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PREFACE 

Over the past three decades, vouth suicide has become a mental and public health 

problem of epidemic proportions. The sociaL oolitical and economic changes that have 

occurred in South Africa over the nast two decades have had a verv visible imnact on the 

mental health of South Africans. The nonulation of metronolitan Durhan is suhiect to 

most of the stressful factors that are prevalent elsewhere in South African societv. such 

as severe unemolovment raoid urbanisation with inadeauate housim1:. a hi!Ih crime rate. 

nrofound nolitical chan!le \:vith associated violence and a nrolon!!ed and deen economic 

recession. The ripple effects of all these changes have impacted on education and the 

familv svstem. hence subiectim! individuals of the communitv. esoeciallv the 

adolescents to extraordinarv nressures. ·1hese nressures have forced teena!lers into self

destructive behaviour. 

This research focuses on the adolescent suicidal, behaviour in the Durhan area as current 

police statistics. doctors. teachers. counsellors and therapists all expressed deep concerns 

and indicated that teenage suicides in Durban have been on the increase ( refer to article 

in annexure 4. 5 and 6). Accordim! to the Deoression and Anxietv sunoort i:rroun of South 

Africa, research conducted have indicated that one in five teens thinks about harming 

themselves. with 7.8 % of these vouths actuallv attempting suicide before. while 57.7 % 

of the samnle told someone of their intentions to end their lives. 

In the article bv Roos (2001 ). the suicide victim's (Gerhard-16 vears) mother begged to 

all concerned. She cried. "Teenagers are continuallv warned bv their schools and 

churches about Aids. unnrotected sex. abortion. dnms and alcohol hut whv doesn't 

anvone talk about suicide? Don't assume teenagers know how selfish and senseless 

suicide is - teach them!" It is difficult to exolain whv a voung nerson who seems to have 

evervthim! iminrr for him or her commits suicide. Perhans she or he has exoerienced a 

loss or disapoointment but to outsiders it rarelv seems to be serious enough to end one's 

life. Yet that is exactlv what manv teens do. There is definitelv a "crv for helo" from 

adolescents. 
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Althou2:h all of the aforementioned. acted as a catalvst for this research. the researcher 

was stronglv driven bv the fact that he personallv witnessed. first hand. an individual who 

committed suicide. During; the vear 2001. an individual. who was a osvchiatric oatient. 

iumoed to his death from the first floor of the Kznoa. Pschiatric clinic. Starwood 

Phoenix. Also during the vear 2000. mv neighbour's 16 vears old teenager committed 

suicide bv han!!inu: herself Most recentlv. on 6 November 2002. a teacher's 18 vears old 

son hanu:ed himself Suicidal behaviours. esoeciallv amon2: adolescents. are reoorted or 

heard of everv other dav in the Durban area. 

Suicide is a oroblem. which confronts all members of the communitv. even the church. 

The Christian adolescents are not exempted from suicidal behaviour. Since reasons for 

suicidal behaviour is never ending. the researcher will trv to find causes for suicidal 

behaviour. not onlv amonu: Christian teenau:ers. but also adolescents in g:eneral. However. 

the main focus of this research is to identifv nastoral counsellin!! models for suicidal 

adolescents. 
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ABSTRACT 

Suicide is a universal phenomenon. It is both a tragic and a puzzling act. It is a problem 

that confronts all members of the communitv. Suicide among the young has increased 

sienificantlv over the oast 10 vears in South Africa and it has become one of the leadirn! 

causes of death among adolescents in the Durban area. The researcher has discovered 

that the problem of adolescent suicidal behaviour is definitely prevalent in the Durban 

communitv. Recentlv. mental health nrofessionals have begun to acknowledge that the 

study of suicide is extremely important. Much is known about the facts of suicide but 

little about it is understood. Early explanations of suicide were based on either 

Durkheim's socio-cultural or Freud's intransYchic view. A lack of research has limited 

our understandin1! of whv children take their own lives. 

This research is focused mainlv on adolescent suicide in the Durban communitv. In this 

studv. the researcher endeavours to establish the etiolo!!V of suicide. The different 

counselling techniques and models are examined, especially to establish effective 

pastoral counselling techniques and models. in the prevention of suicide and recoverv 

of suicide victims. not onlv for the church but for all adolescents in crisis. 

The selected samoles of this research consisted of counselling and treatment centres. 

oastors and counsellors. Christian adolescents. and Christian missionaries from different 

cultures. The questionnaires were administered to these participants respectively, which 

were subjected to qualitative and quantitative analYsis. 

The research has shown that, from the attitudes of all the different perspectives, it has 

been unanimously concluded that suicidal behaviour on all levels, is definitely forbidden 

and condemned. The findings revealed that the causes of adolescent suicidal behaviour 

were mostlv familv related. followed bv social. economical and educational factors. 

The findings also revealed that Christian youth also commit suicide and that the church 

has failed to take suicide seriouslv. The church has also failed to orovide adeouatelv for 
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the counselling of suicidal adolescents and the prevention of suicide. However. it has 

been understood bv ministers and church counsellors that suicide is irreversible. so 

preventing it depends on early detection and successful intervention. Furthermore, there 

is evidence that counselling and theraov is highlv responsible for the Positive imoact it 

has on the behaviour of suicidal adolescents and the lives of countless callers. 

The studv has brought to the consciousness of all concerned. especiallv church ministers. 

nastors and counsellors to ernrage in a network that is committed to adolescent suicide 

intervention and prevention. Many recommendations were made to the various 

counselling organizations. treatment centres and church pastors who Participated in this 

research. Both ministers and counsellors were enlhrhtened with effective counselling 

models, effective preventive skills and procedures for crisis intervention in adolescent 

suicide. The recommendation of this research provides a foundation for teenage suicide 

prevention. It will be in vain if the churches. the schools. the counselling and treatment 

centres fail to imnlement them. 

The oresent studv has tentativelv established and confirmed certain predisposing and 

nrecinitating factors to suicidal behaviour and oastoral counselling models. However. 

in~depth research must continue. The information in this research may be used to prevent 

suicidal attempts as well as provide a basis for further scientific studv on adolescent 

suicide. 
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CHAPTER ONE 

1.1 INTRODUCTION 

When we pause momentarily and focus on our environment, we witness all living things 

holding onto life and striving towards creative growth. Humanity, especially teenagers 

struggle to hold on, in the face of tragedy, adversity, torture, anguish, humiliation and 

even interminable pain Yet, despite this life force, some human beings destroy or attem

pt to destroy themselves - often a drastic and irrevocable decision. Self-damaging and 

self-destructive behaviour, especially among adolescents, should be of concern to any 

society. Suicide is a stranger to no race, creed, religion, age, group, economic status or 

educational level. 

According to Fedden (1938: 1 ), suicide has existed as a form of behaviour since the dawn 

of civilization.Westermark (1906:56) presented convincing evidence that there were 

variations in all groups with regard to suicide. Choron (1972:12), postulated that early 

man had to develop some concept of death before taking a self-destructive course. 

From time to time the subject of suicide hits the headlines, and concern grows that the 

rate of death from suicide is increasing at an unacceptable rate (not that any individual 

suicide is not itself a cause of concern) though some would question the extent (Baech

ler 1979:26). As quoted by Baechler, Aron implies a constant rate whilst Armson, chief 

executive of the Samaritans in 'Listen Out Report' (anually published data) believes that 

in the United Kingdom, someone dies every 90 minutes and every 5 minutes a suicide 

attempt is experienced. I am in no position to question either view but both are relevant 

to the question: how serious is it? Whose problem is it? Armson is very positive that it 

is 'everyone's business'. Aron, on the other hand, is right in saying that suicide creates 

an unease within us, but do we he asks, has the freedom to choose the time and nature 

of our death? The suicidal act must first be viewed as a form of total self-destructive 

action in a life situation in which positive alternatives of action seem to have lost their 

credence (Jacob 1989:xi). 



Many people think about suicide (even briefly) at some point in their lives. Almost 

everyone at some point in his life will experience periods of anxiety, sadness, despair, 

feelings of depression or hopelessness. When people suffer losses - ultimately everyone 

must - it can lead to sadness, depression or despair. These are normal reactions to the 

pain of loss, rejection, or disappointment. However most people manage to cope with 

these feelings and eventually get on with their lives. Those with serious mental illness 

however, often experience much more extreme reactions, reactions that can leave them 

mired in hopelessness. And when all hope is lost, they feel that suicide is the only 

solution. What is it that makes some people decide that killing themselves is the only 

solution? 

Suicide may be somewhat understandable when a person is terminally ill and/or 

experience intractable pain, someone who may have experienced a tragic loss particu

larly the death of a child or someone who may have experienced a multiple loss, such as 

family members or friends in a fire or accident. They may feel that suicide is a feasible 

solution. According to the National Institute of Mental Health (1996-2001), scientific 

evidence has shown that almost all people who take their own lives have a diagnosable 

mental or abuse disorder, and the majority have more than one disorder. In other words 

the feelings that often lead to suicide are highly treatable. That is why it is imperative 

that we better understand the symptoms of disorders and the behaviours that often 

accompany thoughts of suicide. With more knowledge, we can often prevent the 

devastation of losing a loved one. 

1.2 THE PREVALENCE OF SUICIDE 

At this juncture, it is important to provide a brief general overview of suicidal behaviour 

and statistics. Suicide was uncommon among the Kababish, an Arab tribe living in Sud

an, Africa. But it does occur. According to Wolman (1976:26), a man of el-Hammadad 

khasm opened his belly with a knife. He did this because his father would not consent 

to his marriage with the girl upon whom his heart was set. Wolman discloses that life 

was hard for the Chukchee of Siberia. Anyone who believed him to be seriously injured 
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or ill, or too old to look after himself, anyone who doubted his ability to cope with life 

situations, might choose suicide. Some cultures forbid suicide, some demand it and 

ritualize it, as in suttee ( custom of Hindu widow sacrificing herself on her husband's 

funeral pyre) in India. Some individuals yield to the rules and prohibitions of their 

cultures while others resist them. Some commit suicide in reaction to hardship, others 

despite success. Sainsbury (1955:16) studied the suicide rate of London boroughs and 

found that those districts with the highest rates of social isolation (and social mobility) 

tended to be the ones where suicide was most frequent. Porterfield (1968:31) also 

revealed the existence of suicide in New Zealand through his research. Hendin 

(1963:25) studied the suicide rate in Scandinavia. He was interested in ascertaining why 

the suicide rate in Norway was so much lower than those of both Sweden and Denmark. 

According to Schlebusch (1979:136), suicide among the elderly has become more 

prominent in the USA, France, Germany, Turkey, Czechoslovakia, Japan and China. 

The teenage suicide rate has risen to crisis proportions in the United States over the past 

20 years. Between 1957 and 1975, the rate of suicide among 15 to 24 year olds tripled; 

among Native American adolescents, the suicide rate increased 1000 percent (Peters 

1983:11). It has been estimated that 5000 to 6000 teenagers kill themselves each year, 

and at least ten times that many attempt to do so. Because many suicide attempts go 

unreported or are reported as accidents, the estimated number may be as high as 500000 

per year. While females attempt suicide more often than males, at a rate of 4: 1, males 

"succeed" more often at the same rate (Peters 1984:15 ). Kolehmainen (1986:31), also 

reports the same figures received from "The centres for disease control in Atlanta, 

Georgia." 

Over the past decades, youth suicide has become a mental and public health problem of 

epidemic proportions in certain communities. In 1982 , documented cases made suicide 

the second leading killer of all youth aged 15 to 24 in the United States, and there are 

similarly heightened rates between children and youni adolescents. The startling rise in 

these rates has brought a national call with it f~~nsive and effective actions to 

reduce the terrible human and economic toll. In search of such sol\Bions to reduce 
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suicide attempts solely through the treatment of afflicted individuals has been a guiding 

focus (Albee 1982:14). 

Currently suicide is the eighth-leading cause of death overall in the United States and the 

third-leading cause of death for young people between the ages of 15 to 24 years. Suicide 

has become the subject of a recent focus. In 1996, more teenagers and young adults died 

of suicide than from cancer, heart disease, AIDS, birth defects, strokes, pneumonia and 

influenza, and chronic lung disease combined The same year, suicide was the third -

leading cause of death among those aged 15 to 24 years, and the fourth-leading cause of 

death among those aged 10 to 14 years. However, teen suicides over the past ten years 

have actually been declining, possibly due to increased recognition and treatment. ( 1996 

is the most recent year for which suicide statistics are available in the U.S.). Suicide is 

the second major cause of death in Canada. According to the available records on 

Internet, in the last 30 years suicide and attempted suicide have increased by 300% in 

North America. 

It was disclosed at a suicide prevention workshop held at the Newlands Park 

Rehabilitation Centre Durban, South Africa (1999), that suicide is among the leading 

causes of death in the young today. On 28 March 2001 at 9.00 pm on ET.V., there was 

a programme on the "Felicia Talk Show" on the seriousness of suicidal behaviour. The 

discussion on the awareness of suicide has revealed that suicide behaviour is definitely 

alive, not only in the world, but right here in South Africa as well. The host of the show, 

Felicia Mabusa-Suttle challenged the public to care and become more proactive in 

dealing with mental health problems. 

According to reports by family health experts in Roos (2001: 19), suicide among young 

people aged 10 to 24 in South Africa has tripled since 1970 and is now the third-largest 

cause of death in this age group. It is reaching epidermic proportions in certain commun

ities. In South Africa, rates for attempted suicide vary from 100 to 300 per 100000 and 

rates for completed suicide vary from 4 to 80 per 100000. According to available 

statistics (not updated) suicide is the highest in South Africa, mainly among the white 
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population. The rates of suicide among whites are approximately 13 to 15 per 100000, 

followed by Indians 6.5, coloureds 4.8, and finally blacks 3 per 100000. However, these 

figures may have changed drastically within our current context, especially since the 

AIDS pandemic has reached uncontrollable levels. Unfortunately current reliable stat

istics are unavailable for many areas in South Africa, since it is not always possible to 

determine whether suicidal intent involved significant self-destructive ideation or 

whether it was meant as a sub-lethal suicide like gesture • a so-called plea for help (para

suicide ). Therefore, available figures for adolescent suicide, mainly hospitals based, 

tend to distort the actual prevalence and incidence of suicidal behaviour in the 

community. 

However, according to statistics released by the Depression and Anxiety Support Group 

(DASG) of South Africa, one in every five teens thinks about harming themselves, with 

7.8% of these youths actually attempted suicide before, while 57.7% of the sample had 

told someone of their intentions to end their lives. Other studies have found that 24.5% 

of attempted suicide cases amongst black South Africans have occurred in youths aged 

17 and below. A total of 34% of black youths have considered suicide as an option in 

response to stressful life situations, such as divorce of their parents, conflict and love -

relationship problems (The Phoenix Tabloid 2002:21). In view of the above overview, 

suicide appears to be a universal and complex phenomenon. 

In the Durban area, every year, a few thousand of the teenagers attempt suicide or kill 

themselves, and for everyone who commits suicide, their deed reaches out to touch 

dozens of acquaintances, friends and family members. It is difficult to explain why a 

young person who seems to have everything going for him commits suicide. Perhaps he 

has experienced a loss or disappointment, but to outsiders it rarely seems to be serious 

enough to end one's life. Yet, this is exactly what many teens do. The suicidal adolescent 

envisions an environment of helplessness and hopelessness. Suicidal adolescents who 

are placed in a highly intensive emotional situation ( e.g. the break-up of a relationship, 

or conflict with parents) suffer from helpless feelings and of 'tunnelled vision' in which 

they fail to see options. Adolescents seem particularly vulnerable when caught in the 
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violent crossfire. Regardless of how the suicidal behaviour is manifested, the basic 

question remains, "why suicide"~ There is no single answer to this question (Aquilera 

1982:44). Wekstein (1979:21) has stated that the etiology of suicide remains unknown. 

1.3 STORIES OF CIRCUMSTANCES LEADING TO SUICIDE ATTEMPTS 

Let's look into some stories of circumstances that influenced adolescent suicidal 

behaviour: 

1. Beth, 18 years old, is pretty with thick, curly auburn hair. Her family lived in the 

wealthy district of Vancouver. Beth lived in an apartment with her boyfriend. She had 

furnished it with old, comfortable easy chairs and sofas. Beth made coffee in her clean, 

tidy, and artistically arranged kitchen. 

She told the interviewer about her family: "My father, he was, oh, he was scary. Very 

scary. Like we would never talk back to him. And I suppose that's why we never talked. 

We were so afraid of saying something bad. But when I was 13, I started talking back. 

It was a mistake. My father hit me and I struck him back. Then he grabbed me and put 

me on the counter." 

"Funny, after my first suicide attempt ... just before that I had a boyfriend. It was my first 

boyfriend and lover. He smacked me around. I was used to it. My mother used to get 

really abusive, so I was used to it. And ever so often he'd rape me, but I thought, well, 

this is my boyfriend, he just got aroused or something. And it was my fault. And before 

I went into a hospital I didn't realize how bad that made me feel. But they helped me see 

it there. Rape is rape. I seem to be attracted to men that hit me" (Crook 1997:28). 

2. Brenda was 15 years old black women. The seventh child in a family of nine and the 

only one adopted, Brenda's death was planned and intended. She wrote about death in 

her journal. She told her mother that she wanted "to die a slow death and experience all 

the pain." Already in her brief life she had been hospitalized five times for suicide 
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attempts (by overdose, cutting, and scorching herself with an iron). Although she was 

diagnosed as having borderline personality disorder, she was known to be hearing voices; 

she had first heard them when she was 12, but until recently the symptoms had been 

controlled by imipramine (Tofranil) and thioridazine (Mellaril). It was with these me 

dications, apparently hoarded over several weeks, that she overdosed (Margow 

1993:121). 

3. Heather, a 13-year-old white female, the older of two sisters, was referred by her 

mother for consultation and psychological evaluation. Her mother stated that Heather's 

moods and behaviour were becoming increasingly problematic. She illustrated her 

concerns with stories of Heather's lying, violating restrictions and curfews, sneaking out 

of the house past midnight, and making a number of unapproved long-distance telephone 

calls to various rock stars. The mother did not believe that Heather was using drugs. She 

further stated, however, that Heather was isolating herself in her room ( ostensibly 

reading and listening to heavy metal music); in addition, her writings and drawings and 

depressed themes, reflected thoughts of suicide, and contained suggestions that she was 

maiming herself Furthermore, her mother reported that Heather frequently talked about 

herself as a manic depressive and was constantly saying 'Tm sorry" or 'Tm stupid ... I 

hate myself" Recently she was talking more about wanting to hurt herself, although she 

denied any plan to do so. She did not want to talk about her suicidal thoughts; she merely 

told her mother that she was sad and confused. 

Heather's school behaviour was also of some concern. Her grades dropped from a 

straight B average, to a C average. Heather talked of "hating school and of being bored 

with and disliking her classmates." Heather was especially antagonistic to the preppy 

norm of dress at school and purposely dressed herself in dramatic, eccentric, sloppy, and 

unflattering outfits. She was making it quite clear to her mother that she wished to 

transfer to another school. 

The first and only major trauma in her childhood had occurred at the age of 7, when her 

father died of cancer. Heather's response to his death was to go outside and play in the 
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snow~ showing no strong emotional reaction. Maris' story of Heather makes one realise 

that her experience and attitude are a potential for possible suicidal behaviour. 

Fortunately, Heather was rescued by her mother who consulted a psychologist timeously. 

Frequent quality counselling and therapy sessions have immensely contributed to her 

change in behaviour (Maris et al 1992:12). 

4. Supper time is the most difficult for Mrs. Stoltz. For 16 years she dished up four plates 

of food but now there are three. Since her son Gerhard committed suicide in November 

2000, Felicia Stoltz of Pretoria hasn't shed a tear. "It feels as if my heart is physically 

aching but the tears won't come," she says. Because of the heartache she's suffering, the 

36-year-old mom wrote a desperate letter to "You Magazine" begging teenagers who are 

contemplating suicide not to do it. Because the pain they leave behind is simply 

unbearable. 

Gerhard, her eldest child, was a perfectionist. He was 16, in grade 11 and loved express

ing himself through his drama classes. He also enjoyed his confirmation classes, was 

looking forward to being confirmed in the Dutch Reformed Church, had many friends 

and great plans for the future. He wanted to become an archaeologist or biochemist. 

Felicia always thought he was open and shared his feelings with her and was convinced 

that he was happy. Now she struggles with the question every day: why? 

On Friday 24 November, Gerhard and his brother Malan wrote their last exam paper. 

They arrived home with a friend, Jeanette, who lives nearby. They listened to CDs 

together and were overjoyed that the exams were over. Their father Jaco had promised 

they would be gated for only another week - then they would be free to go visiting friends 

and go to movies. It was a rule in the house that during exam time the children had to 

stay home and study. The mother was at home that afternoon and offered to buy them a 

new CD. They all went to the mall and returned home that afternoon. It was such a 

lovely, relaxed afternoon. As usual, Gerhard was full of jokes; he got on well with 

people. The only thing that bothered the mother that day and had bothered her all week 

was the way Gerhard kept going outside and walking around the house. She knew he 
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smoked and thought he was probably smoking outside. 

Jaco came at about 6.30 pm and Jeanette went home. After dinner Gerhard asked Jaco 

twice ifhe could go and visit Jeanette, but, because the boys were still gated he had to 

stay home. While they were still chatting in the lounge, Gerhard slipped out and went to 

Jeanette's house. He told her that he was going to put and end to it all. The mother saw 

him go towards the bedroom. Before Jeanette could reach the parents, he walked through 

the lounge and went outside. He must have put the pistol on the windowsill. Jaco usually 

locks the gun away when he gets home but that night he hadn't. Suddenly they heard a 

shot. At first they thought it was crackers and got up to shout at the boys to stop 

frightening the dogs. 

When they got outside, they saw Gerhard lying on the ground with the gun at his side. 

They went to Gerhard's room to look for a letter, an explanation of some kind. But there 

was nothing there. To this day they do not know why he was so cruel. Had they missed 

something? Had he been wrestling with a problem that they knew nothing about? They 

believe that it was an impulsive act but do not understand why he acted so drastically ~ 

especially as he could shoot and knew how dangerous guns are. I cannot believe he did 

it. This is really a tragedy behind a cloak of silence (Roos 2001: 19). 

These are four stories which provide some insight into suicide events. There are many 

more with similar overtones, reflecting on experiences of shame, guilt, hopelessness, 

pain and loss. Even so, together with the statistics above, these stories give some 

indication of the reality of suicide. Focusing primarily on Christians and the Church, this 

dissertation will address this issue. The main objective is to gain insight into pastoral 

counselling models for suicidal adolescents, including assessment, prediction and 

prevention strategies for suicidal behaviour. Can the Christian make a positive contrib~ 

ution to the understanding and prevention of suicide? The Reverend Chris Tadman 

Robins in his book "The Door" (1998:20) declared that: "With the disturbing rise of 

suicides among young men between the ages of 12 to 19 years, surely the church too 

should be responding more proactively to this issue." 
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1.4 MOTIVATION 

Many theorists have described the adolescent period as a problem period. According to 

McCullock and Phillip (1972: 18), attempted suicide is more prevalent in young people 

in their late teens. A member of my church, Mrs. X. has five girls. The eldest is sixteen 

years and the youngest four years. The husband is a drug addict, alcoholic and a neuro

clinic patient Their economic status and severe financial difficulties have resulted in the 

disconnection of the electrical supply to the home. Recently, Mrs. X informed me that 

her teenage daughter (the eldest) had been admitted to a hospital due to a drug overdose. 

This attempted suicide was the result of the frustration of the unending family crisis and 

pressures of the teenager's encounters. Fortunately, this teenager was saved timeously. 

There are many unfortunate suicidal cases that are not detected early enough for any 

assistance to be rendered. 

This research is motivated, by my counselling of such families and teenagers and the 

results achieved in my pilot study which was restricted to the Durban community 

(Durban is a city located on the coast in Kwazulu Natal, South Africa). It showed the 

high risk of adolescent suicidal attempts and actual suicide cases prevalent in the great

er Durban community. On 2 and 16 December 2001, in the Sunday Tribune Herald, 

pages 2 and 6, there appeared articles that indicated that adolescent suicides in the 

Durban area are on the increase. As a concerned pastor of a church in the area of study, 

I feel that it is the Church's responsibility to intervene in suicidal cases. In order to 

effectively render assistance, the Church community has to understand the etiology of 

suicide and pastors and counsellors, effective counselling techniques (models) available 

for the counselling-of suicide cases. 

1.5 OBJECTIVES 

1.5.1 To identify some of the causes (reasons) for suicide among adolescents; 

1.5.2 To study suicidal intervention skills utilized by specialized counselling centres; 

1.5.3 To investigate the counselling mechanisms that local churches have in place to 
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assist suicidal teenagers; and 

1.5.4 To research some of the pastoral counselling techniques (models) that are best 

suited in dealing with suicidal adolescents. 

1.6 KEY QUESTIONS 

1.6.1 What are the causes for suicidal behaviour among adolescents? 

1.6.2 How is suicide related intervention skills utilized by specialized counselling 

centres? 

1.6.3 Are churches/ pastors equipped to counsel those victims of attempted suicide? 

1.6.4 What are some of the pastoral counselling models that are best suited in dealing 

with suicidal adolescents? 

1. 7 RESEARCH FOCUS 

The research is focused mainly on adolescent suicide. Wekstein (1979:25) has stated that 

the etiology of suicide remains unknown. In my research I will endeavour to establish 

the cause and effects (etiology) of suicide. The different counselling techniques will be 

examined, especially to establish effective counselling techniques in the prevention and 

recovery of suicide victims. In the endeavour to solve the suicidal problem, crisis interv

ention is necessary. 

1.8METHODOLOGY 

This study will utilize a descriptive and empirical qualitative research design since 

prevailing conditions/ the crisis of suicidal behaviour have not been previously investi

gated in the Durban community. A descriptive study portrays accurately the character

istics of a particular individual, situation or group. According to Ranj it Kumar ( n. d.: 23) 

descriptive research precedes other types of research, because before progress can be 

made in solving certain problems, one needs to know the existing facts and prevailing 

conditions. While descriptive research is essentially concerned with condition as they 
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are, it involves much more than fact gathering. It must seek to discover cause and effect 

relationships and attempt to give interpretations as well. Ranjit Kumar ( n.d.) states that 

descriptive research attempts to describe systematically a situation, problem, phenome

non, service or programs, or provides information about, say, the living conditions of a 

community, or describes attitudes towards an issue. 

1.9 DATA GATHERING 

1.9.1 Durban has been chosen as the research site for the following reasons: 

a) There is no similar previous evidence of studies on this subject in the Durban 

area. 

b) There is a high rate of attempted suicide cases among adolescents. 

c) There is a need for effective counselling strategies in this area of crisis. 

1.9.2 Taking into consideration the huge number of churches that exist in Durban, and 

all these churches display common characteristics, a convenient sample will be 

selected. 

1.9.3 The literature survey will critically review information in newspapers, journals, 

periodicals, T.V. talk shows and other pertinent information in order to review 

existing material available on suicide among adolescents. 

1.9.4 Interviews: Since this is a sensitive subject, input from the following people is 

crucial: counsellors (for example, pastors and social workers operating from 

child welfare centres, crisis organizations, hospitals and clinics), some of the 

adolescents who have survived suicide attempts and their families. Cognizance 

should be taken of the fact that it is often very difficult to retrieve the truth from 

individuals who have attempted suicide. Telephonic interviews will also be 

conducted with pastors and individuals who are unable to physically avail 

themselves. 

1.9.5 Questionnaires: Different questionnaires will be issued personally or faxed to 
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pastors, counsellors, social workers and suicidal Christian individuals respec

tively. These will be designed to elicit relevant information pertaining to the key 

questions. 

1.9.6 Observations:Two types of observations were used - empirical and participatory. 

a) empirical - statistical analysis. 

b) group participation - a specific multicultural mission group was chosen at 

William Carey School of Global Missions who were guided in a discussion on 

adolescent suicidal behaviour. 

1.10 DESCRIPTION OF EMPIRICAL RESEARCH 

The empirical research was both qualitative and quantitative in nature, enabling a 

research methodology based on sampling techniques, :fieldwork, questionnaires, and 

interviews. The data was elicited from selective individuals, groups and institutions. The 

researcher will explain the procedure used to ,process data from questionnaires. 

1.10.1 Description of Questionnaires 

Three sets of anonymous questionnaires were used in this research, which can be found 

in Annexure 1, 2 and 3. The questions were designed to target three different categories, 

namely, the social workers and therapists of the social welfare and treatment institut

ions; the church pastors and Christian counsellors; and Christian individuals. Very few 

of the questions were similar in nature. However, most of the questions were relevant 

to the target group. After informing the respondents on the purpose of this survey, they 

were further informed that their participation was voluntary but that their assistance was 

needed. The respondents were also informed that this was an anonymous survey and that 

their responses would remain confidential. However, some respondents gave consent to 

having their names mentioned in this research if required. 
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The following is a detailed breakdown of the types of questions that were posed to 

respondents in this survey: 

J. Questionnaires to Social Workers and Therapists of the Welfare Departments and 

Treatment Centres. 

In Questions 1 - 3 respondents are required to disclose statistical data of suicidal 

adolescents from 1998 to 2002. 

Questions 4 - 7 focused on obtaining reasons for the adolescents attempting suicide and 

to establish the trends and method used in suicidal behaviour. 

In Questions 8 - 10 respondents are asked to describe the counselling process, 

procedures and to assess the effects of their counselling of suicidal adolescents. 

In Questions 11 - 12 respondents are asked to evaluate their counselling techniques and 

to suggest the best techniques for achieving positive results. 

Question 13 focused on coping skills that teenagers may utilize in problem situations. 

In Question 14 respondents are asked to disclose the extent of their involvement in 

educating the community and the young people in preventing teenage suicide. 

2. Questionnaires to Church Pastors and Christian Counsellors 

In Questions 1 - 3 the pastors/counsellors of churches are asked to disclose their 

counselling experience with suicidal teenagers. 

Question 4 is to assess how equipped the church and pastor are to counsel teenagers. 

14 



In Questions 5 - 7 the pastors and counsellors are asked to disclose their success rate in 

counselling teenagers and if there are any room for improvement in techniques used by 

them. 

Question 8 relates to the problems experienced by the church youth and measures taken 

in preventing crisis situations. 

In Question 9 pastors are to indicate if training of parents will reduce teenage suicide 

attempts and the kinds of training programs ( counselling techniques and coping skills) 

available in their church for parents to handle teenage problems. 

In Question IO the aim is to obtain some reasons and methods for teenage suicidal 

behaviour. 

Question 11 is relevant to establish the best techniques used by counsellors and the 

possible measures the church can take in preventing teenage suicide. 

In Question 12 respondents are to list some coping skills and to indicate the process 

employed in motivating the youth to practise and apply skills to life. 

3. Questionnaires to Christian Individuals 

Questions 1 - 3 focus on demographic information regarding the age, grade and gender 

of the respondents. 

In Questions 4 - 8 respondents are asked to give family details, describe economic 

status and the relationship between parents. 

Questions 9 - 10 relates to the respondent's home environment: the problem's experienc

ed in leadership and home circumstances. 
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Question 11 relates to the respondent's religious status. 

In Question 12 respondents are asked about their relationship with friends, teachers, 

parents and adults. 

In Questions 13 - 15 respondents are asked to disclose reasons, methods used and 

frequency concerning suicide attempts. 

In Questions 16 - 17 are aimed to establish the availability, accessibility and the outcome 

of counselling given to teenagers. 

Questions 18 - 21 are to evaluate the respondent's Biblical knowledge about life/suicide 

and his view on the value of life. 

1.10.2 Description of Participating Institutions, Individuals, and Group 

Participating Institutions: 

The organisations listed below have been chosen because they declared that they would 

make themselves available for this research. Most of the individuals, counsellors and 

pastors consented to the disclosure of their names in this research if necessary. The 

churches had to be chosen because there are too many churches in the Durban area. The 

names of the churches are mentioned in chapter five. The organisations that were not 

included in this research are R.K. Khans hospital, Addington hospital, King George v and 

Durban Mental Health Society. Although several contacts and appeals were made to 

these organisations, they still failed to complete the questionnaires because they were too 

busy and inundated with work. They indicated that they could not find the time for an 

interview or the completion of a questionnaire due to being short staffed. 
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a. Life Line and Child Line(Durban) 

These centres were selected because they are situated in the area of this research and 

they offer 24 hours nonstop telephone counselling. The supervisee from both these 

centres indicated that they receive many calls from anonymous teenagers who need help 

and speak of committing suicide. They consented to the completion of questionnaires 

and the disclosure of applicable information. 

b. Gandhi Hospital 

This is a state community hospital which is situated in Phoenix, Durban. This hospital 

was selected for the survey mainly because the statistics indicated that most of the 

adolescents' suicide attempts in this area have been treated and counselled at this 

institution. The researcher also had easy access to this treatment centre. The supervisee 

(a social worker) of the counselling division willingly cooperated and consented to the 

filling in of the questionnaire and disclosure of the statistics. 

c. Phoenix and Chatsworth Child Welfare Society 

Both these institutions are semi-private as their funding depends on state subsidies, 

sponsors and fund raising. Although they have not enough funds, the social workers are 

not discouraged but always offer service to the community which is of a very high 

standard. These centres are selected, not only because they counsel teenagers in crisis 

and suicidal behaviour, but also because they are very much involved with workshops 

and programs within the community and schools. The social workers willingly offered 

their support and consented to disclosing information pertaining to this research. 

d Phoenix Psychiatric Clinic 

This centre was included in this survey, mainly because it specializes in clients that 

experience psychological problems/disorders or is mentally ill. However, many of their 
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adolescent suicidal patients are referrals from the Gandhi hospital, Child welfare society 

and counselling centres. The clients are assessed and given therapeutic treatment if 

required. The nurses and the therapist were not only available but also willing to meet 

for discussions, interviews and completion of questionnaires. 

e. Scripture Union - Durban 

This centre was selected because it also has counsellors who are exposed to the 

counselling of suicidal adolescents and those who find themselves in crisis situations. 

Furthennore, the counselling practised by the centre is Biblically based. The counsellor 

consented to meet for an interview. 

f Church organizations 

The Church plays a vital role in this research as the main focus is to establish pastoral 

counselling models for adolescent suicidal behl;lviour. The pastors and counsellors of the 

selected churches are in a position to share effective counselling techniques and coping 

skills and make a contribution in this research. The churches were selected because it 

was not possible to interview all the pastors not only because of the vast number of 

churches in the Durban area but also because the pastors could not make themselves 

available for an interview or completion of the questionnaire. 

g. Christian Individuals (adolescents) 

The survey was carried out with these individuals in order to obtain first-hand informa

tion on suicidal attempts and to understand how the adolescent viewed life and his 

concept of God It was also important to obtain information from Christian adolescents, 

as confinnation ofinfonnation was necessary with the interviews of the pastors and the 

Christian individuals. 
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h. Group (Missionaries) 

This group consist of 30 young missionaries who are from Africa and the Eastern 

countries. These individuals come from different cultures and are trained at the School 

of Global Missions. I am a lecturer at this school and therefore have easy access to these 

Christian Afro-Asian missionaries. Some of these individuals attempted suicide before 

converting to Christianity and the others knew a friend or family member (adolescent) 

who were suicidal. I chose this group not only because it was convenient, but also to 

obtain a cultural and universal understanding of the prevalence of suicidal adolescents. 

1.10.3 Description of the Survey 

1.10.3.1 Institutions 

I arranged individual meetings on convenient dates, respectively, with the supervisors 

of the counselling organizations, treatment cen:tres and church pastors who consented to 

participate in this research. At the outset of each meeting, I briefly explained to them, 

the nature of my survey; its relevance to the present day society; and in particular 

teenagers in crisis. Thereafter, I read through each question and briefly explained what 

is required. I indicated the time frame within which the survey would be completed. I 

then issued the questionnaire and arranged a specific date ( one month later) for 

collection. All together, 30 questionnaires were issued to Life Line, Child Line, 

Hospitals, Clinics, Child Welfare societies and Counselling centres on 1 July 2002. 

However, on the due date only 20 questionnaires were completed and returned. During 

the period May to July 2002 I arranged meetings with 30 Pastors who completed the 

questionnaires whilst I interviewed them. 

1.10.3.1 Christian Individuals 

I, being a Minister, have counselled several Christian families that have experience 

problems with their teenagers. In some of these families, there were adolescents who 
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attempted suicide or threatened to end their lives. I arranged meetings with each family 

and explained the nature and purpose of my research. I emphasized to the respondents 

that this was an anonymous survey and that it was voluntary. There were 20 Christian 

adolescents who consented to participate in this research. There were 3 questionnaires 

completed by suicidal adolescents from my church. A further 10 questionnaires were 

given to the pastors who during the interview indicated that there were in their church 

a few adolescents who attempted suicide. The other 7 were referrals by church pastors 

who were too busy. These questionnaires were issued whilst meeting with the pastors 

during the period May to July 2002. The questionnaires were collected a week from date 

of issue. However, all questionnaires that were issued to the pastors for completion by 

consenting adolescents, were collected by August 2002. 

1.10.3.3 Group 

I only worked with one group that is the Afro.Asian missionaries at the School of Global 

Missions. However, I obtained permission from the principal of the school before 

conducting the research. After I briefed the students on what the research was about, I 

engaged in a short discussion on adolescent suicidal behaviour. Thereafter, I issued the 

questionnaires to 30 volunteers. After I explained a particular question, the students 

thereafter completed that question. The same procedure was followed throughout the 

survey until all 30 students successfully completed the questionnaires. 

1.10.4 Data Interpretadon in Chapter Three to Five 

a. The questionnaire to the Social Workers, Therapists, Counselling and Treatment 

Centres ( Annexure I) 

Questions 1 • 3 was used in chapter 4 to show the increase in suicide attempts by 

adolescents from 1998 to 2002. Questions 4 • 7 was used in chapter 3 under predispos· 

ing and precipitating factors for suicidal behaviour to show that the causes and trends of 

suicidal behaviour among adolescents are the same in the Durban area, throughout 

20 



history and at any place in the world. Questions 8 - 10 was used in chapter 4 to 

investigate and disclose the coU1_1selling programs, procedures and the effects of the 

counselling of suicidal adolescents. Questions 11 - 12 was used in chapter 4 to disclose 

the best counselling techniques for suicidal adolescents. Question 13 was used in chapter 

4 to disclose the coping techniques available for problem situations. Question 14 was 

used in chapter 4 to disclose as to how involved are the counselling and treatment centres 

in educating the community on teenage suicide. 

b. The Questionnaire to Church Pastors and Christian Counsellors (Annexure 2) 

Questions 1 - 3 was used in chapter 5 to disclose the counselling experience that the 

pastors and counsellors have with suicidal teenagers. Question 4 was used to disclose 

the resources and skills that the pastors and counsellors have in counselling adolescents. 

Questions 5 - 7 was used in chapter 5 to disclose success rate and improvement in 

counselling techniques used. Question 8 was used in chapter 5 to disclose the measure 

taken by the church in preventing crisis situations among adolescents. Question 9 was 

used in chapter 5 to disclose the churches available training programs for parents to 

assist in reducing teenage suicide. Question 10 was used in chapter 3 to disclose some 

of the causes for suicidal behaviour and methods used in suicide attempts as indicated 

by the pastors and counsellors. Question 11 was used in chapter 5 to disclose the best 

techniques and measures used by pastors in preventing teenage suicide. Question 12 was 

used in chapter 5 to disclose the pastors' motivation of the church youth to use coping 

skills to life's problem situations. 

c. The Questionnaire to Christian Individuals 

Question 1 - 3 was used in chapter 3 to disclose the frequency of suicide attempts in a 

particular age and gender. Questions 4 - 8 was used in chapter 3 to disclose predisposing 

and precipitating factors of adolescents' suicidal behaviour. Questions 9 - 10 was used 

in chapter 3 to disclose how home environment influenced teenage suicide attempts. 

Question 11 was used in chapter 3 to disclose that religious status was also a factor in 
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teenage suicide. Question 12 was used in chapter 3 to classify the kinds of relationship 

experienced by suicidal adolescef!-tS. Question 13 - 15 was used in chapter 3 to disclose 

the reasons and the methods frequently used in suicide attempts. Questions 16 - 17 was 

used in chapter 5 to evaluate and disclose the availability of counselling and its outcome. 

Questions 18- 21 was used in chapter 5 to disclose the adolescents' Biblical knowledge 

of life/suicide and their value of life. 

1.11 VALIDITY AND RELIABILITY 

Data collection will be triangulated to ensure validity and reliability. Different research 

methodologies such as interviews, questionnaires and reports will be used. 

1.12 LIMITATIONS OF THE STUDY 

This study has the following limitations: 

* Time - this study will be completed within two years. 

* Churches have been chosen according to assumed commonalities that exist - this 

might differ as the research progresses. 

* Geographical limitations - the sample will be restricted to the greater Durban area 

which is urban; thus, churches in the rural areas will not be represented. 

* The issue is context-based and the findings may not be generalized country-wide. 

* Financial constraints might further limit the research. 

1.13 DEFINITIONS 

1.13.1 Suicide 

Suicide is not only an act of aggression as Krauss ( 1968:5) has suggested, a displacement 

of angry feelings but suicide can also be a passive letting go. It is an act of taking one's 

life, self murder. It is self-destructive, the deliberate termination of one's existence, 
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while in the possession of his mental facilities. Completed suicide includes all deaths in 

which there is a wilful, self-inflicted, life threatening acts which resulted in death. 

1.13.2 Suicide Attempts 

This refers to those situations in which a person has performed an actual life-threatening 

behaviour with the intent of jeopardizing his life or to give the appearance of such 

intent, but which has not resulted in death. A suicidal act is any deliberate act of self

damage. The people committing the act could not during that specific crisis moment, are 

sure to survive (Stengel 1964:17). 

1.13.3 Crisis 

Suicidal behaviour is discussed in terms of a suicidal crisis, an occurrence of upheaval. 

Rapoport (1990:419) states that a crisis may be defined as "an upset in a steady state." 

Or it can be seen as a "functionally debilitating emotional state resulting from the react

ion to some event, perceived to be so dangerous that it leaves one feeling helpless and 

unable to cope effectively" (Dixon 1987:33). 

1.13.4 Adolescence 

Hurlock (1973:20) describes adolescence as a period that begins at thirteen years when 

the individual attains sexual maturity and ends when independence from adult authority 

is legally assured at the age of eighteen years. 

1.13.5 Counselling 

Kirwan (1984:41) defines counselling as a form of therapy derived from the non-direct

ive counselling of Carl Rogers in which the clients are supported to gain insight into 

their problems and work on finding their own solutions. Narramore (1960:7) defines 

counselling as the utilization by c1ergy of counselling and psychotherapeutic methods to 
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enable individuals, couples and families to handle their personal crises and problems in 

living constructively. 

1.13.6 Pastoral Counselling 

It is a more specialized part of pastoral Care and involves helping individuals as they 

cope with the crisis oflife - this type of counselling is God-centred and based on Biblical 

teachings (Clinebell 1966:8). 

1.13. 7 Counselling Models 

This refers to the counselling theory structured with concepts/ideas strategized in steps 

to serve as a framework or point of departure to assist and guide a counsellor through a 

counselling process. 

1.13.8 Gender 

The word "he, his, him and himself' will refer to both genders male/female throughout 

this research. 

1.14 DIVISION OF RESEARCH 

Chapter One 

This chapter gives an introduction to and motivation for the study as well as research 

methodology. 

Chapter Two 

This chapter will review available literature, focusing mainly on the different perspect

ives on suicide, namely psychological, sociological, Biblical and eastern religious views. 
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Chapter Three 

This chapter will focus on the dynamics of suicidal behaviour and the "Why of Suicide", 

especially the disposing and precipitating factors leading to suicidal behaviour. Thus the 

need arises to review those factors that influence the probability of suicidal attempts. A 

scholarly literature survey will be carried out on different perspectives and surrounding 

environmental suicidogenic factors that are concerned with the causes of suicidal behav

iour in teenagers. Based on the current context, the result of an empirical study in which 

parents, ministers of churches, counsellors and adolescents who were interviewed, will 

be analysed. Also in this chapter, a comparative study will be conducted on previous 

scholarly research and the findings of this research, focusing especially on the different 

methods of suicide. 

Chapter Four 

This chapter will focus on an investigation of existing programs, and the utilization of 

suicide related intervention skills by the specialized counselling centres for adolescents 

in the greater Durban area. Various counselling institutions and crisis centres in Durban 

will be reached to survey the current programmes and skills available to the suicidal ad

olescents. It will be of paramount importance to examine how the counselling of suicidal 

adolescents, personally and telephonically, is being conducted. 

Chapter Five 

This chapter will examine existing counselling techniques in the churches, especially in 

dealing with suicidal adolescents. The aim, here, is to gain insight into a how and what 

kind of counselling and preventive measures are applied to the young people, if it is 

practised or even in existence for that matter. If not, this research will draw the churches' 

consciousness to the fact that there is a "cry for help" from suicidal adolescents and that 

churches should be prepared to meet this need via the medium of counselling and 

suggestive coping skills. Also an investigation into what support systems is available to 
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suicidal adolescents who find themselves in crisis situations will be conducted. 

Chapter Six 

This chapter will examine the models, techniques and approaches available to ministers 

and Christian counsellors for counselling suicidal youth. A study of these models will 

increase knowledge and alter attitudes, hence moving councillors to effective preventive 

skills and treatment of attempted suicidal cases. The models of intervention will educate 

us as to how to tactfully and cautiously step into crisis situations, especially in the 

counselling of suicidal teenagers. 

Chapter Seven 

This chapter will conclude the research and offer suitable recommendations. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 INTRODUCTION 

This chapter will disclose the researcher's point of departure and theoretical frameworks 

ofthis study. From the literature review, it has become clear that "suicide" is a sensitive 

issue and as such, should not be treated lightly. Since the general overview of the 

prevalence of suicide in chapter one, it has now become important to shed some light on 

the critical review of available scholarly literature and deal with different definitions and 

perspectives on suicide. The modem era of the study of suicide began around the tum of 

the 20th century, with two main trends of investigations, the psychological and the 

Sociological, associated with the names of Sigmund Freud ( 1856-1939) and Emile 

Durkheim (1858-1917), respectively (Shneidman 1976:3). 

2.2 THEORETICAL ASSUMPTIONS 

In the South African context, factors such as those associated with our rapid socio

political change, unemployment, inadequate education and health care facilities, increas

ed urbanization and westernization, poverty and the increasing tax burden, might all play 

varying roles in different individual cases of suicide (Fourie 1995: 179). 

2.2.1 Possible Contextual Variables Impacting on Suicidal Behaviour 

* The sociopolitical transformation has pressurized the teenagers of the country into 

making choices, which many of them fail to handle. 

* The difficulties in finding employment have increased the lack of interest and discour

agement in those who have completed matric, resulting in a depressive state - hence 

suicidal behaviour. 
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* Some teenagers leave school prematurely which accounts for their low education. Be

cause of their inadequate education they feel that they are unable to compete in the open 

labour market which results in the individual seeking for a way of escape from his 

situation. 

* Due to a lack of suitable health care facilities, young people who are severely emot

ionally paralysed perceive that their quality of life is poor and because they do not want 

to burden others, they contemplate or attempt suicide. 

* The lack of funds to compete with the high standards of peers lead to hopelessness, 

intense depression and no purpose for living. 

2.3 THEORETICAL DEFINITIONS 

The choice of a definition of suicide is very difficult and therefore demands the utmost 

care. 

According to world-renowned evangelist, Dr. Billy Graham (1984:227), "suicide is self 

destruction - termination of one's own life." 

Durkheim (1951:16) considers that, "for an act to be suicide, it is enough that the act, 

which must necessarily result in death, should have been performed by the victim with 

full knowledge." 

Goree ix ( 1963: 15) speaks of "an overall auto-aggressive act" which excludes partial 

self-mutilation and suicide equivalents. 

Deshaies (1947:13) indicate that suicide is an "act of killing oneself in a normally 

conscious manner by taking death as a means or as an end." 
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Landsberg ( 1951 :6) believes that suicide is "the act by which a human being voluntarily 

brings about what he believes to be an efficient and adequate cause of his own death." 

According to Clemons ( 1990: 17), "a suicide attempt is a less lethal, self inflicted act that 

has, as its outcome, death or appearance of the willingness to die." 

Having listed some definitions it is imperative, however, that the definition we finally 

adopt must be sufficiently flexible, and must go beyond the bounds of excessive object

ivity which would prevent us from taking into account innumerable unconscious moti

vations. But it must not include innumerable modes of human behaviour which would 

dilute the concept of suicide, and, in the last resort, would be an obstacle to understand

ing (Haim 1974:25). 

2.4 PSYCHOANALYTICAL PERSPECTIVE 

The nineteenth and twentieth centuries psychiatric theorists' sole aim was, on the one 

hand, to describe suicidal manifestations and to group them in syndromes, sometimes 

even in illnesses, and, on the other hand, to attach symptoms or syndromes to organic 

constitutions or disorders. Such a starting point had an effect on all later work, producing 

currents and counter-currents, controversies and confrontations that are still to be found 

in the work of our contemporaries (Haim 1974:9). 

Esquirol (1938:102) believes that "man makes an attempt on his life only when he is 

mad, and that suicidees are mad men." This view was accepted and affirmed by many 

of the psychiatrists and combined with the theories current at the beginning of the 

twentieth century. It culminated in the thesis of Delmas (1932:35) that suicide was 

always pathological and accompanied by some constitutional organic disorder. Broadly 

speaking this view is based on three points: 

1. Every suicidee is mentally ill - this notion usually being interpreted in its strongest, 

most traditional sense, as "insane." Sometimes, it extends to disorders involving imbal-
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ances of character or neurotic imbalance, as when psychiatry is given a broader mean

ing than of medicine for the insane. 

2. Suicide is a symptom, not a disease, a symptom that linked either with one of Delmas' 

psychopathic constitutions, the cyclothymic constitution being the most important of th

ese, followed by the hyper emotive constitution, or with one of the diseases within the 

usual nonsociological framework, the most important of which are depression and mela

ncholia. Sometimes, too, specialists have spoken of suicide-disease, and attempts have 

been made to create the category of suicide-manomania. The association of these two 

points means that the only existence of suicide that is valid as a symptom allows us to 

infer mental illness, since one must be more or less mad to kill oneself 

3. According to Delmas, suicide is linked with "organic" anxiety, this temperamental 

disorder being regarded as of biological origin, to be found in all the various mental 

diseases. 

Sigmund Freud fathered psychoanalytical explanation to suicidal behaviour. To him 

suicide was within the mind. The main psychoanalytical position on suicide was that it 

represented unconscious hostility directed inwards against the introjected ( ambivalently 

viewed) loved-object, (the loved one with whom the person has identified), (Shneidman 

1976:27). Wolman (1976:28) reports that, Freud's earliest view of suicide may be sum

marized by the phrase, "narcissism-frustrated." Suicide results, according to this model, 

when an individual, enraged by his having been denied a cherished goal or relationship, 

destroys the representation of that goal or object within himself and thereby destroys 

himself According to Davidson and Weale (1978:14), Freud proposed two major hyp

otheses to account for suicide. One is the extension of his theory of depression. A person 

experiences ambivalent feelings about another person and introjects that emotional 

feeling about that person - hostility and aggression are directed inwards. That is, people 

who kill themselves are really directing anger and the suicidal act against others whom 

they have incorporated within themselves. If these angry feelings ( death instinct) are 

strong enough and reach murderous porportions, the person will attempt or commit 
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suicide eventually. Unfortunately, these ideas aren't supported by evidence. This notion 

will be further discussed in chapter three. The earliest of Freud's theoretical contribut

ions to the understanding of suicide is foreshadowed in a letter which concerns the death 

of a colleague. As quoted by Wolman (1976:28): 

... on the thirteenth he hanged himself What drove him to it? As an 

explanation the world is ready to hurl the most ghastly accusations at 

the unfortunate widow. I do not believe in them. I believe in the 

realization of an enormous failure, the rage caused by rejected passion, 

the fury of having sacrificed his whole scientific career, his entire 

fortune, for a domestic disaster, perhaps also the annoyance of having 

been done out of the promised dowry, as well as the inability to face 

the world and confess it all - I believe that all of this, following a 

number of scenes which opened his eyes to his situation, may have 

brought this madly vain man ( who in any case was given to serious 

emotional upheavals) to the brink of despair. He died of the sum total 

of his qualities, his pathological self-love coupled with the claims he 

made for the higher things in life. 

Freud saw the death of his colleague as a result of cumulative frustrations of a life style 

that demanded too much of him. He died because he turned his rage at those frustrations 

against himself He died because of his pride, his vanity and his narcissism (A narcissist 

feels that no one exists but himself). 

In "Mourning and Melancholia," Freud compared the normal reaction to the loss of a 

loved one or a cherished idea or goal, and pathological melancholia. According to Freud, 

mourning and melancholia differ in that, in mourning, the world is seen by the aggrieved 

as poor and empty, while in melancholia it is the ego itself which is depleted (Freud 

1957:47). Menninger (1938:71), however, describes the two conditions as follows: 
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The normal person reacts to loss for a time with grief, that is, he feels as 

if something beautiful and desirable, in the world, has been taken away 

from him, leaving life poorer for its loss. Time heals such wounds ... 

everyday the pain and bereavements grow less. But in melancholia the loss 

of a loved one, not necessarily by death, in fact more often by jilting, 

results in a different sort of reaction. There is the same brooding sadness 

but with a different content which grows greater instead of less. It is not the 

world that seems poor and empty, it is some thing inside of the individual 

himself He complains that he feels worthless, miserable, and wretched. He 

often says that he ought not to be allowed to live and asks himself to be 

taken to prison or to the gallows. It is clear that he hates himself. 

The second theory, hypothesises a death instinct with impulses towards self destruction. 

From a psychoanalytical viewpoint, Freud (1960: 139-160) viewed the nature of suicide as 

a death instinct - "Thanatos ". The death instinct consists of inwardly and outwardly 

directed aggression which leads to either suicide or homicide. The relationship between 

thanatos and suicide was summed up by Meerloo (1962:25): "Suicide represents the 

precocious victory of the inner drive towards death." 

Gibbs (1968:36) quoted Karl Menninger: 

Both destruction and constructive tendencies are originally self-destructive, 

but become increasedly extraverted in connection with birth, growth and 

life experience ... when there is a forcible interruption in the external inves

tments, or when too great difficulty is encountered in maintaining them, 

the destructive and constructive impulses back up upon the self . . . if 

defusion occurs, the destructive tendencies lead and may permanently 

prevail so that self-destruction supervenes. Further, the vicissitudes of these 

tendencies may result not only in suicide but in gradual self-destruction or 

in a wish to destroy others. 
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2.5 SOCIOLOGICAL PERSPECTIVES 

Schoombee ( 1979:51) states that Durkheim remains significant as the first sociologist to 

undertake a comprehensive and systematic empirically based study of suicide. Before we 

can understand Durkheim's theory of suicide, it is necessary to know something about his 

conception of social and moral order. Durkheim's explanation of social order was that 

social order is possible because the individual's basic drives are limited, or constrained, 

by forces generated by collective social life. He says that society constrains individuals in 

two ways: first, it integrates them by binding them to the values and norms of social 

groups; secondly, it regulates their potentially limitless desires and aspirations by defining 

specific goals and the means of attaining them. Durkheim argued that without the 

integration and regulation of the individual by society, human life would be in chaos. He 

suggested that certain "pathological", or deviant trends in modern society (such as the 

steady increase in suicide rates) were to be explained in terms of the lack of integration 

and regulation of the individual by society - refer to table 2.1 for a simplified illustration 

(Taylor 1988:10). 

Durkheim (1951:64) categorized suicidal behaviour into three main types: 

egoistic, altruistic and anomic. 

a) Egoistic suicide: suicide that takes place when an individual has too few ties with so

ciety and is inadequately integrated into society - an inability to integrate oneself with 

society. Failing to maintain close ties with the community deprives the person of the 

support systems that are necessary for adaptive functioning. Without such support, and 

unable to function adaptively, the person becomes isolated and alienated from other 

people. 

b) Altruistic suicide: suicide that takes place when an individual is overly integrated into 

society - a death demanded by society is the most honorable thing to do. This type is 

motivated by the person's desire to further group goals or to achieve some greater good. 

Someone may give up his or her life for a higher cause (for example in a religious sacrifice 

or the ultimate political protest). Group pressures may make such an act highly acceptable 
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and honoured. 

c) Anomic suicides: suicide that occurs when the relationship between an individual and 

society is broken - the relationship is unbalanced in some dramatic fashion. When a pers

on's horizons is suddenly broadened or constricted by unstable conditions, he or she may 

not be able to handle the change or cope with new status and may choose suicide as an 

"out" The suicide of people who lost their personal wealth during the great depression or 

who killed themselves after being freed from concentration camps at the end of World 

War Two are of this type. Similarly, a person who suddenly and unexpectedly acquires 

great wealth may be prone to suicide. 

In his measure of social integration, Durkheim concluded that strongly integrated group 

has demonstrated a low suicide rate as compared with groups seen as weakly integrated 

or in a process of disintegration. Religion reduced suicide by its collective function of fos

stering intensified relationship, strong social bonding and shared values. Halbwach, as 

described by Martin (1968:44), reflects Durkheim's concept of anomie and egoism in 

favour of "social isolation". 

Since Durkheim's typology of suicide is under the spotlight, it is an opportunity to also 

include fatalistic suicide which has been given little attention by numerous scholars. 

According to Durkheim, Fatalistic suicide is a consequence of excessively oppressive 

regulation; it is the suicide: 

... of persons with futures pitilessly blocked and passions violently choked 

by oppressive discipline . . . . Do not the suicides of slaves, said to be 

frequent under certain conditions ... belong to this type, or all suicides 

attributable to excessive physical or moral despotism? 

Refer to table 2.2 below, which illustrates Durkheim's Typology of Suicide (Maris 

1992:69). 

Lewin ( 1953 :31) used somewhat different terms to describe such suicide, but the simil-
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arity of his formulation to that of Durkheim's is clear: 

If the barrier is very firm, there is no way out for the child. Under these 

conditions and with sufficiently strong tension in the total field, there may 

develop tendencies towards suicide. Suicide then appears as the last remai

ning possiblity of going-out-of-the-field. 

TABLE 2.1 Durkheim's Conception of Social Order and Types of Suicide 

Social order Normal form Pathological form Types of suicide 

integration when in "balance" the lack of integration egoistic 

individual is over integration altruistic 

"protected" 

regulation "protected" from lack of regulation anomic 

suicide over-regulation fatalistic 

TABLE 2.2 Durkheim's Typology of Suicide (Pure Types) 

Basic Types Characteristics Paradigms Secondary types 

A. Egoistic Excessive individuation. Within religions, Al. Melancholic 

Apathy. Results from man family and politics. languor: depressed 

no longer finding a basis /inactive.Reflection 

for existence in life. is egoistic. 

A2. Epicurean 

Skeptical, 

disillusioned, matter 

offactness 
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B. Altruistic Insufficient individuation. Lower societies, BJ. Obligatory. 

Energy of pass.ion or will. soldiers, religious Duty. This is the 

activity. Basis for existence martyrs, etc. clearest type of 

appears situated beyond altruistic suicide. 

life. "Heroic" suicide. B2. Optional. 

Mystical enthusiasm. 

B3. Acute. Renunci-

ation itself is praise-

worthy. 

C.Anomic Literally "deregulation," Economic crises, CJ. General 

lack of normative restraint. sudden social Violent recriminat-

Irritation, disgust, anger, changes, widow- ions against life in 

and weariness. Often hood, divorce, general. 

violence and murder. Un- liberal C2. Particular 

regulated emotions. Always occupations. Violent recrimina-

accompanied by a morbid tions against life in 

desire for the infinite. particular: example, 

Lack of power controlling against one specific 

individuals gives rise to person (homicide-

anomic suicide. Abrupt suicide). 

social change. Poverty 

restrains 

it. 

D. Fatalistic Excessive regulation. Very young 

husbands. 

Childless marri-

ed women. Slaves 

and prisoners. 
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TABLE 2.3 Durkheim's Typology of Suicide (Mixed types) 

Mixed types . Characteristics Paradigms 

AB. Ego-altruistic Melancholy tempered with Stoic 

moral fortitude. 

AC. Ego-anomic Mixture of agitation and Upswing of depressive 

apathy, of action and reverie. reactions. 

AD. Ego-fatalistic Hyperregulation and apathy Prisoners, slaves. 

BC. Anomic-altruistic Exasperated effervescence. Bankrupt family man. 

BD. Altruistic-fatalistic Forced obligation. Elite soldiers. 

CD. Anomic-fatalistic Mixture of normative dereg- Juvenile delinquents. 

ulation and hyperregulation. 

Durkheim (1951:65) further goes on to describe the psychopathic state of a suicidal 

person. He makes mention of the following: 

1. Maniacal suicide - this is due to hallucinations or delirious conceptions. The patient 

kills himself to escape from an imaginary danger or disgrace. The characteristics of the 

disease is mania - one state of mind is instantly replaced by another. 

2. Melancholy suicide - this is connected with a state of extreme depression and exagg

erated sadness, causing the patient to no longer realize sanely the bonds which connect 

him with people and things about them. Pleasures no longer attract because everything is 

seen as through a dark cloud. Life seems to him as boring or painful. 

3. Obsessive suicide - suicide is caused by no motives, real or imaginary, which without 

clear reason, has taken complete possession of the patient's mind. He is obsessed by the 

desire to kill him, though it is perfectly clear that there is no reasonable motive for doing 

so. It is an instinctive need beyond the control of reflection and reasoning, like the need 

to steal, to kill or to commit arson. 
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2.5.1 Additional Perspectives 

Stengel and Cook (1958:13) state that suicide is an act to influence the behaviour of 

others. Alvarez (1972:6) views suicide as a withdrawal response to stressful situations. 

Suicide, according to Hendin (1963:4), is a wish to die in order to be with a loved one. 

Shneidman (1976:7) postulated common factors to suicide in the western world as an end 

to unbearable psychological pain, a feeling of helplessness and a need to escape. 

Clemons (1990:34) stated that there exists various cases of suicide and yet each one is 

quite different. The motive, the circumstances and the intended effect vary from one case 

to the next. Psychological study of these cases reveals that the acts are self-directed. This 

does not mean that the person is living or acting in isolation, even if that is what the person 

feels. Every suicide terminates the life of that person. Suicide is a threat from within. 

Suicide has an unsettling effect on the survivors that other death experiences do not seem 

to have. Our inner impulse is supposed to be towards living, overcoming obstacles and 

pushing on. When this does not happen, it is troubling. 

By reviewing historical data, Murphy (1974:3) pointed out that before the nineteenth 

century, suicide was viewed as a moral disorder in the Western countries. Black and 

Winokur (1986:42) contradicts the view that suicide is a moral disorder. They assert that 

almost all individuals who commit suicide have a diagnosable mental disorder, usually one 

of the effective disorders, although suicide risk is also high among individuals with 

schizophrenia and some personality disorders. It has been estimated that about 15% of 

depressives eventually commit suicide and about two thirds of suicides have a primary 

depressive illness. 

Menninger (1938:32) and, to a lesser extent Freud (1957:67) both understood that all 

suicides have three fundamental dimensions: hate, depression (or melancholia) and gui

lt. It follows that all suicides are of three interrelated types (Shneidman & Farberow 

1957:61): revenge (a "wish to kill"); depression/hopelessness (a "wish to die"); and guilt 

(a "wish to be killed"). The loss of an important love-object, which has been internalized, 
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as part of one's own ego ("introjection"), often results in adult melancholia or depress

ion. Freud believed that all suicides involve hostility or a death-wish originally directed 

at an external object ( father, mother, lovers, spouses, etc.). Accordingly, one type of sui

cide is based on anger, rage, hatred, revenge, or a wish to kill. Thus, Menninger called 

suicide "murder in the 180th degree" (retroflexed anger). Psychologically, trying to kill 

an introjected object results in ego splitting and regression (Litman 1967:28). The per

son also feels guilty for harboring murderous wishes towards loved ones. Thus, suicide 

involves not only a "wish to kill," but also a "wish to be killed" or punished. Finally, 

suicidees are depressed, hopeless and cognitively constricted. As one's ego is destroyed 

by self-hatred and guilt, a "wish to die" arises. 

In a more recent interdisciplinary synthesis, Baechler ( 1979:63) contends that there are 11 

types of suicides including nonfatal suicide as well, which he fitted into four broad 

categories (refer to table 2.4): (1) "escapist," (2) "aggressive," (3) "oblative," and (4) 

"ludic." In all escapist suicides, the central intention is to take leave. There are three 

subtypes: flight (to avoid an intolerable situation), grief (to deal with a loss), and punis

hment (to atone for a fault). Usually, suicidees are trying to escape pain, loss, shame, 

physical illness, aging, failure, and fatigue. As such, suicide is problem-solving behav

iour. Such people often believe that the only real, lasting solution to their life problems is 

to die. Hopelessness and repeated depressive illness figures prominently in escapist 

suicides. 

Aggressive suicides are directed against another person or persons, and consist of four 

subtypes: vengeance (to achieve revenge -to provoke a response), crime (to kill another 

person as well as oneself - murder-suicides), blackmail (to put pressure on another per· 

son), and appeal (to cry for help or sound an alarm). Such suicides have strong interper

sonal components and include motivations of anger, retribution, manipulation, and so 

forth. Aggressive suicides tend to be more common among younger persons. 

Baechler's oblative suicides are in line with Durkheim's altruistic suicide. There are two 

subtypes: sacrificial (to gain a greater value than one's own life) or transfigurational (to 
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obtain a heightened state, such as religious martyrdom). Finally, ludic suicides are either 

of the ordeal types (to prove something or to solicit the judgement of others) or the game 

type (to play with or to risk one's life). Many people are willing to risk death in order to 

intensify or enhance the quality of their lives, without explicitly intending or wanting to 

die. With ludic suicides, the individuals usually wish to live life to it's fullest, even if it 

kills them or reduces their normal life expectancy. Farberow (1980:23) has called such 

behaviour "indirect self--distructive behaviour." Some suicidologist is doubtful that risk 

taking should be called "suicide" at all, since the conscious intention to die is often 

missing or unmeasurable. 

Table 2.4 Baechler 's Typology of Suicide 

1 Escapist 1.1 Flight 

1.2 Grief 

1.3 Punishment 

2 Aggresion 2.1 Vengeance 

2.2 Crime 

2.3 Blackmail 

2.4 Appeal 

3 Oblative 3.1 Sacrifice 

3 .2 Transfiguration 

4 Ludie 4.1 Ordeal 

4.2 Game 

Shneidman (1968:34) argued that all completed suicides were either (I) "egotic," (2) 

"dyadic," or (3) "ageneratic." Egotic suicides are essentially "psychological," not socio

logical. The external environment, one's job, one's physical health and others become 

secondary. However, dyadic and ageneratic suicide types are both primarily social phen

omena. The dyadic suicidee's death results from unfulfilled needs or wishes related to his 
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or her most important interpersonal partner; the 'dyad' is that of the suicidee and the 

significant other. The key to the suicide is always found in the statement, "If only he ( or 

she) would ___ ." - the reliance on others to resolve one's own problems or life needs. 

As for ageneratic suicidees, it not only falls out with crucial individual significant others, 

but also becomes alienated from human history itself - from their ancestors, from gene

rations, from the whole human race. Such suicidees are truly alone and isolated. 

2.6 CRITICAL VIEWS ON PSCHOLOGICAL AND SOCIOWGICAL 

PERSPECTIVES 

Sociologists claim that the consistency of the suicide rates and their apparent relation to 

social influences demonstrate conclusively that the extent to which even such an 

"Individual" act as suicide has its roots in society (Taylor 1988:16). 

Douglas ( 1967:21) indicated that sociological theories have shortcomings due to an 

uncritical treatment of data and the individual causes of specific suicides are so complex 

that they cannot be included in any systematic theory of suicide. However, the most 

significant contribution by sociologists to works on suicide has been the sociological 

perspective itself: the insistence on seeing suicidal action as in some way the result of 

social factors. 

One of the major criticisms of the traditional sociological approach argues that, by 

confining themselves to the statistics (irrespective of their reliability), sociologists have 

misunderstood the nature of suicidal behaviour. They have tended to accept the "common 

-sense" view of suicide that it is self-inflicted death undertaken by someone who has 

formed a clear intention to die. In fact it is not nearly as simple as this. Detailed research 

into the situations in which people harm themselves, the way they go about doing it and 

so on, shows that most serious acts of self harm, including many of those that actually end 

in death, involve risk taking. That is, the individual is not wholeheartedly seeking death, 

but rather is gambling with life and death in some strange form of game (Taylor 1988: 18). 

41 



Similarly, research has shown that many people communicate their suicidal intentions to 

others before a suicidal act. The risk taking and communicative aspects of suicide have 

important implications for the ways in which we attempt to understand and explain 

suicidal behaviour. For example, why do some people not risk their lives in a suicidal act, 

whereas others go about it in more or less efficient way? Why does some people 

communicate their intentions while others do not? Such questions are outside the scope 

of the traditional sociological approach, which does not look at suicidal behaviour as such, 

but only at suicide statistics. Critics argue that, for this reason, traditional sociological 

studies of suicide tend to be very limited in scope and are, therefore, unlikely to provide 

a full explanation of suicide (Taylor 1988:19). 

The act of suicide is probably as old as the history of mankind and it seems strange that 

there is a considerable degree of disagreement in modem sociological literature as to what 

precisely constitutes this act. The sociologist's interpretation of the act of suicide is simply 

the act of taking one's own life. Some sociological theories, and especially recent ones, 

have recognized the importance of relating sociological pressures to individual 

psychological reactions to these pressures in the explanation of the suicide act (Schlebusch 

1979:23). 

Psychosocial explanations may be valid to an extent, but attributing suicide to a single 

sociological factor ( economic depression, residence, or occupation) is too simplistic and 

mechanistic. Correlations do not imply cause-and-effect relationships. Thus Durkheim's 

three categories are more descriptive than explanatory. Moreover, purely sociological 

explanations that take into account only the psychosocial factors - group cohesion, for 

example - omit the intrapsychic dimension of the person's struggles. They don't explain 

why only certain members of any of the aforementioned groups commit suicide, and others 

do not. 

Shneidman ( 1991 :7) indicated that it is unfortunate that the classical Freudian approach 

is not supported by evidence. Carefully analysed psychological autopsies indicate that hate 

and revenges are not the only reasons for suicide; people kill themselves for a number of 
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other psychological reasons such as shame, guilt, hopelessness and pain. 

2. 7 RELIGIOUS PERSPECTIVES 

2. 7 .1 Biblical View 

Is suicide a sin? Patterson (1979:55) states that the Christian attitude to suicide arises 

immediately from the Christian attitude to life. Suicide as such is giving in to God's arch 

enemy: death. It is a betrayal of life and the God of life. According to Stengel (1969:11) 

the attitude of the Church to suicide has remained one of condemnation, but the sanctions 

applied in cases of death through suicide are not equally severe in all Christian denomin

ations. Since the time of Augustine in the fourth century Christian era, the church has 

insisted that suicide is a sin - at times an unforgivable one. The Bible has been used by the 

church to influence societies to look upon suicide not only as a sin but also as a crime. 

How does one go about using the Bible to make a moral judgement in a world where the 

Christian community is exposed to a wide range of interpretations? There is no direct 

focus on suicide in the Bible. Clemons (1990:38) define suicide as the deliberate choice 

and successful effort to end one's life, regardless of the motives, circumstances, or method 

used. Kuitert (1985:12) professor of Ethics and Systematic Theology of the Free Univer

sity of Amsterdam used this definition: "The simplest definition of suicide is the deliberate 

ending of one's own life, whatever the circumstances, intentions, or means to achieve this 

end may play in the process". 

According to Evangelist Dr. Billy Graham (1984:227), "suicide" is self-destruction and 

"sin" because the very act is a contravention of God's law. He describes a suicidal person 

as one who feels he has exhausted all options. Life has no meaning, no purpose, no future, 

so why continue to endure its extreme unhappiness, anguish, hopelessness and despair? 

The obsession that nothing will ever change, for the better, leaves one feeling helpless, 

with the conviction that death is the only way out. Such a person is a victim of depression, 

tortured with feelings of unworthiness, sin and failure, deep guilt, and the need to be 
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punished. 

Many factors, condition this person for the depressed state that can lead to suicide or its 

attempt: anger, jealousy, fear, self-pity, sexual deviation, drugs, alcohol, etc. He further 

adds that some persons threaten suicide in order to get attention and sympathy. They want 

somebody to listen to their hurts and frustrations. Others are beyond this point and 

seriously have self-destruction in mind. 

2. 7.2 Examination of Biblical Evidence 

The most prominent figure in the Bible to commit suicide is Saul. His long and illustrious 

life came to its tragic end in a battle that saw three of his sons killed, all his men lost and 

Saul himself badly wounded and faced with the certainty of capture, ridicule and torture 

by his enemies. Then Saul said to his armour-bearer: "Draw your sword and thrust me 

through with it, lest these uncircumcised fellows will come and thrust me through and 

make a sport ofme". But his armour-bearer was terrified and would not do it. Therefore 

Saul took his own sword and fell upon it ( 1 Samuel 31 :4 ). 

In another incident, Samson in his final act that is preceded by a prayer to God for strength 

to get revenge and by the request that he might die with the Philistines, Samson succeeds 

in causing the house, they are all in, to come crashing down on him (Judges 16:28-31). 

Whilst some would not consider such a death suicide since it was for an honourable cause 

and that Samson would have died anyway, it must be included within the broad definition 

(Clemons 1990:42). 

In the midst of a raging storm at sea, Jonah was confronted by the sailors who asked, 

"What shall we do to you, that the sea may calm down for us?" Jonah's reply has strong 

similarities to the psychological state of many suicides and attempted suicides today: 

'"Take me up and throw me into the sea; then the sea will quiet down for you; for I know 

it is because of me that this great tempest has come upon you" (Jonah 1:11-12). We 

cannot, of course, be entirely sure what Jonah's motives were. He could have been purely 
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altruistic, wanting only to save the crew, even at the loss of his own life. The story goes 

on to disclose that Jonah escaped death and became instrumental in saving the city of 

Nenevah. Instead of being condemned for suicidal behaviour, Jonah is considered a saint 

The book of Acts also records that the Philippian jailer attempted to take his own life 

when he thought that Paul and the other prisoners have escaped. Paul prevents this from 

happening by shouting out to the guard in the nick of time that all the prisoners are still 

there (Acts 16:25-34). Some would see this as an example for Christians to prevent all 

forms and thoughts of suicide. Others would read the passage only as Paul's prevention 

of a needless death based on false assumptions. There is no evidence that Paul condemned 

the act of suicide. 

2. 7.3 ·'Is Suicide a Sin?" 

The Bible states that life is a gift from God, the Creator and Ruler of the universe, Who 

alone has the power to give life and take it away and whose will is not to be contradicted 

or even questioned. There are also texts that set an example for the endurance of suffering 

in this life. Taken together they illustrate the Biblical condemnation of suicide as a sin. An 

examination of Exodus 20:13. "Thou shalt not kill". also includes self-killing. Paul in 1 

Corinthians 6:19 says, "Do you know that your body is a temple of the Holy Spirit, which 

you have from God?" "For no man ever hates his own flesh, but nourishes and cherishes 

it, as Christ does the church" (Ephesians 5:29). Philippians 4: 11: "Not that I complain of 

want, for I have learnt, in whatever state I am, to be content". It is clear from these texts 

to conclude that suicide is wrong. However, suicide in giving one's life to save another, 

or to overcome unbearable physical pain and the avoidance of rape or personal disgrace 

reserves one from making any condemnation or final judgement. On the other hand one 

should consider those who are mentally retarded, emotionally disturbed, psychologically 

affected and demon-possessed. These people are not considered to be in the right frame 

of mind. If they should attempt or commit suicide, what judgement is to be passed on 

them, as for this, there are no explicit Biblical answers and hence the writer also reserves 

any judgement. However, only God has the answer and He is the Judge. In considering the 
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text to shape opinions about suicide, either for it or against it, we must bear in mind that 

Biblical texts alone do not have the final answer to so complex a problem - "Is suicide a 

sin?" 

2. 7.4 Spiritual Suicide 

"The wages of sin is death but the gift of God is eternal life 

through the Lord Jesus" (Romans 6:23 - k.j.v). 

The writer by employing the term "spiritual suicide" refers to an individual who does not 

accept or believe on the Lord Jesus Christ. This individual will not only experience 

physical death but also spiritual death. This is a separation from God without any 

relationship whatsoever with God. The wages or the reward for sin is "Spiritual Death." 

The Bible (k.j.v.) states in John 3:16: 

"For God so loved the World that He gave His only begotten 

Son that whosoever believeth on Him should not perish but 

have everlasting life. " 

Every individual has a choice and as such chooses his or her own destiny. This person 

therefore experiences "Spiritual death or Life". If a person does not wish to change or 

respond to God's gift of life as indicated in the Holy Bible, then this individual may be 

moving in the path of experiencing "spiritual Suicide" - a wilful choice to die a "Spiritual 

Death". 

2. 7.5 The Islamic View on Suicide 

Oothuizen (1979:20) concludes from various sources that the Qur'an prescribes severe 

punishment for those who violate the sanctity of human life as it is a gift given by Allah 

and needs careful handling. Suicide is absolutely forbidden in Islam. Thus anyone who 
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commits suicide is accountable to Allah in the hereafter. The Islamic Jurists have gone so 

far as to say that for anyone who ~mmits suicide it is as if he dies without Islam and that 

this act forbids anyone to say funeral prayers for him A Muslim who commits suicide thus 

becomes an outcast, even more so, than an unbeliever. 

2.7.6 The Hinduistic View on Suicide 

Hinduism maintains that the soul inhabits many bodies on its journey through the cosmos 

until it reaches its final destiny (Oothuizen 1979:21). According to Rao (1975:16), Hin

du philosophy holds that life in its broadest term does not end with death, rather death 

opens the door to the next life whose type is determined by the way the preceding one was 

utilized. Although the emphasis is on the freeing of the soul from matter, suicide is not 

prescribed to rid the imprisoned soul from this state of affairs. Oothuizen (1979:22) reports 

that suicide as a form of expiation appears first as permissible in the law of manu. He 

concludes that suicide is acceptable in Hinduism under certain conditions; for example a 

person who is contaminated with an incurable disease may take his life. Suicide is 

accepted in Hinduism under certain conditions. 

2. 7. 7 The Buddhistic View on Suicide 

The Buddhists believe that the soul of man who has killed himself remains in hell where 

it receives eternal punishment and is not allowed to reincarnate into a future life (Rao 

1975:17). Oothuizen (1979:22) has concluded that the Buddhist ideal is an "existential 

suicide" that is the elimination of all egocentric factors which bind him to the world of 

desire. When this cannot be done and the Buddhist is convinced that he has attained 

"Nirvana", the body or the shell is "thrown" off and this is not considered to be suicide but 

liberation. A Buddhist may also bring his life to an end through self - sacrifice which is the 

"Boddhisattva ideal". 
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2.7.8 The Views of Jainism on Suicide 

This ancient religio~ found in India, with representatives also in South Africa, has also 

interesting views on the question of suicide. Jainism maintains that the soul is closely 

enmeshed in matter so that the soul has to be freed from matter as practised in Hinduism. 

Ahimsa {nonviolence) is emphasised in Jainism as in no other eastern religion. A Jain 

monk's life is rigidly regulated so that he does not commit injury to life. His life of pain 

and hardship can be terminated by way of penance of "Salla Khana" or fasting to death -

suicide, other than this is unacceptable (Basham 1971: 13 ). 

2. 7.9 The Views of Zoroastrianism on Suicide 

For the Zoroastrian the world is neither a prison nor an exile, as in so many Eastern 

religions; it is a transitory abode in which there is much that is good and enjoyable. The 

emphasis is on this life here and now and how best to live in it. One is encouraged to lead 

a normal full family life and adverse circumstances should be accepted as temporary 

periods that must pass by. Hence, no sorrow or difficulty should so completely occupy 

one's mind as to contemplate suicide. However Zoroastrianism remains gentlemanly in 

its approach to the disruption oflife through suicide (Zachner 1961:11). 

2.7.10 Conclusion to Religious Perspectives 

Potterfield (1968) concluded that no religion is completely immune to suicide. The above 

information indicates that attitudes to suicide vary from religion to religion with some 

religions condoning the action of suicide in certain circumstances while others condemn 

it. However all religions agree that suicide is not an option or means of escape from facing 

reality. According to Potterfield, variations in suicide rates by religions are important 

because they cast doubts on an explanation of suicide in terms of values or normative 

prescriptions. No matter what the relationship is between values and normative 

prescriptions and suicides, it does not produce a constant rate for a given religion. 
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2.8 ETHICAL PERSPECTIVES FOR THE COMMUNITY 

George Santayana ( 1936:6) has written that "existence is a miracle and morally considered 

a free gift from moment to moment". 

The question arises, is it possible to even commit suicide? There is no doubt that people 

can destroy their physical bodies, but whether we can destroy our selfltood is another 

question? We did not choose to be in the first place, and it may be an open question 

whether we can ultimately choose not to be. Our existence is something that has happened 

to us by a power beyond us. We cannot think that we can cause our own nonexistence. Our 

existence is a gift from whatever power it is that governs reality. We are ultimately 

responsible to that source of our being (Clemons 1990:33). 

Richard Niebuhr (1963:31) asks the question this way: Though I wish to be mortal, if the 

power that threw me into being in this mortal destructible body, elects me into being 

again, there is nothing I can do about that I can destroy the life of me but can I destroy 

myself? This remains the haunting question of the literature of suicide and of all the lonely 

debates of people to whom existence is a burden. Whether they shall wake up again, either 

here in this life or there in some other mode of being, is not under their control. We can 

choose among many alternatives, but the power to choose self-existence or self- extinction 

is not ours. 

Karl Barth (1961:43) bluntly characterizes suicide as a fonn of murder: To deprive man 

of his life is a matter for the One Who gave it and not for the man himself He who takes 

what does not belong to him, in this case only to throw it away, does not merely kill, he 

murders. There are no grounds to justify this or authorize this. For it is not even for man 

to decide whether his existence is a success or failure, whether it is tolerable or intolerable, 

whether its continuation is possible or impossible, far less whether it is worthwhile or 

meaningless or worthless. The Creator, Giver and Lord of life decide all these things, and 

no one else. 
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2.9 CONCLUSION 

This chapter basically investigated the two main trends of the 20th century, psychological 

(Sigmund Freud) and the Sociological (Emile Durkheim) and the different religious 

perspectives on suicide. 

In the intrapsychic view of Freud, self-destruction results when hostility towards another 

person or loved objects turns inwards. This earliest view of suicide may be summarized 

as "narcissism-frustrated." On the other hand Durkheim identified three categories of 

suicide on the basis of the nature of the person's relationship to a group: egoistic suicide 

results from an inability to integrate one self with society; altruistic suicide is motivated 

by the need to further the goals of the group or to achieve a "higher good" ( overly 

integrated); and anomic suicide results when a person's relationship to the group or 

between an individual and society is broken and becomes unbalanced in some dramatic 

fashion. 

No religion is immune from suicide. However, attitudes to suicide vary from religion to 

religion with some religions condoning the action of suicide in certain circumstances 

while others condemn it. The attitude of the church to suicide has remained one of 

condemnation. The Bible does not comment on suicide. However, the Biblical text has 

been used by the church to influence societies to view suicide not only as sin but also as 

a crime. Suicide is forbidden in Islam. The Qur' an prescribes severe punishment for those 

who violate the sanctity of human life. Jainism maintains that the life of pain and hardship 

can be terminated by way of penance or fasting to death. But suicide other than this is 

unacceptable. Zoroastrianism emphasises. the life here and now and how best to live it 

stresses that no sorrow or difficulty should so completely occupy one's mind as to 

contemplate suicide. Suicide in Hinduism is only acceptable if a person is contaminated 

with an incurable disease. The Buddhists believe that a suicidee's soul remains in hell. 

The theoretical definitions and the various perspectives clear any doubt that suicide is self

destruction - a voluntary termination of one's life. 
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In south Africa and Durban, all the following circumstances have lead young people to 

hopelessness, intense depression and no purpose for living: the rapid sociopolitical transfo

rmation has pressurized teenagers in making choices; the matriculants are depressed as a 

result of unemployment; the teenagers who leave school early find it difficult to compete 

in the open labour market; the adolescents are severely emotionally paralysed due to a 

lack of suitable health care facilities; and poverty as a result of a lack of funds. 

From all the above attitudes, although varying slightly, it may be without any doubt, 

unanimously concluded that suicidal behaviour is definitely forbidden and condemned on 

all levels. In view of the different perspectives it has been understood that some of them 

have taken a strict disposition towards suicide than others. In the next chapter, the 

dynamics, causes and methods of suicidal behaviour will be examined. 
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CHAPTER THREE 

THE PREDISPOSING AND PRECIPITATING FACTORS TO SUICIDAL 

BERA VIOUR AMONG ADOLESCENTS 

3.1 INTRODUCTION 

We should have no doubt or reservations about the seriousness and extent of suicide as 

a social problem. Suicidal behaviour in its fatal and non-fatal manifestations is a social 

problem which is more common than might be anticipated. This concern is all the greater, 

since suicide is considered to be caused by social and psychological, rather than 

physiological factors. People use methods which are available so that differences in the 

mode of attempting suicides are due to cultural, occupational and other factors not 

necessarily related to the suicidal behaviour in any meaningful way. One of the objectives 

of this research is to look at the predisposing and precipitating factors that influence 

suicidal behaviour among adolescents. One specific problem in the study of suicide is that 

it has no clear etiology. It is a desperate act which flows from the specific and 

idiosyncratic circumstances of the person's life, and because all people's life 

circumstances are different, the reasons for committing suicide also differ widely (Fourie 

1995:200). Although there are factors and trends surrounding suicidal behaviour, they are 

not always applicable to all situations. The relevant scholarly literature and the findings 

of this empirical field research, especially the etiology of suicide will be examined. 

3.2 THE PROBLEMS IN THE STUDY OF SUICIDE 

Some clinicians believe that everyone even the adolescent, at one time or another, has 

wished to end his or her life. Fortunately, most of us do not act on such wishes, even 

during times of extreme distress. But why do some people do it? Much is known about the 

facts surrounding suicide, but little about it is understood. It is difficult to study this 

phenomenon. Understanding why people commit suicide has haunted us for centuries. 

This question is not easy to answer. Although many of us freely offer explanations, we can 
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never know for sure the validity of our answers. Those questions are difficult for two 

important reasons: 

First, we can no longer ask people who committed suicide about their motives, frames of 

mind and emotional state. We have only access to indirect information such as case 

records and reports by others to help us understand what led them to their tragic act. The 

systematic examination of such information, to understand and explain someone's 

behaviour after his or her death is called a psychological autopsy (Robbins & Kulbok 

1988:71 ). The psychological autopsy is patterned after the medical autopsy; it seeks to 

make psychological sense of a suicide or homicide. Case histories of victims, recollections 

of therapists, interviews with relatives and friends, information obtained from crisis phone 

calls and suicide notes are compiled and analysed in an attempt to uncover some 

underlying explanation for the act. Unfortunately, these sources are not always viable or 

reliable. Only approximately 15 percent of victims leave suicide notes, many have never 

undergone psychotherapy, and explanations from relatives or friends are often distorted 

because of the emotional impact caused by a loved one's death. If psychologists can 

isolate the events and circumstances that lead to suicide and can identify the 

characteristics of potential suicide victims, they may be able to prevent other people from 

performing this irreversible act (Shneidman 1979:35). 

Secondly, another reason why we do not clearly understand suicide, is that no single 

explanation is sufficient to account for all types of suicide due to the very fact that there 

exists a diversity of life situations that may result in suicide. In seeking to understand 

suicide, researchers have focused on events, characteristics and demographic variables that 

recur in psychological autopsies and are highly correlated with the act (1979:36). 

3.3 PERSONALITY IN RELATION TO SUICIDAL BEHAVIOUR 

Martin ( 1968:51) states that numerous studies on suicidal behaviour have utilized 

personality tests. Several studies have found no personality differences of any kind 

between "suicidees" and "nonsuicidees" whilst others have shown that suicides are apt to 
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be more "rigid" in their thinking and to make specific responses. However, Krietrnan 

(1977:120) concluded from a survey of studies that there were no specific signs predicting 

suicide. 

Meer ( 1976:22), suggests that "integration proceeds from personality integration and is 

interactive with integration into society." Thus, personality integration involves the 

integration of social roles in social institutions. The role of Indian women in Indian cul

ture is observably passively receptive, yet it has been noted that Indian women, in 

attempting suicide have resorted to active and aggressive means. Thus the characteristics 

of passivity and aggressiveness may be presumed to differ not only in terms of sex but also 

in terms of subordinate and superordinate position. Meer continued to say that Indians, 

compared to Africans and Coloureds, were more introverted and more restrained and this 

contributed to their higher suicide rate. Bhana ( 1981: 122) concluded that the Indian female 

suicide attempters were found to be more hostile than their nonsuicidal counterparts. 

According to Pallis and Birtchnell (1977:29), personality profiles of suicide attempters 

were significantly more deviant than those of the nonsuicidal patients compared to a report 

of their previous study completed in 1976. The findings of the later study (1977), which 

related the seriousness of suicidal attempts to personality, appeared to indicate that this 

deviance was contributed to, largely by those who made fewer serious attempts. The male 

non-serious attempters showed the most disturbed personality profiles. It is generally 

agreed that personality disorders are common among those who attempt suicide. 

Research and the review ofliterature has indicated that a quest for a "suicidal personality'' 

has been unsuccessful. "Personality" as a concept is unique and variable. It would then 

seem that "Personality" cannot be regarded as the sole predisposing factor to suicidal 

behaviour. 

3.4 COGNIDON AND smCIDAL BEHAVIOUR 

The best cognitive data are derived from suicide notes and clinical information collected 
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prior to the act; other information may come from accounts of the individual's verbal 

behaviour by others interacting wifti him or her. Suicide notes have the value of being the 

last written communication by the individual and as such probably reflect the person's 

state of mind at the time of the act. Individuals failing to achieve goals may perceive poor 

prospects for future improvements, they might infer a futility to existence, and seek death 

(de Catanzaro 1981:3). Porkomy (1968:17) confirmed that negative self-image's character

ize the thinking of suicidal individuals. A cognitive state of hopelessness implies that 

individuals either recognise an existing state in the capacity to promote their interests has 

been lost or that they falsely perceive such a state. Shneidman ( 1968:209) has argued that 

suicidal individuals have a tendency to think dichotomously or polarize concepts in an 

extreme and rigid manner. He further argues that the lack of intermediacy leads 

individuals into comers from which escape is difficult. The real world is "non congruent" 

with the psychological world of extreme dichotomous expectancies. Failure to realise 

extremes makes life miserable for the suicidal individual. 

3.5 smCIDAL BERA VIOUR AND PSYCHOPAfflOLOGY 

The issue of whether the person who commits suicide is mentally ill has been debated by 

various authors: 

Stengel (1969:44) states that it has been found that on average one third of the people who 

commit suicide have been suffering from a neurosis or psychosis or a severe personality 

disorder. Suicide seems to be rare among the mentally subnormal. Nevertheless the 

majority of people who commit suicide have not been under psychiatric treatment 

according to Stengel. 

Mc Mohan (1976:25) states that if one assumes that the very act of taking one's life is a 

sign of psychological disturbances, then one is involved in circular reasoning: that is 

defining everyone who kills himself as automatically being disturbed. On the other hand, 

there are many who argue that under certain circumstances, such as terminal illness, 

suicidal behaviour may be appropriate. Using a formal definition of"mental disturbance", 
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it becomes obvious that not all persons who kill themselves are notably neurotic or 

psychotic, even though a large pr?portion of them undoubtedly are. 

de Catanzaro (1981 :25) makes an estimate of the number of suicides associated with 

mental disorder and puts it as high as 94%. De Catanzaro further states that suicide may 

occur as a direct component of the mental illness, in which case suicide may be classified 

as a form of pathology or maladaption. However~ he criticizes the fact that the reliability 

of specific diagnoses among different clinicians is low, as well as presentations of clear 

definitions of "mental disorders" or "psychopathology". This shortcoming has further 

been supported by Martin (1968:21 ). Baim (1974 :26) reports that the proportion of suicide 

attempts among mentally ill adolescents are not exactly known. He concludes that mental 

illness is an obvious factor in only a minority of suicidal adolescents. According to 

estimates carried out, about 20% of adolescents admitted into a hospital for psychiatric 

reasons are suicidal. Haim further states ... 

Must we conclude, then, that the majority of suicidal adolescents don't 

commit suicide? Must we conclude then, that the majority of suicidal 

adolescents do not suffer from psychiatric disorders, or that we must revise 

our notions of what constitutes a psychiatric disorder? 

Pfeffer (1981:42) states that the links between depression and suicidal behaviour in 

teenagers are complicated by the controversy over whether depression exists in adolescents 

Depression is, however, one of the majors correlates of suicidal behaviour of teenagers. 

She quotes the study by Otto (1965), who found that of 581 suicidal children and adoles

scents, 38% of the subjects had been depressed 3 months prior to attempting suicide. It 

was discovered that 40% of the suicidal teenagers they studied, were depressed one month 

prior to the incident compared with only 13% of the 95 non - suicidal disturbed children 

studied. It was concluded that depression separated groups of suicidal from chronically 

disturbed children. 

Pfeffer and associates in a study of 58 psychiatrically hospitalized children, demonstrated 

56 



that depression, feelings of hopelessness and worthlessness and the child's wish to die 

significantly differentiated between a nonsuicidal and suicidal children. Pfeffer reports that 

suicidal children were predominantly impulsive, angry and prove to be acting out. There 

is controversy as to whether such types of impulsivity and extreme acting out by children 

may represent manifestations of the marked depressive reactions or other affective states. 

From these varying viewpoints, although mental illness may have a part to play, it cannot 

be regarded as the sole explanatory cause of suicide. Further, there is a problem, should 

there not be available information on completed suicides such as notes, case histories 

determining whether the individual was psychiatrically ill or not. 

3.6 THE CLASSIFICATION OF SUICIDAL BEHAVIOUR AND 

PRECIPITATING FACTORS 

Curphey 1961 :61 states that: 

If any number of individuals were to terminate their lives in exactly the 

same manner ( e.g. shoot themselves in the head), the only conclusion that 

could be reached would be that they committed suicide. This is not a cause 

of death, rather a mode of death. The precipitants - the phenomenological, 

the physiological, the intrapsychic, and the interpersonal factors and 

numerous other imponderables - would be completely overlooked if the act 

were described merely on the basis of the mode alone. Inferences, 

deductions and attempts to arrive at logical explanations of suicidal acts 

are inadequate. Even postvention with its psychological autopsy, which 

promotes a scientific approach that is less likely to be misleading, can, like 

all autopsies, prove to be inadequate. 

Attempts at classification began with Durkheim ( 1951 :33 ), who sought to explain suicide 

as a sociological phenomenon and arrived at three basic types: 
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1. egoistic suicide - due to lack of or poor social ( family, religious, state ) integration; 

2. altruistic suicide - due to excessive identification and integration, and 

3. anomic suicide - attributed to trauma, catastrophe or a loss, with resultant alienation, 

social isolation and loneliness. (See the overview ofDurheim's research above.) 

Others have attempted to categorize and describe the spectrum of suicidal behaviour, and 

they often confused ideation, fantasy, intent, vulnerability or the attempt with the 

complicated act. Some classifications are not sufficiently comprehensive and are too 

segmental. However, for the purpose of this research and a deeper comparative under

standing, insight into a few commonly referred to kinds of suicide as they articulate with 

precipitating factors are presented here: 

1. Chronic Suicide, in which the victim masks his death orientation by excessive use of 

alcohol and addiction to drugs, initiates multiple surgery on dubitable grounds (Wekstein 

1979:56). 

2. Neglect Suicide, in which the victim ignores reality factors. It is exemplified by the 

diabetic who indulges himself with a harmful diet of his own choosing, the hypertensive 

who ignores prohibitions against sodium and "forgets" to refill his prescriptions and the 

coronary patient who continue to maintain an inordinately arduous schedule (Wekstein 

1979:57). 

3. Sub -Intentional Suicide, in which the victim engages in dangerous activities such as 

driving through red lights, disregarding whether conditions to venture forth in a small boat 

or plane, generally engages in potentially perilous activities. These individuals deny 

suicidal intent, but all along they promote self-destruction. Although some die quickly, 

others prolong the process for years, arranging for their demise with an exquisite 

masochistic artistry. Ironically, if they do not suffer a premature death by homicide, their 

ultimate mode of death is usually ascribed to accident or natural causes (Menninger 

1938:43 ). 
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4. Surcease Suicide, discussed by Shneidman ( 1960:34 ), which is predicated on a 'logical' 

conclusion to end life. Choron (1972:43) referred to it as "Rational Suicide." According 

to Wekstein (1979:14), it might also be referred to as auto-euthanasia, where the individual 

recognizes that his plight is unchangeable. In suffering intractable pain, he decides on 

intellectual grounds to bring his life to an end. 

5. Psychotic Suicide, as described by Bergler (1946:30), which is intended to explain 

underlying schizophrenic ideation, where the victim does not intend to die but rather 

attempts to excerise, extirpate, in effect to exorcize, his psychic malignancy. 

6. Focal Suicide, discussed byMenninger(l938:44)which theorizes the concept of partial 

death, where a limited part of the body is killed. Self.mutilation, maiming, multiple 

surgery, contrived accidents, as well as some types of sexual impairment in the form of 

impotency and frigidity, are considered to fall into this classification. There may be 

considerable overlapping of points (5) and (6 ). 

7. Automatization Suicide, as defined by Long (1959:36), depicts a relatively unmotivated 

suicide when an individual under severe stress proceeds to alleviate tension by the 

utilization of a Barbiturate, achieves little or no relief continues to ingest more. His ability 

to perceive is progressively diminished • constricted - in that he consumes more of the 

same drug or multi-drugs and alcohol in a robot like fashion, with resultant death. Dorpat 

(1975:26) stated that he reviewed a number of reports of patients who initially denied 

making suicide attempts and who mistakenly ascribed their intentionally self-destructive 

actions to supposed accidental causes such as "drug automatism". It has been hypothesized 

that the actress Marilyn Monroe may have died in this way. A psychological autopsy 

revealed that prior to her death she had been taking three kinds of drugs and may have died 

accidently (Curphey 1969:39). 

8. Accidental Suicide; which may be due to misinformation, ignorance or poor timing 

(Datsun and Sakheim 1960:355). This type of suicide is basically a miscalculation or a 

blunder. The Russian Roulette category, differentiated by Shneidman and Farberow 
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(1961:71), can be included here. They describe a victim who carefully identified the 

empty chamber of his revolver before pretending to commit suicide. However, at a party, 

he was handed a revolver that rotated clockwise, unlike his own revolver that he had 

previously used at such parties. His death was ascribed to an accident. 

9. Existential Suicide, also described as "Victim Precipitated Homicide," which was 

exemplified by Camus (1945:13), who emphasized the burden of enduring hypocrisy, the 

meaninglessness of life and the lack of motivation to continue to exist 

10. Suicide by Murder, studied by Wolfgang (1959:15) revealed that the victim considers 

suicide as a nonvirile and cowardly act In order to promote his own death, he selects a 

superior adversary, provokes him and thus brings about his own demise. Such a death is 

most likely to be termed a homicide. 

11. Suicidal Threats, (12) Suicidal Thinking, and last, (13) Test Suicides, which are all 

vague classifications. Neuringer (1974:31) suggests that an individual should be regarded 

as suicidal if, "he gives suicidal or depressive responses on psychological tests, especially 

projective personality tests." 

Terminology and classification have suffered from vagueness, ambiquity and even basic 

disagreements about nuclear words that are as imperative to suicidology as anatomy is to 

medicine (Wekstein 1979:38). In 1970, a conference of major importance was held in 

Phoenix (USA) by the Centre for Studies of Suicide Prevention (National Institute of 

Mental Health). Here, an agreement was reached that suicidal behaviours should be 

classified into three broad categories namely: (Weskstein 1979:40): 

* Completed suicides - would include all deaths that resulted from self-intentioned, self

inflicted cessation of life as the result of a life threatening act 

* Suicide attempts - would include any act that appears to have life-threatening poten

tial or does in fact cany such a potential and such an intent, but which has not resulted in 

death. 
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* Suicide ideas - would include a category in which the individual may give indication, 

either directly or indirectly, that he is preoccupied with self-cessation. On this basis it may 

be possible to infer that plans to end his life are being formulated. 

Finally, the pressure to destroy oneself may be so intense and coercive that Weisman 

(1973:243) has concluded that it is possible to be driven to suicide. Let us examine the 

factors that contribute to this kind of behaviour in Adolescents. 

3. 7 ADOLESCENCE 

Adolescents often are absorbed in a world within themselves. Van Amum and Mordock 

( 1983 :41 ), quoted Anne Frank, ( The Diary of a Young Girl): 

I think what is happening to me is so wonderful and not only what can 

be seen on my body, but all that is taking place inside me. I never dis

cuss myself or any of these things with anybody; that is why I have to 

talk to myself about them. 

Hurlock (1968:5) has pointed out that the young adolescenf s status is ambiguous, vague 

and confused in our modem society. At one time, he is treated as a child, when he acts like 

a child and in another occasion, when he acts like a child, he is reproved and instructed 

to "act his age". When he attempts to act like an adult, he is told the contrary. The 

ambiguous status presents a dilemma for the teenager. 

Adolescence in, our culture, can be described as a time of transition 

in the biosocial status of the individual. It is a period during which 

marked changes occur in duties, responsibilities, and relationships 

with others ... under such conditions, changed attitudes towards self, 

parents and others become inevitable. 

It has been noted from Hurlock's viewpoints on adolescence that transitions from one 
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period to another could present adjustment problems. Further, problems could arise if 

developmental tasks are not mas~red, e.g. achieving emotional independence of parents 

and other adults. 

Hurlock (1973:12) has pointed out that, when changes are rapid, the individual cannot 

make adequate adjustments and negative feelings may prevail. In adolescence, there are 

marked changes in the stimuli that give rise to emotions, just as there are changes in the 

form of emotional response. There is a similarity between childhood and adolescent 

emotions in that at both ages the dominant emotions tend to be unpleasant - mainly fear 

and anger in their various forms, grief, jealousy and envy. The pleasant emotions - joy, 

affection, happiness or curiosities - occur less frequently and with less intensity, especially 

during the early years of adolescence. Social factors are largely responsible for the 

dominance of the expression that each emotion takes and for the kind of stimulus that 

gives rise to the emotion. Hurlock continues to state that unhappiness leads to behaviour 

that perpetuates unhappiness, which becomes habitual and leads to poor personal and 

social adjustments, which may in time, lead to personality disorders. 

According to Hurlock the core of the personality pattern is the concept the individual has 

of himself as a person. By early adolescence, both boys and girls are well aware of their 

good and bad traits, and they appraise these in terms of similar traits in their friends. They 

are also aware of the role personality plays in social relationships. 

Conger (1979:3) states that adolescent cognitive development is also reflected in the young 

person's attitude to himself, and in the personality characteristics likely to become 

prominent during this period. The adolescent's mental growth also plays an important part 

in the emergence of a well-defined sense of identity. 

Haun (1974:25) reports that all suicidal adolescents examined from clinical data presented 

clinical perculiarities that cannot be explained in terms of the suicide situation alone. He 

examined a number of psychological peculiarities: Peculiarities of moods are extremely 

frequent, giving the adolescent an appearance of moodiness. A taste for the absolute, with 
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its demands on the self, exists in all adolescents. However, in suicidal adolescents, the 

archaic ego-ideal is remarkable _for its fixity, rigidity, and progressive inability to be 

affected by the test of reality. The inadequacy of the usual defence mechanisms seems to 

be one of the most constant features in all suicidal adolescents. Finally, Haim concludes 

that the suicidal process seems to be the cause of the suicide act, and is certainly to be 

distinguished from the process of adolescence. 

3.7.1 The Tendency of Adolescence to Resort, to Action 

According to Haim, suicide is an act. This distinction illustrates the difference in the 

process of thinking and acting. The adolescent readily resorts to action. It is a constant 

characteristic of this period of life; and all those concerned with the education of 

adolescents know this and are concerned with it. 

Haim continues, in so far as certain social conditions encourage a resort to action, those 

that concern the adolescent directly do so to a far greater degree. Fear has a repressive 

attitude that encourages regressive attitudes in the adolescent - verbal now - communiti

on, the impossibility of expressing one's real experience, with a consequent falling back 

on various stereotyped modes of behaviour which the adult then describes as typically 

adolescent. But it is above all in himself that the adolescent finds conditions favourable 

to action There is produced within him an alliance between factors from the past and the 

present, each accentuating the other to form a whole that is favourable to action. 

Wolman (1976:31) indicated that the likelihood of the rate of adolescent suicide may be 

a function of the values assigned to the following variables: 

1. Personal vulnerability to interpersonal frustration; 

2. The intensity of such frustration; 

3. The likelihood of experiencing such frustration in a social framework; and, 

4. The likelihood of support is provided to the individual by the social framework. 
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Jacobs ( 1971: 14 ), after an examination of each of the aforementioned factors which are 

common to adolescents who commit suicide, derived the following central hypothesis: 

adolescent suicide attempts result from the adolescent feeling that he has been subject to 

a progressive isolation from meaningful social relationships. The adolescent must have 

experienced: 

I. A long - standing history of problems ( from early childhood to onset of adolescence). 

2. The escalation of problems (since the onset of adolescence) above and beyond those 

usually associated with adolescence. 

3. The progressive failure of available adaptive techniques for coping with the old and the 

new, increasing problems which lead to the adolescent's progressive isolation from 

meaningful social relationships. 

4. A chain reaction dissolution of any remaining social relationships in the days and weeks 

preceding the attempt which leads to the adolescent's feeling that he has reached " the end 

of hope." 

5. The internal process by which he justifies suicide to himself, and thus manages to 

bridge the gap between thought and process. 

Rouart ( 1968: 16) argues, that one of the main functions of action is a regressive defensive 

function against the anxiety aroused by a confrontation with an adequately perceived 

reality, amounting to a process of avoiding that reality. A defence by denial, which "denies 

by the magic of action and gesture", a defence in the struggle against dependence on the 

parents, and on the mother, in particular. But, like all resort to action, it is also, perhaps 

above all, a defence against the revival of painful memories: the adolescent acts in order 

not to know. 

3. 7.2 The Inadequacy of Defence Mechanisms 

Haim (1974:36) indicates that the inadequacy of the usual defence mechanisms is one of 

the most constant features in all suicidal adolescents. Faced with narcissistic wounds, 

damage to the ego ideal and object losses, the adolescent usually has enough defence 
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mechanisms at his disposal to perform his work of mourning. In the suicidal adolescent, 

two of these defence mechanism~ are particularly inadequate: 

The first of these is the mobility of investments - a corollary of movement. 

In all suicidal adolescents, there is an inability too disinvest the disappoint

ing or lost object. Despite the pain that they give, the adolescent maintains 

his investments, and shuts himself off from whatever is other, in a charac

teristic fixity that constitutes a veritable aberration in the normal process 

of adolescence. 

The other defence lies in the projective mechanism. Usually, when confronted by the gap 

that he feels between wishes and ideal aspirations on the one hand, and the more modest 

possibilities of satisfactions offered by reality on the other hand, the adolescent reacts by 

making a projective defence. According to the level of his elaboration, he constructs 

projects and theoretical systems with the ultimate intention of bringing reality into line 

with his own ideal image of it, or he reacts by attempting at once to alter reality by 

resorting to action that may develop into delinquency. In the case of the suicide adolescent, 

this mechanism is either disturbed, inadequate or absent all together. Either he turns his 

aggressivity directly back on himself, blaming himself for the gap between ideal and 

reality, which is reminiscent of the predominance of mechanisms of introjection or he tries 

at once to act on reality by resort to action, but, disappointed by the results thus achieved, 

he renounces action and turns the aggressive act back upon himself. 

3.8 SUlCIDOGENIC FACTORS 

3.8.1 Are Suicidogenic Factors Ca11ses of Suicide? 

There is no end to the factors that could be attributed with a suicidogenic role. Intellectual 

level is no longer seen as a suicidogenic factor. All scholars feel that every level is 

represented (Duche' 1964:23). According to Haim (1974:42), for a factor to be raised to 

the rank of a cause, it must be found in all or at least in a majority of suicides and cause 
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suicide in a majority of cases in the general population in which this factor exists. As far 

as adolescent suicides are concerned, no supposedly suicidogenic factor fulfills these 

conditions and in those examined none was found in all suicides. On the other hand, many 

of these factors are to be found with sufficient frequency, and sometimes in a constant 

fashion in the general population, while other factors are to be found more particularly in 

the population of adolescents with difficulties and disorders of various kinds, but none of 

them is specific to suicidal adolescents. Adolescent suicide cannot be attributed or based 

on a single cause of suicide. Since there is no single factor that can be regarded as the 

cause of adolescent suicides, it is very tempting to raise adolescence itself to the rank of 

a cause. However, since it is not justified to generalize a causal factor, the factors that are 

most closely linked to suicide are hopelessness and depression. 

3.8.2 Hopelessness, Depression and Suicide 

Although it is dangerous to assume that depression causes suicide, a number of studies 

have indicated that the two are very highly correlated (McGuire 1982; Shneidman 1991 ). 

For example, researchers found that suicide wishes occurred in 74 percent of a group of 

severely depressed people, compared to only 12 percent in a non-depressed group (Beck 

1967:73). Of course, a suicide wish is very different from a suicide attempt. In another 

study, 80 percent of the patients admitted to a general hospital because of a suicide attempt 

were found to be depressed at the time of initial observation. And, again, a study of 

successful suicides by mental patients in Massachusetts showed that the suicide rate for 

depressives was thirty six times higher than that for the general population (Temoche et 

al.1964:11). Between children and adolescents as well, depression seems to be highly 

correlated with suicidal behaviour (Sue et al. 1994:394). 

Such data can lead to the conclusion that depression plays an important role in suicide. Yet 

other studies have indicated that this role is far from simple. For example, evidence has 

shown that patients seldom commit suicide while severely depressed (Sue et al. 1994: 

395). Such patients generally show motor retardation and low energy, which keep them 

from reaching the level of activity required for suicide. The danger period often comes 
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after some treatment, when the depression begins to lift. Energy and motivation increase, 

and the patients are more likely to carry out the act. Most suicide attempts occur during 

weekend furloughs from a hospital or soon after discharge, a fact that supports this 

contention The risk of suicide seems to be only about 1 percent during the year in which 

a depressive episode occurs, but it is about 15 percent in subsequent years. 

Although depression is undeniably correlated with suicidal thoughts and behaviour, the 

relationship seems very complex. For example, why do some depressed people commit 

suicide while others do not? The answer may be found in the characteristics of depression 

and in the factors that contribute to it. Sue (1994 :395) makes mention of Beck, Emery and 

Greenberg ( 1985) who all believe that hopelessness, or negative expectations about the 

future may be the major catalysts in suicide and could be an even more important factor 

than depression. Beck conducted, a ten-year study of207 psychiatric patients, including 

adolescents, who expressed suicidal thoughts but had no recent history of suicidal 

attempts. Within 72 hours after hospital admission, each patient was measured on three 

variables: hopelessness, depression and suicidal ideation (thoughts about suicide). During 

the ten-year period, fourteen patients committed suicide, and the test scores of these 

people were compared with the others. The suicides did not differ from those who did not 

attempt suicide in terms of depression and suicidal ideation. But they did differ in terms 

of hopelessness. Those who died were more pessimistic about the future than those who 

survived. 

The analysis of the depression measure, lent even greater support to the notion that 

hopelessness may be the greatest predictor of suicide. Although the overall results 

obtained by the scale did not predict suicidal risk, the hopelessness item within the 

measure did. These findings suggested that the therapist should assess all depressed 

patients' attitudes towards their future to determine how hopeless they feel about it. 

3.8.3 Psychological Factors and Suicide 

Although not as strong as the findings associated with hopelessness and depression, many 
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other psychological factors have been found to be correlated with suicide. Findings have 

consistently revealed that many individuals who commit suicide suffer from mood 

disorders, schizophrenia, and substance abuse (Brent et al. 1988:353-385). A review of the 

literature on suicide also reveals that separation and divorce, academic pressures, shame, 

serious illness (Mackenzie & Popkin 1990: 141 ), loss of job and other life stresses may be 

contributing factors (Seiden 1977:267). 

One of the most consistently reported correlates of suicidal behaviour is alcohol 

consumption. Indeed, some have even stated that a successful suicide is rare in which 

alcohol abuse is not a factor. Many theorists have traditionally argued that alcohol may 

lower inhibitions that are related to the fear of death and make it easier to carry out the 

fatal act Alcohol use by an individual in psychological conflict may increase rather than 

decrease his or her distress (Sue et al. 1994:398). 

The most important suicidogenic categories are, of course, manic-depressive psychosis, 

character unbalance, and to a lesser extent, chronic alcoholism, schizophrenia, epilepsy 

and chronic delirium. On the whole 10% and 25% of mental patients commit suicide or 

attempt suicide (Haim 1974:44). According to Deshaies (1947:43), we must add 9% to 

those who have an active propensity to suicide, that is to say, who have definite ideas of 

committing suicide. 

Haim continues to say that: 

It seems to be the general -opinion that about 10% of all schizophrenics 

make suicide attempts, and that 2% actually kill themselves. It has been 

unanimously agreed that the suicide occurs above all, at the beginning, in 

the first few years of illness. It is a classic symptom of the prodromic 

phase, and we know how necessary it is to identify the signs of incipient 

schizophrenia in an atypical attack of depression in a young subject. This 

fact is worth emphasizing, since two thirds of all schizophrenics enter the 

evolutive phase of their disorders during adolescence. It may be assumed 
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therefore that many of the 10% of suicidal schizophrenics are young 

subjects, and that the proportion of suicidal subjects among adolescent 

schizophrenics are well above 10%. 

To sum up Bairn's argument, it is understood then, that mental illness is an obvious factor 

in only a minority of suicidal adolescents, and among the mentally ill adolescents, the 

suicidal rate is low. Although mental illness may have a part to play, it cannot be regarded 

as the sole explanatory cause of suicide. Otherwise, how can we explain that the majority 

of the mentally ill persons do not commit suicide? Must we conclude, then, that the 

majority of suicidal adolescents do not suffer from psychiatric disorders, or that we must 

revise our notions of what constitutes a psychiatric disorder? 

3.8.4 Cognitive Factors and Suicide 

Recent formulations have suggested a cognitive interpretation of the relationship between 

alcohol use and suicide. Rogers (1992) argued that the strength of the relationship between 

alcohol and suicide is the result of alcohol-induced myopia ( a constriction of cognitive 

and perceptual processes). 

This line of reasoning relies heavily on the cognitive characteristics of people who attempt 

suicide: they are more rigid in their line of thinking, less flexible in problem solving, and 

more prone to dichotomous thinking (Linehan et al. 1982:234). They generally perceive 

solutions as all-or-none (life or death) and are myopically incapable of coming up with 

alternative solutions. 

Steele (1983:57) found that alcohol constricts cognitive and perceptual processes. 

Although it may relieve depression and anxiety by constricting thought ( distracting the 

person from the problem), it is equally probable that alcohol-iuJuced myopia may 

intensify the conflict and distress by narrowing the person's focus on his or her problems 

69 



3.8.5 Sociological Factors and Suicide 

The questions that need to be asked: 

I .Do the Sociological factors really play a role in adolescent suicide? 

2.Are they peculiar to adolescent suicide? 

3 .Lastly, and perhaps most importantly, to what extent is the sociological factors 

suicidogenic? 

These questions will be answered in the discussion that is to follow: 

Familial factors: Durkheim (1951:47) pointed to the detrimental influence that early 

marriage, under the age of twenty, can have, especially on males. However, according to 

Haim (1974:56) this point is hardly mentioned in most works, no doubt, because there are 

far too few subjects for whom this was the case for any conclusions to be drawn. 

Haim continues to emphasize that the anomalies in the familial structure are the principle 

factor that needs to be examined in adolescent suicidal behaviour. Among adolescent 

suicides, those with a normal familial situation are relatively few and are even in a 

minority. The same anomalies occur over and over again: absence of one of the parents, 

and with relative frequency of both parents, for the most diverse reasons • death, prolonged 

illness, abandonment, an unmarried mother, etc. And it may occur in a context of 

separation, divorce, remarriage, or one of the parents living with another partner. In 

addition to these anomalies in the overt structure of the family, there can be, within an 

apparently normal atomic family, important disturbances, in intra - familial relations. 

Their effects are obviously more difficult to assess, on account of their subjective 

character and the nature of the criteria, but they may range from the incompatibility of the 

parents to the mental illness of one ( or both) of them. 

The absence of the father deserves particular mentioning. This absence always goes back 

to childhood, and may be the result of most diverse causes: the real absence of the father 

70 



by abandonment, death, or some fortuitous event or the de facto absence of a father who 

is "physically" present, but who _establishes no relationship with his child. And it is a 

strange fact that the absence of a father may have an effect not only on a son, but also on 

a daughter. All these factors result in changes of varying degrees of importance which 

have an effect on the teenager. 

The most frequent cause is a feeling of a real state of isolation. The French sociologist 

Halbwachs (1978:14) felt that the "way of life" of people is of great importance in 

explaining suicide. In addition, although he also ascribed the causes of suicide to "social 

facts", he recognized the importance of individual motives. Fundamentally, he regarded 

the immediate cause of suicide to be the growing complexity of social life and the 

resultant, "social isolation" of the suicidal individual He thus concluded that suicide rates 

tend to be high in social structures where social differentiation promotes the detachment 

of individuals from stable relationships with others, such as in urban areas. A way of life 

that promotes social isolation is therefore the fundamental cause of suicide according to 

Halbwachs. 

3.8.6 Biochemical Factors and Suicide 

Neither a purely sociological nor a purely psychological perspective seems to adequately 

explain the causes of suicide. Probably both sociological and psychological factors are 

involved. 

It is also likely that other factors are involved. For example, consistent with the strong 

evidence that chemical neurotransmitters are associated with depression and mania, 

similar evidence shows that suicide is influenced by biochemistry. This evidence was 

discovered in the mid- l 970s, when researchers identified a chemical called 5-

hydroxyindoleacetic acid (5HJAA) (Ashberg 1976). The spinal fluid of some depressed 

patients had been found to contain abnormally low amounts of 5 HJAA, which is produced 

when serotonin, a neurotransmitter that affects moods and emotions, is broken down in the 

body. Moreover, some evidence exists that the serotonin receptors in the brainstem and 
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frontal cortex may be impaired (Mann et al. 1986:48). 

Preliminary statistics on patients with low levels of 5HIAA indicated that they are more 

likely than others to commit suicide, more likely to select violent methods of killing 

themselves, and more likely to have a history of violence, aggression, and impulsiveness. 

Researchers believe that the tendency toward suicide is not a simple link to depression. 

We already know that depressed patients also exhibit low levels of 5HIAA. What is 

startling is that low levels of 5HIAA have been discovered in suicidal people without a 

history of depression, and in suicidal individuals suffering from other mental disorders 

(Brown et al. 1982:162). 

This discovery may lead to a chemical means of detecting people who are at high risk for 

attempting suicide. However, researchers in this area caution that social and psychological 

factors also play a role. If, in the future, cerebral serotonin can be detected easily in blood 

tests, it can be used as a biological marker (a warning sign) of suicide risk. Researchers 

believe that low 5HIAA content does not cause suicide, but it may make people more 

vulnerable to environmental stressors (Hatton &Valente 1984:77). 

And still another caution is in order: this evidence is correlational in nature; it does not 

indicate whether low levels of 5HIAA are a cause of or a result of particular moods and 

emotions - or whether the two are directly related. 

3.8. 7 Socio-economic Factors and Suicide 

Haim (1974) states that young suicidees are to be found in all levels, and have parents 

belonging to every professional group. Schlebusch (1979:82) agrees that socioeconomic 

factors are significant in youthful suicide. The predisposing youthful suicides appear to be 

much more related to home, family and school life. Poverty has been associated with 

suicide and so has wealth, but on balance there is no real evidence that suicide is more 

frequent among the rich or the poor. Nevertheless, suicide is most prevalent in the 

transitional sections of a community, which are usually impoverished and run down areas. 
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Sainsbury (1955:66) has reported that low income by itself does not lead to high suicide 

rates. In his ecological studies, he discovered that it was the poor stability of a 

neighbourhood and not its poverty which accounted for the high rate of suicide. Stengel 

(1964:52) points out that possibly the lower income groups are over-represented when it 

comes to attempted suicide whereas those with higher incomes may choose where they 

wish to be treated. 

3.8.8 Circumstantial Factors and Suicide 

Apparently, the circumstantial factors are difficult to define. It includes any chance events 

that occur during the adolescence of the subject, and which by its very existence may be 

supposed to have played a direct role. The cause most often cited for the suicide act is of 

a circumstantial kind. This is confirmed by the suicidee himself, either in the messages 

that he leaves behind him or in what he says when he survives the attempt, by those around 

him and by the general public. The suicide, those around him and by the general public are 

not alone in stressing the importance of circumstantial causes. In the probable causes of 

suicide, we find personal problems side by side with mental disorders, drunkenness, 

incurable diseases etc. (Haim 1974:57). Durkheim (1951:63) and Delmas (1932:15) were 

in agreement on the role circumstances play in the suicidal behaviour of adolescents. 

Circumstantial factors are cited as the real cause of suicide or factors that trigger the act. 

The most varied events are cited, from an ordinary argument to some serious event that 

led the subject to believe that his whole future was injeopardy. In different works, one 

finds such events as a refusal on the part of parents to allow the adolescent to go out, or 

to buy a particular article of clothing or some other object, or the choice imposed by the 

parents at the time of the purchase, lack of success at school, disappointment in love, 

being sent away to boarding school, upheaval in the family on the social-economic plane 

or a combination of such an upheaval with the sudden changes in the intra-family affective 

relations that it involves and the loss of some loved person. Haim (1974:71) indicates in 

his own experience, he found the same diversity, but with a particularly high frequency of 

lack of success at school, disappointment in love and the loss of some loved one. On the 
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other hand, he has noted that certain events, such as long - distances moving of house and 

intercurrent somatic illness, are rarely mentioned. Quite obviously, not all the events 

mentioned as causes of suicide, or at least, as factors that trigger it off, have the same 

significance. It does not depend on the type of event, but on the context in which it occurs. 

3.8.9 Environmental Factors and Suicide 

Durkheim (1951:78) indicates that society manifests itself as an external force which 

exerts a coercive pressure upon its individual members. The individual cannot escape this 

coercive pressure and consequently his actions are largely detennined by collective social 

patterns and practices over which he has little or no control. The individuals are thus 

dominated by a moral reality. In line with this approach, Durkheim contended that a 

suicidal tendency in a society must depend on the outcome of interrelated social causes 

and that suicide is thus a collective phenomenon. According to him, suicide must therefore 

result from one causal factor which remains constant with the cause of time. Durkheim 

thus believed that in order to understand the problem of suicide one must consider the 

dynamic social factors rather than isolated individual motives. 

On broader basis it seems that causal factors in suicidal acts relate to the group attitudes 

in a specific society, the adverse extraneous situations that every individual faces, and the 

way these interact with personality. Thus, when the ordinary defence, control and the way 

of living and caring break down or become ineffective, hopelessness and a feeling of 

failure arise in the individual. He feels abandoned and his thinking no longer allows for 

alternatives - the thoughts of suicidal behaviour become the only alternative. This arises 

from a crisis which is accompanied by the ineffectiveness of coping skills and mechanisms 

to resolve the individual's problem (Watkins 1969:28). 

3.9 FIVE COMPONENTS OF SUICIDE SYNDROMES 

The five components of a suicide syndrome can be singled out as found in the discussion 

by Breed (1972:3-18): 
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I. Rigidity: a psychological trait is often found among those who commit 

suicide indicating that the person is relatively inflexible, unable to shift 

roles and goals from one line of activity to another or from a high 

aspiration to a more feasible one. The rigid person is unable to break out 

of established patterns and feels that other persons have stamped him into 

a mold; he cannot discern a solution - a change to something different and 

more satisfying. This inflexibility reinforces the second component of the 

syndrome - commitment to a given goal. 

2. Commitment: individuals who have attempted suicide frequently seem 

to have had high aspirations - a strong desire to succeed at some endeavour 

or role. All humans play many roles but certain roles predominate for a 

given person. But each individual must work out in a social context how 

deep his commitment to each role will be. When a person is heavily 

committed to a role he "becomes locked into a position and coerced into 

living up to the promises and sacrifices built into it. To embrace a role is 

to be embraced by it." 

3. Failure: an individual experience failures when the quality of his role 

performance falls short of his goals or his commitments. When this occurs 

and the person feels that he has failed and feels that it is his own fault, the 

risk of suicide rises. This is true only when the person has been heavily 

committed to the goal and when he is so rigid he cannot shift into new 

pursuits. Among males this role failure is usually specific to the 

occupational sphere, a culturally - imposed expectation, but failure in 

family roles may also raise the suicidal risk. Among women the failure 

almost occurs in one of the roles most closely related to the family -

mother and wife. The term failure combines role performance below the 

high standards the individual has set for himself with culpability felt by the 

individual when he has not reached these high standards of performance. 
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4. Shame: when failure occurs in a role to which a person has been highly 

committed and it is a publicly recognizable event, he may feel shame. 

Shame can be more shattering to the self than guilt Guilt involves a 

specific transgression of a norm, and can be expiated by paying a penalty. 

Shame involves the whole self and it occurs when a goal is presented by 

the ego ideal is not being reached. Shame is a real shortcoming - exposing 

the self without ego defence mechanisms to the self and others. It is the 

sudden exposure of weakness in the eyes of significant others that hurts 

most deeply. The person feels disgrace and a loss of honour, integrity, and 

self - esteem. He perceives not just error but a sense of worthlessness. He 

sees himself as exposed to the pitying reflections of others. 

5. Isolation: failure and the response to shame do not occur in isolation. 

The person is aware, whether justified or not, that other persons share his 

assessment of failure. He takes the attitude of the other and direct it toward 

himself. In his state of despair he is all too prone to conclude that the 

others, too, are evaluating him negatively. Not only does he feel important, 

he emphasizes the strengths of others. When this happens a process of 

withdrawal often follows and the person becomes more and more isolated 

from other people. On the other hand, the non-shamed person is free to 

play many roles and to relate to many significant others. This flexibility 

shields him when crisis hits. Change is only change, not disaster for the 

person who does feel shame. However, failure and negative role taking, in 

the rigid and committed person, add enormously to the suicidal potential. 

These five components of suicide do not, of course, constitute a formula for suicide. 

However, they do describe the basic pattern of suicide in some cases. Other components 

such as unfortunate parent-child relations in the individual's early life, psychopathology, 

and feelings of hopelessness and despair after the shame certainly also enters the picture. 

Some of the elements discussed above, together with the intense emotional experiences 

may be the ingredients for an individual or teenagers to be pressured into a suicidal 
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depressive state. 

3.10 DEPRESSION AND SUICIDE 

It may be stated that, at this point of the research, the meaning of suicide, to an extent, 

should be clearly understood. Having said this, the writer endeavours to establish a 

relationship between suicide and depression. Well, depression is the state of feeling sad 

and hopeless most of the time, overcome by gloomy thoughts and feelings. Everyone feels 

sad, upset, depressed or unhappy sometimes. It is extremely unlikely that an individual 

will feel like laughing and smiling all through every day. We all get upset by various 

situations, events and people, usually not for very long. 

The years between eleven and twenty are generally a time of turmoil, because the 

teenagers are testing relationships, and learning about life, expectations, disappointments, 

disagree- ments and adjustments. At the same time they will probably be dealing with 

school, exams, making decisions about future studies or work and possibly seeking 

employment. All these can cause stress, and at times lead to feelings of confusion and 

sadness. The following events are the most common causes of adolescent depression, 

although there are many other personal reasons (Margow 1993:129): 

* feeling unloved, uncared for; 

* a change of school or home environment; 

* the loss of a boyfriend or girlfriend; 

* parental divorce; 

* expectations not being met; 

* illness in the family; 

* a parent remarrying; 

* the arrival of a step-family; 

* the death of a relative or friend; 

* the birth of a brother or sister; 

* problems at school (coping with work or friends); 
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* problems at home (communication or financial); 

* jealousy (feelings that others do better or have more); and 

* anxiety over appearance (pimples, breast developments, weight and so on). 

Margow (1993:135) continues to indicate that many teenagers also suffer from hormon

ally - induced bad moods or impulsive reactions, which may lead to arguments with 

family members or friends. If these occur very often or last a long time, they could be the 

stimuli of a more lasting depression. The signs of serious depression are usually: 

* restlessness; 

* lethargy; 

* weight gain or loss; 

* sleep disturbance; 

* pessimism (a gloomy outlook on life); 

* loss of appetite or increased appetite; 

* poor self-esteem; 

* lack of interest in most things, including your appearance; 

* sadness - sometimes to the extent of wishing life could just end; 

* Irritability towards others; 

* staring into space for long periods; 

* lack of concentration; and 

* despondency (feeling everything is pointless). 

Not all of these signs appear at once in a person who is depressed - only in the most severe 

depression, will this happen. 

3.10.1 Why is Depression Dangerous? 

Depression is dangerous because if you are in a state of full-blown depression, you do not 

live normally. Your thoughts are all pessimistic, and because it is such a painful state to 

be in, you may think of inappropriate and drastic ways to get away from the miserable 
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state of affairs. For some depressed people, suicide is an option that seems to offer quick 

and complete release - " The misery will end," is as far as the depressed person can see 

at that time. When your lines of communication with people have broken do~ when you 

feel unloved and worthless, then talcing this drastic step to put an end to everything can 

seem like a quick way out {Margow 1993:130). 

The following poem recorded by Robinson { 1989: 14 2 ), revealed how a depressed person, 

overwhelmed by pain and misery, thinks about a way out and an end to the painful 

emotional experiences. 

I sat on the bed 

waiting/or the right moment 

Soon 

Very soon 

I made sure everything would be right 

the razor 

silver and sharp 

gleams against the candlelight 

Soon 

Very soon 

I won't make a sound 

the razor's edge 

gliding on the skin of my wrist 

at last I feel the warmth 

that I've always wanted to feel 

the dark red blood runs down my 

arm and now the next wrist. 

The beauty of the blood 

seen by the candlelight 

is kind of yearning with no one to see my ecstasy 
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oh well, no big loss 

Soon 

Very soon 

my misery will end 

no more 

my misery will end 

Wilson 

3.11 COMMUNICATION OF INTENT AND SUICIDE NOTES 

For death to be recorded as a suicide, it has to be established that the deceased died as a 

result of his own actions and that he intended to die of them. But how is suicidal intent to 

be established? There may be many indications of preparation to depart this life or there 

may be few. However, even the secretive person or the individual who is unaware of his 

lethality will impart some cues of his self-destruction plans (Taylor l 988:42). Shneidman 

and Farberow (1961:53) found that eight out of any ten people who destroy themselves 

have given evidence of their intention to do so. 

Allport (1942) contended that personal documents have a significant place in suicidal 

intent. Perhaps the most personal document of all is the suicide note. It is the unsolicited 

communication of a suicidal person, usually written minutes before the suicidal death. It 

is an invaluable starting point for comprehending the suicidal act and for predicting such 

events. Suicide notes are without question communications - written communication. 

Often such a note is a final communication, a last desperate act of saying something to 

someone. 

A simple, verbal announcement may be the precursor for suicide: "I've decided to kill 

myself'; "I've had it"; "I'm through" "I've lived long enough"; "I'm calling it quits -

living is useless"; "There is a better way." (Wekstein 1979:62). Declaration ofintent may 

be vague, nonspecific, philosophical or abstract. The content may reflect seething rage, a 

motive for revenge, quiet resignation, contemplativeness, happy anticipation and even 

humour. 
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As the manner of death does not normally provide enough evidence to establish suicidal 

intent, then it might be thought that suicide notes would provide the conclusive evidence. 

A suicide note can be seen as the nearest equivalent to a written confession in a criminal 

case. In fiction, characters who kill themselves often write long and elaborate notes. The 

reality is somewhat different First, notes are only recovered in a small minority of cases 

where suicide is suspected and, even in cases where a suicide verdict is eventually 

recorded., notes are only discovered in about 25 percent of cases. Secondly, even when a 

note is recovered, it is not always a clear expression of a suicidal motivation. (Taylor 

1998:43). 

Communication of intent can be in writing, with the same morbid content or suggestions. 

Anyone who receives a note or letter that carries direct, indirect or even a symbolic 

connotation of death-orientation and lethality should waste no time attempting to 

determine its authenticity but, rather, should act. The potential victim may still harbour 

ambivalence, with some hope or wish for rescue. If received in time, the distress signal of 

the suicide note can be lifesaving (Wekstein 1979:62). 

It is also important to appreciate the fact that suicidal notes often reflect terrible 

unhappiness, distress and pathology. However, Shneidman (1976:66) states that they are 

by no means conclusive, nor are they pathological concerning mental illnesses. 

3.12 ATTITUDES TOW ARD SUICIDE 

Society has always viewed self-destruction with reservations and restrictions. Perhaps the 

act reactivates and kindles inner, dormant anxieties. At one time or another, we have all 

contemplated the possibility of terminating our lives. The realizations that there are those 

who follow through with this purpose has had - and can have - a profound effect, 

particularly on those whose ego controls are unstable and shaky. 

Seiden (1%9:75) indicates that suicide troubles and appals us because it so intransigently 

rejects our deeply held conviction that life must be worth living. One means of contending 
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that self-destruction is an available escape from coping, has been through reaction 

formation. Perceiving suicide as sinful, profane, cowardly or criminal and responding to 

the perpetrators of such an act with disdain, served to dissuade others from such an 

unsanctioned deed. Farberow and Shneidman (1961:29) state that society still, perhaps 

because of the very nature of the phenomenon and the kinds of feelings evoked by suicidal 

activity, have tended to deny its very existence. 

According to Alvarez (1972:24), if man was the creature of God and man chose to destroy 

that which God has created, then man was a murderer, a felon; although he had escaped 

conviction by his death, his goods and his lands were still subject to confiscation and his 

reputation was destroyed. 

3.13 MODES AND METHODS OF SfilCIDAL BERA VIOUR 

According to Shneidman ( 1976:4) the modes of suicide are found to vary very slightly in 

different countries. He reports that hanging is most common amongst males; then 

drowning, firearm, stabs and cuts, poison and precipitation from heights and amongst 

females, drowning comes first, while poison and hanging are more frequent than other 

methods entailing effusions of blood and disfigurement of the person. The methods used 

in England and Wales by suicides during 1888-1897, and in Scotland during the years 

1881-1897, is listed in the tables below: 

Table 3.1 Modes of Suicide in England and Wales- 1888-1897 

Males Females 

Order of frequency Mode Number Mode Number 

1 Hanging 5669 Drowning 2089 

2 Stab- cut 3594 Poison 1652 

3 Drowning 3443 Hanging 1336 

4 Poison 2264 Stab-cut 771 

5 Firearm 2152 Firearm 52 
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6 I Oiliernise 11773 527 

Table 3.2 Modes of Suicide in Scotland - 1881-1897 

Males Females 

Order of frequency Mode Number Mode Number 

1 Hanging 741 Drowning 430 

2 Drowning 630 Hanging 257 

3 Stab-cut 556 Poison 145 

4 Poison 257 Stab-cut 144 

5 Firearm 245 Firearm 6 

6 Otherwise 207 Otherwise 100 

Table 3.3 Methods of Suicide by Adolescence in the United States-1985-1987 

Male Female 

Order of Frequency Mode Numbers Numbers 

1 Firearms 7856 1244 

2 Hanging 2567 311 

3 Poisons 1583 788 

4 Other 646 170 

The data are from National Centre for Health Statistics, U.S.A. (Maris et al. 1992:390) 

The method that an individual chooses for suicide is influenced by a number of factors and 

has a major impact on the likelihood of a fatal outcome. The availability of method is 

among such factors. Ready access to a method ( e.g. drugs, poison, firearms, etc.) and/ or 
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familiarity with it may increase the likelihood that it will be chosen in suicide. Lester 

(1988:37) in his research with college students, reported that factors such as painlessness, 

availability, and nondisfigurement appealed to those choosing drug overdoses, whereas the 

student selecting guns cited the quickness of this method. 

The intent and motivation of the suicidal individual may also determine the method 

selected. For example, Fox and Weissman (1975:44) studied 258 suicide attempters and 

compared those who had used pill injection to those who had used violent methods 

(shooting, jumping, wrist cutting). Among those injecting pills, the suicide attempt was 

found to be more impulsive, the attempters' intention of actually killing themselves was 

low, and the act was more often motivated so as to obtain attention from others. On the 

other hand, the actions of the violent attempters were more carefully planned, their intent 

to die was higher, and their motivation entered upon self-directed hostility. Thus, the 

methods chosen by these individuals appeared to depend at least partially on the level of 

their intention and desire to die. 

Methods employed in suicide vary widely in their dangerousness and likelihood of 

resulting in death - that is, in their lethality. Fox emphasized that the order of frequency 

does not mean that the less lethal methods ... cannot or do not kill or seriously injure. 

However, it can be concluded from the lethality rankings of the methods as illustrated in 

the above tables, that statistically speaking, the less lethal methods do not result in as many 

deaths, proportionately speaking, as the more lethal methods. 

Table 3.4 below are the results of research conducted in Durban by Pillay (1984:66). It 

comprises of a comparison of the male and female groups with regard to the method used 

in suicidal attempts. 

Table 3.4 Methods used in Adolescence Suicidal Behaviour in Durban -1984 

Method used Male % Female% Tota/% 

Tablets (overdose) 68.8 82.5 79.4 

Liquid poisoning 25.0 15.8 15.l 
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Hanging Nil 1.7 1.4 

Cutting Nil- Nil Nil 

Other 6.2 Nil 1.4 

Table 3.5 below are the results of research conducted in Durban by the Addington hospital 

and the University ofNatal - 1990 / 1991 (Kok et al.1991:24). 

Table 3.S Methods used by parasuicide adolescents in Durban - 1990/1991 

Method used Male % Female % Total % 

Self-poisoning 93.9 94.5 89.0 

Tablets overdose 4.1 3.5 5.2 

Self-injury 1.1 1.9 3.5 

Hanging 0.9 0.1 2.3 

Table 3.6 refers to the findings of this research. The data was retrieved via questionnaires 

that were completed by some of counselling and treatment institutions in the Durban area. 

Table 3.6 Methods used in Adolescent Suicidal Behaviour from 1/07/1998 to 30/06/2001 

Methods used Male-No. Female-No. Total-No. 

Overdose 970 2156 3126 

Hanging 1190 197 1387 

Self-injury 200 368 568 

Liquid poisoning 90 136 226 

Others 103 90 193 

2553 2947 5500 

The following Table 3. 7 comprises the results retrieved from questionnaires completed by 

12 out of20 Christian adolescents (males and females) from the Durban area who were 

equally, randomly and conveniently selected through the help of pastors. Of these 
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individuals three of them attended my church; 10 of them where interviewed by their own 

church pastor; and 7 of them where referrals by pastors who were too busy. Although all 

these individuals were not suicidal, 12 of them attempted suicide at some point in their 

lives and 8 were from problematic family environment who experienced suicide ideation. 

Of these 8 individuals, 5 indicated that they would have chosen overdoses; 2 hanging; and 

1 self injury. 

Table 3.7 Methods used by Suicidal Christian Youth -2002 

Methods used Male(6) Female(6) Total 

Overdose 1 4 5 

Hanging 3 - 3 

Self-injury 2 2 4 

Liquid poisoning - - -
Others - - -

6 6 12 

A cross-cultural discussion on suicide was conducted at the School of Global Mission near 

Durban during the year 2002. As a lecturer of this school, I have easy access to the 

missionaries. These individuals are from Africa and the third world eastern developing 

countries. Life is difficult in these countries due to the low economy and over population. 

Most of these individuals are not wealthy as they come from poor family background 

which is embedded in strong moral and religious consciousness. Some are recent converts. 

Some of them are from broken and unstable families. All these missionaries have a 

common desire to serve the Lord Jesus in their country and the mission fields when they 

return home. 

After an interesting discussion, the participants were directed in the completion of the 

questionnaire. Although many of them attended the session, I chose 15 males and 15 

females for the survey for the purpose of comparison and mainly representation. Thirty 

Afro-asian missionaries, who represented eight countries, voluntarily completed the 

anonymous research questionnaire. On the questionnaire 12 of them disclosed that they 
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attempted suicide prior to being counselled by the church pastor. However, 8 of the 12 

disclosed that the experience happened before conversion to Christianity. The remaining 

16 of them indicated that they themselves were not suicidal but knew a friend or relative 

who was. The results of these are reflected in table 3.8 below. 

Table 3.8 Methods for Suicidal behaviour Chosen by Young Afro-asian Missionaries 

Country Method used Male Female 

India (before conversion) Self-injury - 1 

Hanging 1 -
Indonesia (relative) Overdose - 2 

Hanging 1 -

Japan (before conversion) Overdose - 1 

Hanging 1 -
Kenya (friend/relative) Self-injury 1 2 

Liquid poisoning - I 

Lesotho (friends) Self-injury - 1 

Hanging 1 -

Mauritius (friends) Overdose 1 -
Gun-shot 1 -

Pakistan (before Overdose - 1 

conversion) Self-injury 1 -
South Africa ( friend, Overdose - 2 

relative and 2 before Hanging 2 -
conversion) Gun-shot I -
Tanzania (friend/relative) Overdose 1 1 

Liquid poisoning - 1 

Zambia (friends) Overdose - I 

Hanging 1 -
Liquid poisoning 1 -
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I Zimbabwe (friends) Overdose 1 

Hanging 1 

The following table is a summary of Table 3.8: 

Method used Male Female Total 

Tablet overdose 2 9 11 

Hanging 8 - 8 

Self-injury 2 4 6 

Liquid poisoning 1 2 3 

Gun-shot 2 - 2 

15 15 30 

According to the data listed in the tables above, the modes of suicide preferences are found 

to vary in different countries. Tables 3.1 and 3.2 show that, in England, Wales and Scot

land during the periods' 1881 to 1897, hanging and drowning predominates as a method 

in suicidal behaviour. However, with reference to table 3.3, in the United States, 

approximately a century later, firearms predominated as a method used in suicidal 

behaviour. In England, Wales and Scotland, the males attempted or committed suicide 

more frequently than the females and they chose the most lethal methods as compared to 

the females who chose less lethal methods. On the other hand, in the U.S., the use of the 

most lethal method, firearms, by both male and females equally, has increased while the 

uses of less lethal methods have decreased. 

Now, focusing on Durban, the area of this research, Table 3.4, in reference to research 

conducted in 1984, shows that in both the male and female adolescent groups, ingestion 

of tablets predominates, as a method used in suicidal behaviour. A smaller percentage of 

both males and females used liquid poisoning. In this study, a conclusion with regard to 

male/female difference cannot be drawn in terms of lethality of the method used Lethality 

is usually measured in terms of an intent 
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Table 3.5 shows that in Durban during 1990/1991, both male and female adolescents were 

equally suicidal and they mostly used self-poisoning. However, table 3.6 shows that in the 

present research conducted in Durban for period 1998 to 2002, tablet overdoses and 

hanging were mostly used as a method in suicidal behaviour. It is clear from the data that 

the males used hanging as compared to the females who chose a less lethal method of 

tablet overdoses. 

Table 3.7 reflects the results of an interview conducted in Durban during 2002 with 20 

Christian youth. The males chose predominantly hanging and to a lesser extent overdose 

whilst the females chose predominantly overdoses and to a lesser extent self injury as a 

method used in suicidal behaviour. Table 3.8 indicates that the Afro-asian missionaries 

followed the same trend. 

In conclusion, it has become evident from the above data that the choice of methods and 

their lethality is influenced by many personal and social factors that change with time. 

According to the present research, the female adolescents attempted suicide more often 

than the males. However, the males utilised more lethal methods and completed the 

suicide act more often as compared to the females whose attempts were unsuccessful due 

to the use of less lethal methods. Let us now consider the findings of this research, 

especially the factors that influenced these suicidal actions. 

3.14 FINDINGS OF THIS RESEARCH: FACTORS/CAUSES OF ADOLESCENT 

SUICIDAL BEHAVIOUR 

3.14.1 Introduction 

According to a report in the Medical News Tribune (2 October 1986), a seminar was held 

in South Africa on the subject of Adolescent suicidal behaviour. Principal speaker, Dr. 

John Kulig, listed the major causes for teenage suicide ( cited in Mccann 1987:86): 

1. Peer rejection; 
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2. Personal loss; 

3. School failure; 

4. Family crisis; 

5. Teenage pregnancy; and 

6. Threats of punishment. 

The findings of this research, as listed in the tables below together with the discussion that 

follows, tend to agree and affirm the aforementioned list of major causes of adolescent 

suicidal behaviour. 

3.14.2 Counselling Organizations and Treatment Centres 

Table 3.9 The Data from Counselling Organizations and Treatment Centres 

Reasons Life Line Child Line Hosp./Clinics Churches 

Family related 60% 55% 65% 55% 

Social 20% 25% 25% 30% 

Economic 15% 15% 5% 10% 

Education 5% 5% 5% 5% 

Table 3.10 Trends noticed by Counselling and Treatment Centres 

Trends Life Line Child Line Hosp.I Clinics Churches 

Boy / girl / breakup 20% 15% 20% 5% 

Reprimanded by parents 10% 10% 5% 10% 

Poor parent/child relation. 10% 5% 10% 10% 

Family conflict/violence. 15% 16% 15% 15% 

Life is not worth living 30% 25% 25% 25% 

Peer pressure 2% 3% 3% 10% 

Sexual abuse 5% 10% 2% 1% 

Teenage pregnancy 5% 10% 15% 15% 
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ability to succeed. One explanation for this, is that they were highly motivated by their 

parents to achieve and had crea~d unrealistically high expectations for themselves. In 

order to escape embarrassment of family and the feeling of failure of others, the adolescent 

had become suicidal. 

The South African Depression and Anxiety Support Group's (DASG) latest report 

discJoses the reasons as to why adolescents are so vulnerable and what is the risk factor 

(The Phoenix Tabloid 2002:21). The DASG indicated that adolescents have to deal with 

physical changes by which they are easily overwhelmed. At this age they need to form a 

separate identity from their primary family group, often resulting in self-doubt, uncertainty 

and low self-esteem. For some adolescents returning to school is loaded with potential 

anxiety. The uncertainty of a new year, in a new class, with different classmates, is fraught 

with feelings ofloneliness and the pressure to 'it in' and to reestablish relationships. The 

transition from primary to secondary school is often a change that many already vulnerable 

teenagers find difficult to cope with. DASG quotes a Johannesburg psychologist who 

indicated that unresolved conflicts from childhood often surface in the adolescence phase. 

In fact, the early symptoms and signs of psychological disorders often first emerge in late 

adolescence ( 15-18 years). 

DASG further states that youngsters who commit suicide are more likely to come from a 

broken home or one in which there is significantly poor parent-child communication. 

Psychiatric diagnoses are present in about 90 % of all suicidees. The underlying cause is 

almost always depression. Depressive disorders alone or in combination with aggressive 

behaviour and/or substance abuse or anxiety are found in over half of all suicides. Other 

risk factors include: previous suicide attempts, current suicide thoughts, access to firearms 

and situational stress. 

3.14.3 Causes of Suicidal Behaviour among Christian Adolescents 

According to interviews conducted with 20 Christian youth, the reasons for attempted 

suicide by the teenagers were mostly family related (unloved, rejection, sexual and verbal 
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abuse, conflict and violence, stressful events, too strict) and secondly social (rejection, 

boyfriend/girlfriend problems, rape, guilt, shame, interpersonal discord, fear, illness). The 

others were: economic (little or no income at home - hardships experienced); education 

(blow to the self-esteem, failure at school, refusal to go to school and problems faced at 

school); religious conflicts (not conforming to parents' religion, dating someone from 

another religion); alcohol and drug abuse. 

Table 3.11 Data from suicidal Christian youth - 2002 

Reasons Nunber 

family conflict and violence 3 

unloved and rejection 2 

sexual and verbal abuse 2 

rape 1 

boy I girl breakup/problems 3 

illness 1 

economic ·2 

failure at school/home 2 

religious I too strict parents 3 

alcohol and drug addiction 1 

20 

From the data reflected in Table 3.11, it is vividly evident that the cause for suicidal 

behaviour even among Christian adolescents is mainly family related. Family conflict and 

violence (3 out of every 20 respondents); religious and too strict parents (3 out of every 

20 respondents); unloved and rejection (2 out of every 20 respondents); and sexual and 

verbal abuse (2 out of every 20 respondents). The social elements are the second causal 

factor for suicidal behaviour in Christian youth, which is 6 out of20 respondents. Other 

causes are boy/girlfriend breakup (3 out of20); rape (1 out of20); illness (1 out of 20) and 

alcohol and drug abuse (1 out of20). Finally, economic (1 out of 20 respondents) and 

education - failure (1 out of20 respondents). 
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3.14.4 The Home Environment of Christian Individuals as a Predisposing Factor in 

Suicidal Behaviour 

Table 3.12 Marital position of parents of adolescents 

Marital position of parents Number of youth 

Married to 

Divorced 2 

Separated 3 

Widowed 1 

Unmarried 2 

Not Applicable 2 

20 

Table 3.12 indicates that there was greater suicidal ideation in 10 out of 20 youths whose 

parents were married. Although the marital system of the parents was intact, the 

individuals indicated that they experienced not only lack of attention from their parents 

but also poor interpersonal relationships as well as poor parent-child communication. 

Despite the marital position of parents remaining predominantly intact in the present 

study, there are the likelihood parental incompatibility and disruption of close 

interpersonal relationships, could lead to highly stressful situations which precede the 

suicidal attempts. Some of the adolescents disclosed that their parents were too busy with 

their own affairs and had little or no time for them. Some other contributory factors to 

suicidal behaviour were parents nagging their children for every little issue and the 

parent's failure to meet the adolescents' high demands. On the other hand, in marriages 

that were unstable, most of the time the adolescents were exposed to violent outbreaks, 

quarrelling and disruption of the peace in the home by the alcoholic or drug addicted 

fathers. 

There is a clear indication that 8 out of 20 youths came from broken homes ( divorced, 

parents separated, one parent deceased and a single parent). Jacobs (1971:21) demons

trates with his adolescent subjects that a "broken home" is meaningful only in relation to 
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the total pattern of social relationships, and not "broken homes" per se. Out of the 8 that 

represented suicidal adolescents fr~m broken homes, 5 of them came from separated and 

divorced homes. The adolescents whose parents were separated and divorc- ed indicated 

that this position has had a detrimental effect on them. The following is a brief description 

of what some teenagers have stated during the interview. This family scenario has not 

only disrupted the family peace and relationship but also produced serious tension between 

both parents with the child caught in the centre. The teenager has been tossed from one 

parent to another causing the situation to become unbearable to cope with. Further- more, 

the father or mother had collapsed into a state of depression and withdrew from a 

relationship with the child by failing to show any care, attention or love. The child was 

unable to cope with this pressure and started to blame himself for the parent's separation 

or divorce. The child was unable to overcome this guilt and pain and in trying to find a 

way out attempted suicide. 

The I out of20 respondents that came from widowed homes, mostly lived with the father. 

The suicidal teenager failed to cope with the trauma of having lost their mother. They 

indicated that were very attached to the mother. The father failed to meet the needs of the 

child which only the mother gave. The child desired the warmth, love and attention of the 

mother. 

The 2 of the 20 adolescents came from homes where the mothers were unmarried (single 

parent). These adolescents were subjected to financial hardship. The only income of the 

home was that of the single parent who carefully budgeted and utilized this meagre income 

on food and rental. The mother failed to provide for the child adequately due to lack of 

funds. The adolescents, especially the growing girls were deprived of the bare essentials 

and clothing. Since the adolescents could not meet their needs, they became depressed 

and frustrated Their perception oflife became bleak and hopeless. Hence, in search of a 

way out of an embarrassing situation and suffering, they attempted suicide. 

The category not applicable indicates that the parents were deceased. 10% of these 

adolescents lived with relatives or in fostered homes. Most of these adolescents who 
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attempted suicide indicated that they were ill treated and abused by their relatives or foster 

parents. The situation became unbearable and they felt alone. 

Table 3.13 Data of Christian Adolescents' (Attempted Suicide) 

Relationship to Source of Family Income 

Sources of income Number 

Employment 8 

Unemployed 4 

State Grant 6 

Other sources 2 

20 

Table 3.13 shows that 8 out of 20 adolescents' families derived their income from 

employment, while 6 out of 20 families derived their income from state grants and 2 from 

other sources. However, 4 of them were unemployed and had no source of income. These 

cases depended on handouts from relatives, friends, the church and public or private 

organizations. Due to the lack of finance some "nonessential" needs of the youth may not 

be met resulting in resentment and a feeling of financial deprivation. 

Table 3.14 Data of Precipitating Factors to Suicidal Behaviour among Christian 

Adolescents 

Precipitating factors Number(20) 

Life is not worth living 10 

Termination of relationship with girl/boyfriend 2 

High parental expectation 2 

Cannot accept failure 1 

Difficulties in social relationship 3 

Rejection by parents and friends 2 
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The variables listed in Table 3.14 are not mutually exclusive, as a respondent may have 

listed one or a number of variables. A noteworthy point on examining the data listed in 

Table 3.14 is that 10 out 20 respondents felt life was not worth living. This finding is 

consistent with other research studies of the past. In fact Shneidman and Farberow 

( 1961 :68) regard 'life is no longer worth living as a category of suicidal crisis.' 

What is common among the individuals is that they all experienced some form of a social 

problem. This is clearly indicated by the fact that 2 out of 20 respondents experienced 

rejection by parents and friends; 3 out of20 experienced difficulties in social relationships 

( difficulty in establishing and maintaining social relationships); and 2 experienced 

breakups with the opposite sex. They declared that they were affected by the termination 

of the relationship. In some instances suicidal behaviour was directed at creating "guilt 

feelings" in the other party concerned. 

1 of 20 respondents could not accept failure. Failure could refer to any issue related to 

achievement. However, the emphasis here is failure in education. The individual's attitude 

could also be affected by familial influence. 2 out of 20 respondents indicated that high 

parental expectation was a precipitant to suicidal attempts. Hurlock ( 1973 :61) has stated 

that when the adolescent cannot fulfil unrealistically high parental aspirations, parents 

remind them of sacrifices they have made and accuse them of not taking advantage of the 

opportunities they have provided. Such attitude embitters the adolescent and brings about 

a strained parent/child relationship which destroys the climate in the home and plays 

havoc with the adolescent's personal judgements. 

Hence precipitating factors listed by respondents vary. "Life is not worth living," obtained 

the highest response, and indicates the feelings of "hopelessness"experienced by many 

respondents. 
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Table 3.15 Data of Precipitating Factors Relating to the Home Environment 

No Described Problems I 
Precipitating Factors . 

General familial discord 6 

Marital discord 1 

Excessively strict parental control 2 

Poor parent/child communication 2 

Coerced into marriage 1 

Lack of privacy/overcrowding 1 

Not allowed to socialise 1 

Financial deprivation 3 

Disruption when studying 1 

Coerced into leaving school 1 

Not enough time for homework because of home chores 1 

Total 20 

The variables in Table 3.15 are not mutually exclusive. In some cases respondents may 

have listed a number of variables as precipitating factors to suicide. Jacobs (1971 :65) has 

suggested the factors predisposing to suicide should be seen as part of a process. 

Many suicidal adolescents perceive their home atmosphere as oppressive and not 

conducive to parent/child relationships. Both general familial discord and poor 

parent/child communication were described by 8 out of 20 individuals as precipitating 

factors. Many adolescents indicated experiencing difficulties in communication between 

them and their parents. Communication is affected by patterns of familial interaction, the 

type of family system and whether democratic or authoritarian control exists. An important 

aspect was the indication of inability to resolve conflicts. Communication was poor 

especially when parents lacked understanding on some issues. 

Marital discord as a precipitating factor was 1 out of 20. The father is either an alcoholic, 

drug addict or a combination of both. Hence the adolescent is exposed to ongoing violent 
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and abusive conditions. This parental relationship is always moving from bad to worse 

without any evidence of stability. According to Hurlock ( 1973 :76), since deterioration in 

marital relationships affects the whole family, the home climates may become so 

emotionally charged that every member is at odds with every other member, hence leading 

to sibling rivalry. It may become so unpleasant for the adolescent that he wants to be out 

of the house as much as possible. When parents are preoccupied with their own problems, 

they give the adolescent the impression that they are disinterested in him. He further states 

that favouritism that has been shifted from one family member to another is especially 

damaging to the home climate. 

Financial deprivation as a precipitating factor to suicidal behaviour was 3 out of 20 

respondents. Respondents have indicated resentment towards parents who were unable to 

meet their needs irrespective of whether funds were available. For example, some 

individuals took overdoses as they stated they were not being provided with money to go 

to the cinema with friends, or to purchase a new outfit. 

Excessively strict parental control affected 1 out of 20 adolescents. Parents were 

overprotective of the females. 1 out of 20 female respondents were not allowed to 

socialise and were mostly affected by this precipitator. The females were also coerced 

into marriage and 1 out of20 were suicidal. Both Meer (1969:71) and Jithoo (1975) has 

indicated that the traditional extended family determine the pattern of interaction of the 

young girl, for example arranging the marriage with little or no choice. 

1 out of 20 adolescents indicated that they were affected by lack of privacy and 

overcrowding. Obviously this is determined by family size, living arrangements and 

«living space." McCulloch and Philip (1972:41) have indicated that overcrowding is 

significantly correlated with suicide, attempted suicide, and repeated suicide. Not only did 

lack of privacy and overcrowding cause disruption to studying, but also the fathers who 

consumed excessive alcohol. 1 out of 20 indicated that family quarrels disrupted their 

homework and they did not have enough time to finish homework, due to household 

chores as the mother was employed. This applied especially to the girls. The females 
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described their home environments as a 'war zone'. 

Although some males wished to continue with their education, 2 out of 20 were forced 

to leave school due to the lack of finance in the home. With the females, 2 out 20 parents 

objected to their daughter's relationship with their boyfriend and felt that they could 

restrain the relationship by coercing the girl into leaving school and used harsh disciplinary 

measures on them. These individuals live under trying conditions that prove too intense 

for a young growing person. 

Thus, precipitating factors to suicidal behaviour are multifaceted. However, in the 

adolescents home environments the major precipitating factors are general familial discord 

and faulty parent/child communication. 

3.14.5 Precipitating Factors for Suicidal Behaviour by Cross- Cultural Afro-Asian 

Missionaries (refers to 30 missionaries) 

65% of these cross-cultural Christian individuals who were interviewed and completed 

questionnaires disclosed that most of the suicide attempts were family related followed 

by social factors by 45%. 30% indicated that they were sexually abused at home; 25% 

indicated that they experienced poor family relationships filled with violence and 

disruption (very unstable family environment); and 10% indicated that they experienced 

no love from parents and mostly felt rejected The termination of boy/girl relationship was 

25% and failure to socialise was 20% listed as a cause for adolescent suicidal behaviour. 

Other factors were failure at school and loss of interest in education (10%). This study 

makes it clear, that it does not matter where an individual lives or what culture they belong 

to, the predisposing and precipitating factors for suicidal behaviour for the adolescent are 

multifaceted and the trends are universal. 
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3.15 CONCLUSION 

1n this chapter the dynamics of suicidal behaviour, the disposing and precipitating factors 

that influence and leads to suicidal behaviour were investigated. A clear understanding of 

suicide cannot be achieved as there is no single explanation that is sufficient to account 

for all types of suicide due to the very fact that there exists a diversity of life situations that 

may result in suicide. Although it is generally agreed that personality disorders are 

common among those who attempt suicide, "personality" cannot be regarded as the sole 

predisposing factor to suicidal behaviour~ The viewpoints by the theorists have indicated, 

although mental illness may have a part to play, it cannot be regarded as the sole 

explanatory cause of suicide. Depression, however, is regarded as one of the majors 

correlates of suicidal behaviour of teenagers. Impaired cognition that is negative self

image characterizes the thinking of suicidal individuals. 

It was agreed in 1970 by the Centre for Studies of Suicide Prevention (Phoenix, U.S.A.) 

that suicidal behaviour should be classified in to three broad categories: completed 

suicides, suicide attempts and suicide ideas. 

A literature survey was carried out on the suicidogenic factors that causes suicidal 

behaviour among teenagers. Adolescent suicide cannot be attributed or based on a single 

cause of suicide. The factors that are most closely linked to suicide are hopelessness and 

depression. Findings have revealed that psychological factors have been found to be 

correlated with suicide. Many individuals who have committed suicide suffered from 

mood disorders, schizophrenia, and substance abuse. The cognitive interpretation of the 

relationship between alcohol use and suicide is that the abuse of alcohol results in a 

constriction of the cognitive and perceptual processes of the individual. Hence, they 

become more rigid in their line of thinking, less flexible in problem solving and more 

prone to dichotomous thinking. Other contributing factors were separation and divorce, 

academic pressures, shame, serious illness, loss of job, social isolation and other life 

stresses. The five components of suicide syndrome are: rigidity, commitment, failure, 

shame, and isolation. The suicidogenic factors that are understood to be the causes of 
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suicide may be summed up as being psychological, sociological, cognitive, biochemical, 

socio-economic, circumstantial and environmental. 

The results of the empirical study on the etiology of suicide and methods used which was 

conducted with parents, pastors, counsellors, Christian individuals, missionaries and 

treatment centres were also covered in this chapter. The modes of suicide preferences have 

been found to vaty in different countries. The choice of methods and their lethality were 

influenced by many personal and social factors that change with time. According to the 

results, it was discovered that the most common methods chosen by adolescents in the 

Durban area were tablet overdoses and hanging. Although the females attempted suicide 

more often than the males, the males, however, utilized more lethal methods and 

completed the suicide act more often. The major causes of teenage suicide are peer 

rejection, personal loss, school failure, family crisis, teenage pregnancy and threat of 

punishment. The final outcome of this research classified the major causes of adolescent 

suicidal behaviour in to four categories: family related, social, economical and 

educational. 

Knowledge of the predisposing and precipitating factors for adolescent suicidal behaviour 

as being mostly family and socially related, provides an appropriate basis for therapy and 

with the possibility of preventing repeated suicidal attempts. Since this research is mainly 

focusing on the counselling by pastors, it is time to move the focus to establish what 

counselling programs the churches have in place for suicidal adolescents. This will be 

covered in the next chapter. 
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CHAPTER FOUR 

AN INVESTIGATION INTO TilE FROGRAMS, COPING SKILLS AND 

TREATMENT AVAILABLE AT COUNSELLING CENTRES FOR 

SUICIDAL ADOLESCENTS 

4.1 INTRODUCTION 

Perry et al (1991:13) stated that pre- and post-test counselling alone are insufficient to 

reduce suicidal behaviour, but ongoing counselling beyond the notification period is 

required. In view of this, selective counselling and treatment clinics in the Durban area, 

namely, Life Line, Child Line, Chatsworth and Phoenix Child Welfare Societies, the 

Kznpa Social Welfare department and the Psychiatric Clinic of Phoenix, the Mahathma 

Gandhi Hospital in Durban and the Scripture Union of Durban were contacted in order to 

investigate the dynamics of counselling, especially on suicidal adolescents. These 

counselling organizations and treatment clinics, which overtly declared their concerns 

about youth suicidal behaviour, willingly completed the research questionnaires. As will 

be noticeable in the discussion is the use of interviews and anecdotal evidence. The data 

retrieved from these inputs have been analysed, evaluated and interpreted as recorded in 

the discussion that is to follow in this chapter. The questions that follow were, as per 

questionnaires, issued to the therapeutic organizations. 

4.2 ANALYSIS AND INTERPRETA1ION OF DATA 

The empirical research process has been described under 1.10. 

4.2.1 Statistics 

The following statistics were retrieved from the selected therapeutic and counselling 

centres in the greater Durban area via questionnaires. These participants are Life Line, 

Child Line, Gandhi Hospital (Durban), Phoenix Psychiatric Clinic, Chatsworth and 

Phoenix child welfare societies, Kznpa Social Welfare department (Durban) and Script-
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ure Union of Durban. They reflect an approximate number of suicidal adolescents 

counselled and admitted during the periods listed. 

Table 4.1 Data of Suicide Attempts by Adolescents in the Durban Area from 1998 to 

2002 

Year Male Female Total 

7/1998 - 6/1999 415 512 927 

7/1999 - 6/2002 525 699 1224 

7/2000 - 6/2001 687 751 1438 

7/2001 - 6/2002 926 985 1911 

2553 2947 5500 

Since these statistics were merely retrieved from the various counselling organizations' 

record books, it may not be a true reflection of the area under investigation due to the fact 

that: 

I) Attendance records may not be accurate in attendance; 

2) There is no guarantee that all the suicidal adolescents sought help, counselling or 

treatment; 

3) Victims may have called several times; 

4) The data may be an under/over representation of the area investigated as victims may 

have sought help from other centres which were located outside the area of research and 

vice versa; 

5) All the centres in Durban were not involved- only a few. 

Curphey (1961:38) states that 

The statistics on suicide are synthetic; that is, they are concocted products, 

and their inaccuracy and unreliability are an open secret. They are contri

ved by necessity. Variations from country or region may reflect covert or 

overt under representation. 
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In view of the aforementioned, the data in Table 4.1 may not be generalized as a reflection 

of the whole region of research. However, the following inferences could be made from 

the data. 

The data reflected in table 4.1 show that the problem of adolescent suicidal behaviour 

definitely prevails in the Durban area. The figures represent an approximate number of 

reported suicides or attempted suicides. The figures show that there has been a steady 

increase in suicide attempts from July 1998 to June 2002. In fact, the suicide rate has 

doubled since July 1998. The females attempted suicide more often than the males or the 

females sought help and counselling more often than the males or at least, females used 

less lethal methods and were more often rescued in the ••ruck of time." Whatever the 

reason, the fact of the matter is that these adolescents were suicidal. It has been established 

from the interviews that the common ages of victims range between fifteen and nineteen 

years. However, Gandhi Hospital, a government hospital in Durban, confirmed that a 

greater number of the victims admitted to the hospital for attempted suicide were between 

eighteen and nineteen years old. 

4.2.2 Frequency of Attempts by Adolescents 

Table 4.2 Data of Frequency of Adolescent Suicidal Attempts from Treatment Centres 

1998/2002 

Counselling/treatment centres 1st Attempt 2nd Attempt 3rd and More 

Life Line - Durban 80% 20% 

Child Line - Durban 80% 20% 

Phoenix Social Welfare 70% 30% 

Phoenix Child Welfare Society 40% 60% 

Scripture Union - Durban 65% 35% 

Chatsworth Child Welfare 50% 35% 15% 

Psychiatric Clinic - Phoenix 40% 60% 

Gandhi Hospital -Durban 60% 30% 10% 
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Table 4.2 shows that over the period of four years, the majority of adolescent suicidees 

who sought assistance from the counselling and treatment centres were mainly first 

attempts. The only two organizations that counselled and treated victims of third attempts 

or more were Chatsworth Child Welfare Society and Gandhi Hospital The low percentage 

(average of35%) of second attempts gives an indication that the counselling and treatment 

centres were more successful by a greater percentage ( average of 60%) in drawing suicide 

victims out from future suicidal behaviour. Both Life Line and Child Line indicated that 

they cannot be sure that all the victims were helped as they do not receive feedback, since 

most of their counselling is carried out telephonically and most of the calls are from 

individuals who threatened suicide rather than actually attempting suicide. Therefore, in 

view of this, the success rate is just a speculation. However, the follow-up reports by the 

social workers of the Child Welfare Society and the state Welfare Department indicated 

that the success rates in counselling suicidal victims of second attempts were 

approximately 60% and the success rate of the victims of second attempts were 

approximately 70%. According to the social workers, one could anticipate that many of 

the respondents might not report second or third attempts at suicide because they would 

be afraid. Those who attempted suicide repeatedly were considered high risk groups and 

therefore needed special attention in order to prevent further self-harm. 

Anecdotal evidence suggests that when a person makes a further attempt at suicide, it 

must be assumed that his situation of discontent is worse or no better than it was on his 

first admission to a hospital. One-sixth of persons first admitted to hospital following 

suicidal attempts are likely to repeat their act within the course of a single year and one

quarter of them will repeat it within three years unless new treatment regimes which are 

more successful than the present ones can be found. In addition, 3-5 percent of them will 

eventually kill themselves (Schlebusch 1979: D2). 

4.3 TBERAPEUilC INTERVENTION 

"Prevention rests on assessment; assessment rests on definition" (Shneidrnan 1985:vi). 

In almost every case of suicide, there are hints that the act is about to occur. Suicide is 
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irreversible, of course, so preventing it depends very much on the early detection of 

suicide risk, prediction and successful intervention (Bonger 1992: 11 ). 

4.3.1 Risk Assessment and Prediction 

Anecdotal evidence suggests that effective intervention and treatment must begin with a 

thorough assessment of risk and of the conditions, both situation specific and chronic, that 

have given rise to suicide risk. Ongoing assessment of risk through all phases of work with 

suicidal adolescents is imperative, because risk may wax and wane with the vicissitudes 

of the youth's character or psychopathology, family dynamics, or the stresses of everyday 

life. 

The adequacy of procedures for identifying those youths «at risk'' or in serious need of 

mental health services is often questionable, as is the relevance of these assessments and 

prediction efforts for intervention (Felner et al 1991 :27). The interviews with both 

therapists and councillors, revealed that the basic obstacle to accurate risk assessment is 

the uniqueness of each individual to be considered. Baechler ( 1979:4) observed that "the 

number of facts that can be introduced to explain a suicide is practically infinite" and 

points out that the primary clinical problem is, thus, "to sort out the irrelevant from the 

pertinent" data. Findings show that too often there are few clear links between the 

assessments conducted and the interventions carried out In the case of youth suicide 

prevention, the full set of these issues is well illustrated by past and present findings that 

many youths who are at risk of suicidal behaviour cannot be effectively identified, that 

those who are correctly identified as at risk, are unlikely to go to traditional settings for 

service. 

The social workers indicated that many, by virtue of their social class membership or life 

situation have ready-made explanations for their distress and as such, may not seek 

appropriate help and may for some reasons are considered as high risk. One such group 

is the patients, who attempt suicide, are evaluated as nonserious suicidees, and summarily 

discharged from emergency rooms without any provision made for follow-up. The nurses 

107 



from the psychiatric clinic were in agreement with the social workers and further added 

that suicidal patients must be adequately treated and their families counselled as to the 

significance of the act even when it appears to be a low risk attempt. The first three 

months following an attempt are the greatest risk periods, since improvement may mean 

that the individual has the energy to put his morbid thoughts and feelings into effect. 

According to Jacobs (1989:41) the best predictors for subsequent suicide attempts and 

successful completion is previous suicide attempts. The seriousness of a previous attempt 

is an indicator of the patient's disturbance, as well as the patient's capacity to act 

impulsively and self-destructively. Most individuals who have already made suicide 

attempts may safely be labelled as having serious disorders and adjustment problems, 

many of which may have been present or developing for an extended period. The suicide 

prevention centres indicated that the efforts to predict suicide by means of signs or 

symptoms or clusters of variables or psychiatric diagnoses have not been successful for 

two reasons: the first is the low base rate of suicide. For any patient, who has made suicide 

attempts, even the most lethal suicide risk, the chance that he will commit suicide within 

a given period of time, say a year, is much less than the chance that he will not have 

committed suicide within that time. The second problem in the prediction of suicide is the 

extremely important distinction between suicidal crisis and suicidal careers. According to 

Jacobs, suicide prediction studies follow the careers of persons identified by certain traits 

or clusters of traits. Those who committed suicide are compared with those who survived. 

But these are outcome studies that measure suicide over a given period of time - one, two 

or five years. However, what the social workers and clinicians wants to know is how to 

evaluate the patient for committing suicide within the next 24 hours or the next two weeks, 

that is, a short term, rather than long term prediction For short-term suicide risk prediction 

they depend on clinical judgement and their empathic understanding of the patient, based 

on taking sufficient time to build a therapeutic alliance and asking the appropriate 

questions to reveal suicidal trends. Once a youth is identified as being a high risk client, 

attempts can be made to intervene directly. 
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4.3.1.1 Risk Factors that Predict Suicide 

Everything, from the stresses and strains of everyday life to severe psychopathology and 

trauma are conditions that have been cited by clinicians as contributors to suicide risk. 

Maris (1981 :52) state that it would be difficult to find some life experience, adaptive 

demand, or psychological difficulty that has not been shown to relate to suicide in one way 

or another. The following are some risk factors that predict which suicide attempters will 

eventually go on to complete suicide. However, of the common categories of suicidal 

behaviours, completed suicide (least common) is the most difficult to predict. Watkins 

(1969:21) stated that: 

In a suicidal victim, being male has long been associated with increased 

risk for suicide, due to the fact that the males choose more lethal methods 

than the females. Whereas suicide completers are less likely than 

attempters to have sought help from mental health professional, and half 

would never have done so, they are likely to have seen a general 

practitioner within a year of death. However, only a small percentage of 

suicide completers are in mental treatment at the time of their death. The 

lifetime probability of suicidal death is estimated at 15% for a person with 

a major mood disorder and 10% for individuals with schizophrenic 

disorder. The majority of persons who complete suicide can be diagnosed 

as having a mental disorder, most often a mood disorder. Life time rates of 

major depression range from 4% to 7% in adolescents. 

Sakinofsky and Roberts (1990:399-405) found that individuals who repeated a suicide 

attempt in spite of having resolved their problems constituted a minority (16%) of all 

suicidal attempts, and were characterized by histories of episodes of self-harm and 

aggressiveness that, consistent with knowledge of developmental psychopathology, started 

at a younger age. 

Suicidal teenagers possess characteristics such as impulsivity, anger, nervousness, anti-
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social behaviour, and mood disorder. As discussed earlier, that adolescent suicidal 

behaviour is mostly family related. Consequently, family risk factors have been linked 

to adolescent suicidal behaviour, indicating that a thorough assessment of family 

functioning is in order for any suicidal teenager. 

According to the psychiatric therapist (Mrs. Seefa) of the Phoenix psychiatric clinic, 

suicidal, depressed, adolescent, psychiatric patients appear to experience more stressful 

events, social losses, overt family conflict and chronic family disorganizations and 

violence as compared to nonsuicidal depressed adolescent psychiatric patients. The 

former is at high risk for future suicidal attempts. Teens who attempt suicide more than 

once have more chronic emotional distress with a higher likelihood of personality disorder, 

more school problems, more life stress, more anger and more serious suicidal intent than 

those who attempt suicide once. Lifetime prevalence rates for major depression among 

adolescents have averaged around 31.6% in females and 15.2% in males. 

A systematic evaluation using the following formal demographic and clinical signs is an 

effective beginning for assessment. The greater the number of these indicators, the greater 

the risk, namely ego-weakening factors, social factors and psychodynamic factors 

(Neimeyer 1994:91 ): 

Ego-weakening risk factors include mental and physical illness, both 

chronic and acute; alcoholism; prolonged stress; and a failure to respond 

to treatment. They contain a strong biological component, in terms of 

either their origins or their effects. Social risks factors such as living alone 

and having few friends or family contacts, are another category for risk 

factors for suicide. However, individuals who are isolated but comfortable 

with being alone are not at risk. The problem is with those who are isolated 

but need others. For these individuals, social isolation is a component of 

alienation. Psychodynamic risk factors most often include stresses and 

strains related to loss, such as separation or death of a loved one and other 

events that lower self esteem. 
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From this study, it appears that previous suicide attempts, depression, substance abuse, 

anti-social behaviour, isolation, physical/mental illness and suicidal behaviour in the 

family all increase the likelihood of suicide among teenagers. Therefore, in order to 

execute preventive measures, the therapist suggests that an understanding of the meaning 

of each suicide is imperative, especially motives, goals and the intention surrounding the 

suicide victim. 

4.3.1.2 Motives, Goals and Intentions 

The counsellor from Scripture Union (Mrs. Jean Naidoo) believe that, since suicidees 

possess many different motives and purposes, a search for evidence to assist the underst

anding of the meaning of each suicide is essential. The suicide victims' lifestyle and life

activities, what they said, wrote and did require thorough examination. 

In general, people who commit suicide understand quite well that their particular action 

will lead to death and that death is final, and will end their earthly existence. Within their 

constricted viewpoints, they understand who they are, where they are, and what is going 

on around them. They state that suicide is the solution. The motivations for suicidal 

behaviour are various and multiple. Many say it is too difficult for them to go on living. 

Beyond loss of money and guilt, there is a sense of identity confirmed by suicide. Karl 

Menninger ( 1938:58) specified three major motivations as the wish to die, that is, to 

escape~ the wish to kill, that is anger and revenge; and the wish to be killed, which is guilt 

or atonement. There are usually complex combinations of motives for suicide. The 

knowledge of the motives, goals, intentions and hence the understanding of each suicide, 

will assist in the evaluation of suicidal potential. 

4.3.2 Evaluating Suicidal Potential 

The therapist, Mrs. B. Harilall, from Gandhi hospital and Miss. June Chetty, from 

Chatsworth Child welfare society both agree that, from the first conversation with a 

suicidal individual, a therapist immediately assumes some responsibility for preventing 
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the suicide. In working out some plan for prevention, the therapist must first determine the 

individual's suicidal potential, that is, the degree of probability that the person will try to 

kill himself in the immediate or near future. In some individuals the suicidal potential will 

be minimal, whereas in others it will be immediate and great The therapist must decide 

the degree of risk for each patient. They further added, that prediction of suicide is by no 

means an exact science. Even the most experienced therapist can be misled in assessing 

a problem. 

Miss. Sally Pillay, a nurse from Phoenix psychiatric clinic, indicated that the depressed 

suicidal patient, not unlike many other types of psychiatric patients, is overwhelmed by 

feelings of despair, fear, and uncertainty. His usual methods of coping have failed; the 

individual is plagued by thoughts of guilt and overwhelming anxiety sometimes masked 

by lethargy. His judgement and reality-testing may be poor and he may be trying to meet 

his responsibilities with decreasing efficiency and success. Suicide, if considered at all, 

is usually viewed as a way out or as an end to suffering rather than as a clear decision to 

die. 

Immediately after an attempt, the patient's resources are mobilized, and he often appears 

healthier than he really is. The rationale he presents of the causal factors leading to the 

attempt frequently leads the attending physician or nearest relative to conclude that the 

attempt was primarily motivated to elicit sympathy and/or attention. They continue to 

state that, this attitude most probably accounts for the pattern of rapidly discharging 

patients from hospital emergency rooms after treating the physical results of the attempt 

The probability of a subsequently, more dangerous attempts are highest under such 

conditions when the patient remains depressed or involved in relatively unchanged life 

circumstances. 

There is a crucial need in crisis-intervention work to develop a means for intervening in 

the critical areas of a patient's life so as too actually prevent recurrent episodes, identify 

recurrent factors, assist the patient to cope with subsequent stresses and not to be caught 

up by crisis itself, or allow it to calm down so that the previous situation reestablished 

112 



itself. The issues have been resolved when in fact it is at that moment that intervention 

should really begin. Right from th~ outset one must delineate those factors which may be 

modified so as to improve prognoses when the patient returns to his home and old 

situation. Attention must be paid to such general questions as the difference between 

patients in terms of the most critical variables affecting their suicidal behaviour - be it a 

diagnosis, a life situation, whatever. In particular it is crucial to identify social factors 

which influence outcomes and which should be more carefully assessed for possible ways 

of intervening at the time of admission along with the assessment of maladaptive patterns 

and clinical psychotherapy. It is important to distinguish between natural life stresses and 

symptoms of emotional illness. Even if one ought to feel depressed because of a dreadful 

experience, adequate treatment can strengthen the individual's capacity to cope. 

Interviews with the psychiatrist, Dr.V. Singh, revealed that most adolescents, particularly 

in this society, tend to blame themselves or circumstances for their psychiatric disorders. 

Consequently, they do not or cannot recognize the life stresses that are associated with 

changes in the life cycle and new life situations, that may complicate psychiatric illnesses, 

because of the extra demands they place on them, are early signs of psychiatric illness. 

Family, friends, colleagues, or the ill person himself is much more apt to feel that the 

symptoms are due to the lack of will power, laziness, inadequacy, or personal failure. 

Loneliness, isolation, or recent stressful experiences are even more acceptable 

explanations for symptoms, at least less moral blame seems to be attached to them. If the 

symptoms are successfully treated and relieved, however, the problems that seemed so 

overwhelming are reduced in magnitude, and the patient regains the ability to cope as well 

as he was able too before the onset of the illness. In the evaluation of suicidal potential, 

the assessment of psychiatric symptoms, and the social and psychological responses to 

symptoms must be assessed in relationship to other variables in order to determine specific 

treatment. Assess- ment of suicidal potential depends on obtaining detailed information 

about the patient in each of the following categories. 
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4.3.3 How Does an Individual Plan for Suicide? 

Both Life Line (Mrs. Bruna Gillham- assistant director) and Child Line ( Mrs. Linda -

social worker) has indicated that one of the most significant criteria in assessing a suicidal 

potentiality is, how an individual plan to take his life. They suggest that one must consider 

the follov.ring three elements: 

L Is it a relatively lethal method? 

An individual who intends to commit suicide with a gun, by jumping from a tall building 

or bridge, or by hanging, engages a far greater risk than someone who plans to take pills 

or cut his wrists. Since the latter two methods are amenable to treatment or resuscitation, 

they are less lethal than the irrevocable consequences of putting a gun to one's head. 

2. Does the individual have the means available? 

It must be determined if the method of suicide the individual has considered is in fact 

available to him. An actual threat to use a gun, if the person has one, is obviously more 

serious than the same threat without a gun. 

3. Is the suicide plan spec{fic? 

Can the individual tell exactly when he plans to do it? If she has spent time thinking out 

details and specific preparations for her death, her suicide risk is greatly increased. 

Changing a will, writing notes, collecting pills, buying a gun, and setting a time and place 

for suicide suggest a high risk When a patient's plan is obviously confused or unrealistic, 

one should consider the possibility of an underlying psychiatric problem. A psychotic 

person with the idea of suicide is a particularly high risk because he may make a bizarre 

attempt based on his distorted thoughts. One should always find out if the patient has a 

past history of any emotional disorder and whether he has ever been hospitalized or 

received other mental health care. 
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Stress 

The counsellor Yuvin Naidoo of Scripture Union: the social worker Mrs. R. Moodley of 

Phoenix Social welfare; and the Social worker (anonymous) of the Phoenix Child Welfare 

Society indicated that information about any stressful event that may have precipitated the 

suicidal behaviour must be obtained. The most common precipitating stresses are losses: 

the death of a loved one; divorce and separation; loss of a job, money, prestige, or status; 

loss of health through illness, surgery, or accident; and loss of esteem or prestige because 

of possible prosecution or criminal involvement. One should always investigate any 

sudden change in the individual's life situation. Learn to evaluate stress from the 

individual's point of view rather than society's point of view. They emphasised that what 

for one may be minimal stress could be perceived by the patient as severe stress. The 

relationship between stress and symptoms is useful in evaluating prognoses. 

Triggering Events 

In interviews \\'ith the public health professionals (anonymous) of Gandhi hospital and 

the therapist (Mrs. Bruna) from Life Line, it was concluded that very stressful events can 

lead to depression or serve as a triggering event for suicide in an already deeply depress

ed adolescent. Such events are: 

* The death of a loved one or a hero especially if the death was due to suicide; 

* The loss of a valued position - a good job. for instance; 

* Serious trouble in school, failure or expulsion; 

* Difficulty with the law; 

* Public humiliation by peers orfamily members; 

* Failure to achieve a goal, particularly by individuals who tend to be 

perfectionists; 

*The onset of a painfut, incurable illness; 

* An unplanned pregnancy; 

* The breakup of a romance; 
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* Disnption in the home, a divorce, a remarriage, a move to another city; and 

* Serious con.fl.ict among.family members. 

Symptoms 

Life Line; Child Line~ psychiatric therapists of Phoenix clinic; counsellors from Scripture 

Union; and the Social \1i1orkers from the Children's welfare societies in Durban, whose 

names are mentioned above, agree that the most common and most important suicidal 

symptoms relate to depression. The typical symptoms of severe depression include the 

following: 

* a persistent sad or empty mood; 

* irritability, increased crying, anxiety andpanic attacks: 

* loss of appetite; 

* weight loss; 

* inability to sleep; 

* fatigue/disinterest in normal activities,· 

* difficulty concentrating, remembering or making decisions; 

* substance abuse; 

* social withdrawal; 

* persistent physical symptoms or pains that do not respond to treatment; 

* apathy and despondency; 

* severe feelings of hopelessness and helplessness, worthlessness, pessimism or guilt; 

* a general attitude of physical and emotional exhaustion; and 

* thoughts of suicide plans or attempts. 

Others may exhibit agitation through such symptoms as: 

* tension; 

* anxiety; 

* guilt; 
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* shame; 

* poor impulse control; 

* feelings of rage; 

*anger; 

* hostility; and 

* revenge; 

It has been stated that alcoholics and all substance abusers tend to be high suicidal risks. 

The patient who is both agitated and depressed is particularly a high risk Unable to 

tolerate the pressure of his feelings, the individual in a state of agitated depression shows 

marked tension, fearfulness, restlessness and pressure of speech. The person eventually 

reaches a point where he must act in some direction to relieve his feelings. Such a person 

may choose suicide. The psychiatric nurse indicated that suicide symptoms may also occur 

with psychotic states. The patient may have: 

* delusions; 

* hallucinations; 

* distorted sensory impressions; 

* loss of contact with reality; 

* disorientation; and 

* or highly unusual ideas and experiences. 

They say that, as a baseline for assessing psychotic behaviour, one should use one's o,vn 

sense of what is real and appropriate. 

4.3.4 Clues to and Communication of Suicidal Intent 

The social workers from Chatsworth, Phoenix, Durban welfare societies, psychiatric 

nurses from Phoenix clinic, therapists from Life Line, and the counsellors from Child Line, 

whose names are mentioned above, agree that intent refers to the patient's subjective 

expectation that a particular self-destructive act will or will not end in death. This 
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expectation will vary from low to high, for example, patients who say: «I only take ten 

pills or cut my wrist not to die, but just to relieve the pain," illustrates the former. The 

evaluation of intent includes two components: 

J. A patient's se(f-report about the purpose of the attempt- his or her conception of what 

is necessary to cause death and emphasis on the wish to die; 

2. The objective circumstances surrounding the attempt, such as the time of day, 

prevention against discovery, presence or absence of a suicide note and preparation. 

These organizations further urge that the follmving questions need to be answered in order 

to assess a patient's preparation regarding adolescent suicidal attempt 

* When did you decide to kill yourse(f! 

* Did you make plans or do it impulsively? 

* Were any !-ipecial arrangements made to be alone at the time of the suicide? 

The therapists indicated that the prevention of suicide depends very much on their ability 

to recognize its signs, both demographic and specific. For instance, males are three times 

more likely to commit suicide than females and that the increase in age increases the 

proba- bility of suicide. And, although the popular notion is that frequent suicidal gestures 

are associated v.rith less serious intent, most suicidees do have a history of making suicide 

threats. To ignore them is extremely dangerous. Danto (1971:12) pointed out that the 

amount of detail that is involved in a suicide threat can indicate its seriousness. The 

therapists concur that a person who provides specific details, such as method, time, and 

place, is more at risk than one who describes these factors vaguely. Suicidal potential also 

increases if the person has direct access to the means of suicide, such as a loaded pistol. 

Sometimes a suicide may be preceded by a precipitating event. The loss of a loved one, 

family discord, or chronic or terminal illness may contribute to an adolescent's decision 

to end his or her life. 
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A social worker (Mrs. Bruna) from Life Line emphasised that an adolescent or any person 

contemplating suicide may verbally communicate the intent. Some may make direct 

statements such as: "I'm going to kill myself;" "I want to die;" or "If such and such 

happens, I'll kill myself;" Others make indirect threats: "Goodbye/' "I've had it;" "You'd 

be better off without me;" and "It's too much to put up with." Behavioural clues can be 

communicated directly or indirectly. The most direct clue is an actual suicide attempt. 

Even if the act is not completed, it should be taken seriously; it often communicates deep 

suicidal intent that may be carried out in the future. Indirect behavioural clues can include 

actions such as putting one's affairs in order, giving away prized possessions, etc. In other 

words, the more unusual or peculiar the situation, the more likely it is that the action is a 

clue to suicide. 

Feedback from counselling organizations indicated that the communication aspects of 

suicidal behaviour have great importance in the evaluation assessment process. The most 

important question is whether or not communication still exists between a suicidal 

individual and his significant others. When communication with the suicidal patient is 

completely severed, it indicates that he has lost hope in any possibility of a rescue. 

The form of communication may be either verbal or nonverbal, and its content may be 

direct or indirect. The suicidal person who communicates nonverbally and indirectly 

makes it difficult for the recipient of the communication to recognize or understand the 

suicidal intent of these communications. Also, this type of communication in itself implies 

a lack of clarity in the interchange between the suicidal person and others. At the same 

time, it raises a danger that the individual may "act out" his suicidal impulses. The primary 

goal is to open up and clarify communication in everyone involved in the situation. 

The patient's communication may be directed toward one or more significant persons 

within his environment. The individual may express hostility, accuse or blame others, or 

he may demand openly or subtly that others change their behaviour and feelings. His 

communication may express feelings of guilt, inadequacy, and worthlessness or indicate 

strong anxiety and tension. 
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4.4 Programs Currently in Place for Dealing with Adolescent Suicidal Behaviour 

Once suicidologist had identified who attempted suicide, why they did so, and how they 

did it, they are ready to tackle the most difficult question of all: How could they prevent 

suicide? 

The psychiatric clinic, Gandhi hospital, the social workers from the Child welfare society, 

the counsellors from Scripture Union, Life Line and Child Line, whose names are already 

mentioned above, all indicated that they have prevention, intervention and postvention 

programs actively in place, which corresponds with primary, secondary and tertiary 

prevention. The goal is to counter life-threatening and self-destructive behaviour in the 

community and especially in the youth. Intervention programs relate to the treatment and 

care of suicidal crises or suicidal problems. 

4.4.1 Prevention 

The psychiatrist from Phoenix Clinic (Dr. V.Singh) indicated that primarily, prevention 

relates to the principles of good mental hygiene in general. They are committed to preven

tion programs that attempt to maintain health rather than to treat sickness. The main 

emphasis is on reducing the number of new cases of mental disorder, the duration of 

disorders among affiicted people, and the disabling effects of disorders. These three areas 

of prevention have been called primary, secondary, and tertiary prevention. Secondary 

and tertiary prevention more closely resemble traditional clinical models of intervention. 

Secondary prevention may involve evaluation and therapy with high risk adolescents or 

groups. 

Primary Prevention 

The nurse Sally from the psychiatric clinic and social worker Rani Naidoo (immigrated 

to London) from the Kznpa welfare organization Phoenix, indicated that their endeavours 

in primary prevention are an effort to lower the incidence of new cases of behavioural 
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disorders by strengthening or adding to resources that promote mental health and by elim

inating features of a community that threaten mental health. The therapist Baritha from 

public health indicated that their programs of primary prevention are designed to reduce 

rates of illness before any signs or symptoms have appeared, in other words, to "prevent" 

illness from occurring. Traditional examples include sanitation or immunization programs. 

Problems 

Although interest in primary prevention continues to grow, resistance to prevention is also 

strong. According to the therapists, many problems have been noted: 

* Firstly, only through prospective and longitudinal research can developmental processes 

in primary prevention be uncovered. They say that primary prevention is future orientated 

in that the benefits of the effort are not immediately apparent. 

* Secondly, primary prevention competes with traditional programs aimed at treating 

people who already show emotional disturbances. 

* Thirdly, prevention may require social and environmental changes so that stressors can 

be reduced or resources can be enhanced. Most mental health workers are either unable 

or unwilling to initiate such changes; many others doubt that people have the ability to 

modify social structures. 

* Fourthly, funding for mental health programs has traditionally been earmarked for 

treatment. Prevention efforts constitute a new demand on the funding system. 

* Fifthly, primary prevention requires a great deal of planing, work, and long-term 

evaluation. This effort alone discourages many from becoming involved. 
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Secondary Prevention 

Secondary prevention programs in suicide control have always been active in the Durban 

area. Suicide prevention centres vary a great deal in complexity, from a twenty-four-hour 

telephone "hot lines" to comprehensive therapeutic services. The counselling and therap

eutic centres indicated that the alarming statistics have initiated major efforts to prevent 

suicide. The selected therapeutic and counselling organizations engaged in this research 

have publicized their availability or have established working relationships with the police 

services, hospitals, churches, and other organizations to more quickly identify, reach, and 

serve potentially suicidal people. During December 2001, the Chatsworth Child welfare 

society and Dr. Cyril Naidoo, launched "Teenage Rescue", a counselling service and 

hotline for teenagers, to address the high rate of suicide among adolescents. 

The nurses from the psychiatric clinic and the therapists from public health, whose names 

are mentioned above, indicated that secondary prevention is an attempt to shorten the 

duration of mental disorders and to reduce their impact - to detect the illness and prevent 

the worsening of illness. If the presence of a disorder can be detected early and an 

effective treatment found, it is possible to minimize the impact of the disorder or to 

prevent it developing into a more serious and debilitating form, hence suicide ideation. For 

example, classroom teachers can play an important role in secondary prevention by 

identifying children who are not adjusting to the school enviromnent. Once identified, 

such children can be helped by teachers, parents, or school councillors. 

According to the school social workers (Raveena and Premie) who operate from the Kznpa 

welfare office in Durban, intervention workshops at school reduced problems involving 

shyness, learning difficulties, and acting out aggressive behaviour. In addition, adaptive 

assertiveness, peer sociability, and frustration tolerance improved. Secondary prevention 

involves the early diagnosis and treatment of emotional disturbances before they reach 

serious proportions that can lead to suicidal behaviour. 
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Problems 

According to counsellors (Yuvin and Jean) from Scripture Union, therapists (Baritha) from 

Gandhi hospital), and male nurse Sanjay from the psychiatric clinic, in practice, secondary 

prevention has encountered numerous problems: 

* Firstly, traditional diagnostic methods are often unreliable and provide little insight into 

which treatment procedures to use. It has been suggested that more specialized diagnostic 

techniques be used, perhaps focusing on certain behaviours or on demographic 

characteristics that may be related to psychopathology. 

* Secondly, once a disorder is detected, it is often difficult to decide what form of 

treatment will be most effective with a particular patient. 

* Thirdly, prompt treatment is frequently unavailable because of the shortage of mental 

health personnel and the inaccessibility of services. Indeed, many mental health facilities 

have long lists of would-be patients who must wait months before receiving treatment 

Tertiary Prevention 

According to interview with social worker Baritha from the public health clinic Gandhi 

hospital, tertiary prevention involves services for emotional disturbance after it has been 

treated or become chronic, with the aim of preventing increased impairment; the most 

widespread examples involve programs of rehabilitation for patients with chronic 

schizophrenia or mental retardation, such as a day treatment and residential programs. 

Another example is programs that ensure availability of a lithium carbonate for patients 

\\rith diagnosed manic-depressive illness; it has been estimated that the risk of suicide for 

adolescents with manic-depressive illnesses is reduced by 20 percent if treated with 

lithium. 

The goal of tertiary prevention is to facilitate the readjustment of the suicidal adolescent 
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to community life after hospital treatment for a mental disorder (Feiner et aL 1983 :53). 

Therapists and the social workers, whose names are mentioned above, have indicated that 

they have several tertiary prevention programs in place that focuses on reversing the 

effects of institutionalization and providing a smooth transition to a productive life in the 

community. One involves the use of "passes," whereby hospitalized patients are encour

aged to leave the hospital for short periods of time. By spending gradually increasing 

periods of time in the community (and then returning each time to the hospital), the patient 

slowly can readjust to life away from hospital while still benefiting from therapy. The 

psychologists have indicated that they also can ease readjustment to the community by 

educating the public about mental disorders and suicidal behaviour. Public attitudes 

towards mental patients are often based on fears and stereotypes. They say that factual 

information can help modify these attitudes so that patients will be more graciously 

accepted. This help is especially important for the family, friends, and business associates 

of patients, who must interact frequently with them. 

Evaluating Prevention 

The concept of prevention has obvious appeal. It adds a pro-active component to 

community psychology. In other words, rather than waiting for people to exhibit disorders 

before treating them, the psychologists actively seek to eliminate the causes or the 

antecedents of disorders and use community resources to prevent disorders. However, the 

therapists say that the goals of prevention to reduce the incidence and severity of mental 

disorders and to foster mental health is difficult for two reasons: 

Firstly, attempts to identify people at high risk of exhibiting juvenile delinquency or 

behaviour disorder have come under attack for fear that certain members of political or 

minority groups may be falsely identified and unwillingly assigned to a prevention 

program. Secondly, doubts still remain about whether community psychologists have 

enough knowledge and power to implement effective programs. Thirdly, the prevention 

programs often require massive funding, and results are difficult to obtain in a short space 

of time. Because intensive evaluations of program effectiveness are generally rare, people 
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are reluctant to invest in prevention. And, fourthly, some people fear that the prevention 

efforts constitute an invasion of_ personal privacy. Continuing efforts are needed to 

reorganize priorities and to educate people about the benefits of prevention. 

4.4.2 Intervention Procedures and Techniques 

The treatments of adolescent suicidal behaviours pose difficult clinical challenges for 

mental health professionals, social workers and counsellors. Despite increasing knowledge 

about the population of adolescents who commit suicide, adequate prediction and 

preventive knowledge for treating individuals is still lacking. 

4. 4.2.1 Counselling Process and Procedures 

The therapist and counsellors, whose names are mentioned above, indicated that 1ife is 

precious, and they need to do everything possible, within reason, to protect it. They 

understand that as trained therapists, their role is to preserve life. Due to their vast 

clinical experience, they conclude that, overwhelmingly, the majority of suicidal 

adolescents do not wish to truly end their lives. They say that, when a suicidee is helped 

to understand the sources if their stress and the available resources and options open to 

them, they inevitably choose life over death. 

The psychotherapist Dr. V. Singh highlighted the phases of movement in 

psychotherapy 

a. Acute Phase 

The goal during this phase is primarily to afford the patient adequate security from self

destructive impulses. This requires some restitution namely, lessening of anxiety through 

the increase of ego strength with attendant improvement of coping mechanisms, which 

requires that the patient learn or relearn to interact with others. Some suicidal patients are 

ambivalent about killing themselves, and their ambivalence may persist even when they 
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are hospitalized. 

Some remain inert, aloof and uncooperative. It becomes imperative for the therapist to 

intercede and to mobilize their efforts to help the patient communicate and interact. They 

indicated that they organize activities of a recreational character which focuses on 

decreasing alienation. Non-responsive patients may benefit from tranquillizing agents or 

electroconvulsive therapy, and these can have a marked effect on modifying the negative 

aspects of the acute phase and make it possible for the patient to begin a vital role in his 

own recovery. 

During the acute phase, the patient is often fearful and humiliated. Concerns about 

retaliation for his behaviour are manifested. The patient is afraid that he will be 

stigmatized forever, that he will lose his job or status, that he will not be reaccepted by his 

family or his spouse, that he is mentally ill and that there is no remedy for his plight. The 

therapist has to indicate that these feelings should under no circumstances be ignored. 

Instead, the patient should be reassured without hesitation. 

b. The Convalescent Phase 

During this period the patient is calmer, demonstrates more appropriate effect and has 

made a reasonable adjustment to the hospital. The individual feels less out of place and 

is much more receptive to what has transpired to cause him to behave in such a self

destructive way. The rapport with the therapist makes it possible for him to reveal himself 

and to examine new routes or avenues that might circumvent or alleviate the precipitating 

forces that brought him to the crisis. 

The convalescent phase terminates when the patient must return to his former milieu and 

all of the problems and issues that were associated with it. It must be recognized that even 

while the patient was getting along well in therapy he was able to do so largely because 

of the safe surroundings. However, if the therapist perceives the patient's wish to discharge 

him from the hospital may be premature and that he has a resistance against going into 
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deeper issues, he must act decisively against discharge. 

c. The Recovery Phase 

The patient is now once again attempting to contend with situations and conditions that 

had precipitated his suicidal attempt or lethal state. The therapists indicated that they 

found reactivation in 90 percent of all cases. They discovered 80 percent of reactivations 

took place when the patient was given a pass to go home for a day or a weekend. They say 

some patients worsened when they insisted on leaving the hospital without the approval 

of their therapist or, in some instances, with the therapist's consent. Those who were 

vulnerable when exposed to reality, were subjected to further therapy. 

4.4.3 A Clinical Approach to Suicidal Intervention 

The counsellors, therapists and social workers, whose names are mentioned above, 

indicated that they utilize a clinical approach in adolescent suicidal intervention. They 

believe that a one-on-one counselling session with the victim of suicidal behaviour or 

individuals who express suicidal ideation and threats together with family therapy has 

proven undoubtedly most successful. 

In their clinical approach, they ensure that they are comfortable discussing suicide with 

the victim. Since the therapist is aware that those who are serious about suicide have 

entertained those thoughts for some times, they deal with the issue of suicide directly. This 

procedure allows the individual to examine himself or herself objectively without having 

to think that "only crazy people" entertain these thoughts. Hence, psychological distress 

may be reduced and avoided. Furthermore, it increases the chances for the mental health 

professionals, counsellors and therapists to quickly and accurately ascertain suicidal risk 

The first action of prevention is to talk to the potential suicide attempter, listening to every 

word and watching facial expression for clue. Thus, they direct their questions in the 

following order: 
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"Are you feeling unhappy and down most of the time?" 

ff yes ... 

"Do you feel so unhappy that you sometimes wish you 

were dead? " 

If yes ... 

"Have you ever thought about taking your own life?" 

If yes ... 

"What methods have you thought about using to kill yourself?" 

If the client specffies a method . .. 

"When do you plan to do this? " ... 

Contrary to their fears that such an approach will adversely affect the individual, the 

therapist Mrs. Bruna from Life Line has found that directness diminishes the distress felt 

by the victim of suicidal behaviour. Life Line uses Egan's and Roger's client-centred and 

directive approach with reflective listening and questioning. The social worker Jean from 

Scripture Union and the therapist (Baritha) from Gandhi hospital indicated that they 

move tactfully in the direction of assisting the helpless in using what they refer to as "the 

natural barrier against suicide. " They say that studies reveal that almost all people who 

commit suicide have made previous attempts. In their explanation, they indicated that 

most people have trained-in barriers against hurting themselves or taking their own lives. 

They contin~ ued that once an individual or any adolescent crosses that barrier, it becomes 

easier for the person contemplating suicide to act against his or her moral, ethical and a 

religious upbringing. Even in teenagers or students who have made a suicidal gesture, the 

barrier is never completely gone. The therapist confidently attempts to immediately and 

forcefully reinforce the barrier or prevent it from being crossed, when counselling 

adolescent students who have never made an attempt to kill themselves, but have thought 

about ending their lives. This involves concrete actions on the part of the counsellor. 
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The therapist Linda from Child Line indicated that under certain circumstances, action is 

taken to affect the client's immeq.iate environment, especially when their assessment 

leads them to believe that they are dealing with a high risk adolescent, where no amount 

of talk or philosophical debate will help. Although the therapist may have hangup about 

acting in an autocratic manner, the counsellor is often required to make decisions and take 

actions against the wishes of their clients. These high risk adolescents are not allowed to 

leave without a clear-cut treatment plan and the involvement of responsible parties. The 

parents are immediately notified and if they don't cooperate, specific procedures are 

followed in alerting the appropriate authorities. They say that they do not take chances as 

it is better to err on the conservative side than to gamble with a person's life. 

If, however, their assessment leads them to conclude that they are dealing with a low risk 

adolescent, other more democratic or less severe actions are employed. The individual is 

entered into a counselling program or referred to a private practitioner in the community. 

In this case the options are open to the person. If the adolescent chooses to attend counsel

ling sessions, then the therapist has the opportunity to reinforce the barrier against suicide. 

Many of the counsellors, whose names are mentioned above, believe that by obtaining an 

agreement with the client can be a powerful means of blocking suicidal attempts. 

Sometimes, if possible, they extract a verbal promise from the clients that they will not 

make any attempt at suicide that week, and to actually sign a behavioural contract. 

The following is an example of a contract with the client: 

1. I agree not to attempt to kill myse(f or harm myself from ____ to ___ _ 

2. 1 agree to get rid of any or all things that may be used to kill myself such as knives, 

guns, or tablets. 

3. 1 agree to immediately call my counsellor at _____ or the Suicide Prevention 

Centre should 1 feel like hurting myself 
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4. I agree to these conditions as pa.rt of my counselling with ____ _ 

Signed ______ _ 

Witnessed ______ Dated _______ _ 

From interviews with a therapist (Baritha) from Gandhi hospital and counsellors (Yuvin 

and Jean from scripture Union), it has been understood that suicide intervention goes 

against the traditional therapeutic training of most mental health professionals. A potential 

suicide crisis does not allow the mental health professional the luxury of time to explore 

the client's problems nor to simply sit back and behave in a passive, democratic manner. 

The actions they choose to take or not to take can have major effects on the final outcome 

of their suicidal clients. 

The questionnaires that were completed by Rani and Tammy from the Kznpa welfare 

department Phoenix and June from Kznpa social welfare Chatsworth revealed that the 

social workers are actively involved in youth problems, crisis intervention and preventive 

programs. This is affirmed by the very fact that the organization has in place, the youth's 

life skills program, not only for problem adolescents but also for suicidal teenagers. The 

social workers indicated that they facilitate weekly sessions with the students who are 

referred mostly by the schools and clinics in the area. The children of their clients are also 

entered in this program. The youth's life skills program is a ten-week program. In this 

program the social workers facilitate informal and free group discussion and role playing. 

Listed below are some of the focus aspects of the life skill's program: 

* self awareness; 

* self-esteem building; 

* communication and conflict management; 

* decision making; 

* relationships; 

* assertiveness; 
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* peer pressure; 

* crime awareness; 

* substance abuse; 

* drug awareness; 

* Hiv/Aids; and 

* behavioural problems. 

The social workers' (as indicated above) main objective is to change the negative 

behaviour in an individual to positive ones. The problem areas are identified by leading 

the students and suicidees into a controlled, directed, open and free discussion. After 

identi- fication of the problems, each individual is made to confront the critical issue and 

the social worker assists them in resolving their problems, hence finding a reason to live. 

They are made to see the potential they possess deep within themselves. Hence, an attempt 

is made to change the attitude that parents, teachers, friends and others have instilled in 

them, especially the attitude of believing that they are useless and good for nothing. The 

youths are made to practise self-reflection in order to find and draw out the positives 

which makes them feel good and self-confident. In this process, an attempt is made to 

improve and strengthen the individual's self-esteem. 

In the case of loss, individuals are influenced to realize that they need to have more than 

one important thing in their lives and the social worker helps them take steps to make that 

happen. The suicidal teenager is motivated to set goals in order to add meaning to their 

lives. They are encouraged to join a support group. The social workers indicated that at 

these meetings, the members who were and are suicidal, can share their feelings with 

others without the fear of being judged or ridiculed. Also, as members make progress, they 

serve as role models for incoming would-be suicidees, giving members respect, status and 

a reason to live. 

According to Zeinert (1999:72), it is unfortunate even though many resources are 

available, that not all those at high risk of suicide and attempters of suicide will receive 

the counselling that they need. Some believe that everything is hopeless, and they will 
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refuse all offers of help. Making reference to an example as related by Zeinert, were 

others, like teenager Charles, will. be denied help. His parents did not take his attempt 

seriously, and when they brought him home from hospital, they refused to contact the 

counsel1ors and the suicide support group that the doctors at the hospital had 

recommended. Charles's mother insisted that the attempted hanging was just a silly 

misunderstanding. For a while, Charles, who was very good at masking his depression, 

seemed to be happier than before. He even joked about rope marks on his neck. A few 

months later he hanged himself again, and this time he successfully completed his suicide 

attempt. 

According to a therapist (Baritha), counsellor (Yuvin) and a social worker (Tammy), 

from the organizations mentioned above, parents believe that the thoughts of suicide have 

never entered their children's minds. In view of this notion, parents and other members of 

the family are educated on suicidal behaviour. Therefore, therapeutic sessions with the 

parents together with the older siblings are also arranged. In a cooperative discussion, the 

problems of the home environment are identified and confronted. Directed by the family 

therapist and the social worker, each individual of the family unit is encouraged to find 

solutions to the problems. In cases where either party, parent or the child refuses to give 

way, the social worker, as a facilitator, intervenes for a compromise to be reached. After 

examining the solutions, a suggestion is made by the social worker to utilize the best 

possible solution on a trial basis. However, therapy is continued until normality is reached 

in the individual and the family as a whole. 

The parents are encouraged by the therapist and social worker, during the family therapy, 

to be a role model, form an ongoing emotional bond with their teenagers and show 

interest in the child, especially since this is a very critical phase. The parents are motivated 

to become involved in activities - play with the suicidee, chat to them and even cuddle 

them every day. Parents are also reminded by social workers to find out what their 

interests are or assist them in developing interests and participate in them too. The parents 

must create opportunities to provide input. They further add that if an emotional bond has 

not been forged, the teenage child will be going his o-wn way all alone. But if good 
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communication with the teenager has been developed, the chances are favourable that he 

will confide in you when they exp_erience problems or encounter crisis situations. Even 

though the teenager may ware a mask to hide their depression or problems, only the 

parents who are truly emotionally involved with their child will know something is wrong. 

Some problems related to programs 

1. lnsefficient funding; 

2. Shortage of staff; 

3. Parental non-cooperation; 

4. Apathetic parents; 

5. Lack of commitment from child/parent; 

6. Work commitments of parents; 

7. Travelling costs; and 

8. Lack of involvement from the father. 

4.4.4 Telephonic Crisis Intervention 

There are suicide prevention centres Life Line and Child Line that typically operate 

twenty-four hours a day, seven days a week. Because most suicide contacts are made by 

telephone, a well-publicized telephone number is made available throughout the commu

nity for calls at any time of the day or night. Furthermore, many centres provide inpatient 

and outpatient crisis treatment. If they lack such resources, the centres develop cooperat

tive programs with other community mental health facilities. Most telephone hotlines are 

staffed by para-professionals. All workers are trained in crisis intervention techniques and 

have been exposed to crisis situations under supervision. 

Life Line and Child Line of the Durban area are typically twenty-four hours telephonic 

counselling centres. They also have programs in place where volunteers are trained in 

telephonic counselling and crisis intervention. They have many adolescents calling for 
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help, especially those who are depressed and experience suicide ideation. They confirm 

that many youths of the Durban area are suicidal and experience turmoil. According to 

Life Line they treat all callers seriously. They utilize the following techniques: 

* Maintain contact and establish a relationship 

By reflective listening and questioning, the skilled worker (counsellor) establishes rapport 

and a good relationship with the suicidal caller. This increases the caller's chances of 

working out an alternative solution with the skilled worker exerting more influence. Thus, 

it is important for the counsellor to show interest, concern and self-assuredness. 

* Obtain necessary information 

The counsellor elicits demographic data and the caller's name and address. This 

information is very valuable in case an urgent need arises to locate the caller. 

* Evaluate suicidal potential 

The staff person must quickly determine the seriousness of the caller's self destructive 

intent. Most centres use lethality rating scales to help the worker determine suicide 

potential. These usually contain questions on age, sex, onset of symptoms, situational 

plight, prior suicidal behaviour, and the communication qualities of the caller. It is very 

significant and useful that the clues to suicidal intent are noted. 

* Clarify the nature of the stress and focal problem 

The counsellor must help the caller clarify the exact nature of the stress, recognize that he 

or she may be under so much duress that his or her thinking may be confused and 

impaired, and realize that there are other solutions besides suicide. The caller is often 

disoriented, so the worker must be specific to help bring the caller back to reality. 
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* Assess strengths and resources 

In working out a therapeutic plan, the worker can often mobilize the caller's strength or 

available resources. In their agitation, suicidal people tend to forget their own strengths. 

Their feelings of helplessness are so overwhelming that helping them recognize what they 

can do about a situation is important. The worker explores the caller's personal resources 

(family, friends, co-workers)~ professional resources (doctors, clergy, therapists, lawyers); 

and community resources ( clinics, hospitals, social agencies). 

* Recommend and initiate an action plan 

Besides being supportive, the worker ( counsellor) is highly directive in recommending a 

course of action. Whether the recommendation entails immediately seeing the person, 

calling the person's family, or referring the person to a social agency the next day, it is 

presented as a plan of action and outlined step by step. 

According to Bruna, the counsellor (supervisor) from Life Line, the above list implies a 

rigid sequence, but in fact the approach as well as the order of the steps is adjusted to fit 

the needs of the individual caller. 

4.5 ADOLESCENTS' SUICIDE COUNSELLING EVALUATION 

The questions were set to ascertain the results of counselling. In order to achieve this, 

closed ended, open ended and leading questions were used to assess the degree of change 

in perception to problems and feelings about life in suicidal adolescents. The findings are 

available in the following table. 
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Table 4.3 Data of Suicidal Adolescents' Change in Perception of Problems and 

Feelings about Life 

Counselling and ifeafrnent c:eniets 'tT - ~· 1es ];/a Unsure I 
I Life Line /",!) ~0/,. 37.7~1o I ~,&...;.w' I u 

I Child Line 65.5% 3.1% 31.4% I 
State Social Welfare Departments 63.8% 36.2% I 

30.5% 
I 

Child Welfare Societies 69.5% I I 
Scripture Union 67.6% "'P"\ Ail I 

..)L,.'fo/0 I 
I Dc-Tr('ohi~t1"1(' rl~tt1ol" 

..I. ..-,JV,L,J.1.4,,L.UJ.V '-'J._l.11._l._V 
;IQ 001... 
1/ • ..;l' /V 

,o 10/,. 
..JV~ .LIV I 

Gandhi Hospital 728% I 27.2% i 
i 

Table 4.3 shows that the counselling and treatment centres were effective to the degree 

that they experienced positive results. There was an average of 63. 77% of suicidal adole

scents' change in perception about life after counselling and treatment. 

4.5.1 The Institutions 

4.5.1.1 Life Line 

Life Line experienced a 62.3% positive fruitful outcome. According to Bruna from Life 

Line the outcome is an estimate of the positive response from callers and the feedback 

from the counselling centres to where the callers were referred for further intervention and 

therapy. This centre has proven to be very successful in stopping teenagers from destroy

ing their lives through their telephonic crisis interventions. They say that when the callers 

feel "heard" and understood, they become confident to open up and speak about what is 

troubling them. By bringing the callers to this point, it becomes possible for the 

counsellors to influence the suicidal adolescent with a desire to deal with the problems 

constructively and effectively. A high percentage of suicidees responded by indicating 

that they felt better and hopeful about life after a call. Since many callers declare their 

appreciation and change in perception oflife before ending a call, counsellors believe that 

they are successful in their telephonic crisis counselling. 
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However, Life Line was unsure about 37.7% of callers who repeatedly called and abruptly 

tenninated the call before disclosing crucial infonnation or taking any final decision. They 

were unsure as to whether these callers were suicidal or not, or even if it was a crank call. 

The counsellors of Life Line felt this way because all calls are treated seriously. 

4. 5. 1. 2 Child Line 

Linda who represented Child Line crisis centre in the interview/completion of quest

ionnaire revealed a success rate of 65 .5%. This is because they arrange personal counsel

ling sessions with a high percentage of their suicidal adolescents and their families. They 

assist the individuals to see the positives of life and instil in them the knowledge that 

someone cares about them and that they are not alone. The client is influenced to see the 

hopeless situation from a different perspective. The families of the victim are encouraged 

to understand the problem situation and to ensure support of the child. The 3 .1 % of no 

change in perception, refers to the cases that are beyond counselling and are the(efore 

referred to the psychiatric clinic. These individuals usually suffer from a psychiatric 

problem or mental disorder. The counsellors were unsure with 31.4% of their clients' 

change in perception to problems and life, since these clients failed to cooperate and 

attend the counselling sessions that were arranged. 

4.5.1.3 Welfare Departments/Societies 

Statistics released by social workers (Rani and Tammy) from the state welfare depart

ments and (June and Sandra) from the child welfare societies, indicated that these centres 

have experienced an average of 63.8% and 69.5% change in perception respectively, after 

counselling of suicidal adolescents. According to Rani, Tammy and June from the above 

centres, the individuals stated that the counselling they received, caused them to review 

their situation and to understand the value of life and that suicide was not the answer to 

their problems. There were no changes in 36.2% and 30.5% respectively of the clients as 

they did not cooperate with the social workers since they were forced to see them. 

Furthermore, due to the aggressive behaviour of the teenagers, the sessions were 
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incomplete, and the clients were referred to the psychiatric clinic for assessment and 

treatment. 

4.5.1.4 Scripture Union 

The counsellors Yuvin and Jean from Scripture Union, who counselled mostly Christian 

teenagers, indicated that 62.6 % of their clients left with increased self-esteem and a 

positive view of life. The individuals were made to realise that God really loves them and 

that they are special in His sight. The counsellors assisted the suicidees to realise that they 

need to have more than one important thing in their lives and that they also need God on 

'Whom they can depend. The individuals were given options and enlightened with the steps 

to realise their goals. The individual's faith was rekindled and dismissed with encourage

ment and hope. However, 32.4% of the clients were depressed and failed to respond to 

counselling. These clients were referred to the psychiatric clinic and therefore the results 

were unsure. 

4.5.1.5 Psychiatric Ginic 

The psychiatric clinic mostly dealt with individuals who were severely depressed, hostile, 

aggressive, schizophrenic and those who experienced mental disorders. Most of the clients 

they treated were mainly referrals by other counselling centres. The patients were diagno

sed, placed under treatment, monitored and given the relevant medication. This treatment 

continued over a specific period of time until the suicidal adolescent normalized. 

According to the therapist Seefa and the nurse Sally, 49.9% of the adolescents who were 

controlled with medication, responded positively to treatment. However, 50.1 % of the 

clients who could not be controlled due to manic depression and hostile violent displays 

were hospitalized and committed to a long term treatment institution as they were regarded 

as very serious high risk suicidal patients. 
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4.5.1.6 Gandhi Hospital 

Finally, Baritha, a therapist and social worker from the Gandhi Hospital, where most of 

the attempted suicides are initially admitted and treated, indicated that 72.8% of 

adolescents realised that suicide was not the solution to their problems. These individuals 

indicated that the counselling assisted them in viewing life differently and more 

meaningfully. They were able to see the potential and inner strength they possessed and 

how they were able to make decisions, achieve the goals set and were able to cope with 

stressful situations. However, the social workers were unsure about 27.2% of the clients 

due to the fact that they were referred to the psychiatric clinic for further treatment and 

therapy. 

4.5.2 Does Change Last? 

The data reflected in Table 4.4 reveal that the change in perception to life and suicide 

ideation is not always lasting after therapy, treatment and counselling. This data was 

obtained not only by participants placing a tick under "yes" or "no" for this question but 

also by requesting a disclosure of percentage. 

Table 4.4 Data on suicidal adolescents 

Counselling and treatment centres Yes-% of clients No-% of clients 

T ;+a T ;._a 
Lil.l.\.,., .l.....Jl.1.l'-,., - I ')(\0/.. 

,,(,,,,,V/U 

~hiln T .inf' 43.2% - I 
l I State Social Welfare Department 76.4% 23.6% ! 

Child Welfare Society 79.1% 20.9% I 
Scripture Union 55% -

I nnynl..~n .. _:n r'l~-~n II< t::01 .:;',I 110/ I J. ~ v111aun, vHlllv "'t.J.V /U J""t. "'T /U 

Gandhi Hospital 60% 40% I 
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4.5.2.1 Life Line 

Since the counselling is conducted telephonically, Life Line indicated that they are not in 

a position to assume that the changes are lasting as no follow-up counselling is conducted 

by them. The callers are referred to counselling centres near their homes which are 

convenient and easily accessible. However, they felt that an assumption could be safe for 

20% of callers where the change in perception to life and suicide ideation were not lasting. 

This is mainly due to the fact that these individuals engaged in repeated calls to Life Line. 

In short, the telephone service could not be relied upon to serve effectively without back

up and follow-up services. 

4.5.2.2 Child Line and Scripture Union 

Child Line and Scripture Union indicated that 43.2% and 55% respectively of suicidal 

adolescents experienced a change in perception to life that was lasting. This assessment 

was predicted from the positive feedback received from clients. However, based on the 

feedback received from clients, these counselling centres committed themselves in 

disclosing that the changes were lasting. 

4.5.2.3 Welfare Departments 

Family therapy, individual counselling and monitoring adolescents through follow-up 

programs, caused the state social welfare department and the child welfare society to 

confidently indicate that 76.4% and 79.1 % respectively of their clients experienced lasting 

change in perception to life and suicidal ideation. However, 23.6% and 20.9% respectively 

of their clients engaged in repeated suicide attempts and some adolescents were success

ful in self-destructive behaviour. Many of these suicidal teenagers who were emotionally 

unstable were referred to psychiatric clinics to undergo medical treatment. 
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4.5.2.4 Gandhi Hospital 

According to Gandhi Hospital, from feedback received, 60% of the suicidal adolescents 

who were treated and counselled, did not attempt suicide again. However, 40% of patients 

who engaged in repeated attempts and were psychopathic were referred to the psychiatric 

clinics for psychological assessment and treatment. These individuals were either 

prescribed long term medication or committed to an institution. 

4.5.2.5 Psychiatric Clinics 

45.6% of the suicidal psychiatric patients who received treatment and medication showed 

drastic improvement emotionally and mentally. After the therapy and treatment, they 

experienced lasting change and returned to normal life. However, there was no improve

ment in 54.4% of patients as they were on long term medical treatment and institutional

ization. 

4.5.3 Success in Counselling and Techniques 

All the treatment and counselling centres rated their counselling of suicidal adolescents 

as mostly successful. However, a minor percentage of uncertainty existed in some clients 

due to some undesirable persistent family situations and individual turmoil. According to 

the counselling organization and treatment centers of this research, the most successful 

counselling techniques for suicidal adolescents are, as tabulated in table 4.5. 

Table 4.5 Most Successful Counselling Techniques for Suicidal Adolescents 

I Counseiling and Treatment Ceulres C ..... -"" . . y I ounseumg 1 ec1uuques use« 

I
i T ;f'o T l.Il"" 
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I Client Centred Therapy 
I 

I 
Child Line 

I I Active Listening 

I Gentle Probing 
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Ernpath~tir. T .i~t~ning 

I I Self Awareness 

I 
Individual (one-on-one) Therapy I 
Family Therapy 

I Group Therapy 

I 
Psychiatric Clinic I Problem Solving Model 

Rational Emotive Therapy 

Gandhi Hospital / Scripture Union Individual ( one-on-one ) Therapy 

Family Therapy 

The counsellors and therapists, whose names were disclosed earlier, briefly described the 

. successful techniques used in counselling suicidal adolescents. However, due to time 

constraints they were not able to offer a detailed description. The following summary of 

techniques is a synthesis of the brief description by the counsellors and the theoretical 

understanding of these techniques from literature review. 

4.5.3.1 Problem Solving Therapy 

According to Rani and Tammy from the welfare centres and psychiatric nurse Sally, it was 

found that suicidal adolescents demonstrated a limited ability to find solutions to 

imperson- al problems. They are less able to produce new ideas and think flexibly or to 

consider alternatives and they may persist in ineffective problem solving even when a 

more effective strategy is presented to them. They are also less able to generate active 

cognitive coping strategies in the face of stressful life events. Active cognitive coping 

strategies include self-comforting statements and instrumental problem solving. Lack of 

active problem solving has also been found among suicide attempters. Perry (1991 :66) 
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identified the following problem solving deficits prior to assisting the patients in resolving 

them. 

* Suicidal individuals lack an appropriate general orientation to problems: 

* They have difficulty generating potential alternative solutions to problems once the 

problems have been identified; 

* They tend to focus on potential negative consequences of implementing the alternatives 

generated; 

* They do not adequately implement viable alternatives. 

Problem solving provides the suicidal adolescents with strategies for dealing with specific 

problems in life. 

Proposed steps in problem solving (Crook 1997:50): 

1. A difficulty is felt; 

2. The difficulty is located and defined~ 

3. Possible solutions are suggested; 

4. Consequences are considered; and 

5. A solution is accepted. 

4.5.3.2 Cognitive Behavioural Therapy 

According to Meier (1982:61) Cognitive Behavioural Approaches believe that psychopa

thology stem from irrational, faulty, negative and distorted thinking or self-statements that 

a person makes to himself or herself. Most cognitive approaches share several elements: 

Firstly, cognitive restructuring is used to change a client's irrational, self-defeating, and 

distorted thoughts and attitudes to more rational, positive and appropriate ones. Secondly, 

skills training is used to help clients learn to manage and overcome stress. Third, problem 

solving provides clients with strategies for dealing with specific problems in living. Once 

the client begins to restructure his or her thoughts, the therapist begins the task of helping 

the client learn new ways to appraise and evaluate situations and to deal with situations. 
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4.5.3.3 Rational Emotive Therapy 

Since the psychiatric nurse Sally did not explain the Rational Emotive therapy, the 

explanation by Ellis (1988:32) has been used. Rational Emotive therapy and the behaviou

ral strategies are similar in a number of ways. It is an extension of behaviorism that 

empha- sises the influence of beliefs upon behaviour. The irrational beliefs must be 

located, confronted, and then replaced by more rational beliefs. And also, for example, 

RET incorporates cognitive restructuring, skills training and problem-solving skills. RET 

engages clients in a rational debate as opposed to the client's capacity for self discovery. 

Rational Emotive therapy is active and directive. This school of thought operates on an A

B-C paradigm. 

"A" - refers to events in a person's life; 

"B" - refers to a person's thoughts about event "A"; 

"C"- refers to a person's emotions and behaviour as a result of "B". 

When a highly charged emotional consequence (C) follows an activating event (A), "A" 

may appear to cause "C". Actually, however, emotional consequences are largely created 

by "B", the adolescent's belief system. See illustration in figure 4.1 below. 

Figure 4.1 A-B-C paradigm 

A B C 

Event => Thoughts and belief's =·> Behaviour 

Client spills 

juice at breakfast. 

" I should always be 

perfect." 

Client cries. 

The goal of therapy is to minimize a self-defeating outlook and help an individual acquire 

a more realistic, total philosophy oflife. Pain may be alleviated in several ways, including 
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diversion, satisfaction of demands, and convincing a person to give up certain attitudes. 

The adolescents are taught basic~lly how to think - to separate rational from irrational 

beliefs. 

The R.E.T. is informal, active, energetic, and directive. Often a forceful approach is 

necessary to alter destructive and self-destructive patterns of behaviour. 

4.5.3.4 Individual, Group, and Fami(y Therapy 

The therapist, Baritha from Gandhi hospital, indicated that in individual therapy, the 

therapist either must rely on what clients say about their social relationships or must assess 

those relationships on the basis of client-therapist interactions. 

The counselling Yuvin from Scripture Union indicated that Group therapy is a technique 

well-suited for treating psychological difficulties that are basically interpersonal in nat

ure. One of the most powerful mechanisms of group therapy is that groups provide an 

environment in which an individual can develop new communication skills, social skills 

and insights. It may involve more than one client and more than one therapist. 

Firstly, the group experience allows each client to become involved in a social situation 

and to see how his or her behaviour affects others. Secondly, the therapist can see how 

clients respond in real-life social and interpersonal context. In the group context, response 

patterns are observed rather than communicated or inferred. Thirdly, group members can 

develop new communication skills, social skills and insights - the most powerful mechan

isms of group therapy. The group provides an environment for imitative learning and 

practice. Fourthly, groups often help their members feel less isolated and fearful about 

their problems. Many clients enter therapy because they believe that their problems are 

unique: no-one else could possibly be burdened with such awful impulses, evil or 

frightening thoughts and unacceptable ways. The fear of having others find out how 

"sick" they are may be as problematic to clients as actual disorders. But when they 

suddenly realize that their problems are common, that others also experience them, and 
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that others have similar fears, their sense of isolation is eased. This realization allows 

group members to be more open ~bout their thoughts and feelings. Finally, groups can 

provide their members with strong social and emotional support The feelings of intimacy, 

belonging, protection and trust can be a powerful motivation to confront one's problems 

and actively seek to overcome them. A group can be a safe environment in which to share 

one's innermost thoughts and to try new adaptive behaviours \Vithout fear of ridicule or 

rejection. 

June from the welfare centre indicated that in family therapy the focus is on the family 

unit, which is considered the client If one family member has been identified as the 

patient, family therapy considers his or her problems as symptoms of a deeper problem in 

the family itself According to Meier (1982:64), family therapy may be broadly defined as 

group therapy that seeks to modify relationships within a family to achieve harmony. The 

important point is that the focus is not on an individual, but rather on the family as a 

whole. Family therapy is based on three assumptions: 

* It is logical and economical to treat together all those who exist and operate within a 

system of relationships; 

* The problems of the "identified patient" are only symptoms, and the family itself is the 

client; 

* The task of the therapist is to facilitate the modification of relationships within the 

family system. 

The family therapists concentrate on improving not only faulty communication but also 

interactions and relationships among family members (Meier 1982:66). They seek to sh

ow family members how they are now communicating with one another; prod them into 

revealing what they feel and think about themselves and other family members and what 

they want from the family members and what they want from the family relationship; and 

convince them to practice new ways of responding. Thus family therapy stresses the 

accurate assessment of family roles and dynamics and intervention strategies to create 

more flexible or changed roles that foster a positive interrelationship. 
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4.5.3.5 Self-Awareness (Gestalt Therapy) 

The word "Gestalt" means "whole." It emphasizes a person's totality of experience, whi

ch should not be fragmented or separated. Meier (1982:67) believed that when affective 

and cognitive experiences are isolated, people lack full awareness of their complete 

experience. In Gestalt Therapy, clients are asked to discuss the totality of the here- and

now. Only experiences, feelings and behaviours occurring in the present are stressed. Past 

experiences or anticipated future experiences are brought up only in relation to current 

feelings. As a means of opening clients to their experiences, therapists encourage clients 

to: 

* Make personalized and unqualified statements that help them "act out" their emotions. 

* Exaggerate the feelings associated with behaviours to gain greater awareness of their 

experiences and to eliminate intellectual explanations for them. 

* Role-play situations and then focus on what was experienced during the role playing. 

4.5.3.6 Person-Centred or Client-Centred Therapy 

Meier (1982:68) believes that an individual can develop better self-concepts and move 

toward self-actualization if the therapist provides certain therapeutic conditions. Tension, 

anxiety and defensiveness interfere with basic human drives. If these forces can be reduced 

or relieved, a person can experience personal growth. The therapist provides conditions 

which clients use in their own innate tendencies to grow, to actively negotiate with the 

environment, and to realize their potential. The counsellor Bruna from Life Line indicated 

that the goal of client-centred therapy is to help people regain contact with their true 

feelings and values. Increased self-acceptance increases autonomy and reduces the 

destructive forces of anxiety; thus personal growth occurs. Thus therapists accept clients 

as people, show empathy and respect, and provide unconditional positive regard for 

clients. In client-centred therapy the therapist needs to be honest, genuine, transparent and 

totally accepting. Finally, the therapists shows genuineness, be "themselves" in a session 

and express their thoughts and feelings without pretension. Client-centred therapy is 

147 



especially effective for individuals with a poor self- image. 

4.5.3. 7 Empathetic Listening 

The social worker Tammy from Kznpa Phoenix indicated that the therapist must 

understand the patients' need to share their misery and despair. The best therapeutic tool 

for achieving this sharing state with suicidal adolescents is empathy. Empathy is defined 

as the emotional knowing of another person, rather than intellectual understanding. Kohut 

(1978:16) states that empathy is a mode of data collection, a value-free tool that allows 

one to experience "vicarious introspection." It is a way of thinking oneself into the inner 

life of another. This technique is used to bring patients back from the brink of disaster. 

The mere act of being with another, oflistening and sharing their pain conveys acceptance. 

The therapist is conveying to the patient that as a person he is important. By accepting and 

understanding the patient, the therapist is able to convey to the patient that he is 

understood. In addition to sharing, empathy permits a connection to be established and 

maintained. By maintaining connections, suicidal patients who are on the verge of losing 

their sense of self can find themselves through their ability to find others (Havens 

1976:210-215). 

4.5.3.8 Active Listening 

Simply talking to another person often relieves problems. True friendship is built when 

one person listens to another and shows genuine concern. Caring, although intangible, is 

readily sensed by people, particularly those with problems. People tend to move towards 

those individuals who are warm, understanding, accepting and personal, and who will 

listen to them. Listening is one of the best ways to express concern and caring. 

4.5.4 Improvement of Techniques 

The therapeutic, treatment and counselling centers all undeniably agree that there is still 

room for improvement in techniques presently used to prevent a second adolescent suicide 
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attempt. This is in view of the fact that they have attended to a high percentage of 

adolescents who repeated a suicide attempt. The listening techniques; client support 

system; and follow up procedures require improvement. 

4.5.4.1 Listening techniques 

Listening plays a very essential role in any therapy, counselling and crisis intervention. 

However, to the crisis call centers, namely Life Line and Child Line, listening to clients 

telephonically is their first contact or sometimes the only contact they have with suicidal 

adolescents. In view of this it is imperative for these counsellors to develop their listening 

skills. The technique of reflective active listening must be sharpened. They say that time 

and experience ensure development of skilful listening. Even in therapy, the therapist must 

be seasoned in listening patiently for long periods. 

Linda and Bruna indicated that good listening techniques must be learned. For example, 

the counsellor, when working with two people at once or a family, must try to talk to only 

one person at a time and not engage in two conversations. It is important to avoid 

interrupting a person who is speaking. This is a bad habit that needs to be shed. This 

practice requires discipline and nurturing. To become a good listener, the listener must 

not tune in to only part of the conversation, argue mentally while the other person is 

talking and jumps to the conclusions before the person finishes. Skilful listening and facial 

expressions are inseparable. The counsellor must perfect the art of counteracting restless 

appearance and disinterest through facial expressions. On the other hand, a warm smile, 

eye contact, and interest shown by every movement are marks of a caring listener. Finally, 

counsellors must shed the habit of taking notes while listening. 

4.5.4.2 Support System 

As noted, individuals often tum to others for help and guidance during emotional stress. 

According to the counsellor Yuvin, the adolescents first seek support from family mem

bers, friends, co-workers, or church ministers, and then perhaps from mental health 
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professionals. Social support refers to the availability and quality of interpersonal 

resources that individuals can call on during emotional stress. Social support can prov

ide guidance, feedback, material aid, behavioural assistance, intimate relationships and 

positive social interactions (Sue et al.1994: 14 7). 

Jean from Scripture Union indicated that they need to always make use of support systems 

and as such, the need arises to establish and make available stronger support systems 

within the community, especially for suicidal adolescents, to avoid repeated suicidal 

attempts. The counsellor admitted that support groups must be implemented in schools. 

The absence of support structures for adolescents in crisis and of suicidal behaviour in the 

homes or at schools, increases the chances of suicide repeats. Support structure is 

important for several reasons: young people need a safe place to express their feelings with 

their peers. The psychiatric nurse Sally found that many adolescents resist formal treat

ment and attend counselling sessions. It has been found that after each youth suicide, 

reports of attempts, threats or both increased. The families of victims are resistant to 

treatment and on several occasions fail to keep their appointments. The support group at 

schools provide an accessible and acceptable counselling resource for many students. The 

community support system that provide counselling services for the adolescents in turmoil 

\vill definitely reduce suicidal behaviour and suicide repeats. 

4.5.4.3 Follow-up 

Counselling and treatment centres admitted that, although they followed the steps of crisis 

intervention, they failed in the final step of follow-up. The hospitals' normal procedure is 

to refer the patients to a psychiatric clinic or counselling center after medical treatment. 

However, they do not follow up such referrals to ensure that appointments are kept In 

order for the referral system to meet its intended purpose, effective follow-up structures 

must be put in place. These improvements are also applicable to the telephonic 

counselling services. The social workers are also subjected to these improvements when 

conducting family therapy and individual counselling of suicidal teenagers. Finally, 

follow-up must be treated seriously in order to avoid repeated suicidal attempts in 
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adolescents. 

4.5.5 Coping Skills 

According to Maris (I 992: 171 ), "coping" is defined as behaviour that facilitates adapt

ation to change and helps to maintain a continued level of previously adequate function

ing. The term "vulnerability" signifies a weakness in coping skills - a soft area of behav

iour that allows a stressful event to overwhelm the person in spite of his or her attempts 

to cope with it When adolescents' attempts to cope fail, they may stagnate or even regress 

to a prior pattern of behaviour that served them well in the past, but that may not be 

appropriate to the present period. If adolescents continually fail to adapt to change, they 

eventually start to lose confidence and begin to lose an inner sense of trust, as well as 

hope. It is at this juncture that thoughts about the si!:,>nificance of life, and even thoughts 

of ending one's life, can become prominent. Lifestyles are developed around patterns of 

response, which in turn are established to cope with stressful situations. The counselling 

and treatment centres suggest the following coping skills that suicidal teenagers may 

utilize in problem and stressful situations: 

* extra-curricular activities; 

* improve relationship with parents; 

* improve social life; 

* communicate problems to someone; 

* join a support group; 

* develop communication skills; 

* improve positive self-esteem and self-confidence; 

* write down feelings; 

* utilize problem solving skills; 

* develop suitable effective options for problem solving; 

* stress management; 

* avoid stressful situations; 

* find a purpose and set goals; 
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* become God-conscious and religious; 

* develop trust; 

* create positive thoughts and optimistic perceptions on life; and 

* avoid being paranoid and suspicious. 

4.6 EDUCATION OF THE COMMUNITY ON ADOLESCENT SUICIDAL 

PREVENTION: 

Education, as a tool for preventing suicides, can be effective at the primary, secondary and 

tertiary modes. Generally, there has been inconclusive evidence that education programs 

have been effective. However, educating the community on adolescent suicidal prevention 

must persevere. Suicide prevention centers have a role to play in the community. 

Life Line has in place training programs for volunteers, school teachers and various 

professionals. Every six months, volunteers are recruited and trained in telephonic crisis 

counselling and intervention by the Life Line counselling centre. They provide comprehen

sive training and create an environment that facilitates and enhance volunteer experience. 

The community role involves school-based suicide awareness programs, training of peer 

counsellors, outreach training and support in the fonn of community education and 

possible provision of distress management training to health care personnel who must deal 

with crisis and suicide-related issues. 

The Child Line and social workers engage in campaigns and they organize workshops that 

aim to educate pupils and teachers in the school environment, focusing especially on 

suicide warning signs (detection) and prevention. The social workers of the counselling 

centers engage in a weekly life skills development program for suicidal and problematic 

youth. They also have youth empowennent programs to develop self-esteem. 

The families of suicidal individuals are educated and alerted in family therapy to provide 

support, as adolescent patients are not to be left alone until it is clear that the crisis has 

abated. The trusted family member or friends are educated as to the importance of staying 
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with the patient and remaining in communication with the therapist. 

The counselling centers also educate the community on the resources available for 

adolescent suicidal behaviour. However, the social workers and therapist admitted that 

they do not do enough to educate the community in adolescent suicidal behaviour, as they 

are inundated with work due to short staff Hence, they do not have the manpower or the 

necessary funds to conduct sufficient community programs as desired. 

4.6.1 Suggestions by Treatment and Counselling Centres for Adolescent Suicidal 

Prevention 

From discussions with the social workers, many of them, if not all. felt that the non

governmental organizations should show more initiative and co-operation by working with 

them in assisting unfortunate suicidal adolescents. It has been disclosed that parents are 

poor role models and lack understanding of teenage needs. This lack of understanding 

frustrates the young person and moves them into an area of helplessness. They find 

themselves in a crisis situation where they are unable to cope. Looking for a way out of 

hopelessness, they are trapped in suicidal behaviour. In view of the aforementioned, they 

suggest the following: 

* The community should be made aware that the problem of suicide does exist and is on 

the increase; 

* Group work should be carried out with teenagers who are experiencing problems; 

* More life skills and coping skiils training at schools will help teenagers in making 

responsible decisions; 

* A teacher's forum should be formed to share student concerns, feelings and 

information with one another; 

* In a classroom discussion, adolescents should be given an opportunity to express their 

feelings and concerns, especially those dealing with fears of death and suicide; 

* Arrangements should be made for problematic families to receive family therapy and 

engage in teenage suicide-parenting programs; 
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* The community should be encouraged to get involved and also form support groups; 

* Increase awareness in schools and community and the use of the media especially 

television to propagate this awareness; and 

* A network of social support system should be created within schools, inter-schools, the 

community and religious organizations. 

The therapists and counsellors suggested that a pre-school program be initiated to help 

neglected or deprived children to develop social, emotional and intellectual skills. They 

also encourage the mothers to be trained to facilitate the development of interpersonal 

cognitive problem-solving skills in their children. They say that in an experiment they 

found that the children of trained mothers demonstrated greater ability to think of 

alternative solutions to interpersonal problems and to exhibit less impulsive or inhibited 

behaviours than a control group of children. They also found that when children learned 

coping and problem-solving skills, they showed fewer behavioural disturbances and fewer 

other problems than a control group of untrained children. 

How to help? 

Social workers indicated that people who are contemplating suicide feel so alone and 

helpless, the most important thing to do if you think a friend, loved one or adolescent is 

suicidal, is to communicate with him or her openly and frequently. Also, be sure to take 

all talk of suicide seriously. Don't assume that people who talk about killing themselves 

won't really do it. The social workers indicated that, an estimated 80% of all those who 

commit suicide give some warning of their intentions or mention their feelings to a friend 

or family member. And don't ignore what may seem like casual threats or remarks. 

Statements like" you'll be sorry when rm dead" and" I can't see an)'\vay out," no matter 

how off-the-cuff or jokingly said, may indicate serious suicidal feelings. If one finds that 

an adolescent or loved one is contemplating suicide, it is essential to help him or her find 

immediate or professional care. Also, one should never assume that an adolescent who is 

determined to end his or her life can't be stopped. 
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What to do? 

If one suspects an adolescent or friend may be contemplating suicide, engage in the 

following procedures as suggested by the therapist Marion Scher (2002: 16) in the Club 

A1.agazine: 

* take it seriously; 

* be willing to listen; 

* stay calm, but don't under-react; 

* involve other people; 

* ask direct questions; 

* reassure; 

* don't promise confidentiality; 

* if possible don't leave the person alone; 

* don't blame yourself; 

* seek professional help; 

* act immediately - tomorrow may be too late; 

* make sure he or she follows up on any treatment; 

* express empathy and concern; and 

* try to help him \\ith feelings of guilt. 

4. 6.2 Myths About Suicide 

The therapists and social workers of counselling centres disclosed the existence of myths 

about suicide. Below is table 4.6 which gives some of the most commonly believed myths 

concerning suicide. 

Table 4.6 Myths and Facts About Suicide 

I 1 
f 1 

I 

JirTHS 

Only a certain type attempts suicide. 

"But he wasn't the type. " 

FACTS 

I People of all kinds end their lives. 

I 
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3 

4. 

I 
I 

I 
I 

,:: 
u 

I People who talk about committing I o~~-'e , .. ,A~ +,..11, ,..i.,...~,+ 1,.11.M,.. ,1A~·n"~1 .. J I .1.. c,,uyi YYHV 1,t,tt,I\, uuvut f\.Utlfl}S ttn:;u ;.Jt-l yc;.1 

I 
I 
I 

suicide never actuallv !!O throuI?h with it. I must be taken seriouslv. It mav be a crv I - ~ ~ I _ _ - . - . . _- I 
1 hey just want attention. I Jar attention, but it is much more likely I 

I +1,..r.-t +J,-r,n.n ,,...nr.....,_lna ._J.r • ..,.,. +<">. ,,./.r, /Y'i.H/"f'"I.! '1/#t;,;./,.. I 
i,iu, ttic-uc- ye,vJ/ie,. yiutt ,v wv u.rrwy rv.,.iri,. I 
themselves unless someone intervenes. I 

I 

People thmk that suicrde is so rare that itl Swcrde 1s on the mcrease among 

is not likely to happen to anyone they I adolescents and occurs every,' ii1eek 

know. I even if there is no report or you don't I hear ~fit. - . 

PPoplP whn 1<11ruivP f1 <.!1tirirl,:, ottPmpt About 80 percent of suicidees have 

never try again. I made at least one previous attempt. 
I 

I 
I 
I 

I 
I 
I 
I 
I 
I 
I 

I You should never menliun lhe wurd I Musi depressed have ulreudy lhuughi 

I w uetenmne wnetrter tne persun ts 

I likely to commit suicide, and ifso, to 

I I get help. 

I I 
f People who are receiving counselling It takes a long time to help suicidal I I never commit suicide neonle. the maioritv of whom are deentvl 

.L ..L ~ .,, .,,, .,, ..L ..., I 
I depressed, and find it difficult to identif.:4 

I a ,ea,,wi tu livi:;. Sumetimi:;.-,prugri:;,,.1 i.-, I 
I I 
I I so slow that thev Pive un and kill I 
I I ., CJ , I 
I f themselves. 
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I -I i 

I 
I 
18 
I 

I 
I 

I People from "good" families never 

rnmmit <:11irirle 

I 
People who have attempted suicide 

remain suicidal for the rest of their life. 

4.7 CONCLUSION 

I Wealth, education, and social status do I 
nnf prnfprf familit><: frnm <:11irirlt>. ,ti<: I 
found in all economic and social classes 

everywhere. 

I A1any, but not all, suicidal people go on I 
I to lead happy, productive lives if they I 

cunfind a reason tu live. Since this is I 
nearo, impossible for suicidal people to I 

I do on their own, counselling is a must. I 

In this chapter the findings from counselling and treatment centres were analysed and 

interpreted. The statistics of the past four years indicated that the problem of adolescent 

suicidal behaviour definitely prevails in the Durban area and it has been steadily 

increasing. The females attempted suicide more often than the males and they used fewer 

lethal methods as compared to the males. 

Thorough risk assessment and prediction are imperative for effective therapeutic 

intervention and treatment of suicidees. The obstacle to accurate risk assessment is the 

uniqueness of each individual. The first three months following an attempt is the greatest 

risk period, since improvements may mean that the individual has the energy to put his 

morbid thoughts and feelings into effect. The best predictor for subsequent suicide 

attempts and successful completion is previous suicide attempts. The seriousness of a 

previous attempt is an indicator of the patient's disturbance, as well as the patient's 

capacity to act impulsively and self-destructively. 

Everything, from the stresses and strains of everyday life to severe psychopathology and 
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trauma are conditions that have been cited by clinicians as contributors to suicide risk. 

Family risk factors have been linked to adolescent suicidal behaviour, indicating that a 

thorough assessment of family functioning is in order for any suicidal teenager. The 

greater the number of these indicators, the greater the risk, namely ego-weakening factors, 

social factors and psychodynamic factors. 

In order to execute preventive measures, the therapist suggests that an understanding of 

the meaning of each suicide is imperative, especially motives, goals and intentions 

surrounding the suicide victim. The counselling and treatment centres have a prevention 

program that corresponds with primary, secondary and tertiary prevention. Their goals are 

to counter life-threatening and self-destructive behaviour in the community and especially 

in the youth. The social workers have life skills program, not only for problematic 

adolescents but also for suicidal teenagers. 

Despite increasing knowledge about the population of adolescents who commit suicide, 

adequate prediction and preventive knowledge for treating individuals is still lacking. 

Findings show that in a clinical approach to counselling, a one-on-one counselling session 

,,rith the victim of suicidal behaviour and family therapy has proven most successful. The 

techniques that have also proven to be successful by the counselling and treatment centres 

were: Cognitive Behavioural; Client-centred therapy; Active Listening and Gentle Probing; 

Problem Solving methods; Group and Family therapy; Rational Emotive therapy; and 

Individual one-on-one therapy. However, all organizations agree that there is still room 

for improvement in techniques presently used to prevent a second adolescent suicide 

attempt. Follow-up is necessary to avoid repeated suicide attempts among adolescents. 

Coping skills are also necessary for teenagers to overcome problem and stressful 

situations. 

Suicide is irreversible, and preventing it depends very much on early detection and 

successful intervention. Perhaps the best way to prevent suicide is to recognize its signs 

and intervene before it occurs. The evidence regarding the effectiveness of suicide 

prevention programs in reducing suicide rates is mixed. However, there is evidence that 

suicidee counselling and therapy are highly responsible for the positive impact it has on 
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the behaviour of suicidal adolescents and the lives of countless callers and volunteers. The 

next chapter will examine the programs, counselling techniques and preventive measures 

the churches in the Durban area have in place to counsel suicidal adolescents. 
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CHAPTER FIVE 

WHAT COUNSELLING STRUCTURES ARE AVAILABLE IN IBE CHURCH 

FOR SUICIDAL ADOLESCENTS? 

5.1 INTRODUCTION 

The discussion in this chapter is based on the questionnaires issued to the selected 

churches and Christian teenagers in the Durban area. Firstly, the focus is on the church and 

secondly, the Christian individuals. The data elicited from the churches, ,vill be analysed 

and interpreted ,vith the primary focus of gaining insight into the how and what kind of 

counselling and preventive measures is being applied to young people who find them!Selves 

in crisis situations, especially suicide. In the case of Christian youth, the focus is on 

investigating the problems that influenced suicidal behaviour and how the church 

ministers and counsellors responded in intervention and prevention. 

The detailed description of the survey with the churches are discussed in chapter one 

under the empirical research process. The selected churches of this research were further 

categorized according to their figures: i.e. below 500; 500 to 1000; and over 1000. 

5.2 PASTORAL COUNSELLING OPPORTUNITIES AND THE CHURCH 

The questionnaires were completed by thirty churches who were categorized according to 

church figures. For convenient tabulation the letters A, Band C will be used to represent 

the church's membership and youth attendance as indicated below. 

A => Below 500 / approximately 150 Youth 

B => 500 to 1000 / approximately 250 Youth 

C => Over l 000 / approximately 400 Youth 

The churches' response to counselling opportunities and how the church is equipped to 
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counsel suicidal adolescents is recorded in the Tables 5.1 and 5.2 respectively. 

Table 5.1 Data of Opportunities for the Church Pastors to Counsel Suicidal 

Adolescents 

I Church Category Numberofl Yes% I lvo% 

churches I I I 

I A 10 80 f 20 
j i 

I B 10 70 I 30 

I C 10 100 I 0 

Table 5.2 Data of lww the Church is Equipped to counsel Suicidal Adolesce,tt5 

I n1 .. __ 1_ n __ ,. _ ~ _ 
Lnurnt Lwegury Fully n~.-1: .. 11 .. n/ ruruuuy 70 

I ,A~ Nil 100 

i 
I 

B Nil 100 
I 

C Nil 100 

I 
I 
I 
i 

I 
I 

I 
I 

I 
i 
i 
I 

Table 5.1 reveal that almost all the churches are exposed to the opportunity of counselling 

suicidal adolescents. 80% of churches that fall under category A experienced opportun

ities and only 20% of churches did not. 70% of churches that fall under category B 

experienced opportunities and 30% did not All the churches that are included in category 

C, experienced opportunities to counsel suicidal adolescents. It is therefore clear from 

these findings that the youth of the churches, irrespective of their size, are not exempted 

from suicidal behaviour. According to the data elicited, suicidal behaviour among 

teenagers does prevail in the churches around the Durban area. Both ministers and church 

counsellors agree that the problem of suicidal teenagers definitely exists in the community 

ofDurban. 

In view of the afore-mentioned discussion, it is imperative that the ministers of the 

churches investigate suicidal behaviours more seriously. Table 5.2 reveals that the 
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churches in all three categories are partially equipped to counsel suicidal adolescents. The 

reasons given for being partially equipped are as follows: 

Group A 

* Only the Pastor is engaged in counselling; 

* no counselling opportunities are given to others; 

* lack of awareness; 

* no education; 

* lack of training and focus in the area of suicidal counselling; 

* lack of facilities or resources available for counselling; and 

* lack qf manpor11er. 

GroupB 

* Only the pastor and Elders engage in counselling; 

* lack of trained counsellors; 

* no awareness programs; 

* no workshops, training or education in suicide; 

* too many other church programs; and 

* youth leaders are not skilled in suicidal cozmselling. 

Group C 

* Numerous pastors engaged in counselling; 

* elders are also engaged in counselling; 

* pastors and elders are not very skilled in suicidal counselling; 

* no awareness programs; 

* no workshops, training or education in suicide; 

* time constraints; 

* too many other programs; and 
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* too many other church problems. 

In addition, it has been discovered that ministers were exposed to training that 

promulgated the Word of God and not in the specialized area of counselling in crisis 

situations, especially in the sensitive area of attempted suicide. Many ministers, due to a 

lack of training, feel ill-equipped to counsel suicidal teenagers. They lack the skills to get 

teenagers to expose what is really bothering them. This leads to feelings of frustration 

because it is not always easy to find solutions to the complex problems that the victims are 

faced vvith. Some of the Pastors prefer to refer these teenagers to specialists. 

Pastors further emphasized that they had a functioning youth department in the church to 

handle issues that were youth related. It is, however, clear that these departments are not 

fully equipped to handle suicidal cases and are only there to keep the youth occupied with 

entertainment just to prevent them from mingling with the "world" in seeking "worldly 

pleasures." 

Table 5.1 indicates that 20 % of churches in category A and 30 % in category B never 

experienced the opportunity to counsel suicidal teenagers. However, they indicated that 

if they were confronted with the opportunity, the following steps will apply: 

* Ascertain the problem; 

* identify the cause of the problem; and 

* offer the best possible solution. 

The ministers' responses according to all three categories A, Band C, disclosed that the 

methods mainly used by Christian teenagers who attempted suicide were tablet overdo

se, hanging, liquid poisoning, and wrist cutting. A tablet overdose (less lethal) was used 

mostly by the females and the males used a more lethal mode of attempting suicide, 

especially hanging. 
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5.3 SUCCESS RATE AND IMPROVE:MENT 

Table 5.3 Data of Church Success Rate and Improvement 

Church Category Success Rate I Improvement Needed I 
A 56% I vc~ I .L J...JU 

B 52% I YES I 

I I 
C 43% YES l 

The results in Table 5.3 show that the success rate in counselling suicidal adolescents for 

categories A and B were satisfactory. However, for category C the success rate in counse

lling was not very satisfactory due to the fact that teenagers made repeated attempts at 

suicide even after visiting the minfater. According to the fom1er, the cot.m~elling was 

successful based on the positive feedback and follow-up reports. Suicide was successfully 

avoided. The adolescent's view oflife was hopeful and refreshed v.ith a new commitment 

to Christ. Furthermore, the results were positive not only because they were smaller 

churches, but also due to the fact that the minister and counsellors made time to listen and 

accommodated these suicidal teenagers. They also communicated with the parents and 

conducted family therapy. The youth was encouraged with follow-up counselling. On the 

other hand, the latter was not very successful because the minister neglected his duty and 

referred the victim to the Elders due to the fact that there was no time in a large church. 

The Elders who were also busy with their programs resorted to a mere lecture rather than 

a serious counselling session. The parents were called in sometimes but without any in

depth family counselling. The minister and counsellors of the larger congregations failed 

to follow up on these suicidal individuals. The teenager's cry for !ielp was ignored and 

neglected most of the time without any creation of a family support system or any other 

support. 

The counsellors of A, B and C, categories have indicated that there was room for 

improvement in the counselling of suicidal adolescents. The ministers admitted that they 

failed in their task as church counsellors and lack technique, especially in the counselling 

of suicidal teenagers. The techniques used by churches are in need of improvement. The 
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pastors and counsellors declared that they needed education in the dynamics of suicidal 

behaviours and insight into the cQunselling techniques available for adolescent suicidal 

behaviours. They felt strongly that they need to spend more time, care and commitment 

in counselling suicidal teenagers. However, knowing what is expected of them as servants 

of God, they should return to the Word of God and follow the example of Jesus Christ 

Who was filled with compassion for those in need of help. He took time to listen and did 

not turn the needy away. 

The churches' focus should become balanced in that they should not only focus on the 

vision and mission of the church but also aim to improve the quality of community life -

since the Christian community is viewed as being based on God's plan: a caring, 

supporting, helping and healing people who are willing to respond to the needs of others. 

All the respondents to the questionnaires agreed that there was a need for specialized 

training in order to improve counselling techniques. They felt that they have not done 

much to improve their counselling skills. Many ministers responded that their schedules 

were hectic with duties like church administration and church programs which left little 

or no time to update themselves with the latest information pertaining to counselling skills 

and problems solving strategies. 

5.3.1 Qualities Essential in a Christian Counsellor to Improve Counselling Techniques 

According to the ministers the following qualities are essential in a Christian counsellor 

in order to improve their techniques. Some ministers indicated that they used strategies 

which are categorised by Meier (1982:63): 

* An Accepting attitude 

For teenagers seeking advice, an attitude of unconditional acceptance on the part of the 

counsellor is essential. An effective counsellor understands that problems are normal, and 

among the means God uses to conform believers to His image. People grow when they 

are accepted unconditionally. 
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* Good Listening Skills 

Effective counsellors listen with interest, showing wannth in their expression and manner. 

Without interrupting they allow their counsellees to finish sharing what they perceive their 

problems to be before helping them to gain insight. 

* Knowledge of Proper Technique 

Effective counsellors know the proper approach and the appropriate time to use it. At 

times a probing question will be received when a direct statement would be rejected. At 

other times it is important to be direct and confrontational. 

* Appropriate Use of Scripture and Prayer 

A Godly Counsellor knows the proper time and technique for using Scripture. After 

rapport is established, it can be extremely beneficial to point to Scripture appropriate to 

a particular problem. Counsellees often benefit from meditation on the Word and from 

prayer at an appropriate time. 

* Personal Approach 

Most people who need psychological help have been unable to fulfill two basic needs in 

life: love and an appreciation self-worth. A wann, personal, caring counsellor can help 

supply these needs. Individuals who sense that a counsellor is personally interested in them 

and their problems are able to be more open and honest. 

* Unshockable Response 

Effective counsellors are not shocked by anything people tell them. Counsellees must feel 

free to share their problems and guilt. If a counsellor was shocked by a confession, people 

would be afraid to share their views intimately and thus be prevented from dealing with 

their problems. Christ was not shocked by what people said because "He knew what was 

in a man" (John2:25). When responding to the Samaritan woman at the well, for example, 

he was not shocked about her past but dealt with her in a straight-forward and effective 

manner (John 4). 
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* Confidence 

Effective Christian counsellors have confidence in Christ, in their ability through Christ, 

and in what Christ can accomplish in someone else. Counsellors should offer people 

realistic hope that they can be helped. «so do not throw away your confidence: it will be 

richly rewarded. They need to persevere so that when you have done the will of God, you 

will receive what He has promised." (Hebrew 10: 35-36). 

* Sense of Humour 

Because counsellors deal with many serious problems on a daily basis, a sense of humour 

is necessary for their personal release. An effective counsellor often encourages a sense 

of humour in others. Obsessive-compulsive individuals, for example, can be helped by 

learning to laugh at their perfectionistic attempts (Meier 1982:336 ) 

5.4 Problems Christian Adolescents Encounter and the Prevention of Crisis 

Situations 

5.4.1 The Church and Adolescence 

The church counsellors indicated that they understand that the stage of adolescence is 

swamped with problems. The adolescent not only experiences a period of great tunnoil 

but also enormous upheaval in critical moments in his life. They are aware of the fact that 

the adolescent is experiencing the transition from childhood to adulthood. His/ her life 

patterns are crystallizing. In their fragile state of immaturity and poor judgement, the 

adolescent faces unavoidable challenges. Although capable, they are short on experience. 

According to (Narramore 1960:23), the lack of wisdom, poor judgement and immaturity 

are often overcome with the help of an understanding Christian counsellor. 

The pastors stated that adolescents often are absorbed in a world within themselves. They 

withdraw from contact with others, and are limited by self-centeredness. When they feel 

self-critical, they assume others are equally critical of them. They feel particularly 

sensitive to shame. They are concerned with being observed. However, they seek attention 

167 



and acceptance. The Christian adolescents, with a few exceptions, have shown little 

interest in church activities and participation. They show no commitment in serving Christ. 

However, if they do attend church meetings, it is for an ulterior motive. During a church 

service they often are found to disappear outside. It is apparent that they come to church 

to meet their girlfriend/ boyfriend. 

Interviews with church counsellors and anecdotal data indicate that the adolescent's social 

role is unclear. Due to this, adolescents are inclined to shyness, sensitivity, and 

aggressiveness to mask their insecurities. Social fears are common, such as feeling 

rejected, being ignored, feeling disapproved of, looking foolish, losing control, speaking 

in public and being watched working. Because of their unstable sense of self, they fear 

unpleasant or peculiar people, especially those in authority. Some have described 

adolescence as a period of prolonged "sensitivity training." Adolescents' thinking is 

radically different from children as they are preoccupied with a search for identity and 

meaning to life. 

5.4.2 The Adolescents' Common Reactions to Crisis 

Some common reactions listed by ministers: 

* Psychosomatic symptoms, such as rashes, bowel problems, and asthma; 

* headaches and tension; 

* appetite and sleep disturbances; 

* hypochondriasis; 

* amenorrhea or dysmenorrhea; 

* agitation or decrease in energy level; 

* apathy; 

* irresponsible behaviour, delinquent behaviour, or both; 

* a decline in emancipatory struggles over parental control; 

* poor concentration; 

* guilt; and 

* fear of loss. 
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5.4.3 Church Counsellors Disclose the Problems Faced by Christian Adolescents 

Both counsellors and ministers in this research, without hesitation, announced that the 

problems the adolescents in their church experienced were enveloped in four groups, 

which were mainly: 

* Family related; 

* social; 

* educational; and 

* economical. 

List of problems faced by suicidal adolescents: 

1. Family Related 

* Rejection by parents; 

* lack of love by family; 

* domestic problems at home; 

* unstable home environment; 

* a bad example by Christian parents; 

* an unsaved father; 

* single parent; 

* dysfunctional family; 

* no leadership in homes; 

*family violence; 

* no rules; 

* a communication breakdown; 

* lack of understanding; 

* failure to meet demands of parent; 

* parents too rigid; 

* rebellion; and 

* physical and sexual abuse. 
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2. Socially Related 

* Worldly pleasures; 

* peer and religious pressures; 

* rejection by loved ones; 

* rejection by girl/boyfriend; 

* rejection by peers; 

* isolation; 

* withdrawal; 

* depression; 

* life not worth living; 

* lack of self esteem; 

* lack of confidence; 

* unable to keep up with the standards of Christianity- too high; 

* problems with socializing; 

* lack qf communication skills; 

* no.friends or failure to keep a friend; 

* social fears; 

* guilt, especially failures to overcome sin and temptations; 

* unforgiveness; 

* unresolved issues; 

* competition; 

* incurable illness; 

* drugs; 

* premarital sexual relationships; 

* teenage pregnancy; and 

* rape. 

3. Educational 

* Competition too high; 

*failure; 

* failure to fulfil parents' aspirations; 
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* pressures of homework; 

*fears of examinations; 

* truancy; 

* loss of interest; 

* problems at school; 

* unfavourable with a teacher; 

* lack concentration and comprehension; 

* incompetent; 

* lack self-confidence; 

* unable to study and failure to remember; and 

* illness. 

4. Economical 

* Unemployment; 

*job shy; 

* low income, and lack of funds; 

* cost of living too high; 

* high inflation; 

* no funds to meet needs; and 

* poverty. 

5.4.4 What is a Crisis? 

The counsellors indicated that an adolescent, prior to becoming suicidal, experiences a 

severe crisis. According to Greenstone (1993), crisis results from stress and tension in a 

person's life. Stress is the key element in crisis development. As stress amounts to unusual 

proportions and the individual's coping skills become increasingly ineffective, the 

potential for crisis occurs. It should be made clear that the crisis itself is the internal 

reaction to the external event, and events that may be very threatening for some may not 

be so for others. 
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The counsellors agree with Boisen (1955:27) that crisis is characterized by anxiety, self

blame, and frequently a sense of_personal failure and guilt, which lead to a constricted 

perspective on accumulating problems. There is the combination of tremendous emotional 

impact along with a diminishing ability to see the problems clearly and deal with them. 

Ministers and counsellors of churches in this research emphasized that there are three sets 

of interrelated factors that can produce a state of crisis. The researcher confirmed the 

counsellors' views through Rapoport (1965:72), who discussed the three sets of 

interrelated factors as listed below. 

I. A hazardous event which poses some threat; 

2. A threat to instinctual need which is symbolically linked to earlier threats that 

resulted in vulnerability or coriflict; and 

3. An inability to respond with adequate coping mechanisms. 

5.4. 5 Crisis Situations 

An analysis of the questionnaires indicated that the crisis situations that adolescent's 

experience can be categorised into different phases. 

Switzer (1980:31) refers to four phases of the crisis situation: 

Phase One 

There is the original rise in tension from the problem stimulus, the experience of anxiety, 

perceived threat to the self This calls forth the habitual problem-solving responses which 

have been learned previously and which might be generalized to this particular problem 

stimulus. 

Phase Two 

Because of the novelty of the situation and the continuing intensity of the stimulus, there 

is a lack of success in reducing the anxiety with the usual coping mechanisms in the period 

of time expected. A feeling of helplessness and ineffectualness results. 
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Phase Three 

This is the "hitching up the belt"stage. The person dips deep into his reserves of streng

th and extends the range of his behaviour in attempting to maintain his ego integrity. A 

redefinition of the problem may bring it into the range of prior experience. Trial and error 

behaviour, both in a thinking and in overt act, seeks to change or remove the problem 

stimulus. There may be a redefmition of one's role, thus a modification of identity. Active 

resignation may be integrated into the self image. The problem may be solved in this 

phase. If it is, the person usually becomes stronger, he moves farther along the continuum 

towards mental health, in that he has learned methods of dealing effectively with a new 

and threatening situation and has now brought this new learning into his repertoire of 

responses. 

Phase Four 

However, if the problem continues with no needs satisfaction, the tension produced by the 

anxiety may take the person beyond the threshold of rational responding, described by the 

term personality decompensation, where there are exaggerated distortions of one's identity 

or of the situation, rigid and compulsive and ineffective behaviour, socially unacceptable 

behaviour, extreme withdrawal, and so on. 

5.4.6 How Church Counsellors and Pastors Identify a Teenager in Crisis 

The discussions held \\rith Church Counsellors and Pastors on the issue of adolescent 

crisis, were fruitful. They provided indicators of an individual who may be prone to crisis. 

A list of precipitating factors were also presented. Signs and symptoms were presented as 

a guide to recognition of and need for intervention. They emphasized that these events 

must be understood from the sufferers' perspectives of what a crisis is for them. 

5.4.6.1 Indicators that can Characterize a Crisis-prone Person 

* Alienation from lasting and meaningful personal relationships; 

* inability to use life support systems such as family, friends and social groups; 
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* d[fficulty in learningfrom experience; the individual continues to make the same 

mistakes; 

* a history of previously experienced crises that have not been effectively resolved; 

* a history of mental disorder or severe emotional imbalance; 

* feelings of low self-esteem; 

* provocative, impulsive behaviour resultingfrom unresolved inner conflict; 

* a history of poor marital relationships; 

* excessive use of drugs, including alcohol abuse; 

* marginal income; 

* lack of regular, fulfilling work; 

* unusual or frequent physical injuries; 

* frequent changes in residence; and 

* frequent encounters with the law. 

5.4.6.2 Events that can Precipitate a Crisis 

* An accident in the home; 

* an automobile accident, with or without injury; 

* being arrested; appearing in court; 

* change in school status; 

* death of a significant person in one's life; 

* a delinquency episode either in childhood or adulthood; 

* abortion and teenage pregnancy; 

* physical illness; 

* acute episodes of mental disorder; 

* natural disasters; 

* major change in living conditions; 

* gaining a new family member; 

* dealing with a blended family; and 

* actual or impending loss of something significant in one's life. 
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Counsellors add that, although a particular stressful situation may not induce a crisis, a 

combination of several such stressful events may push the adolescent to the crisis point. 

5.4.6.3 Recognizing a Person in Crisis 

Ministers and counsellors indicated that in order to recognise a person in crisis the 

following is imperative: 

* recognition depends on: 

(a) intervener's awareness of what the victim is communicating verbally and 

non-verbally; and 

(b) intervener's sensing capabilities. 

* different people may indicate crisis in different ways: 

(a) crying out, exploding, verbalizing; and 

(b) withdrawal, depression, or both. 

* if possible, the intervener should obtain information from family and friends about the 

victim's pre-crisis behaviour and note disruptions in previous behaviour, as well as 

modes of ineffective functioning. 

* profile of a person in crisis: 

(a) bewilderment: "I never felt this way before." 

(b) danger: '"I am so nervous and scared." 

(c) confusion: 

( d) impasse: 

(e) desperation: 

(I) apathy: 

(g) helplessness: 

(h) urgency: 

(I) discomfort: 

"I can't think clearly." 

"I feel stuck; nothing I do helps." 

"I've got to do something." 

"Nothing can help me." 

"I can't take off myself" 

"I need help now." 

"I feel miserable, restless, and unsettled." 
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The church counsellors indicated that at this point, the victim is not totally in control of 

life and feels the panic resulting frQm this realization. Victims may flail about emotionally, 

verbally, or even physically as they experience this lack of control. They, however, listed 

some common signs and symptoms ofpsychological reactions to crisis. 

5.4.6.3 Common Signs and Symptoms of Psychological Reactions to Crisis 

1.Emotional -

anticipatory anxiety; 

generalized an.,'riety; 

shock; 

denial; 

insecurity; 

.fatigue; 

uncertainty; 

fear; 

helplessness; 

depression; 

panic; 

despair; 

survivor guilt; 

feeling out of control; 

grief; 

outrage; 

numbness; 

frustration; 

inadequacy; 

feeling overwhelmed; 

anger; and 

irritability. 
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2. Cognitive -

confusion; 

poor attention span; 

poor concentration; 

flashbacks; 

loss of trust; 

difficulties ;n decision making; and 

nightmares. 

3.BehaviouraJ -

withdrawal; 

sleep disturbances; 

angry outbursts; 

change in activity; 

change in appetite; 

increased fatigue; 

alcohol or drug abuse; 

irritability; 

difficulty functioning at normal ability level; 

antisocial acts; 

anger at God; 

loss of desire to attend religious services; 

regression; 

crying; 

change in communications; 

preoccupation with a crisis to the exclusion of other areas of life; 

unresponsiveness; and 

hysterical reactions. 
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5.4. 7 Measures to Prevent a Crisis Situation 

Although it is sad and disappointing, it has to be disclosed that the churches in the Durban 

area, "a dynamic force", do not have established measures to prevent certain crisis 

situations in adolescents. In actual fact the counsellors and the ministers of the churches 

wait for the crisis to occur or even "boil over" prior to any prevention or intervention. 

Although the churches have youth sessions, the discussions on problematic issues are not 

the main focus on the agenda. However, they do have discussions on stress management, 

full utilization and realization of potential, sexual relationships/ Aids awareness and da

ting which is not intense. There is no special time allocated by the minister to educate the 

young people in how to deal with elements that precipitate a crisis situation. However, not 

intense but in a brief overview, this issue is delivered through a sennon or exhortation. 

The ministers of the churches, most of the time, engage in family counselling where the 

parents are encouraged to 'set their house in order' and to establish a firm stand by serving 

Christ faithfully. In the process they must teach and train their children in the ways of the 

Lord and also to show them how to deal with lifes' challenges and elements that 

precipitate a crisis situation. 

On the issue of parents' involvement, both counsellors and pastors strongly agreed that the 

parents have a vital role to play in assisting the youth in dealing with challenges, hence 

immensely contributing to the reduction of suicidal attempts. 

5.4.8 Preventive Programs, Counselling Techniques/or Suicidal Adolescents 

It is sad that many contemporary churches in Durban seem to be little more than listless 

groups of rigid people who never admit to having needs or problems, who attend 

uninspiring services out of habit, and who leave most of the work to an overburdened 

pastor. Such a picture may be overstated or exaggerated, but for many adolescents the 

local church is largely meaningless, not very helpful, and far from the dynamic growth

producing fellowships that Christ intended it to be. When Jesus left, the church conti

nued His ministry of teaching, evangelizing, ministering, and counselling. The church in 
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Acts and the Epistles was not only an evangelizing, teaching, discipling community but 

also a healing community. As a group, guided by a pastor and other chosen leaders, the 

believers should direct their attention and activities upward through worship of God, 

outward through evangelism, and inward through teaching, fellowship, burden bearing and 

counselling. However, when one of these is missing the group is unbalanced and the 

believers are incomplete. But this raises the question of church programs. 

As indicated previously, it must be emphasized that the churches in the Durban area do not 

have active programs or workshops to educate and train parents in counselling techniques 

and coping skills, especially in handling teenage problems that leads to suicidal behaviour. 

The Christian counsellors and pastors said that their moral duty lies in prevention. 

However, the ministers of the churches who shared great concern, were enlightened on the 

types of programs they could actively be implemented, including the contents of programs, 

counselling techniques and coping skills. They were convinced to deliver practical aid: 

1. By educating the church to support those who are in distress and at risk around them; 

2. By alerting Christians in a professional caring occupations to be responsive to the 

I potential problems of adolescent suicide; 

\ 

3. Pastoral care of those touched by the suicide of others; and 

4. Teaching which reflects a non-judgemental attitude yet maintains the clear view that 

l___ life is a gift, and that hope is central to the Christian Gospel. 

According to Maris ( 1992:65), there are three basic approaches to preventing suicide in 

adolescents. First, is to physically prevent the act (by locking individuals up, watching or 

restraining them, or removing harmful objects, etc.). However, this procedure is not very 

practical and may not rescue the situation. The second approach is to remove the distress 

or dysphoria that is feeding the suicidal urge. This goal might be achieved by social 

changes, medication, psychotherapy, or other treatment or rehabilitating measures. Such 

an approach has the advantage of placing the treatment therapist and the patient more 

closer on the same side, both fighting the "disease," distress or discomfort. Unfortunately, 

not all distress, dysphoria, or misery can be removed. The third possibility is to instil some 
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ethical or moral barriers to the act of suicide, making such behaviour less "available" to 

the individual. Each of these approaches requires considerable time and individual 

attention. Having said this, the church should now focus on being proactive in creating 

programs for adolescent prevention and intervention. 

The programs could contain the fol10Vv1ng subjects: 

* abortion; 

* rape; 

* Aids; 

* sex education; 

* social skills; 

* communication skills; 

* problem solving skills; 

* stress management; 

* anger control; 

* self esteem; 

* positive confession; 

* faith in God; 

* how to overcome depression; 

* listening skills; 

* coping skills; and the 

* setting of goals. 

According to the church, suicide is not to be committed by a believer and therefore should 

be prevented from happening regardless of the circumstances. Despite devastating 

situations of suffering, meaninglessness, deprivation and oppression where suicide would 

be considered a justifiable option for some, it is generally rejected and deemed 

inappropriate by the churches and viewed as a serious problem in society. According to 

Clemons (1990:33), the churches, then would be well advised to take seriously their O\vn 

religious message and consciously develop modes of response (ministries) that demon-
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strate their decisive significance. The proliferation of denominations and the number of 

congregations notwithstanding, the churches have t\vo foundational elements upon which 

to build - the organized community of the faithful itself and the radically implemented 

Christian faith message of justice, hope and peace. In becoming proactive via social 

action, available resources are indeed necessary to address the "problem" of suicide. The 

religious group or community itself is, ideally, a primary resource. To the extent that the 

churches' social organization and religious message are effectively administered and 

projected, they have the power to offer alternatives to suicide for individuals, the culture 

and society. 

5.4.8.1 Preventive Programs 

Clemons (1990:34) asks the question: "What can the church do as it faces culture and 

society?" He answers that it can work through its various denominations and congreg

ations to create open, receptive communities. These communities need to understand 

themselves and act as part of a network to provide nurturing, caring, supporting ministries 

that transform, enable, and encourage persons from within for the missional activity of 

reaching out and caring. The congregations become centers for refuge and relief but also 

participant groups in the work of identifying and proclaiming the new possibilities and 

advocating and resourcing church-based and community-based ministries for those 

suicidally at risk or potentially at risk. None of this is possible if the churches, as the 

People of God, do not believe and take seriously the religious message of the Christian 

faith. 

Another important presumption is that intervention and planned social action can produce 

social change. Not only can there be change in individual orientations to action, there must 

also be change in the social structures and processes that invariably influence tendencies 

towards suicide, on the one hand, and the struggle to survive and cope, on the other. The 

church must respond out of the recognition that there are social reasons for increased 

suicides just as there are social ways to reduce suicides. 

181 



The pastors and counsellors were motivated to provide preventive services, programs and 

workshops: 

* to educate the parents/congregation on adolescent suicidal behaviour; 

* the seriousness of suicide; 

* community awareness on adolescent suicide-outreach; 

* the understanding of the adolescence stage; 

* clues of suicidal behaviour; 

* precipitating events, indicators and clues and symptoms of crisis situations; 

* teachings on prevention and intervention; 

* counselling training to leaders of the church on teenage suicidal prevention; 

* problem solving techniques; 

* coping skills; 

* teaching stress management; 

* c01rflict resolution; 

* informal family interactions on problem issues; and 

* youth group discussions. 

5.4.8.2 Counselling techniques used by Church Counsellors and Ministers 

Although there may be no active programs in the church for counselling suicidal 

adolescents, the counsellors however, do engage in counselling suicidal victims. The 

following are some of the successful and effective methods and techniques that were 

employed in crisis and suicidal situations. 

Client-Centered Therapy 

Kirwan (1984:41) indicates that this type of counselling by the minister is based on Rogers 

(1951), who believes that all individuals possess a strong drive toward personal growth, 

health, and adjustment, which he calls self-actualization. Tension, anxiety, and defensiv

eness interfere with basic human drives. If these forces can be reduced or relieved, a 
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person 

can experience persona] growth. The goal of c1ient-centred therapy is to help people 

regain contact with their true feelings and values. Increased self-acceptance increases 

autonomy and reduces the destructive forces of anxiety; thus personal growth occurs. 

In client-centred therapy the counsellor needs to be honest, genuine, transparent, and 

totally accepting. The client-centred approach is an approach to any relationship where 

adolescents want to understand and be understood and are willing to reveal themselves to 

some degree. The counsellor/pastor must have an unconditional positive regard for the 

other person. They must accept the client as a person regardless of how socially unacc

eptable that person's behaviour and feelings may be. Counsellors must possess empathy; 

they must try to understand as dearly as possible the feelings of the client Client-centred 

therapy is especially effective for individuals with a poor self-image 

A major technique in client-centered therapy is "reflection". This involves repeating what 

clients have said using different words and sometimes condensing and clarifying what they 

have stated. The "you feel" statements are used very often. Reflection is a good technique 

for he]ping people really listen to one another, and could be used in testimony services, 

small groups, and personal evangelism. The pastor or counsellor who uses reflection and 

clarification may be able to defuse a potentially explosive situation. The time taken to 

restate positions can give adolescents who find themselves in suicidal or crisis situations 

an opportunity to think before reacting, as well as clear up possible misunderstandings or 

miscommunications. 

Finally, the Christian counsellor, in using this approach, would attempt to assist the 

adolescent to change his behaviour, attitudes, values, and/or perceptions that are consistent 

with biblical teachings. It is a form of help-giving which seeks to remove blocks, often 

from the past, that inhibits spiritual growth. The Christian counsellor goes further to 

stimulate spiritual grmvth; to encourage confession of sin and the experience of divine 

forgiveness; to model Christian standards, attitudes, values, and lifestyles; to present the 
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gospel message; encourage counsellees to commit their lives to Jesus Christ and to 

stimulate counsellees to develop values and live lives that are based on biblical teaching 

instead of living according to "worldly" standards. 

Reality Therapy 

The counsellors indicated that, of the various secular schools of thought, reality therapy 

used in coajunction with client-centered therapy seem to have had the greatest influence 

of the Christian counselling, of suicidal adolescents. The focus of reality therapy is 

respon- sible behaviour. Its emphasis on responsibility and its attempts to distinguish 

between right and wrong are commendable; yet, in reality therapy morality is relative 

because it is based on no absolute standard. 

In pursuit of such behaviour the "three RS" must be observed: 

* face reality; 

* do ri[ftt; and 

* be responsible. 

According to reality therapy most psychiatric help is sought because of failure to meet two 

needs: love and the experience of self-worth. The focus should be on the present, not the 

past, and on behaviour rather than on feelings. Adolescents must accept full responsibility 

for their present and future behaviour. Unconscious motivations are no excuse for 

misbehaviour. What is important, are present attempts to succeed and intentions for the 

future? The counsellor helps individuals to devise specific plans for their behaviour and 

make a commitment to follow through with those plans. 

Human beings have a single most important social need - identity. That intrinsic need is 

inherited and transmitted from generation to generation. The identity we develop comes 

from interaction with others as well as interaction with self An identity change follows 

a change in behaviour. To change what we are, we must change what we do and undertake 

new ways of behaviour. Reality therapy focuses strongly on helping individuals understand 
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and accept themselves as they are with their limitations and abilities. 

The pastor or counsellor in reality therapy must be personal, encouraging the suicidal 

adolescent to make a value judgement and a plan to alter behaviour. Making a 

commitment to a choice develops maturity. Positive in approach, the counsellor never 

focuses on punishment, attempting instead to lead clients out of a failure of identity. In 

reality therapy, individuals are assisted in understanding, defining, and clarifying life goals 

(both immediately and long-term), in identifying the ways they hamper their ovm progress 

towards goals, and in comparing alternatives. 

5.4.9 Coping Skills 

The ministers and church counsellors indicated that the youth in the church and 

community are not exempted from problems. The problems are part of life and are present 

all the time. When adolescents face obstac1es, life's challenges and events that are beyond 

their normal control or when the situation goes out of control, a crisis situation occurs, and 

they may become suicidaL Maris (1992:554) states that: 

"Most suicide tolerance thresholds are gradually breached by accumulated 

stresses and developmental strains ... and youthful suicides often result 

from relatively few factors' acutely overwhelming the young person." 

Thus, as adolescents live through each day of their lives, they encounter new experiences. 

They absorb and react to these experiences in many different ways - drawing on their own 

resources and others but mainly relying on a combination of inner and outer resources. As 

these experiences accumulate, individuals develop distinctive ways of thinking and 

reacting, which eventually become part of their personality make-up. Each individual can 

also develop specific cognitive, dynamic, and behavioural strengths and weaknesses in 

dealing with these accumulated life experiences and their demands for change. These 

abilities and deficits can be viewed as "coping skills" and "specific vulnerabilities," 

respectively (Yufit 1988: 14). How adolescents use these skills to deal with adversity and 
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to combat vulnerability is a measure of how they gain a sense of self and of how they learn 

to cope with the stress of life. The understanding of suicide depends on understanding 

both the patient's unique capabilities and tolerances for stress and uncertainty, and his 

social matrix (Motto 1979: 17). Coping is defined as behaviour that facilitates adaptation 

to change and helps to maintain a continued level of previously adequate functioning. 

Church counsellors encouraged and guided the youth in how to deal with their emotions 

skilfully in the follo·wing way with explanations: 

Anger is a strong feeling of displeasure. It is also a natural reaction to feeling threatened. 

The adolescents are made aware that all their feelings and emotions, being pleasant or 

unpleasant, are normal and are an important part of their personality. When this anger is 

stored up so that it makes individuals bitter, resentful, or hostile, it becomes dangerous. 

"A fool gives full vent to his anger, but a ·wise man keeps himself under control" (Proverbs 

29: 11, NIV). In order to control and manage anger, it is necessary to understand the 

different feelings that may provoke angry reactions. They are as follows: 

a) feeling Scared/ Threatened 

If an adolescent's physical safety is threatened by others, he may react by hurting the 

person who is a threat. If he cannot confront or is afraid of that person and overwhelm

ed with intense helplessness, he may become self-destructive. The best way to deal with 

these feelings is to talk to somebody about it 

b) Feeling Stressed 

Stress is activated by persistent pressure which can eventually lead to strong anger. 

Learning to recognize the warning signals of stress is important. The feelings can be 

controlled if identified. Stress can make one feel:-

* irritable, angry, crabby; 

* tired, listless; 

* jumpy, excitable; 
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* upset stomach, nervous, paranoid; 

* having strong feelings about minor problems; 

* confused, unable to concentrate; 

* doubting abilities; and 

* smiling less. 

To manage stress:-

* don't lock up feelings; 

* talk to someone who can help sort out feelings; 

* list ways to relieve stress, e.g. exercise, read, ,vatch TV, go for a walk, listen to music; 

* calmness makes thinking clearer and when relaxed, choices for dealing with problems 

are easily seen. 

Some church counsellors indicated that anxious individuals can be trained to relax, and 

there are a number of ways for doing this: progressive muscle relaxation, hypnosis and 

self-hypnosis, transcendental meditation, jogging, meditation and prayer. 

c) Feeling Frustrated 

An adolescent feels frustrated when he cannot do something that is important to him. The 

following are ways to deal with frustration: 

* Are goals realistic? 

* Are the thoughts about failure wrong? 

* Find reasons for anger - this will keep control and empower feelings to solve 

problems. 

d) Behaviour that Stem from Hidden Anger 

Anger turned inwards is the worst enemy. The adolescent who believes that he is a failure 

and therefore cannot do anything right. This leads to disliking self and lack of enjoyment 

in activities. The individual withdraws and wishes to be alone resulting in low self-esteem, 

hence a state of depression. As depression and self esteem get worse, the individual 
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becomes more self-destructive and suicidal. To avoid this situation the adolescent must: 

* understand reasons for angry feelings; 

* express feelings without hurting self or others; and 

* seek help. 

5.4.9.1 Other Coping Skills listed by Pastors and Oiurch Counsellors 

* Prayer and meditating on God's Word; 

* communicating feelings; 

* stress management; 

* anger control; 

* anxiety reduction; 

* socialization, especially youth meetings; 

* alter attitudes and perceptions about life and self; 

* find solutions to problems; 

* avoid conflict; and 

* set goals. 

In order to have youth practise and apply their skills in life, the church does not provide 

many opportunities. However, youth camp meetings are organized once a year. Here, the 

youth are given an opportunity to un'wind and socialize without the parents being around 

to watch over them, guide and instruct them. The youth are treated as adults and have an 

opportunity to make decisions. The youth have opportunities in youth meetings to plan, 

lead and be active in discussions and other programs. Many of them are given responsib

ilities and projects which develop their self- esteem. Some sit in committee meetings and 

indirectly are given opportunities to be assertive. They become role models in the Sunday 

School and feel responsible for the children. 

The young people are also given responsibilities to be stewards in the church services and 

some are also praise and worship leaders. These participations cause the adolescent to 
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become more God conscious which alters attitude and change behaviour. He is filled with 

a sense of purpose and meaning to live - to serve God and live righteously. The suicidal 

adolescent through these activities experiences a sense of acceptance, love and purpose 

and no more loneliness. He believes and trusts in the Lord Jesus Christ to be his only hope. 

No more loneliness but life is precious and worth living. 

The families are also encouraged to offer a support system by encouraging and guiding the 

adolescent in utilizing their skills when facing the challenges oflife. The parents are aware 

to give the adolescents opportunities to develop and practise problem solving skills. 

5.5 SlJMMARY OF FINDINGS FROM SUICIDAL CHRISTLi\N ADOLESCENTS 

The predisposing and precipitating factors for suicidal behaviour in Christian adolescents 

have already been discussed in chapter three of this research. The following analysis will 

entail a brief discussion on the demographics, spiritual circumstances and response to 

counselling by problematic and suicidal Christian adolescents. 

Interviews with Christian individuals and anecdotal evidence revealed that more female 

teenagers attempted suicide as compared to the males. The findings of this research 

indicated that 66.7% (8/12) of female adolescents attempted suicide as compared to 33.3% 

( 4/12) of males. This appears to be consistent with most research findings as discussed in 

the literature review, that more females than males attempt suicide. 

The age comparisons of male and female adolescents who were suicidal are illustrated in 

table 5.3 below. 

Table 5.4 Data of Male and Female Suicidal Adolescents in Relation to age 

Age in Years No iviaie Respondents Female Respondents I 
12 to 15 4 1 '.l I .l .., 

I 16 to 19 ! 8 I ,., 
5 I _) 

I I I I 

Total 112 4 8 
I 
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The age of 20 Christian adolescents of this research range between 12 to 19 years. 20 

Christian adolescents completed-the questionnaire. 12 of these individuals attempted 

suicide. Table 5.4 is a reflection of only those who attempted suicide. Table 5.4 show that 

suicide attempts are greater during the age range of 16 to 19 years among both males and 

females. However, females attempted suicide more often (8 out of 12) than the males ( 4 

out of 12). This is mainly due to the fact that the adolescent period is a "problem period." 

According to McCulloch and Philip (1972:9), attempted suicide is more prevalent in late 

teens. Most of these teenagers are in grades 11 and 12. These are the finishing years of 

school and the teenagers are overwhelmed with peer and family pressures and a great deal 

of responsible decision making. 

Most of these adolescents attempted suicide for the first time and a very small percentage 

made repeated attempts. Closely associated to the attempt at suicide, whether a first or a 

repeated attempt would be: precipitating factors, the plan of suicidal action and other 

variables as discussed in chapter three_ According to McCulloch and Philip ( 1972), people 

who repeatedly make suicidal attempts differ from other attempted suicides along the 

same dimensions as attempted suicides as a group differ from normals. In terms of 

psychiatric features, personality characteristics and levels of social functioning, people 

who repeat suicidal attempts are the most deviant of all. 

Most of these victims are living with both parents. It was discovered that these homes were 

spiritually unstable. The fathers do not attend church or are irregular because he has not 

made a full commitment to Christ. However, the mothers on the other hand, although 

daily traumatized and blamed for everything, tries to attend church and endeavour to keep 

the family together. Since the majority of fathers of these homes fail to uphold Biblical 

principles and without much conscience of moral living, fail to be a role model for their 

children. It is therefore sad and unfair for these adolescents to live without a leader in the 

home or rules to follow. 

In spite of these circumstances the adolescents do attend church with their mothers. 

However, the females attend church more than the males. The female group rated 
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themselves higher than males in relation to religious devoutness. The females were more 

dedicated and committed to Chtist than the males who lacked interest and were very 

casual about their spiritual life and relationship with God. The females were more active 

in church participation than the males. 

These suicidal Christian adolescents, in general, did not have hope in life and attended 

church without a purpose. All interest and desire for school and education were lost. 

These homes that were in a state of confusion resulted in the teenagers trying to escape 

from a painful situation by attempting suicide. Almost all these suicidal adolescents 

received counselling from their church pastor. They indicated the counselling received was 

helpful as it helped them to cope with their present situation and prevented them from 

experiencing another suicidal attempt. 

In comparison to other religious groups, the Christian adolescent, since being a member 

of a church, has immediate and easy access to counselling by the pastor only due to the 

seriousness of the case. Many of these teenagers understood that the Bible did not approve 

of suicide, however, they nevertheless chose this option because the situation was 

unbearable and out of control. My research findings revealed that 85% who attempted 

suicide admitted that it was an unacceptable means of destroying one's life. However 15% 

felt that it was an acceptable way out of an unbearable situation. Many indicated that there 

was no help or support system available at the point of crisis. However, to a significant 

percentage of interviewees, it was explicit that they understood that suicide was clearly not 

an option. Irrespective of age, religious beliefs or occupation, the concept of suicide was 

unacceptable. 

In response to the question of what things are most important to live meaningly, most of 

them were very materialistic and referred to money, security and good health. Some 

indicated that love, acceptance and peace are most important while others indicated a 

healthy and understanding family relationship with earnest commitment to Christ. It is 

clear that the problematic adolescents responded according to their circumstantial context. 

These adolescents require proper counselling, education and guidance in these areas. 
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Finally, the suicidal adolescents have a vague understanding oflife after death. They are 

aware of the Biblical teachings on life after death. This concept is more like a fairy tale 

or myth to them. It seems that these young people need to e,,,.-perience a true conviction and 

if they accede to this conviction, then only will the teachings of the Bible against self

destruction become a reality to them. 

5.6 CONCLUSION 

The findings of this research appear to be consistent with most research findings as 

discussed in the literature review that females attempt suicide more often than males. 

Suicide is greater during the age range of 16 to 19 years among both males and females. 

Most of the adolescents attempted suicide for the first time. These adolescents lived in a 

home environment that was socially and religiously unstable. The suicidal Christian 

adolescent, in general, did not have hope in life and attended church without a purpose. 

Many of these teenagers understood that the Bible did not approve of suicide, however, 

they nevertheless chose this option because the situation was unbearable and out of 

control. 

All church counsellors understand that the stage of adolescence is swamped with problems 

mainly due to the transition from childhood to adulthood. The adolescents often are 

absorbed in a world within themselves. The adolescent not only experiences a period of 

turmoil but also upheaval in critical moments in his life. The Christian adolescents, with 

a few exceptions, have shown little interest in Church activities and participation. Findings 

of this research indicated that most problems faced by suicidal adolescents were mostly 

family related; socially related~ educational; and economical. The adolescents' lack of 

wisdom; poor judgement and immaturity are often overcome with the help of an 

understanding Christian counsellor. 

There prevails a need for the churches in the Durban area to investigate suicidal 

bahaviours more seriously. The findings of this research show that they are partially 

equipped to counsel suicidal adolescents. It is sad and disappointing that the churches in 
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the Durban area, "a dynamic force", do not have established measures to prevent certain 

crisis situations among adolescents. Consequently, due to feeling ill-equipped to counsel 

suicidal teenagers, the pastors escape from carrying out their duties by referring these 

teenagers to specialists. 

It has been discovered that ministers were exposed to training that promulgated the Word 

of God and not in the specialized area of counselling in crisis situations, especially in the 

sensitive area of suicide. In view of the lack in counselling techniques, the rate of 

counselling individuals in crisis was satisfactory. Therefore, the techniques used by 

churches are in need of improvement. In order to improve Christian counselling 

techniques, a list of essential qualities was recommended to ministers: an accepting 

attitude; good listening skills; knowledge of proper technique; appropriate use of Scripture 

and prayer; personal approach; unshockable response; confidence; and sense of humour. 

The pastors are able to identify a teenager in crisis. They are aware of the indicators that 

characterize a crisis-prone person and events that can precipitate a crisis. The common 

signs and symptoms of psychological reactions to crisis experienced by adolescents are 

emotional; cognitive; behaviourally related. 

According to the church, suicide is not to be committed by a believer and therefore should 

be prevented from happening regardless of the circumstances. The church should take 

seriously their own religious message and consciously develop modes of response that 

demonstrates their decisive significance. If the churches effectively administer and project 

their religious message, they have the power to offer alternatives to suicide for individuals, 

the culture and society. Another important presumption is that intervention and planned 

social action can produce social change. To activate a preventive program, the church 

must become centres for refuge and relief and also participant groups in the work of 

identifying and proclaiming the new possibilities and advocating and resourcing church

based and community-based ministries for those suicidally at risk or potentially at risk. 

Although there may no active programs in the church for counselling suicidal adolescents, 

the counsellors however, do engage in counselling suicidal victims. The effective methods 
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and techniques that were used are Client-centred therapy and Reality therapy. The 

adolescent in crisis is briefed on coping skills to manage stress and anger. 

This chapter examined the churches' status with regards to the counselling of suicidal 

adolescents. It was discovered that, although the churches in the Durban area are exposed 

to counselling opportunities in this area, they are not well equipped to counsel in this area 

of crisis. The ministers admitted to the fact that they failed to realize that suicidal 

behaviour among their youth were serious and prevalent. They also acknowledged fail

ure for not caring and providing adequately for youth in crisis. However, the pastors of the 

churches promised to address this weak area of their ministries and ensure that structures 

will be put in place for available, effective and efficient counselling and also prevention 

of suicidal behaviour among the adolescents. 

The ministers were further motivated with suggestive counselling techniques and coping 

skills in teenage attempted suicides and crisis situations. In the next chapter, the 

counselling models for suicidal behaviour will be examined. 
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CHAPTER SIX 

THE MODELS, TECHNIQUES AND APPROACHES AVAILABLE TO 

MINISTERS AND CHRISTIA.~ COUNSELLORS FOR CARE AND 

THE COUNSELLING OF SUICIDAL YOUTH 

6.1 INTRODUCTION 

The oft-repeated phrase, "Ifs the care that cures," is nevermore applicable when speaking 

of suicidal teenagers. In such lethal moments, pastoral care is possibly the most critically 

needed kind of care. The essential questions for ministers in these situations are, "Do we 

really care and are we skilled to help teenagers in crisis?" Fortunately, there are many 

approaches and models available to assist Christian counsellors in crisis care, especially 

suicidal intervention. The approach and the technique that the counsellor chooses will 

depend entirely on circumstances pertaining to that particular suicidee. However, Christian 

counselling is theologically and Biblically based. 

6.2 PASTOR<\L CARE, COUNSELLING AND PSYCHOTHERAPY 

Counselling attempts to provide encouragement and guidance for those who are facing 

losses, decisions, or disappointments. Counselling can stimulate personality growth and 

development; help suicidal teenagers cope more effectively with the problems of living, 

with inner conflict, and with crippling emotions; assist individuals, family members to 

resolve tensions or relate effectively to one another, and assist persons/youth whose life 

patterns are self-defeating, unhappy and suicidal. The Christian counsellor seeks to bring 

individuals into a closer personal relationship with Jesus Christ and to help them find 

forgiveness and relief from the crippling effects of sin and guilt. U1timately, the Christian 

hopes to help others become disciples of Christ and disciplers of others (Kirwan 1984:42). 

Kirwan continues by making a distinction between pastoral care, pastoral counse11ing, and 

psychotherapy. Pastoral care refers to the church's overall ministries of healing, sustaining, 
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guiding, and reconciling people to God and to one another. Pastoral counselling is a more 

specialized part of pastoral care that involves helping individuals, families, or groups as 

they cope with the pressures and crises of life. Pastoral counselling uses a variety of 

healing methods to help people deal with problems in ways that are consistent with 

biblical teaching. The ultimate is to help counsellees experience healing, learning, and 

personal spiritual growth. Pastoral psychotherapy is a long-term, in-depth helping process 

that attempts to bring fundamental changes in the counsellee's personality, spiritual 

values, and ways of thinking. It is a form of help-giving that seeks to remove blocks, often 

from the past, that inhibit personal and spiritual growth. It is the work of a trained 

specialist This research focuses on pastoral counselling. 

6.3 PASTORAL COUNSELLING VERSUS SECULAR COUNSELLING 

The difference between pastoral counselling and secular counselling is that pastoral 

counselling is God-centred. Clinebell (1966:93) writes that pastoral counselling differs 

from ordinary counselling, in that God can rarely be entirely omitted from pastoral 

counselling and that ethical and religious matters are very likely to arise. Adams (1980:47) 

says that the basis for Christian counselling is the holy scriptures of the Old and New 

Testaments. The Bible is his counselling textbook. The Bible was given to help man come 

to the saving faith in Christ and then to transform believers into His image (11 Timothy 

3:15-17). 

According to Adams ( 1980 ), pastoral counselling surpasses the secular counselling. This 

is stated on the view that in pastoral counselling the counsellor is dependent on his Creator 

and Sustainer for change to take place in an individual's life. It is God who created human 

beings, He is the one who holds our lives, He is the one that sustains heaven and earth. So, 

when a human being is troubled God cannot be ruled out of a human being's affairs. His 

Word is powerful and can transform a person's life completely despite the circumstances. 

Adams further argues that it is only Christ who can change the heart of a human being, 

which is where good and bad things originate. Counselling that cannot change the person's 

heart is inadequate. 
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Adams has correctly affinned the usage of scripture as a means for people to the healing 

God of the Bible. The Bible contains many truths which are pertinent in the counselling 

process. It is important to highlight the God of the Bible as the creator of all truth. Truth 

may be found in many places. This writer affirms that some "secular theories" or models 

of counselling may be utilized as they are consistent with Christian understanding. Some 

of these models will be examined later in this chapter. 

6.4 PRINCIPLES OF CHRISTIAN COUNSELLING 

The Christian counsellor has the responsibility of both aiding the adolescent/individual 

believer and building the body of Christ. The counsellor, pastor or minister is guided by 

certain principles which is examined in the discussion that follows. 

6.4. 1 Authority of the Bible 

The Holy Bible not only gives the church counsellors insights into human behaviour but 

also puts everything into proper perspective. Tue Bible states who we are, where we come 

from and our nature and purpose. The counsellor must accept the Bible as the final 

authority for human behaviour. 

6.4.2 The Indwelling Holy Spirit 

Christian counselling also deepens not only the human will to be responsible, but also 

enables a healing comprehension of the indwelling power of the Holy Spirit to conquer 

human problems. Effective counselling cannot be done apart from Him. He is called the 

" Paraclete" - Counsellor (John 14: 16-17) Who replaced Christ as a comforter to the 

disciples. Counselling, to be Christian, must be carried out in harmony with the regene

rating and sanctifying work of the Spirit (Adams 1980:52). 
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6.4.3 Totality of a Person 

Christian counselling deals with the whole person. The Christian counsellor is aware that 

physical, spiritual and psychological aspects of human beings are intricately related. When 

one aspect is affected, so are the others. Christian counselling can operate effectively on 

all three levels (Meier 1982: 17). 

6.5 WHAT MAKES CHRISTIAN COUNSELLING UNIQUE 

Christian counsellors use many techniques that have been developed and used by non

believers, but Christian counselling has at least four distinctive characteristics. 

6.5.1 Unique Assumptions 

No counsellor is completely value free or neutral in terms of assumptions. Each bring their 

own viewpoints into the counselling situation and these influence judgements and 

comments whether we recognize this or not. Meier (1982:17) quotes psychologist Erich 

Fromm who stated that we all live "in a universe indifferent to our fate." Such a viewpoint 

would leave no place for belief in a compassionate, sovereign God. There would be no 

room for prayer, meditating on "the Word of God," experiencing divine forgiveness, or 

looking towards life after death. 

Despite variations in theology, most counsellors who call themselves Christian have ( or 

should have) beliefs about the attributes of God, the nature of human beings, the authority 

of Scripture, the reality of sin, the forgiveness of God, and hope for the future. In reading, 

for example, the first four verses of Hebrews, Christian counselling is different because 

they believe God has spoken to the human race, created the universe through His son, 

provided for the forgiveness of sins, and now holds everything together by the mighty 

power of His command. 
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6.5.2 Unique Goals 

Meier ( 1982: 18) states that the counsellor seeks to help change behaviour, attitudes, 

values, and/or perceptions. An attempt is made: 

* To teach skills, including social skills, to encourage recognition and expression and 

emotion; 

* To give support in times of need; 

* To instil insight; 

* To teach responsibility; 

* To guide as decisions are made; 

* To help counsellees mobilize inner and environmental resources in times of crisis; 

* To teach problem-solving skills; and 

* To increase counsellee competence and "self-actualization." 

It has been noted that the secular world does the same. However, the Christian goes a step 

further in stimulating spiritual growth in counsellees, to encourage confession of sin and 

the expression of divine forgiveness to model Christian standards, attitudes, values and 

lifestyles, to present the gospel message, encouraging counsellees to commit their lives to 

Jesus Christ and to stimulate counsellees to develop values and live lives that are based 

on biblical teachings. The ultimate goal is to help counsellees experience healing, learning 

and personal spiritual growth. 

6.5.3 Unique Methods and Techniques 

According to Welter (1985:48), all counselling techniques have at least four character

istics. They seek to arouse the belief that help is possible; correct erroneous beliefs about 

the world; develop competencies in social living; and help counsellees accept themselves 

as persons of worth. To accomplish these goals, counsellors consistently use such basic 

techniques as listening, showing interest, attempting to understand, and at least 

occasionally giving direction. Christians and non-Christian counsellors use many of the 
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same helping methods. But the Christian does not use counselling techniques that would 

be considered immoral or inconsistent with biblical teaching. For example, encouraging 

adolescents to engage in premarital sexual intercourse, using abusive language, or urging 

counsellees to develop anti-biblical values would all be avoided, regardless of their use by 

secular therapists. Other techniques are distinctively Christian and would be used in 

Christian counselling with some frequency. Prayer in the counselling session, reading the 

scriptures, gentle confrontations with Christian truths, or encouraging counsellees to 

become involved in a local church are common examples. 

In many respects, the counsellor and counsellee become friends who work together at 

problem solving. However, the helping relationship is characterized by a clear purpose -

that is to assist the counsellee. The counsellors and pastors lay aside their own conflicts, 

seek to become aware of the suicidal adolescent's need, and communicate both underst

anding and willingness to help. The Christian helper seeks to develop counselling relation

ships based on love, but he or she also strives to become proficient in the knowledge and 

use of basic counselling techniques. There is no formula to summarize how this help is 

given, however some basic techniques such as the following are used in most counselling 

situations (Worthington 1982:13): 

1. Attention 

The counsellor must try to give undivided attention to the victim. This is done through: 

* eye contact, looking without staring as a way to convey concern and understanding; 

* posture, which should be relaxed rather than tense and often involves leaning towards 

the counsellee; and 

* gestures that are natural but not excessive or distracting. The counsellor should be 

courteous, kind, and strongly motivated to understand. 

As you counsel, recognize that one's own fatigue, impatience, preoccupation with other 

matters, daydreaming, or restlessness can prevent you from giving careful attention to the 
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counsellee. Helping people is demanding work that involves sensitivity. Genuine 

expressions of care, and alertness to what the counselled may be trying to communicate. 

2. Listening 

This involves more than giving passive or halfhearted notice to the words that come from 

another person. Effective listening is an active process. It involves: 

* being able to set aside one's 0\\-11 conflicts, biases, and preoccupations in order to con

centrate on what the counsellee is communicating; 

* avoiding subtle verbal or nonverbal expressions of disapproval or judgement about 

what is being said, even when the content is offensive; 

* using both one's eyes and ears to detect messages that come from the tone of voice, 

posture, gestures, facial expressions, and other non-verbal clues; 

* hearing not only what the counsellee says, but noticing what gets left out~ 

* waiting patiently through periods of silence or tears as the counsellee summons enough 

courage to share something painful or pauses to collect his thoughts and regain comp-

osure; 

* looking at the counsellee as he speaks, but without either staring or letting your eyes 

wander around the room; 

* realizing that you can accept the counsellee even though you may not condone his 

actions, values, or beliefs. Jesus accepted the woman caught in the act of adultery even 

though He didn't approve of her behaviour (John 7:3-11 ). It can be helpful if you try to 

imagine yourself in the counsellee' s position and attempt to see issues of concern from 

their point of view. 

3 .Responding 

It should not be assumed that the counsellor listens and does nothing else. Jesus was a 

good listener but His helping was characterized by action and specific verbal responses. 

The following activities can assist the counsellor in developing focused and effective 
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interactions with the counsellee. 

Leading is a skill through which the counsellor gently directs the conversation. "what 

happened next?"; "Tell me what you mean by ... ?" are brief questions that can steer the 

discussion in directions that will give useful information. 

Reflecting is a way of letting counsellees know that we are "with them" and able to 

understand how they feel or think. "You must feel ... "; "I bet that was frustrating"; 

"That must have been fun"; reflect what is going on in counselling. Be careful not to 

reflect after every statement; do it periodically. Do not repeat word for word what the 

counsellee says. That can be annoying to the counsellee. Avoid beginning almost every 

sentence with a stereotyped phrase such as "You must think ... " or "I hear you saying . 

. . ". A brief periodic summary of what has been going on can be one way of reflecting and 

stimulating more counsellee exploration. The counsellor may summarize feelings ("that 

must have hurt") and /or general themes of what has been said ("from all this it sounds like 

you have had a whole string of failures"). Whenever the counsellor makes a comment, the 

counsellee should be given an opportunity to respond. 

Questioning, if done skilfully, can bring forth a great deal of useful information. The best 

questions are those that require at least a sentence or two to answer. Too many questions 

can stifle communication. Questions beginning with "Why?" are usually avoided because 

they tend to sound judgemental or they stimulate long intellectual discussions that keep 

the counsellee from coming to grips with real feelings of hurts. 

Confronting is not the same as attacking or viciously condemning another person. When 

we confront, we present some idea to the counsellee that he might not see otherwise. 

Counsellees can be confronted with sin in their lives, failures, inconsistencies, excuses, 

harmful attitudes, or self-defeating behaviour. Confrontation is best done in a loving, 

gentle, nonjudgemental manner. It is important to let counsellees respond verbally to your 

confrontation. Give them to discuss alternative ways of behaving. 
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lnforming involves giving facts to people who need infonnation. Do not give too much 

of infonnation at any one time, be clear, and remember that when people are hurting they 

respond best to infonnation that is relevant to their immediate needs or concerns. 

Whenever one is asked to give advice or inclined to give advice, be sure that one is well 

infonned about the situation. 

Interpretation involves explaining to the counsellee what his behaviour or other events 

mean. This is a highly technical skill with great potential for enabling counsellees to see 

themselves and their situations more clearly. But interpretations can also be hannful, 

especially if they are introduced before the counsellee can handle the material emotionally, 

or if the interpretations are wrong. If one begins to see possible explanations for another 

person's problems or actions, one should first ensure if the counsellee is intellectually and 

emotionally ready to handle such an insight The tenns should be kept simple as one 

present interpretations in a tentative way (e.g., "Could it be that ... ?") and allow time for 

the counsellee to respond. As counsellee discusses the interpretations, he will often 

develop greater insights and be able to explore future courses of action with the 

counsellor. 

Supporting and encouraging are important parts of any counselling situation, especially 

at the beginning. When people are burdened by needs and conflicts they can benefit from 

the stability and care of an empathic person who shows acceptance and gives reassura

nce. Support includes guiding the counsellee to take stock of his spiritual and psycholo

gical resources, encouraging actions, and helping with any problems or failures that may 

come as a result of this action. 

4. Teaching 

All of these techniques are specialized fonns of psychological education. The counsellor 

is an educator, teaching by instruction, by example, and by guiding the counsellee as he 

learns by experience to cope with the problems of life. The powerful learning tool is the 

immediacy response. This involves the ability of a counsellor and counsellee to discuss 
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openly and directly what is happening in the "immediate" here-and-now of the relation

ship. "I feel very frustrated with vou right now," someone might say, for example, or "I 

am getting angry because I think you're not listening to me." Such honest, on-the-spot 

statements let individuals express and deal with feelings before they build up and fester. 

Immediate responses also help counsellees better understand both how their actions affect 

others and how they respond emotionally to interpersonal relationships. 

5. FilterinJ!. 

Good counsellors are not sceptical people who disbelieve everything a counsellee says, but 

it is wise to remember that counsellees do not always tell the whole story and do not 

always say what they really want or need. Sometimes a counsellee deliberately presents 

a distorted picture, leaving out embarrassing or potentially incriminating details. More 

often, counsellees fail to see their problems in broader perspective. Sometimes they come 

for help with one problem but fail to see or are reluctant to raise other, deeper problems. 

As one counsel, therefore, mentally try to sort through the counsellee's words. What is he 

asking? What does this person really want from us? Are there problems other than the ones 

that are being presented? Sometimes people talk about one issue but really have little 

desire to change. Instead, they are looking for sympathy, attention, catharsis, another 

person's viewpoint, or a way to escape from some unpleasant situation. As one listens, one 

begins to suspect these underlying motives and realizes that often they are not even 

recognized by the counsellee. The counsellor's work will be more effective if he learns to 

listen with sensitivity and try not to accept everything at face value. Some of these come 

from experience, but a Minister knows that sensitivity mostly comes when we pray, asking 

for the insights, guidance, and accurate perception that come from the Holy Spirit 

a. Counselling techniques 

The key that unlocks the adolescent's heart is 'interest'. The counsellor and minister who 

have a fruitful ministry \\1th young people must be aware of not overlooking their God-
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given talents and interests. If the counsellor smothers the flames of interest in teenagers, 

he usually will be ineffective or even be resented bv the adolescent (Narramore 1960: 66). 

Adolescents are constantly seeking for different emotions and behaviour that can be 

combined to gain popularity. The counsellor will realize that manv attitudes and actions 

are 'cover-ups' or a compensation for one's personality. Young people who enter the 

thrilling world of dating demand honest answers to their curious questions. These 

questions can be handled adequately and sincerely bv someone who is understanding and 

sympathetic. The respected Christian counsellor can be of inestimable influence in this 

important and interesting area of a young person's life (Kirwan 1984 :2 8 ). 

b. Some Basic Steps for Counselling Teenager.'-

The first step is in helping teenagers to gain their confidence. When teenagers are assured 

that an adult is interested, approachable, capable and confidential, thev are more free to 

seek his help. 

L Wise counsellors help teenagers identify their problems from their o~n teenager point 

of view, since they view the problem as it faces them. So for effective counselling with 

young people, the counsellor must look behind the teenage "curtain" and see the world 

through the teenagers' eyes. 

2. A counsellor should avoid giving too much advice until he has drawn a teenager out 

sufficiently to understand the problem and setting. A young person who is guided wise

ly can often arrive at the answers to his own problem. This self insight is far more mean

ingful than advice imposed by a counsellor. In order for teenagers to respond favourably, 

the counsellor should respect their maturity. 

3. Since adolescence is a period when challenges are desired and accepted, the counsellor 

should not minimize his responsibility to help the young person consider his full potential 

and to do the seemingly impossible. 
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4. The counsellor should help the teenagers accept themselves. One of the signs of a 

mature person is the abilitv to accept himself for what he is and to recognize his own 

strengths and weaknesses. 

5. Pressures to conform are stronger in the adolescent years than at any other time oflife. 

Adolescents have not found their mature adult role as yet As a result they are still groping 

for a secure place in the world. Conformity to a group seems to offer them a measure of 

securitv. It is the counsellor's privilege to help teenagers understand group pressures. 

6.Counsellors must be prepared to provide sound, practical information will aid teenagers 

in their effort towards maturity as they lack information and understanding. 

7. Patience is a must when counselling teenagers. The counsellor who exercises patien

ce, will, in time, be able to look back and see that a· problem' teenager has come a long 

way with successful results ( Narramore 1960: 133). 

6.5.4 Unique Counselling Characteristics 

Welter continues that in everv counselling situation, the helper must ask at least four 

questions: 

* What is the problem? 

* Should I intervene and try to help? 

* What could I do to help? 

* Would someone else be better Qualified to help? 

It is important for Christian counsellors to have an understanding of problems (how they 

arise and how they might be resolvedt a knowledge of biblical teaching about the 

problems, and a familiarity with counselling skills. 

Surely Jesus Christ is the best model we have of an effective "wonderful counsellor" 
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whose personality, knowledge, and skills enabled Him effectively to assist those people 

who needed help. Basic to Jesus'·stvles of helping, however, was His personality. In His 

teaching, caring, and counselling He demonstrated those traits, attitude, and values that 

made Him effective as a people helper and that serve as a model for the Christian 

Counsellor. Jesus was absolutely honest. deeply compassionate, highly sensitive, and 

spiritually mature. 

6.6 A GOOD COUNSELLOR 

Many adolescents are reluctant to come for counselling. Some individuals are in awe of 

counsellors or afraid what they might ask. Others may have problems that are too 

embarrassing or too personal to discuss without feeling uncomfortable. Christians 

sometimes feel that they should not have overwhelming problems. So, the need for 

counselling is seen as an indication of personal and spiritual failure. However, a good 

counsellor is aware of these insecurities and tries to help counsellees relax. This can be 

done by counselling in a" therapeutic climate" where the counsellee feels comfortable and 

where there are few distractions and interruptions. This may be in an office or counselling 

center, but effective helping can take place almost anywhere. More important than 

location, however, is the relationship between the helper and counsellee. It has been 

proven that counsellors and counsellees relationships grew and suicidal adolescents 

showed signs of behavioural change when the counsellors showed high levels of warmth, 

genuineness, and accurate empathetic understanding (Meier 1982:41 ). 

1. Wannth. This word implies caring, respecting, or possessing a sincere, non-smothering 

concern for the counsellee regardless of his or her actions or attitudes. Jesus showed 

warmth when He met the woman at the well. Her morals may have been low, and He 

certainly never condoned sinful behaviour. Jesus nevertheless respected the woman and 

treated her as a person of worth (John 4:7-19). 

2. Genuineness. The genuine counsellor is "for real" - an open, sincere person who avoids 

phoniness or the playing of some superior role. Genuineness implies spontaneity without 
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impulsiveness and honesty without intensive confrontation. It means that the helper is 

deeply himself or herself - nof thinking or feeling one thing and saving something 

different. 

3. Empathv. What does the counsellee think? How does he or she really feel inside? What 

are the counsellee's values, beliefs, inner conflicts and hurts? The good counsellor is 

continually sensitive to these issues, able to understand them, and effective in using words 

and gestures to communicate this understanding to the counsellee. The abilitv to "feel 

\Vith" the counsellee is what is meant by accurate empathic understanding. It is possible 

to help people, even when there is no complete understanding, but the counsellor who can 

empathize is most likely to be effective as a people-helper. 

6.7 GOALS OF CBRISTL.\N THERAPY 

According to Kirwan (1984:185-187), the goal of Christian therapy is to work through the 

client's needing and rejected selves, and to reunite them into the true self. This is possible 

only through a self-acceptance (i.e., an acceptance of the real self) based on Christ's 

acceptance. As the needing and rejected selves give up their struggle to attain the idealized 

image, the client can experience wholeness and completeness in Christ. 

What steps should the Christian counsellor follow to assist the client to experience this 

wholeness? 

* First, the counsellor must ascertain the basic direction in which the troubled person is 

moving in order to cope with insecurities. anx.ietv. and depression. That is. is the client a 

"moving towards," "moving against," or moving away" personality? 

*Second.armed with this knowledge, the counsellor will be able to determine the basic 

fonn of the client's idealized image. 

* Third, to uncover the details of the image, the counsellor needs to acauire and correlate 
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a great deal of specific data about the client: childhood fantasies, inherent abilities, needs, 

special personal experiences, individualized solutions to cope with internal conflicts, and 

soon. 

* Fourth, the counsellor must deal with a client's idealized image, which, as we noted, is 

the source of major difficulties. For example, it causes alienation from one's real self by 

introducing an impossible standard of perfection. Moreover, the individual becomes "so 

alienated from his actual self by trying to live in his idealized image that he can blame all 

his failures upon outside forces" instead of himself (Boschof 1970:21). 

The counsellor must gradually show that the struggle to attain the idealized image is a vain 

search for glory that can drain away one's whole life. 

Kirwan continues to say that emergence of the true self. the ultimate goal of Christian 

counselling, can occur only as the individual faces and accepts the real self. If the real self 

is in Christ, nothing about it should be avoided or denied. In principle, Christians have no 

need for an idealized image. The struggle to attain such an image betrays an inner reiection 

of the real self. On the basis of Christ's death and unconditional acceptance, Christians can 

face the real self without resorting to Phariseeism and its futile flight from truth. 

It was earlier explained that the three maior types of personality are rooted in an inability 

to cope with the excessive needs and rejection experienced by the real self There are 

different methods of trying to escape from the despised negative elements of the real self 

As the client comes to terms with and accepts the real self, however, the extreme 

characteristics of the "moving towards," "moving against," and " moving away" 

personalities will accordingly diminish in intensity. No longer afraid to face the real self, 

the individual can gradually drop the unhealthy methods which were adopted to 

compensate for perceived shortcomings. 

The goal of the Christian counsellor, then, is to move as deeply as possible into the inner 

workings of the one being counselled. As the counsellor comes to understand the 
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counsellee -the unique components of the needing and rejected self, the unique biological 

and environmental factors that have contributed to psvchological makeup, and 

individualized solutions for dealing with insecurity (which include developing a particular 

type of personality and struggling to achieve the idealized image) - Kirwan indicates that 

it will be possible to determine which doctrines must be internalized if inner reconciliation 

is to take place. Paul's in_junction,"Be reconciled to God" (2 Corinthians 5:20), should 

stand as the Christian counsellor's goal for every client. This reconciliation with God 

should be viewed as entailing both the eternal destiny and the inner emotional life of the 

counsellee. 

6. 7.1 Other Goals ofCounsellinJt 

Specific counselling goals will depend largely on the counsellee' s problems, but any list 

is likely to include at least the following (Adams 1980: 10): 

1. Se(f-Understanding. To understand oneself often is a first step in healing. Many 

problems are self-imposed, but the one being helped may fail to recognize that he has 

biased perspectives, harmful attitudes, or self-destructive behaviour. Consider, for 

example, the suicidal adolescent who complains, "nobodv likes me:' but fails to see that 

the complaining annoys others and is a major reason for the rejection. An objective, 

perceptually alert helper is to assist those being helped to get a true picture of what is 

going on within themselves and within the world that surrounds them. 

2. Communication. Many teenage problems stem from a breakdown in communication. 

Many suicidal adolescents are unable or unwilling to communicate. The counsellee must 

be encouraged to communicate feelings, thoughts, and attitudes both accurately and 

effectively. Such communication involves clearly expressing oneself and accurately 

receiving messages from others. 

3. Leaming and Behaviour change. Most, if not all, of the adolescent behaviour is learned. 

Counselling, therefore, involves helping counsellees unlearn ineffective behaviour and 
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learn more ways of doing things. Such learning comes from instruction, imitation of a 

counsellor or other modeL and the experience of trial and error. At times it also will be 

necessary to analyze what went wrong when there was failure. Then the counsellee must 

be encouraged to try again. 

4. Self-Actualization. Some writers have stressed the importance of helping individuals 

learn to achieve and maintain one's optimal potential. This is termed "self-actualization" 

and is proposed by some counsellors as a goal for all human beings whether or not they 

are in counselling. For the Christian, a term like "Christ-actualization" might be 

substituted to indicate that the goal in life is to be complete in Christ, developing one's 

greatest potential through the power of the Holv Spirit who brings us to spiritual maturity. 

5. Support. Often adolescents are able to meet the above goals and to function effectively, 

except for temoorarv periods of unusual stress or crisis. These individuals can benefit from 

a period of support, encouragement, and "burden bearing" until they are able to remobilize 

their personal and spiritual resources to meet effectively the problems ofliving. 

6. Spiritual Wholeness. According to Clinebell (1966:41), the heart of pastoral care and 

counselling is helping people deal with their spiritual needs and find spiritual wholeness. 

Counsellees frequently fail to see or admit that there is a spiritual dimension to all human 

problems. The Christian counsellor, therefore, becomes a spiritual leader who guides 

spiritual growth, helps counsellees deal with spiritual strug_gles, and enables them to find 

meaningful beliefs and values. Instead of dialogue between counsellor and counsellee, the 

Christian strives for a "triologue" that acknowledges the presence of God at the heart of 

effective people helping. 

Counselling is rarely effective if counsellors impose their own goals on clients. It is better 

if the counsellor and counsellee work together in setting goals. Such goals should be 

specific ( rather than vague), realistic, and (if there are several) organized into some logical 

sequence that identifies the goals to be worked on first and. perhaps, for how long. 
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6.8 APPROACHES AND METHODS OF COUNSELLING 

What methods may Christians use in Counselling? Christians insist that counselling 

methodology necessarily must grow out of and always be appropriate to the Biblical view 

of God, man, and creation. Other counselling approaches is distinctly divided from the 

Biblical one as indicated in Figure 6. 1. Adams (1973:73) labelled the non-Christian 

methods as Expert Knowledge and Common Knowledge. However, he indicates that the 

Christian approach begins with and grows out of Divine Knowledge. Now the distinctions 

between the first two subdivisions are not absolute, yet they fairly indicate the general 

thrust of the methodological approaches of the various schools of counselling. 

Figure 6.1: Methodology and Presuppositions of Some Leading Approaches to 

Counselling 

General Approach Specific Type Man's Problems Solution Labels 

1. Expert Freudian Poor Resocialization Non 

Knowledge Socialization by Expert 

Skinnerian Environmental Reconditioning Christian 

Conditioning by Expert 

2. Common Rogerian Failure to live up Resources in Self 

Knowledge to potential 

Integrity Bad Behaviour Resources in Self Approaches 

Groups towards others and Group 

3. Divine Christian Sin against God Spirit Resources Christian 

Knowledge in Word Approach 

In Figure 6.1, the first approach is adopted by those who believe that counselling can be 

done only from the point of view of Expert Know ledge. They hold that counselling must 

be restricted only to some small elite group ( a counselling priesthood). According to this 

approach, the experts must do it for you as they alone possess the proper knowledge, 

method and techniques. Adams indicates that according to Freud, man's main problem is 

poor socialization. The Expert Knowledge approach is based squarely upon the 
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presupposition that man is not responsible for what he does. This is a fundamentally non

Christian assumption. According to the Scriptures. God holds men responsible for the kind 

of life style that they adopt and according to which they live (1 Thessalonians 5:21). 

Adams records Skinner the Behaviourist, as saying that man is not responsible but the 

environment is the cause of human behaviour. The Freudian solution to problems is to 

analyse the counsellee to determine who did what to him via psychoanalysis and 

psychotherapy and, on the basis of the findings, resocialize him. The Skinnerian solution 

is to discover scientifically the contingencies related to the "poor" behaviour, and on the 

basis of the data rearrange the environmental contingencies so as to re-program the 

counsellee's responses. This is done by the use of rewards and aversive controls. The 

Skinnerian approach uses rewards and punishment to change behaviour. Biblical persua

sion, conviction, and personal commitment are ignored. 

The second category is the Common Knowledf!.e approach. As discussed by Adams 

( 1973: 84), Rogers contended that there was no need for an expert at all. That is the one 

reason why so many ministers and social workers have seized upon the Rogerian 

methodology. It is simple, easy to learn, runs little risk, and is immediately usable. 

Rogerian theory and therapy are based upon the idea that all men have adequate 

knowledge and resources to handle their problems. That, naturally offers an optimistic 

outlook for counsellors. The basic assumption is that persons with unresolved problems 

simply have not been living up to their own potential. Latent within them lie the solutions 

to all of their problems. They have the potential to do right. As a matter of fact, Rogers 

believes that at his core, man is good, not evil. Adequate resources are there, built in. 

Adams continues to state that the therapist and counsellor share time with a client in order 

to help him to help himself. The clients are assisted in drawing out from within himself 

the solution to his problems. The counsellee, by this process is able to come up with the 

answers. Since the resources to solve problems are there in the counsellee, there is no 

necessity for expert advice from the outside. If an adolescent reflects on his problems long 

enough and clearly enough, and if he feels deeply enough about them, he can solve them 

on his own. The counsellor, therefore, becomes a wall or mirror off which the counsellee's 
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own resources are bounced or reflected back to himself By this reflection process the 

counsellee at length comes to see the dimensions of the problem and what the solution to 

the problem really is. However, there is a basic belief in the goodness and autonomy of 

man. God is not needed by Rogerian counsellors. He wants a responsible man; vet he has 

failed to postulate a responsible man bv declaring man independent of God. Christians 

believe that God is sovereign and works His will in man; yet man must use his divinely 

appointed human agency under the providence of God. They recognize their utter 

dependence upon God's resources. Man is responsible for using those valid means directed 

and provided by God. Since this approach holds the view that God is not necessary, the 

Spirit is not necessary, and the Scriptures are not necessary, Adams (1973:86) declares that 

this approach, therefore, must be rejected in Christian counselling. 

The third category is the Divine Knowledge approach. Adams states that in this approach, 

the counsellor is fully dependent on God for answers and inspiration. The Scripture plainly 

indicates: "His divine power has granted us everything pertaining to life and Godliness" 

(11 Peter 1 :3). Sin is the reason for man's problems and the counsellor makes man aware 

of his short comings and direct him to God through the use of relevant Scriptures. 

6.8.1 Counselling the Suicidal Non-Christian 

l. Speaking with a suicidal person demands the greatest tact and patience. Be prepared to 

listen! Let the client do most of the talking until vou get the complete picture. If the 

victims make a statement, request further explanation as to how he feels. 

2. As the conversation permits, begin to encourage the client bv ensuring him that it is the 

right place where people are willing to listen. Suggest that God can help in revealing 

solutions and that he loves the counsellee and really cares. 

3. Do not minimize any feelings or conclusions expressed about the problems. The client 

should be permitted to vent all stored-up anger, tension, and sense of desperation. Do not 

contradict any statement made bv the counsellee but gentlv correct and guide them 
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towards a possible solution. 

4. Assure the individual that there is a solution and there is hope ifhe will permit God to 

intervene in his life. He can forgive the entire past, making things right through Jesus 

Christ. 

5. Unobtrusively, but as early as possible, the counsellor should determine if the individual 

is really suicidal. 

6. Follow-up in suicidal cases is imperative for progress evaluation (Graham 1984:226). 

6.8.2 Counselling the Suicidal Christian 

Christians are not immune to suicidal thoughts or attempts and the counsellor should be 

aware of this. 

1. Remind the Christian that God always loves and cares for him (Hebrews I 3: I 5). 

2. Remind him also that he is God's child (John 1:2). 

3. Tell him that God still forgives. Share "Restoration." Confession results in forgiveness 

and restoration of fellowship. Emphasise Proverbs 28:13 and 1 John 1:9. 

4. Suggest that he look only to the Lord and not at the problems and circumstances around 

him (Matthew 14:27-32 and Proverbs 3:5-6). 

5. Suggest that it is important to read God's Word: hear, read and study, meditate and 

memorize it. 

6. Suggest that prayer is a valuable resource and forms an essential part of a Christian's 

life (1 Thess.5: 17). 

7. Remind him that identity with a Bible teaching church is an important factor in 

recovering emotional stabilitv. Such identity permits fellowship with caring people who 

worship and work together. 

8. Pray with the client that God will come to him with new meaning, filling him with hope 

and renewed trust Graham (1984 :227). 
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6.9 MODELS OF COUNSELLING AND CRISIS INTERVENTION 

6.9.1 Proceduresfor Effective Crisis Intervention 

Crisis intervention consists of six ma1or components as listed and discussed by 

Greenstone (1993:6). 

FIGURE 6.2 Crisis Intervention: Six Maior Components 

- .. I 1. 1mme01acy IL conrro1 I .:; . Assessmem 

I I I 

These components are discussed in detail below. 

1. Act lmmediatelv to Stov the Emotional Bleedin!!. 

Intervention begins at the moment the intervener encounters the person in crisis. The 

intervener must immediately attempt to: 

* Relieve anxiety. 

* Prevent further disorientation. 

* Ensure that sufferers do not harm themselves or cause harm to others. 

2. Take Control 

* Be clear about what is the crisis and who is the victim that needs assistance to regain 

control of his self and the situation. 

The purpose of assuming control is not to conquer or overwhelm the victim. Rather, it is 

to help re-order the chaos that exists in the sufferer's world atthe moment of crisis. The 

intervener Provides the needed structure until the victim is able to regain control. 
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* Enter the crisis scene cautiously. 

Approach any crisis situation slowly and carefully. Caution at this point can prevent 

unnecessary grief. Take a moment to mentally compute what you hear, see, smell, feel, 

sense and touch. 

* Appear stable, supportive, and able to establish structure. 

Use your personal presence. Your strength, control and calm in the crisis situation may 

exert the control the victim needs. 

* Be clear in your introductory statements. The opening questions, directions, and other 

information you give the victim will often assist in gaining and in maintaining control. 

* Do not promise things that mfaht not happen. 

* Direct and arrange the pattern of standing and sitting to gain the victim's attention. 

* Guide the sufferer with your eyes and voice rather than through physical force. 

* Use physical force only as a last resort, and only if you are trained and authorized to 

use it 

* Remove the victim from the crisis situation if possible. Otherwise, remove the crisis 

from the victim. 

* Be creative in taking control. 

* Break eye contact between disputants. 

* Separate the victims if necessary. 

Specific ways of getting involved in a crisis situation vary, depending on the skills and 

abilities of the intervener. The task allows wide latitude for creativity. Possible ways of 

taking control include the following: 

* Creating a loud noise to gain attention. 

* Speaking in a quieter tone than the victim. 

* Breaking eve contact between two disputants to reduce tension. 
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* Making an odd request: "May I see that book over there?" 

Victims will respond to structure and to those who represent it if they sense it is genuine 

and not iust a technique. 

3. Assess the Situation. 

* What is troubling the victim now? 

* Why did the person go into crisis in this particular time? 

* Which problem among the ones that may be present is of immediate concern? 

* Which problem must be dealt with before other problems can be handled? 

* Which problem among the ones presented can be immediately managed? 

* What variables will hinder the problem-management process? 

* How can the intervener implement the most effective help in the least time? 

To accomplish an effective assessment, do the following: 

a. Evaluate on the soot. Don't wait. 

b. Make the evaluation quick, accurate, and comprehensive enough to give a total pict-

ure. 

c. Do not take a lengthy life historv. Focus your assessment on the present crisis and the 

events that occurred within the last forty-eight hours. What were the precipitating 

events? 

d. Ask short. direct questions. 

e. Ask questions one at a time. 

f Allow the victim enough time to answer your questions. 

g_ Do not increase victims' confusion by bombarding them with many questions at once. 

h. Learn to accept discomfort with silence. Recognize the usefulness of silence in the 

intervention process. 

I. Interrupt the victim iudiciouslv. You can use periodic interruptions to clarify, to check 

the accuracv and your understanding of the victim's statements, and simolv to remind 
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the victim of your interest in the problem. Interrupt no more often than absolutely 

necessary. 

j. Clarify the crisis. 

k. Allow the crisis to be the victim's crisis. 

Avoid judgements, preaching and putdowns. Don't belittle the victim or the crisis; crisis 

is always in the eye of the beholder. The way the victim currently perceives the world is 

the victim's realitv. 

1. Assess both the actual and the symbolic meaning of the crisis event Remember that 

perception triggers crisis much more often than do facts. 

m. If you observe that the words and behaviour do not match, question the discrepancy. 

n. Listen for what is not being said. Attend to what the victim says and does. Be aware 

of what the victim has not done and what would normally be expected under current 

circumstances. 

o. Recognize that your personal attributes contribute to your overall effectiveness. 

* Remain reassuring and calm. 

* Remain empathic and attentive. 

* Remain supportive. 

* Be willing to reach out to the sufferer, both physically and emotionally, as needed. 

* Maintain a caring attitude that conveys a willingness to listen. 

p. Allow the victim to speak freely and to ventilate feelings. 

q_ Help the victim to see the crisis as temporarv rather than chronic. 

r. In a multi-victim situation, allow each person to speak without interruption by the oth

er people involved. Establish ground rules immediately, and insist they be followed. 

4. Decide How to Handle the Situation After you have Assessed It 

Heightened stress closes down options and generally produces "tunnel vision" in the 

victim. When effective intervention occurs, the victim becomes more receptive to: 
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* Exploring options 

* Thinking creatively 

* Solving problems 

a. Help the victim identify and mobilize personal resources. 

b. Mobilize social resources. 

c. Hold out hope that solutions are possible. 

d. Develop options. 

e. Help the parties to the crisis make an agreement. 

5. Refer as Needed. Follow-up if Possible or as Agreed 

* Investic:ate possible referral sources bv checking local tdcpho111; Jin:1.;luric:s and man

uals that list specialized services. 

* Check with professionals such as doctors, lawyers, social workers who take referrals 

from crisis situations. Ask if they would be on call to assist if needed. 

* Contact local hospital emergency care units and get to know the staff Find out about 

requirements for admission and treatment. 

6. Follow-up with Victims to Ensure that They }vfade Contact with the Referral Agency 

* If the victim has not made contact with the referral agency within a reasonable 

amount of time, try to find out why. 

* If necessary, attempt to help victims deal with their reasons for not contacting 

the referral agencv. 

* Re-refer victims as appropriate. 

6.9.2 The Problem Solvinf! Process 

I. Identify the Problem and Establishinf!. Goals 

Counselling skills are used to identify and clarify the problem and determine goals. If it 
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appears that the problem may be based on unrealistic or impractical beliefs, these can be 

explored by using the ABC principles discussed earlier in Chapter 4. 

2. GeneratinR Alternative Solutions 

The teenager is encouraged to "brainstorm" everv oossible means of achieving the goals, 

noting whatever comes to mind ,vithout evaluating it, and irrespective of how far fetched 

it may appear at the time. The counsellQr must also participate in the brain-storming. 

3. SelectinRfrom the Alternatives 

Prior to revievving the alternatives it may be 111v'-'1vssarv lo obtain additional information, 

for example feasibility, available personal resources, restrictions, capabilities and 

strengths, and short and long term risks and consequences (Kagiso Education 1996:4 7). 

6.9.3 A Simple Model of Counselling 

Carter (1975:149-160) makes reference to Adams' discussion and suggests a 7 stage 

counselling model: 

Stage 1: Identify Problem Feelinf!s 

Most people begin a counselling session by discussing either a feeling ("I feel depress

ed"), an external circumstance, or a problem behaviour. The initial goal of the counsel

lor is to pinpoint whatever oroblem emotions exist. Reflect, understand and clarify as 

soon as the client shares a feeling. Try to understand whether the feeling is anxiety, 

resentment, guilt, despair, or a vague sense of emptiness. If the suicidal adolescent begins 

by discussing his problem circumstances, ask how he feels about these circumstances. 

Again the goal is to identify which problem feeling seems to be primary. For example, 

once it becomes evident that the client is boiling with deep resentment, look for the 

obstacle to his goat then define the goal, then examine the goal-oriented behaviour, and 
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eventually take a look at the assumptions that started the problem sequences. 

If the oresenting problem is a svmptom or a set of problem behaviours. again trv to identifv 

what feelings precede or accompany the symptoms. It is important to run through the 

maior areas of life with your client, looking for problem emotions. Once the adolescent 

expresses. understands. and accents his deepest emotional experiences he will feel together 

and symptoms ,vill vanish. Carter (1975: 150) indicates that it is his view that feelings are 

a necessary initial focus in order to help the counsellor trace back to the roots of the 

problem. 

Stage 2: Goal-Orientated or Problem Behaviour 

Once problem feelings are identified, the counsellor must move to goal-oriented behav

iours. The question is "What was the adolescent doing when he experienced the obstacle 

which created the negative feelings?", rather than "Why do you feel that way?" After this 

step, counselling should move to an exploration of the person's attitudes and beliefs. 

Stage 3: Identify Problem Thinkinf!. 

Merely identifying the person's wrong or trouble-producing basic assumption usually is 

not very difficult. After the negative feelings have been defined, the wrong goal which the 

oerson has been pursuing usually is fairly obvious. When you know the goaL you can 

specify a limited range of possible basic assumptions. As the counsellor suggests the 

various possible assumptions responsible for his selection of goals, the client someti

mes will indicate which one fits best by saving something like, "Yeah. that's what I think." 

It is generally wise for a counsellor to zero in as precisely as possible on what the 

assumption really is. Comments like:"I really do feel that way," or "That certainly is 

possible" sometimes is the strongest agreement a client will offer. 

Carter (1975:152) discusses the Early Recollection Technique which is often helpful in 

pinpointing the basic assumption. In this simple procedure the adolescent is asked to 
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disclose the earliest incident in which he was involved. Because the brain stores every 

event in a huge memory bank, there are literally thousands of events from which the client 

may select one. This technique is based on the concept that people will remember an event 

which has special meaning in their psychological make-up. An event is meaningful to the 

degree that it is relevant to personal needs. Therefore the event that a person recalls should 

bear some relevance to what he believes is necessary for his sense of self-worth. Details 

of the recollection often suggest the strategy which the person has adopted to reach the 

goal of personal worth. 

Stage 4: Clarify Biblical Thinking 

Once the assumption has been identified, the next step is to convince the dit:nl somehow 

that his thinking is wrong and to present persuasively the biblical route to meeting personal 

needs. Take note that deeply held assumptions do not easily yield to suggested new ways 

of thinking. Because assumptions are believed emotionally, deep counselling requires far 

more than simply identifying the wrong assumptions and stating the biblical alternatives. 

Carter (1975:154) outlined a few suggestions relevant to changing wrong thinking to right 

thinking: 

* Identify where the wrong assumption was learned - When a client sees that a particular 

set of circumstances was responsible for teaching him his current belief, the belief 

becomes less rimd. He is able to see that its source may not be infallible. 

* Encoura5<e expression of emotions surroundin5< the belief - Rather than discussing 

assumptions about personal worth in a clinical, impersonal manner, the counsellor should 

listen for whatever feelings are associated with the assumption. When an adolescent states, 

"I need him to treat me better ifI am ever to feel loved," the accompanying emotion may 

be resentment ("He never will") or guilt (""What's wrong with me that no one loves me?"). 

The sensitive counsellor will reflect whatever emotions he picks up as the client's basic 

assumptions are discussed. As the client feels understood, he will relax and react less 

defensively and consider the validity of his thinking. 
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* Support the client as he considers chanf!,inf!. his assumptions - To give up a long-held 

assumption is in itself a security-threatening process. The adolescent knows that if they 

agree with correct thinking, the next step is to go back to situations which previously were 

very painful. Resistance at this point often is the understandable fear of leaving safety. 

Counsellors need to offer encouragement and support. The Apostle Paul talks about 

propping up the weak in I Thessalonians 5:14. 

* Teach the client what to (ill his mind with: The "Tape Recorder Technique"- Carter 

(197 5: 15 5) often suggests to clients that they regard their minds as tape recorders. He 

makes the counsellees to write on one card their wrong assumption and on another the 

contrasting biblical assumption. They are to carry the cards at all times. Whenever they 

feel upset ( ,miltv. resentful, or anxious). he in..,'1ructs them to rend both card3 and to choose 

to reply at top volume the biblical sentence. The technique admittedly is mechanical but 

does seem to promote obedience to Paul's injunction to «think on whatsoever things are 

true" (Phil. 4:8). After the client tentatively grasps the new thinking and can at least 

recognize the error of his old assumption, stage 4 is completed. 

Stage 5: Secure Commitment 

Secure commitment to act on the basis of newly learned assumptions. Playing the right 

tape is not enough. The individual must be determined to act consistently with its contents. 

This steo is critical. Because right thinking is fragile at best behaviour change ,vill not 

flow automatically from the changed thinking. There needs to be a firm, unswerving 

commitment: Even if one does not feel it, choose to believe it and commit oneself to act 

consistently with it even though you do not feel like performing the necessarv behaviour. 

Counselling cannot progress past this point until the adolescent has committed himself, 

as complete as he can, to behave consistently with what he has acknowledged to be true 

regardless of how he feels. It is at this ooint that confession of sin seems most appropriate. 

Not only wrong behaviour, but also wrong emotions and wrong thinking constitutes sin. 
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Stage 6: Plan and Carry out Biblical Behaviour 

This stage is a follow-up to stage 5. Plan what the adolescent will do differently now that 

his thinking has changed. Progress from merely assenting to truth to deeply agreeing with 

truth depends on behaving consistently with truth. Christian grovvth may be defined 

technically as the process by which insights understood with the conscious mind deep 

down into the reflective mind where basic assumptions are deeply held. Jesus promised 

that He would make Himself known in a rich, fulL personal way to those who knew His 

teachings and obeved them. "He that hath mv commandments, and keepeth them. it is he 

that loveth me: and he that loveth me shall be loved of my Father, and I will love him, and 

will manifest myself to him" (John 14:21). His thought seems to be that we can grasp the 

truth in our con:;ciou:-; mind. stubbornlv insisting on its accurucv. But when wc act on it 

( which we will do if we love Him), we will then come to know the truth as a vital, 

throbbing reality. 

Stage 7: Identify Spirit-controlledfeelinf;S 

This is simply the identification of the lack of sin-related feelings and the presence of 

"spiritual feelings" (which includes painful emotions). The development of a sense of 

quietness, togetherness, and peacefulness is a gratifying and reassuring experience. The 

counsellor should look for this evidence of the Spirit's work in his client's life and make 

sure that it is noticed and enjoyed. Many Christians have had the experience of" feeling 

really good" when they are consciously abiding in Christ and the experience of feeling that 

"something is wrong" when they are out of fellowship. Stage 7 reflects upon that 

wonderful sense ofimproved adiustment which follows uoon a renewed mind (stage 4). 

commitment ( stage 5), and obedience ( stage 6). 

6.9.4A Short-term Counselling Model 

Helping is not the only aspect which should be taken into consideration when counselling 

young people. The counselling process itself has a strong learned component, and for 
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people in their formative years provides many opportunities for active learning 

experiences in essential life~skills. "These include building relationships, communication 

techniques. and the abilitv to look at and deal with problems from different oersoectives 

(Kagiso Education 1994:83). 

The steos in short-term counselling according to Kamso Education will be merely listed 

without a detailed discussion as it is self-explanatory. 

1. Preparatory Sta}!e 

* Brief yourself in advance 

* Arrange a facilitative setting 

2. Meet and Greet Staf{e 

* Establish a soecial relationship 

* Explore mutual expectations, discuss procedures 

3. Exvloratorv Sta}!e 

* Facilitate self-exploration 

* Identify needs. problems and goals 

4. Action Staf!,e 

* Select appropriate goals, determine how to achieve them and monitor results 

Attainment of goals is deoendent on oromoting changes in the client's feelings_ thinking 

or behaviour, or a combination of these, using the following techniques: 
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FIGURE 6.3 Summary of Techniques 

Less Directive Counselling Approach More Directive Counselling Approach 

Changing Feelings Changing Emotions Changing Behaviour 

Encourage self-exploration Teach the client to recognize Help the client modify 

of feelings, in the growth and reduce self-defeating existing behaviour ( or 

producing environment of the patterns of thinking, and to introduce new behaviour), 

helping relationship. make increased use of logic through the use of special 

and reason. techniques and 

reinforcement processes. 

Help the client to clarify and Teach problem solving skills 

acknowledge feelings, in 

order to gain increased 

perspective and move towardi 

positive growth and change. 

5. Termination Stage 

* Evaluate progress; 

* Terminate in a positive way; and 

* Refer to a professional Resource centre if necessary. 

6.9.5 Directive versus Nondirective Techniques 

According to Meier (1982:315), conventional psychiatry is essentially nondirective. The 

therapist does not attempt to tell patients what they should do, but rather operates on the 

principle that once patients understand why things have gone wrong, they will change; 

insight supposedly leads to changed behaviour. Directive counselling, on the other hand, 

attempts to teach patients better ways to meet their needs. If counsellors are too directive 

they defeat their own purpose, though, because only personal decisions will last.But 

counselling that is not sufficiently directive confuses counsellees, since they are left with 
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too few guidelines to follow. 

Christian counselling generally uses an "indirect-directive" approach. The Christian 

counsellor should be able to recognize clients' problems and then guide them in solving 

those problems. Because the Bible serves as the standard of authoritv, Christian counsel

ling is directive. Its goals are to help counsellees solve their problems in accordance with 

the will of God and to help them grow spiritually. Yet the preferred approach is indirect 

because the counsellor generally uses indirect techniques ( questions, suggestions, 

listening) to helo the counsellee reach aoorooriate decisions. The Christian counsellor thus 

uses indirect techniques for a directed end. Jesus Christ was directive at times and 

nondirective at other times. He helped others obtained valuable insights through both 

statements and aue;;tions. His statement3 were stem and rebuking at times but kind and 

gentle at other times. The Gospel of Mark records approximately twenty questions asked 

by Christ. Some of those questions were matter-of-fact. intending to teach others or help 

them gain insight. but at least five of them were rebuking in nature (three directed at the 

Pharisees and two at the disciples). Questions often force people to reach their own 

conclusions; they are valuable tools when used by an experienced counsellor. 

Balance: the key to spiritual and emotional maturity, is also the key to successful Christian 

counselling. Jesus Christ demonstrated how to be both direct and indirect in helping 

people gain insight (John 3), how to focus on the present without excluding the past (John 

4 ), and how to emphasize spiritual aspects without neglecting physical and psychological 

aspects (John 5). 

6.9.5.1 Some Biblical Examples of Good Counselling 

One way to learn to be a good counsellor is to study examples found in Scripture. Solomon 

comes to mind immediately. The book of Proverbs, with which Solomon is intimately 

associated. contains manv of God's thoughts on counselling. Its wealth of wisdom for 

Christian counsellors covers topics such as the cultivation of wisdom and rules for child 

development and mental health. Solomon's therapeutic approach was directive because 
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his counsel agreed with the counsel of God. 

Meier (1982:339) states that in the New Testament Paul is an examole of a wise 

counsellor. One can see in his ,vritings to early Christians some of the ideas later 

developed by Freud. Freud's id roughly corresponds to what Christians call the «old 

nature." Freud's suoerego corresoonds roughly to the conscience. The ego corresoonds to 

the will. In one passage Paul writes: "May your whole spirit, soul and body be kept 

blameless" (1 Thess. 5:23). He refers to the body, soul (mind, emotions and will), spirit, 

flesh. a good but weak law of the mind. an evil law of the members, a supreme law of the 

Spirit, an eternal deadening law, and how all those factors interrelate. 

Jesus Christ of course, was the Counsellor of counsellees. We can all learn from him, 

because he had perfect insight into human problems and was able to share that insight with 

others. He was an expert at asking questions, using them to teach, to rebuke irresponsible 

behaviour, and to help others gain insight He genuinely cared for others, giving them a 

feeling of self-worth. Because of his warm and personal concern for them, people were 

able to deal with their problems and not feel threatened. He could act in a way, be 

rebuking, or friendlv, as appropriate. 

Jesus Christ could counsel others because of his close relationship with God the Father and 

because He understood human problems. He not only knew what people needed to do to 

deal with their uroblems, but also knew how to motivate oeoole to change. Often he would 

lay down guidelines or formulate a plan to help individuals deal with their problems. 

Christ was a master counsellor with oerfect balance. He knew to be directive and when to 

be suggestive. He knew when to deal with the past and when to deal with the present He 

knew the importance of feelings, but he also knew how to effect behavioural changes. 

6.9.6 Self-Change Projects 

Church Counsellors were enlightened with the Self~Change Project as discussed by Meier 
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(1982:82). Most individuals would like to change something about themselves. This self

help oroiect uses behaviour modification to promote self-change. Altered attitude changes 

behaviour. This project can alter attitude to change behaviour. 

/ncreasinf!. or Decreasinf!. Behaviour: 

Stepl- What is happening Now? 

1. Soecificallv describe the present behaviour. 

2. Describe the contingencies surrounding the present behaviour. For example under what 

circumstances does it occur: onlv at certain times or places? If the one wants to decrease 

behaviour, what rewards are operative at the present time? If one wants to increase 

behaviour, what might be preventing the behaviour at present. 

3. Gather data on the number of times the behaviour occurs at the present time. It may be 

happening more or less than what you think it does, so take a few days to actually quantify 

it. Do not guess. This is an important step because one cannot tell if the project works 

unless vou have this information. State how manv times the behaviour occurred each dav 

for the period of one week. 

Step 2- What are my Plans? 

1. Specifically state the goals for the project. The goals should be stated as observable and 

countable behaviour. Each goal should be small enough to be practical. If one decides to 

take smaller steps towards an ultimate goal, list each step. Specify exactly what one 

wants. If there are things that hinder the accomplishment of goals ( such as current 

punishment). state how one plans to change these. 

2. List at least three positive reinforcers which one can use to help motivate oneself 

Reinforcers are things that one desires a great deaL vet one can do without if need be. 
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Reinforcers are tangible privileges or obiects. Students commonly use favourite foods with 

a friend playing a game. listening to records or television, new clothes. being alone. and 

so on. Do not hesitate to use all three reinforcers if you need to. 

3. One may find it helpful to use "tokens"(substitutes for actual reinforcers). Manv people 

give themselves tokens when the desired behaviour occurs. and then at the end of the dav 

give them the actual reinforcers in exchange for the tokens. One may find it helpful to 

have another person give one tokens and reinforcers. 

4. Write a contract, stating one's goals, reinforcers, and tokens. The contract should 

specifically state what is to be accomplished at each step of the project for one to be able 

to receive the reinforcement. Sii:!Il and date the contract. 

Step 3 - How am I doing? 

1. Begin doing what one agreed to do in the contract. Keep a record of one's progress. Just 

being able to see the results on paper can itself be reinforcing. 

2. How are things going? Does the contract need to be revised? If there are several steps 

in one's program, one should now go on to the second step - if one has been successful so 

far. If one was not successful at this point one needs to consider breaking down the 

desired goal into smaller steos. One mav also want to consider using another reinforcer. 

3. Continue to keep track of the results each day. As one is able to meet a goal consistently 

for at least a couple of days, move on to the next steo. 

Step 4 - How do I stop the Pro_iect? 

1. After one has reached one's final goal for several days consistently, one needs to begin 

to terminate the intervention. This is where many people run into difficulty because the 

temotation is to terminate too quickly. Plan on several davs during which one will 
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gradually do away with the intervention. Perhaps the best way to terminate is to decrease 

one's reinforcement. This refers to giving oneself reinforcement only occasionallv for the 

desired behaviour. 

2. After one's reinforcement was eliminated, did things go back to the way they were 

before? If not one has to start the last stage again until a change in behaviour takes place. 

6.9.1 Inteuation ofCounsellin2 Models to Sustain Life 

The pastors' and counsellors' aim are to redeem and sustain human life based on 

theological and Biblical principles. Suicidal behaviour goes against this theme of 

sustaining human life. Although the Bible neither prohibits nor condemns suicide, it 

however. contains texts that relate to self-destructive behaviour. According to Wicks 

(1993:642), the New Testament description of Judas' suicide makes one perceives the 

action as one of self-destruction, self-punishment and a result of shame and lack of hope 

(Matthew 27:5). The Judeo-Christian basic oosition was that life belongs to God and 

only He can terminate it (Genesis 2:7). Furthermore, suicide was viewed as a transgress

ion against the fifth commandment," Thou shalt not kill" (Exodus 20:13). The Scriptures 

olace the highest value on human life. It is sacred and of inestimable worth to God, Who 

created it "in His own image" (Genesis 1 :26,27), Who sustains it, "In Whose hands is the 

soul of every living thing, and the breath of all mankind" (Job 12: 10), and redeemed it (2 

Corinthians 5: 19). 

The Christian attitude to Suicide arises immediately from the Christian attitude to life 

(Schlebusch 1978:Ll). Schlebusch continues to state that whatever scientific explanation 

a Christian may hold about the development of human life on earth he will agree with the 

theology of the book of Genesis that" The Lord God fashioned man of dust from the soil. 

Then He breathed into his nostrils a breath of life, and thus man became a living being" 

(Genesis 2:7). Life is God's most orecious gift to man. However. this gift of life is not an 

outright gift. God has not given man full ownership and control over his own person with 

the right to consume and destroy it at his O\Vn discretion. 
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The Lord loves and He redeem life (Lam. 3:58), He redeems and sustains life (Ruth 4:15) 

and He forgive sins, heals and redeems life (Psalms 103). God is not willing that any 

should perish but come to him for reoentance (2 Peter 3:9). In John 3: 16 God gave His own 

son for this world so that sinners may live and not perish - God seeks to sustain and 

redeem life. God uses the Christian counsellor to sustain and redeem life through 

counselling and Christ realization. The pastoral counsellor's role is clearly suited to 

provide preventive service to suicidal adolescents and those in crisis situations. Niebuhr 

( l 963: 114) stated that pastoral care, under girded by the grace of God and the dedication 

to the upholding oflife as a precious gift of Goel is thus uniquely capable of bringing great 

insight and assistance to the suicidal individual. When the pastoral counsellor understands 

the basic dynamics of suicidal behaviour, he is committed to responding to cries for help, 

and mobilizes others to be effective instruments of caring, healing and hope, bv God's 

grace. The gift of abundant life and hope may be shared, sustained, and dedicated to 

serving God and the people of God. 

The Bible is the basis for a Christian's counselling. The Scriptures were written to give 

hope. The suicidal adolescents also need hope. They are preeminently persons with no 

hope. The counsellor can show possibilities of a new and different sort of life in Christ 

(Adams 1973:45). Kirwan (1984:207) states that God has called us to life of intimate 

relationship with him and psychological healing is to be found in that relationship. 

Christian counsellors can help heal the emotional problems of the suicidees by review

ing with them the steps of salvation. 

Most psychologists, including Christian counsellors, do not rely upon a single theory or 

approach to counselling. The oredominant approach to counselling and therapy is eclectic. 

involving a combination of models, methods and viewpoints. Among those methods and 

viewpoints must be those found in the Bible (Meier 1982 :318). An integrated method of 

counselling suicidal adolescents is based on the following model. However, it is strongly 

recommended that the Client-Centred and Rational Emotive Therapy, which have been 

already discussed in Chapter 4 and 5 of this research, be used in conjunction with this 

model and the Bible. 
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1. A.B.C. of Crisis Counselling 

A - Achieving a relationship; 

B - Boiling down the problem; and 

C - Challenging the act. 

2. Progress in Counselling 

- Working through ( sharing. caring_ suooort. alternatives. etc.) 

-To hope (goal setting- decision making) 

3. Listen - To what is said; 

Listen - To how it is said; and 

Listen - For the feelings expressed. 

4. Purpose of Reflective Listening 

a. To check our perceptions; 

b. To communicate our desire to understand; 

c. To help create rapport: and 

d. To allow pent-up feelings to be expressed. 

S. Soecific Listenine Techniaues 

a. Clarifying; 

b. Restatement 

c. Re-inforcing: 

d. Reflecting; and 

e. Summarizing. 
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6. Barriers to Listening 

a. On-of listening; 

b. Red-flag listening; 

c. Open ears / closed mind listening: 

d. Too - deep for me listening; 

e. Blinkered listening. 

7. Essential Qualities for Effective Listening 

a. Acceptance: 

b. Oocncss: and 

c. Sincerity. 

8. Rogerian Counselling 

a. Non-directive: and 

b. Reflective. 

(Schlebusch 1979: 03-05) 

6.10 CONCLUSION 

This chapter examined the different counselling models available for counselling youth 

in crisis. There are manv approaches and models available to assist Christian counsellors 

in crisis care, especially suicidal intervention. Christian counselling is theologically and 

Biblically based. 

Pastoral care refers to the church's overall ministries of healing, sustaining, guiding, and 

reconciling people to God and to one another. Pastoral counselling is a more specialized 

part of pastoral care that involves helping individuals, families, or groups as they cope 
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with the pressures and crises of life. The ultimate is to help counsellees experience 

healing, learning, and personal spiritual growth. The Christian counsellor seeks to bring 

individuals into a closer oersonal relationship with Jesus Christ and to help them find 

forgiveness and relief from the crippling effects of sin and guilt. 

Christian counsellors use manv techniaues than have been developed and used bv 

nonbeliever, but Christian counselling has at least four distinctive characteristics: unique 

assumptions: unique goals: unique methods and techniques: and unique counselling 

characteristics. It has been proven that counsellors and counsellees relationships grew and 

suicidal adolescents showed signs of behavioural change when the counsellors showed 

high levels of warmth, genuineness, and accurate empathetic understanding. 

The goal of Christian therapy is to work through the client's needing and rejected selves, 

and to reunite them into the true self. As the needing and reiected selves give up their 

struggle to attain the idealized image, the client can experience wholeness and 

completeness in Christ. Other following goals of counselling will depend on the 

counsellee's problem: self-understanding; communication; learning and behaviour change; 

self-actualization: support and spiritual wholeness. 

Christians insist that counselling methodology necessarily must grow out of and always 

be appropriate to the Biblical view of God, man, and creation - Divine knowledf!e ( the 

counsellor is fullv dependent on God for answers and insoiration ). There are six maior 

components to effective crisis intervention: immediacy - act immediately to stop the 

emotional bleeding; take control of the situation; assess the situation: decide how to 

handle the situation: referral as needed: and follow-up with victims. 

Some of the models discussed in this chapter for counselling and crisis interventions are: 

the problem solving process: a simple model of counselling: a short term counselling 

model; directive versus nondirective techniques; and the integration of counselling 

suicidal adolescents. 
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Awareness has been created that Christian counselling is unique and embraced with 

definite goals. Counsellors have b.een directed to the uniaue approaches and methods of 

counselling the Christian as well as non-Christian suicidal youth. Both ministers and 

counsellors are alerted with models for counselling, effective preventive skills and 

procedures for crisis intervention in suicide. If the counsellors and ministers educate 

themselves and implement these models in their churches, then the success rate in the 

prevention of suicide in adolescents will immensely increase. The next chapter is the 

conclusion of this research. 
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CHAPTER SF,VF:N 

RECOMMENDATIONS AND CONCLUSION 

7.1 INTRODUCTION 

This research endeavoured to disclose that suicide is a serious problem among adolescents 

universally and locally. The results of this research clearly reveal that suicide in adolescents 

is increasinglv prevalent in the Durban area. The main causes stem from the breakdown in the 

family system (family related), followed by social, economic and educational problems 

respectively. The social workers, church counsellors and other crisis centres agree that the 

methods that are most commonlv used bv adolescents are tablet overdoses. followed bv 

hanging and the use of firearms. Results show that counselling conducted by these institutions 

were satisfactory. 

Suicide is unacceptable. In the current contexts of life. manv vouth are uncomfortable. 

emotionally volatile and suicidal. Society is responsible for the well-being of its teenagers. 

Church counsellors, mental health professionals, counselling and crisis centres. school 

oersonneL oeers. parents and communitv members can all serve si!!Ilificantlv in the prevention 

of teenage suicide. Programs that build adolescents' self-esteem and inspire a sense of 

inclusion in society rather than alienation from it has been found to be particularly effective. 

7.2 SIGNIFICANCE OF THIS RESEARCH 

The findings of this research reveal that not much is being done for the prevention of suicide 

among adolescents, especially in the Durban area. The programs that the crisis centers and 

social workers conduct are on a small scale with little effect due to poor participation and lack 

of manoower. However these counselling centres are alerted to take suicide oreventi on among 

adolescents more seriously as suicidal behaviour is increasing: raoidlv. 
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The parents, the community and schools have not helped but ignorantly contributed to suicidal 

behaviour among teenagers. This research will alert these groups to actively participate in the 

adolescent's cry for help. They will become aware of their attitude and treatment of the 

adolescents. 

The findings in chanter five reveal that the churches failed miserablv in their aooroach to 

adolescent problems and suicidal behaviour. Techniques used by churches are in need of 

improvement. The ministers need to sp~nd more time, care and commitment in counselling 

suicidal teenagers. Available effective models have been identified and discussed in Chanter 

Five of this research and recommended for use by church counsellors and ministers. 

Finallv, it \VU3 found that manv of the vouth cxoerienced oressure from famil v, sd1uuL µcc1 s, 

society and life itself They are swallowed up in confusion and nagging inner conflict, resulting 

in no peace and sense of purpose. To aggravate this condition, parents, teachers, society and 

counsellors offer little tolerance and understanding. The adolescents are unable to cooe or find 

a way out of this condition. Not much is being done to equip them with coping skills. All 

concerned parties are made aware to provide support and coping skilJs education for the 

teenagers in times of distress. 

7.3 SUGGESTIONS BY SOCIAL WORKERS 

The social workers indicated that thev have counselled adolescents verv frequentlv in recent 

times, especially as referrals from schools. The teenagers are unable to solve problems due to 

a lack of problem solving skills. The problem-solving technique is an important component 

of working with teenage suicide attemoters. The social workers emohasized that using 

communication and problem-solving skills and altering their negative self-perceptions will 

result in a better relationship with significant others. 

According to the social workers, prevention programs should be aimed at three groups: 

* Adolescents~ 
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* Parents~ and 

* School Teachers and Counsellors. 

The Social Workers suggested the following: 

I. The communitv should be made aware that the problem of suicide does exist and is 

currently on the increase. 

2. Group work should be carried out with teenagers who are experiencing problems. 

3. More life skills and cooing skills training at schools - will help teenagers in oreventimr 

irresponsible decisions. 

4. Provide short courses for adolescents on improving communication skills. 

5. Parents should be introduced to the idea of suicide orevention. 

6. Teachers need to be acutely aware of the clues of suicidal behaviour. 

7. Parents and professionals must make every effort to develop active listening skills. 

7.4 SUGGESTIONS BY MENTAL HEALTH PROFESSIONALS 

They are concerned with suicidal behaviour in teenagers. They stated that suicide is the third 

leading cause of death for oersons between 15 to 19. Their target area is the schools. The 

mental health center staff proposed the follo"'ing intervention strategy. 

* Closer liaison and backuv for the school counsellors. includinz identification. monitorinz 

and possible referral of vulnerable students 

The school counsellors should be given clear oermission to call the Mental Health Center at 

any time. They may seek advice, make referrals, or discuss their own frustrations and fears. 

The counsellors may identify those students whom they felt most at risk for suicide. They 

should be at libertv to assess students for suicidal ideas, monitor them and make referrals for 

those students expressing suicidal ideas or students who show signs of being depressed. 

* Develovment of veer counsellinz services 
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All schools should develop peer counselling services that are structured and supervised by 

school counsellors. This is due to the belief that young people tend to turn to other peers for 

help, rather than seek help from adults. They frequently discuss their suicidal behaviour and 

problems with friends. The peer counselling services' main task is to identify and report their 

friends who were talking about suicide to a trusted adult. Also. the young people were 

encouraged to brine: their friends to the counselline: or treatment center. This service could also 

alleviate peer pressure on the adolescents. 

* In-school suvvort zrouvs 

Support groups are recommended for several reasons. Young people need a safe place to 

exoress their feelings ,vith their peers. The mental health center staff also recognized that 

many young people resist treatment, especially adolescents, and indeed most individuals do 

not like to go to mental health centres. 

* Introduction into the curriculum of information on cop in?; skills and identification of suicidal 

risk 

* A community forum on youth suicide 

The panel should include a local ohvsician, a minister or religious leader. a school counsellor, 

social worker and a mental health center staff person. The ouroose of the forum is to foster a 

sharing of concerns, fears and questions. 

7.5 8UGGESflONS BY CtH]RCH I\'IINISTERS AND COUNSELLORS 

Ministers of churches do admit failure in this area of adolescent suicide counselling and lack 

in techniaue. Thev have been made conscious of the fact that suicidal behaviour also prevails 

in the church and that measures should be put in place to prevent and heal suicidal behaviour, 

especially in adolescents. The ministers offered the following suggestions to improve the 

Church's role in assisting victims of suicide: 
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* To establish a vouth crisis committee: 

* To start an organization for specialized vouth counselling: 

* To establish a suitable environment for counselling; 

* More attention and care should be given to recognize the needs of teenagers: 

* The leaders should be trained in suicide signs and to recognize adolescents who are 

suicidal: 

* To educate the families of the church on how to handle conflict situations: and 

* To instruct the vouth leaders to include discussions on stress management, communication 

skills. social skills. oroblem solving and cooing skills in their vouth sessions. 

The pastoral counsellor as a preventionist needs to take note of the following: 

1. Awareness of suicidal signals: 

2. Availability to help; 

3. Time to listen and hear those who are crving for help: 

4. Individual attention of someone who cares: 

5. Sacrificing of time, energy and own personal needs just to help someone out oflove and 

concern; 

6. Reflective listening and little or no interruption: 

7. Vital factor is to establish a bond of trust and caring (Wicks 1993:132). 

7.6 OTHER RECOMMENDATIONS 

1. The Churches, treatment centers, counselling and crisis centers need to consider the 

establishment of a multi-disciplinarv crisis team and if possible a counselling network for not 

onlv suicidal adolescents but oroblematic teenagers as well. This team would have to be 

available on a twenty-four hour basis should request for help arise. 

2. The Churches themselves need to develop a network to provide a twentv-four hour 

telephone help line. 

3. Hosoital authorities need to consider the establishment of a special ward for admission of 
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patients with emotional problems and those experiencing a crisis which may lead to suicidal 

behaviour. Preventive admissions -would require appropriate assessment procedures. 

4. The need for family clinics, for example a family crisis centre, is evident. 

5. School social workers should be based at schools, to allow scholars easv access to them. 

6. Counsellors should also be placed at schools not only to counsel but also to: 

* Alert school officials to the seriousness of problems and suicide risk; 

* Sponsor staff development workshops to alert teachers to potential suicide risks; 

* Present educational films to the school population: 

* Offer stress management and oroblem solving workshoos: 

* Train peer counsellors~ 

* Establish support groups for teenagers; 

* Staff droo-in centres. movidine: a counselling atmosohere of suooort and 

acceptance; 

* Construct a referral network of psvchiatrists, psychologists. social workers and 

ministers to contact in case of an emernencv. 

* Arrange remedial reading courses to alleviate feelings of frustration and low self-esteem in 

adolescents with reading problems. 

* Advocate that the school offer a wide varietv of extra-curricular activities to vouth: 

* Encourage more personalized teacher-student relationships. 

N.B: Teachers vlav an esveciallv imvortant vart in vrevention. because thev svend so much 

time with their students. Along with holding parent-teacher meetings to discuss teenage 

suicide prevention, teachers can form referral networks with mental health vrofessionals. Thev 

can increase student awareness bv introducinz the tooic in health classes. Students should 

learn how to identify those at risk of suicide, how to intervene with good listening and 

communication skills, and where to turn to for help. 
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As illustrated in table 7.1, Maris (1992:439) recommends the following a possible school-based 

prevention program. 

Table 7.1: A Brie/Summary of School-Based Prevention Programs 

Program Focus Program Type Target of Change in Risk and 

Vulnerab lility 

Person-centred 1. Risk behaviour modification. Programs in this section are 

2. Information provision. based on the assumption that 

3. Behavioural or academic persons have certain deficits 

skills enhancement. in one or more domains of 

4. Social competence enhance- competence that make them 

ment. more vulnerable to environ-

5. Motivational changes and mental demands, and that trai-

affective coping. ning efforts in these areas can 

serve inoculatory functions. 

Transactional 1. Facilitation of coping with Programs in this area are based 

life events and transitions. on the assumption that there is 

2. Peer interaction enhancement. some specific deficit or comp-

3. Setting-related competence etence in the person that 

enhancement. requires bolstering in order for 

a person to deal with some 

quite specific environmental 

hazards or stresses. 
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Ecological 1. Modification of school social These programs seek either: 

(setting-centred) climate-, structures and 1. To provide necessary 

regularities. resources or conditions that 

2. Teacher expectancy facilitate positive development 

messages. and coping; 

3. Increasing ecological congru- 2. To modify or remove 

ence and support. conditions in the environment 

4. Resource enhancement and that are developmentally 

opportunity structure modi- damaging and hazardous. 

fl cation. 

7. School personnel, hospital social workers and ministers should meet on a monthly basis to 

hold a case conference in respect of suicide related problems. 

8. School counsellors can act as liaisons between the community, schools and students, 

between mental health professionals and teachers and suicide teenagers, parents and ministers. 

9. The community should be encouraged to become involved and also form parental networks 

and support groups. 

10. Churches need to sponsor and provide suicide prevention programs for the parents and 

community and engage youth in the planning and implementation of programs. 

11. Ministers need to instil in parents the consciousness of the impact they were having on their 

teenagers. 

12. Ministers need to alert their congregation on the problem of teenage suicidal behaviour and 

educate the parents in ways in which they can improve communication and deal with conflict 

situations in the home and how they can offer support to the victim. 

13. Ministers should make arrangements for problematic families to receive family therapy. 
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14. Extra-curricular programs fonhe voung teenagers should be an on-going activitv of the 

church. 

15. Due to the church's lack of focus on adolescent suicidal counselling and consciousness. 

ministers should now be orovoked to out in olace organized structures for aiding and 

counselling problematic and suicidal adolescents. 

16. The church needs to out in olace a librarv with available information on suicide orevention. 

17. Public awareness and education on suicide and attempted suicide should be given through 

the oress. radio and television. The media should be more involved in educating the oublic on 

the phenomenon of suicidal behaviour. 

18. The following training program. based on McIntosh (2001:42), is recommended the 

following training program for suicidal teenagers: 

Suicide Prevention Trainin2: Pro2:ram 

* oresent basic suicide statistics. showine: seriousness of vouth suicide oroblem. 

* explore important and potentially danR;erous myths about suicide, replacinf!; them with 

accurate information. 

* describe warnine: sims and clues of suicide risk. 

* provide practical information about what to do and not do, when confronted with a 

votentiallv suicidal individual. varticularlv a vounf!; verson. 

7. 7 FUTURE DEVELOPMENTS 

1. Further research should be initiated into suicidal behaviour in adolescents, esoeciallv 

scholars. An exoerimental studv mav be designed for investigating orecioitating factors. using 

the information in this study as a basis. 
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2. In future research studies questionnaires should be administered to teachers and parents of 

parasuicides to ensure svstematic information is being obtained and to ensure reliabilitv and 

validity. An assessment should also be carried out on scholastic performance at schools. It is 

important that a test-retest measurement be used in obtaining information from the suicidal 

patient as the 'presenting problem' is not alwavs the reason or precipitant to suicidal 

behaviour. 

3. An attempt must be made to compile a pastoral counselling handbook for various adolescent 

oroblems. esoeciallv relating to suicidal behaviour. This handbook must be made available to 

all ministers and even interested parties. 

7.8 CONCLUSION 

The findings of this research reveal that not much has been done for the prevention of suicide 

among adolescents. The churches have failed in their approach to adolescent oroblems and 

suicidal behaviour. The techniques used by churches are in need of improvement. However, 

these counselling centres are alerted to take suicide prevention among adolescents more 

seriously as suicidal behaviour is increasing rapidly in the Durban area. The recommendation 

of this research orovides a current assessment and foundation for teenager suicidal orevention. 

It will be in vain if the churches, the schools, the counselling and treatment centres fail to 

implement them. The fruits and effects of the recommendations will only be experienced after 

imolementation. 

7.9 FINAL CONCLUSION 

It has been universally understood that suicide refers to an intentional act of self-destruction 

by any individual. From all perspectives and attitudes, it may be without any doubt, 

unanimously concluded that suicidal behaviour is definitely forbidden and condemned at all 

levels bv societv. This research has revealed that the oroblem of suicide is exoerienced bv all 

cultures universally. No religion is immune from suicide. Suicidal behaviour among 

adolescents may thus be of concern to any societv. 
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The two main trends of the 20th centurv, Psychological (Sigmund Freud) and the Sociological 

(Emile Durkheim) and the differenrreligious oersoectives on suicide were investigated. In the 

intraosvchic view of Freud. self-destruction results when hostilitv towards another oerson or 

loved objects turns imvards. This view may be summarized as "narcissism-frustrated." on the 

other hand Durkheim identified three categories of suicide on the basis of nature of the 

oerson's relationshio to a grouo: egoistic suicide is an inabilitv to integrate oneself with 

society; altruistic suicide is motivated by the need to further the goals of the group or to 

achieve a "higher good"( overly integrated): and an anomic suicide result when a oerson' s 

relationshio to the grouo or between an individual and societv is broken and becomes 

unbalanced in some dramatic fashion. 

The disoosing and orecioitating factors that influence and leads to suicidal behaviour among 

adolescents were investigated. It has become clear that a clear understanding of suicide cannot 

be achieved as there is no single explanation that is sufficient to account for all types of suicide 

due to the fact that there exists a diversitv oflife situations that may result in suicide. However. 

the factors that are most closely linked to suicide are hopelessness and depression. It may be 

concluded that the suicidogenic factors that are understood to be the causes of suicide may be 

summed up as being osychologicaL sociological. cognitive. biochemical. socio-economic. 

circumstantial and environmental. 

In South Africa and Durban. all the following circumstances have lead young people to 

hooelessness. intense deoression and no oumose for living: the raoid sociooolitical 

transformation has pressurized teenagers in making choices; the matriculants are depressed 

as a result of unemployment: the teenagers who leave school early find it difficult to comoete 

in the ooen labour market: the adolescents are severely emotionally oaralysed due to a lack of 

health care facilities; and poverty as a result of a lack of funds. Recent statistics have indicated 

that the incidence of suicidal behaviour among adolescents in the Durban area is on the 

increase. Statistics of the oast four years have indicated that the oroblem of adolescent suicidal 

behaviour definitely prevails in the Durban area. This increase in suicidal behaviour among 

adolescents should arouse the interest and concern of societv. 
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The results of the empirical study conducted in the Durban area with parents, pastors, 

counsellors, Christian individuals,- missionaries and treatment centres on the etiology of 

suicide and methods used. revealed that the choice of methods and their lethalitv were 

influenced by many personal and social factors. The data of this research reflect the alarming 

rate at which adolescents are willing to kill themselves. Although, they are exposed to 

numerous modes. it has been found that adolescents in the Durban area mostlv chose tablet 

overdose, hanging and shooting. Although the females attempted suicide more often than the 

males, the males, however, utilized more lethal methods and completed the suicide act more 

often. Suicide is greater during the age range of 16 to 19 vears among both males and females. 

The major causes of teenage suicide: peer rejection, personal loss, educational failure, family 

crisis, teenage pregnancy and threat of punishment. The Christian adolescents lived in a home 

enviromnent that was sociullv and rcligiouslv unstable. Tht: ~ui~i<lal Christian adolescent. in 

general, did not have hope in life and attended church without a purpose. Many of these 

teenagers understood that the Bible did not approve of suicide, however, they nevertheless 

chose this option because the situation was unbearable and out of control. The final outcome 

of this research classified the major causes of adolescent suicidal behaviour in to four 

categories: family related, social, economical and educational. 

It has become further evident that suicidal behaviour should be understood within the context 

of a multitude of factors. There exists a trend to describe theories of suicidal behaviour on an 

integrated basis with the focus on a multiplicity of causal factors and a multidisciplinary 

approach to treatment. Implementation of effective treatment oroe:rams reauires the co

operation of various disciplines and other stakeholders. 

Suicide is irreversible. and preventing it depends verv much on earlv detection and successful 

intervention. Thorough risk assessment and prediction are imperative for effective therapeutic 

intervention and treatment of suicidees. Findings show that in order to execute preventive 

measures. an understanding of the meaning of each suicide is imperative. especiallv motives. 

goals and intentions surrounding the victim. The counselling and treatment centres have a 

prevention program that corresponds with primarv, secondary and tertiary prevention. Their 

goals are to counter life-threatening and self-destructive behaviour in the community and 
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especially in the youth. Despite increasing knowledge about the population of adolescents 

who commit suicide, adequate prediction and oreventive knowledge for treating individuals 

is still lacking_ Although all organizations agree that there is still room for imorovement in the 

counselling techniques presently used, they however, believe that the Cognitive Behavioural 

technique: Client-centred therapy; Active Listening and Gentle Probing: Problem Solving 

methods: Grouo and Familv theraov: Rational Emotive theraov. and Individual one-on-one 

therapy proved to be successful. Follow-up is necessary to avoid repeated suicide attempts 

among adolescents. 

There is no denying the fact that attempted suicide is not only a public health responsibility 

but also a church responsibility. There prevails a need for churches in the Durban area to 

invc3tigatc suicidal behaviours more seriouslv. Tht:: aJult:s{;t:nls· lack of wisdom~ uoor 

judgement and immaturity are often overcome vvith the help of an understanding Christian 

counsellor. Findings of this research show that the churches in the Durban area are partially 

equipped to counsel suicidal adolescents. It has been discovered that ministers were exoosed 

to training that promulgated the Word of God and not in the specialized area of counselling 

in crisis situations, especially in the sensitive area of suicide. In order to improve Christian 

counselling techniques, a list of essential qualities was recommended to ministers: an 

accenting attitude: good listening skills: knowledge of orooer techniaues: aoorooriate use of 

Scripture and prayer; personal approach; unshockable response; confidence; and sense of 

humour. 

According to the church, suicide is not to be committed by a believer and therefore should be 

prevented from happening regardless of the circumstances. To activate a preventive program, 

the church must become centres for refuge and relief and also oarticioant groups in the work 

of identifying and proclaiming the new possibilities and advocating and resourcing church

based and community-based ministries for those suicidally at risk or potentially at risk. 

Although there mav be no active programs in the church for counselling suicidal adolescents. 

the counsellor, however, do engage in counselling suicidal victims. The effective methods and 

techniques that were used are the Client-centred therapy and Reality therapy 
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it must be mentioned that Christian counselling is theologically and Biblically based. The 

Scriptures place the highest value on human life. It is sacred and of inestimable worth to God. 

Who created it "in His own image". and sustains it. The Lord loves. redeems and sustains life. 

God is not willing that any should perish but come to him for repentance. God gave His own 

son for this world so that sinners may live and not perish - God seeks to sustain and redeem 

life. God uses the Christian counsellor to sustain and redeem life through counselling and 

Christ realization. The pastoral counsellor's role is clearly suited to provide preventive service 

to suicidal adolescents and those in crisis situations. The suicidal adolescents also need hope. 

Thev are preeminentlv persons ,vith no hope. Pastoral counselling is a more specialized oart 

of pastoral care that involves helping individuals, families, or groups as they cope with the 

pressures and crises oflife. The counsellor can show possibilities of a new and different sort 

of life in Christ. 

Some of the counselling models that the church counsellors were alerted with are: the problem 

solving process: a simple model of counselling: a short term counselling model: directive 

versus nondirective techniques; and the integration of models. 

Mental health personnel can educate students. counsellors. teachers and religious vouth group 

leaders in suicide identification and orevention. Thev can lead crisis intervention workshops 

for counsellors and teachers. It is possible, through coordinated counselling networks and 

action of ministers of churches, religious groups, counselling and treatment centres, social 

workers. school oersonneL oarents. oeers and the communitv at large_ to reverse the trend of 

teenage suicide in the Durban area. 

This research has drawn the churches' consciousness to the fact that there is a 'crv for helo' 

from suicidal adolescents and that churches should become equipped to meet this need via the 

medium of counselling and suggestive coping skills. Many models of prevention and 

counselling have been examined and recommended to the ministers in order to move them to 

effective preventive skills and treatment of teenage suicide cases. These models of intervention 

will educate ministers as to how to tactfully and cautiously step into crisis situations, especially 

suicidal behaviour. 
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The oresent studv has tentativelv established and confirmed certain orecioitating factors to 

suicidal behaviour, however in-depth research must continue. The information obtained in this 

research may be used to prevent suicidal attempts as well as provide a basis for a scientific 

studv of adolescent suicidal behaviour. 
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ANNEXUREl 

QUESTIONNAIRE ON ATTEMPTED SUICIDE (confidential) 

(To be completed by social worker/ other organizations) 

1. Approximate number of attempted suicide victims counselled or admitted. 

1998 
1999 
2000 
2001 
As at June 2002 

2 C ommonage of victims. 
13 
14 
15 
16 
17 
18 
19 

3. The majority of the victims that you have counselled are: 

First attempts I 
Second attempts 
Third or more attempts I 

4. What are some of the reasons given by suicide victims? 

Economic 
Social 
Family related 
Education (failure at school, etc .. ) i 

Religious 
Other, specify 

5. Do you think that there are trends in suicide among the youth? ............ yes/ no 
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6. To what would you attribute such trends ? ........................................... .. 

7. Methods most commonly used by victims that you have counselled are: 

Mostly Sometimes Never 
Overdose 
Liquid poisoning .. 

Hanging 
Cutting/ self mutilation 
Other, specify i 

2. In your counselling of suicidal teenagers, pkasc Jl.:sc:1ih.: ll1e prucess anJ procedures 
you follow. 

9. After counselling victims of attempted suicide, in your assessment, can you in general 
say that there usually is a change in the perception of problems and feelings about life. 
Yes/No ..... 

W'hy? 

9 .1. Are these changes lasting ? Yes / No ..... . 

W'hy do you say so? 

10. How would you rate your success in counsellin the victim? 
Successful Unsuccessful Unsure 

10.1. If unsuccessful or unsure, give reasons. 
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11. In your opinion, which counselling techniques are most successful ? 
a) 
b) 
c) 
d) 
e) 

12. Do you think, that there is room for improvement, in the techniques usually utilized, 
in order to prevent second attempts? 

YES NO I MAYBE I 

12.1. If YES, Vlhat improvements are necessary? .... 

13. Any suggestions to possible coping skills that '""''"'·""'''"'' may utilize in problem 
situations. 

14. To what extent is your organization active in educating the community and the young 
people in the prevention of teenage suicidal behaviour. 

Other remarks: 

................................................................................................... END 
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ANNEXURE2 

RESEARCH QUESTIONNAIRE ( confidential ) 

(To be completed by Christian individuals) 

Attempted Suicide: 

If you have attempted suicide before or know someone who has, please complete this 
questiomiaire. 

Please place a tick ("' ) in the appropriate column. 

I MALE ' F/MALE I 

of incident. 
14 15 16 17 18 19 

3. Grade at school 
1 1 s 9 10 11 12 

4 . Living with : 
Both parents 
Mother only 
Father only 
Foster parents 
Step parents 

Step father 
Step mother 
Friends 
Relatives 
Other, specify ....... 
~•"• .. ••9e,-,.•~•a,.••~•••~• 

5. Marital status of parents: 
Married 
Divorced 
Separated 
Widowed 
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I Living together 

6. Relationship between parents : 

I Good I Average Bad 

7. Family information. 
i Father Mother 

Unemployed I 
Employed I 
Alcoholic 
Drug addict 
Violent/ Abusive 
Other, 

·r . spt:t:1 y ................................. ! 

8. Average total income received by family per month : 

BelowR500. 
R500 RI000 
Rl000 Rl500 
R1500 R2000 
R2000 and above 

9. Are these problems experienced in your house? 

YES NO \'ES NO i 
Family discord Lack of privacy/ overcrowding 
Marital discord Violent and abusive behaviour 
Financial problems Sexual harassment 

I 0. Do you think that your parents / guardians are ? 
MOTHER FATHER 
Yes No Yes No 

Too strict? I 
Approve of your friends? 
Allow you enough privacy? 
Uphold Biblical principals? 

, Attend church regularly? 
Are educated ? 
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11. Teenager : 
YES NO 

Are you a practicing Christian? 
Do you attend church regularly? 
Are you interested in school? ! 

Do you have friends? 
Do you play sport? 
Have you chosen a career? 
Do you have a boy I girl friend? 
Do you like to be alone? 

12. How would you rate your relationships with the ff g .. 

GOOD AVERAGE BAD 
Friends 
Teachers 
Parents 
Adults 

13. Teenagers attempt suicide because ... 

Life is not worth living• give reasons 
· One cannot accept failure (school etc) 

One has difficulties in associating with people 
Friendship with my boy/ girl friend ended 
A teenager is abused by parents 
Parents subject teenagers to verbal abuse 
Teenagers are sexually abused/ harassed 

14. Was it the first attempt? 

! YES i NO 
I I 

15. \Vhat method of suicide did you use? 

16. Did you or the person receive counselling? 

I YES I NO 
. I 
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16.1. If yes, was it helpful? 

16.2. \\lhy do you say so ? 

17. Was counseling easily available or accessible? 

18. Does the Bible approve of suicide? 

18.1. Why do young people nevertheless attempt suicide ? 

19. What are the things in life which are most important for people to live meaningfully? 

20. What do you understand about life after death ? ............................................. . 

.................................................. END ................................................... . 
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ANNEXURE3 

QIJESTIONNAIRE 

(To be completed by church pastors and Christian counsellors) 

PASTORAL COUNSELLING TECHl\TIQUES RELATED TO SUICIDAL TEENAGERS. 

1. Did you ever have an opportunity to counsel a suicidal teenager? Yes or No: ...... . 

2. If Yes, how did it happen? ....................................................................... . 

3. If No, and if you have to counsel a ....... ,,.,""'"'' who has attempted suicide, how would 
you do it?.............. . . . . . . . . . .. . . . . . . . . . . . . .. . . .. . . . . . . ...... 

4. Is your church equipped to counsel teenagers? 

I Fully I 
Partially 

4.1. Explain your answer: 

5. How would you rate your success in counselling teenagers? 

Very Good Good Satisfactory Poor 

5 .1. Motivate your answer: ........................................................................ . 

6. Do you believe that there is room for improvement in the counselling techniques 
employed by your church? 

YES NO 1v1AYBE 
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7. If or 11A YBE, please list those areas that need improvement and how they can 
be improved? 

7.1. IfNO, why not? 

8. What kinds of problems do youth in your church experience? ............................. . 

8.1. \\,,'hat measures are taken to prevent crisis situations for youth?. 

9. If parents are trained to assist youth to constructively deal with challenges, this will 
reduce the number of teenage suicide attempts. 

I Strongly agree 
! Agree 

Strongly disagree 
Disagree 

9.1 Do you have programs/ workshops in your church to educate and train parents in 
counseling techniques and coping skills, especially in handling teenage problems ? 
IfYES, Please explain: 
a) Kinds of programmes ........................................................................... . 

b) Content ofprogra1ns .......................................................................... . 

10. \\tbat are some of the reasons given for committing suicide by the teenagers you or 
others have counselled? 

YES NO 
Temiination of a relationship with 

~y/girlfriend 
Abusive mother/ father 
Reprimanded by parents 
Failure at school 
Life is not worth living •reasons 
Other, specify ... e.g. Aids 
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10.1. List some of the methods used by suicidal teenagers. 

11. In your experience, as a counsellor, which techniques are best suited for victims of 
teenage suicide? 

11.1. What are some of the measures, the church as an organization, can take to prevent 
teenage suicide? 

A)---------
B) -------------------
C) --------------
D) ------------------
E) ------------------

12. List some coping skills that you impart to suicidal teenagers or youth in general. 

12.1 What is the process you follow to have youth practise and apply skills in life? 

Other significant comments ................................................................... . 

THANKYOU! 

END 
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ANNEXURE4 

The following teenage suicide story was published on 15 October 2002 m the current 
community (Durban) newspaper "The Rising Sun." 

~amily ~~tried by 
tr~gic_death 

The mother of a 15. 
year old Phoenix 
school· boy made a 
gruesome discovery 
when she found the 
limp body of her son 

hanging from the 
washing line of their · 
Palmview home. 

Kyle Kenston 
Naidoo, of Autumn 

Parl<:, Palmview. 
Phoenix, a student 
at Sastri Patk 
Secondary, has 
been described by 
friends and family 
as a reserved, 
loving child who 
displayed no signs 
of emotional 
distress or 
unhappiness. 

In an interview with 
the Rising Sun, 
Kyle's distraught 
brother, Elton 
Naidoo, said that 
his brother's death 
was a mystery to 
the family and that 
they were baffled as 
to why he had taken· 
his own life. 

Elton told the 
Rising Sun that his 
brother left home 
on Friday to see 
some of his friends 
and returned homes 
at about 5:30pm. 
"It was my 
mother's birthday 
on Friday and Kyle 
returned home with 

a surprise gift for unknown how long 
her. his brother had been 
"He was in a very dead. 
good mood and 
spent a little time Kyle's funeral 
with my mother service was held on 
before going out Sunday and was 
again with his attended by 
friends," said Elton. h u n d r e d s o f 

He added that his 
brother socialised 
with a very good, 
decent group of 
friends whom he 
went out with on a 
regular basis. 
"Friday night was 
no different. Kyle 
was in a jovial mood 
and looked forward 
to spending the 
evening with 
friends. 
"When he left home 
he was happy and 
showed no signs of 
wanting to end his 
life." 

"My mother woke 
up at about 5:30am 
on Saturday 
morning to open the 
back kitchen door 
when she saw Kyle 
hanging from the 
washing line with a 
rope tied around his 
neck. 
"She screamed for 
my father and I and 
we immediatelv 
rushed outside and 
cut K vle free. 
"We tried to revive 
him but our efforts 
were in vain." said 
an upset Elton. 
He added that it was 

mourners including 
fellow students who 
expressed shock and 
horror at Kyle's 
tragic death. 

Police statistics 
show that teenage 
suicides in the 
Durban area have 
been on the increase. 
Parents are urged to 
be more vigilant and 
to watch for signs of 
emotional di~tress 
from their children. 
Parents are also 
urg6d to implement 
stricter curfews to 
ensure that they 
have control over 
their children from 
the time they leave 
home to the time 
they return. 

Children who feel 
that they are stressed 
out and need to talk 
to someone about 
their feelings other 
than familv 
members, should 
contact their nearest 
child welfare offices 
or childline on 031-
3120804. 

273 



A.~XURE5 

The follo\\-i.ng article was published on 2 December 2001in the "Sunday Tribune", Natal, 

South Africa. 
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