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Understanding Mental Health and Mental Illness
This section contains a PowerPoint presentation as well as an easy to reference fact sheet, ‘Understanding 
Mental Illnesses in Children: Fast Facts for Teachers’. 

Activity DD 1.1: Please review the PowerPoint “Common Mental Illnesses in Children”. Reflect on the 
following. How can I as a teacher better learn to identify students who may be experiencing a mental illness? 
Why is the role of a teacher not to diagnose or prescribe treatments? What is the role of a teacher in helping a 
student who has a mental illness be more likely to succeed?  

Understanding Common Mental Illnesses in Children: Fast Facts for Teachers 

Fast Facts: Separation Anxiety Disorder 
Prevalence

Approximately 4% of children and 1.6% of adolescents in Canada. 

Symptoms

Excessive and developmentally-inappropriate anxiety about being separated from a loved one or attachment 
figure, which may occur during a separation or in anticipation of a separation. Other symptoms include: 

 ● fear that something bad will happen to caregiver 
 ● fear that they may be kidnapped or otherwise taken away from caregiver 
 ● refusal to leave home 
 ● not wanting to be alone or go to sleep 
 ● nightmares about separation 
 ● physical symptoms (e.g., nausea, headache) in response to separation. 

These symptoms must be pervasive and severe and last at least 4 weeks in children and adolescents (6 
months in adults).

Causes

Genetics, life stress and possibly parenting style. Separation Anxiety Disorder appears to be largely heritable 
and may be triggered by significant life stress, like a major loss. Some research has found a relationship 
between Separation Anxiety Disorder and overprotective and intrusive parenting. 

Evidence-based Treatments

The most effective and commonly used treatment for Separation Anxiety Disorder is Cognitive Behavioural 
Therapy (CBT), which helps people change the way they think about situations that cause anxiety, which then 
changes their feelings about that situation (e.g., their anxiety) and consequently, their behaviour. For moderate 
to severe cases of Separation Anxiety Disorder, medication may be used in combination with CBT. The most 
commonly used medications are Serotonin-Specific Reuptake Inhibitors (SSRIs). 

Fast Facts: Oppositional Defiant Disorder (ODD) 
Prevalence

Rates of ODD range from 1 to 11% of the population, depending on age and gender. 

Module 4: A Deeper Dive
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Symptoms

A period of at least 6 months where the person is irritable, angry, argumentative, defiant and/or vindictive. The 
symptoms must be persistent and severe. Examples include: 

 ● Losing their temper 
 ● Being easily annoyed 
 ● Acting angry or resentful 
 ● Arguing with authority figures 
 ● Actively defying rules or requests 
 ● Deliberately annoying others 
 ● Blaming others for their actions

Causes

Combination of genetic and environmental factors, including parenting. A number of neurobiological differences 
are noted in people with ODD, particularly in how they process and regulate emotion. Harsh, inconsistent or 
neglectful parenting may also be related.

Evidence-based Treatments

The most effective and commonly used treatments for ODD are Parent Management Training and Family 
Therapy. Both treatments help parents to better understand their child and learn how to manage their 
behaviour, putting the parent back in charge. Problem-solving and social skills training programs also can be 
helpful for the child or adolescent.

Medication is rarely used to treat ODD but may be prescribed to treat a co-occurring disorder, such as ADHD, 
which frequently co-exists with ODD.

Fast Facts: Conduct Disorder
Prevalence

Rates of Conduct Disorder range from 2 to over 10% of the population (depends on where the sample was 
taken). It is more common in males, and in teenagers than children.

Symptoms

A period of at least one year (and occurring in the last six months) during which the person consistently 
violated the rights of other people or defied common social norms and rules. Symptoms need to be severe and 
persistent. Examples include: 

 ● Bullying, threatening or intimidating others 
 ● Initiating physical fights 
 ● Using a weapon that can cause serious harm 
 ● Being physically cruel to people or animals 
 ● Theft 
 ● Committing sexual assault 
 ● Setting fires 
 ● Intentionally destroying another person’s property 
 ● Lying to or “conning” others 
 ● Ignoring curfew (if younger than 13) 
 ● Running away 
 ● Skipping school 
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Causes

Combination of genetic and environmental factors, including parenting. A number of neurobiological differences 
are noted in people with Conduct Disorder, particularly in how they process and regulate emotion. Genetics 
may play a stronger role in childhood-onset Conduct Disorder. Children and adolescents who develop Conduct 
Disorder may also be more likely to have parents who: were negligent, rejecting or criminals, were sexually or 
physically abused, experienced peer rejection or a lack of supervision or live in a violent neighbourhood.

Evidence-based Treatments

Parent Management Training, Family Therapy and Social Skills Training can all be effective for Conduct 
Disorder. Individual psychotherapy may also be beneficial to help the student understand and problem solve 
their reactions. Supports in schools and communities can help prevent relapse into antisocial behaviour. 
Occasionally, residential/inpatient programs may be necessary to provide a stable environment for the student 
while they are in treatment. For some students, medication may be added (typically antipsychotics, 
antidepressants or mood stabilizers). 

Environmental factors play an important part in the perpetuation of Conduct Disorder. 

Fast Facts: Attention-Deficit Hyperactivity Disorder (ADHD) 
Prevalence

Approximately 3-7% of school-aged children have ADHD. It occurs more frequently in males. Although it’s 
present from birth, it is often not diagnosed until the child is in school. 

Symptoms

ADHD has two core areas of symptoms. These must be severe, persistent and exceed developmentally 
expected norms. 

 Inattention:                                                       Hyperactivity and Impulsivity: 
 • Not paying attention to details   • Fidgeting or squirming 
 • Making careless mistakes   • Moving around or standing up when seated  
 • Trouble sustaining attention                       • Failing to listen when spoken to directly                    
 • Difficulty playing quietly    • Not following instructions 
 • Acting “on the go”                                     • Not finishing tasks
 • Talking excessively     • Disorganized 
 • Frequently interrupting     • Absent minded 
 • Trouble waiting turn     • Easily distracted 
 • Forgetful

These symptoms have to last at least 6 months in multiple settings and have been noticeable since childhood. 
Symptoms can be predominantly either inattention or hyperactivity and impulsivity, or a combination. 

Causes

Combination of genetic and environmental factors. People with immediate family members with ADHD are 
much more likely to also have ADHD. Environmental factors that may be related include smoking or drinking by 
the mother when pregnant, infections like encephalitis, very low birth weight, exposure to lead and a childhood 
history of abuse or neglect.
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Evidence-based Treatments

The most effective and commonly used treatment is stimulant medication, which helps increase the student’s 
ability to pay attention and focus and decreases their impulsivity and hyperactivity. Stimulants are safe, 
effective and fast-acting for most people but side effects may be problematic for some. Occasionally, other 
medication may be used. 

Psychosocial interventions can be a helpful addition to medication. Behaviour Therapy can help improve the 
student’s academic and social functioning. Parental Behaviour Training can help parents better understand 
how to work with their child. Classroom Interventions can help adapt the classroom and learning environment 
to suit a student with ADHD.

Fast Facts: Autism Spectrum Disorder (ASD)
Prevalence

Approximately 1-2% of the population has Autism Spectrum Disorder (ASD). Boys are more than five times as 
likely to develop ASD as girls. Although symptoms are not always apparent until the child is 2 or 3 years old, 
ASD is present from birth. 

Symptoms

Someone with ASD has impairments in social communication and social interaction, as well as unusual 
repetitive and stereotyped behaviours and interests. Because ASD symptoms exist in a spectrum, various 
symptom severities may be present but all symptoms will be persistent. Symptoms include:

 ● No back-and-forth conversation
 ● Stereotyped motor movements 
 ● Not initiating or responding to social interactions (e.g., stroking face)
 ● Stereotyped object use (e.g., continuously rolling a toy car’s tires)
 ● Poor verbal and nonverbal abilities 
 ● Abnormal eye contact 
 ● Stereotyped speech (e.g., repeating one word or phrase)
 ● Failure to understand gestures (e.g., pointing) 
 ● Extreme difficulty with change 
 ● Lack of facial expression 
 ● Rigid adherence to routines 
 ● Failure to develop relationships
 ● Restricted and intense interests (even with parents) 
 ● Unusual reactions to various senses (e.g. not noticing temperature)
 ● Lack of interest in peers 
 ● Deficits in imaginative play sounds or textures, excessive visual interest in certain lights or movements

Causes

Combination of genetic and environmental factors. People with immediate family members with ASD are much 
more likely to also have ASD. Environmental risk factors include older parents at the time of conception, low 
birth weight, fetal distress, being a twin or multiple and fetal exposure to certain toxins. ASD is not caused by 
vaccines or diet.

Evidence-based Treatments

Early intervention is crucial for people with ASD and treatment is most effective if started before age 4. Applied 
Behaviour Analysis (ABA) is the most effective treatment. ABA combines a number of evidence-based 
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techniques that ask the child to complete a task (either something staged or something in their natural 
environment) and then reward the child when correct (usually with a small bit of food or access to a toy) and 
prompt the child when incorrect. 

Understanding Common Mental Illnesses in Adolescents: Fast Facts for 
Teachers 

Fast Facts: Social Anxiety Disorder
Prevalence

Approximately 4% of 14 to 25 year-olds.

Symptoms

Significant fear or anxiety about social situations where they might be judged (e.g., presentations, 
performances or social interactions). This fear is: 

 ● intense (leading to avoidance of the situation) 
 ● out of proportion to the actual threat caused by the situation 
 ● persistent (lasting 6 months or more) 
 ● pervasive (almost always experienced in response to the situation) 

Those experiencing this fear may also experience:
 ● avoidance of social situations 
 ● panic attacks in a social situation  

Causes

Genetics, the environment and learning. A person with Social Anxiety Disorder has difficulty determining when 
there is or is not a threat, and consequently experiences a signal of danger when no danger (or very little 
danger) is present. 

Evidence-based Treatments

An effective and commonly used treatment is Cognitive Behavioural Therapy (CBT), which uses Cognitive 
Restructuring and Exposure to reduce symptoms. Cognitive Restructuring refers to changing the way someone 
thinks. By changing the way people think about situations that cause them anxiety, their feelings about that 
situation change (e.g., their anxiety), and consequently, so does their behaviour (e.g., avoidance of the 
situation). 

Exposure refers to gradually exposing the person to situations that cause them anxiety. This is done in a 
controlled environment with the support of a trained mental health professional who can help the person 
develop and practice healthy coping strategies as they face and conquer situations that cause increasing 
amounts of anxiety.

Medication is also used in some cases of Social Anxiety Disorder when appropriate. The most commonly used 
medications are Serotonin-Specific Reuptake Inhibitors (SSRIs).

Fast Facts: Panic Disorder
Prevalence

Approximately 2% of 12-25 year-old Canadians. 
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Symptoms
Recurrent panic attacks that occur without obvious cause, coupled with persistent fear of having another panic 
attack and avoidance of situations from which escape is difficult (should a panic attack occur).
A panic attack is a sudden and intense burst of fear that reaches its peak within minutes and usually lasts no 
more than 10 to 20 minutes. Symptoms occurring in a panic attack include: 

 ● racing heart 
 ● sweating 
 ● trembling or shaking 
 ● difficulty breathing 
 ● feelings of choking 
 ● chest pain 
 ● nausea 
 ● dizziness 
 ● chills or hot flashes 
 ● numbness or tingling 
 ● feeling outside your body 
 ● fear of losing control or “going crazy” 
 ● fear of dying

Causes

A combination of genetic and environmental factors are at play. Smoking cigarettes or cannabis may trigger the 
illness in someone who is susceptible. 

Evidence-based Treatments

Panic Disorder is very treatable. The most effective and commonly used treatment is Cognitive Behavioural 
Therapy (CBT), which helps people change the way they think about situations that cause panic, which then 
changes their feelings about that situation (e.g., their panic), and consequently, their behaviour (e.g., avoidance 
of the situation). 

Medication is also used in some cases of Panic Disorder when appropriate. The most commonly used 
medications are Serotonin-Specific Reuptake Inhibitors (SSRIs). 

Fast Facts: Posttraumatic Stress Disorder (PTSD)
Prevalence

Approximately 5% of adolescents in the US have been diagnosed with PTSD in their lifetime. 

Symptoms

Persistent, severe and recurring intrusive symptoms following violence, serious injury, experiences or 
witnesses such as: 

 ● memories, nightmares and/or flashbacks (where the individual believes they are actually re-
  experiencing the event) 
 ● avoidance of any thoughts or situations that may trigger memories of the event in an attempt to prevent: 
  ● psychological distress (e.g., panic attack or dissociation) 
  ● physiological distress (e.g., vomiting, passing out) 
 ● difficulty remembering part or all of the event 
 ● distorted understanding of what caused the event or the consequences/fall-out from the event 
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 ● persistent negative emotional state and difficulty mustering positive emotion 
 ● loss of interest in important events (e.g., birthdays, weddings, graduations) 
 ● feeling detached or estranged from others 
 ● exaggerated negative beliefs about themselves and the world (e.g., “all ___ can’t be trusted”)

In children, symptoms may appear during imaginative play and storytelling.

Causes

Exposure to a traumatic life event in combination with genetic and environmental factors (e.g. previous mental 
illness, severity and nature or repeated exposure to trauma).

Evidence-based Treatments

There are two main evidence-based treatments for PTSD: 

 ● Trauma-Focused Cognitive Behavioural Therapy (TFCBT) with Exposure Therapy, where thoughts   
  about the trauma are evaluated and the individual is carefully exposed to triggers and helped to cope 
  adaptively 
 ● Medication is sometimes prescribed

Fast Facts: Obsessive- Compulsive Disorder (OCD)
Prevalence

Approximately 1-2% of Canadians will develop OCD in their lifetime. Although it occurs equally in males and 
females, the onset is usually earlier in boys, starting in late childhood or early adolescence. 

Symptoms

Distressing and time-consuming obsessions and/or compulsions. Obsessions are unwanted ideas, thoughts, 
images, feelings or impulses. Common obsessions include: 

 ● becoming contaminated with germs 
 ● doubts about whether an action was performed 
 ● possessions or actions having to occur in a specific order 
 ● committing a violent or horrible act

Compulsions are persistent, repetitive behaviours designed to reduce anxiety caused by an obsession. They 
are often completely unrelated to the obsession. Common compulsions include: 

 ● washing hands 
 ● placing things in a specific order or requiring symmetry 
 ● asking for reassurance 
 ● repeating actions (e.g., tapping a desk) 
 ● counting items (e.g., floor tiles, cars in a parking lot, general numbers) 
 ● repeatedly checking to make sure a task has been completed (e.g., the oven turned off)

Causes

Combination of genetic and environmental factors. People with immediate family members with OCD are twice 
as likely to have OCD, and ten times as likely if they developed OCD as a child or adolescent. Certain life 
events, like abuse in childhood or exposure to specific bacterial infections may also be related to the onset of 
OCD in some people.

Evidence-based Treatments
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The most effective and commonly used treatment is a combination of medication (usually SSRIs) and 
Cognitive Behavioural Therapy (CBT), which includes: 

 ● Psychoeducation: Teaching people about OCD 
 ● Cognitive Restructuring: Helping people change the way they think about the obsession 
 ● Exposure and Response Prevention: Helping people face the obsession without giving in to the 
  compulsion in a safe and supported environment

Fast Facts: Depression
Prevalence

Approximately 5% of 12 to 25 year-old Canadians.

Symptoms

Occurrence of a Major Depressive Episode (MDE), which is a period of at least two weeks where for most of 
the time, most of the day and every day the person: 

 ● Feels sad or depressed 
 ● Is disinterested or unable to enjoy usually pleasurable activities
 ● Eats much less than usual because they are not hungry or can’t be bothered to eat 
 ● Sleeps much more than usual 
 ● Has a persistent and substantial lack of energy and increased fatigue 
 ● Has difficulty concentrating or making decisions 
 ● Feels worthless or guilty 
 ● Has thoughts of suicide/has made an attempt to die 

Causes

Genetics and the environment. Certain people’s genetics may make them more susceptible to developing 
Depression following major life stressors. Depression also runs in families, making it more likely that someone 
will develop Depression if a first-degree relative (parent or sibling) also has Depression, even in the absence of 
a major life stressor. 

Evidence-based Treatments

The most effective treatment for Depression is a combination of Cognitive Behavioural Therapy (CBT; i.e., talk 
therapy) and a medication called Serotonin-Specific Reuptake Inhibitors (SSRIs). However, treatment may vary 
for different people depending on their individual needs.

Fast Facts: Bipolar Disorder
Prevalence

Approximately 1% of Canadians.

Symptoms

Occurrence of a Manic Episode (also called Mania), which is a period of at least one week, where for most of 
the time, most of the day and every day the person: 

 ● Has a very elevated, euphoric or irritable mood 
 ● Engages in abnormally persistent goal-directed activity (even if no obvious goals are accomplished
 ● Has persistent and unrealistic elevated self-confidence 
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 ● Experiences persistent, elevated energy
 ● Is noticeably more talkative than usual and jumps from subject to subject 
 ● Experiences racing thoughts
 ● Is easily distracted by irrelevant information 
 ● Experiences of marked inability to sleep, often awake late into the night 
 ● Engaged in out-of-character risky behaviour without awareness or concern for the consequences (e.g., 
  unprotected sex, drug use, excessive shopping sprees)

Many people with Bipolar Disorder also experience Major Depressive Episodes (MDEs). See “The Facts: 
Depression” for more information). The person may cycle between episodes of Mania, Depression and normal 
mood in a matter of days, weeks, months or longer.

Causes

Genetics and the environment. Bipolar is one of the most highly heritable disorders, meaning that someone is 
more likely to develop Bipolar Disorder if a first-degree biological relative (parent or sibling) also has Bipolar 
Disorder. 

Evidence-based Treatments

The most effective treatment for the symptoms of Bipolar Disorder is medication. There are multiple 
medications that may be effective, depending on the person’s individual needs (e.g., mood stabilizers, 
antidepressants, anti-psychotic medication). The individual and their physician may need to try several 
combinations of medication and dosage amounts to find the one that works best. Most people with Bipolar 
Disorder need to remain on the medication continually to prevent new episodes of Mania or Depression from 
occurring. Psychotherapies, such as Cognitive Behavioural Therapy, Family-Focused Therapy and 
Psychoeducation may also be helpful to combat the impacts of the illness in combination with medication.

Fast Facts: Anorexia Nervosa (AN)
Prevalence

Approximately 0.4% of women. Rates in men are unclear but believed to be much less common. Onset is 
typically in adolescence.

Symptoms

Restriction of food intake to the point where body weight is dangerously low, combined with an intense fear of 
gaining weight and persistent activity to prevent weight gain. Self-perception is unrealistic and largely 
influenced by weight and size.

Causes

Not well understood but much more complex than just “wanting to be thin.” 

Evidence-based Treatments

All treatment begins with Nutrition Restoration or “refeeding”, which is a controlled and supervised process in 
which the person’s weight is returned to normal. Weight restoration must be addressed for treatment to be 
effective because malnutrition has a host of negative psychological consequences and treatments are not 
effective during a psychological starvation state. 

Family-Based Treatment is usually recommended for adolescents, because it requires heavy involvement from 
the parents and puts them in charge of returning the child’s eating behaviours to normal, with support from the 
therapist.
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Medication is not helpful for AN.

Fast Facts: Bulimia Nervosa (BN)
Prevalence

Approximately 1-1.5% of women. Rates in men are unclear but believed to be much less common. Onset is 
typically in adolescence.

Symptoms

Repeated cycling between episodes of binge eating and purging.

Binge Eating: Eating significantly more in a discrete period of time than the average person would eat in the 
same amount of time, coupled with feeling out of control.

Purging: Inappropriate behaviours designed to compensate for the excessive eating; most commonly self-
induced vomiting. Misuse of laxatives or diuretics, fasting and excessive exercise may also be used.

Self-perception is heavily influenced by weight and shape.

Many individuals with BN are not underweight, but rather of normal weight or overweight.

Causes

Not well understood but much more complex than just “wanting to be thin.” 

Evidence-based Treatments

Most commonly, BN is treated with Cognitive Behavioural Therapy (CBT), which may be combined with 
medication. Family-Based Treatment may also be helpful.  

 ● CBT: Helps the adolescent to challenge their maladaptive thought patterns, which impact their 
  emotions, and consequently their binge eating and purging behaviour. 
 ● Medication: Antidepressants such as SSRIs can be helpful to reduce binge-eating behaviour in the 
  short-term, but binge eating may return when medication is stopped if not paired with another form of 
  treatment. 
 ● Family-Based Treatment requires heavy involvement from the parents and puts them in charge of 
  returning the child’s eating behaviours to normal with support from the therapist.

Fast Facts: Schizophrenia
Prevalence

Approximately 1% of Canadians. Occurs equally in males and females but onset is typically earlier in males 
(late adolescence). 

Symptoms

Difficulty differentiating what is real from what is not. Symptoms can include: 
 ● Delusions: Belief in something that is not true.
 ● Hallucinations: Realistic sensory perceptions (e.g., sounds, sights, tastes) that are not happening.
 ● Disorganized Thoughts or Speech: Thoughts and/or speech move loosely from topic to topic with no   
  clear connection. Speech may be difficult to understand or incoherent.
 ● Grossly Disorganized or Catatonic Behaviour: Extreme agitation, repetitive or stereotyped    
  movements, inappropriate silliness, rigid posture for extended periods of time (catatonia) and poor   
  self-grooming or self-care.
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 ● Negative Symptoms: Absence of typical and expected goal-directed behaviour, emotion, speech,   
  pleasure or social interaction.

Causes

Combination of genetic and environmental factors. People with immediate family members with Schizophrenia 
are at a much higher risk for developing the disorder. Birth trauma and fetal brain damage may play a role in 
certain cases. Cannabis use may trigger the onset of Schizophrenia in people who are at genetic risk.

Evidence-based Treatments

Long-term medication use is the most common treatment for the symptoms of Schizophrenia and is usually 
combined with various psychological interventions: 

 ● Antipsychotic Medication: Usually need to be taken for the duration of the person’s life. 
 ● Cognitive Behavioural Therapy (CBT): Can help reduce severity of symptoms by helping the    
  individual identify problems and develop healthy coping strategies. 
 ● Family-Based Services: Educating the family about Schizophrenia and providing them with tools for   
  coping, crisis intervention and emotional support. 
 ● Assertive Community Treatment: Frequent contact with key health care providers in community to   
  decrease hospitalizations and homelessness. 
 ● Supported Employment: Help looking for work and working effectively. 
 ● Skills Training: Help developing social, independent living and community skills.

Hospitalization may sometimes be necessary and early intervention is key.

Fast Facts: Attention Deficit Hyperactivity Disorder
Occasionally ADHD is first diagnosed in adolescence, but symptoms in conjunction with functional impairment 
must have been present in childhood. Undiagnosed and untreated ADHD in adolescence may be found 
together with Conduct Disorder. If an assessment for a learning disorder has not been done, this must take 
place now. For more information on ADHD, see Module 4A.

Fast Facts: Separation Anxiety Disorder 
In some young people, SepAD may be first diagnosed in adolescence, but symptoms in conjunction with 
functional impairment must have been present in childhood. For more information on SepAD, see Module 4A. 

Fast Facts: Self-Harm
Definition

Any attempt to cause oneself harm that is not an attempt to die. Self-harm is not a suicide attempt. It is a 
maladaptive but often effective strategy for dealing with intense emotion in the short term. Cutting, burning and 
scratching are common self-harm behaviours. This is also called self-injury or non-suicidal self-injury (NSSI). 
Data demonstrates substantial increases in self-harm beginning in the late 1990s. It can also exist in cultural 
sub-groups (usually girls who self-harm as a method of belonging) but may also signal the onset of a mental 
illness. 

Prevalence

Approximately 14% of Canadian high school students report that they have self-harmed. It typically begins in 
adolescence and is more common in (but not limited to) females. 
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Causes

People who self-harm are more likely to have experienced bullying, loss, abuse or neglect. They are also more 
likely to have high self-criticism and poor coping strategies. They may also have peers or family members who 
self-harm. Special care should be taken when discussing self-harm, as it can be triggering for vulnerable 
individuals.

Warning Signs

People are often secretive about self-harm behaviour and will attempt to hide any evidence or injuries. Watch 
for: 

 ● Cuts or scars on the arms, legs or stomach 
 ● Wearing long sleeves or long pants in situations where it does not make sense (e.g., a hot summer   
  day) 
 ● Having razors or other sharp objects on hand 
 ● Unexplained or poor excuses for injuries 
 ● Difficulty handling emotions 
 ● Problems with relationships

What To Do

Remain calm and don’t blow things out of proportion. Inform the appropriate designate at your school (likely the 
principal or guidance counsellor). Contact the student’s parents. Encourage the student to seek help but 
understand that they can’t “give up” self-harming without first putting more adaptive coping strategies in place.

Fast Facts: Suicide
Definition

Deliberately taking one’s own life.

Prevalence

Approximately 200 youth in Canada between 15 and 25 years old die by suicide each year. While a tragic 
event, it is rare – youth suicide rates in most provinces are about 4/100,000. It is the second leading cause of 
death among young people in Canada and the third leading cause globally (46-65 year olds have twice (or 
greater) the number of suicides compared to 15-25 year olds). 

Causes

Suicide is found in every culture and is likely the result of complex social, cultural, religious and socio-
economic factors, in addition to mental illness. People who die by suicide often have mental illness (e.g., 
Depression, Bipolar Disorder and Schizophrenia) or substance abuse/misuse. 

Warning Signs

Although most people who exhibit these behaviours will not die by suicide, signs that someone is considering 
suicide include: 
 ● Hopelessness 
 ● Withdrawal from family, friends and/or society 
 ● Increased alcohol or drug use

Other possible but not yet fully established warning signs may include: 

 ● Marked agitation or intense anxiety 
 ● Dramatic mood changes 
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 ● Expressing no reason for living or sense of purpose in life

What To Ask

Many people are hesitant to ask youth if they are thinking about suicide because they are worried it will trigger 
a suicide attempt. Within the context of a professional helping relationship, asking if someone is feeling suicidal 
will not trigger suicide. If you’re concerned about a student, ask: “It seems that things are difficult for you lately; 
is there anything that you feel you would like to share with me?” or “I’ve noticed you haven’t seemed like 
yourself lately. Is something wrong?” If you are still concerned about the student, notify the appropriate 
individual in your school so they can investigate further.

What To Do

If a student tells you they feel suicidal, remain calm and stay with the student. Do not leave them unattended or 
promise to keep it to yourself. Tell your student that you have to tell someone because you care about their life 
and safety. Contact the appropriate designate in your school (e.g., principal or guidance counsellor) and have 
them take control of the situation. 

Suicide post-vention in schools 
Suicide is an emotional issue and affect drives responses to any situation in which suicide occurs.  This is 
understandable but often not helpful for rational responses to the situation.  While recognizing the affect that 
arises in those impacted by the event, it is imperative that school-sited responses are based on best available 
evidence and reasoned analysis, including a thorough review of the situation at hand.  Acting on emotion prior 
to conducting an appropriate review of the situation and critically considering the most appropriate response is 
not helpful.  The law of unintended consequences can be at play in suicide post-vention.  Different types of 
responses may inadvertently lead to unnecessary emotional burden for students and staff and may possibly 
contribute to a cluster or contagion phenomenon.  Wanting to do something is not the same as doing the most 
helpful thing.

There are four key questions to be asked when considering a school-sited response to the death of a student 
or teacher by suicide:

 1. Is the school response the same for death by suicide as it is for death by any other cause (eg: cancer,   
  traffic accident)?  If not, how is this different response justified?  Overall, death by suicide should be   
  addressed at the school level in the same way that any death of a student is addressed.
 2. Is the school developing a response based primarily on emotional inputs or external/internal pressures,   
  or on best available evidence and a critical/rational assessment of the situation?
 3. Is the response that the school is considering potentially harmful? Will it help decrease risk for suicide   
  in vulnerable students or potentially increase risk for suicide in vulnerable students?
 4. Is the school responding to pressure from the suicide prevention industry* or vocal crusaders in the   
  community?  If so, why? What are the possible costs/benefits of such response?

There are four key considerations that should guide school-based responses to the suicide of a student or 
teacher.
 1. Primum non nocere (first do no harm)
 2. Reduce the potential for suicide contagion and development of suicide clusters
 3. Facilitate the ongoing and usual operation/activities of the school (including avoidance of    
  memorialization).
 4. Appropriately support individuals who have been affected by a suicide death and identify of    
 those who may need additional support/intervention

Here are some key considerations arising from the research literature available. Always keep in mind that not 
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all students and teachers will respond to the situation in the same way and that the circumstances surrounding 
death by suicide may be quite different in different cases.  There should be a school policy regarding student 
death in which death by suicide should be a part.

 1. Engage the school crisis response team and ensure that all members are clear about their role and the   
  strategy for school-based responses.  Make sure that all necessary information has been obtained and   
  considered.  Obtain appropriate external support and advice.  Ensure notification of all appropriate   
  administration and operational personnel.  Develop a “go-forward” plan.
 2. Avoid the creation and deployment of memorial sites or activities that glorify, vilify or stigmatize the   
  deceased.  Avoid school-wide assemblies or on-campus gatherings.  Do not create on-campus    
  memorial sites (such as crosses, flower placements, teddy-bear placements, etc).  Do not provide   
  psychological debriefing, critical stress debriefing, critical stress management or similar interventions.  
 3. Provide clear leadership, a simple clear message and a single administrative point-of-contact for   
  parents, students and the public.  When informing students, parents and teachers of the death, pair   
  the information with resources that are available in the school and in the community.
 4. Provide a space in the school (such as a classroom) where individual students who want to chat with a   
  school counselor or other trained educators can go outside of usual class time. Have this available for   
  an hour or so prior to school starting, during lunch and for an hour or so after school ends.
 5. Do contact your local mental health services to inform them of the situation as there may be patients   
  from the school that are being treated there and some of these patients may be more vulnerable than   
  other members of the school community.
 6. Do have a senior administrator reach out to the family of the deceased to offer condolences.  Be   
  prepared to provide information about where services to assist the family are available in your    
  community.
 7. Do engage in an appropriate supportive activity such as creating a Book of Condolences that both 
  students and staff can write a note in.  Make sure this is kept in the administration office and that the   
  senior administrator or their designate reads the book before presenting it to the parents/guardians or   
  others.
 8. Do “touch base” with more vulnerable or higher-risk persons in the school.  These include close friends   
  and teachers of the deceased.  This “touch base” can be done by a school counselor or on-site health/  
  mental health provider as a “check-in.”
 9. Do acknowledge the grieving rituals of the community and provide appropriate support for them. For   
  example, give friends, teachers and staff of the deceased time to attend a community based memorial   
  service.  Remember that different cultural groups may often have different grieving rituals – learn what   
  these are and be respectful and supportive of how they are carried out.
 10. Do provide an unobtrusive follow-up “check-in” for students, teachers and staff some 4-6 weeks after   
  the event to identify individuals who may be in need of additional support.
 11. Avoid the use of terms/phrases such as crisis, trauma, epidemic, “committed suicide” or “successful   
  suicide” in your communications.
 12. Do not endorse, create or apply school-wide “screening” for suicide ideation, intent or actions.
 13. Do not endorse, support or summon an external service (including grief counselors) to provide student   
  bereavement support (unless in exceptional circumstance when school internal capacity is    
  exceeded).
 14. Do not rush into purchase of programs that claim to be able to prevent suicide in the community (no   
  programs currently in the marketplace have ever been shown to do so)*.
 15. Avoid creating on-campus spaces, opportunities and publicity for suicide awareness speakers and self-  
  proclaimed experiential experts. 
 16. Do not encourage media reporting and keep reporters and other media activities away from the    
  campus. Designate one senior administrator to deal with all media requests.
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 17. As part of usual school curriculum, provide best available evidence-based mental health literacy   
  interventions embedded in usual classroom settings taught by classroom teachers trained in the   
  materials.

Additional readings 
Suicide postvention programming:  Ontario Center of Excellence (2015): http://www.
excellenceforchildandyouth.ca/sites/default/files/resource/EIS_Postvention.pdf 

Cox, G. et al.  BMC Public Health (2016): 16:180 – 188: https://bmcpublichealth.biomedcentral.com/
articles/10.1186/1471-2458-13-214

Szumilas and Kutcher.  Canadian Journal of Psychiatry (2011): 102(1): 18-29: https://pdfs.semanticscholar.org/
ad05/c9d06c6dc0d7bf76f1793830063fd0c8ce44.pdf 

The suicide prevention industry  
Unfortunately, there exists a suicide prevention industry selling various products (usually training programs) 
that purport to be able to prevent suicide in the school setting.  Expert at marketing, they use a “fear” versus 
“hope” model to sell their products.  At the point of this writing (January 2018) no marketed school-based 
suicide prevention program has been shown to decrease suicide rates in the school setting.  Indeed, in some 
cases, suicide rates have increased when such a program was applied. Prior to investing in any school-based 
suicide prevention program make sure that the vendor clearly shows evidence that the program they are 
selling or promoting actually has been shown to prevent suicide in the school setting.

For a detailed examination of this, see: 

 1. https://www.nationalelfservice.net/mental-health/suicide/vexing-challenge-suicide-prevention-research-  
  informed-perspective-recent-systematic-review/ 
 2. http://journals.sagepub.com/doi/abs/10.1177/0706743716659245?journalCode=cpab


