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• 15-24 years (EAAD): 
– lowest rate in EAAD Europe for males (5.5) and 

females (1.3) 
– slightly upward trend in males (along with Luxembourg; 

general downward)

– hanging 1st method both M,F; 2nd firearms M, 
jumping F

• 15-29 years: 2nd cause of death for males (was 
6th in 2000-03)

Varnik, A., Kolves, K., Allik, J., Arensman, E., Aromaa, E., van Audenhove, C., et al. (2008). Gender issues in suicide rates, trends and methods among youths aged 15-24 in 15 european countries. 
Journal of Affective Disorders, [Epub ahead of print].

Youth Suicide in Portugal 



Youth Suicide

 FACT 1 – death of a loved one by suicide impacts 
parents, friends, and communities

 FACT 2 – youth who survive a suicide attempt 
continue to be at risk for completed suicide, violent 
death, and poor psychological outcomes

 prevention programs aimed at reducing youth 
suicide have been implemented:
– in health care 
– educational settings
– in the community-at-large.



Suicide Prevention in Schools

OPPORTUNITY !

1. simple and cost-effective way of reaching young 
people 

2. the environment in which mental health 
problems are often first recognized

3. unique opportunity to target the risk factors of 
mental illness and suicide



Models for Suicide Prevention

• School gatekeeper training
– Train teachers and other education professionals 

to effectively identify and intervene with 
individuals identified as “at-risk” for mental illness 
or suicide

• Community gatekeeper training 
– Train community members and clinical care 

providers to identify and refer individuals at risk 
for suicide to the appropriate health 
professional(s)



Models for Suicide Prevention

• Suicide education 
– Include suicide as an educational component in the 

school curriculum

• Screening programs 
– Use instruments to identify students at risk for mental 

illness and/or suicide and provide referrals to those 
identified

• Postvention programs 
– Target those affected by a suicide as a means of aiding 

the grieving process and reducing the incidence of 
suicide contagion and providing grief counseling and 
education about the effects of suicide



“School-based Suicide Prevention: a 
Systematic Review”

Magdalena Szumilas, Stan Kutcher, Ainslie McDougall, Alan McLuckie

Dalhousie Department of Psychiatry

Objective – purpose was to determine the 
effectiveness of school-based programs for the 
prevention of youth suicide as evidenced in peer-
reviewed intervention studies. 

23 included studies (out of thousands!)

2 ‘acceptable’ studies!



Key results

• Methodological flaws

• Small sample sizes

• Lack of long-term follow-up

• Non-stringent randomization procedures

• Inadequate or inappropriate outcome criteria. 

• Few studies evaluated the safety or harmful 
side-effects of the interventions 



Conclusion

Suicide prevention program evaluations should:

1. Use direct outcome measures 
– Suicidal behaviour: e.g. suicide attempt or suicide
– Risk factors for suicide: e.g. depression, substance abuse

2. Measure negative consequences 
– e.g. increased suicidal ideation or behaviour)

3. Have sufficient statistical power to allow for 
reasonable inferences to be drawn from results

4. Use control groups and random assignment

•  Cochrane review ongoing!





What is WHY?

• Pilot

• Main aim – To improve the delivery of mental 
health care for young people, from 12 to 24 
years old, suffering from depression and risk 
of suicide



Other aims

• to promote mental health and reduce stigma;

• early identification at schools of students at risk; 

• to promote appropriate and timely access to mental 
health care; 

• to establish partnerships between schools and health 
care providers; 

• to create a referral data platform to enhance 
communication between partners; 

• continuous support in students educational needs;

• to involve parents and the community.



At the end of the day...

• To provide professionals, stakeholders and policy 

makers:

– An evidence based approach to prevent depression 

and suicide among young people

– Interventions in high-schools

– Materials and instruments for a comprehensive 

intervention

– Guidelines for local implementation at the health and 

education systems level



Level 2 – Interface Community Services

Level 3 – Health Centres Primary care

Level 4 – Specialised Services

Level 1 – ‘Go-to Teachers’

Framework: mental health care 
pathways



Methods
• Phase 1 – Networking (2009)
• Phase 2 – Trainings (2009)

– Teachers
– Educators & counselors
– Primary care professionals
– Psychiatrists & Child Psychiatrists

• Phase 3 – Recognition, Referral and Treatment (2010-11)
– Web-platform
– KADS 6 (Kutcher Adolescent Depression Scale, 6 items)
– TARS-A (Tool for Assessment of Risk for Suicide in Adolescents)
– CGI (Clinical Global Improvement)

• Phase 4 – Program Assessment (2010-12)
– Care Pathway Analysis #referral, # depression,# other mental cases, # 

suicidal acts
– Pre-post and case-control design

• Phase 5 – Dissemination of results and the program (2012)



Networking & Partnership

Institutional Partnerships 

• 5 high-schools (2.000 students 12-24 years)

• 3 municipalities in the greater Lisboa area 

• Regional Health Coordination Agency, NHS

• Education Office, Education for Health 
Agency, Education Office

• >40 people directly involved



Trainings

• 8-hour session, initial and refreshment

• Accreditation

• Contents on Depression & Suicide Risk 
Management

• Specific for each professional group and level 
of care



The WHY Network – 3 pathways

Location

1. Cascais

2. Oeiras

3. Amadora

Each pathway:

• 1-2 high-schools

• 1 interface community 

centres

• 1 health centre

• 1 general hospital with 

adult and child psychiatry

4 levels of care:

1.TEACHERS detection & 

referral

2.COUNSELOURS & 

NURSES assessment, 

referral or back referral

3.GP & PSYCHOLOGISTS 

assessment, back referral, 

treatment, follow-up, referral

4.PSYCHIATRISTS 

assessment, back referral, 

treatment, follow-up







Clinical assessment
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