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We compared family risk and protective factors among potential high school
dropouts with and without suicide-risk behaviors (SRB) and examined the extent
to which these factors predict categories of SRB. Subjects were randomly selected
from among potential dropouts in 14 high schools. Based upon suicide-risk status,
1,083 potential high school dropouts were defined as belonging to one of four
groups; 573 non-suicide risk, 242 low suicide risk, 137 moderate suicide risk
and 131 high suicide risk. Results showed significant group differences in all
youth self-reported family risk and protective factors. Increased levels of suicide
risk were associated with perceived conflict with parents, unmet family goals, and
family depression; decreased levels of risk were associated with perceived parental
involvement and family support for school. Perceived conflict with parents, family
depression, family support satisfaction, and availability of family support for
school were the strongest predictors of adolescent SRB. Our findings suggest that
suicide vulnerable youth differ from their non-suicidal peers along the dimensions
of family risk and protective factors.
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Suicide is a leading cause of death among youth aged 15—19 years (Anderson,
2002). In a nationwide survey of high school students, Grunbaum et al. (2004)
reported that 16.9% of students had seriously considered attempting suicide,
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16.5% had made a specific plan to attempt suicide, and 8.5% had attempted
suicide during the 12 months preceding the survey. These findings are consistent
with those reported for high school samples (Allison, Pearce, Martin, Miller,
& Long, 1995, 1992; Fergusson, Woodward, & Horwood, 2000; Wichstrgm,
2000).

The family is an important environmental context related to adolescent suicide
and suicidal behaviors (Johnson et al., 2002; Resnick, et al., 1997; Wagner, 1997).
Studies employing community samples have begun to explore factors contributing
to suicide-risk behaviors among high school students (Fergusson et al., 2000;
Johnson et al., 2002; Perkins & Hartless, 2002; Wichstrgm, 2000). These studies
examined a variety of risk and protective factors which, increasingly, include
family factors. However, our knowledge of critical family risk and protective
factors remains somewhat limited.

Family psychopathology and exposure to family suicide have been identified
in community samples as characteristics that increase a youth’s vulnerability
to suicide. Garber, Little, Hilsman, and Weaver (1998) found that adolescents
whose mothers had ever had a mood disorder diagnosis evidenced increased
risk for suicidal behaviors. Young people reporting suicidal behavior were more
likely to come from families characterized by a constellation of family risk
factors that include parental alcohol problems and illicit drug use (Fergusson
et al., 2000). Potential high school dropouts with suicide ideation reported
more problems related to parental alcohol and other drug (AOD) use when
compared to similar youth without suicidal ideation (Thompson, Moody, &
Eggert, 1994). Family suicidality is identified as a risk factor for adolescent
suicidal behavior (Rubenstein et al., 1989) and a predictor of adolescent suicide
risk (Resnick et al., 1997). However, in another sample of high school students,
exposure to a family member’s suicide-risk behavior was not significantly
associated with either past or future attempts (Lewinsohn, Rhode, & Seeley,
1994).

The terms family stress, family strain and family dysfunction seem to be
used similarly in studies of suicide-risk behaviors as a global indicator of family
problem behavior. Stressful relationships, with parents differentiated attempters
from both a depressed/ideator group and a comparison group (Wagner, Cole, &
Schwartzman, 1995). Suicide ideators were distinguished from their high-risk
peers as well as typical youth reporting higher levels on unmet family goals,
conflict with parents, unreasonable parental expectations, and thoughts of running
away from home (Thompson et al., 1994). In another study, family dysfunction
was found to make an independent contribution to adolescent depression, which
accounted for significant variance in suicide-risk behaviors (Martin, Rozanes,
Pearce, & Allison, 1995). Garber et al. (1998) reported that family functioning
mediated the relationship between maternal history of depression and adolescent
suicide symptoms measured over time.
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Family or parent-adolescent conflict is frequently associated with suicide-
risk behaviors; it is either considered as part of a broad indicator such as family
strain (Thompson et al., 1994) or family function (Garber et al., 1998), or ex-
amined as a separate construct (Lewinsohn et al., 1993). Suicidal behaviors were
said to increase steadily as numbers of unresolved conflicts with parents increased
(Toumbourou & Gregg, 2002). Allison et al. (1995) observed a higher rate of
reported maternal and paternal criticism when suicidal youth were compared to
their non-suicidal peers. Reports of suicidal behaviors increased when both par-
ents and adolescents reported parent-adolescent relationship difficulties (Breton,
Tousignant, Bergeron, & Berthiaume, 2002). Serious fights with family members
were significantly associated with increased risk for attempts in late adolescence
or early adulthood (Johnson et al., 2002). Yet it remains difficult to determine
the contribution of parent-adolescent conflict to adolescent suicide risk behavior
given the association of these conflicts with adolescent psychological problems
(Gould, Greenberg, Velting, & Shaffer, 2003).

A variety of scales have been used to measure family cohesion, family con-
nectedness and parental bonding. When parental care and protection were ex-
amined significant negative relationships were identified between low care/high
protection (affectionless control) and suicide-risk behavior (Allison et al., 1995).
An adolescent who described his/her family as highly cohesive was significantly
less likely to be suicidal than an adolescent who saw his/her family as non-cohesive
(Rubenstein et al., 1989). Conversely, the risk for suicide was increased among
young people reporting problematic family circumstances during childhood that
included less secure attachments to parents characterized by low levels of trust and
communication (Fergusson et al., 2000). Similarly, low levels of parental care and
over protection predicted both previous and subsequent attempts in a community
sample of over 12,000 Norwegian students (Wichstrgm, 2000).

Perceived family support was predictive of recent suicide attempts indepen-
dent of depression and attempters were differentiated from non-attempters on
family support in a native Hawaiian sample (Yuen et al., 1996). Low perceived
family support was associated with future attempts even after controlling for de-
pression (Lewinsohn et al., 1993; 1994). Dubow et al. (1989) reported non-ideators
were distinguishable from serious ideators on family support. When comparing
youth hospitalized for suicide attempts and a community sample composed of both
youth self-reporting attempts and “average” adolescents, hospitalized suicide at-
tempters sought support from parents significantly less often than youth in the
other groups; support from parents was found to protect from self-harm (Groholt
et al., 2000).

The purpose of our study was to compare the levels of perceived family risk
and protective factors among potential high school dropouts with and without
suicide-risk behaviors (SRB); and to examine the extent to which these family
factors predict categories of SRB.



258 Randell, Wang, Herting and Eggert
METHODS
Study Design and Sample

We used a two-stage, cross sectional survey design. Both survey and interview
data with youth were used to examine the relationships among perceived family
risk and protective factors relative to suicide-risk behaviors in a population of
potential high school dropouts. Participants included 1,083 potential high-school
dropouts in grades 9 to 12, from 14 high schools; 11 in the Pacific Northwest and
three in the Southwest.

Procedures
Case Identification and Invitation

A 2-step process was used to identify high-risk youth. First, a pool of poten-
tial high school dropouts was identified from each school district’s database using
indicators known to predict future dropout, including academic performance, at-
tendance, and prior dropout status (Eggert, Thompson, & Herting, 1994b). From
this population, youth were randomly sampled and personally invited to partic-
ipate in the study. IRB approved, informed assent was obtained from students
and informed consent was obtained from at least one parent/guardian. Students
completed a comprehensive survey, the High School Questionnaire: Profile of
Experiences (HSQ; Eggert, Herting, & Thompson, 1995), which tapped key study
variables and included the Screen for Suicide Risk (SRS) (Thompson & Eggert,
1999). Indicators included suicidal behaviors (thoughts, threats, and attempts),
depression, and drug involvement. Tests of the SRS case-finding model showed
it was reliable, and had concurrent and predictive validity (Eggert et al., 1994b;
Thompson & Eggert, 1999).

Comprehensive Assessment

Within a week of screening, all youth were assessed using a computer-assisted
interview, the Measure of Adolescent Potential for Suicide (MAPS) (Eggert et al.,
1994b). The content of the assessment taps three constructs of suicide potential:
direct suicide risk factors (suicide thoughts, planning/preparation, prior attempts,
threats and suicide exposure), related risk factors (stressors, depression, hopeless-
ness and anxiety), and protective factors (coping and social support resources). For
ethical reasons and as part of the MAPS assessment protocol, each youth, whether
at suicide risk or not, was personally introduced to a school “case manager” fol-
lowing the interview. In addition, each youth’s parent or guardian of choice was
contacted by telephone and advised of the youth’s suicide-risk status, strengths
and support needs.
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Subject Recruitment and Retention

The sample pool of potential high school dropouts represented 15-35% of
each school’s population. Of 1,494 youth randomly selected from the total pool,
83% or 1,240 accepted. Of those accepting, 91% or 1128 completed the HSQ and,
of these, 96% or 1,083 completed the MAPS interview.

Measurement
The Suicide Risk Screen (SRS)

The SRS, which is embedded in the High School Questionnaire (HSQ),
allows for incremental measurement of levels of suicide risk. These levels of risk
are defined by three sets of empirically-based criteria, including indicators of: (1)
suicidal behaviors (5 items tapping suicidal ideation, direct/indirect threats, prior
attempts; o =.88), (2) depression (5-item scale from the CES-D; o = .87); and
(3) drug involvement (a composite score of 10 items tapping AOD use, polydrug
use, drug use control problems; « =.90). Preliminary construct, discriminant and
predictive validity was established for the SRS with an independent sample; a
confirmatory factor analysis resulted in a good-fitting three-dimensional SRS
measurement model (Xz(zz) =26.85, AGFI=.96; n=515) (Eggert, Herting, &
Nicholas, 1994a).

The suicide risk screen (SRS) criteria were used to categorize the level
of suicide risk among potential high school dropouts. Subjects were divided
into one non-suicide risk group and three suicide-risk groups (Low, Moderate
and High) based on the SRS criteria (Thompson & Eggert, 1999). Youth at
low risk evidenced any of the following behaviors: a) moderate suicide ideation
(>2), b) indirect/ direct threats of suicide (> 2), ¢) prior attempts (> 1), and/or
d) moderate depression (2—-3.4). Youth at moderate risk evidenced two or more of
the behaviors listed above for low risk or may report drug involvement in addition
to one or more of the low risk criteria. Youth at high risk evidenced any of the
following: a) prior attempts ( > 2), b) high suicide ideation ( > 3), and/or high de-
pression (> 3.4). These levels of risk should not be seen as differentiating clinical
risk. That is, all youth, whether categorized as Low, Moderate or High, require
clinical assessment to determine their current need for support and/or referral.

Family Risk and Protective Factors

Measures of family risk and protective factors were taken from youth reports
on the HSQ and the MAPS. In combination, these instruments measure a broad
range of perceptions regarding risk and protective factors, including measures
of the family constructs of interest in this study. Table I provides a summary



260 Randell, Wang, Herting and Eggert

description of the key measures. Unless otherwise indicated, items were measured
using a seven-point, Likert-type scale, ranging from O (never) to 6 (always/many
times). The higher the scale value, the greater the level of the measured construct.
Cronbach’s alpha values reflecting internal consistency reliability for the current
sample were moderate to high, ranging from .61 to .89.

Analysis

Data analyses were conducted using the Statistical Package for the Social
Sciences for Windows, Release 8.0 (SPSS, 1998) and LIMDEP 7.0 (Greene,
1995). Graphic representations and appropriate descriptive statistics (including
kurtosis, skewness) were used to examine distributional properties of variables.
Due to non-normal distribution (extreme skews) three variables — family violence,
family AOD use, and family suicide exposure — were re-coded as dichotomous
variables (1 = presence, 0 = absence). Results were based on analysis of variance
(ANOVA) for group comparisons, Scheffé post-hoc tests for multiple comparisons,
Chi-square tests for nominal variables, and ordered logistic regression for tests of
the extent to which family factors predict suicide risk among potential high school
dropouts.

RESULTS
Sample and Subject Characteristics

Students participating in the study ranged in age from 14—19 years (M = 16
years); 53% were male. The ethnic composition was 59% minority (22% His-
panic/Latino, 18% African American, 12% Asian/Pacific Islander, 5% American
Indian/Alaska Native, 2% mixed ethnic background). Only 39% of the subjects
lived in a family unit where both natural parents were present; 34% lived in a
single parent family, and 16% lived with one natural and one stepparent. The
remainder of the youth (11%) lived with grandparents, other relatives, or alone.
Baseline differences on gender, age, grade, ethnic background, and family com-
position among the four suicide-risk groups (high, moderate, low and non-risk)
were examined. ANOVA and Chi-square tests detected no significant differences
at baseline on age, grade, ethnic background, and family composition.

Gender was the only significant difference among the four groups (x2 =
20.70; df = 3; N =1083; p < .00). Specifically, there were more females (N =275)
than males (N = 235) in the suicide-risk group. Conversely, there were more males
(N =336) then females (N =237) in the group identified as non-suicide risk. Fe-
males at suicide-risk had significantly higher levels of suicidal behaviors, including
prior suicide attempts, suicide ideation, and direct/indirect suicide threats, when
compared to males at suicide-risk (M =0.97 vs. 0.72, t =2.67, p < .01). Females
reported significantly more depression than males. This was true for all three
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Table II. Mean and Standard Deviation of Family Factors among Four Groups

Significant
Non-risk Low-risk Mod-risk High-risk  difference
Family factors (N=573) (N=131) (N=137) (N=242) by group*
Risk Factors
Conflict with parent 1.53(1.02) 1.99(1.22) 2.41(1.24) 2.69(1.35) a,b,c,d,e
Unmet family goals 1.96 (1.41) 2.57(1.44) 3.07(1.47) 3.23(1.60) a,b,c,d,e
Family violence 0.92(1.09) 0.91(1.25) 1.48(1.44) 1.39(1.44) b,c,d,e
Family depression 0.87 (1.03) 1.56(1.46) 1.65(1.48) 1.68 (1.54) a,b,c
Family suicide exposure 0.32(.73) 0.31(.69) 0.45(.85) 0.54(.88) c,e
Family AOD use 0.63 (0.88) 0.62(0.88) 1.08(1.19) 1.11(1.21) b,c,d,e
Total family stressors 4.06 (1.97) 4.53(2.20) 4.86(2.09) 4.70(1.92) b,c
Protective Factors
Parent involvement 3.55(1.28) 3.40(1.22) 3.01(1.22) 2.89(1.32) b,c,e

Family support satisfaction 3.73(1.62) 3.00(1.54) 2.50(1.53) 2.13(1.53) a,b,c,e

Amount of family support 5.74 (3.49) 5.19(3.47) 4.28(4.27) 2.55(4.38) b,c,e,f

Support availability for 4.31(1.25) 3.67(1.36) 3.85(1.47) 3.29(1.53) a,b,c,f
depressed feelings, and SI

Note. a=1Lo vs. Non; b=Mod vs. Non; ¢ =Hi vs. Non; d=Lo vs. Mod; e =Lo vs. Hi; f=Mod vs.
Hi.

suicide-risk groups (High to Low) (M =2.93 vs. 2.56, t=3.30, p < .01) as well
as the non-suicide risk group (M =0.98 vs. 0.81, r=3.50, p < .01).

While there were no significant differences among the groups on drug
involvement, males in the suicide risk group reported greater alcohol and poly
drug use than females. In the non-suicide risk group there was no difference
between males and females on either use or control problems.

Comparisons of Risk and Protective Factors across Suicide-Risk Groups

The mean score and standard deviation for all youth reported family factors
among the four suicide-risk groups are presented in Table II. ANOVAs were used
for testing gender (2) by group (4) differences. Results from ANOVAs revealed
significant group differences in all family risk and protective factors. Scheffé post-
hoc tests with multiple comparisons were used to test for differences between
the four groups. Despite the gender differences observed relative to suicide-risk
behaviors, only one gender difference was observed when within group differences
were examined. Females reported greater suicide exposure F (1, 1073)=17.4
(p < .001).

Risk Factors by Suicide Risk Status

Perceived conflict with parents and unmet family goals revealed a signifi-
cant step down pattern among groups (i.e., the higher the level of suicide risk
demonstrated, the higher the level of conflict with parents and unmet family goals
experienced). Perceptions of family depression also differentiated the suicide-risk
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groups from the non-risk group. The three suicide-risk groups were significantly
higher on perceived family depression than the non-suicide risk group. Family vi-
olence, family AOD use, and number of family stressors were associated with the
highest levels of suicide risk. The two groups at highest suicide risk experienced
significantly higher levels of perceived family violence and AOD use compared to
the group at lowest suicide risk and the non-risk group. Similarly, the two groups
at highest suicide risk had a significantly higher number of stressors than the
non-risk group. Finally, on suicide exposure, the group at highest suicide risk was
significantly different from both the low and non-risk group.

Protective Factors by Suicide Risk Status

While the groups at moderate and low suicide risk reported no statistically
significant differences in any of the family protective factors, an interesting pattern
among the groups was observed. Perceived family support satisfaction and support
availability for depression and suicidal thoughts differentiated all youth at suicide
risk from their non-risk peers. Likewise, youth in the two groups at highest suicide
risk were differentiated from the non-suicide risk group on perceived parental
involvement and the amount of family support for school.

Family Factors Predicting Suicide Risk

Ordered logistic regression in LIMDEP was used to assess the relationship
between perceived family risk and protective factors and suicide risk status. The
analysis allows for the determination of the independent effects of the specific fam-
ily factors of interest in the presence of the effects of other variables; included in
the regression were controls for the effects of demographic variables (age, gender,
ethnic background, and family composition). The analysis included initial multi-
nomial logistic regression and cumulative logistic regressions to examine whether
the parallel regression assumption of the ordered regression was reasonable, and
whether any of the categories of suicide risk could be collapsed. The results clearly
indicated the 4 categories of suicide risk could not be collapsed. The analysis of
the parallel regression assumption indicated few substantial departures. The only
substantial effects not evident in the ordered logistic regression was the significant
effect of perceived family violence and unmet family goals, which both increased
the odds of being in the medium category of suicide risk vs. no risk. In addition,
the ordered logistic regression suggests a constant effect of total family support
and gender which, in the multinominal logistic regression, the effects appear to be
significant for only the highest level of suicide risk. Therefore, we elect to present
the ordered regressions for the sake of simplicity.

The ordered logistic regression revealed that perceived conflict with parents,
family depression, family AOD use, family support satisfaction, family support
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Table III. Results of Ordered Logistic Regression of Suicide Risk (4 categories) on Family Risk
and Protective Factors

Coefficient ~ Significant Lower bound Upper bound

Age 112 0.044 .002 221
Gender M =1,F=0) —.447 0.001 —.703 —.190
Female = referent

Ethnicity:

Native-Am .505 0.093 —.084 1.095
Asian-Am 171 0.431 —.254 595
African-Am —.065 0.733 — 437 307
Latino .094 0.579 —.238 427

White = referent
Family status:

Single —.158 0.313 —.465 .149
Step 261 0.171 —.112 .635
Other —.144 0.523 —.584 297
Intact = referent

Family factors:

Conflict with parent 243 0.000 117 .369
Unmet family goals .055 0.204 —.054 .166
Family violence (1 = present) —.033 0.408 —.264 .199
Family depression 240 0.000 155 .326
Exposure suicide 173 0.132 —.081 425
Family ATOD use 1 = present) 243 0.044 .010 476
Family stressors —.027 0.230 —.086 .033
Family support satisfaction —.199 0.001 —.306 —.091
Parental involvement .003 0.481 —.097 .103
Family support for school —.046 0.011 —.079 —.013
Support availability (for depress. & SI) —.122 0.011 —.210 —.034

Psuedo R?2=0.115

Note. Upper and Lower bound is based on 90% confidence interval for family factors; significance
for all family factors is based on 1-tail test at .05.

for school, and support availability for feelings of depression and suicidal thoughts
were the significant family predictors of adolescent suicide-risk behaviors after
controlling for age, gender, ethnicity, and family composition (see Table III).
That is, the higher the level of perceived family conflict, family depression, and
family AOD use, the greater the level of suicide-risk behavior. Correspondingly,
the higher the perceived amount of support for school, support availability for
feelings of depression and suicidal thoughts, and general support satisfaction, the
lower the level of risk for suicide. Age and gender were also significantly related
in the regression; risk increased with age and being female.

To test for interaction effects, we added all two-way interactions of gender
with the eleven family variables, and compared the fit of this model to the model
without these interactions. The results suggested there were no strong interactions
present (x2 diff =18, df=11, p=ns). Only the perception of family support
satisfaction appeared to differ by gender (8 = — 0.23.p < .059), having a slightly
greater effect in reducing suicide risk among females.
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DISCUSSION

Within a multi-ethnic, community sample of potential high school dropouts,
47% of the participating youth were identified as at risk for suicide. As is
commonly observed (Garrison, Jackson, Addy, McKeown, & Waller, 1991;
Wichstrgm & Rossow, 2002), more females than males reported higher levels
of suicide-risk behaviors (e.g., prior attempts, suicide ideation) and depression.
Despite gender differences in suicide-risk behaviors, when comparing across
groups on self-reported family variables, the risk groups did not differ by gender;
the exposure to an attempt or suicide by a family member was the only exception.
Based on their own report, youth in the suicide risk groups were differentiated
from their non-suicide risk peers on perceptions of conflict with parents, unmet
family goals, family depression, support satisfaction, and support availability
for feelings of depression and suicide ideation. Youth at higher risk of suicide
(high and moderate groups) reported higher levels of perceived family violence,
family alcohol and other drug (AOD) use, and number of family stressors.
Perceived family conflict, family depression and family AOD use were predictive
of suicide-risk status; higher levels of risk were associated with higher perceived
levels of these three risk factors. Lower levels of suicide risk were predicted by
higher levels of general satisfaction with support, higher levels of support for
school, and support when feeling depressed and/or thinking about suicide.

Findings from our study confirm the significance of self-reported family char-
acteristics relative to youth suicide-risk status reported in previous studies (Garber
et al., 1998; Rubenstein et al., 1989). Perceived family depression, violence and
AOD use differentiated youth at risk for suicide from their non-suicide risk peers
in this sample of potential high school dropouts. Youth in the highest risk groups
(high and moderate) reported experiencing significantly higher levels of family vi-
olence and AOD use. All three suicide-risk groups reported perceptions of higher
levels of family depression than the non-risk group. Perceptions of family violence
did not predict suicide-risk status; however, the higher the levels of perceived fam-
ily AOD use and family depression, the higher the risk of suicide. These findings
support the need for selective, preventive interventions for youth from households
where they are exposed to family member depression and/or AOD use.

Family stress—variously defined as family dysfunction, family conflict
and parent-adolescent conflict—has been associated either directly or indirectly
with adolescent suicide-risk behavior. In this study, both perceptions of parent-
adolescent conflict and unmet family goals differentiated among various levels
of suicide risk. In addition, the number of family-related stressors a youth re-
ported experiencing differentiated youth at risk for suicide from those youth in
the non-risk group. Only youth perception of parent-adolescent conflict predicted
suicide risk; higher perceived levels of parent-adolescent conflict predicted higher
levels of suicide risk. Again, these findings were consistent with the literature on
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parent-adolescent conflict (Allison et al., 1995; Breton, et al., 2002; Kienhorst, de
Wilde, Diekstra, & Wolters, 1995; Toumbourou & Grett, 2002). Beyond conflict,
it is apparent that youth perceptions of family failures to meet traditional goals
such as having fair rules, open communication, doing things together, and valuing
the teen’s capabilities are associated with increasing suicide risk. Additionally,
teens reporting greater numbers of stressors, including perceived family conflict,
problematic parental behaviors, family member illness, job losses, and deaths,
comprise a group at greater suicide risk. Taken together, these findings speak
to the need to involve parents in suicide prevention programming. Specifically,
it seems critically important to focus on increasing communication competence
among family members and to enhance the provision of support teens experience
for increasing coping strategies and stress management techniques.

While support from parents is commonly associated with decreased risk
for suicide (Dubow et al., 1989; Lewinsohn et al., 1994; Perkins & Hartless,
2002; Yuen et al., 1996), explicit aspects of this support have not been previously
explored. In this sample of potential high school dropouts, teens perceptions of
support for school, having someone available to help with feelings of depression
and thoughts of suicide, as well as perceived parental involvement (i.e., knowing
and approving of teen’s friends, participating in school events) differentiated those
youth at highest risk (high and moderate risk groups) from the non-risk group.
Furthermore, youth reported feelings of specific support for school, availability
of family members to talk about depression and suicidal ideation, and support
satisfaction (i.e., satisfaction with time spent together, expression of affection,
and availability of help) predicted lower suicide-risk status. These findings
are consistent with studies that link adolescent psychological adjustment with
family support (Eccles, Early, Frasier, Belansky, & McCarthy, 1997; McFarlane,
Bellissimo, & Norman, 1995). Among potential high school dropouts, increasing
connections to school through parental collaboration with available school-based
support resources may be an important first step. Unique to this population is
helping parents communicate in ways their teens find supportive around feelings
of depression and thoughts about suicide. Parents frequently report being unaware
of their teen’s suicide risk (Breton et al., 2002; Garrison et al., 1991); thus,
programs need to focus on identifying the warning signs, available sources of help,
and provide opportunities to practice support strategies and asking about suicide.

Our study has several strengths and limitations that warrant discussion. Im-
portantly, we employed a large, ethnically diverse sample selected at random from
among potential high school dropouts. Suicide-risk status was identified using a
comprehensive, reliable and valid measure. The sample, albeit large and represen-
tative of this pool of high-risk youth, does not allow generalization to all youth.
Given that the sample included both those youth at risk for suicide and those not at
risk, there is increased confidence in the generalizability of study findings to this
high-risk population. In addition, the study included a comprehensive measure of
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multiple family constructs providing a detailed picture of the youths’ perception
of family characteristics, family stress and family support resources. Data reported
here were all self-report (questionnaire and interview) from participating teens,
not actual observation of family behavior, and while this represents a limitation,
individual participants remain the best source of information on internal states
such as depression and suicide thoughts as well as perceptions of their personal
experience. Neither the cross-sectional study design nor the statistical analysis em-
ployed provide sufficient evidence of causal relationships between predictors and
adolescent suicidal behaviors; thus, these findings must be interpreted as evidence
of associations present in the data and not explicitly as causal. Despite these limi-
tations, the study results provide important insights into the role of family risk and
protective factors relative to suicide risk among high-risk youth, laying the ground
work for future research and suggesting directions for prevention programming.
We believe the results have implications for designing interventions to ad-
dress suicide risk among high-risk adolescents. There are several implications that
can be drawn from this study. First, replication of this study using a longitudinal
design would allow for a more complete examination of the effects family char-
acteristics, family stress and family support on adolescent suicide-risk behaviors.
Additional replication studies with typical high school students and other high-
risk groups can potentially enhance the generalizability of these findings. Second,
research to test family-based prevention trials, using experimental designs, is in
its infancy. While the current findings are to be interpreted with care, they have
potential value for informing prevention efforts aimed at reducing adolescent
suicide and suicidal behaviors. Findings herein indicated that youth perceptions
of family characteristics, namely family depression and family AOD use, predict
suicide-risk behaviors in this population. Furthermore, perceived conflict with
parents predicts risk, while perceived support for school, support availability for
feelings of depression and suicidal thoughts, and general support satisfaction pre-
dict lower levels of risk for suicide. These findings suggest the importance of
designing and testing indicated prevention programs that target both youth and
parents. While it has been demonstrated that potential high school dropouts who
are at risk for suicide benefit from brief, school-based, indicated suicide pre-
ventive interventions we found no studies reporting on outcomes of programs
for parents and youth at risk for suicidal behaviors (Randell, Eggert, & Pike,
2001; Thompson, Eggert, Randell, & Pike, 2001). These findings, coupled with
those from previous studies (Garber et al., 1998; Martin et al., 1995; Wagner
et al., 1995), have implications for designing and testing preventive interventions:
(1) youth from households where family members experience depression, youth
witness or experience violence, are exposed to family substance use, and/or re-
port distress related to these family behaviors represent high-risk groups that
would likely benefit from selective preventive efforts; (2) programs designed to
decrease depression among family members and to decrease the occurrence of
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family violence and AOD use should also serve to decrease suicide-risk among
these high-risk youth; and (3) indicated prevention programs that include skills
training activities that assist both youth and parents to: (a) increase communication
and problem-solving skills, (b) establish fair rules, (c) increase the positive time
family members spend together, and (d) enhance the availability of support for
school and accessing help for feelings of depression and suicide ideation, warrant
efficacy testing.
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