided on the

problems and issues surrounding adolescent suicide. The

scope and purpose of the dissertation are described, and a

brief summary of the statistical methodology is provided.

The second chapter provides a review of the current

literature on suicidal behavior among adolescents. The

discussion includes a study of the suicide rates, the types

and categories of suicide, the possible predisposing

factors, and the theories of suicide.

The third chapter elaborates on the theoretical basis

of the study and on the development of a statistical model.

The hypotheses are presented, and the techniques of

covariance structure analysis and modeling are explained.

The fourth chapter describes the methodology used in

collecting and analyzing the data. A description of the

sample and the survey questionnaire are given, and the

techniques and procedures used for the collection and the

analysis of the data are explained.
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The fifth chapter outlines the findings of the

research. The frequencies of the variables are given, and

the correlations between the independent variables and the

dependent variables are examined. A confirmatory factor

analysis is utilized to investigate the identity and

viability of the model, and the covariance structure model

is analyzed and refined. A concluding discussion explores

whether or not the hypotheses have been supported.

Chapter six summarizes the research and presents some

conclusions. An attempt is also made to identify areas

which need further research.

Summary

Suicide is a complex and bewildering problem in

society. The problem of self-destructive behavior among

adolescents raises particular concerns. The teenage years

are expected to be a time of physical, spiritual,

intellectual, emotional, and relational growth and

development. In some young people, the dreams of the future

are dashed by the nightmares of the present world. How and

why this occurs has been the subject of intense discussion

over the past few decades. The debate is not an esoteric

one. The search for the origins of suicidal activities has

broad practical implications, not the least of which is to

save lives. The intention of this dissertation is to

contribute to this knowledge by examining the social and

psychological forces at work in young people and by
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identifying the connections between these elements and

subsequent suicidal ideation and behavior.



CHAPTER II

REVIEW OF LITERATURE

Introduction

This chapter contains an examination of the literature

available on adolescent suicide. The first section provides

a general overview of the problem. The second section

identifies some categories of suicide. The third section

focuses on some of the critical factors attributed to a

suicidal predisposition or risk; and the final area

addresses some of the theories of suicide.

An Overview of Suicidal Behavior Among Adolescents

Historical Background. Suicidal behavior has been

found in various cultures throughout human history.

Shneidman (1985) has pointed out that, although the word

"suicide" was first coined in the seventeenth century,

stories of suicide are found in Roman legend and in early

Christian history. In classical Rome, the value of life was

such that suicide was viewed neutrally or even positively.

Suicide may have been chosen by women as a means of

regaining honor after being raped, or of maintaining honor

and chastity at the threat of being raped by soldiers.

In some societies, suicide is even expected. The Hindu

practice of suttee requires that a widow be placed on the

9
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funeral pyre and cremated with her deceased husband. The

custom of hara-kiri has provided a means of honorable

suicide for the Japanese (Shneidman, 1976). There have even

been cases throughout history of mass suicides and suicide

epidemics. One example is the Jews at Masada. In this

case, the Jews were seeking to avoid capture by the enemy.

An interesting example of a suicide epidemic occurred in

A.D. 665, when people resorted to throwing themselves over

the seaside cliffs in England in order to avoid the horrors

of the plague (Davidson & Gould, 1989).

The Old Testament and the New Testament do not

expressly forbid suicide; however, during the period of the

early church and patristics, voices were raised in

opposition to the practice. Augustine (354-430) opposed it;

but his primary concern may have been based upon practical

rather than upon theological grounds. Zealous Christians

were emulating the early martyrs like Stephen; consequently,

the attrition rate among the population may have proved to

be a threat to the survival of the community of believers.

This narrow ground of opposition was later broadened. In

A.D. 452, a Council of Arles charged that suicide was of

diabolical inspiration, and, by A.D. 693, the Council of

Toledo was prepared to excommunicate any person even

attempting suicide. The die was cast in the thirteenth

century, when Thomas Aquinas (1225-1274) claimed that

suicidal behavior was an attempt to wrest the power of life
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and death from the very hands of God. Such idolatrous

behavior could neither be condoned nor tolerated. Suicide

was now a mortal sin (Giddens, 1970; Shneidman, 1985).

The Judeo-Christian ethic which sought to delimit the

practice of suicide on the grounds of respect for life and

preservation of the community has been perverted into a

moral tool of condemnation and shame in Western society.

Suicidal individuals in contemporary society must now face a

culture which seeks to avoid, deny, condemn, or cover up

their thoughts and behavior. The negativism and secrecy

associated with suicide has hampered attempts to gather

reliable data and to develop competent means of detection

and intervention. Certain groups (Catholics, for example)

may be particularly inclined to register suicide in the

official records as something else, such as an "accidental

death," sudden death, or death of unknown causes. The

social construction of suicide rates in the form of

misreporting may bias attempts to test theories regarding

the causes of suicide (Curran, 1987; Day, 1987; Douglas,

1967; Hawton, 1986a; Pescosolido & Mendelsohn, 1986).

The problem of reliable research may be even more acute

in the area of adolescent suicide. There are at least four

reasons why suicide and attempted suicide are often

concealed in adolescent cases. First, suicide has been a

relatively rare event among adolescents in comparison to

adults. Second, the parents and family have stronger
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motives for concealing the behavior of an adolescent, in

comparison to the family of an adult. Third, a primary

motive for concealment is the fear by the family that they

might be held legally responsible for the behavior of the

young person. This is particularly true in the case of a

guardian or an adult supervisor who is not the parent.

Finally, adolescent suicide often allows greater opportunity

for interpretation. The activity might be labelled

"accidental," if it involves a car accident or drugs, and

distraught parents may seek to have suicide dismissed as the

cause of death, particularly when some doubt is involved

(Haim, 1974; Hawton, 1986a).

The difficulties associated with gathering correct

information may not be totally due to a deliberate effort by

concerned family members to cover up the problem or to

mislead the authorities. Suicide among adolescents may

simply be underreported due to the conditions surrounding

their deaths. Less than half of the true number may

actually be classified correctly, due to the difficulty of

identifying the motives and circumstances underlying such

modes of death as poisonings, single car crashes or apparent

homicide. In fact, the 1989 Task Force on Youth Suicide

indicated that the reported number of suicides represents

only 50 percent to 85 percent of the true number (ADAMHA,

1989).
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Recent Trends and Views. Almost 30,000 Americans take

their own lives every year. The suicide rate in the United

States is usually much higher than the homicide rate. In

1985, for example, there were 28,620 recorded suicides and

19,420 homicides (ADAMHA, 1989). Suicide traditionally has

been considered the problem of older adults. As people grew

older, their risk of committing suicide increased. While

this trend continues, there has been a recent rapid increase

in adolescent suicides (Lloyd & Armour, 1987). Since 1950,

the rates for 15 to 24 year old people have doubled and

nearly tripled. In 1950, the suicide rate for this age

cohort was 4.5 per 100,000 population. By 1979, the rate

was 12.4 per 100,000 population, which translated into 5,246

recorded suicides. There was a slight decline in 1985 to

12.0 per 100,000, or 4,760 suicides; however, in 1988, the

rate rose to 12.8 per 100,000, or approximately 5,100

suicides. The present rate means that approximately 13

young people commit suicide every day (ADAMHA, 1989; U.S.

Bureau of the Census, 1990).

In 1984, suicide overtook homicides to become the

second leading cause of death among adolescents. (Accidents

are still the number one cause of death for young people.)

This followed a rapid increase in suicides for 15 to 24 year

olds during the decade between 1970 and 1980. The most

frequent means of committing suicide is the use of firearms.

This is followed, in order of frequency, by hanging,
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poisoning by drug overdose, and jumping from a high place

(ADAMHA, 1989; Capuzzi & Golden, 1988; Kupfer, 1989).

Far more young people attempt suicide than actually

succeed. There appears to be a phenomenal increase in

attempted suicides in recent years. The 1989 Task Force on

Youth Suicide has estimated that there are 20 attempts for

each one completion (ADAMHA, 1989). Other studies have

calculated that 50 to 100 attempts are made for every

completed suicide (McIntire et al., 1977), and Curran (1987)

found a ratio of 312 attempts of every completed suicide in

his study of teenagers from 15 years old to 18 years old.

In fact, the peak age for suicide attempts is between 15 and

24 years old, and the rate of attempts are increasing

between 10 percent and 50 percent according to emergency

room records of young psychiatric inpatients (Robbins &

Alessi,1985; Schuckit & Schuckit, 1989; Toolan, 1962).

The methods chosen by a person considering suicide may

affect the finality of the outcome. McIntire and Angle

(1980) observe that the most common mode of suicide attempt

for those under the age of 25 is not guns, but poisoning.

Yet, poisoning or drug overdoses account for only 25 percent

of suicide fatalities. Questions remain regarding whether

or not the mode of the suicide attempt is always an

indicator of the intensity or degree of commitment of

individuals to end their lives.
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Myths of suicide. Shneidman (1976) has identified a

number of myths of suicide. These myths serve to add to the

confusion and misinformation surrounding the problem.

1. People who talk about suicide do not commit

suicide. The fact is that approximately 80 percent of those

who commit suicide do give some warning of their intentions.

2. Suicide happens without warning. The fact is that

suicidal people often do give clues and signs of their

intentions.

3. All suicidal persons are fully intent on dying.

The fact is that most persons attempting suicide are

undecided. They may be gambling with death, or they may be

trying to send a "message" to someone.

4. Suicidal people must struggle with suicidal

impulses forever. The fact is that most suicidal impulses

ebb and flow, and the suicidal crisis is not part of a

chronic state but for only a limited period.

5. Improvement following a suicidal crisis is an

indication that there is no further risk of suicide. The

fact is that many suicides occur after suicidal individuals

appear to improve and become more energetic.

6. Suicide is primarily a problem of the rich; or,

suicide is the poor person's means of escape from troubles

in life. The fact is that suicide occurs at all

socioeconomic levels in society.
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7. Suicide is inherited. The fact is that suicide

follows individual patterns, rather than "running in the

family."

8. Suicidal behavior is a sign of mental illness. The

fact is that not all suicidal individuals are "sick,"

psychotic, "crazy," irrational, or imbalanced.

Hewett (1980) has added two additional myths to

Shneidman's list.

9. The truly suicidal person always leaves a suicide

note. The fact is that the majority of people who commit

suicide do not leave a written message behind.

10. Talking to suicidal or severely-depressed people

could give them ideas. The fact is that suicidal persons

have usually already thought about their problems and the

option of suicide. Not allowing them to talk will only

prevent them from ventilating their problems and reaching

alternative solutions to suicide.

Categories of Suicide

Suicide has been classified in various ways. Wekstein

(1979) has identified 13 categories of suicide: chronic,

neglect, sub-intentional, surcease, psychotic, local,

automatization, accidental, existential, by murder, suicidal

threats, thinking, and test. Pokorny (1974) suggests three

classes of suicide: completed suicide, which ends in death;

attempted suicide, which covers various levels of intent,

lethality, and mitigating circumstances; and suicidal ideas,
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which involves either inferred or observed behavior that

threatens a person's life. Most researchers concentrate on

the attempted and the committed types of suicide; however,

there is disagreement concerning the extent of the

differences between these two groups beyond the outcome of

the suicidal behavior.

Kreitman (1977) has observed that, prior to the 1950s,

attempted suicide was considered simply a failure to

complete the suicide act. There was essentially no

psychological or sociological difference between those who

attempted and those who committed suicide. In recent years,

however, research is showing some possible differences

between the two groups. This has led British researchers,

in particular, to distinguish between "parasuicide" and

actual suicide. Kreitman defines parasuicide as "a non-

fatal act in which an individual deliberately causes self-

injury or ingests a substance in excess of any prescribed or

generally recognized therapeutic dosage" (p. 3). The key is

that this is a "non-fatal" act--attempts are made by

individuals with an awareness or belief that they are

comparatively safe, and that they will survive. The

critical issue distinguishing committed from attempted

suicide is the problem of intent and a conscious motivation

to die. Parasuicide is used in England to refer to all

suicidal behavior that does not end in death (Hatton &

Valente, 1984).
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Shneidman (1985) limits attempted suicide to occasions

when there is a failure of a deliberate and conscious effort

to end the life. He labels all other behavior in this area

as "quasi-suicidal attempts." Self-mutilations, overdoses,

and self-injuries would apply to this second category, which

he considers the equivalent to the British term parasuicide.

Shneidman also adds a third category of "sub-intentional

deaths." These are forms of "indirect death" due to drug

abuse, driving while intoxicated, high risk sports, or

obesity (p. 21).

Researchers have examined suicide notes in order to

discover whether or not those who commit suicide represent a

similar population to those who attempt suicide. The actual

presence of a suicidal note may indicate possible

differences between the two groups. One study found that 36

percent of committed suicides left a note; whereas, only 1

percent of attempted suicides left a note (Shneidman and

Farberow, 1961). Compared to simulated suicide notes,

genuine suicide notes contain more hostility, self-blame,

distorted thinking, specific instructions, guilt and shame,

inner pride, and less critical self-analysis of thinking

processes (Farberow, 1989). Peck and Folse (1990) found, in

their analysis of suicide notes, that teenage committers had

difficulties adapting to change; also, they felt incapable

of controlling their lives. The notes conveyed feelings of
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rejection, personal and social inadequacy, and pessimism

toward the future.

Suicide attempters and committers may differ in their

choice of methods. Attempters appear to be more uncertain

or ambivalent about dying, and they seem to use suicidal

behavior as a means of coping with the exigencies of life

(Peck, 1985-1986; Seiden, 1977). Peck (1987) has found some

differences between attempters and committers regarding

environmental and stress-producing factors; however, the

evidence is not conclusive.

Another issue concerns differences between people who

think about suicide and those who actually attempt suicide.

One study of 380 high school students in New York revealed

that 52.9 percent of the students had thought about

committing suicide but did not actually try, 8.7 percent had

made at least one attempt, and 38.4 percent had never

thought about killing themselves. No significant

differences were found between these three groups in the

areas of grades, race, and religion. Approximately equal

numbers of boys and girls had thought about suicide;

however, more girls than boys had actually attempted, and

more boys than girls had never considered suicide. The

researchers concluded that suicide ideators and suicide

attempters are overlapping groups in terms of their family

history of suicidal behavior. Both groups have more

evidence of suicide in their families than the group
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reporting no suicidal inclinations. The attempters did show

more suicidal rumination than the ideators; however, the

groups were not mutually exclusive (Harkavy Friedman, Asnis,

Boeck, & DiFiore).

Critical Factors in Adolescent Suicide

Numerous studies have attempted to identify the

underlying causes of suicide and the typical features of a

potential suicide victim (e.g., Barraclough, Bunch, Nelson,

& Sainsbury, 1974; Cohen-Sandler, Berman, & King, 1982b;

Garfinkel, Froese, & Hood, 1982; Hatton, & Valente, 1984;

Neiger, & Hopkins, 1988; Pfeffer, Solomon, Plutchik,

Mizruchi, & Weiner, 1982; Robbins, 1981; Rotheram-Borus,

1989; Stanley and Barter, 1970; White, Murdock, Richardson,

Ellis, & Schmidt, 1990). Various contributory factors have

been identified by researchers. Hawton (1986a) divides the

factors into two main groups: background factors and

problems immediately preceding suicide. Background factors

include the family of origin, psychiatric disorders,

physical disorders, previous suicide attempts, intellectual

level, and religion. Immediate or precipitating factors

include disciplinary crises, fights, and romance disputes.

Researchers have attempted to develop profiles of

suicidal individuals. Three approaches have been used in

this area: psychological autopsies of those who have

committed suicide (Ettlinger, 1975), suicidal risk indices

based upon indicators connected to suicide attempts (Pierce,
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1977), and identification of demographic factors (Pallis,

Barraclough, Levy, Jenkins, & Sainsbury, 1982). Rotheram-

Borus (1989) notes that the most investigated area with

children is the use of psychological profiles of high risk.

Anger and depression appear to be the two most frequent risk

patterns (see, e.g., Cohen-Sandler, Berman, & King, 1982a;

Matson, Seese, & Hawkins, 1969; Pfeffer, 1981). Rotheram-

Borus concludes that the psychiatric profiles of adolescents

at risk for suicide have not been efficacious in developing

successful strategies for intervention. Part of the problem

lies in the fact that the suicide risk profiles vary with

age and developmental stage. In addition, there are several

suicide patterns; emotional states and environmental factors

affect suicidal behavior; suicidal risk may peak and decline

rapidly; and the competence and training of evaluators may

vary.

A common practice among researchers is to list the

possible precipitating factors in adolescent suicide without

alluding to an underlying theoretical framework. Pfeffer

(1984), for example, suggests four warning signs:

(1) depression, (2) depression, suicidal behavior, violence,

or aggression in other family members, (3) a preoccupation

with death, and (4) varying tendencies. Wieczorek (1984)

identifies nine clues: (1) the loss of significant others,

(2) the recent suicide of a family member or friend,
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(3) delinquency, drug problems and accompanying legal

difficulties, (4) unwanted pregnancy, (5) psychological or

financial stress in the family, (6) changes or disruptions

in the school, home, or work environment, (7) relationship

problems with friends, family, or co-workers, (8) depression

and withdrawal, and (9) disorientation, disorganization and

isolation.

The ten most frequently cited predisposing factors

regarding the rise in suicidal rates among adolescents are:

(1) the high level of social and academic competition and

pressure, (2) the exposure to violence both real (rape,

murder, and child abuse) and created (in movies, television,

and music), (3) the lack of socially acceptable ways to

express anger, (4) the declining influence of religion,

(5) the increase in alcohol and drug abuse, (6) social

isolation, (7) the rise in the adolescent population,

(8) the pressure placed upon young people to grow up

quickly, (9) the increasing mobility of the American family,

and (10) the changes occurring in the family, including the

disappearance of the extended family and the increased

number of divorces (Cantor, 1989). The Task Force on Youth

Suicide determined that possible risk factors include

parental loss, family disruption, emotional stress, a

history of abuse and neglect, homosexuality, be a

friend or a family member of a suicide victim, previous

suicide attempts, mental illness or drug dependency in
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a family member, chronic or acute alcohol and drug

abuse, and access to firearms (ADAMHA, 1989, p. 1-1).

The preceding factors, as well as some additional ones, have

been identified and elaborated upon by a number of

researchers. Some of these factors warrant further

examination in this study.

Gender. Male adolescents commit suicide five times

more often than females. In 1980, 70 percent of all

suicides were white males. The rates for males aged 15 to

24 increased 50 percent between 1970 and 1980, from 13.5 per

100,000 population to 20.2 per 100,000. The rates for

females in the same age group increased only two percent,

from 4.2 per 100,000 population to 4.3 per 100,000. Such

rapid increases in adolescent male suicide are not unusual.

Between 1949 and 1951, for instance, the male suicide rate

for 15 to 24 year olds leapt 100 percent (ADAMHA, 1989;

Kupfer, 1989; Linden and Breed, 1976).

In 1986, the suicide rate for males 15 to 24 years old

was 21.7 per 100,000 population, or 4,300 suicides. The

rate for females in the same age group was 4.4 per 100,000,

or 800 deaths. The rates for teenagers 15 to 19 years old

is substantially lower than the rates for young people 20 to

24 years old. In 1986, for example, the rate for white

males 15 to 19 years old was 18.2 per 100,000 population

(1970: 9.4). The rate for white males 20 to 24 years old

was 28.4 per 100,000 population (1970: 19.3). Black
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adolescents generally have lower suicide rates than white

males and females. The rate for black teenagers 15 to 19

years old, in 1986, was 7.1 per 100,000 population; the rate

for black males 20 to 24 years old was 16.0 per 100,000

population (Bureau of the Census, 1990).

This does not mean that suicide is more of a problem

among males than among females. In fact, females attempt

suicide two to three times more frequently than males;

however, males succeed more often (Schuckit and Schuckit,

1989; Wekstein, 1979). Generally, the difference is due to

males using more deadly options in their suicide attempts;

however, recent evidence is suggesting that females are now

beginning to adopt more violent means, which may bring their

rates in line with males.

Stephens (1987) studied the life histories of 50 adult

females who attempted suicide in order to identify any

social and psychological patterns occurring during

adolescence. The female attempters tended to reflect two

recurrent types of behavior: the "cheap thrills" pattern and

the "humble pie" pattern. The former was characterized by

defiant behavior, rebelliousness, acting out, drug use, and

promiscuous sexual activity. The latter pattern involved

overconformity or acquiescence, docility, passivity, and

emotional restraint or submergence.

Depression. Depression may be a clue to possible

suicide risk; particularly, if other family members also
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experience depression, and the teenager appears to have a

preoccupation with death (Pfeffer, 1984). Depression may

encompass a sense of worthlessness, mood variations, energy

loss and fatigue, loss of sleep, and loss of appetite

(Neiger & Hopkins, 1988; Rosenblatt, 1981; Tishler &

McKenry, 1982). In fact, a Suicide-Depression Inventory has

been developed to identify depression levels which may

indicate possible suicide proneness in a person (Martin,

1974).

Paffenbarger and Asnes (1966) have compared the

academic and medical records of 225 male suicides with the

records of 450 matched controls, and they have found that

worry, self-consciousness, and a complex of anxiety-

depression traits were apparent psychological indicators of

eventual suicide. Intense depression has been identified as

one of the most common characteristics of suicidal

adolescents. The failure to recognize manic-depression and

recurrent depression as an illness has prevented some people

from receiving necessary treatment, and this, in turn, has

exacerbated the problem of suicide (Albert & Beck, 1975;

Glazer, 1967; Kiev, 1984; Sainsbury, 1986)

Shame and Isolation. Shreve and Kunkel (1989) have

suggested that some suicidal behavior may represent attempts

to escape from the pain of shame. Adolescents are

dependent, in particular, upon their peer group for

psychological support. When this support is not
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forthcoming, the sense of self worth and esteem may be

undermined. Dysfunctional self-expressions may ensue, as an

adolescent attempts to compensate for a perceived defect in

the self. The shame that follows is accompanied by feelings

of degradation and immobilization. The adolescent may act

impulsively and attempt suicide as a means of escaping from

this profound sense of worthlessness. Tischler and McKenry

(1983), for example, have reported that adolescent suicide

attempters have showed significantly less self-esteem than

non-attempters.

Social isolation, aggravated by the impersonal social

environments found in some high schools, may intensify a

teenager's feelings of inadequacy. This sense of inadequacy

feeds the low self-esteem in a young person. The result is

a progressive pattern of isolation and an escalated

potential for self destruction, as an individual becomes

increasingly more sensitive to negative feedback from others

(Capuzzi & Golden; Huffine, 1989; Trout, 1980). The

difficulty in defining and measuring such variables as shame

and self-esteem may account for the lack of empirical

studies in this area. The debilitating effects of a shame-

bound family system have been addressed in the field of

psychotherapy (e.g., Fossum & Mason, 1986; Kitchens, 1990),

hence further analysis of suicide potential in this area

would appear to be warranted.
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One important fear adolescents have is the fear of

rejection. Some young people believe that if they fail at

something, then others will reject them. Teenagers who have

difficulty getting along with their peers, fear rejection by

others, and lack peer involvement may contemplate suicide.

Some young people believe that they do not fit in with their

peers. If they are not able to interact well with other

young people, then they face the problem of social

adjustment and potential dysfunctional behaviors in

adulthood (Hollinger & Offer, 1981; Ray & Johnson, 1983).

Anger and Aggression. Some young people internalize

their aggression. They, in effect, turn their anger on

themselves. Their suicide attempt may be a way of saying

"You'll be sorry when I'm gone" (Berent, 1981). According

to Kiev (1984), there is a higher risk of suicide among

those who fail to complain and express their distress or who

avoid interpersonal conflict. Their anger builds until it

is manifest in self-destructive behavior.

Outward aggression or antisocial behavior may also be

an indicator of potential risk of suicide. Hostility and

assaultive behavior have been found in some cases of

adolescent suicidal activity (Pfeffer, Plutchik, Mizruchi,

1983; Pfeffer, Solomon, Plutchik, Mizruchi, 1982).

Violence, internalized hate, and anger may be expressed in a

stage of rebellion immediately preceding a suicide attempt.

Significantly higher levels of hostility have been found in
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suicide attempters in comparison to nonattempters (Jacobs,

1971; Paulson, Stone, & Sposto, 1978; Tishler, McKenry, &

Christman-Morgan, 1981). A study of suicidal juvenile

offenders by Alessi, McManus, Brickman, and Grapentine

(1984) found that 63 percent were committed for violent

felonies, and 31 percent of these adolescents continued to

be assaultive once they were in the offender program.

Previous Suicide Attempts. A major problem in

predicting suicide is that there are too many "false

positives" and "false negatives." Conditions and activities

which have been considered indicative of suicide potential

have not always resulted in actual suicidal behavior. On

the other hand, suicide has occurred when no apparent signs

or indicators have been present. One of the most important

variables predicting suicide is considered to be previous

attempts (Cosand, Bourque, & Kraus, 1982; Hawton, 1986b;

Roy, 1986; Shaffer & Fisher, 1981). One review of studies

of committed suicides concluded that previous suicide

attempts had occurred in 20 percent to 65 percent of the

cases (Dorpat & Ripley, 1967). Stanley and Barter (1970)

calculate that around 50 percent of those adolescents who

attempt suicide will try again. In a study of all suicides

among minors 14 years old and younger in England and Wales

from 1962 to 1968, Shaffer (1974) discovered that 46 percent

of these young people had previously attempted suicide or

talked about suicide.
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Farberow (1989) acknowledges that suicide attempts,

threats, ideation, or gestures provide excellent indicators

for further suicidal behavior; however, he suggests that

these are "late clues in the progression toward suicide,

indicating that a suicidal state has already occurred" (p.

52). If intervention and prevention techniques are to be

more effective, then earlier indicators of suicidal

predisposition must be identified and addressed.

Sexual Identity. Homosexuals of both sexes attempt

suicide much more often than heterosexuals. An examination

of the studies in this area by Harry (1989) revealed that

homosexuals were two to six times more likely to attempt

suicide when compared to heterosexuals. In one study, seven

percent of 89 homosexual males had attempted suicide,

whereas none of the 35 heterosexuals in the control group

had attempted suicide (Saghir & Robins, 1973). In another

study, Bell and Weinberg (1978) found that 18 percent of 686

homosexual males, compared to only three percent of 337

heterosexual males, had attempted suicide.

Alcohol and Drug Abuse. A history of drug and alcohol

abuse may be a risk factor in suicide. A longitudinal

analysis by Wasserman (1989) found that suicide rates

declined when alcohol consumption decreased, during such

times as the Prohibition period. Peck and Litman (1972)

rank drug and alcohol abuse as the number one cause of

increasing adolescent suicide rates. Studies show that the



30

rates of suicide and suicide attempts are 5 to 20 times

higher among drug abusers than among the general population.

Drugs and alcohol are commonly used by suicidal individuals

in the process of decisionmaking and during the actual

suicide attempt. In fact, moderate to heavy drinking and

serious drug abuse have been linked to nearly 50 percent of

teenage suicides, with alcohol contributing to about 25

percent of the total suicides in the United States (Hendin,

1982; Greuling & De Blassie, 1980; Murphy, 1986; Robbins &

Alessi, 1985; Rushing, 1969).

Adolescent females who are frequent alcohol users and

heavy users of marijuana are more likely to attempt suicide

than a comparative group of their male counterparts (Kinkel,

Bailey, & Josef). Young females generally use drugs less

heavily and less frequently than males; although the pattern

of use is similar (Sommer, 1984).

The most common drug used in suicide cases would appear

to be alcohol. This depressant may further lower the self-

control of distressed and unhappy adolescents, and it may

increase their impulsivity (Neiger & Hopkins, 1988; Sommer,

1984). In one study of suicide attempters of all ages, 70

percent of the males and 40 percent of the females were

found to have consumed heavy doses of ethanol (Paykel,

Myers, Lindenthal, & Tanner, 1974). Young people seem to

follow a similar pattern to adults in this area; although,

the actual rates for adolescents are open to conjecture.
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One study reported a ten times higher rate of alcohol and

drug use among adolescent attempters than among a control

group (Garfinkel, Froese, & Hood, 1982). In a study of

suicide attempters 12 to 19 years old, Patel, Roy, and

Wilson (1972) discovered that alcohol had been consumed

immediately before the attempt by 41 percent of the boys and

19 percent of the girls.

Some studies show that drugs other than alcohol are

more likely to be chosen by suicidal adolescents (Worden,

1989). As the age of children increases, cases of self-

poisoning become more frequent. Fredrick (1984) found that

barbiturates and tranquilizers were the most commonly used

drugs for young people 15 to 24 years old who had committed

suicide. Anti-depressant medication is also used,

particularly by female self-poisoners. On a percentage

basis, more women than men prefer to use drugs as a method

of committing suicide, possibly because it is considered a

"less painless" means than hanging or firearms (Goldney,

1981; Marks, 1977).

Perhaps the major reason that drugs are chosen by

suicidal adolescents is their general availability (Worden,

1989). Availability may not be the only reason however,

since studies indicate that children imitate the drinking

patterns of their parents. Children of alcoholics run a

higher risk of attempting and of completing suicide than
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children from drug-free environments (Schuckit and Schuckit,

1989; Sommer, 1984).

Problems in the Home. Adolescents who commit suicide

are often likely to come from broken or unhappy homes.

Hawton (1986a) suggests that families that experience

separation, divorce, lack of stability, and high geographic

mobility show increased risk of suicide. Adolescent suicide

may be a reflection of the turmoil occurring in American

families as family roles change, family units dissolve, and

parent-child relationships alter (Hawton, 1982; Wodarski &

Harris, 1987).

Broken homes have been linked to suicide among adults

(Dorpat, Jackson, & Ripley, 1965); however, the connection

may also be present in cases of adolescent suicide. One

British study of 30 young persons aged between 12 and 14 who

had committed suicide found that seven of them or

approximately 23 percent had come from broken homes

(Shaffer, 1974). Other studies confirm this trend.

Problems in the family and broken homes also figure in

instances of attempted suicide (Hawton, O'Grady, Osborn, &

Cole, 1984; Jacobs, 1971). In a study of 20 suicide

attempters between the ages of 5 and 14, Kosky (1983) found

that 60 percent of these psychiatric inpatients were living

with only one parent. In a comparison group of 50

nonsuicidal psychiatric inpatients, 82 percent were living
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with both parents. Family losses were generally greater for

suicidal than nonsuicidal children.

Hawton (1986a) has pointed out that not all studies are

able to confirm the link between broken homes and suicide.

Sanborn, Sanborn, and Cimbolic (1973), for example, found in

their study of ten teenagers who had committed suicide that

all of them had been living with their natural parents;

however, the majority of these homes were considered to be

unhappy. Another study of 42 suicidal children 6 to 12

years old found no significant differences in the parental

separation of suicidal and nonsuicidal children (Pfeffer,

Conte, Plutchik, & Jerrett, 1979). In spite of some

evidence to the contrary, the presence of disruption,

separation, and divorce in families does seem to be an

important factor in adolescent suicide. Curran (1987) has

concluded that the "erosion of the stability of the nuclear

family is, perhaps, the most critical factor involved in

adolescent suicidal behavior" (p. 10).

Alienation within the family has been identified as a

predominant factor in the potential risk of suicide (Grob,

Klein, & Eisen, 1983). The alienation may be aggravated by

dysfunctional communication in families of suicidal

adolescents. Family difficulties in communication may

inhibit responses to the needs of individual family members,

restrict healthy self-disclosure, and prevent empathic

support, thus resulting in suicidal ideation and behavior
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(Abraham, 1978; Housman, 1981; Sanborn et al. 1973).

Parental conflict appears to increase the possibility of

suicide (Miller, Chiles, & Barnes, 1982). In one study of

suicide attempts, 43 percent of the attempters reported

recent family arguments (Litt, Cuskey, & Rudd, 1983).

Richman (1984) has pointed out the presence of overt and

covert messages in "suicidogenic families." Overt messages

include a parent telling a child: "I wish you'd never been

born," or "Croaking was the best thing your father ever did

for this family." The covert messages are found in the

hidden rules within the family which serve to isolate the

adolescent and restrict emotional support and warmth among

family members or from outside the family. The evidence in

this area is not conclusive. A study by Stivers (1988), for

example, found no significant relationship between

communication levels and the perception of parents

concerning depression and proneness of suicide in their

offspring.

Parents of adolescents who have attempted suicide have

been found to be more indifferent, rejecting, lacking in

warmth, and inconsistent with their offspring in comparison

to parents of young people who have not made a suicide

attempt (Stern, 1984; Taylor & Stansfeld, 1984). Mehr,

Zeltzer, and Robinson (1981) found that family problems,

including an unstable family structure, lack of support, and

the presence of abuse, occurred in nearly 75 percent of the
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cases of attempted suicide. The problem of inadequate role

modeling by adults in families may be passed on from

generation to generation, thus perpetuating family

instability and increasing the risk of depression and

suicidal ideation within family members (Hollinger & Offer,

1982). Hospitalized suicidal children have been shown to

have family systems which reflect a lack of generational

boundaries, symbiotic parent-child relations, inflexibility,

parental feelings projected onto the child, and severe

problems between the spouses (Pfeffer, 1981).

Victims of-Physical Abuse. Young people who have

suffered from physical and emotional abuse may be prone to

depression and suicide (Capuzzi & Golden, 1988; Deykin,

1989; Deykin, Albert, & McNamarra, 1985). In a comparative

study of 16 suicidal and 16 non-suicidal children in a

psychiatric outpatient clinic, Rosenthal and Rosenthal

(1984) found that 81 percent of the suicidal group had

experienced child abuse or neglect, while only 38 percent of

the non-suicidal children had received such treatment. When

child abuse is separated from child neglect, however, self-

destructive behavior is more likely to occur in children

experiencing the former than in children enduring the latter

(Green, 1979). Also, in homes where the abuse is directed

at only one of the children, the abused young person is much

more likely to attempt suicide than an adolescent in a home

where all the siblings are abused (Guarino, 1985).
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Running Away. If dysfunctional families are associated

with suicidal ideation and behavior among adolescents, then

it would seem logical that young people who run away from

home would be prone to suicidal behavior. Indeed, Shaffer

and Caton (1983) have confirmed this in their study which

revealed that 30 percent of adolescent runaways had

attempted suicide, and an additional 28 percent had

seriously considered taking their lives. Another study

found that 50 percent of a group of 18 runaways referred to

a court had made suicide attempts or gestures (Nilson,

1981). Running away may be a symptom of emotional

disturbance rather than a sign of suicide potential;

nevertheless, if other self-destructive behaviors are also

present, then running away may serve as a useful indicator

of suicide risk (Farberow, 1989). In light of the fact that

there are approximately 66,000 runaways every year in the

United States, Rotheram-Borus (1989) has suggested that

intervention efforts should target this specific population.

Termination of Prenancy. The trauma of an unwanted

pregnancy may lead some females to consider suicide. An
overwhelming sense of guilt or shame may fuel an inability

to cope with life and lead pregnant young women to attempt

suicide (Capuzzi & Golden, 1988). The relationship between

suicide and pregnancy is difficult to ascertain however, due

to the disparate nature of the studies in this area and the
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lack of consensus on defining "pregnancy-related" suicides

(Harry, 1989).

Some studies have shown no relationship between

pregnancy and suicide attempts (Whitlock & Edwards, 1968),

while others have found higher rates of attempted suicide

among pregnant girls than among non-pregnant females

(Jacobs, 1971; Teicher, 1973; Teicher & Jacobs, 1966). A

comparative study of 107 female attempters and 110 female

nonattempters found that 12.1 percent of the attempters

believed themselves to be pregnant ("pregnancy-related"

included being menstrually overdue), while only 2.7 percent

of the nonattempters were pregnant. Perhaps even more

significant in this study is the fact that 10 of the 13

pregnant attempters were unmarried (Birtchnell & Floyd,

1975)

Problems in School. Some researchers have found a link

between suicidal behavior and school performance. Some

studies have found a high correlation between the two areas.

Barter, Swaback, and Todd (1968), for example, report that

78 percent of the suicidal adolescent patients in their

study showed poor performance in school. Another study

discovered academic problems among 58 percent of a group of

adolescents who had taken drug overdoses (Hawton, O'Grady,

Osborn, & Cole, 1982). Garfinkel and Golombek (1983) found

a rate of 35 to 40 percent of suicidal adolescents who were

performing poorly in school.
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Students who have low grades and problems in school

would appear to be more likely to be attracted to suicide

than those who do well; however, the relationship may not be

as clear as it first appears. Low grades, for example, may

not be an indicator of potentially self-destructive

behavior. Garfinkel and Golombek (1983) found that the

severity of a suicide attempt was an important factor. The

most severe suicide attempts were actually correlated highly

with adolescents who were successful in school. In

contrast, those students making minor or moderate suicide

attempts were more likely to be failing in school. A

corroboration of this pattern has been reported by Shaffer

(1974) who found that a high number of above-average

intelligence young people commit suicide. Seiden (1966) has

also reported that undergraduate students who committed

suicide had better grades than other students, but their

academic performances had been on a decline the further they

progressed through school.

An additional problem in this area is described by

Garrison (1989). In a review of the studies on suicidal

behavior among school students, Garrison concludes that

academic problems were not as important as other correlates

of suicidal activity; however, she also contends that many

of these studies may be flawed. The groups studied may not

be representative of the general student population, due to

low response rates, small samples, underrepresentation of
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minorities, and the lack of uniformity in objectivity,

definitions, and categorizations.

Problems with the Law. Adolescents who experience

problems with the law may be predisposed to contemplate

suicide. Rushing (1969) has concluded that suicide is

directly related to deviance due to underlying disruptions

in social relations. A loss of social interaction

precipitates deviant behavior, and this, in turn, leads to

suicidal activity. A study by Wolfgang (1958a, 1958b) found

that those people who committed suicide after engaging in

homicide were far more likely to have murdered someone close

to them than a comparative group of people accused of

homicide who did not later commit suicide. Stress may be a

related element in delinquency problems and subsequent

suicidal behavior among some adolescents. Stress has been

identified as a contributing factor in suicidal behavior

(Sanborn, Sanborn, & Cimbolic, 1973), and a young person in

trouble with the law could be assumed to be under

significant stress or anxiety.

Religion. Little research has been done on the

relationship between religious beliefs and suicidal behavior

among adolescents (Hawton, 1986a). Most research has

focused on comparing various religious populations;

prompted, in part, by the work of Durkheim (1951) which

showed lower suicide rates among Catholics than among the

Protestant groups which were less socially organized and
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integrated. Critics have challenge Durkheim's conclusions,

claiming that any differences in rates between Catholics are

due to socioeconomic, not religious variables (Pope, 1976;

Pope & Danigelis, 1981; Stack, 1981) or to underreporting by

Catholics (Day, 1987). Simpson and Conklin (1989) contend

that Durkheim's thesis is upheld when different world

religions are compared. The high degree of fervor and

integration in Islam, for example, results in lower suicide

rates in Moslems than among the general population.

Geographic Mobility. The effect of moving from one

geographical area to another may have a disruptive influence

upon adolescents and lead them to consider suicide.

Sainsbury (1986) found higher rates of suicide among people

in the first five years after they moved than among people

who were still living in the towns where they were born. He

concluded that a much higher rate of suicide than in the

normal population was occurring among those who had moved in

the previous two years.

Imitation, Cluster Suicides, and the Media. A medical

model of "suicide contagion" has been applied to suicidal

behavior which appears to spread through direct or indirect

contact with other suicidal persons. Cluster suicides

reported in Plano, Texas; Westchester County, New York; and

Omaha, Nebraska have lent credence to this phenomenon. The

mechanisms of imitation and identification appear to be

associated with this type of epidemic suicide, and young
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people, in particular, appear to be susceptible to this

pattern of behavior (Davidson & Gould, 1989; Gould,

Wallerstein, & Davidson, 1989).

Suicides may be linked to the anniversary of the death

of a parent or an influential person in the life of an

adolescent. In addition, the death of one individual in a

community may serve as a suicide role model for others to

follow (Bunch & Barraclough, 1971; Ward and Fox, 1977).

The individual who serves as a role model does not have to

be known personally by the potential suicide victim. One

newspaper report of an accidental death by antifreeze

poisoning, for example, was linked to five "copycat"

suicides. News coverage of actual suicides does appear to

be associated with an increase in observed suicides over the

number normally expected (Walton, 1978; Davidson & Gould,

1989). Stack (1987) has studied the imitation of celebrity

suicides by members of the general public. He believes that

the imagination of the public is captured by the suicide of

entertainers. Some individuals see similarities between

themselves and particular entertainers; consequently, they

imitate their suicidal behavior.

Adolescents may be influenced by themes of death in

films and music (Capuzzi & Golden, 1988; Davidson & Gould,

1989). The National Coalition on Television Violence (NCTV)

has collected data showing that some deaths have been linked

to scenes of violence on television. In one case, a number
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of deaths appeared to imitate the Russian roulette suicide

scene in the movie "The Deer Hunter" shortly after it was

shown on television (Farberow, 1989). The imitation effect

has been found in studies of suicidal behavior in soap

operas (Phillips, 1982), and films on teenage suicide (Gould

& Shaffer, 1986; Schmidtke & Hafner, 1986, cited in Stack,

1990); however, the connection has been challenged in some

cases by other researchers (Kessler & Stipp, 1984; Holding,

1974, 1975). Phillips and Carstensen (1988) have analyzed

news programs on television from 1968 to 1985, and they

report that, for 43 suicide stories, suicides increased

seven percent in California.

War games and fantasy games may also encourage suicidal

behavior. The fantasy role-playing game Dungeons and

Dragons has been connected to at least 50 suicides and

murders, according to the NCTV (Farberow, 1989). Anecdotal

evidence in the popular press has also attempted to link

some songs to subsequent suicidal behavior by teenagers.

The parents of two young Nevada boys who shot themselves in

the face in a double suicide attempt sued the rock group

Judas Priest for $6.2 million, claiming that the words "do

it" in the song "Better By You, Better Than Me" advocated

satanism and suicide. In 1990, a judge admitted that the

song contained a subconscious message, but he ruled that the

words were not intended to provoke suicidal thoughts and
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that they did not cause the suicidal pact of the two boys

("Song Cleared," 1990).

Cultural Factors. Suicide rates may also be affected

by our culture. Kiev (1984) reports that South American

nations have low suicide rates. Kiev speculates that one

reason may be the more easy-going lifestyle present in those

countries. In contrast, Scandinavian countries, with their

emphasis on the Protestant work ethic, have high suicide

rates. McAnarney (1979) suggests that adolescent and young

adult suicide in the United States may be a reflection of

social unrest. Suicide rates tend to be lower in societies

where family ties are close. In contrast, suicide rates

increase in societies where the familial bonds are loose.

Curran (1987) has pointed out the stress of the

sociocultural context upon youth in the United States.

Society, through the media in particular, pressures the very

young to emulate teenagers. The present boundaries, roles,

and values are not always clearly delineated for teenagers.

Henry (1963) has argued that American culture places

contradictory and impossible demands upon its youth;

particularly in the area of dating. One of the possible

results of these pressures is self-destructive thoughts and

actions by young people who have become confused and

frustrated.

Suicide rates have been higher historically in urban

rather than rural areas; however, coding problems have
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raised questions regarding the validity of these rates.

Some suicides in rural areas have been recorded in nearby

city rates. When corrections are made for this, there

appears to be little difference in rates between rural and

urban areas (Linden & Breed, 1976). Some geographical

patterns are to be found in the suicide rates. The western

United States has higher rates, for example, than the

remainder of the country (Neiger & Hopkins, 1988).

Summary. Numerous factors have been connected to

suicidal behavior. Schneidman (1986, pp. 3-12) has

attempted to summarized some of the essentials of suicide by

identifying 10 common characteristics of committed suicide.

1. "The common purpose of suicide is to seek a

solution." Suicide is not a random act; rather, it has a

purpose, such as providing a way out or a solution to a

crisis or difficulty.

2. "The common goal of suicide is cessation of

consciousness." The individuals are seeking to end the

anguish in their minds.

3. "The common stimulus (or information input) in

suicide is intolerable psychological pain." The individuals

are seeking an escape from unbearable emotions, torment, or

misery.

4. "The common stressor in suicide is frustrated

psychological needs." Suicide is a reaction to unfulfilled

or frustrated psychological needs.
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5. "The common emotion in suicide is hopelessness-

helplessness." Suicidal people believe that nothing else

can be done in their situation, it is hopeless.

6. "The common internal attitude in suicide is

ambivalence."

7. "The common cognitive state in suicide is

constriction." There is a narrowing of affectual and

intellectual options.

8. "The common action in suicide is escape

(egression) ." Suicidal activity represents a departure or

running away from stress.

9. "The common interpersonal act in suicide is

communication of intention." In 80 percent of the cases,

suicide victims leave clues.

10. "The common consistency in suicide is with lifelong

coping patterns." Past patterns are indicators of the means

of handling problems.

Reflected in many of these characteristics and factors

are general theories of human behavior. The next section

will provide an overview of some of these theories as they

relate to suicide.

Theories of Suicide

Theories of suicide have encompassed biological,

psychological, sociological, and broader economic and

structural perspectives.
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Biological Theories. Recent evidence has revealed a

possible link between suicide and the biochemical and

genetic makeup of an individual. Studies of identical twins

have pointed to the influence of genetic effects in suicide;

although, further study is needed, since no comprehensive

work has been done in this area on monozygotic twins

separated from birth. One intriguing possibility is that

sex hormones may influence suicidal behavior, since males

succeed more often than females. There is, however, little

direct evidence to support this view (Lester, 1988; Maris,

1986).

The genetic argument is reinforced by evidence that

suicidal behavior appears in the family history of some

people more often than others (Roy, 1989). Shaffer (1974)

found cases of suicidal behavior in 22.6 percent of the

relatives of 31 young people who had committed suicide.

The presence of significantly more suicidal relatives among

suicide victims than the general population has also been

confirmed by other researchers (Farberow & Simon, 1969;

Garfinkel et al., 1982; Murphy, Wetzel, Swallow, & McClure,

1969; Robins, Schmidt, & O'Neil, 1957; Tishler et al.,

1981). Studies of psychiatric patients and their family

histories have found familial patterns of suicidal behavior,

as well as the presence of depression or affective disorder

among the suicidally predisposed patients and family members
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(Linkowski, Maertelaer, & Mendlewicz, 1985; Pitts & Winokur,

1964; Roy, 1982, 1983).

The link between psychiatric disorders such as

schizophrenia and affective disorders has been found in a

followup study of over 500 psychiatric patients. A control

group of 160 psychiatrically normal people was selected for

comparison purposes. The followup study revealed that 30

suicides had occurred in the two groups; however, 29 of

these deaths were from the psychiatric group and only one

was from the control group. Also, in comparison to the

control group, the first degree relatives of the psychiatric

patients were found to have a risk of suicide nearly eight

times greater (Tsuang, 1983; Tsuang & Woolson, 1978).

Adoption studies have provided strong evidence for

genetic factors in suicidal behavior. Adopted children

share the same gene pool as their biological relatives but

not their nurturing parents. Research has shown that

adopted children who commit suicide are significantly more

likely to have biological parents who have committed suicide

than a comparison group of non-suicidal adopted children.

In addition, a significant number of adoptees who commit

suicide also have an affective disorder. The possibility

arises that an underlying genetic factor exists which

interferes with the ability of certain individuals to

control their impulsive behavior (Kety, 1986; Roy, 1989).
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Biochemical studies on depressive illness have led to

the discovery of possible links between chemical factors and

suicide (Asberg, 1989). Examinations of cerebrospinal fluid

(CSF) have revealed low concentrations of the serotonin

metabolite CSF 5-hydroxyindoleacetic acid (CSF 5-HIAA) in

cases of increased incidence of suicide attempts. In one

study of depressed patients, 40 percent with low CSF 5-HIAA

concentration had attempted suicide, as compared with only

15 percent of the patients with normal CSF 5-HIAA (Asberg,

Traskman, & Thoren, 1976). Other studies have confirmed

this correlation (Agren, 1980; Montgomery & Montgomery,

1982; Traskman, Asberg, Bertilsson, & Sjostrand, 1981; van

Praag, 1982).

The dopomine metabolite homovanillic acid (HVA) has

also been found to be at reduced levels in the cerebrospinal

fluid of depressed and suicidal patients (Montgomery &

Montgomery, 1982; Traskman et al., 1981). Post mortem

studies have found supporting evidence of serotonergic

dysfunction in suicide victims; although, these studies have

been confined to adult suicides at this time (Stanley,

1989). Some endocrine disorders appear to be linked to

increases in suicide. A blunted thyroid stimulating hormone

(TSH) response to thyrotropin-releasing hormone (TRH) may be

related to violent suicides (Linkowski, Van Wettere,

Kerkhofs, Brauman, & Mendlewicz, 1983; Meltzer & Lowy,

1989).
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Psychological Theories. Researchers who offer

explanations for suicide in this field focus on the

psychological makeup of individuals. A number of

possibilities have been proposed including the psychodynamic

and psychoanalytic models, personality theory, cognitive

theory, negative self-image, and behavioral models.

The psychodynamic model suggests that the roots of

suicidal behavior lie in crises arising in the mind.

Suicide may be the result of feelings of hopelessness or

depression based upon mental turmoil (or intrapsychic

conflict). The inner turmoil means that the individual has

not successfully mastered the early stages of psychological

growth, particularly what Sigmund Freud called the "oral

stage". Past events influence the present and the future.

Loss of love, rejection by significant others, and

deprivation lead to anger, resentment, and guilt in the

individual. As a result, the person is locked into an

internal conflict in which any anger and aggression which

would normally be directed toward someone else is now turned

on the individual himself. Suicidal thoughts and actions

take root in this internal strife (Hatton & Valente, 1984;

Lester, 1988; U.S. Department of Health and Human Services

[U.S. DHHS], 1984).

Freudian instinct theory, particularly the death

instinct, has been suggested as a basis for explaining

suicide. The death instinct, or Thanatos, is a genetically-
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determined, intrapsychic drive of aggression and

destruction. The drive expresses itself in a wish to kill

or a wish to be killed. One postulate is that this drive

may also generate a wish to die or desire to commit suicide.

The self-destructive activity arises due to the inefficient

functioning of the life instinct, or Eros. Another

possibility is that the aggression is due to unmet needs,

rather than the death instinct. In this scenario,

repression and other defense mechanisms result in the

aggression being turned inward, in the form of self-

destructive tendencies (Menninger, 1938; Futterman, 1961).

Jungian psychology assumes that suicide is the result

of the dark side of the self prevailing over the light side.

The self maintains the contact between the individual and

the larger world or cosmos, it provides the experience of

meaningfulness. When life loses its meaning, death seems

preferable or even desirable. In addition, the Jungian

perspective emphasizes the mostly-unconscious longing for

spiritual rebirth. If the ego loses contact with the self,

then it must return to the womb, reestablish contact, and be

reborn with a new meaning for life. This may be experienced

within the life span of the individual; it does not have to

imply such metaphysical concepts as life after death or

reincarnation. As self-realization and self-actualization

decline in the individual, the tendency toward suicide

increases (Klopfer, 1961).
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Cognitive theory points to a negative self-image as the

root of depression and suicidal activities. This negative

self-image is based on negative, incorrect, or irrational

thinking. The individual falsely assumes that he or she is

"no good", the situation is hopeless, and that suicide is

the only way out (Capuzzi & Golden, 1988; Hatton & Valente,

1984). Cognitive distortion theory, for example, proposes

that suicidal individuals believe that they are inferior to

other people in their ability to cope with problems in life.

Any demands placed upon them by other people exacerbate

their sense of being overwhelmed and their negative view of

themselves. Consequently, they view the future with

foreboding and with a belief that they are destined to fail.

The result is withdrawal, lack of positive thought and

action, a sense of hopelessness, and a suicidal ideation.

In addition, the adolescent has a limited view of mortality.

Death may be viewed as both remote and reversible. Such

thinking makes suicide a viable option. (Beck, 1983; Beck,

Kovacs, & Weissman, 1975; U.S. DHHS, 1984).

Behavioral models describe suicidal activity in terms

of reinforcement. Depression and suicidal behavior are a

result of insufficient reinforcement. The situation may be

aggravated by the loss of a loved one or by significant and

uncontrollable changes in a person's life. In addition, the

suicidal individual may lack the social skills to elicit
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positive reinforcement from others. Social learning theory

reflects some of these behavioral principles.

Social learning models focus on the stimuli,

reinforcement, and punishment in the environment, and the

effect of these upon the individual. An adolescent will

become depressed and suicidal in an environment which

provides too much punishment and too little reinforcement.

As the adolescent continues to compete and fail in

socializing, sports, or grades, the result will be

progressive isolation. Such an individual will learn to

avoid others; however, this will increase his or her

solitude. One consequence of the avoiding behavior will be

that others will, in turn, draw away from the troubled

adolescent, thus completing the cycle of separation and

increasing the possibility of self-destructive behavior

(Capuzzi & Golden, 1988; Ferster, 1973; Holinger & Offer,

1982; Lester, 1988).

A model of learned helplessness could also be applied

here. Seligman (1975) has suggested that individuals

exposed to uncontrollable events learn that responding is

futile. If people believe that their trauma is beyond their

control, then they will lose any incentive to respond.

Their fears will eventually be replaced by depression, the

future will appear bleak, and they will perceive themselves

as helpless and beyond hope. Such individuals fail to

respond voluntarily to their situation, have difficulty
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learning that their responses produce outcomes, become

increasingly depressed, experience low aggressive and

competitive responses, lose their appetite, become sexually

and socially deficient, and undergo physiological and

biochemical changes. Their actions may become suicidal in

nature. Seligman has observed that sudden death may result

from learned helplessness, as persons lose hope and come to

believe that their efforts and actions in life will continue

to fail. The ensuing lethal psychological state results in

an abandonment of life or the will to live.

Models of suicide based upon personality theories and

psychiatric disorders have also been posited (Capuzzi &

Golden, 1988; Kovacs & Puig-Antich, 1989). An underlying

personality disorder and depressive syndrome may give rise

to pathological symptoms including suicidal behavior

(Crumley, 1982). One study of 133 suicides of people under

the age of 30 determined that 92 percent has psychiatric

diagnoses. These post-mortem diagnoses included substance

use disorder, schizophrenic disorder, antisocial

personality, other psychoses, depression, and affective

disorders. The researchers concluded that psychiatric

illness was a necessary or basic condition for suicide;

however, it was not a sufficient or complete explanation for

the behavior (Fowler, Rich, & Young, 1986; Rich, Young, &

Fowler, 1986).
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Sociological Theories. Sociological explanations of

suicide generally identify the causal factors of suicide as

lying within the society, not in the individual alone. At

the turn of the twentieth century, the French sociologist

Emile Durkheim (1951) sought to show that suicidal behavior

could not be explained by purely psychological means.

Durkheim said that suicide was related to social cohesion,

including both the integration and regulation of the members

of society. He identified four types of suicide: egoistic,

altruistic, anomic, and fatalistic.

Egoistic suicide is likely to occur when the individual

is less well-integrated into society. The individual lacks

necessary support systems and is not able to have his or her

needs met. Loosening family ties and identity changes in

adolescence may lead to egoistic suicide. Altruistic

suicide occurs when social integration is too strong. The

mass suicide in Jonestown, Guyana is an example of this type

of suicide. Society pressures the individual to believe

that it is his or her duty to commit suicide. Anomic

suicide occurs when the norms and regulations in society

break down or abruptly change. The individual feels cut

adrift in a sea of normlessness. The high suicide rate

among Native Americans amidst rapid cultural changes and the

loss of their traditions may be an expression of anomic

suicide. Fatalistic suicide occurs when regulations are

oppressive or excessive, resulting in the individual
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believing that life is hopeless. Durkheim mentions

fatalistic suicide in a footnote in his book, and he fails

to provide any extensive discussion on the category. This

type of suicide is considered relatively rare in American

culture; however it may be more frequent in Asian cultures

where women have fewer options in life (Huffine, 1989).

Durkheim's approach has been extensively debated,

challenged, and, at times, corrected or modified. Douglas

(1967) has challenged the interpretation, held by some

American sociologists, which claims that Durkheim was

arguing that social behavior is the cause of shared

sentiments and subsequent suicide. He believes that

Durkheim is proposing that the shared beliefs, not the

social behavior, are the ultimate cause of suicide in a

society. The individual is not always fully conscious of

the collective forces which cause his or her actions.

Consequently, analyzing the beliefs and thoughts of those

people involved in an action will not elicit a clear picture

of the meanings conveyed in the associations or social

group, since the individual expressions are only "echoes" of

the collective representations. What Durkheim does reveal,

however, is that the roots of suicide are often extensive

and deep.

Other sociological theories have been presented since

Durkheim, with some of them showing a debt to his work.

Status integration theory reflects the problem of social
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integration addressed by Durkheim in its argument that

suicide is a consequence of role or status conflict. As

conflicting sets of norms in the statuses held by an

individual increase, status integration declines, and the

potential for suicide rises. In status change theory,

suicide is the result of a change in social status. If an

individual drops in prestige ranking or experiences a loss

of social status, then the subsequent social instability may

cause the person to commit suicide (Douglas, 1967; Gibbs &

Martin, 1958). Some of the issues raised by Durkheim are

found in economic theories of suicide.

Economic theories of suicide generally develop

Durkheim's observation that economic disruption increases

suicide. These theories have focused on the effect of

income increases (Hammermesh & Soss, 1974), economic

hardship and economic deterioration or improvement (Marshell

& Hodge, 1981) and unemployment (Breed, 1963). Suicide

rates appear to follow the cycles of economic activity in

American society.

Sociocultural theories of suicide address the

underlying cultural factors which may influence suicidal

behavior. For example, the differences between urban and

rural lifestyles may affect suicidal rates. In other words,

rural subcultures contain a more traditionalistic sentiment

opposing suicide than urban subcultures, possibly due to the

stronger influence of church injunctions. Thus, suicide is
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predicted to be more prevalent in urban rather than in rural

areas (Douglas, 1967). Cultural theories imply that the

socialization and developmental learning process is

extremely important in determining how an adolescent will

handle the problems and difficulties in life.

Childrearing practices in a culture may have an

influence upon later predisposition to commit suicide.

Alice Miller (1983) has referred to the debilitating facets

that characterize much of western childrearing as "poisonous

pedagogy." The goal in this approach is to raise a child

to be an independent and competent adult. Respect comes

only when the individual is able to exorcise or remove the

"child" within. The parent assists in this process by

abusing and suppressing the creativity and feeling in the

child. Coercion and denial are mainstays in a drive to

change the child as quickly as possible. Some examples of

childrearing which indicate poisonous pedagogy include the
view that adults are the master of the child, they determine

what is right and wrong; the child is responsible for the

parents' anger; parents must always be shielded; life-

affirming feelings by the child are a threat to the parent;

and the will of the child must be broken. The child is

raised in fear; any physical, emotional, or sexual abuse

serves only to reaffirm in the child his or her own

worthlessness. The "ghosts" of these childhood experiences
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continue to haunt these individuals in later life (See,

e.g., Bentz, 1989).

Such childrearing practices would appear to reinforce

the power of the suicidal forces at work in the individual.

These practices display a demand that the child, in essence,

deny the true self--the natural child who expresses honest,

creative, authentic thoughts and feelings--and become an

"adult" self, forced to affect unnatural emotional and

cognitive postures. Meanwhile, in the background lurks the

image of the ideal self, full of impossible demands and

expectations. Such a child becomes "codependent"; needs are

not met, and life becomes a desperate search for affirmation

and acceptance. Frustrations and depression increase, as

the individual realizes that the solution to personal

dilemmas are to be found outside the self. Value and worth

are to be bestowed upon the individual by others.

Various problems arise in this process. Young people

who experience these abusive forms of childrearing will lack

clear boundaries in their relationships. This may result in

abusive situations, where the individuals may be victims or

even abusers. Such individuals will place unrealistic

demands and expectations upon themselves and upon others.

Rigid and inflexible rules may govern their lives. These

rules will be dysfunctional in that they will require that

these young people deny their true feelings; the rules will

be inconsistent, and they will reinforce deception and
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manipulative behavior. A sense of shame and worthlessness

will drive and perpetuate the system (Fossum & Mason, 1986).

When these children enters the teenage years an array of

additional problems arise.

The teenage years, according to Erikson (1968) involve

a quest for identity. Teenagers begins to form a conception

of themselves through a process of simultaneous reflection

and observation involving all levels of mental functioning.

Their self-perception is drawn from their evaluation of the

ways other people judge them. This process, of course,

begins in childhood; however, it becomes the "crisis" or

critical issue in adolescence. If the goal of identity is

not met, the youth is left with identity confusion or

diffusion. Interpersonal intimacy will be difficult,

emotional distance and isolation will be the norm, and there

will be a lack of occupational stability. A young person

who has been raised under a cloud of poisonous pedagogy will
have difficulty developing a healthy self-identity.

Sociocultural theories provide an explanation for the

confusion and depression often surrounding the suicidal

individual. Curran (1987) suggests that Western society

pushes the very young to emulate teenagers, and it pulls

upon the older adults to be as youthful as possible. In the

middle is the teenager who, alone, does not want to be an

adolescent. The teenager is confronted by a society with

changing boundaries, roles, dimensions, and values.
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Institutions, such as education, government, and the church,

are losing their credibility. Cynicism abounds. A lack of

faith and trust "in the virtue, equity, and workability of

our society and its values is for the first time shared by

parent and adolescent alike" (p. 8). Since adolescents lack

the rights and responsibilities of adults, they feel useless

and alienated from society.

In the confusion of adolescent development, a number of

social and sociopsychological factors impinge upon the young

person and precipitate suicidal behavior. Family problems

lead to the acting out of frustrations. Drug use increases,

along with other avoidance mechanisms and problems such as

running away, sexual activity, difficulties in school, and

delinquency. Society no longer represents security and

dependability; instead, the lack of norms and structure in

the young person's life result in anomie, withdrawal,

isolation, and the lack of social contact.

Eclectic-and ProcessTheories. Neiger and Hopkins

(1988) claim that one theory alone is unable to provide an

complete explanation of suicide. They propose an eclectic

approach in which each theory is understood in an

interactive context with other theories. Thus,

psychodynamic theory, cognitive theory, sociological theory,

developmental theory, and biological theory all contribute

to our knowledge of why people commit suicide. One

modification of this approach are theories which see suicide
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as a process, beginning not in adolescence but in the early

stages of development. The suicidal act results from a

series of unhappy life events, rather than a single

traumatic incident (Anderson, 1981; Gernsbacher, 1985;

Wodarski & Harris, 1987). One example of this approach is

the "suicide syndrome."

Gernsbacher (1985) has proposed that suicide should be

examined more as a process than an event. He believes that

psychiatry, psychology, and sociology have failed to uncover

the real causes of suicide. Evidence of the failure in

these disciplines is found in data revealing that

hospitalized psychiatric patients commit suicide six to ten

times more often than other people. Also, the medical

profession has the highest suicide rate of all professions,

with psychiatry leading the way. These disciplines have

failed to recognize the roots of suicide. Gernsbacher

believes that these origins are found in an evolutionary,

human, self-destructive process which he calls the "suicide

syndrome."

Suicide is not solely the result of a recent incident

or some social conditions; rather, it is the ultimate

consequence of a comprehensive life process that is so

pervasive that we fail to recognize it. The wonder is that

even more people don't commit suicide. The suicide syndrome

acts at an unconscious level; consequently, people feel

helpless as they are inexorably driven by it.
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Rationalization is used to explain feelings and behavior,

but this only exacerbates the problem by further covering up

the root cause--the suicide syndrome. Gernsbacher suggests

that the syndrome produces anxiety, fears and phobias,

emotional suffering, and lethargy. It affects mannerisms,

habits, and behaviors, and it influences relationships and

choices in friends and marital partners. It may result in

alcoholism and drug abuse, accidents, illnesses, stress,

strain, and overwork. The syndrome influences our thought

processes by defining priorities and meanings, and by

distorting reality. On a broader scale, entire social

systems are affected as moral values and social goals and

expectations come under its influence.

The origins of the suicide syndrome lie in the human

capacity to develop complex learning skills and responses.

This includes the ability to be creative and use our

imagination to form concepts and reorganize beliefs and

ideas; to respond emotionally to our perceptions; to

symbolize or use language; to expand our awareness of time

and our impending death; to reason, interpret, and use logic

in order to reinforce or repress real experiences or

abstract concepts; to form social groups and endow

institutions with a symbolic existence of their own; and to

aspire to a life of meaning and self-fulfillment. In the

process, the suicide syndrome turns the greatest human gifts
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against the human being by destroying self-esteem and

crushing future hopes.

How does the syndrome destroy? The syndrome, which is

essentially a system of beliefs, feelings, and behaviors,

embraces a self-destructive goal. The heart of the suicidal

syndrome is what Gernsbacher calls the individual's

"unconscious conviction in his Fantastic Self"; that is, the

"pure, flawless, infinitely powerful, immune to weakness,

selfless, omnipotent, innocent, immortal, perfect image of

oneself" (p. 30). It is this image that the individual

aspires to attain in reality. The problem is that

attainment is impossible--perfection cannot be achieved;

however, the individual refuses or is unable to admit this,

and so, blames himself.

Gernsbacher contends that, during adolescence, the

individual must seek an identity by devising a real self in

order to live. This is accomplished by acquiring an

"Empirical Self" consisting of an amalgamation of empirical

experiences encountered by the individual, others, and the

existential environment. Unfortunately, the individual is
still confronted with the problem of inadequacy, since the

"Fantastic Self" continues to serve as a reminder of an

unrealized goal.

The suicide syndrome destroys an individual's self

esteem and hope for the future. It stimulates anxiety,

fears, phobias, emotional suffering, drug abuse, accidents,
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illnesses, and stress. Gernsbacher sees the social and

psychological factors associated with suicide as symptoms of

an underlying process entrenched within the development of

the individual and within the culture itself. He paints a

rather pessimistic picture of the intrinsic capability of

individuals to overcome the suicidal forces in life.

Summary

A review of the literature on adolescent suicide

reveals the extensive nature of the problem, both in terms

of the loss of lives and the possible explanations and

contributing factors. The attitudes toward suicide have

changed over the centuries, with opinions in contemporary

society serving both to obfuscate the breadth of the problem

and to hinder research. A number of factors appear to be

important in influencing the suicidal predisposition of an

adolescent. These include depression, personal feelings and

attitudes, family problems, abuse, drug use, academic

problems, and delinquency problems. These factors tend to

harmonize with the sociological or social-psychological

theories of suicide; however, a study of some additional

theories indicates that any conclusions in this area must be

considered tentative. In fact, these theories and factors

do not need to be mutually exclusive explanations. Some may

overlap. The next chapter will attempt to develop a

statistical model as a means of assessing the significance

of some of these factors.



CHAPTER III

THEORETICAL BACKGROUND

Introduction

This chapter provides a summary of the theoretical

basis for the study. The hypotheses are presented, and a

brief description of covariance structure modeling is given.

The Theoretical Perspective

The problem of suicide among adolescents is compounded

by the difficulty in predicting which factors influence

young people to contemplate engaging in self-destructive

behaviors. One possible way of dealing with this problem is

to take a social-psychological perspective as a means of

identifying and explaining the predisposing conditions in

the development of a suicidal orientation in a teenager.

Sociological theory provides at least three levels of

addressing the issue of suicide: the microlevel, the

mezolevel, and the macrolevel.

Sociological explanations of a suicidal orientation may

focus on the internal forces shaping the self-perception of
an individual. Young people develop a sense of identity,

self-awareness, and esteem in interaction with significant

others in their environment. At this microlevel, any

disruptive influences may affect the development of healthy

65
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attitudes, responsible behavior, and a general sense of

well-being in young people.

The broader institutions and structures of society

comprise the macrolevel. These include the indirect

contacts and influences of society through laws, norms,

media, and cultural history. In between the microlevel and

the macrolevel lies the mezolevel. The mezolevel

encompasses all the people and the representatives of

institutions who come into direct contact with the

developing child. The theory underlying this study is that

specific social factors at the microlevel and mezolevel will

provide a sufficient explanation for a suicidal

predisposition or orientation among teenagers, since these

two levels have a particular impact on the early social

development of adolescents. There are four social factors

which are important in social development and the

inclination of an adolescent to think and act in a

particular way. At a microlevel, these factors consist of

the internal attitudes and emotions or the psychic forces

and the external behaviors or actions of the individual. At

a mezolevel, the interactive effect upon the young person of
the family and school provide an important contribution to

childhood development. Internal stressors, external

behavior, the family, and the school interrelate and combine

to shape the predilection of an adolescent either to seek

life or to embrace a self-destructive path.
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Two of the most important agents of early childhood

socialization are the family and the school (Popenoe, 1991).

The family is usually the most important primary group in

providing the individual with the earliest and most complete

experience of face-to-face association. Human nature begins

to develop and to be expressed in the intimate relations

found in the family. Cooley (1962) has described human

nature as sentiments and impulses, including love,

resentment, ambition, vanity, hero-worship, and the feeling

of social right and wrong. Cooley emphasized that human

nature is not "something existing separately in the

individual, but [it is] a group-nature or primary phase of
society, a relatively simple and general condition of the

social mind" (pp. 28-29). Human nature is rooted

essentially in the interactive elements of the primary

group.

A widely-accepted cultural norm is that members of a

family or primary group are expected to like one another.

If an individual is unable to feel affection or the young

person dislikes a relative, then guilt feelings may develop

and emotional separation may ensue (Shibutani, 1986). A

sense of isolation and disenfranchisement from the emotional
support of the family may result in feelings of loneliness

and depression within the individual. A review of the

literature has identified depression as one of the most

common characteristics of those young people who contemplate
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suicide (Crumley, 1979; Greuling & DeBlassie, 1980; White et

al., 1990). Young people may also act out their feelings of

inadequacy and rejection. Dukes and Lorch (1989) have noted

that a negative self-evaluation by an adolescent may be

associated with deviant behavior as well as a preoccupation

with suicide.

A dysfunctional family environment will exacerbate the

negative feelings and deviant behaviors of a young person.

A child vulnerable to family violence may feel helpless,

rejected, and desirous of death. A young person may

experience guilt over not being able to relate to or have

unconditional love for the parents (Hafen & Frandsen, 1986).

Gelles and Straus (1988) have observed that family violence

and abuse may increase the anger and aggression in a child.

In contrast, a supportive family provides a buffer against

the psychic pains of any violence experienced by an

individual outside the family environment. Battered

children may turn their anger inward and become demoralized.

The result is a sense of hopelessness and attempts by these

adolescents to take their own lives. These children "can

become behavior problems at school and are at risk for

violent delinquent behavior in the streets" (p. 139).

Kratcosti and Kratcosti (1986) have connected

delinquent behavior among young people to disruptive family

structures and parental rejection. They acknowledge the

importance of the family in the development of a child's
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self-image, and feelings of worth and of being loved or

rejected. Hence, when physical violence and abuse of

children by parents occurs, these young people are more

likely to experience higher levels of emotional tension and

deviant behavior than non-abused offspring. In fact,

delinquents generally experience feelings of inferiority,

inadequacy or rejection, and resentment of authority

figures. Both antisocial behavior and emotional

disturbances may be linked to a suicidal orientation

(Hawton, 1986a; Shaffer, 1974).

The school is also an important part of the life of a

young person. Schools are usually the first formal agent of

socialization encountered by the child outside the family.

Whereas the family nurtures the intimate or Gemeinschaft-

type relationships that are typical of primary groups,

schools provide a means of developing Gesellschaft-types of
association, including a child's conformity and adjustment

to modern society (Popenoe, 1991; Tonnies, 1957). In one

sense, schools provide the "occupational" status of young

people. The role of student provides a sense of identity

and purpose for the teenager. Also, the occupation of

student is accompanied by a pressure to succeed and to

achieve in a competitive environment. Consequently, if

adolescents are experiencing problems in school, then they

are susceptible to feelings of inferiority and uselessness.

Just as unemployment and work-related problems have been
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linked to depression and suicidal behavior in adults, so too

can a case be made for the similar negative effects of

school problems upon young people (Hagnell & Rorsman, 1980;

Hawton, 1986b; Maris, 1985; Sainsbury, 1955; Wasserman,

1983).

School problems have been connected with delinquency,

drug abuse, family problems, and emotional problems. Polk

and Burkett (1972) have found, in a study of 284 high school

males, that heavy alcohol use was related to lower grades

and a negative self-image as a good student. Teenage

drinkers were more likely than non drinkers to reject adult

supervision and be delinquent. Dropping out of school may

be a final step in a pattern of progressive alienation from

the school environment. The process may begin with an

inability to cope with subjects in elementary school, move

through to apathy and disruptive behavior in junior high

school, and conclude with increased absenteeism and the

eventual dropping out of high school. Kratcoski and

Kratcoski (1986) have related dropping out of school to

feelings of helplessness concerning failing grades, family

disorganization, and personal problems. One study found

higher rates of police contact and officially-recorded

delinquent behavior while in school among dropouts than

those who graduated (Elliot & Voss, 1974). Hafen and

Frandsen (1986) claim that a common suicidal circumstance
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occurs during a disciplinary crisis precipitated by

antisocial behavior or truancy.

The theory presented in this study is that an

adolescent suicidal orientation can develop as a consequence

of a combination of internal disturbances, external

delinquency problems, family problems and difficulties in

school. These elements are not mutually exclusive; rather,

an interactive effect exists between them which will

increase the risk of subsequent suicidal activity.

The Theoretical Model

A theoretical model of suicide has been constructed

(see Figure 1) illustrating the four predisposing factors

which influence adolescent suicidal ideation and behavior.

The first factor, psychic disruption, refers to the sense of
depression, loneliness, and unhappiness with life

experienced by the teenager. The second factor,

delinquency, refers to problems with drug use and discipline

in school and trouble with the criminal justice system. The

third factor, family disruption, is defined as being hit by

an adult in the family, as desiring counseling for sexual or
physical abuse in the home, and as failing to experience

acceptance from the family. The fourth factor, school

problems, includes failing or poor grades, missing school,

and a desire to drop out of school. A suicidal orientation

is characterized by both thinking about and attempting to

commit suicide.
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Figure 1

A Theoretical Model of Four Factors Influencing Adolescent

Suicidal Orientation.

PSYCHIC

DISRUPTION

DELINQUENCY

SUICIDAL
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FAMILY
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The Hypotheses

The following hypotheses have been derived from the

review of literature, the theoretical framework, and the

variables available in the survey:

Hypothesis 1. From the psychic disruption factor,

depression, loneliness, feeling unhappy with life, and

increased trouble with depression in the present will all be

positively related to suicidal ideation and attempts.

Hypothesis 2. From the delinquency factor, the use of

drugs and alcohol before or during school, having more than
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one recent discipline referral, and being in trouble with

the law will all be positively related to suicidal ideation

and attempts.

Hypothesis 3. From the family disruption factor, being

hit severely by an adult family member, desiring counseling

for sexual and physical abuse in the home, and failing to

feel accepted by the family will all be positively related

to suicidal ideation and attempts.

Hypothesis 4. From the school problems factor, poor

and failing grades, a desire to drop out of school, and

frequent absences from school will all be positively related

to suicidal ideation and attempts.

The Statistical Model

The analysis of statistical measurements in the past

has often been reduced to attempts to confirm the

reliability and validity of the data. The efforts to test

the stability of replicated measurements and to verify that

the measures actually measure what they are supposed to

measure have resulted in other elements of research being

dealt with in an inadequate manner. These other areas of

research include the development and confirmation of

theories and models, model estimations, and explication of

the results. The use of a LISREL program, or covariance

structure modeling techniques, enables a researcher to

address and combine issues of measurement with structural

equation modeling, since a single model can be developed
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which integrates both the observed indicator variables and

the latent theoretical concepts (Hayduk, 1987).

Two powerful statistical techniques are combined in

covariance structure models: a confirmatory factor model and

a structural equation model. Factor analytic models are

common in psychometrics. They are essentially measurement

models. The observed variables in a model are measured with

error. They are linked to, or generated by, unobserved

variables or common factors. Structural equation models are

found in econometrics. The regression analysis techniques

used in the social sciences are examples of structural

equation modeling. The regression of a single independent

variable on one or more independent variables is an

illustration of this approach (JOreskog & SOrbom, 1989;

Long, 1983b).

Structural equation models must deal with the problem

of measurement error, since the assumption that the

variables are measured without error is often unrealistic.

Factor modeling also raises problems with errors in the

variables, and this, in turn, prompts questions regarding

the structural relationship between unobserved variables.

Exploratory factor analysis fails to provide a completely

adequate basis for structural modeling. It renders only

arbitrary values in the rotated factor analysis, and it

treats the observable variables symmetrically, as indicators

of the unobservable common factors. (A common factor is a



75

factor causing two or more observables or variables.)

Confirmatory factor analysis overcomes these problems, and

it also allows single and multiple goodness-of-fit tests of

a model (Hayduk, 1987; Goldberger, 1973; J6reskog and

Sbrbom, 1989; Kenney, 1973).

In a LISREL model, a measurement model specifies how

the latent variables or factors are measured in terms of the

observed variables, and the validity and reliability of the

observed variables are delineated. Measurement of people's

attitudes, feelings, and behavior often contain considerable

measurement errors; however, a LISREL measurement model will

take these measurement errors into account. A LISREL

structural equation model provides an estimate of the

unknown coefficients in a set of linear structural

equations. "Variables in the equation system may be either

directly observed variables or unmeasured latent

(theoretical) variables that are not observed but relate to

observed variables. The model assumes that there is a

'causal' structure among a set of latent variables, and that

the observed variables are indicators or symptoms of the

latent variables" (JOreskog & SOrbom, 1989, p. 2).

The advantage of covariance structural equation models is

that they go beyond explanatory factor analysis, regression

analysis, and analysis of variance. A LISREL model

integrates simultaneous equation systems, linear causal

analysis, path analysis, and structural equation models; and
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it is able to deal with both errors in the variables and

errors in the equations.

The Statistical Hypotheses

When a covariance structure model is used in research

the relationship to be tested is the quality of the

convergence between the model and the data. In other words,

a suitable model must be an accurate representation of the

data. At an informal level, the prediction in this

dissertation is that a statistically accurate model of

adolescent suicidal behavior and ideation can be developed.

The research hypothesis and the null hypothesis in the

statistical model address this relationship on a more formal

level; however, since the test is for goodness of fit, the

desired outcome is that the null hypothesis be confirmed.

Statistical Research Hypothesis. There is a

significant difference between the statistical model of

suicide and the data. The predictive effect of this

hypothesis is, however, that the statistical model does not

represent the observed data or measures of suicide.

Statistical Null Hypothesis. There is no significant

difference between the statistical model of suicide and the

data. Chi-square will be one of the tests used for goodness

of fit. Large values of chi-square indicate significant

differences, and this is generally the preferred outcome

when a significant correlation is predicted between

variables. In this case, however, large values of chi-
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square relative to degrees of freedom would indicate that

the model does not provide an adequate fit of the data.

Consequently, the desire is that the result of the analysis

of the final covariance structure model will be a failure to

reject the null hypothesis.

The assessment of the fit of the model in this study

also involves an examination of the solution or results of

analysis, the measures of overall fit, and a detailed

assessment of fit. The examination of the solution includes

observing the parameter estimates and the standard errors.

Measures of goodness of fit include, in addition to chi-

square, the goodness-of-fit index and the adjusted goodness-

of-fit index. If the model does not appear to fit very

well, then a detailed assessment of the fit can be conducted

by examining the standardized residuals and the modification

indices.

Summary

This chapter has provided a theoretical basis for the

study of adolescent suicidal thoughts and behavior. The

roots of a suicidal orientation are described in terms of

four social or social-psychological factors: internal

psychic disruption, delinquent behavior, problems in the

home, and problems in school.

This dissertation utilizes the techniques of covariance

structure modeling, or LISREL, to develop a statistical

model of social influences in suicide attempts and thoughts
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among teenagers. The advantages of such a model over either

structural equation or factor models have been discussed,

and the theoretical and statistical hypotheses have been

presented.



CHAPTER IV

METHODOLOGY

Introduction

A number of research techniques are available for use

in evaluating the theory presented in this dissertation

regarding adolescent suicidal thoughts and behavior. The

two broad approaches include qualitative analysis and

quantitative measures. Qualitative studies, including

participant observation and case studies, offer the benefit

of identifying specific conditions surrounding the problem

which cannot be reduced easily to quantifiable data. The

contribution and the insights gained from qualitative

studies should not be overlooked; however, this study will

utilize a quantitative approach, as a means of determining

the influences and the strength of particular variables upon

a suicidal orientation in teenagers.

This chapter describes both the sample and the methods

used in the study. The limitations placed upon the research

are identified, and the techniques employed to collect and

to analyze the data are also discussed.

The Sample and the Survey

The focus of this study is upon adolescents; however, a

number of limitations have been placed upon the selection

79
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process within this group. First, the research was confined

to young people who are still in school. Second, only those

students in the ninth through to the twelfth grades were

surveyed. Third, only the results from teenagers (aged 13

through 19) were selected for evaluation. The sample was

selected from a high school student population in a school

district in north Texas. The school district is located in

a city with a population of approximately 65,000 people, and

it has a high school enrollment of approximately 2,400

students in three schools.

The study utilized a self-report questionnaire (see

Appendix A). Questionnaires offer a number of advantages in

research. First, they contain written questions to which

people can respond without the aid, influence, or the bias

of an interviewer. Second, they provide some assurance of

anonymity. No direct contact is required between the

researcher and the respondent, and the questionnaire can be

completed without the respondent providing any personal

identification such as a name. Third, questionnaires offer

standardized wording. This provides a uniformity to the

survey. Fourth, in comparison to interviewing,

questionnaires cost less, and they are less time consuming.

Group-administered questionnaires are an efficient and an

effective means of collecting data from respondents. In

fact, the survey questionnaire is one of the most widely

used research methods in the social sciences, and it is
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found in nearly 90 percent of the articles appearing in

sociology journals (Austin & Crowell, 1981; Bailey, 1978;

Brown & Gilmartin, 1969; Monette, Sullivan, & DeJong, 1986).

The questionnaire used in this study was developed and

refined by a multidisciplinary research team working under

the auspices of the Institute for the Study of the Family

and Addictive Disorders at the University of North Texas.

The project was done at the request of the school district,

which assumed final control over the questions selected for

the survey. The questionnaire was administered during the

spring of 1990.

The nature of the topic and the characteristics of the

target population required that some constraints be placed

upon the types of questions asked in the survey. Since the

sample was drawn from a public school district, the school

administration preferred that questions which could cause

controversy be deleted. As a result, questions dealing with

such issues as religion, sexual abuse, and sexual identity

either could not be included in the survey, or were

addressed in a very circumspect or innocuous manner.

Techniques of Data Collection

A sample was drawn from the population of high school

students by using a cluster sampling technique to choose

classes from each grade level. This was achieved by

compiling a list of all class rolls and selecting every

third class on the list to be given the questionnaire. The
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nonprobability sample that resulted from this technique was

used in the study. The students from the selected classes

completed the survey in their classrooms under the

supervision of volunteers and teachers who were trained to

administer the questionnaire.

The results showed that 1206 students participated in

the survey; however, some students did not answer all the

questions or incorrectly marked the answer sheet.

Occasionally, a student would mark a response that was not

among the options provided for a particular question. Only

the responses of those students who had completed all the

answers in accordance with the instructions for the survey

were chosen for use in the advanced statistical analyses.

This resulted in a sample of 996 students out of 1206

respondents, for a response rate of 82.6 percent.

The survey responses were recorded on NCS General

Purpose Answer Sheets. At the University of North Texas,

these optical scanner sheets were checked manually for

problem areas such as observable patterns or marks on the

bubble sheets. An optical reader transferred the answers

into a data file on the University of North Texas mainframe

computer. A data definition program or dictionary was

developed using the Statistical Package for the Social

Sciences (SPSS-X). The SPSS-X program was used for the

basic procedures such as frequencies and crosstabulations.

The advanced statistics were handled by the PRELIS and SPSS
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LISREL 7 programs developed by Jbreskog and Sorbom (1986,

1989; SPSS Inc., 1990).

Techniques of Data Analysis

The theory underlying this study is that adolescent

suicidal intentions are influenced by four social factors.

Observable variables related to each of these factors were

operationalized in the following way (see Table 1). The

factor addressing internal stressors (PSYCHIC DISRUPTION)

was composed of four variables: feeling depressed (DEPRESS),

feeling lonely (LONELY), feeling unhappy with life

(UNHAPPY), and presently having increased trouble with

depression (MORDEPRE). The factor dealing with delinquency

problems (DELINQUENCY) consisted of three variables: use of

drugs before or during school (SCHDRUG), having two or more

discipline referrals in the previous two semesters (DISCIP),

and being in trouble with the law (LAW). The factor dealing

with family problems (FAMILY DISRUPTION) was comprised of

three variables: being hit severely by an adult in the

family (HIT), desiring counseling for sexual or physical

abuse in the home (ABUSECSL), and feeling accepted by the

family (FAMACCEP). The factor concerning school problems

(SCHOOL PROBLEMS) consisted of three variables: the average

grade received for school work (GRADES), seriously

considering leaving school before graduation (DROPOUT), and

missing a lot of school (MISCHOOL). The suicidal intentions

factor (SUICIDAL ORIENTATION) contained two variables:
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having thoughts about or planning suicide (SUITHOTS), and

attempting suicide (SUIATTEM).

Table 1

Questions from Survey Used in Data Analysis

FACTOR

SUICIDAL ORIENTATION

SUITHOTS: I have (choose only one): (Q. 73)

a. never had thoughts of suicide
b. had thought of suicide
c. planned suicide

SUIATTEM: I have attempted suicide (Choose only one):
(Q. 74)

a. never
b. in the last two months
c. in the last twelve months
d. 2 years or more ago

PSYCHIC DISRUPTION

DEPRESS: I feel depressed. (Q. 65)

a. rarely b. occasionally c. always

LONELY: I feel lonely. (Q. 68)

a. rarely b. occasionally c. always

UNHAPPY: I feel unhappy with life. (Q. 71)

a. rarely b. occasionally c. always

MORDEPRE: I currently have more trouble with depression
than I have had in the past. (Q. 77)

a. no b. occasionally c. often
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Table 1 (Continued)

FACTOR

DELINQUENCY

SCHDRUG: I have used alcohol or other drugs before, or
during school. (Q. 30)

a. never b. occasionally c. often

DISCIP: Have you had two or more discipline referrals at
school within the last two semesters? (Q. 12)

a. yes b. no

LAW: I have been in trouble with the law (choose only
one): (Q. 80)

a. never b. once for a minor offense
c. more than once for minor offenses
d. at least once for more serious offenses like

assault or drug/alcohol possession
e. for offenses serious enough to require

detention

FAMILY DISRUPTION

HIT: How often have you been hit by an adult in yourfamily that made you bleed, left a scar, or left a
noticeable bruise? (Q. 38)

a. seldom b. occasionally. c. often
d. I have never been hit that way

ABUSECSL: I would like for my school to provide
counseling so that I could talk to someone
about sexual or physical abuse in my home.
(Q.36)

a. sexual abuse b. physical abuse
c. both physical and sexual abuse
d. I have no such problem in my home

FAMACCEP: I feel accepted by my family. (Q. 76)

a. never b. occasionally c. often
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Table 1 (Continued)

FACTOR

SCHOOL PROBLEMS

GRADES: What grade average best describes your work last
year? (Q. 4)

a. A b. B c. C d. D e. F

DROPOUT: Have you ever seriously considered leaving
school before graduation? (Q. 7)

a. yes b. no

MISCHOOL: I miss school a lot. (Q. 69)

a. rarely b. occasionally c. always

Note. Numbers in parentheses refer to the question
number in the survey questionnaire.

Recoding the Variables. An SPSS recode command was

used to recode some of the responses, so as to reflect the

direction of the hypothesized relationship between each

exogenous variable and the endogenous variables. In other

words, the higher the number of a possible response for each

question, the greater the predicted likelihood that the

particular variable response was positively correlated with

a suicidal orientation, in comparison to the other available

responses. A total of five variables were recoded to

reflect the proposed direction and correlation of the

independent and dependent variables.
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The response order of the variables DISCIP, FAMACCEP,

and DROPOUT was reversed, and the last response was placed

first in the variable HIT. The variable ABUSECSL was

recoded to change the order and to combine two responses.

The last response was placed first, in order to reflect the

assumption that a lack of sexual or physical abuse would

result in less likelihood of a suicidal orientation. In

addition the two responses "sexual abuse" and "physical

abuse" were combined into one category, leaving the response

"both physical and sexual abuse" as the third and final

category. This procedure was required, since no prediction

was made regarding the comparative strengths of the

relationship between these two responses (sexual abuse and

physical abuse) and a suicidal orientation. In addition,

the availability of the third category ("both physical and

sexual abuse") resulted in the combined category, in effect,

conveying the meaning "either sexual abuse or physical

abuse."

Cleaning the Data. A "missing values" command was used

to clean the data. This resulted in setting to missing all

response categories which were not identified in the

questionnaire as available alternatives. In the question on

suicide thoughts (SUITHOTS), for example, the respondent is

given three choices to select from, or the answer can be

left blank. If the respondent marked a space on the answer

sheet indicating a preference for choice number four or
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above, then this response was excluded from the statistical

analyses.

The LISREL program cleaned the data even further by

implementing a listwise deletion operation. Pairwise

deletion allows computations based on all cases with real

observations on both variables. The default command in the

LISREL program, however, uses the more restrictive listwise

deletion. This means that all cases with missing

observations are deleted before any data analyses are

performed. Consequently, the data matrix is a matrix

without missing observations, and all the computations are

based only on cases with real observations on all variables.

Analyzing the Data. After the data were recoded and

cleaned, they were subjected to a preliminary examination

through basic frequency and crosstabulation statistical

procedures. The next step was to run a confirmatory factor
analysis of the variables. This was followed by the

development of the full LISREL model.

Confirmatory factor analysis and the analysis of

covariance structure models, as processed through the PRELIS

and LISREL 7 programs, have the following assumptions and

restrictions. PRELIS, the preprocessor for LISREL, can read

raw data on variables measured at an ordinal level. Each

ordinal variable is assumed to represent a latent continuous

(interval or ratio) variable that is normally distributed

with a mean zero and unit variance. In the full LISREL



89

model, there are five assumptions: the error term in the

latent endogenous variable is uncorrelated with the latent

exogenous variable; the error term in the observable

dependent variable is uncorrelated with the latent

endogenous variable; the error term in the observable

independent variable is uncorrelated with the latent

exogenous variable; the error term in the latent endogenous

variable, the error term in the observable dependent

variable, and the error term in the observable independent

variable are all mutually uncorrelated; and I - B is non-

singular (where B represents the coefficient matrix relating

the endogenous latent variables to one another.

The exogenous variables presented in the theory were

examined through confirmatory factor analysis to ascertain

their suitability. This was accomplished by designing a

program which connected the specified variables to the

hypothesized factors. The results were examined to reach a

preliminary determination of the measure of fit. The

t-values of the estimated parameters of the model provided

an indication of the statistical significance of each of the

variables.

The next step was to process the full covariance

structure model. This involved running a LISREL analysis

which would reveal how much the endogenous factor (SUICIDAL

ORIENTATION) was explained by the exogenous factors (PSYCHIC

DISRUPTION, DELINQUENCY, FAMILY DISRUPTION, and SCHOOL
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PROBLEMS). The model was examined for goodness-of-fit, and

the modification indices were utilized to improve the model

by systematically relaxing specific constraints. A

substantive interpretation of the results was given, and

this was followed by a discussion and a conclusion. The

conclusion explored the strengths and weakness of the study,

the significant findings, and the implications of the

research.

Summary

The approach used in this study involves the use of

quantitative data collected from a high school in Texas.

The data, acquired through a survey questionnaire, were

examined and response errors were eliminated. Some selected

variables were recoded, and an examination was made of the

frequencies of all the specified variables. Statistical

techniques involving confirmatory factor analysis and

covariance structure modeling were then employed to evaluate

a statistical model of adolescent suicidal intentions.



CHAPTER V

RESULTS AND ANALYSIS OF THE MODEL

Introduction

The predisposition of a teenager either to consider or

to attempt to commit suicide is predicted to be influenced

by four social-psychological factors. Internal disruption,

expressed in terms of depression, loneliness, and

unhappiness with life, is expected to contribute to a self-

destructive orientation. External disruptive behavior, such

as the use of drugs, discipline problems in school, and

trouble with the law, is anticipated to result in suicidal

intentions. In addition, family problems involving

violence, abuse, and a lack of acceptance, and school

problems consisting of low grades, a desire to drop out, and

missing school are also predicted to relate to a suicidal

orientation. The proposed model suggests that psychic

disruption, delinquency, family disruption, and school

problems combine synergetically in teenagers to foster

suicidal thoughts and behavior.

This chapter provides an analysis of the statistical

findings in the study. The first section presents a

description of the basic statistics; the second section

addresses the results of a confirmatory factor analysis; and

91
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the final section delineates the development and statistical

analysis of a covariance structure model. The covariance

structure model is constructed in accordance with the

theoretical model of adolescent suicidal orientation

described in the third chapter.

Basic Statistics

An analysis of the distribution of the responses in the

dependent variables, together with a crosstabulation of the

independent variables with the dependent variables, gives a

preliminary indication of the correlation between suicidal

thoughts and behavior and the independent variables. The

evaluation also affords an opportunity to weigh the

suitability of the data for a more advanced statistical

analysis.

Frequencies. When the data were cleaned following the

procedure outlined in the previous chapter, 1108 high school

teenagers were found to have answered some or all of the

questions. (The advanced statistical analyses, addressed

later in this chapter, used a more restrictive criterion

requiring selection of only those students who responded to

all the questions.) Of these 1108 students, 50.9 percent

were males and 49.1 percent were females. The frequency

distribution of the ages was fairly even, with the exception

of the 19 year-old students. Each age group from 13 to 16

years-of-age contained approximately 18 percent of the

students. Almost 17 percent of the students were 17 years
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old, and nearly 11 percent were 18 years old. Those

teenagers aged 19, however, represented only 2 percent of

the sample. (The combined total of over 100 percent for the

age variable is due to rounding.)

Nearly 39 percent (N=422) of the teenagers in the

survey indicated that they had thought about or had planned

to commit suicide, and over 11 percent (N=123) of the

students admitted that they had attempted suicide. These

results are comparable to the findings of two previous

surveys in this school district. In 1989, 40.7 percent of

the students reported that they had thought about suicide,

and, in 1988, 44.4 percent of the adolescents had

contemplated such action. Any optimism over the slight

downward trend in suicidal thinking among high school

students over a three-year period must be tempered by the

1988 survey results which showed that only 6.5 percent of

the students had attempted suicide. In comparison, the 1990

survey reflects a 4 percent increase in respondents

attempting suicide. (The question on attempted suicide was

not asked in the 1989 survey.)

These results reflect similar patterns to other surveys

in the United States. For example, the survey done by

Harkavy Friedman et al. (1987) of an academically select

public high school in New York found that almost 9 percent

of the students there had attempted suicide, and 60 percent

admitted that they had thought about killing themselves.
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A cursory examination of the frequency distributions

among the selected independent variables reveals some

dissatisfaction and problems among some of the students (see

Table 2). Over 45 percent of the teenagers occasionally or

regularly have experienced depression; nearly 37 percent of

them occasionally or always have felt lonely; and nearly 32

percent of the students report being unhappy with life on an

occasional or regular basis. A number of the students have

used drugs before or during school (19.8 percent), have had

discipline referrals (15.8 percent), and have been in

trouble with the law (27.9 percent). More than one in five

of the students (21.4 percent) have experienced severe

physical abuse in the home, nearly one in ten adolescents (7

percent) are interested in counseling for abuse, and one in

every four students (24.7 percent) occasionally or never

feel accepted by their family. Over 14 percent of the

students have seriously considered dropping out of school,

and 14 percent have missed school on an occasional or

regular basis.

Table 2 provides additional information on all the

variables analyzed in the study, including the means,

standard deviations, and measures of skewness and kurtosis.

A frequency distribution is skewed if it has more cases in,

or more of a "tail" toward, one end of the distribution in

comparison to the other. All the variables, with the

exception of one, have skewness measurements of less than



95

three. The counseling variable (VAR36: ABUSECSL) has a

skewness of 4.5.

Kurtosis refers to the peakedness of the frequency

distribution. A positive kurtosis has a larger proportion

of cases in the tails of a distribution than a normal

distribution, and a negative kurtosis has fewer cases in the

tails (Levin & Fox, 1991; Norugis, 1988). Of the 15

variables in the study, eight have a kurtosis measurement of

over 3.0; however, none of the variables have a value over

8.0 except the counseling question (VAR 36: ABUSECSL) which

has a kurtosis of 20.2. Bollen (1989) has observed that

excessive kurtosis does occur, in practice, with nonnormal

observed variables, and that platykurtic distributions may

result in too low a chi-square estimate in a LISREL

analysis. Satorra and Bentler (cited in Bollen, 1989),

however, indicate that the chi-square test may remain robust

in a covariance structure analysis even under conditions of

nonnormality and excessive kurtosis.

The size of the sample of high school students (N=1108)

appears to be more than adequate for the advanced

statistical analysis. A small sample size often results in

a LISREL chi-square test statistic that is too large,

causing a too-frequent rejection of the null hypothesis.

The chi-square estimator is not considered accurate for

samples of less than 50, and sample sizes of over 100 are

recommended (Boomsa, cited in Bollen, 1989).
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Table 2

Frequencies, Measures of Central Tendency. and Measures of

Dispersion for Variables Used in the Analysis

VARIABLE

THOUGHTS OF SUICIDE (VAR73: SUITHOTS)

Value Frequency

Never had thoughts:
Had thoughts of:
Planned suicide:

1
2
3

675
328
94

Percent

61.5
29.9
8.6

N = 1097 Mean 1.470
Skewness 1.054

Standard Deviation .649
Kurtosis -. 038

ATTEMPTED SUICIDE (VAR74: SUIATTEM)

Value Frequency Percent

Never:
In last two months:
In last twelve months:
2 years or more ago:

N = 1100 Mean 1.248
Skewness 2.903

1
2
3
4

977
22
52
49

88.8
2.0
4.7
4.5

Standard Deviation
Kurtosis 7.044

FEEL DEPRESSED (VAR65: DEPRESS)

Rarely:
Occasionally:
Always:

Value Frequency
1 602
2
3

424
76

N = 1102 Mean 1.523
Skewness .773

Standard Deviation
Kurtosis -. 403

.741

Percent
54.6
38.5
6.9

.623



97

FEEL LONELY (VAR68: LONELY)

Value Frequency
1 694
2 325
3 82

Rarely:
Occasionally:
Always:

N= 1101 Mean 1.444 sta
Skewness 1.110 Kurt

UNHAPPY WITH LIFE (VAR71: UNHAPPY)

Rarely:
Occasionally:
Always:

Percent
63.0
29.5
7.4

dard Deviation
osis 6.463

Value Frequency
1 749
2 290
3 62

N = 1101 Mean 1.376
Skewness 1.316

Percent
68.0
26.3
5.6

Standard Deviation
Kurtosis 4.914

MORE TROUBLE WITH DEPRESSION THAN IN PAST (VAR77: MORDEPRE)

No.
Occasionally:
Often:

Value Frequency
1 675
2 292
3 130

N = 1097 Mean 1.503
Skewness 1.036

Percent
61.5
26.6
11.9

Standard Deviation .698
Kurtosis -.253

HAVE USED DRUGS BEFORE OR DURING SCHOOL (VAR30: SCHDRUG)

Never:
Occasionally:
Often:

Value Frequency
1 883
2 182
3 36

N = 1101 Mean 1.231
Skewness 2.062

Standard Deviation
Kurtosis 3.473

TWO OR MORE DISCIPLINE REFERRALS (VAR12: DISCIP)

Value Frequency
1 930
2 175

N = 1105 Mean 1.158
Skewness 1.874

Standard Deviation .365
Kurtosis 1.515

.629

.590

Percent
80.2
16.5
3.3

No:
Yes:

.493

Percent
84.2
15.8
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BEEN IN TROUBLE WITH LAW (VAR80: LAW)

Val
Never: 1
Once for a minor offense: 2
More than once for minor: 3
For serious offenses: 4
Serious offense detained: 5

N = 1105 Mean 1.444
Skewness 2.092

ue Frequency
797
183
79
34
12

Percent
72.1
16.6
7.1
3.1
1.1

Standard Deviation .840
Kurtosis 4.092

HIT SEVERELY BY ADULT IN FAMILY (VAR 38: HIT)

Never been hit that way:
Seldom:
Occasionally:
Often:

Value
1
2
3
4

N = 1102 Mean 1.312
Skewness 2.292

Frequency
866
151
62
23

Percent
78.6
13.7
5.6
2.1

Standard Deviation
Kurtosis 4.765

.673

-DESIRECOUNSELING FOR PHYSICAL-OR SEXUAL ABUSE (VAR36:ABUSECSL)

Value Frequency
No such problem in home: 1 1035
Physical OR sexual abuse: 2 43
Physical AND sexual abuse: 3 23

Percent
94.0
3.9
2.1

N = 1101 Mean 1.081
Skewness 4.494

Standard Deviation
Kurtosis 20.200

FEEL ACCEPTED BY FAMILY (VAR76: FAMACCEP)

Often:
Occasionally:
Never:

Value
1
2
3

N = 1096 Mean 1.316
Skewness 1.722

Frequency
825
196
75

Percent

75.3
17.9
6.8

Standard Deviation .594
Kurtosis 1.811

.341
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GRADE AVERAGE (VAR04: GRADES)

A:
B:
C:
D:
F:

N = 1099 Mean 2.118
Skewness .785

Value Freguency Percent
1 331 30.1
2 433 39.4
3 238 21.7
4 68 6.2
5 29 2.6

Standard Deviation .995
Kurtosis .277

SERIOUSLY CONSIDERED LEAVING SCHOOL (VARO7: DROPOUT)

Value Frequency Percent
No: 1 945 85.8
Yes: 2 156 14.2

N = 1101 Mean 1.142 Standard Deviation .349
Skewness 2.058 Kurtosis 2.238

MISS A LOT OF SCHOOL (VAR69: MISCHOOL)

Value Frequency Percent
Rarely: 1 946 86.0
Occasionally: 2 134 12.2
Always: 3 20 1.8

N = 1100 Mean 1.158 Standard Deviation .4:
Skewness 2.624 Kurtosis 6.463

12

NOTE: Numbers in parentheses refer to the question
number in the survey. Some of these variables were
recoded for consistency.

Crosstabulations, Measure of Association, and Test of

Significance. Cross-classification tables or cross-

tabulations present the frequency or percentage distribution

of the dependent variable across the categories of each

independent variable. An examination of the cross-

tabulation tables of the two dependent variables by each of
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the independent variables appears to confirm the predicted

positive correlations suggested by the hypotheses (see

Appendix B). Of those students who indicated that they were

rarely depressed, 80 percent had never thought of suicide;

whereas, nearly 84 percent of the teenagers who were always

depressed had thought of or planned suicide. Suicidal

thoughts or plans also occurred among 73.6 percent of the

teenagers who were always lonely, 81.6 percent who were

always unhappy with life, 76.8 percent who often suffered

increased depression, 72.2 percent who used drugs, 83.4

percent who had been in legal detention for serious

offenses, 82.6 percent who had experienced physical and

sexual abuse, 75 percent who had received failing grades,

and 74.4 percent who had considered dropping out of school.

In contrast, each of the above-mentioned tables recorded

less than half the percentages for students entertaining

suicidal thoughts or plans in the corresponding opposite

categories; that is, those teenagers who were rarely lonely

(25.7 percent had suicidal thoughts or plans), rarely

unhappy with life (23.7 percent), not presently more

depressed (24.8 percent), never used drugs (32.8 percent),

never in trouble with the law (34.2 percent), never

physically or sexually abused (36.6 percent), and those who

averaged a grade of "A" (36.5 percent), and those who had

not thought of quitting school (32.6 percent).
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The crosstabulation tables of suicide attempts by the

independent variables reflect similar patterns to the cross-

classifications with the suicidal thoughts variable. For

example, 46.1 percent of the students who were always

depressed have attempted suicide, whereas only 3.9 percent

of those who were rarely depressed have made an attempt.

Attempts were also made by 28.4 percent of the teenagers who

always felt lonely (attempts by "rarely" respondents: 6.2

percent), 42.7 percent of those who were always unhappy

("rarely": 5.1 percent have attempted), 47.3 percent of

those who used drugs ("never": 6.9 percent have attempted),

58.3 percent of those who have been in legal detention for

serious offenses ("never in legal trouble": 8.3 percent have

attempted), 47.7 percent of those who have been physically

and sexually abused ("no abuse problem": 9.3 percent have

attempted), 46.4 percent of those who have failing grades

("A" grade: 5.1 percent have attempted), 34.9 percent of

those who have considered quitting school ("not considered":

7.4 percent have attempted), and 40.0 percent of those who

always miss school ("rarely": 9.0 percent have attempted).

How strong are these associations, and are they

statistically significant? Table 3 lists the results of one

measure of association and a chi-square test of significance

for the variables. Gamma is one appropriate measure of

association for ordinal variables. Goodman's and Kruskal's

gamma is determined by dividing the difference between the
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number of concordant and discordant pairs of cases by the

sum of the number of concordant and discordant pairs. The

range of gamma is from +1.00 to -1.00, allowing the

identification of direction as well as the magnitude of the

association. A gamma of +1.00 signifies a perfect agreement

or perfect positive correlation. A positive gamma indicates

that there are more "like" or concordant pairs of cases than

"unlike" or discordant pairs (Babbie, 1989; Levin & Fox,

1991; Norusis, 1988).

An examination of the table reveals that all the

independent variables have positive correlations with each

of the dependent variables. The variables DEPRESS, LONELY,

UNHAPPY, MORDEPRE, ABUSECSL, and DROPOUT all have gamma

coefficients of over +0.5 in their association with the

dependent variable SUITHOTS. The variables SCHDRUG, LAW,

HIT, FAMACCEP, and MISCHOOL all have gamma coefficients of

between +0.3 and +0.5, indicating moderate positive

correlations with SUITHOTS (Levin & Fox, 1991). DISCIP has

a gamma of +0.21, and GRADES has a gamma of +0.14. In the

crosstabulations with the dependent variable SUIATTEM, every

independent variable has a gamma of over +0.5, with the

exceptions of LAW (with a gamma of +0.42) and GRADES (with a

gamma of +0.44).

The chi-square test of significance is based on the

null hypothesis that there in no relationship between the

dependent variable and the independent variable in the total
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population. All of the independent variables in the study

appear to be statistically significant at a .001 level of

significance.

Table 3

Crosstabulation of Suicidal Thoughts and Behavior by the

Selected Independent Variables (Measure of Associationand

Test of Significance)

Test of Significance

Variable (Number) Gamma Chi-Square DF Probability

Suicidal Thoughts (VAR73: SUITHOTS)

DEPRESS

LONELY

UNHAPPY

MORDEPRE

SCHDRUG

DISCIP

LAW

HIT

ABUSECSL

FAMACCEP

GRADES

DROPOUT

MISCHOOL

(VAR65)

(VAR68)

(VAR71)

(VAR77)

(VAR30)

(VAR12)

(VAR80)

(VAR38)

(VAR36)

(VAR76)

(VARO4)

(VARO7)

(VAR69)

.69663

.59019

.72946

.59461

.49181

.20862

.30503

.46691

.53004

.47756

.13943

.67843

.38880

285.05

174.33

287.76

177.22

82.49

22.35

75.41

78.93

36.42

97.92

43.30

125.39

35.66

4

4

4

4

4

4

8

6

4

4

8

2

4

0.00000

0.00000

0.00000

0.00000

0.00000

0.00001

0.00000

0.00000

0.00000

0. 00000

0.00000

0.00000

0.00000
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Table 3 (Continued)

Test of Significance

Variable (Number) Gamma Chi-Square DF Probability

Suicidal Behavior (VAR74: SUIATTEM)

DEPRESS

LONELY

UNHAPPY

MORDEPRE

SCHDRUG

DISCIP

LAW

HIT

ABUSECSL

FAMACCEP

GRADES

DROPOUT

MISCHOOL

(VAR65)

(VAR68)

(VAR71)

(VAR77)

(VAR30)

(VAR12)

(VAR80)

(VAR38)

(VAR36)

(VAR76)

(VARO4)

(VARO7)

(VAR69)

.67475

.50541

.65091

.54694

.62240

.52519

.42042

.63024

.66955

.55685

.43970

.71094

.50131

168.90

62.23

133.20

90.46

98.83

39.40

157.53

111.16

62.19

82.06

82.00

112.02

38.66

6

6

6

6

6

3

12

9

6

6

12

3

6

0.00000

0.00000

0.00000

0.00000

0.00000

0.00000

0.00000

0.00000

0.00000

0.00000

0.00000

0.00000

0.00000

NOTE: All variables are statistically significant at
p < .001.

Confirmatory Factor

Factor analysis explains the covariation in a set of

observed or response variables in terms of a smaller number

of underlying common or latent factors. In exploratory

F~~ ~ s6%o . LJAnnalc sia
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factor analysis, the common factors are either all

uncorrelated or, occasionally, all correlated; all the

observed variables are directly affected by all common

factors; unique factors are uncorrelated with one another;

all the observed variables are affected by a unique factor;

and all the latent factors are uncorrelated with all the

errors of measurement in the observed variables. In effect,

a researcher is not able to specify the structure of the

relationships among the variables in a model.

In confirmatory factor analysis, a researcher is able

to overcome many of the limitations of exploratory factor

models by selectively imposing constraints on a model within

the guidelines of a particular theory or hypothesis. For

example, the researcher may determine which pairs of common

or latent factors are correlated, which observed variables

are connected uniquely to which latent factors, and which

pairs of unique factors are correlated. The sample data can

then be tested statistically to discover whether they

confirm the substantively constrained model (Long, 1983a).

Confirmatory factor analysis can also be used as a

preliminary step in covariance structure modeling. An

analysis of the measurement model in the covariance

structure model can provide information on the

identification of the model parameters, including the

variances and covariances of the factors. An identification

problem arises if the model and data constraints fail to
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determine unique estimates of the structural coefficients.

If the covariances among the factors are known to be

identified, then the use of these factors in a structural

model will identify or provide a unique solution for the

structural parameters.

A confirmatory factor analysis program, using LISREL,

was written for the selected variables. The model specified

the hypothesized relationship between the variables and the

latent factors (see Appendix C). The LISREL program is able

to check the identification of the model by inspecting the

information matrix. The information matrix corresponds in a

general way to a matrix of variances and covariances of the

parameter estimates. A computation of the maximum

likelihood estimates of the parameters, in effect, computes

the needed information matrix. The LISREL program examines

the positive definiteness of the information matrix. An

identified model will have an information matrix which is

"almost certainly" positive definite (J6reskog & Sbrbom,

1989, p. 17; Long, 1983b, p. 67).

An examination of the information matrix revealed that

it was positive definite; and, hence, the model appeared to

be identified. The maximum likelihood estimates for the

observed variables or coefficient indicators of the

exogenous factors (lambda x) contain no Heywood cases; all

the estimates are positive (see Table 4). The error

variances (theta delta) range from 0.39 to 0.82. The
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standard errors are measures of the precision of the

parameter estimates. Small standard errors indicate

accurate parameter estimates. All the parameters in Table 4

are considerably larger than their standard errors, such

ratios indicating few problems with the fit of the

individual components.

Table 4

Confirmatory Factor Analysis: Maximum Likelihood Estimates
(Standard Errors)

Four Factors

Variables KSI 1 KSI 2 KSI 3 KSI 4

LAMBDA X

DEPRESS 1.000 0.000 0.000 0.000

LONELY 0.881 0.000 0.000 0.000
(.043)

UNHAPPY 0.986 0.000 0.000 0.000
(.044)

MORDEPRE 0.886 0.000 0.000 0.000
(.043)

SCHDRUG 0.000 1.000 0.000 0.000

DISCIP 0.000 0.787 0.000 0.000
(.089)

LAW 0.000 0.967 0.000 0.000
(.100)

HIT 0.000 0.000 1.000 0.000

ABUSECSL 0.000 0.000 0.722 0.000
(.082)

FAMACCEP 0.000 0.000 1.022 0.000
(.098)

GRADES 0.000 0.000 0.000 1.000

DROPOUT 0.000 0.000 0.000 1.156
(.113)

MISCHOOL 0.000 0.000 0.000 0.819
(.096)
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Table 4 (Continued)

Four Factors

Factors KSI 1 KSI 2 KSI 3 KSI 4

PHI

KSI 1 0.608

KSI 2 0.089 0.298
(.022)

KSI 3 0.258 0.105 0.338
(.027) (.021)

KSI 4 0.163 0.233 0.150 0.240
(.022) (.027) (.021)

NOTE: Standard errors in parentheses
(----)=constrained parameter
KSI1 =PSYCHIC DISRUPTION, KS1 2=DELINQUENCY,
KS13 =FAMILY DISRUPTION, KS1 4=SCHOOL PROBLEMS.

The t-value of a parameter is determined by dividing

each free parameter estimate by its standard error. In

effect, this provides the number of sampling distribution

standard deviations the estimate is away from zero, and it

allows testing of the null hypothesis that the true

parameter value is zero. A t-value between -1.96 and 1.96

is not considered significant. J"reskog and Sorbom (1989)

recommend that the t-values be larger than two, in order to

consider them different from zero. The t-values in Table 5

are all positive, and they range from 8.503 to 22.425 in

lambda x, which indicates that all the parameters are highly

significant.
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Table 5

Confirmatory Factor Analysis: T-Values

Four Factors

Variables KSI 1 KSI 2 KSI 3 KSI 4

LAMBDA X

DEPRESS 0.000 0.000 0.000 0.000

LONELY 20.289 0.000 0.000 0.000

UNHAPPY 22.425 0.000 0.000 0.000

MORDEPRE 20.405 0.000 0.000 0.000

SCHDRUG 0.000 0.000 0.000 0.000

DISCIP 0.000 8.864 0.000 0.000

LAW 0.000 9.599 0.000 0.000

HIT 0.000 0.000 0.000 0.000

ABUSECSL 0.000 0.000 8.857 0.000

FAMACCEP 0.000 0.000 10.423 0.000

GRADES 0.000 0.000 0.000 0.000

DROPOUT 0.000 0.000 0.000 10.259

MISCHOOL 0.000 0.000 0.000 8.503

PHI
KSI 1 13.387

KSI 2 4.114 6.816

KSI 3 9.498 5.085 7.392

KSI 4 7.269 8.758 6.980 6.465

NOTE: KSI1=PSYCHIC DISRUPTION, KS1 2 =DELINQUENCY,
KS1 3=FAMILY DISRUPTION, KS1 4=SCHOOL PROBLEMS.
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An examination of the fit of the confirmatory factor

model is not particularly germane to this study. The model

did result in a chi-square measure of 196.17 with 59 degrees

of freedom, a goodness-of-fit index of 0.970, and an

adjusted goodness-of-fit index of 0.954. The chi-square

value indicates that the model is not a good fit; however,

modifications could be made to the parameters, if necessary,

to improve the model.

The confirmatory factor analysis established that the

maximum likelihood estimates and the t-values were all

positive and sufficiently large. None of the coefficients

had infinitely large standard errors, and there were no

negative error variances or other unlikely estimates. In

short, no identification problems were detected which would

have prevented continuation with the full covariance

structure analysis.

The Covariance Structure Model and Analysis

A LISREL program was written specifying the

hypothesized relationship between the exogenous factors and

the endogenous factor (see Appendix D). Figure 2 provides a

path diagram which identifies the conceptual framework of

the model. one-way arrows between the latent factors ksi

and eta and the observed variables x and y indicate the

direct influence of one variable or factor on another. All

the observed variables (x and y) and the latent dependent

factor (eta) have error variables (delta, epsilon, and
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zeta). The structural matrices include the gamma matrix,

which describes the relationship between the structurally

exogenous variables and the endogenous variable(s),; the phi

matrix, which describes the estimates of covariance between

the exogenous variables; and the psi matrix, which describes

the estimates of covariance between the error terms (zeta)

in the latent endogenous variables. In the case of two or

more latent endogenous variables, a beta matrix would

describe the covariance relationship between these dependent

variables.

Model Description. The model parameters subcommand in

LISREL was used to specify two y variables (NY=2), thirteen

x variables (NX=13), one eta variable (NE=1), and four ksi

variables (NK=4). The default for the form and mode was

used in the lambda-x and lambda-y matrices (LY=FU,FI;

LX=FU,FI) indicating a full or rectangular matrix and fixed

elements. The theta-delta and the theta-epsilon matrices

were set at symmetric and fixed. Fixing all these elements

allowed a later command in which single matrix elements

could be freed in a manner proposed by the theoretical model

and hypotheses. The gamma and the phi parameter matrices

were set at their default modes and values; gamma was

designated full and free (GA=FU,FR), and phi was set at a

symmetric matrix with free elements (PH=SY, FR). The next

step was to specify all non-zero fixed parameters.
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Figure 2

Covariance Structure Model: First Model

1>x 1

64--> X2

3 X3 X31t

5>211 1

7 7 X

8

6 X 3

x 10

612 > 11 4

6 13 x13

NOTE: X1 =DEPRESS, X2 =LONELY, X3 =UNHAPPY, X4 =MORDEPRE
X5 =SCHDRUG, X6 =DISCIP, X7 =LAW, X8 =HIT, X9 =ABUSECSL,
X10=FAMACCEP, X1i =GRADES, X12 =DROPOUT, X13 =MISCHOOL;
KSI1=PSYCHIC DISRUPTION, KSI2 =DELINQUENCY,
KS1 3=FAMILY DISRUPTION, KSI4=SCHOOL PROBLEMS;
Y1 =SUITHOTS, Y2 =SUIATTEM; ETA=SUICIDAL ORIENTATION.
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Following conventional procedure, one lambda

coefficient in each of the ksi and eta factors was set at a

value of 1.00 to establish measurement scales for each of

the latent variables. Scaling a latent variable to one of,

the observed variables by setting its lambda to 1.00 helps

avoid identification problems, increases the ease of

interpretation of the model, and provides information

concerning other initial values (Hayduk, 1987). The

remaining parameters in lambda-y, lambda-x, theta-epsilon,

and -theta-delta were freed and estimated. These parameters,

along with the phi parameters, were given starting values.

Bollen (1989) has observed that the variance of the latent

variable should not exceed that of the observed variable to

which it is scaled. Also, if the other observed variables

loading on the same factor have a similar range of values as

the scaling indicator, then starting values near 1.00 would

be reasonable for their lambdas. In this case, starting

values of 0.7 were assigned to those lambda parameters not

assigned a value of 1.00. The remaining parameters in the

model were given proportionately less starting values.

Results, Assessment of Fit, and Modifications of the

First Model. The LISREL program used a listwise deletion

procedure. Pairwise deletion uses all cases with non-

missing values to compute a variance or covariance.

Listwise deletion is a more restrictive method in which all

observations that have missing information for any of the
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variables are removed. This method produces more consistent

estimators for the statistical program. The procedure

resulted in 996 cases being selected for both the

confirmatory factor analysis and the covariance structure

analysis.

The maximum likelihood estimates for the observed

variables closely approximate the results in the

confirmatory factor analysis. The indicators of gsi 1

(PSYCHIC DISRUPTION) show relatively strong loadings

overall, in comparison to the other three exogenous factors.

The t-values for the lambda-y and lambda-x matrices are all

highly significant and the standard errors are low. The

highest standard errors are found in ksi 4 (SCHOOL PROBLEMS)

with the variables DROPOUT (0.122) and MISCHOOL (0.100).

With the exception of the gamma matrix, all the remaining

matrices show good t-values and low standard errors (see

Table 6).

The gamma matrix identifies the direct effects of

exogenous latent variables (ksi) on the endogenous latent

variable (eta). The t-values in the gamma matrix are low.

The highest t-value is recorded by ksi 1 on eta 1 (PSYCHIC

DISRUPTION on SUICIDAL ORIENTATION) at 7.370 (SE=0.076).

This makes intuitive sense, since it implies that psychic

disruption (depression, loneliness, unhappiness, and

increased present depression) has a stronger influence upon

a suicidal orientation than the other three latent
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variables. The t-value for ksi 2 (DELINQUENCY) on eta 1 is

2.181 (SE=0.366) and for ksi 3 (FAMILY DISRUPTION) is 2.600

(SE=0.111). These values barely cover the 2.0 cutoff for

significance. The ksi 4 factor (SCHOOL PROBLEMS), however,

has a t-value of only -0.768. This value, together with a

relatively high standard error (SE=0.486), means that the

SCHOOL PROBLEMS factor (grade problems, desire to drop out,

and missing school) has little direct effect upon SUICIDAL

ORIENTATION.

In the phi matrix, the variances of PSYCHIC DISRUPTION,

DELINQUENCY, FAMILY DISRUPTION, and SCHOOL PROBLEMS are

0.611, 0.313, 0.355, and 0.222 respectively. The highest

covariance is PSYCHIC DISRUPTION and FAMILY DISRUPTION

(0.262, t-value=9.656, SE=0.027), which implies that

teenagers suffering inner distress are often products of

disruptive home environments. The lowest covariance is

PSYCHIC DISRUPTION and DELINQUENCY (0.093, t-value=4.223,

SE=0.022); although, SCHOOL PROBLEMS registers the lowest

overall covariances with the other three factors.

The residuals compare the observed variances and

covariances with those resulting from the predicted

parameter estimates of the model. The population residual

covariance matrix will be a zero matrix when the covariance

structure hypothesis is true. The presence of any nonzero

residuals indicates that the model specification is in

error. The LISREL program provides a sample counterpart to
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the population residual matrix. A positive residual means

that the model underpredicts the covariance between two

variables, while a negative residual reflects a predicted

variance that is too high. The closer all the residuals are

to zero, the better the model, since residuals perfectly

describe the fit between the data and the model.

LISREL reports fitted residual covariances and

standardized residuals. A standardized residual is a fitted

residual divided by its asymptotic standard error. The

standardized residuals are useful in assessing the fit of a

model because they estimate the number of standard

deviations the observed residuals are away from the zero

residuals that would be found in a perfectly fitting model.

JOreskog and SOrbom (1989) consider a standardized residual

large if it exceeds the value of 2.58. Hayduk (1987) states

that all but approximately 5 percent of the standardized

residuals will be within two standard deviations of zero (a

perfect fit), if only random errors remain in these

residuals. In the study, 30 standardized residuals were

over 2.58, and 41 or approximately 18 percent were over

2.00. The largest negative standardized residual was for

GRADES and SUITHOTS (-5.925), and the largest positive

standardized residual was for ABUSECSL and HIT (6.990).

High residuals were found, in particular, for the

correlation of the endogenous observed variable SUIATTEM

with all the observed variables in ksi 1 and ksi 2.
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Table 6

Covariance Structure Analysis (First Model): Maximum

Likelihood Estimates (Standard Errors)

LAMBDA Y

ETA1

SUITHOTS 1.000

SUIATTEM 0.786
(.047)

LAMBDA X

KSI 1 KSI 2 KSI13 KSI 4

DEPRESS 1.000 0.000 0.000 0.000

LONELY 0.869 0.000 0.000 0.000
(.042)

UNHAPPY 0.993 0.000 0.000 0.000
(.043)

MORDEPRE 0.879 0.000 0.000 0.000
(.042)

SCHDRUG 0.000 1.000 0.000 0.000

DISCIP 0.000 0.744 0.000 0.000
(.083)

LAW 0.000 0.939 0.000 0.000
(.094)

HIT 0.000 0.000 1.000 0.000

ABUSECSL 0.000 0.000 0.717 0.000
(.078)

FAMACCEP 0.000 0.000 0.975 0.000
(.091)

GRADES 0.000 0.000 0.000 1.000

DROPOUT 0.000 0.000 0.000 1.256
(.122)

MISCHOOL 0.000 0.000 0.000 0.838
(.100)

GAMMA

KSI 1 KSI 2 KSI3 KS1 4

ETA 1 0.558 0.798 0.288 -0.373
(.076) (.366) (.111) (.486)



COVARIANCE MATRIX OF ETA AND KSI

ETA 1 KSI 1 KSI 2 KSI 3

0.699
(.115)
0.432 0.611

(.045)
0.250 0.093 0.313

(.022) (.043)
0.282 0.262 0.110 0.355

(.027) (.021) (.046
0.227 0.158 0.226 0.145

(.022) (.026) (.021)

PSI

ETA 1

0.262
(.043)

SUITHOTS

SUIATTEM

DEPRESS

LONELY

UNHAPPY

MORDEPRE

SCHDRUG

THETA EPSILON

SUITHOTS SUIATTEM

0.301
(.037)
0.000 0.568

(.033)

DEPRESS

0.389
(.025)
0.000

0.000

0.000

0.000

THETA DELTA

LONELY UNHAPPY MORDEPRE SCHDRUG

0.538
(.029)
0.000

0.000

0.000

0.398
(.025)
0.000

0.000

0.529
(.028)
0.000 0.687

(.042)
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ETA 1

KSI 1

KSI 2

KSI 3

KSI 4

KSI 4

0.222
(.035)

)

ETA 1
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THETA DELTA (Continued)

DISCIP LM HIT ABUSECSL FAMACCEP

DISCIP 0.827
(.042)

LAW 0.000 0.724
(.042)

HIT 0.000 0.000 0.645
(.042)

ABUSECSL 0.000 0.000 0.000 0.818
(.042)

FAMACCEP 0.000 0.000 0.000 0.000 0.663
(.042)

GRADES DROPOUT MISCHOOL

GRADES 0.778
(.041)

DROPOUT 0.000 0.649
(.042)

MISCHOOL 0.000 0.000 0.844
(.042)

NOTE: Standard errors are in parentheses
KSI1 =PSYCHIC DISRUPTION, KS1 2 =DELINQUENCY,
KSI 3=FAMILY DISRUPTION, KS1 4=SCHOOL PROBLEMS;
ETA1 =SUICIDAL ORIENTATION.

A stemleaf plot and a Q-plot provide a visual summary

of the fit of the model according to the standardized

residuals. In the stemleaf plot (see Figure 3), each

residual value of a variable is rounded to two digits. All

the two digit values are placed in a ranked order. The

column on the left side of the dividing line in the stemleaf

plot is the "stem" providing the first digit for each value.

On the right is the "leaf" identifying the second digit

placed in a row corresponding to its stem. An examination

of the stemleaf plot reveals that it resembles a normal

distribution pattern. Also, while 41 residuals are over
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2.00, only 21 (9 percent) are over 3.00 and just 11 (5

percent) are over 4.00. The model fits poorly; however, it

is not entirely without merit.

Figure 3

Stemleaf Plot of Standardized Residuals of the First

Covariance Structure Model
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The Q-plot is a plot of the standardized residuals

along a horizontal axis against normal quartiles on a

vertical axis. For each standardized residual, a

corresponding value selected from a standard normal curve is

selected. Hayduk (1987, p. 171) states that the

corresponding value from the standard normal curve "is the

value having the same relative placement within the normal

distribution that the standardized residual has within the

distribution of residuals." In other words, "if 70% of the

standardized residuals have values smaller than the

standardized residual located on the horizontal axis, the
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vertical placement of the point is determined as the value

from the standard normal curve that has 70% of the normal

distribution below it." Each single point is represented by

an x, and multiple points are indicated by an *. If the

plot follows a line rising at 45 degrees, then the residuals

are normally distributed.

The Q-plot of the model has a line that is sloped less

steeply than 45 degrees (see Figure 4). This indicates a

poor fit, with residuals that are "normal and more variable

than would be expected on the basis of the asymptotic

variances used in standardizing the residuals" (Hayduk,

1987, p. 171). Models with very small standardized

residuals have plots that are steeper than the horizontal

line. JOreskog and SOrbom (1989) indicate that any non-

linearities in the plotted points are signs of specification

errors in the model or of departures from normality. In

this case, the plot follows a relatively straight line.

The total coefficient of determination indicates how

well the combined exogenous observed variables serve as

measurement instruments for the endogenous factors. The

high result (0.970) in this case reflects a good measurement

model. The total coefficient of determination for the

structural equations is only 0.625, however, indicating a

weak structural model. The LISREL analysis also provides a

number of means whereby the overall fit of the whole model

may be assessed.
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Figure 4

Q-Plot of Standardized Residuals of the First Covariance

Structure Model

QPLOT OF STANDARDIZED RESIDUALS

3.5..............................................................

x
x

x

*

x * .

A

. * * X

. xxx
xx X*

X X
Axx

x *.x

*xx
xx x.

x .X

x xx
Axxx

x
A

x
A

x
x

x

-3.5 3.5
STANDARDIZED RESIDUALS

Four measures of overall fit used in LISREL are the

chi-square test, the goodness-of-fit index (GFI), the

adjusted goodness-of-fit index (AGFI), and the root mean

squared residual (RMR). Large chi-square values are

indicative of a poorly fitting model, and small chi-square

N
0
R
m
A
L

Q
U
A
N
T
I
L
E
S



123

values correspond to a good fit. The degrees of freedom

provide a standard for determining the largeness or

smallness of the chi-square. In this case, the chi-square

was 299.84, with 80 degrees of freedom. At a .05 level of

significance (Hayduk (1987) prefers a .1 or even a .2 level

of significance), the model cannot be accepted as a adequate

representation of the observed data.

Since the chi-square test is affected by the size of

the sample, a modified measure has been suggested whereby

the chi-square estimator is divided by its degrees of

freedom. Recommendations for a "good" fit using this

measure have ranged from 3, 2, or less (Carmines & McIver,

cited by Bollen, 1989) to a high of 5 or less (Wheaton et

al., cited by Hayduk, 1987). A result of 3.748 occurs when

this measure is used in the study. This result confirms the

weak fit of the model; however, it also indicates that the

model predictions might be close to the actual observations.

The goodness-of-fit index for the model is 0.961. When

the GFI is adjusted for the degrees of freedom, the

resulting AGFI is 0.941. The closer the GFI and the AGFI

are to one, the closer the model is to being exactly

identified. Consequently, these results would seem to

indicate a moderate fit of the model. The root mean square

residual is a measure of the average of the fitted

residuals. The RMR for the model is 0.045, which appears to

be an adequate result.
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One means of improving the fit of a model is to add

additional parameters using the modification index in

LISREL. The modification indices are measures associated

with the fixed and constrained parameters of the model. In

LISREL, the expected decrease in the chi-square is given for

each particular parameter that is freed. The modification

indices for the model identified a number of parameters,

which, if relaxed, would improve the overall fit.

Modifications and Development of the Final Model. A

total of four modifications were eventually made to the

model. Only one parameter should be relaxed at a time,

since freeing one parameter may reduce or even eliminate any

improvement in fit resulting from the freeing of a second

parameter. Generally, the parameter with the largest

modification index is freed; however, relaxing the parameter

should make substantive sense in the theoretical model.

The first modification was to free the error terms

between the variables ABUSECSL and HIT. Since both these

variables dealt with forms of physical abuse, freeing this

parameter made substantive sense. The modification index

predicted a reduction of 48.85 in the chi-square, if this

change were made. The actual reduction was 47.15 for a chi-

square of 252.69 with 79 degrees of freedom. The GFI was

0.967, the AGFI was 0.950, and the RMR was 0.041.

The second modification was to free the error terms

between the variables GRADES and DISCIP. The former



125

variable deals with the average grade of a respondent's

school work encoded from low to high with higher numbers

representing lower grades. The latter variable indicates

multiple discipline referrals within the previous two

semesters. Both variables deal with adjustment difficulties

for teenagers in the school environment. The modification

index predicted a reduction of 33.26 in the chi-square, if

this element were freed. The actual reduction was 33.39,

for a chi-square of 219.30 with 78 degrees of freedom. The

GFI was 0.972, the AGFI was 0.957, and the RMR was 0.038.

The third modification was to free the parameter

between the GRADES variable and ksi 1 (PSYCHIC DISRUPTION).

One assumption justifying this modification is that grades

provide a reflection of a respondent's inner distress. The

modification index predicted a reduction of 14.07 in the

chi-square for this alteration. The actual reduction was

15.16, for a chi-square of 204.14 with 77 degrees of

freedom. The GFI was 0.974, the AGFI was 0.960, and the RMR

was 0.035.

The fourth modification was to free the parameter

between the variable UNHAPPY and ksi 3 (FAMILY DISRUPTION).

This adjustment made substantive sense, since it implied

that a teenager's unhappiness was related to a disruptive

home environment. The predicted reduction in the chi-square

for this change was 13.81. The actual reduction was 15.16,

for a chi-square of 189.93 with 76 degrees of freedom. The
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GFI was 0.976, the AGFI was 0.962, and the RMR was 0.033.

No further modifications were possible without causing a

fatal error in the program.

Figure 5 contains a path diagram specifying the

conceptual framework of the final adjusted model. The

overall goodness-of-fit of the final model is still not

significant according to the chi-square test. The measure

dividing the chi-square by the degrees of freedom shows a

result of 2.499 indicating that the model has been

strengthened and does meet some researchers' conditions of

acceptability. The GFI, AGFI, and RMR measures all indicate

that the model has been slightly strengthened.

An examination of the standardized residuals reveals

that they range from -4.462 (GRADES and SUITHOTS) to 3.890

(UNHAPPY and SUITHOTS), with 23 (around 10 percent) of the

residuals over 2.00 and 16 (7 percent) over 2.58. The Q-

plot and the stemleaf plot reflect the improvement in the

model (see Figure 6 and Figure 7). The Q-plot gives a

visual representation of the problems still occurring with

the outliers. The line is slightly more constrained toward

the horizontal, in comparison to the Q-plot of the first

model. The plot line does tend toward linearity; although,

the slight wavering together with the outliers are

indicative of specification errors, non-linearity, or non-

normality. The squared multiple correlations offer some

clues regarding internal problems in the model.
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Figure 5

Covariance Structure Model: Adjusted Model
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KSI1=PSYCHIC DISRUPTION, KS1 2 =DELINQUENCY,
KS1 3 =FAMILY DISRUPTION, KSI4 =SCHOOL PROBLEMS;
Y1 =SUITHOTS, Y2 =SUIATTEM; ETA1 =SUICIDAL ORIENTATION.
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Figure 6

Q-Plot of the Standardized Residuals of the Adiusted

Covariance Structure Model
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Figure 7

Stemleaf Plot of Standardized Residuals of the Adjusted

Covariance Structure Model
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The squared multiple correlation in LISREL is a measure

of the strength of a linear relationship, and the

coefficient of determination is a measure of the strength of

several combined relationships. The squared multiple

correlation for an observed exogenous variable, for example,

is the relative amount of variance in a particular observed

variable x that is accounted for by the combined latent

exogenous factors. This is a conservative measure, since

the reliability of each variable is at least as large as the

squared multiple correlation indicates. In the final

adjusted model, these correlations range from moderate to
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low. The observed variables in the first factor (PSYCHIC

DISRUPTION) have the highest correlations overall, ranging

from 0.626 for DEPRESS to 0.465 for LONELY. Observed

variable correlations in the second factor (DELINQUENCY)

range from 0.332 for SCHDRUG to 0.148 for DISCIP. In the

third factor (FAMILY DISRUPTION) the correlations range from

0.401 for FAMACCEP to 0.087 for ABUSECSL; and, in the fourth

factor (SCHOOL PROBLEMS), they range from 0.351 for DROPOUT

to 0.154 for MISCHOOL. The weakest variables are those

dealing with the desire for abuse counseling, discipline

referrals, and missing school. The total coefficient of

determination for the x-variables is 0.968, which would

indicate an adequate measurement model; however, the

correlations belie the overall acceptability of the model.

The squared multiple correlations for the y-variables

are 0.713 for SUITHOTS and 0.423 for SUIATTEM. In other

words, the observed endogenous variable dealing with a

teenager's actual attempts to commit suicide is a much

weaker variable than the one concerning thoughts about

suicide. The squared multiple correlations for the

structural equations identify the proportion of variance in

the endogenous variables accounted for by the variables in

the structural equations. In this case, the squared multiple

correlation for the structural equation is 0.619 for the

latent endogenous variable eta 1. Since this is the only

structural equation addressed in the model, 0.619 also
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becomes the total coefficient of determination for

structural equations.

Discussion

Approximately 40 percent of the teenagers in the Texas

school district have considered killing themselves, and over

one in ten of these students have actually made an attempt

to commit suicide. This study predicted that 13 variables

combined into four latent social factors would be positively

related to a suicidal orientation. The statistical analysis

of these relationships has produced mixed results. The

preliminary statistics corroborated the predicted

relationships; however, the predicted model did not fare as

well.

The first hypothesis was that depression, loneliness,

feeling unhappy with life, and increased present trouble

with depression would indicate psychic disruption in a

teenager. This disruption would be positively related to

suicidal thinking and behavior. The preliminary statistics

confirmed the influence of these variables upon the suicidal

orientation of the students. All four variables were

statistically significant, and the crosstabulations drew

attention to some disconcerting patterns. For example,

nearly 84 percent of the respondents who were always

depressed had thought about or planned suicide, and 46

percent of them had actually made an attempt. Of those

students who indicated that they were always unhappy with
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life, approximately 82 percent had considered or planned

suicide, and nearly 43 percent had attempted suicide. The

loneliness variable showed a high correlation with suicidal

thoughts; however, in comparison to the other variables, it

was not as strong a predictor of suicide attempts.

Throughout the statistical analysis, the psychic disruption

factor showed the strongest correlation with suicidal

activity, in comparison to the other factors.

The second hypothesis was that the use of drugs, having

two or more discipline referrals, and being in trouble with

the law would combine to indicate a delinquency problem,

which would be positively related to suicidal thinking and

attempts. At an individual level, each of these variables

showed a statistically significant relationship to suicidal

activity. Over 72 percent of those students who often used

drugs had thought about or planned suicide, and over 47

percent of them had actually attempted to commit suicide.

In contrast, the variable dealing with discipline referrals

was not as strongly related to a suicidal orientation.

Overall, the delinquency factor showed only a moderate

influence upon a teenager's thoughts about or attempts to

commit suicide.

The third hypothesis predicted that family disruption,

as identified by being hit severely by an adult family

member, desiring counseling for physical or sexual abuse in

the home, and feeling unaccepted by the family, would be
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positively related to suicidal ideation and attempts. of

the three variables, the desire for counseling appeared to

have the strongest relationship to suicidal thoughts and

behavior. Nearly 83 percent of those students desiring

counseling for an apparent combination of physical and

sexual abuse had thought about or planned suicide, and

approximately 48 percent of them had attempted suicide. In

the predicted statistical model, however, the family

disruption factor was much less important than the psychic

disruption factor.

The fourth hypothesis was that poor and failing grades,

a desire to drop out of school, and frequent absences from

school would all indicate school problems, which would, in

turn, be positively related to suicidal thoughts and

behavior. These three variables all had individually

significant positive correlations with the dependent

variables; however, overall, the school problems factor was

not a significant influence upon a suicidal orientation.

The desire to drop out of school did show some signs of

being an important indicator of suicidal thoughts and

behavior. What may be more pivotal in terms of a suicidal

predisposition, however, is the reason behind a student's

wish to quit school. Both the grades and the missing school

variables showed very weak relationships to a suicidal

orientation. Neither low grades nor missing school are

sufficient indicators of subsequent self-destructive
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activity. Again, the reasons behind why a teenager has

failing grades or is missing school may be far more

important in the search for causes of suicidal thinking and

behavior.

The hypothesis for the statistical model was that the

thirteen variables (DEPRESS, LONELY, UNHAPPY, MORDEPRE;

SCHDRUG, DISCIP, LAW; HIT, ABUSECSL, FAMACCEP; GRADES,

DROPOUT, MISCHOOL) linked to four latent exogenous factors

(PSYCHIC DISRUPTION, DELINQUENCY, FAMILY DISRUPTION, SCHOOL

PROBLEMS) would have a positive and statistically

significant correlation with a latent endogenous variable

(SUICIDAL ORIENTATION) expressed in two observed variables

(SUITHOTS, SUIATTEM). The full model did not provide a good

representation of the observed data. Its statistical

significance was questionable, even after modifications were

made that improved the model to the point where some

measures of significance supported its viability (see Table

7). The modifications themselves also raise questions.

Hayduk (1987, p. 177) has noted that "Model modifications

should be nine-tenths theory driven and only one-tenth data

driven." The fact is that the modifications made to the

model were not predicted by the hypotheses.

The statistical analysis confirmed that psychic

disruption, delinquency, family disruption, and school

problems were all positively related to adolescent suicidal

thinking and behavior. The measurement model showed
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promise; however, the structural model in the full

covariance structure analysis was weak. The maximum

likelihood estimates confirm the strong loading of the

observed variables on the psychic disruption factor. On the

other hand, the highest standard errors were found in the

school problems factor. The variables dealing with dropping

out of school and missing school both had inaccurate

parameter estimates indicating that the predicted model

parameters did not fit the observed data well.

Table 7

Summary of Measures of Fit

Measure First Model Adjusted Model

x2 299.84 189.93
df 80 76
prob. 0.000 0.000
X2/df 3.748 2.499
GFI 0.961 0.976
AGFI 0.941 0.962
RMR 0.045 0.033

In the phi matrix, the highest variance was found in

the psychic disruption factor; the lowest variance, and most

problematic, was in the school problems factor. The school

problems factor also registered the weakest overall

covariances with the other factors. The residuals, which

describe the fit between the model and the observed data,

recorded the largest negative standardized residual between
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the grades variable and the dependent variable for suicidal

thinking. Grade problems and missing school, when

considered as part of the predominant school-related

problems facing a teenager, just do not seem to be

significant components of an adolescent's predisposition to

consider suicide.

The total coefficients of determination confirmed that

the measurement model components were far more reliable than

the structural areas. The presence of low squared multiple

correlations revealed that some of the relationships in the

model were poorly determined. The gamma structural matrix,

which defined the direct effects of the exogenous variables

on the endogenous variable, exhibited mostly low t-values

across all factors. The strongest factor was ksi 1, which

confirmed that a teenager's inner distress or psychic

turmoil was an important indicator of a suicidal

orientation. The weakest factor, with a non-significant t-

value and the highest standard error, was ksi 4. School

problems, as defined in the study, had little direct effect

upon a student's inclination to consider or attempt to

commit suicide.

Summary

This chapter has presented the statistical results of

the study. The initial statistics provided a preliminary

examination of the frequencies of the selected social-

psychological variables and of the effect of the independent
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variables upon suicidal activities. After the data were

analyzed, they were deemed suitable for continuation with

the advanced statistical analysis. A confirmatory factor

analysis provided information on the measurement model in

the study. The factor analysis determined that the model

was identified; all the coefficients contained unique

estimates. The full covariance structure model was then

described and appraised. The concluding discussion noted

that the full model was deficient, particularly in its

structural areas. The final chapter will provide a review

of the entire study, and a comprehensive assessment of the

contributions and implications of the research.



CHAPTER VI

EVALUATION AND CONCLUSIONS

Introduction

This study has examined the issue of suicidal activity

among teenagers. The focus has been upon selected social-

psychological factors which may predispose a young person to

contemplate or attempt to commit suicide. This chapter

provides a recapitulation of the research, an assessment of

the findings, and an analysis of the problems and

contributions of the project. Some implications of the

findings, and some suggestions for future inquiry are also

given.

Review of the Study

The purpose of this study has been to identify

significant social-psychological factors, which, when

combined into a statistical model, provide a profile of an

adolescent suicidal orientation. A review of the literature

revealed that suicide was a serious problem among young

people in the United States. Within the last decade,

suicides have overtaken homicides to become the second

leading cause of death among adolescents. The problem has

drawn the attention and concern of both private and public

sectors of society.

138
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Researchers have identified a number of possible

influences upon suicidal activity. Internal stressors that

have been connected to suicide include depression, shame and

isolation, and anger and aggression. Possible external

behaviors and influences include alcohol and drug abuse,

dysfunctional home environments, problems in school,

antisocial and delinquent conduct, and peer and cultural

pressure. Several theories of suicide have been posited

including biological theories, psychological theories,

sociological theories, and eclectic theories. This study

proposed a social-psychological theory of suicidal

contemplation and attempts among teenagers, with a focus

upon the microlevel and mezolevel of socialization.

Assessment of the Findings

The Texas survey of high school students revealed a

continuing problem with suicidal activity. Approximately

two in every five teenagers, or 40 percent, had given some

consideration to committing suicide or had planned to kill

themselves. over one in ten of the students reported that

they had actually made an attempt to end their lives. Such

figures reflect an image of a troubled youth culture. The

survey showed that those teenagers who are wrestling with

self-destructive forces in their lives often have to deal

with depression, loneliness, unhappiness, and disruptive

influences such as drug abuse and family problems.
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Assessment of the hypotheses. The preliminary

statistical analysis confirmed the predicted positive

correlation between the independent variables and the

dependent variables. The first hypothesis predicted that

psychic disruption would be positively related to a suicidal

orientation. While this relationship might seem rather

obvious and most people would assume that suicidal

individuals must be emotionally and cognitively disturbed,

the study provided a means of identifying how these internal

stressors are manifest in the life of a teenager. Psychic

disruption was operationally defined in terms of self-

reported depression, loneliness, unhappiness with life, and

current trouble with depression. All these variables were

significant predictors of a suicidal orientation. In nearly

84 percent of the cases, teenagers who were always depressed

had thought about suicide, and 46 percent of the respondent

had actually attempted suicide. Of those who were

occasionally depressed, 57 percent had considered suicide,

and 15 percent had attempted it. In other words, if young

people indicate that they are continually depressed, as

opposed to occasionally or never feeling down, chances are

that they have considered killing themselves, and, nearly

half of them have made an actual attempt to do so. The same

pattern occurs, in descending order of importance, with

feelings of unhappiness with life, present problems with

depression, and loneliness. Loneliness was a stronger
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indicator of suicidal thoughts and plans than of possible

suicide attempts.

The second hypothesis addressed the relationship of

delinquency to a suicidal orientation. Delinquency was

operationally defined in terms of drug use, discipline

referrals, and trouble with the law. Problems with the law

and drug use, in particular, showed a strong relationship to

a suicidal orientation. of those students who had been in

trouble with the law for offenses serious enough to require

detention, approximately 84 percent had thought about or

planned suicide, and 58 percent had attempted suicide.

Nearly 62 percent of the students who had been in trouble

with the law at least once for such serious offenses as

assault or drug possession had considered suicide, and 41

percent of them had attempted it. Having two or more

discipline referrals at school within the previous two

semesters was a less significant indicator of suicidal

activity.

The third hypothesis dealt with the relationship

between family disruption and a suicidal orientation.

Family disruption was operationally defined in terms of

being hit by an adult family member in a way that resulted

in bleeding, a scar, or noticeable bruising, desiring

counseling for sexual or physical abuse in the home, and

feeling accepted by the family. Family violence, physical

and sexual abuse, and failure to feel accepted by the family
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all showed a significant positive correlation to a suicidal

predisposition in adolescents. What was particularly

interesting about this factor, however, was the effect of

occasional violence and intermittent feelings of acceptance.

For example, whereas 46 percent of the students who were

often hit severely by their parents had pondered suicide,

nearly 68 percent of the students who only occasionally

experienced this sort of abuse had considered suicide. The

same pattern occurred with family acceptance, where 51

percent of the teenagers who never felt accepted had thought

about suicide, but nearly 64 percent who occasionally felt

accepted had also considered it. Similar patterns occurred

with the attempted suicide variable.

Why would occasional abuse and lack of family

acceptance be greater indicators or possible precipitators

of suicidal activity than continuous abuse and rejection?

One answer might be that occasional or intermittent abuse

and acceptance reflects inconsistent and unpredictable

parental behavior. Erratic behavior by parents can leave

children confused and fearful. Children living under such

uncertain conditions can never be sure what to expect. As a

result, they may be more likely to consider self-destructive

behavior than children who have been consistently abused and

rejected. While consistent abuse and rejection is

destructive, at least the child has learned to expect it and
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prepare for it, whereas unpredictable behavior allows little

time for emotional preparation or adjustment.

The fourth hypothesis predicted that school problems

would be positively correlated with a suicidal orientation.

The school problems factor was operationally defined as the

average grade best describing the school work done in the

previous year, giving serious consideration to leaving

school before graduation, and missing school a lot.

Although each of the observed independent variables showed a

significant positive correlation with the two dependent

variables, this factor was the most problematic. Of those

students reporting failing grades, 75 percent of them had

thought about or planned suicide; however, there was little

difference in percentage between those indicating grades of

A (36.5 percent), B (34.4 percent), C (40.5 percent), or D

(40.0 percent). A failing grade does seem to be a strong

indicator of a suicidal orientation, but other low grades

are less obvious in their influence. Other correlations

revealed clearer patterns. Over 74 percent of those

teenagers who had considered dropping out of school had

thought about suicide, whereas around 32 percent who had not

considered this option had contemplated suicide. A similar

trend and percentages occurred with the question concerning

missing school.

Correlations of the three independent variables in the

school problems factor with the attempted suicide variable
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confirmed the predicted relationships. The lower a

student's grade and the more a student has missed school,

then the more likely that a suicide attempt has been made.

Also, teenagers who have considered dropping out of school

are far more likely to have attempted suicide than those who

have reported no interest in leaving school before

graduation. Problems with the school problems factor became

even more acute, however, in the statistical model.

Assessment of the Model. The prediction in this study

was that a model of the four exogenous latent variables

(PSYCHIC DISRUPTION, DELINQUENCY, FAMILY DISRUPTION, and

SCHOOL PROBLEMS) operationally defined in terms of the 13

selected independent variables would have a statistically

significant correlation with one endogenous latent variable

(SUICIDAL ORIENTATION) expressed in two dependent variables.

This model would accurately represent the observed

statistical data to the point where it could not be

rejected.

The results showed that the model did not provide a

completely adequate representation of the data. Of the four

exogenous variables, the psychic disruption factor was the

strongest. Internal stress, expressed in depression,

unhappiness with life, loneliness, and current despondency,

is a fairly reliable sign that a teenager has considered

suicide. The weakest factor was the one dealing with school

problems. The combined effect of poor grades, desiring to
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drop out of school, and missing school was not credible

indicator of a suicidal orientation.

The structure of the model needed strengthening, since

the direct effects of the exogenous variables upon the

endogenous variable did not yield strong relationships.

Also, the tests for the goodness-of-fit of the model to the

data revealed only marginally adequate results, at best. A

number of possibilities are available for strengthening the

model and correcting some of the problems.

Study Problems and Possible Corrections

An examination of the research approach has revealed a

number of areas that could have been modified or changed in

the study. First, the questionnaire used could have been

strengthened. The questionnaire was designed to provide a

broad range of information regarding the high school

students. Its questions were selected in order to identify

trends beyond just the suicidal predispositions of the

students. Some questions, however, were not as clear as

they could have been, and other questions could have been

added in order to provide further elucidation of the issue

of adolescent suicide.

The question on abuse counseling could have been

separated into two questions, one asking about sexual abuse

and the other inquiring about physical abuse. A Likert-type

response category for each question could have identified

the level and extent of abuse in each area. The question on
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discipline offered only a dichotomous response option of

"yes" or "no". These categories could have been expanded to

give additional options, helping to distinguish increasing

levels or numbers of discipline referrals. The question on

suicide attempts offered four response options: "a. never,

b. in the last two months, c. in the last twelve months, d.

2 years or more ago." A close look at these options reveals

that the period from between twelve months and two years is

missing. While this may have created a problem for some

respondents, such a dilemma was not considered fatal in this

study, since the assumption was made that any student

admitting to a suicide attempt would choose the closest

available option.

Another question needing expanding or modification was

the one addressing missing school. The question simply

asked whether or not a student missed school a lot. No

differentiation was made between students who missed school

for legitimate reasons, such as illness or other

emergencies, and students who were truant from school. This

question could have been divided into two inquiries, or

modified to investigate the number of times a student

intentionally skipped school.

The addition of some variables might have helped the

suicide model. The suicidal orientation factor could have

been broadened to include additional questions on self-

destructive behavior. Six questions come immediately to
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mind. First, students could have been asked if they had

ever deliberately taken life-threatening risks. Second, a

question could have been asked about dreams or desires

involving self destruction. Third, the teenagers could have

been asked about the number of times that they wished that

their lives were over, or that they simply wanted to give up

on life. Fourth, is there any time when they would consider

suicide an acceptable option? Fifth, have they ever talked

with another person, such as a friend or counselor, about

their interest in suicide? Sixth, have any other people

suggested that they are suicidal or self-destructive in

their demeanor? Such inquiries would have expanded and

possibly improved the operational definition of a suicidal

predisposition.

Some additional questions might have strengthened the

exogenous factors used in the statistical research, or extra

factors could have been added. This would include questions

concerning the history of suicide in a student's family, the

suicide or attempted suicide of a friend or any other

individual influential in the respondent's life, and any

recent and severe drop in grades. Additional factors could

have been developed addressing peer and cultural pressure.

Questions in this area could have dealt with the number of

friends the respondent has, the emotional and behavioral

patterns of such friends, and the self-destructive images
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that the respondent might be influenced by in the

surrounding culture.

The focus of this study was upon a suicidal orientation

not on actual suicide. Such an orientation does not

guarantee that a person will commit suicide. What may be

needed in examining this area of pre-suicide or parasuicide

is further clarification between suicidal traits and

processes and a suicidal state based on a specific

precipitating event. There is overlap between these two

areas, however. For example, depression and abuse may be

part of a process predisposing an individual toward self-

destruction, or they may be recent traumatic states

expediting a suicidal act. A hierarchical covariance

structure model could provide a partial answer to this

dilemma and give further insight into suicidal activity.

Traumatic events, for example could be identified as causal

factors in subsequent psychic distress, which would, in

turn, become an exogenous factor acting upon a suicidal

orientation.

Implications and Conclusion

The practical benefits and contributions of this study

cover a number of areas. First the research confirmed the

dangerous suicidal trend among adolescents. The rates of

suicidal activity show no sign of abatement, which

corroborates the predictions and concern of the 1989 task

force on youth suicide. Second, the research reaffirmed the
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important effect of internal stressors upon a suicidal

predisposition. A critical factor in suicidal activity is

not simply the external conditions with which teenagers must

deal, but the perception and emotional response that young

people have towards those circumstances. Third, the study

revealed the critical need to distinguish between consistent

and intermittent abuse and rejection in the home. Common

sense might tell us that regular violence and emotional

rebuffs by parents towards their children is far more

serious than occasional physical and emotional abuse. The

research has shown, however, that inconsistent behavior and

intermittent malicious abuse has a greater effect upon the

suicidal predisposition of teenagers. Fourth, the study

revealed, through the inadequacy of some of the survey

questions, the necessity of identifying the circumstances

surrounding a student's behavior. A teenager who is missing

school or who has low grades is not necessarily a candidate

for suicide. Discovering reasons why a young person is

often absent from school or has low grades is vital in the

detection of a suicidal orientation.

Some of this research has practical utility in

psychotherapy and counseling. One area is in detecting the

level of self-destructiveness in a young person. Some

questions, based on this study, could assist concerned

individuals in determining a student's potential level of

suicidal preoccupation. For example, is the adolescent:
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1. Always (not just occasionally) feeling depressed?

2. Always feeling unhappy with life?

3. Always lonely?

4. In legal detention for a serious offense?

5. Using drugs?

6. Regularly in serious trouble at school?

7. Inconsistently and severely abused at home?

8. Intermittently accepted and rejected at home?

Affirmative answers to the majority of these questions would

be cause for concern.

The pursuit of the causes of suicide continues to be an

elusive task. The problem is exacerbated by the presence of

false positives and false negatives. In situations where

suicide would appear to be a significant option, not

everyone will consider the act. On the other hand, under

conditions that would not seem to induce suicidal behavior,

some people, nevertheless, will make an attempt to end their

lives. The evidence points toward multiple causes of

suicidal activity; however, more research needs to be done

to identify these causes and motives underlying such

behavior.

This dissertation has contributed a small piece in the

puzzle of self-destructive thoughts and activity among

teenagers. The cold statistics sometimes camouflage the

human drama occurring every day among high school students

throughout the United States. Each case in the research
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data gathered for this study depicts a living person, and

many of the young people represented here are struggling

with life. Some are apparently overwhelmed, and their

responses in the survey indicate desperate needs. This fact

alone should continue to spur researchers on in seeking

answers to the riddles of adolescent suicidal behavior.
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INFORMATION SURVEY

Please do not write your name on this survey. The survey
asks many questions about you and how you feel about
different things. This is a scientific study and we really
need to know your HONEST REACTIONS to the questions. The
answers you fill out cannot in any way be traced back to
you. We appreciate the time and attention you give to this
survey.

All answers will go on the computer sheets.

1. In the past five years, my family has moved:
a. none b. once c. twice
d. three times e. four or more times

2. Which description best matches where you live?
a. a house my family owns b. a house my family rents
c. an apartment d. a mobile home e. a room or motel

3. Which of the following describes you best?
a. Black
b. White
c. Oriental or Asian American
d. Mexican American or Chicano
e. Other

4. What grade average best describes your work last year?
a. A b. B c. C d. D e. F

5. Are you currently employed?
a. no b. part-time c. full-time d. was, but not now

6. Do you participate in extra-curricular activities (such
as sports, drama, music, etc.)?
a. yes b. no c. have previously, but do not now

7. Have you ever seriously considered leaving school
before graduation?
a. yes b. no

8. Is a high school education valuable to you?
a. yes b. no
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9. Do you live in a single-parent home?
a. yes b. no

10. Do you participate in the free lunch program?
a. yes b. no

11. Is English the primary language spoken in your home?
a. yes b. no

12. Have you had two or more discipline referrals at school
within the last two semesters?
a. yes b. no

13. Have you been retained (kept back) one or more grades?
a. yes b. no

14. Have you failed TEAMS test?
a. never b. yes, within the last two years

c. yes, more than two years ago

15. Have you ever been pregnant? (Females only, males
mark c.)
a. yes b. no c. I am a male

16. Have you failed two or more courses during any given
semester within the last two years?
a. yes b.no

17. What is the highest education your father completed?
a. did not complete high school
b. completed high school
c. went to college, but did not finish
d. finished college
e. graduate school (masters or doctorate degree)

18. What is the highest education your mother completed?
a. did not complete high school
b. completed high school
c. went to college, but did not finish
d. finished college
e. graduate school (masters or doctorate degree)

19. How important is religion to you?
a. not important b. somewhat important
c. very important
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20. How often do you attend religions services?
a. never b. occasionally c. often

21. Do you think alcohol is a drug?
a. yes b. no

22. One or both of my parents use alcohol.
a. never b. occasionally c. often

23. My parents' drinking causes problems for someone in my
home, other than myself.
a. never b. occasionally c. often
d. they do not drink

24. How many of your friends drink alcohol heavily?
a. none b. a few c. many

25. My parents approve of my drinking alcohol.
a. yes b. no c. on certain occasions

26. I use tobacco (cigarettes, chewing tobacco, snuff).
a. never b. occasionally c. often

27. One or both of my parents use tobacco.
a. never b. occasionally c. often

28. How many or your close friends use drugs (other than
alcohol and/or tobacco) more than 2 times a week?
a. none b. a few c. many

29. It is safe (physically, mentally) to smoke marijuana?
a. yes b. no

30. I have used alcohol or other drugs before, or during
school.
a. never b. occasionally c. often

31. One or both of my parents use drugs like cocaine,
speed, marijuana, or crack.
a. never b. occasionally c. often
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32. Within the last 6 months I have ridden with someone
other than my parents who has been using alcohol or
other drugs.
a. never b. occasionally c. often

33. I have driven after using alcohol or other drugs.
a. never b. occasionally c. often

34. Drugs (other than alcohol) are easy to buy at school.
a. yes b. no

35. Drug education at my school is:
a. adequate b. inadequate

36. I would like for my school to provide counseling so
that I could talk to someone about sexual or physical
abuse in my home.
a. sexual abuse
b. physical abuse
c. both physical and sexual abuse
d. I have no such problem in my home

37. I would like for my school to provide counseling so
that I could talk to someone about alcohol and/or drug
problems in my home.
a. yes b. no c. I have no such problem in my home

38. How often have you been hit by an adult in your family
that made you bleed, left a scar, or left a noticeable
bruise?
a. seldom b. occasionally c. often
d. I have never been hit that way

39. Have you ever had counseling for emotional problems?
a. yes b. no

40. Have you drunk alcohol in the last twelve months?
a. yes b. no

41. Have you drunk alcohol in the last 30 days?
a. yes b. no
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42. How often do you currently drink alcohol?
a. I do not use alcohol
b. I have tried alcohol once
c. I drink alcohol once a month
d. I drink alcohol once a week
e. I drink alcohol several times weekly

43. At what age did you first begin to use alcohol?
a. never
b. 9 or younger
c. 10, 11, 12
d. 13, 14, 15
e. 16 or older

44. At what age did you first begin to use tobacco?
a. never
b. 9 or younger
c. 10, 11, 12
d. 13, 14, 15
e. 16 or older

45. Have you smoked marijuana in the last twelve months?
a. yes b. no

46. Have you smoked marijuana in the last 30 days?
a. yes b. no

47. How often do you currently use marijuana?
a. do not use
b. have tried once
c. once a month
d. once a week
e. several times weekly

48. At what age did you first begin to use marijuana?
a. never
b. 9 or younger
c. 10, 11, 12
d. 13, 14, 15
e. 16 or older

Have you ever used any of the following drugs?

49. Hallucinogens (LSD)? a. yes b. no

50. "Downers" (tranquilizers, Valium, Quaaludes, etc.)?
a. yes b. no

51. Inhalants (glue, paint, aerosols)? a. yes b. no
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52. Cocaine? a. yes b. no

53. "Uppers" (Amphetamines, speed, crank)? a. yes b. no

54. Crack? a. yes b. no

55. Have you ever used Over-The-Counter drugs to get high?
a. yes b. no

56. How often do you use hallucinogens (LSD)?
a. never b. occasionally c. often

57. How often do you use "Downers" (tranquilizers, Valium,
Quaaludes, etc)?
a. never b. occasionally c. often

58. How often do you use inhalants?
a. never b. occasionally c. often

59. At what age did you first begin to use inhalants?
a. never
b. 9 or younger
c. 10, 11, 12
d. 13, 14, 15
e. 16 or older

60. How often do you use cocaine?
a. never b. occasionally c. often

61. How often do you use "Uppers" (amphetamines, speed,
crank)?
a. never b. occasionally c. often

62. How often do you use crack?
a. never b. occasionally c. often

63. How often do you use Over-The-Counter Drugs to get
high?
a. never b. occasionally c. often

64. Have you ever had counseling for drug or alcohol abuse?
a. yes b. no

65. I feel depressed.
a. rarely b. occasionally c. always

66. I have problems sleeping.
a. rarely b. occasionally c. always

67. I feel angry.
a. rarely b. occasionally c. always
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68. I feel lonely.
a. rarely b. occasionally c. always

69. I miss a lot of school.
a. rarely b. occasionally c. always

70. I am regularly late to class.
a. rarely b. occasionally c. always

71. I feel unhappy with life.
a. rarely b. occasionally c. always

72. I feel loved by my family.
a. rarely b. occasionally c. always

73. 1 have (choose only one):
a. never had thoughts of suicide
b. had thought of suicide
c. planned suicide

74. I have attempted suicide (Choose only one):
a. never
b. in the last two months
c. in the last twelve months
d. 2 years or more ago

75. I have problems because of my parents' drinking
alcohol.
a. yes b. no c. they don't drink

76. I feel accepted by my family.
a. never b. occasionally c. often

77. I currently have more trouble with depression than I
have had in the past.
a. no b.occasionally c. often

78. 1 throw up or take laxatives to control my weight.
a. never b. rarely c. occasionally d. often

79. I have terminated at least one pregnancy (Females only,
males mark c).
a. yes b. no c. I am a male

80. I have been in trouble with the law (choose only one):
a. never
b. once for a minor offense
c. more than once for minor offenses
d. at least once for more serious offenses like assault

or drug/alcohol possession
e. for offenses serious enough to require detention
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81. Learning how to feel good about myself should be a more
important part of my school education.
a. yes b. no

82. Where would you go or take a friend if you or they
needed help with an alcohol/drug problem or personal
problem (choose only one).
a. parents
b. minister or youth director in a church
c. teacher, coach, school counselor
d. counseling service, doctor, hospital
e. friend

83. Are you close friends with anyone who participates
regularly in one or more of the following groups:
Satanic, Set, Skinheads, Demonic Worship?
a. I know of people who do
b. I know of no one who does
c. I have many close friends that do

84. I have participated regularly in one or more of the
following groups: Satanic, Set, Skinheads, Demonic
Worship.
a. I have looked into it, but it's not for me
b. I have seriously thought about it
c. Yes, I have
d. No, I have not

85. Sometimes I feel so terrified that I feel like running
away.
a. seldom b. occasionally c. frequently d. never

86. I have been through the D.A.R.E. program. It:
a. had a big impact on my decision to use drugs
b. had little impact on my decision to use drugs
c. I have not been through the D.A.R.E. program

87. I am afraid that if I fail at something, others will
reject me.
a. never b. rarely c. occasionally d. always

88. I rarely express myself in groups for fear of others
laughing at me.
a. never b. rarely c. occasionally d. always

89. I feel put down by one or both of my parents:
a. never b. rarely c. occasionally d. always

90. Did you have the health education course in the Denton
schools in the grades 9 through 12?
a. yes b. no
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91. If you answered yes to the last question, then whichone of the following topics was most helpful?
a. first aid/CPR
b. decision making skills/improving my self concept
c. prevention of sexually transmitted diseases
d. preventing conception
e. I feel I get enough of this information from my

family

92. If you have taken the health education course in theDenton schools, plan to take the course, or would havetaken it at another school, which of the following
would you like to have more help with or information
about?
a. drug abuse awareness
b. prevention of sexually transmitted diseases
c. physical growing and development topics related tomy personal health
d. information on how to live a happier life both

personally and with my family (improved mental
health)

e. I feel I get enough of this information at home frommy family
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Table 8

Crosstabulation of Suicidal Thoughts and Selected

SUICIDAL THOUGHTS (SUITHOTS) BY INDEPENDENT VARIABLES
(COLUMN PERCENTAGES)

SUICIDAL THOUGHT BY DEPRESSION (VAR65: DEPRESS)

SUITHOTS
Never had thoughts:
Had thoughts of:
Planned suicide:

N = 1093
Chi-Square

DEPRESS
Rarely Occasionally Always

80.0
17.7
2.3

43.0
45.8
11.2

16.2
40.5
43.2

Gamma .69663
285.05 (DF 4 Significance 0.00000)

SUICIDAL THOUGHT BY FEELING LONELY (VAR68: LONELY)

SUITHOTS
Never had thoughts:
Had thoughts of:
Planned suicide:

N = 1092
Chi-Square

LONELY
Rarely Occasionally Always

74.3
22.2
3.5

43.0
44.0
13.0

26.6
40.5
32.9

Gamma .59019
174.33 (DF 4 Significance 0.00000)

SUICIDAL THOUGHT BY UNHAPPY WITH LIFE (VAR71: UNHAPPY)

SUITHOTS
Never had thoughts:
Had thoughts of:
Planned suicide:

UNHAPPY
Rarely Occasionally Always

76.3
21.3
2.4

32.5
50.9
16.6

18.3
38.3
43.3

N = 1092 Gamma .72946
Chi-Square 287.76 (DF 4 Significance 0.00000)
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SUICIDAL THOUGHT BY MORE DEPRESSION NOW (VAR77: MORDEPRE)

MORDEPRE
No Occasionally Often

SUITHOTS
Never had thoughts: 75.2 46.9 23.3
Had thoughts of: 20.9 42.1 51.2
Planned suicide: 3.9 11.0 25.6

N = 1089 Gamma .59461
Chi-Square 177.22 (DF 4 Significance 0.00000)

SUICIDAL THOUGHT BY DRUG USE (VAR30: SCHDRUG)

SCHDRUG
Never Occasionally Often

SUITHOTS
Never had thoughts: 67.2 42.0 27.8
Had thoughts of: 27.2 42.0 38.9
Planned suicide: 5.6 16.0 33.3

N = 1092 Gamma .49181
Chi-Square 82.49 (DF 4 Significance 0.00000)

SUICIDAL THOUGHT BY DISCIPLINE REFERRALS (VAR12: DISCIP)

DISCIP
No Yes

SUITHOTS
Never had thoughts: 62.9 54.7
Had thoughts of: 30.4 27.6
Planned suicide: 6.7 17.6

N = 1094 Gamma .20862
Chi-Square 22.35 (DF 4 Significance 0.00001)

SUICIDAL THOUGHT BY TROUBLE WITH LAW (VAR80: LAW)

LAW
Never Minor Minors Serious Detained

SUITHOTS
Never had thoughts: 65.7 53.3 55.1 38.2 16.7
Had thoughts of: 28.4 37.4 26.9 26.5 41.7
Planned suicide: 5.8 9.3 17.9 35.3 41.7

N = 1097 Gamma .30503
Chi-Square 75.41 (DF 8 Significance 0.00000)
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SUICIDAL THOUGHT BY HIT BY FAMILY ADULT (VAR38: HIT)

SUITHOTS
Never had thoughts:
Had thoughts of:
Planned suicide:

HIT
Never Seldom Occasionally Often

67.5
26.9
5.6

41.1
41.1
17.9

32.3
45.2
22.6

54.5
27.3
18.2

N = 1094 Gamma .46691
Chi-Square 78.93 (DF 6 Significance 0.00000)

SUICIDAL THOUGHT BY PHYSICAL/SEXUAL ABUSE (VAR36:ABUSECSL)

SUITHOTS
Never had thoughts:
Had thoughts of:
Planned suicide:

ABUSECSL
No Prob. Phys. OR Sex.

63.4
29.1
7.5

40.5
40.5
19.0

Phys. AND Sex.

17.4
52.2
30.4

N = 1093
Chi-Square

Gamma .53004
36.42 (DF 4 Significance 0.00000)

SUICIDAL THOUGHT BY FAMILY ACCEPTANCE (VAR76: FAMACCEP)

SUITHOTS
Never had thoughts:
Had thoughts of:
Planned suicide:

N = 1089 Gam
Chi-Square 97.92

FAMACCEP
Often Occasionally Never

68.5
26.3
5.2

36.3
47.7
16.1

48.6
27.0
24.3

ma .47756
(DF 4 Significance 0.00000)

SUICIDAL THOUGHT BY GRADE AVERAGE (VARO4: GRADES)

GRADES
A B C D

SUITHOTS
Never had thoughts: 63.4 65.6 59.5 50.0 2
Had thoughts of: 29.9 28.1 30.8 36.4 3
Planned suicide: 6.6 6.3 9 7 11 6 3. *j

N = 1089 Gamma .13943
Chi-Square 42.30 (DF 8 Significance 0.00000)

F

5.0
9.3
5.7.W*w v %W .R0%
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SUICIDAL THOUGHT BY QUITTING SCHOOL (VARO7: DROPOUT)

DROPOUT

SUITHOTS
Never had thoughts:
Had thoughts of:
Planned suicide:

No

67.4
27.1
5.5

Yes

25.7
47.4
27.0

N = 1090
Chi-Square

Gamma .67843
125.39 (DF 2 Significance 0.00000)

SUICIDAL THOUGHT BY MISSING SCHOOL (VAR69: MISCHOOL)

SUITHOTS
Never had thoughts:
Had thoughts of:
Planned suicide:

MISCHOOL
Rarely Occasionally Always

64.4
28.4
7.1

45.1
39.8
15.0

30.0
40.0
30.0

N = 1092 Gamma .38880
Chi-Square 35.66 (DF 4 Significance 0.00000)
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Table 9

Crosstabulation of Suicidal Behavior and Selected
Independent Variables

SUICIDAL BEHAVIOR (SUIATTEM) BY INDEPENDENT VARIABLES
(COLUMN PERCENTAGES)

SUICIDAL BEHAVIOR BY DEPRESSION ,(VAR65: DEPRESS)

DEPRESS
Rarely Occasionally Always

SUIATTEM
Never: 96.2 84.7 53.9
In last 2 months: 0.5 1.4 15.8
In last 12 months: 1.2 7.6 17.1
Two years or more: 2.2 6.2 13.2

N = 1096 Gamma .67475
Chi-Square 168.90 (DF 6 Significance 0.00000)

SUICIDAL BEHAVIOR BY FEELING LONELY (VAR68: LONELY)

LONELY
Rarely Occasionally Always

SUIATTEM
Never: 93.8 83.0 71.6
In last 2 months: 0.7 2.5 8.6
In last 12 months: 2.6 8.0 9.9
Two years or more: 2.9 6.5 9.9

N = 1095 Gamma .50541
Chi-Square 62.23 (DF 6 Significance 0.00000)

SUICIDAL BEHAVIOR BY UNHAPPY WITH LIFE (VAR71: UNHAPPY)

UNHAPPY
Rarely Occasionally Always

SUIATTEM
Never: 94.9 80.2 57.4
In last 2 months: 0.8 2.1 13.1
In last 12 months: 1.6 10.8 14.8
Two years or more: 2.7 6.9 14.8

N = 1095 Gamma .65091
Chi-Square 133.20 (DF 6 Significance 0.00000)
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SUICIDAL BEHAVIOR BY MORE DEPRESSION NOW (VAR77: MORDEPRE)

MORDEPRE
No Occasionally Often

SUIATTEM
Never: 94.6 83.4 71.5
In last 2 months: 0.0 3.1 8.5
In last 12 months: 2.1 8.3 10.8
Two years or more: 3.3 5.2 9.2

N = 1092 Gamma .54694
Chi-Square 90.46 (DF 6 Significance 0.00000)

SUICIDAL BEHAVIOR BY DRUG USE (VAR30: SCHDRUG)

SCHDRUG
Never Occasionally Often

SUIATTEM
Never: 93.0 77.5 52.8
In last 2 months: 1.1 2.7 13.9
In last 12 months: 3.2 9.3 16.7
Two years or more: 2.6 10.4 16.7

N = 1094 Gamma .62240
Chi-Square 98.83 (DF 6 Significance 0.00000)

SUICIDAL BEHAVIOR BY DISCIPLINE REFERRALS (VAR12: DISCIP)

DISCIP
No Yes

SUIATTEM
Never: 91.3 75.7
In last 2 months: 1.5 4.6
In last 12 months: 4.0 8.1
Two years or more: 3.1 11.6

N = 1097 Gamma .52519
Chi-Square 39.40 (DF 3 Significance 0.00000)
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SUICIDAL BEHAVIOR BY TROUBLE WITH LAW (VAR80: LAW)

SUIATTEM
Never:
In last 2 months:
In last 12 months:
Two years or more:

LAW
Never Minor Minors Serious Detained

91.7
1.0
4.4
2.9

87.9
3.3
3.8
4.9

82.3
1.3
3.8

12.7

58.8
20.6
17.6
2.9

41.7
0.0
8.3

50.0

N = 1100 Gamma .42042
Chi-Square 157.53 (DF 12 Significance 0.00000)
SUICIDAL BEHAVIOR BY HIT BY FAMILY ADULT (VAR38: HIT)

SUIATTEM
Never:
In last 2 months:
In last 12 months:
Two years or more:

HIT
Never Seldom Occasionally Often

93.5 76.2
1.4
2.3
2.7

4.0

10.6
9.3

60.7
4.9

16.4
18.0

73.9
0.0

21.7
4.3

N = 1097 Gamma .63024
Chi-Square 111.16 (DF 9 Significance 0.00000)

SUICIDAL BEHAVIOR PHYSICAL/SEXUAL ABUSE (VAR36: ABUSECSL)

SUIATTEM
Never:
In last 2 months:
In last 12 months:
Two years or more:

ABUSECSL
No Prob. Phys. OR SeX.

90.7
1.6
3.9
3.8

66.7
4.8

16.7
11.9

Phys. AND Sex.

52.2
13.0
13.0
21.7

N = 1096 Gamma .66955
Chi-Square 62.19 (DF 6 Significance 0.00000)

SUICIDAL BEHAVIOR BY FAMILY ACCEPTANCE (VAR76: FAMACCEP)

SUIATTEM
Never:
In last 2 months:
In last 12 months:
Two years or more:

N = 1091
Chi-Square

FAMACCEP
Often Occasionally Never

93.1
0.7
3.3
2.9

79.4
3.1
8.8
8.8

67.6
10.8

10.8
10.8

Gamma .55685
82.06 (DF 6 Significance 0.00000)
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SUICIDAL BEHAVIOR BY GRADE AVERAGE (VARO4: GRADES)

GRADES
A B C D F

SUIATTEM
Never: 94.9 91.1 84.4 77.6 53.6
In last 2 months: 0.6 1.6 2.5 4.5 10.7
In last 12 months: 2.7 4.2 6.3 10.4 7.1
Two years or more: 1.8 3.0 6.8 7.5 28.6

N = 1091 Gamma .43970
Chi-Square 82.00 (DF 12 Significance 0.00000)

SUICIDAL BEHAVIOR BY QUITTING SCHOOL (VARO7: DROPOUT)

DROPOUT
No Yes

SUIATTEM
Never: 92.7 65.1
In last 2 months: 1.0 8.6
In last 12 months: 3.7 10.5
Two years or more: 2.7 15.8

N = 1093 Gamma .71094
Chi-Square 112.02 (DF 3 Significance 0.00000)

SUICIDAL BEHAVIOR BY MISSING SCHOOL (VAR69: MISCHOOL)

MISCHOOL
Rarely Occasionally Always

SUIATTEM
Never: 91.0 78.0 60.0
In last 2 months: 1.5 3.8 10.0
In last 12 months: 4.0 8.3 15.0
Two years or more: 3.5 9.8 15.0

N = 1094 Gamma .50131
Chi-Square 38.66 (DF 6 Significance 0.00000)
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LISREL Command Program for the Confirmatory Factor Analysis

CONFIRMATORY FACTOR ANALYSIS
FIRST MODEL: FOUR FACTORS
PSYCHIC DISRUPTION, DELINQUENCY, FAMILY DISRUPTION,
SCHOOL PROBLEMS
DA NI=36
SELECT /DEPRESS LONELY UNHAPPY MORDEPRE SCHDRUG DISCIP

LAW HIT ABUSECSL FAMACCEP GRADES
DROPOUT MISCHOOL/

MO NX=13 NK=4 LX=FU,FI
PH=SY, FR
TD=SY,FI

VA 1.0 LY 1 1
VA 1.0 LX 5 2 LX 8 3 LX 11 4
FREE LX 2 1 LX 3 1 LX 4 1
FREE LX 6 2 LX 7 2 LX 9 3 LX 10 3 LX 12 4 LX 13 4
FREE TD 1 1 TD 2 2 TD 3 3 TD 4 4 TD 5 5 TD 6 6 TD 7 7FREE TD 8 8 TD 9 9 TD 10 10 TD 11 11 TD 12 12 TD 13 13ST 0.7 LX 2 1 LX 3 1 LX 4 1
ST 0.7 LX 6 2 LX 7 2 LX 9 3 LX 10 3 LX 12 4 LX 13 4OU TV MI RS SS EF MR TO
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LISREL Command Program for the First Covariance Structure
Model

COVARIANCE STRUCTURE MODEL
FIRST MODEL FOUR FACTORS
PSYCHIC DISRUPTION, DELINQUENCY,
FAMILY DISRUPTION, SCHOOL PROBS
DA NI=36
SELECT /SUITHOTS SUIATTEM DEPRESS LONELY UNHAPPY MORDEPRE

SCHDRUG DISCIP LAW HIT ABUSECSL FAMACCEP GRADES
DROPOUT MISCHOOL/

MO NY=2 NX=13 NE=1 NK=4 LY=FU,FI LX=FU,FI
GA=FUFR
PH=SYFR
TE=SYFI

VA 1.0 LY 1
VA 1.0 LX 1
FREE LY 2 1
FREE LX 2 1
FREE LX 6 2
FREE TE 1 1
FREE TD 1 1
FREE TD 8 8
ST 0.7 LY 2
ST 0.7 LX 2
ST 0.7 LX 6
ST 0.5 PH 1
ST 0.2 PH 1
ST 0.2 PH 2
ST 0.2 PH 3
ST 0.2 PH 4
ST 0.2 PS 1
ST 0.1 TE 1
ST 0.1 TD 1
ST 0.1 TD 8
OU TV MI RS

TD=SY, FI
1
1 LX 5 2 LX 8 3 LX 11 4

LX 3
LX 7
TE 2
TD 2
TD 9
1
1 LX
2 LX
1 PH
2 PH
1 PH
1 PH
1 PH
1
1 TE
1 TD
8 TD

1
2
2
2
9

LX 4 1
LX 9 3 LX 10 3 LX 12 4 LX 13 4

TD 3 3 TD 4 4 TD 5 5 TD 6 6 TD 7 7
TD 10 10 TD 11 11 TD 12 12 TD 13 13

31
72
22
13
23
32
42

22
2
9

LX 4
LX 9
PH 3
PH 1
PH 2
PH 3
PH 4

1
3 LX
3 PH
4
4
4
3

10 3 LX 12 4 LX 13 4
4 4

2 TD 3 3 TD 4 4 TD 5 5 TD 6 6 TD 7 7
9 TD 10 10 TD 11 11 TD 12 12 TD 13 13

SS EF MR TO
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LISREL Command Program for the Final Covariance Structure
Model

COVARIANCE STRUCTURE MODEL
REVISED MODEL FOUR FACTORS
PSYCHIC DISRUPTION, DELINQUENCY,
FAMILY DISRUPTION, SCHOOL PROBS
DA NI=36
SELECT /SUITHOTS SUIATTEM DEPRESS LONELY UNHAPPY MORDEPRE

SCHDRUG DISCIP LAW HIT ABUSECSL FAMACCEP GRADES
DROPOUT MISCHOOL/

MO NY=2 NX=13 NE=1 NK=4 LY=FU,FI LX=FU,FI
GA=FUFR
PH=SYFR
TE=SYFI

VA 1.0 LY 1
VA 1.0 LX 1
FREE LY 2 1
FREE LX 2 1
FREE LX 6 2
FREE TE 1 1
FREE TD 1 1
FREE TD 8 8
ST 0.7 LY 2
ST 0.7 LX 2
ST 0.7 LX 6
ST 0.5 PH 1
ST 0.2 PH 1
ST 0.2 PH 2
ST 0.2 PH 3
ST 0.2 PH 4
ST 0.2 PS 1
ST 0.1 TE 1
ST 0.1 TD 1
ST 0.1 TD 8
FREE TD 9 8

TD=SY, FI
1
1 LX 5 2 LX 8 3 LX 11 4

LX 3
LX 7
TE 2
TD 2
TD 9
1
1 LX
2 LX
1 PH
2 PH
1 PH
1 PH
1 PH
1
1 TE
1 TD
8 TD

1
2
2

LX 4 1
LX 9 3 LX 10 3 LX 12 4 LX 13 4

2 TD 3 3 TD 4 4 TD 5 5 TD 6 6 TD 7 7
9 TD 10 10 TD 11 11 TD 12 12 TD 13 13

3
7
2
1
2
3
4

2
2
9

1
2
2
3
3
2
2

2
2
9

LX 4 1
LX 9 3 LX 10 3 LX 12 4 LX 13 4
PH 3 3 PH 4 4
PH 1 4
PH 2 4
PH 3 4
PH 4 3

TD 3 3 TD 4 4 TD 5 5 TD 6 6 TD 7 7
TD 10 10 TD 11 11 TD 12 12 TD 13 13

FREE TD 11 6
FREE LX 11 1
FREE LX 3 3
OU TV MI RS SS EF MR TO
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