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Abstract
The Saving and Empowering Young Lives in Europe (SEYLE) health 
promotion study sought to evaluate the outcomes of different preventive 
programs through a Randomized Controlled Trial (RCT) in ten European 
Union countries. The twofold aims were to improve adolescent health by 
means of a decrease in risk-taking and suicidal behaviors and to collect 
epidemiological data on risk behaviors and psychiatric symptoms. The 
Youth Aware of Mental health (YAM) program reduced the number of 
suicide attempts and severe suicidal ideation with approximately 50% 
and was hence the most successful of the intervention programs. 

In addition to the RCT, two qualitative studies were performed with YAM 
youth and instructors respectively. In 32 semi-structured interviews 
with YAM participants in Estonia, Italy, Romania and Spain, mental 
health topics including risk and their experience of YAM was discussed. 
Drawing on both qualitative and quantitative methods to better 
understand the everyday practices of youth, risk is here investigated as 
an experience rather than behavior. The main focus of inquiry is how the 
research questions posed define and limit our findings.

Mental health research carries a lot of expectation about youth, often 
placing the youth of today in relation to future moments, behaviors and 
health outcomes, more or less positive ones. In youth mental health 
research, risk behaviors are considered a major public health concern.  
Risk and youth are primarily studied through the lens of behaviors and 
attitudes within a developmental framework. Attached to risk are various 
correlations and future outcomes such as that of psychopathology.

Risks are everywhere. They take the form of threat, disease, accident, 
war, climate, finance, relationships and affect us in different ways. 
In everyday life, risk is experienced quite differently than in terms of 
statistical links between risk factors and mental health outcomes. Risk 
decisions do not occur in isolation, but are performed in the context of 
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the many shared and perhaps contradictory norms and practices that 
surround that particular individual. Cultural beliefs, habits, power 
relations, social acceptability, scientific knowledge, personal experience 
and more, all influence risk perception and management. Defining risk 
is steeped in value, for individuals and the scientific community alike 
and classifications change over time.

Risk cannot be considered as primarily negative or with only negative 
outcomes, instead, risk can be neutral, or even positive. The relationships 
between behaviors and mental health outcomes are more complex 
than is frequently suggested. Much of the risk studied in mental health 
research takes as point of departure that of objective risks and dangers, 
yet what is considered a hazard in one historical or cultural context may 
not be identified as such elsewhere.

In the YAM program, by putting the participating youth in focus beyond 
the paradigm of risky/protective behaviors, a more fluid approach to 
their everyday lives and mental health topics takes center stage. Here 
mental health promotion is not connected to morality or deciding 
exactly which activities are healthy and positive. Based on empathy 
building and finding solutions as a group, the YAM youth reflect and 
analyze their actions through play and discussion. 

In this dissertation a call is made for a more reflexive research practice, 
maintaining a critical approach to the meaning of categories and methods 
in all steps of the research process. Specifically, collaborations with youth 
in study design and analysis, cultural adaptation of assessment tools and 
mental health promotion programs, the use of different research methods 
to explore similar topics and a more nuanced and less normative stance on 
risk will hopefully lead to research results reflecting the complexities of 
everyday life.

Keywords: Risk; youth; adolescence; mental health; qualitative study;  
SEYLE; YAM; health promotion; epidemiology; outcome; context; reflexivity; 
grounded theory







For my three favorite teens, by no means teens anymore,  
Marcus, Joakim & Emil
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Preface

Considering risk and youth,  
together and separately

This slight danger (for every thirty favorable numbers 
there was one unlucky one) awoke, as is natural, the 
interest of the public. Those who did not acquire chances 
were considered pusillanimous, cowardly. (Jorge Luis 
Borges, The Lottery in Babylon)

Jorge Luis Borges describes to us the citizens of Babylon, not only willing, 
but wishing, to risk their lives for the excitement of the unknown. Those 
who do not share this desire for sacrifice are treated according to their 
weakness of character. So the story goes, as the characters of Borges’ 
short story face hazards so great as death in the quest of fortune. 

In a bronze chamber, before the silent handkerchief of the 
strangler, hope has been faithful to me, as has panic in the 
river of pleasure. (Borges, 1962)

Navigating life in the fantastical city of Babylon entails daily face-offs 
with risk. Over time, the destiny of the people is slowly taken out of their 
hands and without protest put in those of “the Company”; imposing a 
risk-filled lottery that grows in popularity as the stakes get higher. As 
ever more danger and risk infuse the lottery, the thrills accumulate. I 
will not attempt further analysis of Borges’ short story, but wish to begin 
with these extracts to help us deliberate risk as it tickles our imagination 
and excites and threatens us on a daily basis. Risks are everywhere. They 
come at us from every angle and depending on who you ask they will 
tell you about the risks of biking without a helmet, acts of terror from 
Yemen to France and Mali, the crash of Wall Street, getting dumped by 
your partner, smoking weed or drinking a little too much, the Keystone-
Excel pipeline, gun violence, sexual assaults, too little or too much 
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government control, Ebola, bumping into that neighbor you are trying 
to avoid, nuclear disasters, plane crashes, tripping on the sidewalk, 
sexually transmitted diseases and the list goes on. Risks threaten our 
bodies, health, well-being, safety, status, self-esteem, pride, children, 
financial stability and even our love. They can happen at any time as 
one-time occurrences or repeated events. Some risks are beyond our 
control. Others appear to be in our reach as we actively engage in them 
or avoid them on an everyday basis. Sometimes the effects are instant, 
but it is just as common that we do not suffer any consequence until 
much later. 

Risk has been described as a threat of the integrity or health of one’s 
body (Lupton, 1999). But, risk is slippery and such threats depend 
on context and who speaks of health or integrity. In mental health 
research, risk and youth are often studied in tandem. The kinds of 
risks that appear to be the up to the individual in question are those 
of primary interest to mental health researchers. Youth are usually 
studied though the lens of behaviors, attitudes, social relations and 
developmental paths (Powers et al., 1989) and risk behaviors in youth 
are considered a major public health concern (Blum et al., 2012; 
Merikangas et al., 2010; Patton et al., 2012; Shaffer et al., 1996). In 
the eyes of the adult world, the risks youth face are often associated 
with rebellion, irresponsibility, reckless behavior, insecurity, testing 
grounds, uncertainty and even delinquency. Risks in mental health 
research are considered decision-making situations with various 
probabilities attached to possible future outcomes (Lopes, 1987 
cited in Lightfoot, 1997) for example the development of psychiatric 
disorders. From this point of view, the risks appear tremendous, much 
like the high stakes of Borges’ lottery. But, here lies the heart of the 
matter, to whom are the risks so great and seemingly looming behind 
every corner? Is it quite so simple as the ubiquity of objective risk and 
the individual’s choice in confronting it? In my own experience, risk is 
much looser and in fact does not necessarily contain such a clear line 
between hard facts and real life subjectivity. I decided to look closer at 
risk to understand the meanings it holds and actions it covers. To do 



Preface

25

this, I examined those who study the risks of others and those others 
who perform these assumed risks: mental health researchers and 
youth respectively. 

Mental health research here stands as an overarching description of 
the many fields that attempt to reduce the burden of mental disorders 
worldwide and to promote mental health (WHO, 2003) through basic 
and clinical research (NIMH, 2015). With the range of disciplines that 
converge under the umbrella of youth mental health many of them 
come together through compromise, masking discrepancies on the 
meaning of terms and concepts that exist in their midst. Oftentimes it 
is easier to assume the other party knows what one is talking about, or 
agree on certain definitions and forego others, especially since research 
is, for reasons beyond our power, conducted under time pressure and 
resource constraints. Risk is one of these concepts, filled of actions 
and understandings that may at times be contradictory depending if 
you ask an epidemiologist, psychiatrist, psychologist, anthropologist, 
statistician, sociologist or any other mental health researcher. The 
word is mobile, able to mean more than one thing, and always with 
consequence beyond its mere existence. There is not only a risk or two 
out there, but also risky behavior and risk correlated, concomitant or a 
consequence of mental ill-health, or even as an indicator of a disorder.

How do the research questions we ask define and limit what is found: What 
is risk, where and when is it risky, according to whom and subsequently, 
what happens to the individuals and groups that are considered ‘at 
risk’?  Is there so-called objective risk? Who makes the calls about what 
is risky or not, and does it matter? Can risks be separated from a specific 
cultural context? If someone doesn’t think something is risky is that 
person actually engaging in risky behavior? And the questions multiply. 
Mental health research is increasingly focused on early detection and 
prevention of mental health problems, and risk has taken a stronghold 
as a predictor. Risk implies incertitude about what is to come; here the 
future of youth, and the study of its prevalence and correlations with 
psychopathology at times a bit like fortune telling. 
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First notes on my inquiry 

I entered the field of public mental health research quite by chance. My 
degree was in anthropology, and during my first years of working in a 
department of child psychiatric epidemiology I intuitively applied the 
kind of ongoing scrutiny that anthropology had taught me every aspect 
of research should undergo. I turned new words, concepts and categories 
upside down, trying to understand what they actually meant, soon 
understanding this often depended on who pronounced them. However, 
the circulation and meaning of terms in public health as contingent 
on the social positioning of those using them has been scrutinized 
elsewhere (Prussing, 2014). In contemporary anthropology, so-called 
reflexive scrutiny of the research process as well as the academic and 
political powers of representations that are set in motion when “writing 
culture” (Clifford & Marcus, 1986) is considered necessary. Attention is 
paid to the effects and bias that anthropologists have on their research, 
the topics and people they select to study, the experience of fieldwork, 
the production of results and writing of ethnographies. Such inquiry 
draws inspiration from anti-colonial and feminist critiques. Today most 
social scientific and humanistic research attempts to account for larger 
political and structural processes that influence the world in which we 
live and by consequence the research we choose to engage in. 

An emphasis on epidemiological, (neuro)biological and intervention 
studies is predominant in mental health research. Arriving in the world 
of mental health research, specifically psychiatric and epidemiological 
research, I encountered a lack of critical assessment and perspective on 
the research practice. Knowledge, be it academic or popular is actively 
produced by individuals and currents of thought located in the social, 
cultural, political, legal and economic contexts that surrounds them. 
According to Lynch (2006), epidemiology is an interdisciplinary endeavor 
as people from diverse disciplinary backgrounds practice it. Yet, biomedical 
institutions are central to both the training of epidemiological researchers 
and the funding of epidemiological research (Prussing, 2014). In practice, 
there is little attention given to how the populations studied organize and 
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create meaning beyond the behaviors and topics most frequently under 
investigation. Epidemiology has been described as a place of competing 
approaches and professional commitments (Inhorn, 1995) and perhaps 
this is exactly where I found myself, as I would pit social scientific and 
humanistic inquiry against biological, epidemiological and psychiatric 
methodologies. Over time, I have been persuaded that though simply 
identifying problems may be helpful, it will not lead to any significant 
change. Rob Whitley (2014) in an article about the anthropology of mental 
health argues that “an academic discipline cannot flourish and thrive if 
its primary activity is to criticize another academic discipline, however 
worthy such an activity may be” instead offering to counter-balance any 
critique with proposed solutions. 

Interdisciplinary anthropological-epidemiological research is 
rare, perhaps due in large part to perceptions that anthropology 
and epidemiology differ in their topics of inquiry, epistemological 
assumptions, methods of data collection and notions of risk and 
responsibility for illness (Inhorn, 1995). According to Inhorn it is not 
useful to pit the disciplines against each other, with epidemiology 
considered “scientific” and “number-crunching” versus the more 
“interactive” anthropology that is “interpretive on the terms of the 
people studied”, indicating that both are far more complex than what 
is described in such reductionist terms. This perspective appeals to 
me, and I believe I have been able to bring it with me to the research 
I engage in. Both the topics and populations of inquiry can overlap, as 
can the goals of better understanding youth with the motive to create 
meaningful impact.

A short note on the use of ‘youth’

Words matter. In this dissertation I have chosen to use ‘youth’ when 
referring to the young people at stake. Depending on who you ask they 
will tell you that they prefer to say ‘adolescent’, ‘teenager’, ‘teen’ or 
‘youth’ and the reasons are usually contextual or political but just as 
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often simply a question of habit. Much has been written on these topics 
elsewhere, and I am personally partial to Medovoi’s (2005) depiction, 
placing adolescence and teenager in a historical and political context 
of collective identity making. The term adolescence is intertwined with 
psychological and biological transitions, please refer to section II for 
further clarification of this phenomena. Medovoi describes adolescence 
as both a condition and case for lengthening the state of dependency 
and adult supervision. The teenager on the other hand, came to being 
at the same time as the “rebel” in post-World War II United States, with 
a certain imagined autonomy, freedom, individuality and delinquency 
attached to it (Medovoi, 2005), though it has been traced even further 
back in time (Savage, 2007). ‘Youth’ on the other hand, while at times 
sounding a bit off-beat (after having written and pronounced it time 
and again) is not immediately classifiable as a specific age, considered 
as a dependent state or particularly rebellious. Instead, it has been 
described as a social position (Furlong, 2013). In my imagination, youth 
is a designation stretching beyond age, while at the same time being low-
key enough to encompass the complexities of living, being, performing, 
acting and being classified and described as such. Nevertheless, you will 
find ‘adolescence’ interspersed among the ‘youth’ in this dissertation, 
primarily when I am citing or refering to the work of others, but 
sometimes simply because it sounded better. 

Structure of thesis

In the following dissertation I will investigate the relationships of mental 
health researchers and youth and the type of research, prevention and 
promotion we choose to engage in, with particular focus on the category 
of risk. My research is located between disciplines and methods, 
combining qualitative with quantitative methods and health promotion, 
studying behaviors alongside the experiences of youth and their attitudes 
towards mental health and health promotion, but also investigating the 
gaze of mental health researchers on youth. The theories informing 
youth mental health research stem from a range of different disciplines, 
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hence such an investigation will by no means attempt exhaustiveness 
and for this I excuse myself in advance. 

Some opening remarks concerning interdisciplinary mental health 
research shall follow in the introduction, delineating my own work that 
is located somewhere between anthropology and epidemiology and 
the research and method inquiries that arise from this encounter. In 
the second section of this thesis, the relationship between researchers 
and youth is contextualized, with particular focus on the development 
of youth historically and the implication of psychology, psychiatry and 
sociology in turning the gaze to youth ‘at risk’. Next, in the third section, 
risk is in focus. First, by tracing risk in mental health where it holds 
varied functions from predictor, correlate to developmental indicator 
amongst many others. Risk is subsequently considered beyond mental 
health in its’ everyday form. The epidemiological study of risk behaviors 
in youth in eleven European countries from the Saving and Empowering 
Young Lives in Europe (SEYLE) study is accounted for, followed by a 
discussion of the assumptions and knowledge that influence the methods 
and results presented. Section IV presents results from qualitative 
interviews with 32 youth in four European countries regarding two risk 
behaviors commonly under investigation: skipping school and drinking 
alcohol. Inviting youth who participated in a large-scale epidemiological 
study to express themselves beyond the structured questionnaires, the 
investigation centers on the actual meaning behind actions and practices 
that are considered risky by scientists. Subsequently, in section V, Youth 
Aware of Mental health (YAM) is introduced, a program for youth aiming 
to increase knowledge, reflection and conversation about mental health. 
YAM engages with youth beyond the risk versus protection model, 
focusing on everyday life experiences through role-play and discussions. 
The efficacy of the program in decreasing suicide attempts and severe 
suicidal ideation is demonstrated through the presentation of SEYLE 
data. Finally, two qualitative studies are presented, one relating to YAM 
in the field and the other concerning the relationship of youth to mental 
health researchers. These studies hopefully pave the road for future 
research initiatives encouraging mental health researchers to better 
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listen to the stories, contexts and topics of youth. 

Once in a while, taking a step back to explore the questions and habits of 
one’s practice can serve as an eye-opener to how knowledge is produced 
and re-produced. In The Lottery in Babylon, the narrator is no longer in 
Babylon, and only in exile, the story can be shared:

I don’t have much time left; they tell us that the ship is about 
to weigh anchor. But I shall try to explain it. (Borges, 1962)







I  

Introduction



You should not try to find whether 
an idea is just or correct. You should 
look for a completely different idea, 
elsewhere, in another area, so that 
something passes between the two 
which is neither one nor the other.
— Gilles Deleuze and Claire 
Parnet, Dialogues 
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Deep in the psychiatric 
epidemiological study I found a clue

Working in the field of youth mental health, creating a health promotion 
program, designing studies and analyzing data, a lot of questions 
accumulated over the years. A few particular questions did not leave me, 
even as I turned the methods and topics of study on their head. After 
the data collection, beyond the epidemiological and demographic data, 
where were the actual youth hiding? I was not satisfied with the account of 
youth that the study of general behaviors typical to quantitative research 
provided me with (Bryman, 2012). Perhaps this attention to contextual 
meaning can be attributed to my background in qualitative research, 
but I could not find the stories youth themselves create and tell, the 
environments they frequent and the culture they use/live in/are attached 
to. And why so much focus on risk in psychiatric, psychological and 
epidemiological research? Risk, specifically in youth, was a mobile concept 
and difficult to pin down, holding a lot of different connotations, such as, 
but not limited to: a normal and important function of a developmental 
period (Jessor, 1991; Lightfoot, 1997); as leading to other risk behaviors 
(Jackson et al., 2012; Kipping et al., 2012); correlated with psychopathology 
(Flisher et al., 2000; Harakeh et al., 2012; Johnson S et al., 2009; Kim, 
2011; Sarchiapone et al., 2014; Zhou et al., 2012); or even the sign of being 
a syndrome of problem behaviors (Donovan et al., 1988; Guilamo-Ramos 
et al., 2005); separating youth into clusters (Carli et al., 2014); affecting 
future mental health (Brunner et al., 2014; Kessler et al., 2010; Merikangas 
et al., 2003); and morbidity (Eaton et al., 2012; Kann et al., 2014); with more 
than one risk-behavior co-occurring in the same individual (Hale & Viner, 
2012); creating peer allegiances and groups (Lupton & Tulloch, 2002a); and 
with intervention initiatives spanning from the prevention of risk to the 
promotion of so-called healthy or protective behaviors (Cusimano et al., 
2011; Jackson et al., 2012; Romer, 2010).

One may call part of my research participant observation (Murray, 2003) 
by circumstance, working in the epidemiological and mental health 
research context for an extended period of time while also gaining a first-
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hand sense of how knowledge is there constructed and put to work. Of 
course, my goals are not of antagonistic nature, nor am I really working 
on an ethnographic study of mental health research. Instead, by using 
the vantage point of an outsider privy to observe from the inside, I have 
over time grappled with some methodological and historical aspects of 
epidemiology and psychiatry. By actively participating in the research 
here described, new questions came to the surface and I here offer a 
continued analysis of some of the collaborative research studies that I 
contributed to. Instead of simply putting large data sets in motion by re-
analyzing findings, I suggest an expansion of the research conducted, 
by studying similar topics using different methods and modes of 
inquiry. Such efforts, here through the study of risk and mental health 
in conversation with youth, hopefully infuse the scientific categories 
of risk with action and meaning while considering the relationships 
between researchers and those who they choose to study. 

Youth, who are they (to us)?  
A little something on habit

Youth and their mental health provide us with infinite opportunities 
for inquiry as mental health researchers. Though the majority of youth 
do not suffer from mental health problems, most mental disorders 
are thought to originate in the period of adolescence and as such it is 
considered an important period for intervention (Eyre & Thapar, 2014; 
Kessler et al., 2005; Patton et al., 2014). It is common to not only study 
those most at risk for mental illness or those who are actually ill, but to 
approach youth mental health as a public health problem and to study the 
general population. It is also frequent practice to address youth mental 
health with public health intervention studies without engaging them 
in the conception and design of such studies or the interpretation and 
dissemination of results. Adult researchers sometimes appear to suffer 
from a preoccupation with the future, typically pitting the youth against 
what is to come. Correlations are expected, outcomes calculated and 
probabilities identified, allowing behaviors, habits or sociodemographic 
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attributes in the present define future moments, often losing touch with 
or overlooking more immediate experiences. Durkheim describes how 
an attachment to the future can lead to the inability to experience the 
past or the present as something other than hasty, something we have 
to get, or even rush, through to be somewhere else (Durkheim, 1893). 

Researchers from many different disciplines study youth, everything 
from risky and healthy behaviors and patterns, hormonal upheavals 
of puberty, entry to the adult world and job market, independence 
from parents, to rituals and cultural practices and much more. The 
approaches are quite different, some more bleak than others, some 
with a tone of admiration, yet whatever the motives or interests, it 
is common, across the board, that these studies are approached as 
something that is done to youth (Tilleczek, 2011). A range of factors 
determines which research questions are thought to be interesting and 
worthy of funding in mental health (Horwitz & Wakefield, 2012). The 
assumptions about concepts and categories and which technologies 
are considered more objective to the potential application of findings 
is a cultural activity (Choudhury, 2010) that requires scrutiny. Much 
research conducted is driven by a mix of opportunity (what and who 
we can access, grants, research calls, ethical approvals) and assumption 
(variations of cause/effect paradigms, ideas of the prototypical youth 
that sets the standard, healthy versus risky behaviors) and habitually 
quantitative research methods are preferred. 

Youth are often considered as innocent and in need of protection with 
adults having their “best interests” in mind (Gordon, 2000). I have come 
across scientists who, in conversation, will describe their research as 
attempting to find out what separates the youth who end up at the bottom 
of the income ladder versus those who succeed, with the underlying 
assumption that either outcome is as likely for all. We all carry with us 
expectations about youth, perhaps akin to the fascination the adult 
world has of adolescence, looking back with a hint of nostalgia to those, 
in retrospect, carefree years. Nostalgic or not, we often end up with an 
unforgiving gaze on the youth of today, waiting impatiently for them 
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to grow up, to mature out of the stage we place them in, perhaps even 
punishing them for what we did, could not do, or for what we cannot be. 

There is a widespread lack of attention given to categories, meanings 
and scientific context in mental health research (Whitley, 2014), 
relating to everything from the language employed by researchers to 
the development of certain research questions over time. Neglecting to 
address these topics has lead to a compromise in the study of youth as a 
complex, fluid, and ambiguous action and performative category, and as 
cultural agents capable of desire, love, hate, hopes, struggles, language, 
dress, walk and so many other social and cultural practices (Ibrahim, 
2014). Beyond a psychologically categorized group, the perspective 
should be switched to a culturally, socially and historically produced 
category of youth, exploring the intersectionality of gender, class, race, 
sexuality and ability (Ibrahim, 2014). Youth occupy the same world as 
adults and is an assemblage of many different forces and parts, thrown 
together or not:

that might include acne, fast-moving limbs, sexual jokes, 
cruelty, idealism, too big, too small, awkwardness, laughter, 
threatening, familiar, physical ease, and disinterest (Lesko 
& Talburt, 2012). 

Alternative research strategies and collaborations

In order to facilitate research and preventive work in mental health, 
youth is conceived as rather uniform an entity. On the other hand, in the 
practice of patient focused psychology and psychiatry, the culture of the 
individual teenager prevails. In a study of U.S. psychiatric faculties, Metzl 
and Hansen (2014) urge us to go beyond the monolithic group as well as 
the individual in order to understand cultures of adolescence, including 
that of gender, place, privilege, opportunity, racism and the many other 
structural determinates of physical and mental health. There is a conflict 
that sometimes seems unresolvable between neutralizing the research 
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environment through standardized protocols, minimization of contact 
and double-blind data collection while also focusing on socio-economic 
and cultural contexts (Willig, 2001). Yet, the possibilities need to be 
investigated, specifically in large-scale epidemiological research efforts. 
Another way to allow for a wider set of perspectives in youth mental 
health research would be for different research methods to approach 
similar topics and subjects, allowing for introspection through cross-
disciplinary exchange and perhaps more informed research in the long-
term. It is important that cultural sensitivity within mental health work 
is adopted in analytical as well as systematical practice. As an example, 
there is often superficial mention of culture without proper examination 
of what this entails both in relation to researchers and research subjects; 
as the anthropologist Clifford once stated, culture is often merely 
“adopted as images and metaphors” (Clifford & Marcus, 1986). 

Developing questionnaires and interventions for youth would profit 
from the expertise of young people to boost the quality and relevance 
of such (Sawyer et al., 2012). Moreover, conducting such work in the 
community requires the trust and interest of those being studied and 
the community would not only benefit from the findings but also know 
how best to spread and make use of such knowledge. Oftentimes there 
isn’t enough funding, time, knowledge or experience to engage in true 
Community-Based Participatory Research (CBPR), in which members of 
the community participate in the full spectrum of research (NIH, 2015), 
moreover ethical approvals for research involving youth can be difficult 
to navigate (Mawn et al., 2015). Patient and Public Involvement (PPI) 
has been recognized as essential for health service development and 
research and exists in some European countries and to a lesser extent 
in the U.S., but few examples of such practices exist in youth mental 
health (Mawn et al., 2015). According to Mawn and colleagues (one of 
which is a youth collaborator), research involving members of the public 
has been shown to be more robust, increase participation and facilitate 
translation of findings into practice. There are many ways to get closer 
to and involve youth and invite them to inform research about questions 
relevant to them. Unfortunately, meaningful collaboration is rare and 
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there is great risk for tokenistic and methodologically poor research 
collaborations. Public involvement is sometimes simply considered a 
“tick box exercise” without concrete plans (Mawn et al., 2015). By placing 
ourselves, as scientists, “beside youth”, instead of observing them from 
above or putting youth in an overly optimistic light, then perhaps our 
study shall lead to a broader range of outcomes and affects including the 
element of surprise (Lesko & Talburt, 2012). 







II  

Background



They only want you when you’re 
seventeen, when you’re twenty-one 
you’re no fun.
— Ladytron

Adults don’t do anything. Adults 
just sit and talk and don’t do a thing. 
Theres not anything duller in this 
world than adultery.
— A child quoted in H.A. Smith’s 
Don’t get perconel with a chicken
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Youth and mental health,  
a history intertwined

Being young is filled with paradox in mainstream ‘Western’ culture. The 
biological aspects of youth and lifestyles of freedom from responsibility 
are highly coveted and there is a pervasive yearning to remain forever 
young, yet, the adult world decidedly hold the balance of power and 
often chastise youth for being irresponsible and ‘young’ (Tilleczek, 
2011). These attitudes affect us as mental health researchers and adults 
alike. An investigation of the present moment in youth mental health 
calls for a historical contextualization of the relationship between 
researchers/adults and subject studied/youth. Such an investigation 
can help to elucidate certain research questions we today take for 
granted. One major shortcoming of such an undertaking is that it will 
not include the voices and views of youth themselves, rather the focus 
will be on the historical engagement of the mental health professions 
with youth. Moreover, the focus of my writing is distinctly Euro- and 
North American centric, wholly focusing on English speaking work. 
With this in mind, the purpose here will not be to provide an exhaustive 
account of mental health research in their dealings with youth. Instead 
follows a summary of currents that can be considered important in the 
development of mental health research on youth. 

Youth, adolescents,  
teenagers as we know them

All societies have some way of grouping their members in terms of age, 
each with their own patterns of activities, rights, and duties, however 
loosely defined. Age is foremost an administratively convenient 
category, yet over time it has come to take on scientific, natural and 
even moral properties (Woo, 2012). In some societies these groupings 
are more numerous and rigidly demarcated (Gulliver, 1968; 1969), 
importantly they are not the same across the world. Depending on their 
age, members of society are valued differently (Woo, 2012). Young people 
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defined as youth are considered very differently from those defined 
as children, in both everyday, academic and political contexts. These 
conceptual distinctions are used by young people, their supporters and 
those who deprecate them; youth sometimes claim the label “child” to 
win sympathy, whereas those who wish to denigrate them may call them 
youth (Boyden & Bourdillon, 2012).

The UN definition of youth is 15-24 years old (UN, 2015), adolescence 
has been defined by the WHO (2001) as the period between 10-19 
years old, while a child is between the ages of 0-18 years old according 
to the Convention on the Rights of the Child (UN, 1989). The term 
adolescence has been traced back to the 15th century (Bakan, 1972) but 
may have differed in meaning then. It is less closely related to physical 
distinctiveness than childhood, and is often described as a ‘Western’ 
concept (Jenks, 2005). Though certain biological and cultural features 
of youth may be considered universal, this does not conflict with the 
observation that the structures and activities of adolescent life and 
behavior are variable across cultures (Schlegel & Barry, 1991). 

Today in Europe and North America, youth, adolescence, teenage, or 
however one refers to it, is considered unavoidable and a phase expected 
to arrive closely following childhood before adulthood. The anticipation 
is high in earlier years and one commonly hears parents moan about soon 
having teenagers in their homes. The period in between childhood and 
adulthood is important to us, and the age levels deemed to be within the 
youth range are increasingly expanding (Sawyer et al., 2012). However, 
this is quite recent a development. In pre-industrial societies the young 
moved rather quickly from childhood to adulthood. The pattern of 
prolonged adolescence is an economic question with sociocultural and 
political implications, as we shall see. 

Separation and segregation according to age groups is characteristic of 
how our society is organized. The young are in schools much of the time 
and social life mainly occurs within their age group. Adolescents are not 
expected or permitted to work and they are to a large extent separated 
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from adults in their everyday lives. There is considerable difference 
between what is expected of youth depending on their social class, race, 
ethnic group, gender identity, sexual orientation, disability, culture or 
any other markers of difference, yet typically these expectations differ 
from those put on adults. 

According to the organizational model described above, chronological 
age is considered as an index of development and belonging. However, 
much critique has been put forth to contest such a narrow interpretation 
of youth, simply focusing on age diminishes for example the significance 
of popular culture and style in constituting youth as a category (Bennett 
& Kahn-Harris, 2004).

Descriptions of youth

The category of adolescence emerged when many industrialized 
countries struggled with economic problems at the beginning of the 
20th century. A new social problem surfaced at this time, a poor group 
of people between childhood and adulthood (Krausman Ben-Amos, 
1995). The growing middle classes were concerned with the need 
to control not only their own offspring but also those of the working 
classes who were increasingly associated with danger (Finn, 2001). 
Adolescence was used to describe a period of storm and stress observed 
in young people mid-way between the dependency of childhood and 
the stability of adulthood (Conger, 1979). By means of social and 
educational reform, youth at this time became a life stage and policy 
question that required an age range, descriptions and psychological 
attributes (Talburt & Lesko, 2014). The period was considered one of 
inevitable psychological and social confusion. Youth were described by 
Eisenstadt (1964) as living on the frontier, with a love of mobility and 
going through sudden shifts from dependence to maturity and back 
again. By forming adolescents there was hope to mold the development 
of the modern nation state and create rational and disciplined citizens 
(Talburt & Lesko, 2014). 
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Youth came under deep scrutiny in post-WWII Europe and North 
America, representing visible manifestations of social change (Hall & 
Jefferson, 2006). Early youth scholars, Clarke and Hall, have described 
the moral panic and social anxiety vis-à-vis certain young people, 
particularly those who belonged to the working class or another race/
ethnic group with particular focus on delinquency, crime, violence, 
vandalism, sexuality, the debate of the decline of the family, indiscipline 
in schools, school drop outs, drugs and so on (Hall & Jefferson, 2006). 
They tell us that official reports, pieces of legislation and official 
interventions, singled out youth as a social problem, something ‘we 
ought to do something about’. Many of these themes still stand as 
important in today’s mental health research and as we shall see they 
can overwhelmingly be found under the category of risky behaviors. 

A perspective that has continued to be influential over time is that of 
adolescents’ absence of control over biological development as subjects to 
raging hormones (Talburt & Lesko, 2014). Youth are considered a problem 
prone population we need to not just care for but also watch over. Defined by 
their age and at-risk for deviating from the proper development expected 
of them, they are considered as barometers of a society’s and nation’s 
social and economical well-being (Talburt & Lesko, 2014). According to 
Hine (1999), in his book about American teenagers, reforming behaviors 
of youth has become a surrogate for trying to deal with problems of 
society at large. Kelly (2000) argues that youth are increasingly becoming 
the subject of government policy and control. Youth are considered 
as “hormonal, easily influenced by peers, corruptible, and immature” 
(Lesko, 2012) and the focus is on how to protect youth or help them protect 
themselves against risks (Kelly, 2000). Kelly suggests that such anxieties 
are more telling about the world of adults and their fears than about youth 
themselves. The study of children and adolescents was initially conceived 
as a way of finding solutions to general psychological problems rather than 
concerned specifically with those studied (Jenks, 2005). 

Early on, psychology and sociology were considered the prime experts 
on youth, and later psychiatry joined their ranks. Concepts and 
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categories remnant from early 20th century psychosocial research still 
influence how we look at youth, specifically in regards to their maturity 
versus immaturity and their tending towards risk behaviors. Youth 
mental health research has historically focused on puberty, antisocial 
behavior, crime, positive effects of schooling, youth organizations 
(Rutter, 1995) and autonomy, sexual development, intimacy, identity, 
achievement, socialization as well as the interplay of bio- and 
psychosocial processes (Adams et al., 1996) with a focus on behaviors, 
attitudes and developmental paths (Powers et al., 1989). Today 
psychology and psychiatry are increasingly bio-centered, and the quest 
to understand youth is more and more focused on the teenage brain 
within a developmental framework (Anderson J, 2011; Johnson S et al., 
2009; Spear, 2010). The developmental framework has been described 
as bound up with a view of youth as a “less than” status (Talburt & 
Lesko, 2014). Instead of simply asking why certain young people are not 
developing according to the norm, Woo (2012) suggests that we ask what 
the possibilities for growth and different versions of adulthood are. 

In the 1970s and 1980s, cultural studies formed, studying youth in 
context of social change, departing from the focus of psychologists and 
sociologists on the integration, coherence and discontinuity of youth 
(Besley, 2002). Cultural studies used ethnographic methods to describe 
a variety of youth culture and subculture with strong emphasis on 
socioeconomic factors. Contemporary critical youth studies draw from 
many different fields, like sociology, cultural studies, psychoanalysis, 
pedagogy and anthropology (Ibrahim, 2014). However, it has been 
argued that the use of qualitative methods does not automatically imply 
a critical perspective vis-à-vis the ‘the storm and stress’ model or other 
representations of youth as being in trouble (Griffin, 2001).

Youth, as part of life as a whole

In the brief contextualization of youth above, one comes to see that it has 
historically been bound up with anticipation, as a period thought of as 
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transitional. Erikson (1968), the developmental psychologist, articulated 
the importance of not isolating youth, instead reflecting on youth as 
part of life as a whole. As mentioned earlier, according to Durkheim, an 
attachment to the future leaves something out of the present. A desire 
for youth to mature out of the stage they are in, yet not too quickly, and 
certainly not by attracting all the vices of adulthood, saturates our outlook 
as adults and members of the scientific world. Maturity is anticipatory 
and within this framework it appears to be tainted by anxiety. Schlegel 
and Barry (1991), in their anthropological survey about adolescents across 
the world, point out that when the perception of youth by adults is less 
than favorable, they have to cope with that burden while at the same 
time preparing to enter the adult society that stigmatizes them. Is the 
failure to make a successful transition to adulthood more widespread in 
disapproving cultures than in those in which adolescents are regarded 
more favorable (Schlegel & Barry, 1991)?

The development of personality takes place in a social setting while 
coming to terms with conditions in society at large (Erikson, 1968). Youth 
is a time during which adult characteristics are tried out in a large majority 
of societies. Life becomes a serious business at this time, for young 
people are under observation as future productive members of society. 
In a paper on neuroscience and anthropology, Choudhury (2010) argues 
that culturally shaped ideas influence the development of cognitive and 
neural processing of self during adolescence. It is possible that culturally 
and historically shaped concepts of normal adolescence as a transitional 
period marked by risk-taking, that run through the scholarship on youth, 
create a space of possibilities of how young people should be, which may in 
turn be encoded in the brain (Choudhury, 2010). One might ask if “some 
of our youth would act so openly confused and confusing if they did not 
know they were supposed to have an identity crisis? (Erikson, 1968). 

Beyond the transitional gaze on youth, a call to imagine human growth 
as less linear is made in this thesis. Instead of growing up, one always 
grows and learns, and perhaps by focusing less on what youth shall or 
can become it would be valuable to understand their present moment.







III   

Risk is more than 

just prevalent



Sometimes it is not clear which 
is worse, the accident or its 
avoidance, the future-past of the 
event or the present.
— Brian Massumi, the Politics of 
Everyday Fear
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Risk, beyond any one discipline

Mental health research carries a lot of expectation about youth, and much 
research produced places the youth of today in relation to future moments. 
One concept that is particularly correlated with future outcomes is 
risk, which holds under its’ umbrella many models ranging from risk(y) 
behaviors, risk-taking, risk factors, to being at-risk and more.

Here, follows an analysis of risk, including assumptions and knowledge 
that imbue the concept beyond mental health and how these relate to 
and implicate research conducted. Next, the epidemiological study of 
risk behaviors in youth from eleven European countries is scrutinized. 
I introduce some of the reflexivity anthropology taught me and try to 
understand how the research questions define and limit what is, and 
can be, found. 

Youth, a risky time according to 
mental health research

Our imagination is vivid as we couple youth and risk. Simply being 
young is sometimes considered a proxy for activities such as insecurity, 
risky experiences, reckless behavior, testing grounds and uncertainty. 
As noted earlier, adolescence has been equated with irresponsibility, 
rebellion and even delinquency. Risky or reckless behaviors are thought 
to be preceded by decision-making in which various probabilities are 
attached to the possible outcomes of future events (Lopes 1987 cited 
in Lightfoot, 1997) and have been considered a major public health 
concern (Blum et al., 2012, Patton et al., 2012). The aim is to reduce, 
modify or anticipate the extent or nature of uncertainty in decision-
making processes relating to risk (Hayes, 1992).

Production of scientific knowledge evolves over time and in the past, 
epidemiological risk strategies tended to be directed at environmental 
conditions in the attempt to improve health at the population level. More 
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recent approaches emphasize individuals’ behaviors and lifestyle choices 
in relation to health status (Lupton, 1995). The concept of risk in mental 
health research arguably stems from epidemiology as epidemiologists 
typically assess risk factors of all kinds at the individual level and then 
identify statistical links between risk/exposure variables and disease 
outcomes (Prussing 2014), subsequently intervening to change these 
causes to improve population health (Lynch, 2006). Typically risk and 
protective factors are correlated to the probability of occurrence and 
longer duration of illnesses and health problems (Coie et al., 1999). 

Scientific papers dealing with the intersection of risk, mental health 
and youth often start their line of reasoning by attesting something 
along the lines of: “Many health risk behaviours are established during 
adolescence, and often maintained into adulthood, affecting health and 
wellbeing in later life” (Jackson et al., 2012). These kinds of statements 
rarely contain reference to research; the correlation between youth 
behaviors today and adult habits in the future appear as taken for 
granted with little room for fluctuation over time. Risks themselves, 
or risk behaviors, are usually depicted as well-established and with 
little descriptive detail. The purpose of this kind of research is often 
to “protect young people from…risky behaviour” (Jackson et al., 2012), 
seeing that “a young person's brain is too precious to waste” (Zeigler 
et al., 2005) and adolescence is considered “a sensitive time for social 
learning through imitation of behaviours, especially by peers” (Sawyer 
et al., 2012). Hence, the aim is to “reduce/discourage engagement in 
health risk behaviours” (Harakeh et al., 2012) with early prevention 
leading to large benefits in later years (Jackson et al., 2012; Romer, 2010; 
Voss et al., 2011). Youth are sometimes described as not quite in control 
of their emotions and easily influenced by their peers, stressful or 
exciting situations and involved in sensation seeking behaviors (Sawyer 
et al., 2012). By protecting and discouraging from risks, for the benefit of 
youth, the researchers wish to increase resilience and reduce exposure 
to negative influences all the while being watchful of the increased 
vulnerability in transition periods (Furlong et al., 2011; Garofalo et al., 
1998; Jackson et al., 2012). Such aims draw a picture of youth as quite 
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passive and helpless in forging their own present (and future). The 
language used further weakens youth, as they are often described as 
“vulnerable”, of “deprived backgrounds”, needing to be “protected” 
and with interventions depicted as being done to, or performed on, the 
mostly passive youth at hand. 

Risk in the mental health literature

As correlate and predictor and 
the case for prevention

Risk in youth is sometimes framed as a lifestyle choice affecting both 
current and future health and well-being (Bird et al., 2006; Costello 
et al., 1996; Jackson et al., 2012: Jiang et al., 2011; Park et al., 2008), 
current mental health status (Flisher et al., 2000; Harakeh et al., 2012; 
Johnson J et al., 2002; Kim, 2011; Sarchiapone et al., 2014; Zhou et al., 
2012) and as leading to the development of mental disorders later in 
life (Brunner et al., 2014; Kessler et al., 2010; Merikangas et al., 2003). 
Characteristics, situations, and conditions facilitating the occurrence 
of risky behaviors are called ‘risk factors’, while those increasing 
immunity to ‘risk factors’ are called ‘protective factors’ (Copeland-
Linder et al., 2010; Cairns et al., 2014). Among the many risk and 
protective factors commonly referred to in mental health literature, 
the most important are related to the family or school situation as 
well as the peer group and personality of the individual (Coie et al., 
1999). The desire is to pinpoint the epidemiological, sociological and 
developmental correlates of youth risk behaviors by identifying specific 
causes so that risk can be both predicted and controlled (Lightfoot, 
1997) and ultimately prevented. Given the complex web of interacting, 
multi-determinant risks likely to lead to the development of mental 
disorders, preventive interventions typically are the most effective 
when they consider multiple domains of intervention (Jackson et al., 
2012; Jensen, 1998). Some risks are more commonly accepted as such, 
among lay people as well, like drinking alcohol or not going to school. 
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Then there are those that are “new”, for which epidemiological data is 
used to make inferences that are more difficult to observe like certain 
diseases that are weakly associated with multiple causes (Stewart-
Brown, 2015; Wilson & Crouch, 2001).

Epidemiologists collect data on a range of behaviors considered as risky 
in order to inform policy, further research and targeted interventions. 
In the United States, since 1991, information has been gathered through 
the Youth Risk Behaviors Surveillance System (YRBSS) from more than 
2.6 million high school students (YRBSS, 2015). YRBSS data indicate 
that many adolescents engage in behaviors that place them at risk for 
the leading causes of morbidity and mortality (Kann et al., 2014; Eaton 
et al., 2012). These include tobacco, alcohol and substance use (Kandel 
et al., 1999; Wu et al., 2006), being underweight (McCrea et al., 2012), 
obesity (Anderson S et al., 2007), sedentary behavior (Biddle & Asare, 
2011), unhealthy sleep patterns (Johnson J et al., 2002), and school 
absence (Berg, 1992). Research today typically look at the co-occurence 
of these behaviors in the same individuals (Hale & Viner, 2012) though 
this is a rather recent development as is evidenced by Jessor (1991) 
insisting on its importance in the early 1990s. Psychiatric disorders 
have been correlated with risk factors (Kessler et al., 2010; Kim, 2011; 
Sarchiapone et al., 2014; Zhou et al., 2012) and for certain like conduct 
disorder, depression and substance abuse, substantial knowledge of 
risk factors exist and preventive interventions are considered useful 
(Jensen, 1998). 

In context and of developmental importance

The worst possible outcomes are often imagined, predicted and 
identified in the case of mental health research on youth and risk, but 
some sensitivity to the experimentation that typically happens during 
these years can be found in the literature. Risk has been described as a 
relative concept and to fully understand the magnitude of risk in a given 
situation, Jensen states that the: 
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context must be known, the degree of voluntariness, public 
acceptability, base rate of adverse outcome, potency or 
certainty of the relationship between the hazard and 
adverse health outcomes, severity of health outcomes 
and reversibility are all important factors in the public’s 
perceptions and the acceptability of a health hazard 
(Jensen, 1998). 

Dake (1991) poses the question of “Who fears what and why?” and 
places it in a political, historical and social context. As an example, 
experimenting with alcohol is common, even typical among much 
youth in Europe and the US, and some argue for the differentiation 
between getting drunk or smoking the occasional joint from more 
heavy drug use (Lightfoot, 1997). Others propagate for obtaining the 
general population’s input concerning relative hazards (Jensen, 1998). 
According to Jessor’s theory of problem or risky behaviors (1991), these 
have developmental importance, performing important functions in 
a young person’s life such as satisfying the needs of security, love, 
acceptance, esteem, belonging, fulfilling vital developmental aims 
like identity- building and independence as well as coping with 
hardships by reducing fear and frustration. However, according to 
Lightfoot, not enough has been done to distinguish between normal 
transitional risk taking that is developmentally enhancing or behaviors 
that are, by frequency or intensity, expressions with little secondary 
gain (Lightfoot, 1997). 

The scientific community often consider lay people to be responding 
unscientifically and subjectively to risk, over-estimating some and 
underestimating other categories of risk (Bradbury, 1989). Youth are 
deemed as “inaccurate in estimating risk” though as they age their risk 
identification appears to improve (Fischhoff & Willis, 2002). However, 
youth engage in risks despite undesirable consequences yet “do not 
perceive themselves to be invulnerable, and perceived vulnerability 
declines with increasing age” (Reyna & Farley, 2006). Comparative 
studies to investigate risk perception have been made (for a review of the 
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literature refer to Boholm, 1998), and risks have been found to contain 
both similarities and differences cross-nationally (Hinman et al., 1993)

Mental health research usually contrast risk against healthy or 
protective factors, but much less research is available on these topics 
(France & Utting, 2005). Protective factors are usually associated with 
lower likelihood of problem outcomes and as reducing the impact of 
risk factors (O’Connell et al., 2009). Factors and processes studied 
typically include strong social bonds between children, their families, 
schools and communities; and whether youth receive positive rewards 
and responses from adults who offer them models of positive behavior 
(Cairns et al., 2014; Collishaw et al., 2015; Copeland-Linder et al., 2010; 
Qian et al., 2015; Steptoe et al., 2015; Stirling et al., 2015). 

For now, let us take a step beyond risk in mental health, as these models 
have roots beyond psychology, psychiatry or epidemiological research. 

Danger, probability and values

Traced back to 16th century German and to the 17th century in the 
English language, risk excluded human fault or responsibility and was 
considered an act of God or a force majeure (Luhmann, 1993). In his 
treatise on risk, the sociologist Luhmann notices a change of meaning 
around the emergence of modernity with the development of the science 
of probability and statistics to calculate the norm and identify deviations. 
The mathematical development of probability theory in gambling is 
based on the idea that laypersons are weak when it comes to probabilistic 
thinking and has greatly influenced thinking about risk (Douglas, 1992). 
Risk is in fact commonly defined in mathematical terms: 

as the statistical probability of an outcome in combination 
with severity of the effect construed as a ‘cost’ that could 
be estimated in terms of money, deaths or cases of ill 
health (Boholm, 2003). 
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The modern study of risk began with the countable, like gambling, 
insurance, social problems and then moved to the novel, like species 
extinction and terror (Fischhoff & Kadvany, 2011). Methods like risk 
analysis, assessment, communication and management are all used to 
measure, monitor and control risk in areas as far ranging as medicine, 
public health, finance, law, business and industry (Hayes, 1992), using 
cost-benefit calculations, statistical probabilities and other methods 
(Wilson & Crouch, 2001).

Risk situated

The word risk in financial speak as well as in scientific inquiry is often 
treated as a unidimensional concept that refers to a numerical probability 
value, whereas in everyday popular use the term has many other layers 
of meaning (Hayes, 1992). The belief that public risk perceptions and 
risk management do not correlate with supposed objective quantitative 
rankings of risk are widespread (Parascandola, 2011). Boholm (2003) 
explains that what the risks are ‘in themselves’, and how they are defined by 
the scientific community, can certainly be highly relevant, but there is no 
simple translation from the way in which experts define and estimate risks 
in terms of a calculus of probability and effects, to ‘situated risk’, that is to 
say, risks as they are actually understood and contextualized by people in 
social settings. There is a conflict of authority as regards the translatability 
of concepts between scientific and lay language communities (Hayes, 1992). 
Risk is a bit looser than how the scientists conceptualize it: it is considered 
a threat, hazard, danger or harm or even a bit weaker, but not necessarily 
with a disastrous outcome (Luhmann, 1993). In everyday life, things are 
both more complex, and in some ways more direct, habits and experiences 
tell us intuitively what is potentially a risk. In fact, the perception of risk 
intersects with rights and obligations, loyalties and economic interests as 
much as scientific evidence (Dake, 1991).

Dake (1991) asks to what degree people are equally worried when facing 
the same dangers, or to what extent some perceive certain risks that other 
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do not care about. Risk decisions clearly do not occur in isolation, but are 
performed in the context of the many shared and perhaps contradictory 
norms and practices that surround that particular individual. Individuals 
may express solidarity with the socially shared values of a given 
society or culture, but they may also choose to deliberately not “get the 
values right” and break norms (Fischhoff & Kadavny, 2011). Purposely 
breaking the norms may be especially common in the case of minority 
members of a society. Cultural notions provide us with explanatory 
models that tell us why things play out as they do and moral guidelines 
regarding why certain things or actions are good or right while others 
are bad, promoting distaste towards subversive behaviors and leading 
to resentment against those who contradict the norms (Douglas, 1992). 
Boholm objects to Douglas’ collectivist approach to social relations and 
according to her, social relationships, power relations and hierarchies, 
cultural beliefs, trust in institutions and science, knowledge, experience, 
discourses, practices and collective memories all shape notions about 
risk or safety for the individual (Boholm, 2003). Risk is a relational term 
that depends on both context and conventionally established meanings; 
context and meaning that can also be found to influence the scientific 
community. To categorize something as risk implies a set of values 
(Boholm, 2003). 

A preventable deviation from the norm

Societies develop strategies and beliefs to attempt to deal with, contain 
and prevent danger and according to the social anthropologist Douglas, 
societies define themselves by how they classify and manage danger 
(Douglas, 1966). In contemporary ‘Western’ societies where control 
is considered important, risk is widely used to explain deviations from 
the norm, misfortune and frightening events (Lupton, 1999). In the 
1920s, the anthropologist Evans-Pritchard observed how the Azande 
in north-central Africa organized around its management of dangers 
and through witchcraft enforced societal norms, consequently naming 
it a risk-society (Evans-Pritchard, 1937). The risk society according to 
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the sociologist Beck is a place in which uncertainties regarding future 
expectations are transformed to rational and manageable strategies 
(Beck, 1992). Human responsibility and intervention are of importance 
as misfortune can be prevented. 

We acknowledge that threats exist, threats of disorder, disasters, 
wars, loss of control of our livelihoods and of relationships with 
others. These threats are not left unchecked and measures are taken 
to deal with the anxieties to manage the danger at stake: national 
strategies, legislation, watching our diets, testing to diagnose disease 
early, self-help books, rational thinking, bureaucratic systems of 
prevention, ways of identifying threats before they take effect, etc. 
(Lupton, 1999). On societal levels a lot is at stake and oftentimes as 
is the case with environmental issues, politicians, nations, institutions 
and organizations are identified as causing, contributing or being 
responsible of disasters. The desire among scientists as well as policy 
makers to understand social problems and find solutions that not only 
achieve better outcomes, but that are also cost-effective has in fact 
grown into a major political project (France & Utting, 2005). France 
and Utting describes the focus on early intervention with children and 
young people ‘at risk’ of later problems. Risk is a central cultural and 
political concept by which individuals, social groups and institutions 
are organized, monitored and regulated (Boholm, 2003). 

Identifying populations as high risk do not do justice to the diverse 
individuals behind such categories (Brownlie, 2001). The kinds of 
calculations that identify certain groups as high risk rely on rationalized 
and standardized assessments and predictions and perhaps also that 
individuals behave predictably, according to patterns of the wider 
population (France & Utting, 2005). Of course, individuals or groups 
oftentimes do not necessarily accept being assigned as a “risky group” 
and Hier and Greenberg (2002) has described the rejection of such 
categorizations.   
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SEYLE:  
mental health promotion  

for youth

Saving and Empowering Young Lives in Europe (SEYLE) was a health 
promotion program for youth in European schools. Its main objectives was 
to guide youth to improved health through decreased risk taking and suicidal 
behaviors, to evaluate outcomes of different preventive programs and to 
recommend effective models for promoting health of youth in different 
European countries. SEYLE was implemented by a consortium of research 
institutions in twelve countries:  Austria, Estonia, France, Germany, 
Ireland, Hungary, Italy, Israel, Romania, Slovenia, Spain with Sweden as 
coordinating center. Epidemiological data was collected in eleven of the 
countries on 12,395 adolescents. A Randomized Controlled Trial (RCT) was 
implemented in the ten European Union countries to assess the effects of 
three different health promoting and suicide preventing programs in 11,110 
participating adolescents. 

The three programs each had a different approach to mental health 
promotion, respectively empowering teachers and school staff, youth or 
mental health professionals:

1)   Question, Persuade and Refer (QPR), a gatekeeper 
program, training all adult staff at schools (teachers, 
counselors, nurses etc) on how to recognize and refer youth 
with risk-taking behaviors or those suffering from mental ill 
health to mental-health help resources; 

2)   Youth Aware of Mental Health (YAM), a program for 
youth, promoting increased knowledge and discussion 
about mental health and the development of problem-
solving skills and emotional intelligence; 

3)   Screening by professionals of at-risk youth through a 
standardized questionnaire. 

All recruited youth were evaluated with a baseline questionnaire, completed in 
the classroom, followed up with post-intervention evaluation questionnaires 
3- and 12-months post-baseline to study changes in attitudes, lifestyles, 
behaviors and mental health problems. The questionnaire included: 1) the 
Global School-Based Pupil Health Survey (GSHS), which assesses lifestyles 
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and risk-taking behaviors; 2) the WHO Well-being Scale (WHO-5), which 
evaluates mood (good spirits, relaxation), vitality (being active and waking 
up fresh and rested) and general interests (being interested in things); 3) the 
Beck Depression Inventory (BDI), which measures depressive symptoms; 4) 
The Zung Self-Rating Anxiety Scale (Z-SAS), which measures anxiety levels; 
5) the Paykel Suicide Scale (PSS), which determines suicidal ideation and 
suicidal behavior; 6) the Strengths and Difficulties Questionnaire (SDQ), 
which collects information on emotional symptoms, conduct problems, 
hyperactivity and/or inattention, peer relationship problems and pro-social 
behavior; 7) the Deliberate Self-Harm Inventory (DSHI), which evaluates 
deliberate self-harm behavior; 8) the Young’s Diagnostic Questionnaire 
(YDQ) for Internet Addiction, which measures Internet dependency; 9) 
specific items developed or modified for the SEYLE study, concerning 
reading, music, and Internet habits, as well as coping, trauma and bullying, 
stressful life events, stigma and discrimination, peer and parent-child 
relations, children’s physical health, alcohol and substance use, and future 
outlook. For youth identified as high risk, the program included referral to 
mental health treatment and measures to ensure compliance.

The study received ethical approval from the European Commission as 
a precondition of funding approval. Ethical permission for the project, 
including permission to follow up individual youth, was obtained in each 
participating country through the respective research ethics committees. 
All requirements of obtaining informed consent from youth and parents 
were carefully followed. In order to maintain confidentiality and to allow 
for analyzing follow-up data on individuals, questionnaires included a 
specific code to identify each participant, allowing for data to be collected at 
individual and not only aggregate level.
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Saving and Empowering Young Lives in 
Europe: collection of epidemiological data

Returning to the study of risk in youth mental health, on pp. 64-65, Saving 
and Empowering Young Lives in Europe (SEYLE), a health promotion 
study for youth is summarized. For the full protocol please refer to 
Appendix A. One of the aims of SEYLE was to gather epidemiological data 
about the participating youths’ health, well-being and risk behaviors. A 
large database was created containing demographic information as well 
as commonly investigated health and health-risk behaviors including 
alcohol and drug use, smoking, sleep, nutrition, physical activity, and 
sensation seeking. Further, psychiatric assessments were performed 
including measuring suicidality, depression and other psychopathology. 

Collecting epidemiological data on 
European adolescents: risk behaviors

In a paper published in World Psychiatry (Appendix B), a number of risk 
behaviors were analyzed in association with self-destructive behaviors 
and psychiatric symptoms based on the SEYLE data. The hypothesis of the 
paper rested on the clustering and prevalence of these behaviors varying 
in terms of age and gender and identifiable subgroups suitable for targeted 
interventions. A short summary of the paper appears on pp. 67-68. 

Investigating risk:  
some questions left unasked

Psychological and epidemiological concerns 

The study accounted for in brief on pp. 67-68, allowed for an opportunity 
to access a random sample of school-based youth in 11 countries. 
However, some unanswered questions remain. In lab tests, when youth 
are called on to think about a risky situation, psychological studies 
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Prevalence of risk and 
psychopathology 

High school students (N=12,395; mean age 14.91±0.90, 83 missing; M/F: 5,529/6,799, 
67 missing) were recruited in randomly selected schools (n=179) in eleven countries. 
A structured self-report questionnaire was administered to 12,395 adolescents. The 
data was sourced from the SEYLE database described in more detail. 

The GSHS items were recoded to identify nine areas of risk behaviors: excessive 
alcohol use (drinks at least twice a week), illegal drug use (used illegal drugs at least 
three times during life), heavy smoking (smokes more than 5 cigarettes per day), 
reduced sleep (sleeps 6 hours per night or less), overweight (body mass index (BMI) 
above the 95th percentile for age), underweight (BMI below the 5th percentile for 
age), sedentary behavior (performs physical activity less than once a week), high 
media use (uses Internet, TV and video games for reasons not related to school or 
work for 5 hours or more per day), skipping school (skips school at least once a week 
without being ill or having another legitimate excuse). A dichotomous variable was 
generated for each risk behavior. 

Psychopathological symptoms were recoded to stratify the adolescents into 
dichotomous categories: subthreshold depression (BDI-II score <20 and positive 
on items assessing core symptoms of depression, i.e., sadness and loss of pleasure; 
depression (BDI-II score ≥ 20); anxiety (Z-SAS  score ≥ 60); subthreshold anxiety 
(Z-SAS score between 45 and 59); emotional symptoms (SDQ subscale ≥ 7); conduct 
problems (SDQ subscale ≥ 5); hyperactivity (SDQ subscale ≥ 7); peer problems (SDQ 
subscale ≥ 6), lack of prosocial behavior (SDQ subscale ≤ 4); non-suicidal self-injury 
(DSHI score ≥ 3); suicidal ideation (positive on at least one PSS item); and suicide 
attempter (lifetime history of suicide attempts). All psychopathological measures, 
with the exception of lifetime suicide attempt, referred to the past two weeks. All 
measures regarding risk behaviors and psychopathology were further stratified 
by gender and age. On the basis of the recruited sample, three age groups were 
identified: 14 years or less (n=4,007), 15 years (n=5,350), 16 years or more (n=2,955).

A chi-square test of independence was used to statistically define the differences 
between genders and age groups for socio-demographics, risk behaviors and 
psychopathology. Latent class analysis (LCA) was applied without any a priori 
assumption about the nature of the latent categorization, thus identifying and 
characterizing clusters of students with similar risk behavior profiles. 

The results indicate that the prevalence of risk behaviors and psychopathology 
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among European adolescents is relatively high. Almost all studied risk behaviors 
show an increase with age and most of them are significantly more frequent among 
boys. The only exceptions are sedentary behavior and reduced sleep, which are 
more frequent among girls, who also had more internalizing (emotional) psychiatric 
symptoms, such as depression, anxiety and suicidal ideation.

Three risk groups were identified in the LCA. Individuals who scored high on 
all examined risk behaviors clustered in the "high-risk" group (13 percent of the 
adolescents). The "low-risk" group (58 percent) consisted of responders who had 
no or very low frequency of risk behaviors. But in addition to these two perhaps 
expected groups, a third group labelled the "invisible risk" group, was identified. 
Youths in this group shared behaviors of high media use, sedentary behavior 
and reduced sleep. These behaviors are generally not associated with mental 
health problems and recognized by for example teachers and parents. However, 
adolescents in the "invisible" risk group had similar prevalence of suicidal thoughts, 
anxiety, sub threshold depression and depression as the "high" risk group. 29% 
percent of the adolescents clustered in the "invisible" group that had a high level 
of psychopathological symptoms. While the "high" risk group is easily identified by 
for example alcohol and drug use, parents and teachers are probably not aware that 
adolescents in the "invisible" risk group are at risk.
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have found that they are just as cautious as adults and children. The 
difference between the lab and the real world, Figner and Weber (2011) 
say, is partly the extent to which they involve emotion. Risk has been 
described as a relative concept, and when writing about the increase 
of risk prevalence rates among youth, Jensen (1998) explains that to 
fully understand the magnitude of risk in a given situation the context 
must be known. He argues that the perceived likelihood of personally 
experiencing an adverse health outcome is low and urges scientists to 
obtain citizens’ input concerning relative hazards. Inhorn (1995) faults 
epidemiology for merely identifying behaviors without explaining or 
contextualizing them culturally, especially since there is considerable 
cross-national variation in risk perception and evaluation of hazards. 
The comparability of social and psychological phenomena across 
nations and cultures in fact present many methodological problems 
(Berry, 1980). In this study, eleven countries participated with youth 
from large cities and countryside alike yet there was little attempt to 
consider their perceptions of said risks. The amount of cigarette intake 
per day was the only measurement that was adjusted after concern from 
some of the participating sites that the low threshold suggested by the 
German SEYLE site would put a large percentage of the participating 
youth in their countries in the group believed to be ‘at risk’. 

In cross-sectional studies correlates or variables associated with 
psychopathology are commonly referred to as risk factors, something that 
is both incorrect and misleading (Kraemer et al., 1997). In effect, the risk 
factor needs to precede actual development of the disorder; otherwise 
the term is more appropriate to describe a correlate, concomitant, or 
possibly consequence of psychopathology Kraemer explains. In view of 
such concerns, from an epidemiological perspective, a study over time 
could possibly help elucidate such correlations. Though we stay away 
from turning correlations into causalities in the present study, at times 
the undertones comes close to that kind of assumption and language; 
measuring behavioral variables in relation to psychopathology and 
expecting certain behaviors in this moment to lead the way to pathology 
later on. From an epidemiological perspective, not having more specific 
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individual socio-economic data on the participating youth impede better 
understanding of the relationship of such factors with risk behaviors and 
psychiatric symptoms. 

The risk factors in this study are accounted for by age, gender 
and clustered into subgroups, and subsequently grouped with 
psychopathology. As mentioned earlier, mental health researchers 
oftentimes expect correlations and probable outcomes and to some 
extent the present moment is used to define the future of those studied. 
Calculations based on large-scale datasets about the likelihood of youth 
engaging in risky behaviors and the probability of them developing 
certain psychopathologies may be enforced in everyday settings 
(France & Utting, 2005). In a worst case scenario one could imagine 
that those who do not take steps to decrease their risk behaviors or 
exposure to risk or those who develop health problems because of their 
risk behaviors will be blamed for their ills, or if they are considered 
as potential threats, become subject to monitoring, control and 
intervention by the state (France & Utting, 2005). Yet, though mental 
health research and epidemiology may appear to at times decry the 
individuals studied, Inhorn (1995) claims that “epidemiology does not 
identify and blame the individual for their health-demoting behaviors 
since the data is population-based and explicitly concerned with a 
level of analysis above and beyond that of the individual”. 

From the perspective proposed in this thesis however, the framework 
of unanswered questions needs to be slightly turned, instead focusing 
on which questions were asked, how they were asked as well as 
the questions that were not addressed. Youth are complex, fluid 
and ambiguous and it is a performative category capable of a wide 
range of interpretations and practices beyond a simple risk versus 
non-risk perspective. Risk is not simply calculations of cause-effect 
correlations or probability of future outcomes; by simply focusing on 
such analyses, we stand the risk of not identifying or measuring what 
youth themselves perceive as risk. 
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Risk assessment and the creation  
of at-risk groups  

In mental health research the nature of risk is oftentimes taken for 
granted. In the case of the present study, a wide range of different 
behaviors were considered as risky in the analysis: excessive alcohol 
use, illegal drug use, heavy smoking, reduced sleep, over/underweight, 
sedentary behaviors, high media use and truancy. These risk behaviors 
were identified as such by researching the literature (Eaton et al., 2012) 
and identifying behaviors previously correlated with psychopathology 
(Kokkevi et al., 2012; Saban & Flisher, 2010) while using previous 
calculations of risk and correlations as predictive models. However, 
such risk calculations tend not to acknowledge the role played by the 
subjective perspective on the part of the experts themselves that produce 
such calculations (Lupton, 1999). Risk assessment is not a value-free 
enterprise, yet the calculation of risk is often considered as ‘objective 
facts’ or ‘absolute truths’ in the scientific community (Bradbury, 
1989). So-called objective risk descriptions are constructions of their 
own and have been shown to change over time and when unexpected 
events take place (Latour & Woolgar, 1979); such unexpected events 
could quite simply be new study findings that challenge risks we today 
consider as such. 

Admittedly, as was evident in the discussions during the construction 
of the standardized questionnaire as well as regarding cut-off points for 
the youth ‘at-risk’ to be used in SEYLE, the youth themselves may not 
identify or be able to calculate the level of risk at stake or the future effects 
of such risks, but this did not diminish the hypothetical neutrality of the 
risks stated as such. Even in the conversations preceding the writing of 
the manuscript, when relativizing the risks and scrutinizing the data 
to further understand the perspectives of those studied, the subjective 
probability of health hazards was pitted against the objective probability 
and actual degree of risk (Jensen, 1998). Yet, risks are multidimensional 
and risk-taking can be valued positively as well as negatively (Tulloch & 
Lupton, 2003). The perception of risks and risk-taking are closely bound 
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up with identity-formation (Tulloch & Lupton, 2002), as is particularly 
important in the case of youth. 

The value or worth of identifying an action as risky should be considered. 
The ‘health belief model’ that is often adhered to in mental health 
research and especially important in the fields of health promotion and 
health education in relation to risk perception, considers human action 
as both voluntary and rational; with risk avoidance thought of as rational 
and risk-taking as irrational (Bloor 1995 cited in Lupton, 1999). Taking a 
risk implies intent according to this model, but the intentions are either 
not culturally adjusted for, studied or sometimes even acknowledged. 
The scientists judge risk behaviors as harmful or even dangerous without 
considering the real or perceived benefits (Dake, 1991; Hayes, 1992), 
observed likelihood of experiencing adverse health outcomes (Jensen, 
1998), desire to break the norms (Fischoff & Kadvany, 2011), symbolic 
meanings created in the social world (Lupton & Tulloch, 2002a) or 
previous experience or practice (Boholm, 2003) of smoking, eating 
unhealthy foods, drinking on weekends, playing computer games or 
chatting for hours, skipping school or smoking marijuana occasionally. 

Conflicting interpretations of risk

In fact, the very premise of study needs further scrutiny. It is not clear 
what kind of risk is under investigation in much mental health research:  
Is the aim to investigate youth who engage in risks categorized as such 
by mental health researchers and the correlations with psychopathology. 
Or, is it postulating that youth who engage in risks recognized as such 
by the youth themselves are more likely to develop (or already have) 
psychopathologies? Much of the risk studied takes as point of departure 
that of objective risks and dangers, yet as has been described above and 
as shall be discussed in section IV, what is considered a hazard in one 
historical or cultural context may not be identified as such elsewhere 
(Lupton & Tulloch, 2002b). Of course the interpretations of risk between 
the lay and scientific communities are interrelated and oftentimes 
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overlap, yet the hypothetical risky activities here studied may not always 
be considered as wrong, dangerous, hazardous, or as something even 
being at stake by the individual youth in question. Then, what is actually 
being studied? Is the analysis focused on youth who engage (or not) in 
activities they actually consider as risky or dangerous and then to study 
the correlations of such behaviors? Or is the focus infused with morality, 
measuring youth’s response to activities considered as risky by the 
scientific community and possible correlations and related outcomes? 
As has been stated previously, actions that may be considered as risky 
by scientists are looser in real life, and do not necessarily only relate to  
risk as they are contextual and fluid. Risk decisions do not take place in 
the isolated world of ticking boxes in a standardized questionnaire, but 
needs to be located where they belong: in a particular context infused 
with layers of meaning within contradictory norms and practices.

When the outcomes and probabilities are fairly unknown, as is the case 
with some of the risks clustered in the invisible risk group, behaviors that 
“parents and teachers are probably not aware of ” (Carli et al., 2014) 
and activities that the youth maybe themselves do not consider as risky 
or dangerous, then what exactly is being measured? If the behavior or 
activity is not necessarily recognized as risky, and the actual risks are only 
identified as such and correlated with psychopathological symptoms in a 
latent class analysis, performed away from the real world, then engaging 
in such behaviors is probably far removed from navigating, understanding 
and managing risk in everyday life. Risk aversion has been related to fear 
in numerous psychological studies (Lench & Levine, 2005; Ellsworth & 
Scherer, 2003); then, if the risky activities measured are not considered 
as actually threatening or dangerous to the youth in question, this can 
partially explain why they are not avoided. Of course, as mentioned 
earlier, benefits, likelihood of adverse outcomes, symbolic meanings, 
experience, as well as intended norm breaking also play an important 
function in the consideration and management of risks in daily life. 

Risk and risk aversion as described in qualitative interviews by youth 
who participated in a large randomized controlled trial follow in the next 



 Risk is more than just prevalent

74

section. We here stand in front of the divide between the objective vs. 
subjective view of risk and a more complex view of the matter, inclusive 
of the meanings youth give to events, feelings and performative actions 
in the social world. 

Framing, management and 
prevention of risk in society

By investigating how risk is studied and defined, we are able to reflect 
on how risk decisions are framed and what our priorities are (Fischhoff 
& Kadavny, 2011). Among the priorities of public health research and 
interventions lies the wish to improve health and quality of life by 
promoting healthy behaviors. One way of doing this is to influence 
practices and policies in society. Such strategies attempt to decrease 
uncertainties, but oftentimes have what Boholm (2003) calls the 
“paradoxical effect of increasing anxiety about risk through the intensity 
of their focus and concern”. Designating a population as prone to risk, or 
‘at risk’ often reinforces their powerlessness and marginal status. Lupton 
(1999) describes how children and young people have been singled out 
as ‘at risk’ of a constellation of harms. 

The ‘at risk’ label tends to position groups as particularly 
vulnerable, passive, powerless or weak, or as dangerous 
to themselves or others. In both cases, special attention 
is directed at these social groups, positioning them in a 
network of surveillance, monitoring and intervention. 
(Lupton, 1999). 

As discussed in section II, youth has long been considered a period of 
storm and stress and over time developed into a policy question (Talburt 
& Lesko, 2014) with much focus on what we today group under risky 
behaviors. They are considered as problem prone and are increasingly 
the subject of governmentality (Kelly, 2000). It so may that the 
designation of invisible risk behaviors leads to additional monitoring 
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of youth, even if this is not necessarily the aim of the research. When 
mental health researchers present evidence of for example “what works 
to prevent multiple risk behaviours” in youth, they address themselves 
to policy makers, practitioners and academics, but not directly to the 
youth themselves (Jackson et al., 2012). Methods identified do not 
include the active participation of youth, rather the goal is usually to 
“reduce the exposure of (…) negative influences” through legislations, 
intervention programs and responsible media (Jackson et al., 2012). A 
concern sometimes voiced by mental health researchers and laypeople 
is how to responsibly work with issues relating to risk without facilitating 
the further medicalization of everyday life (Inhorn, 1995)? 

Governmental initiatives to influence individuals into making better 
choices consider the individual to frequently misjudge decisions due to 
inherent biases, irrationality and weak distinction between short-term 
pleasure and long-term benefits (Burgess, 2012). Such initiatives do 
not necessarily lead to consultations and examinations of individuals 
by health professionals, instead Lupton (1995) describes the use of 
mass-targeted media campaigns relying on the individuals to identify 
themselves as ‘at risk’ and doing something about it. According to 
Burgess (2012), the relationships between behavior and health are more 
complex than is proposed in many campaigns and policies, as are the 
connections between risk and benefit to the individual and society as a 
whole. This concept of a danger-consequence society (Japp & Kusche, 
2008), does not allow for the complexity of real life risks and once again 
pit lay-people against so-called objective risks.





IV  

Risk expanded: 

qualitative interviews 

with youth



He knew that the young people 
had changed some of the words to 
the songs. He had scarcely listened 
to the words before and he did not 
listen to them now; but he knew 
that the words were different; he 
could hear that much.
— James Baldwin, Going to Meet  
the Man

Lemon lust mixed with ice cubes 
cuz the feelin strong, lurkin social 
media now the feeling’s gone.
— Junglepussy, Nothing For Me
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The meanings of risk: qualitative 
interviews with 32 European youth

Traveling across four European countries, my colleague Vita Poštuvan 
(VP) and I met with youth in seven different towns and cities in Estonia, 
Italy, Romania and Spain, inviting them to speak about some activities 
that mental health researchers define as risky behaviors. In conversation, 
glimpses of a fluid social world grew, in which these actions take place 
for reasons of sometimes contradictory nature. The risks under scrutiny 
are located between the scientific and real world and consequently the 
question of the relationship between the two surfaced, with an emphasis 
on the significance and consequence of these practices in everyday life. 
For further scrutiny of the relationship between researchers and youth, I 
refer you to the study described at the end of section V, Youth positioning 
in relation to mental health interventions on p. 120. Here, the focus stays 
on the following topics: Which social conditions are expressed and 
performed when doing or acting in a way that is considered risky? Does risk 
contain the meaning of these actions, or is something else at stake when 
performing supposedly risky acts? Which situations can be considered as 
risky, or even protective for the youth themselves, and which practices are 
not necessarily related to such ways of seeing the world? 

Risk in mental health research has been discussed at length in other sections 
of this dissertation, whereas that of protective or healthy behaviors, have 
not. These have, in short, been described as an action, behavior or often 
“characteristic at the biological, psychological, family, or community 
(including peers and culture) level that is associated with a lower likelihood 
of problem outcomes or that reduces the negative impact of a risk factor on 
problem outcomes” (O’Connell et al., 2009). We cannot a priori pathologize 
forms of behavior, be it risky, protective or none of the above. Instead, here 
behavior is considered a response of rational and emotional nature to social 
conditions; with the aim to understand some of these conditions. 

We invited youth who participated in a large-scale epidemiological 
study: Working in Europe to Stop Truancy Among Youth (WE-STAY) 
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— described on p. 81 — to express themselves beyond the structured 
questionnaires. In order to better understand the actions identified as 
risky by mental health researchers, we attempted to pick some of them 
apart in conversation. By speaking directly to youth, we can better 
determine if the assessment instruments used to investigate risk are 
actually capturing this phenomena, and subsequently improve the 
design of such measures (Vogt et al., 2004) and hopefully contribute to 
the conceptualization and content of future research on the topic. 

In semi-structured interviews, the youth spoke about a wide range 
of topics relating to mental health. Here we shall focus on two risk 
categories which are often in focus in mental health research: drinking 
alcohol and skipping school.

Method: transparency of protocol

Qualitative interviews were conducted with 32 randomly selected 
youth in Estonia, Italy, Romania and Spain who had participated in 
the YAM program during the WE-STAY RCT. The four countries were 
selected according to the feasibility on their part to conduct a qualitative 
research study, pertaining to previous permissions of their respective 
ethical committees. The main inclusion criterion was that the youth 
had participated in the YAM program as part of the WE-STAY study. 16 
females and 16 males between the ages of 15-17 (14-16 at the time of the 
baseline WE-STAY questionnaire) were interviewed. The sample size 
was decided on as it was considered adequate for the scope of the study; 
large enough to allow for variability in experience and positioning of the 
adolescents yet small enough to allow for the two researchers to perform 
thorough interviews and extended analysis of the content (Guest et al., 
2006; Morse, 2000).

In order to allow for a more diverse sample of youth in relation to our 
research questions, WE-STAY self-reported rates for skipping school 
were used for inclusion: 25% of the adolescents had low rates, 50% mid 
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Working in Europe to  
Stop Truancy Among  

Youth (WE-STAY) 

The Working in Europe to Stop Truancy Among Youth (WE-STAY) project 
was a Randomized Controlled Trial (RCT) that examined the effect of 
interventions on truancy and the psychological well-being of 9,600 school-
based adolescents (WE-STAY, 2013). The WE-STAY Consortium was made 
up of the following ten countries: Estonia, France, Germany, Hungary, Israel, 
Italy, Romania, Slovenia, Spain and Sweden. 

Skipping school is considered a serious public health problem; however, 
little is known about the short- and long-term outcomes of underlying 
psychological problems. Outcomes and possibility of improving mental health 
through interventions aimed at reducing truancy are lacking. The existing 
studies on truancy are scarce; they all have methodological shortcomings 
that make evaluation of efficacy difficult. Many of the findings are based on 
samples of insufficient size and inadequate sampling. The main objectives 
of the WE-STAY project were to gather epidemiological data on truancy, 
risk-behaviors and mental health among European adolescents; to perform 
school-based interventions aimed at reducing truancy rates and improving 
the mental health of students; to evaluate outcomes of the interventions 
in comparison with a control group from a multidisciplinary perspective 
including social, psychological and economical aspects; and to recommend 
effective, culturally-adjusted models for preventing truancy and promoting 
mental health among adolescents in different European countries. 

The WE-STAY project implemented and evaluated the outcomes of three 
different interventions: a) the ProfScreen screening intervention; b) The 
universal awareness intervention Youth Aware of Mental Health (YAM); and 
c) a combination of both intervention models. A mechanistic intervention was 
utilized as a control group. The efficacy of interventions aimed at preventing 
truancy was assessed by structured questionnaires that were administered to 
students at baseline, 1-month and 12-month follow-ups.
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rates and 25% had high rates of skipping school. The gender distribution 
was 50:50 in all subgroups. The adolescents were selected from schools 
that were randomized as the biggest YAM schools participating in the 
WE-STAY study in each country. Skipping more or less school was used 
as an inclusion factor because the WE-STAY study had special focus 
on this theme and the authors were interested in understanding more 
about skipping school from the youth themselves. 

The creation and use of a semi-
structured interview: the interview guide

VP and myself, together developed a semi-structured interview. Notes 
made by the YAM instructors during the implementation of the program 
in both SEYLE and WE-STAY informed the creation of the interview. 
These field notes from classrooms across all participating countries gave 
insight into themes and queries that surfaced during the program. 

A five-hour focus group was conducted with six adolescents ranging from 
13-18 years old from different schools in the New York area attending an 
after-school program. The aim of the focus group was to develop the 
content and improve the format of the interview, to understand how 
mental health topics and skipping school could best be approached, and 
specifically what kind of language should be used when speaking about 
these issues. In addition to the focus group, a 1.5-hour conversation was 
held with a 16-year old girl in Slovenia who proved very helpful in fine-
tuning some of the language and questions to be posed.

An interview guide was created to allow for comparability of interview 
style between the two researchers carrying out the fieldwork. The 
interview had three main parts and is attached in section VII of this 
dissertation on p. 155. However, as is the nature of semi-structured 
interviews, the process of interviewing was not the same for all. Directions 
included to not transform open-ended questions into closed-ended 
ones (Sofaer, 2002). The guide was structured according to topic areas 
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to create a good flow, starting with clear open-ended questions about  
the content, impressions and recollections of YAM. The questions 
about the program contained query about what the youth enjoyed the 
most and least about the program, the influence on dynamics in the 
classroom, evaluation of the different parts of the program (lectures, 
role-play, booklet, instructors, etc.), general understanding of what 
the program was about and if it was perceived as useful, etc. A more 
detailed description of YAM can be found in section V. Next, an 
association game with mental health vocabulary was used to approach 
studied topics in a different way and to break up the interview format 
a bit. The association game is based on social representation theory, 
which aims to explore meanings we assign to social reality (Clemence 
et al., 2014). Word associations are a useful way to study the meanings 
that people assign to a certain word and here alcohol was included as 
one of these words. Thorough questions on skipping school, including 
questions on the different reasons for skipping school, the school’s 
policy on skipping school, adolescents’, parents’ and teachers’ opinions 
and actions, personal experience of skipping school (first time, why, 
how often, what they do, etc.). Finally, questions were posed about the 
WE-STAY questionnaire.

The semi-structured interviews did not specifically target or assess the 
personal mental health of the participating youth, rather, themes related 
to the understanding of mental health issues. Nevertheless, debriefing 
was done after the interviews with additional help offered if needed. 
None of the participants needed additional attention. 

Fieldwork

The two investigators travelled to two sites each to conduct the 
interviews in the schools (VP to Estonia and Romania and CW to Italy 
and Spain). In each site one translator was chosen based primarily 
on the person’s interest in conducting such interviews with youth. 
Cognizant of Kvale’s checklist for a quality interviewer, we sought out 
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to collaborate with translators who to our knowledge fulfilled as many 
as possible of these criteria, most importantly being good listeners, 
knowledgeable, open and clear in their language (Kvale, 1996). 
Moreover, one of the main authors was able to understand languages 
from two of the participating countries, namely Spanish and Italian. It 
turned out that a large portion (75%) of the adolescents in Estonia and 
Romania understood enough English so that the interviews could be 
conducted in mixed languages. The adolescents were at all times free 
and encouraged to go back and forth between languages and appeared 
to have no problem doing so. However, the translators were very 
important in both understanding and conveying more complex ideas 
and words and to clarify any misunderstandings, or in some cases in 
conducting large parts of the interview. 

The youth were informed of the purpose of the interview and its 
confidentiality prior to agreeing to participate, and those who participated 
all agreed to the recording of the interview for study purposes. The 
actual interview varied in length depending on the person interviewed, 
ranging from about 1.5 to 3 hours in length. The researchers as well as the 
translators took field notes after the interview was completed about the 
school, the environment and impressions from each interview.  

Ethical considerations

The study was covered under the WE-STAY ethical approvals by the 
following ethical committees:  National institute for health development 
in Estonia; Comitato bioetico de Ataneo of the Universita degli studi del 
Molise in Italy; Comisa de Etica Universitatea de Medicina si Farmacie; 
Comité Etico de Investigacion Clinica regional del principado de Asturias. 
The WE-STAY protocol stated that the participating adolescents could 
be invited to take part in follow-up interviews. In all countries parents 
or guardians signed written informed consent on behalf of the minors 
participating. The adolescents were informed about the aims of the 
interview and gave additional oral assent at the time of the interview.
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The interviews were recorded for study purposes only. If the recordings 
need to be shared with anyone outside the research project they will 
be stripped of any identifying information. If needed, the recordings 
will be destroyed after a period of 10 years. The study results will be 
reported on in a completely confidential manner with no data that could 
lead to the identification of a participant. I have decided to refer to the 
adolescents without reference to their gender, age or the country they 
live in, as those factors did not influence the results directly.

Data treatment

Transcription 

All the interviews were transcribed according to written guidelines, 
prescribing the manual transcription of the entire interview, including what 
all participants said and did, including significant pauses, laughing, and 
interrupted speech. Strict notation rules were described. In this manuscript 
(…) signifies a significant pause in speech. The transcribers were urged to 
keep incorrect grammar intact, as well as unusual expressions, sentence 
structure and word-usage to correctly represent the speaker

Translation 

Transcripts were translated into English, keeping the pauses, incorrect 
grammar, and other irregularities. The translations were by no means an 
“improvement” of the language used. In a separate document, translators 
were asked to make note of unusual expressions, incorrect use of grammar, 
sentence structure or any problems they had with the translation. They were 
asked to use more than one word in English in the event that they could not 
find one that corresponded to the original word used. The same notation 
rules as for the transcription were used. Upon completing the translation, 
the person who had participated as translator at the time of the interview 
was asked to double-check the translation, comparing it to the transcript.
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Data analysis

Theory and method 

Grounded theory was used to analyze the data, with the authors 
identifying emergent topics and ascertaining meaningful and broader 
themes (Charmaz, 2004). CW and VP began by breaking down the data 
into component parts as described below, in order to extract as much as 
possible from the material. In the next stage, concepts were identified 
and categories emerged. In dialogue, exploring the relationships between 
these concepts and categories, while constantly referring to the data, and 
contrasting the codes of the two researchers, initial hypotheses came 
about. As such, in parallel to coding bottom-up, a more analytical global 
discussion about the interviews developed over time.  

An internet-based data analysis software for qualitative and mixed 
methods research called Dedoose (Dedoose Version 5.0.11, 2014) was 
used for the coding of the data.  

Coding and analyzing the data

As recommended by Charmaz (2004), the transcripts were initially 
coded “line by line” in order to not lose contact with the data. The 
transcripts were marked into units in the software, following shifts in 
the storyline, in each unit several codes, sub-codes and even sub-sub 
codes were created and/or identified. Themes were found throughout 
the text, staying very close to what the participant, interviewer and 
translator were saying and not adding much analysis or interpretation 
when identifying descriptive words, emotions or even whole sentences. 
All surprises, revisions, and discoveries of misassumptions were coded. 
Beyond the unit breakdown, reflections and categories not necessarily 
close to the text were written down as memos. Such memos often prove 
to be helpful in helping researchers crystallize ideas and not lose track 
of their thinking on various topics (Bryman, 2012). Halfway through the 
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coding of the transcripts, the researchers reviewed the codes together, 
seeing how they could consolidate different words and phrases that 
described similar phenomena. Next, commonalities between codes 
were identified, combining some of them into higher order and more 
abstract codes (Charmaz, 2004). 

Throughout the process, VP and CW discussed their impressions of each 
interview, including the readability and flow as well as general thoughts 
on the circumstance of the interview and the interviewee, in addition to 
noteworthy units and themes. From these discussions, considerations 
for future analysis and significance of certain aspects of the data were 
established. These conversations were also a way of not losing sight of the 
context of what was being said (and coded) as well as keeping the narrative 
flow close at hand during the analytical process (Coffey & Atkinson, 1996). 

At the end of the coding process the field notes, memos, interview 
guide, initial protocols and many of the transcripts were read through 
again in order to confirm the focus on certain themes and to return to 
the data to explore the validity of the theoretical framework described 
in the results. 

Quality criteria of the research conducted

Transparent research requires detailed description of the research 
process while paying attention to reliability criteria as articulated 
by other researchers (Cohen & Crabtree, 2008; Yardley, 2000). As 
delineated in the widely used 32-item checklist for interviews and focus 
groups, the Consolidated criteria for reporting qualitative research 
(COREQ), emphasis was put on describing the sampling method, 
setting and method for data collection, method of recording data, 
description of the derivation of themes and inclusion of supporting 
quotations (Tong et al., 2007). Other important criteria shaping the 
research were; “sensitivity to context” in which the interviews were 
conducted; “commitment and rigour” in relation to data collection 
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and analysis; and “transparency and coherence“ with research 
methods clearly specified and a reflexive stance informing the analysis 
(Yardley, 2000). “Thick description” of the context, as described by the 
anthropologist Clifford Geertz (1973), is foundational in conducting 
reliable qualitative research. Here, we take thick description to mean 
the regular reflexive discussions between the two researchers about 
the data, pertaining to the analysis joint with great descriptive detail 
about the context of the different interviews and schools, including 
sensitivity to circumstance and account of the researchers’ roles and 
bias in relation to the youth in question. Close readings and evaluation 
of the protocols, the interview guide and continuous note-keeping 
throughout the analysis and during meetings in person and over 
video-conference also contributed to the thickest possible view of the 
data at hand. These procedures helped us understand the contextual 
uniqueness of this study while allowing for possible transferable 
findings to surface. 

Results: navigating risk  
In Real Life (IRL)

Though the distinctions between In Real Life (IRL) and experiences 
online are these days quite blurry, the acronym remains popular in 
everyday speech. Here I have chosen to use IRL a bit differently by 
presenting how youth themselves confront risks in their everyday (real) 
lives, be it on- or offline.

In the preliminary analysis of risk IRL, focus lies on two “experience-
near” risks (Geertz, 1983) that all the participating youth relate to in 
one way or another: drinking alcohol and skipping school. Skipping 
school without a valid excuse and drinking alcohol were among the risk 
variables under scrutiny in the SEYLE and WE-STAY studies. Alcohol 
was one of the topics in the association game and we afforded a large 
portion of the semi-structured interviews to the topic of skipping as you 
can see in the interview guide found under protocols in section VII.  
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The accounts reveal how choices are weighed against each other and 
made due to a variety of reasons, some in regards to potential risks, 
others not. Habits and experience inform whether to drink alcohol or 
skip school or not, as do context and sets of values. These conversations 
give us some insight into how assumed risk behaviors are infinitely 
complex for today’s youth and tell stories beyond a simple risky/healthy 
or risk/protective factor dichotomy. The youth are well aware where 
risks are situated and navigate them daily, sometimes in apparently 
contradictory ways. 

Alcohol: what’s drinking all about? 

An air of maturity 

Alcohol was a word in the association game that animated most of the 
participants and very few of them hesitated in sharing their opinions 
and experiences on the topic. There seemed to be little taboo in 
speaking about drinking and an air of maturity permeated what some 
of the youth had to say about alcohol. It is “something that’s not good 
for your health, but everyone drinks in order to have fun supposedly and 
other people to escape their problems and stuff ”. Drinking appeared to 
be a lot about monitoring habits, of others and yourself, and scientific 
knowledge on the matter permeated the conversations. To drink or not 
is about exercising control and about learning your limits: “drinking 
is happiness but also responsibility” and “before I used to drink every 
Saturday with my friends, now I don’t get drunk anymore, it’s too much”. 
They reflect on how much is okay to drink for their health, with social 
acceptability/acceptance in mind and weigh these factors carefully. 
Someone says they “drink a little too much”, while some never drink, 
or “I only indulged once”. Drinking, in these conversations was colored 
by stories of trial and error. Drinking or not, or how much one drinks, or 
when the drinking happens is about former experience.
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It is expected of us!

Yet, drinking is deeply entrenched in youth (and adult) mainstream 
culture in the countries we visited around Europe, and the youth tell 
us about the contradictions at stake: “since it is absolutely forbidden it 
is the first thing that happens”. There is definite temptation in testing 
boundaries, and since everyone else is doing it, why not? Many of them 
would say something along the lines of: “everybody drinks, no one tells 
you it’s [a] good [thing] so you wanna break the rules, it’s fascinating and 
fun”. They point to peer pressure and social acceptability, specifically if 
they themselves do not drink: “People do it cause they think girls will 
like them”, but also how commonplace it is: “the majority in my class 
drinks”. “People are shy by nature and it helps them open up and be 
fun and when they see they can be popular they start drinking more”. 
Drinking can bind people together and allow for new acquaintances 
and experiences. Deciding to drink may pose a risk in the far-away 
future, but more importantly to many of the youth, not drinking has its 
consequence in the present and near future. 

But, there’s a time and place for drinking

Societal codes and norms were discussed in relation to when it is okay to 
drink and what the acceptable reasons for drinking are. There is a time 
and place for drinking, “a glass once in awhile is ok” on “weekends”, 
or just “Saturdays and national holidays”, in fact, “you should [start] 
to think about it if you do it all the time”. Drinking is sometimes 
considered as something not related to risk, but simply a social activity 
like any other: “you should live your life and when you’re having fun 
it’s fine to drink”. Drinking could even be considered a protective 
factor, an accepted way to socialize and to have fun with your peers 
and not be excluded from social contexts. Yet, it is important that the 
fun is not at the expense of you, one of them told us that one should not 
“make a laughing stock of yourself ”. Another risk one runs is that of 
“embarass[ing] yourself and throw[ing] up”, but then again that could 



Risk expanded: qualitative interviews with youth

91

be turned into a good story over time and be used as social capital (for 
or against you). Drinking stories, make for great stories they say, and 
some tell us too. Not drinking you run the risk of losing friends or not 
finding new ones and sometimes the loss is so great that it is clearly 
worth drinking at least a little bit. 

Drinking to forget your problems was again and again brought up as a 
bad reason to drink, a risky one in fact. They told us about older people 
in their towns or families with sad life stories who would drink too 
much: sometimes “older people drown their sorrows” and “there are 
people who get addicted, it’s a balance”. No one wants to be the one 
who drinks too much: “if you continue to get drunk your friends are 
going to say, stay with your bottle I’m leaving (…)”. Hence, carefully 
navigating social acceptability is at times the biggest risk the youth 
describe in relation to drinking. 

We need more information than simply  
“it’s bad for you”!

The role of parenting is evoked by many of the participants, and some 
think that parents are not taking enough responsibility in educating their 
children about the subtleties of drinking; like when it is in fact acceptable 
to drink, or the art of drinking moderately, or how one should act when 
drinking, instead avoiding the topic altogether. “Parents should tell 
you that you should drink water [when you are drinking alcohol], but 
parents don’t cause ‘their kids don’t drink’ (…)”, though of course their 
kids do, one of them tells us. Some of them are more specific about the 
risks one run when drinking: ”parents should tell you to only drink what 
you see on the table and if you’re with a solid group of people so no one 
slips anything into it [your drink]”. Yet, many of them fear their parents 
disappointment and would not want to tell them about drinking, in 
effect doing everything in their power to keep their drinking, and that of 
their friends, from their parents. 
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The experts say...

The youth are well aware of the many risks surrounding drinking as they 
are influenced by the flow of information and public concerns about 
alcohol and how it affects our bodies and health. They worry, and tell us 
that alcohol is “harmful and damages your body” and “it’s a circle (…) 
alcohol, drugs” and in “today’s world unfortunately too many kids are 
attracted to drugs, alcohol and so it is an important issue”. Some of them 
describe sometimes ignoring, or perhaps avoiding, to think about the 
consequences of drinking, especially since examples of people around 
them who drink abound. They tell us that they know about people who 
drink but live to an old age and seem to be happy with their lives. And 
abstaining from alcohol altogether doesn’t seem to guarantee no harm, 
so why not indulge a little?

Skipping school

When deciding whether to skip or not, many aspects, from interpersonal 
relationships, to responsibilities such as schoolwork, parental 
relationships, rules and opinions matter. As do the specific rules and 
regulations of the school in question, relationships with the teachers, 
a person’s ability to catch up with school work, positioning in social 
networks and more. Missing class is about waging the losses and gains 
against each other. 

The art of skipping

Missing school to a large extent concerns navigating the consequences, 
especially in terms of school results, such as grades and attendance 
records, but also about how others, your parents, the teachers and your 
classmates perceive you. Distinctions are made between skipping school 
and sleeping in, which would be to miss the first class but show up for the 
rest of the school day. Certain of the youth interviewed do not consider 
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sleeping in the same as actively leaving a class in the middle of the day 
or not going to school for an entire day, though the attendance records 
will, in most cases, not differentiate between the two. 

There is an art to skipping and it is important not to overdo it. You may 
lose out on materials distributed, or perhaps something important 
regarding an assignment, or an upcomoing exam is being discussed in 
class, and “maybe you cannot recover all the information”. 

It’s about your image to your classmates and your teachers. 
Because when you skip a lot, it, it’s naturally, like naturally 
to say that okay she, he or she is just wasting their time 
and not doing anything and they’re just (...) yeah losing 
it. But when you skip one hour or two per week you [give 
a different] image (...) because you are practically, almost 
always at school. 

Classmates always know if someone is skipping, but some skip so much 
that no one cares any more or expect that classmate to show up. There 
are those who never skip and consider it either a waste, weakness of 
character or simply something they would never consider doing. But 
there is always a difference between those who skip a lot and those who 
perhaps just miss a class once in a while: 

I mean, in my opinion, at the end they are also a little 
bit (...) I mean, they don’t do the duty that has been 
assigned to them (...) I mean, maybe they don’t have 
good character. 

[you] might skip because you dislike the teacher or 
something. And I think (…) they’re just not interested. 
Because if you’re really interested in what you’re doing, no 
matter how little you fancy going to class, or because you 
find it stressful or whatever, you’re going to keep going.
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Maturing and testing boundaries

Often, skipping is described as a maturing process, when they were younger 
and skipped for the first time a majority of the youth who had skipped (and 
most of them had at least once or a few times), described the fear of parents 
and teachers finding out. Skipping then was about seeking out the risk, to 
feel that fear, right on the edge, testing the boundaries. Being younger was 
all about “emotions”, also in regards to skipping; we used to “think less 
but feel more”. These days they reason more and think about previous 
experiences and what the possible outcomes of skipping are, “we are more 
responsible now”. However, some of the adolescents also explain that they 
understand that skipping isn’t so dangerous after all and with experience 
under their belt they explain what it means on an everyday basis. 

Managing school as your work environment

School, as described by many of the interviewed youth, is the work 
environment of youth and skipping hence appears to be considered 
through the lens of managing their working conditions. As with many 
jobs, school brings about a lot of stress and in the association game many 
of the youth speak about school when asked to give their free associations 
on “stress”. Much of their daily lives occur in school, since they were 
small children in fact, and they mention everything from exams, teachers 
and classmates as sources of stress. Small lockers, small food portions, 
teachers with little respect, too much work, exams and boring classes are 
all conditions mentioned as straining. Hence, skipping can be considered 
an activity to avoid stress, at least for now, when you skip, “you postpone 
todays activities to tomorrow” one of the adolescents tell us. 

Skipping doesn’t always mean missing 

Skipping does not necessarily mean you cannot catch up with what goes on 
in class though, one student tells us that “it depends, if you’re interested 
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in that class and you’ve skipped it just because you say ‘Ugh, I don’t 
fancy going to class, I’m leaving’, then you say, what did you do in class, 
and stuff (...) on the other hand, if you don’t go to class simply because 
you don’t want to and the subject does not interest you, then obviously 
it won’t interest you what they did in class”. Skipping today is weighed 
against missing out on something important later on, like an assignment, 
or being punished or not. Deciding which class to skip matters and can 
depend on “whether they’re going to give out study material or not. If 
they are, then I stay”, otherwise I would leave “because in the end you’re 
just sitting”. Some of them told us they used to skip more but now that 
school is more serious and they are older, one of them puts it like this: “I 
skip less this year because I don’t have the time [to]”. This seemed to be 
the case with many of the youth who were studying for their final exams 
like the bachiller in Spain (equivalent of high school diploma). Some of the 
students believe that different classmates have greater or lesser ability to 
miss a bit of school and hence some should be allowed to not participate 
in all the classes, some have it easier in “catching up with classes”. 

What are the consequences? 

Regulations and modes of punishment for skipping are popular topics 
and stories were shared about attendance records of different kinds, 
how attendance was being kept in their school and by specific teachers 
or administrative personnel, exactly how many classes per semester 
were considered as too many to skip in their specific school and about 
parents being informed about their children’s attendance. Opinions 
abound about what the consequences for skipping should be, and they 
currently feel left out from such decisions. Many of them pondered on 
the state of other schools, often considering them as laxer than their own 
because students there “are more serious about going to school”. Every 
school is different and there is much talk and rumor about experiences 
their friends or people they have heard about have from other schools. 
In a neighboring school “they do not need to be forced as they do in this 
school, by a lot of rules regarding skipping, registry etc.”. 
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Skipping sometimes has higher stakes and can directly influence your 
grades and your moving along to the next school year. During some 
periods of the semester or some school years the teachers pay more 
attention than other:

Last year there were warnings for absences, I mean, like 
proper warnings. They sent me one. And it was because (...) 
because I had surgery in December and missed two weeks, 
and for that, I mean – no, I missed a week and I missed a 
bit more later because of more hospital visits I had to do 
and stuff, and they sent a warning to my home, saying: 
‘This is the first warning, on the third one you’ll be expelled’ 
((laughing)). And I’m like (…) I’d presented all the doctor’s 
notes about the operation and such, like. But of course, 
since you have to bring one for every day ((laughing)). 

Yet, records of absence can be worked around. Some of them tell us 
that their parents help them write notes to cover their absences: “Mom 
writes notes when exams are over, she doesn’t care about me going to 
school [then]”. Moreover, we were often told that:

the teachers don’t care because they have very little time 
to focus on students and maybe if they ask if someone 
skipped they get too long answers (…) about stuff they 
don’t care about or have time for. 

To some of the youth, skipping is not so much about self-interrogation 
or thinking about the risks, rather it has become a habit and part of 
everyday life. The students who show up to school but never go to class 
are mentioned, everyone knows who they are. Many believe these 
students will not finish school as they don’t care about it anymore. 
Yet, a few admit to having been one of those students in the past but 
now having moved past that stage. They reflect back on those times of 
bending the rules to an extreme and often describe them being over as 
having to do with maturing.
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What we do? We do whatever

When asked why one would skip school, many different reasons are 
accounted for, the main being to miss or skip an assessment, because 
class is boring, or the teacher is bad, to simply spend time with friends, 
to have time to study for other subjects or exams, because you have a job 
outside of school you have to take care of, or because you need to help 
your parents or friends with something. For the social skipping, one may 
hang out at the local café, walk around the city or just go home when the 
parents aren’t there. Skipping is often described as an everyday practice, 
quite mundane, or a way to make everyday life a little less repetitive. 
Someone says that skipping is “difficult to describe, what do you mean 
what we do? We were doing nothing, whatever, sitting on a blanket, 
doing whatever” and another tells us that whether you skip in a group or 
alone depends on how you feel: 

When I have to, well, when I (...) am tired or something  
I do not do it, I skip alone. But when I’m well [I do it]  
with friends. 

Having a little fun at your teacher’s expense

Certain say that the teachers usually know if someone is skipping but 
“they don’t care about it, the main thing they’re interested in is that 
everybody gets their things done”. Yet others detail how they avoid the 
teachers finding out or how they make up lies to tell the teachers or school 
staff. One student tells us about bumping into a teacher outside of school:  

And I said: ‘I’m going home to get some photocopies’. ‘Ah, 
well, okay, okay’. I didn’t have a bag with me or anything, 
so maybe he didn’t say anything because of that, because 
he’s my teacher and he knows I’m not going to go home 
and stay there. He had class with me later, so if I’d skipped 
that one he would have told me off ((laughing)). 
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Perhaps the teacher wouldn’t notice that the student in question didn’t 
have their bag, but these kinds of situations came up quite a lot in which 
the youth face teachers who would potentially know they are skipping 
another class or who question them about having missed their class at 
some point, but the youth do all in their power to dupe them. They make 
up stories about what they are doing or make sure to show up for the next 
class that day or never to skip that particular teacher’s class again. 

Everyone loves a good story

Many memories were shared with us about skipping with classmates 
to grab a coffee at a café or to hang out with friends from another 
school, or perhaps the first time they ever skipped sneaking away 
from the school premises terrified, or when the whole class skipped 
class together and went to the park (otherwise they would never skip). 
Skipping can bind you together and the adrenaline rush it can bring 
make for good stories. Sometimes it isn’t your classmate who asks you 
to cover for them in class, one student tells us of an encounter with a 
teacher missing class.

Student: you would say, skipping is bad, nobody does it. 
No! It’s a lie, everybody does it, all the school does it, even 
teachers ((laughing))

Interviewer: now you’re talking! That’s a first!

Student: she said that she wasn’t feeling so good. And I 
went home because it was the last class. And before I went 
(…) uhm in another part of the city, and before I went, I 
live in the centre, where there’s a lot of plazas and a lot of 
places to go, something like that, and I went to buy myself 
a coffee because I was really really really tired, and at the 
coffee shop next to me was my teacher, she was a young 
one and she was with a man, I guessed boyfriend, husband, 
something like that and I guess I didn’t know what to (…) 
and I went ((everybody laughing)) is that seat taken? And 
she said it’s ok, it’s fine, of course ((interviewer laughing)) 
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and the moment I left I was like, that’s my teacher! She lied 
to us! But that wasn’t a problem, one hour it’s not that big, 
it was religion or something, so it’s not important

Interviewer: so it wasn’t bad

Student: no, it wasn’t all that bad or something

A decision I make for myself

The difference between valid excuses and skipping is described as: 
“When you skip school you do it for your own sake ((laughing)) that’s 
the difference in my opinion”. Taking the risk of skipping then, is 
something you may be doing for yourself, and not for (or in relation to) 
others, your parents, your teachers, or even to be accepted in the eyes 
of your friends. Youth may sometimes choose to deliberately not “do 
the right thing” and break rules on purpose, defying the standards that 
are set out for them. 

Some reflections on the  
data presented

The accounts are not specified by gender, country or participating school 
as this study did not aim to explore such differences but instead to infuse 
scientific risk categories with (real) life. Moreover, the interviews were 
conducted in schools during regular class hours, something that may have 
influenced the atmosphere and content of the interviews, specifically in 
relation to the questions about skipping school. Importantly, the data 
collected do not allow for exploration of the many structural, cultural 
and political aspects of youth, such as race, gender identity beyond 
the female/male dichotomy, ethnicity, social class, sexual orientation, 
disability, or any other markers of difference. Such markers may directly 
influence the youths’ expressions of their history, expectations, desires 
and thoughts about risk. Of course, such variables do not only influence 
the lives of youth, but those of researchers as well. 
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Risk: let’s problematize it!

Risk as experience

These conversations turn the perspective on skipping and drinking 
alcohol by showing interest in the actual meaning behind these actions 
and practices. Instead of asking how many risk behaviors youth engage 
in, or why, or correlating risk to other factors, an interpretive approach is 
pursued. The meaning of different actions and choices are investigated. 
Risk is here intertwined with habit, choice and with the uncertain. 
Geertz (1983) articulated the “experience-far” versus “experience-
near” risks, with the former being out of the ordinary experience with 
consequences appearing more distant and abstract. Experience provide 
the youth with precedence as they decide how to act in the present. 
Yet, actions are not merely about the choice of an individual but they 
are deeply entrenched in culture, and this is expressed by the youth in 
their rich descriptions of, for example, drinking alcohol or deciding if to 
skip school in light of interpersonal relationships, social acceptability, 
responsibilities such as schoolwork, parents, health concerns, economy, 
and status amongst others. 

Deliberating and navigating contradictions

Youth worry, much like adults they are influenced by similar information 
and concerns about risks in media, schools and other channels of 
information. However, these worries are not the same among all youth 
worldwide and need to be interpreted according to cultural variability. 
And much like other members of society, they notice that life doesn’t 
always turn out as one might expect. In fact, many people who smoke or 
drink a lot, live longer than they are supposed to, and perhaps someone 
they know who is very healthy dies young. As such, expert advice 
about ‘healthy lifestyles’ can sometimes be interpreted as misleading, 
or simply unimportant as there is little guarantee of a protected, good 
or long life. The toll of alcohol on your body, or perhaps the risk of not 
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getting a job later in life because your grades are not good enough, in 
short, the speak of health professionals, the media, your parents or 
teachers, may be hard to digest or even unimportant in what intuitively 
and by habit appears as risky. 

Though a certain self-interrogation pervades the decision to drink or 
skip, some of the youth consider these practices as part of everyday life 
and not necessarily as risks. Drinking and skipping are performed in the 
midst of much contradiction and as the interviews show us, it is perfectly 
common to express an understanding of the risks an activity may bring, 
yet still engage in it. Youth are not ignorant of the risks at hand, instead 
they deliberately ignore certain calls to risk as it actually does not seem 
to matter much in their daily lives. It can create peer allegiances and 
allow for group belonging (Lupton & Tulloch, 2002a). Hence, youth 
may deliberately engage in risk, drinking alcohol for example can result 
in strong social rewards like easing social inhibitions, encouraging 
acceptance from peers and individuals may even enact self-control to 
overcome aversion, fear or distaste for alcohol to gain such rewards 
(Rawn & Vohs, 2011). In fact, going to school day in and day out may 
be expected of youth and look good on paper, but the reality is much 
more complex, and deliberately avoiding certain rules and regulations 
may be a coping strategy or simply a way of life to avoid for example 
over/under stimulation, monotony, boredom, difficult relationships or 
stress. Skipping and alcohol is even considered as quite ordinary and 
even unexciting activities by some of the youth. 

The youth we spoke to are well aware of the climate of unemployment 
across Europe, certain with parents who lost their jobs, and some of 
them even said that there is really no point to studying if it will not lead 
to a job in the end. Youth today face a discontinuity between the years of 
preparation and experimentation for adult occupation and participation, 
and there is an absence of assurance that society can provide the place 
for one to actually practice adulthood (Fuchs, 2011).
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Control and pushing the norms

The ways youth here refer to skipping by using the language of school 
regulations is revelatory. This language prescribes ways of talking and 
thinking about the risks of skipping while excluding other ways. The 
greatest risks when drinking or skipping are those of being ‘found out’ 
by adults around them and any potential punishment that ensues, or the 
social embarrassment that drinking can bring about. Drinking to forget 
or postpone your problems are not considered as socially acceptable and 
one’s self-image is always important in relation to drinking or skipping 
(too much or in a way that isn’t conventional). Hence, social control and 
punishment are perhaps the most important themes when considering 
whether to skip or drink. Yet, it appears, sleeping in and missing class 
every once in a while does not cause the same concern, as it is framed 
more as a ‘right’, at least every once in a while. 

Risk is highly contingent on personal experience and many of the 
adolescents add a developmental twist to their stories of skipping or 
drinking over time. Perhaps they perceived the risks as higher when 
they were younger but now, as they are more mature, they know better 
how to skip and drink more wisely and perhaps also more moderately. 
Rejecting norms of the majority culture is common, but in fact, since 
most youth around them engage in these activities, the question of norm 
breaking appears to be less important. Youth look to adults, and much 
like they are taught, they try to mature, they drink alcohol comme il faut 
and similarly to many adults who sometimes call in sick when they are 
actually not, the adolescents decide to skip once in awhile. 

Risk versus quality of experience

A normative ideal of a risk-free youth permeates mental health 
literature. Though, of course, few of us would admit to not having 
engaged in risky behaviors, as adolescents or adults. Such practices 
are performed in the intersection of individual, sociocultural, moral 
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and political frameworks. It is unlikely that someone purposely would 
avoid a potentially pleasurable activity if they perceive no risk in doing 
so. Moreover, as we see in these interviews, simply perceiving risk may 
not be a reason to avoid an activity, instead the benefits and severity 
of different negative and positive outcomes are weighed. To drink 
alcohol may be against the law for some of the youth we spoke to, yet 
the immediate risks one runs when drinking seem to be quite low in 
their eyes. Skipping school is about navigating rules and regulations and 
making choices about priorities. Hence, risk is often a wager of assessing 
losses and gains and here lies a whole field of study to be considered. 

Bringing qualitative experience into 
quantitative territory 

Examining empirical data through semi-structured interviews assist 
us in revisiting assumptions that form the basis of some youth mental 
health research. By bringing qualitative analysis where quantitative 
study is traditionally conducted, I attempt to show that risk is shaped by 
social relations, experience, societal norms and structures. The wish is 
not to discount personal responsibility and accountability, but simply to 
place risk behaviors, and how they have been studied, in a larger context. 
The current study does not allow for an analysis of most of the factors 
mentioned above, including the influence of political and economical 
structures on the risks or dangers we face in everyday life. However, as 
was pointed out in section II, there is a history of considering youth as 
a group ‘at risk’, and even to pathologize youth because of their position 
in society and their age. The risk behaviors commonly under scrutiny in 
psychiatric, psychological and epidemiological studies are oftentimes 
similar to those historically studied when youth were considered as 
problematic members of society that needed to be controlled and 
watched over. Allowing youth in mental health research to break out of 
the narrow frameworks of adolescents as problem-prone or deviating 
from the developmental path set out for them will benefit our study. 
Further analyzing different actions, beyond those labeled as risky, 
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could give youth the opportunity to evaluate their actions and actively 
point us to situations they consider to be risky or dangerous. Perhaps 
this could even direct us to events in which youth act in a way that they 
themselves consider as lowering their quality of life or with no apparent 
secondary gain. 

Reflections beyond the risk/
protection paradigm

Risk is frequently opposed to being safe, protected, or that of protection, 
protective factors, or at times to health. According to the anthropologist  
Paul Rabinow (2007), this hierarchical order wishes to discredit what 
is thought of as risky. In fact, it suggests that there is a clear choice 
between a secure state of affairs and one that is not. It would then 
be difficult to understand how anyone could choose the undesirable 
conditions rather than the desirable ones; Why would an adolescent 
drink, have unprotected sex or skip school if they know it puts them at 
risk? If wishing to be safe, or “choosing security”, is a “fool’s paradise”, 
another way to examine risk is to shift the focus from a quest for security 
to that of possible future loss (Rabinow, 2007). It is here that the ‘real’ 
risk lies, the link between a potential loss and a string of decisions that 
might lead to it, to quote Luhmann: “the risk of decision” (Luhmann in 
Rabinow, 2007). How much choice do we really have? In the end, there 
is no risk-free behavior. Depending on our actions there is always a risk 
of loss in the future, while not acting also carry its consequences. 

The literature of youth mental health, puts risk in a binary opposition; 
either you engage in risky behaviors or you choose a more healthy way. 
However, inserting a third category beyond the risk/health binary is 
helpful in understanding how real life can actually play out: one may 
choose neither. Doing nothing is also doing something and it provides 
the conditions of possibility for doing something according to Ahmed 
(2010). Not drinking or not skipping is of importance, and not merely 
because it is the opposite of drinking and skipping. By treating risk in 
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isolation while neglecting its broader context, we fail to see the texture 
and qualitative difference in how people experience drinking versus not 
drinking (or skipping versus not skipping), and that one may quite easily 
switch from doing the one to not doing the other (Ahmed, 2010). 
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Mental is like, I can’t explain, 
physical is what you can touch and 
feel but mental is thoughts and 
internal things.
— Girl interviewed

Each moment is like this - before 
it can be known, categorized 
as similar to another thing 
and dismissed, it has to be 
experienced, it has to be seen.
—Claudia Rankine, Citizen, an 
American lyric
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Mental health promotion 

Beyond the collection of data on youth, mental health research is 
committed to the prevention of mental disorders and mental health 
promotion programs for youth. The WHO’s (2015) definition of health 
promotion acknowledges determinants of health that are embedded in 
social structures beyond the individual’s control, in addition to those 
factors over which the individual may have control. This definition puts 
emphasis on individual as well as community empowerment to address 
both types of determinants. Stigma is considered an important factor in 
the neglect of mental health and also plays part in the discrimination of 
those with mental disorders and the violations of their rights (Susser & 
Patel, 2014; Pickenhagen & Sartorius, 2002; Thornicroft et al., 2007). 
Culturally sensitive and well-targeted efforts have been employed to 
alter perceptions of mental health and influence the conversation about 
such issues in society (Hegerl et al., 2003; Hoven et al., 2009; Jorm et al., 
2005; Paykel et al., 1998; Regier et al., 1988; Titelman & Wasserman D, 
2009; Westerlund & Wasserman D, 2009). 

Youth Aware of Mental health (YAM) is a mental health promotion program 
for youth focused on the awareness of mental health through play and 
discussion. The theoretical background of the program is here presented 
along with brief information about content and method. Next, the efficacy 
of the program is demonstrated with a summary of results from the SEYLE-
RCT, a multi center cluster-randomized controlled trial of 11,110 students 
in European schools. The study shows that YAM effectively reduced the 
number of suicide attempts and severe suicidal ideation, described in 
brief on p. 118 and published paper attached in Appendix C. However, 
YAM relies heavily on the active participation and personal engagement 
of youth. It is a program that boosts emotional intelligence, includes role-
play and learning about mental health, emphasizes empathy, listening 
to and helping your peers; all components that can quite possibly be 
challenging and vary depending on the circumstance. We wondered, what 
was the response of the participants, beyond the success of the program in 
decreasing suicide attempts and suicidal ideation? 
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YAM was created by public mental health researchers and is based 
on common psychiatric and psychological concepts and categories. 
As a creator of YAM, responsible for producing the materials and 
developing the methods, including writing the manual and training the 
YAM instructors, over the past few years I have worked with improving 
the program. Speaking at length with YAM participants and instructors 
across Europe has informed my practice beyond the drawing table and 
office chair, helping me to fine-tune the content and delivery to fit 
youth and to create a YAM instructor training that reflects the diversity 
of the participants. 

An initial qualitative effort was made to investigate the successes and 
failures of the program implementation by interviewing the YAM 
coordinators in the SEYLE study. You will find a brief description of 
this study on pp. 121-122, and find the published paper in Appendix D. 
Next, a more open-ended inductive research study was conducted by 
interviewing some youth who had participated in the YAM program. This 
research resulted in the study of the positioning of youth vis-à-vis mental 
health interventions and researchers and is described at the end of this 
section starting on p. 120. These qualitative studies were conducted in 
the quest for description, texture and experience beyond the cause-effect 
relationships that epidemiological data provides us with.  

Youth in the present moment

In mental health research, particularly in preventative and health 
promotion work, focus is on a risk and protection based model. 
Sometimes the risks appear so great that one would almost imagine 
the youth to navigate through a minefield filled of temptations and 
dangers, of Vodka Red Bulls and cheap wine, joints offered to them 
from strangers, riding in cars with drunk drivers and skipping class to 
have unprotected sex. Yet, as we have seen in previous sections of this 
dissertation, the meaning of risk is not always the same and risks are by 
no means simply negative. 
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YAM: youth in play and dialogue

Youth Aware of  
Mental Health (YAM) 

YAM is a program for 14-17 year olds promoting increased knowledge and 
discussion about mental health and the development of problem-solving 
skills and emotional intelligence. The program offers a hands-on and non-
judgmental approach to everyday problems youth face in school and beyond. 
Mental health issues such as stress, crisis, depression and suicide are explored 
through role-play, reflection and discussion. Youth learn from each other and 
are encouraged to practice empathy and solidarity. All participants obtain 
an instructive booklet, Affect and improve the way you feel, covering a range of 
mental health topics and information about health and support resources in 
the community.  
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In YAM, scientific assessments of risk or mental health are not pitted 
against the everyday experiences and meanings of the participating 
youth, instead these are both up for discussion in a rich and context-
based program. YAM, attempts to put youth in focus, not for being in 
and of trouble, or needing to be taught how to properly act, but instead 
emphasizes reflection on the present moment and a less linear idea of 
human growth. When developing YAM, we purposely wanted to step 
away from the risk versus protection model of mental health (Mrazek & 
Haggerty, 1994; Resnick et al., 1997) and instead engage in a discussion 
with youth about the situations they face in their everyday lives. 
Attempting to break with the history of mental health research and 
practice described in section II, YAM does not aim to change youth into 
becoming better citizens and contributors to society. By focusing on 
the problems important to the participating youth, YAM invites debate 
and a more fluid approach to mental health topics through role-plays 
picked and enacted by the participants. Based on empathy building and 
finding solutions as a group, the YAM youth reflect and analyze their 
actions through play and dialogue By discussing different responses 
to problems, the participants learn that that they, as individuals, are 
not alone responsible for solving their problems and that they can help 
themselves and others around them to feel better. 

A supportive platform for experience and discussion

The reasons for creating mental health promotion and prevention 
programs and their methods vary quite a lot. YAM is a program for all 
kinds of youth and was created with this heterogeneity in mind. The aim 
is not to reform an at-risk population. Its flexible nature allows for the 
contextualization of youth in social, political and relational contexts 
beyond sheer markers of biological age and difference (Talburt & 
Lesko, 2014). Evidence in stigma research supports starting from “what 
matters most”  within a particular group in order to effectively combat 
stigma (Susser & Patel, 2014). The YAM instructors are instructed to 
allow discussions to blossom and not intervene too much, acting mostly 
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as mediators, summing up the content of the role-plays and discussions 
in an intelligible and supportive way. With focus on the issues important 
to the participants, YAM encourages debate and a more fluid approach 
to mental health topics. Learning and listening actively to each other, 
a climate of empathy and support is fostered. Building on resources 
in the community and the connection of individuals and schools with 
such organizations, YAM should not leave any individual adolescent, 
parent or teacher feeling burdened or isolated. The program relies on 
rigorous planning of identifying suitable and cooperative resources in 
the community in mental and general health, alongside organizations 
working with youth rights and empowerment that can be contacted in 
case of need. 

Genesis of YAM

YAM was originally developed for SEYLE and modeled on previous 
universal school-based programs in schools in Stockholm, Sweden in 
the 1990s (Narboni & Wasserman D, 2000; Ramberg & Wasserman 
D, 1995; 1996; Ramberg et al., 1999). Role-play stands at the core of 
the program, as a powerful tool to explore and transmit knowledge 
and experience. Play offers the possibility to see and think about 
contradictions of the past, present and future in ways that allow for 
different forms of action (Snaza & Weaver, 2014). In YAM we do not try 
to teach youth to be docile, better in school and emotional control or 
academic achievement are not monitored, instead the program departs 
from the idea of empathy, learning to listen to your peers and accepting 
that there are many solutions to different problems.

The three hour-long role-play sessions are filled with content chosen 
by the participating youth themselves. Though methods and efforts 
to solve problems are discussed, no specific set of skills or rule-based 
discipline are propagated to promote improved mental health and 
reduce social conflict (Boler, 1999). The program allows for a multitude 
of outcomes, depending on the participating group and individual. 
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YAM does not expect the youth to become resilient to mental health 
problems, optimistic about the future, or confident that they can solve 
any situation. Reflection stands at the core of YAM and runs through 
the experiential components of the program as the youth discuss and 
compare their different perspectives and experiences. 

YAM departs from a small place, the classroom in which that particular 
program is taking place, and every context influences the program to 
take a slightly different direction. The limited time and flexibility of 
the program, could potentially be one of its successes, since YAM does 
not look to change the participants ways of life, instead simply offering 
them discussion and advice and perhaps some tools to consider if they 
confront mental health problems in everyday life. 

 Risk in YAM

In the program, instructors are taught to pay attention to and respect 
the collective and personal meanings of risk. Risk-taking is both future 
oriented and goal directed (Lightfoot, 1997). The YAM instructors 
approach risk as serving a variety of functions highly dependent on 
circumstance. It is considered as “interpretive activity, as meaningful 
action, as experience” (Lightfoot, 1997). Different perspectives surface 
in each YAM program and the idea of risk as defining one’s sense of self 
and one’s relationship with others often turns out to be very important. 

YAM: a hands-on approach to 
mental health empowerment 

and solidarity

YAM brings different learning methods together with the fundamental 
components of the program being as follows: Five interactive sessions 
that are one school hour each, with three role-play sessions at the core, 
backed by one opening and one closing session. 
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Figure 1. YAM timeline 

In a non-judgmental atmosphere, confi dence and knowledge about 
mental health is boosted. Through conversation and active play, protective 
factors beyond pre-mediated adult standards take form. Learning from 
both a professional and each other through a mix of cognitive, emotional 
and experiential learning the personal experiences of the participants 
infl uence the content. Role-play off ers tools to explore situations that 
could otherwise appear threatening or diffi  cult. In play, youth train to 
feel empathy, to understand other people’s perspectives and to stand 
up against peer-pressure. An important takeaway of the YAM program 
should be that it takes time, patience and practice to understand what 
works best for each and every one of us in order to feel better. 

Method and content: in brief

The YAM materials are pedagogically designed to convey information 
about mental health, coping strategies and emotional intelligence while 
at once not overwhelming the participants with too much information. 
In addition to the YAM sessions the themes are communicated through 
physical and visual materials as seen below. All participants are given a 
booklet to keep that contains age-appropriate straightforward 
information describing the topics of the program, functioning as a 
reference for the participants while also containing information about 
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backed by one opening and one closing session. 



YAm: YOuth IN PlAY ANd dIAlOguE

116

where to seek help in case of need. For the duration of the program, six 
posters covering the main themes of the program are hung on the walls. 

Figure 2. YAM materials 

1. Booklet 2. Posters 3. Selected slides for the opening session 

4. Dilemma cards for the fi rst role-play session

YAM consists of a combination of cognitive, emotional and experiential 
learning. The opening session, a kind of lecture based on a series of images 
is of interactive emphasis, stimulating cognitive processes. The three role-
play sessions are designed to integrate cognitive perceptions with emotions 
in order to work through the process in an expressive and experiential way. 
In these sessions adolescents get to enact diff erent diffi  cult situations they 
pick or come up with and think about how they would actually react or act in 
such a situation in real life. The role-play sessions cover the following three 
themes with the content ultimately decided on by the participating group: 
1) everyday choices and the outcome of one’s actions, 2) becoming aware of 
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one’s feelings and how to manage stress and crises situations, 3) listening 
to others and speaking about depression and suicidal thoughts. The closing 
session serves as a rundown of the themes brought up in the other sessions 
and the cognitive processes take center stage again. The closing session is 
very contingent on the climate, questions and concerns of that particular 
group and is used to summarize their specific YAM experience.

Validity, strengths and weaknesses 

The quantitative evaluation of YAM’s effectiveness, summarized on 
p. 118 and found in Appendix C, has several strengths. First of all, RCTs 
are the golden standard for evaluating the effects of interventions as it 
provides the best method to control for confounding factors. Moreover, 
the methodology of SEYLE was highly standardized and included 
protocols for quality control of the fidelity of the interventions and of the 
collected data. Last but not least, it was possible to recruit a very large 
sample of youth which is a requirement when the objective of the research 
is a relatively rare outcome such as suicide attempts. Of course, strengths 
often correspond to weaknesses. The main limitation of SEYLE is that all 
data were collected through self-report. This is commonly done in large 
studies in public health because it is the only feasible way to gather data 
from such large populations. Even if it has been shown that self-report 
data have high validity, we cannot discount memory bias and that some 
questions might have been misunderstood by some or that others might 
have preferred not to be honest in answering the questions. Moreover, the 
effectiveness of the interventions was not compared to a plain control but 
to a minimal intervention due to ethical reasons. The minimal intervention 
might have had some effects in preventing suicide attempts and this might 
have affected the results. Notwithstanding these limitations, greatness in 
power and meticulous statistical analysis has lead to important findings 
about youth mental health outcomes.  

Statistical relationships reveal connections between factors and outcomes 
and provide possibilities for effective intervention (Prussing, 2014) with 



118

YAM: youth in play and dialogue

YAM: preventing suicidal 
thoughts and attempts  

The effectiveness of YAM in reducing suicide attempts and severe suicidal 
ideation was evaluated in a large RCT within the framework of the SEYLE 
project (see box on pp. 67-68 for a summary and Appendix A for the full 
protocol). A sample of 11,110 adolescents (mean age=14.9) was recruited 
in schools across ten European Union countries. Schools were randomly 
assigned to one of three active interventions or to a control group. 

 The primary outcome measure was the number of suicide attempt(s) made 
by the 3-month and 12-month follow-up. Analysis included all adolescents 
with data available at either points in time, excluding those who had ever 
attempted suicide or who had shown severe suicidal ideation during the 2 
weeks before baseline. No significant differences between intervention 
groups and the control group were recorded at the 3-month follow-up. At 
the 12-month follow-up, YAM was associated with a significant reduction 
of incident suicide attempts (odds ratios [OR] 0·45, 95% CI 0·24–0·85; 
p=0·014) and severe suicidal ideation (0·50, 0·27–0·92; p=0·025), compared 
with the control group. 14 pupils (0·70%) reported incident suicide attempts 
at the 12- month follow-up in the YAM versus 34 (1·51%) in the control group, 
and 15 pupils (0·75%) reported incident severe suicidal ideation in the YAM 
group versus 31 (1·37%) in the control group. No participants completed 
suicide during the study period. These results show that YAM was effective 
in reducing the number of suicide attempts and severe suicidal ideation in 
school-based adolescents and underline the benefit of universal suicide 
preventive intervention in schools.
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the goal of improving individual and population health (Lynch, 2006). 
However, it is common that greater attention is given to biological pathways 
than to possible social antecedents such as contextual perspectives, social 
disparities or explicit discussions of race in epidemiological studies 
(Prussing, 2014). Advocates within the field of epidemiology call for more 
contextual approaches that clearly conceptualize the social, cultural and 
environmental settings in which adverse exposures emerge and interact 
to produce population patterns in health outcomes (Krieger, 2011). 

Exploring the field: texture and 
quality of the YAM experience

The findings presented above has generated many more questions, 
as they should. I wonder, what do the results described actually tell us 
about YAM and the youth who participated in the program? It has been 
argued that quantitative data possess an artificial sense of precision and 
accuracy (Bryman, 2012). Bryman details Cicourel’s (1964) critique of the 
quantitative measurement process that operates under the presumption 
that members of a sample responding to a questionnaire will interpret key 
terms in a similar fashion. Cicourel further argues that simply providing 
fixed-choice answers creates a distance between research and everyday 
life. What youth think, know and how much they care about mental health 
topics will differ greatly, as will their understandings of the questions. There 
are many parameters that matter when designing a quality measure, such 
as the understanding of the construct and population being studied, and 
recognizing the interaction between the two (Vogt et al., 2004). It is standard 
for researchers in epidemiological studies to make use of assessment 
instruments that have not been created with or tested on members of that 
specific population (Vogt et al.,2004), and in this regard the SEYLE study 
was no different. One may then wonder, to what extent do the answers of 
the youth actually relate to or reflect their everyday lives?  

Qualitative research can help widen the perspective, both when conducted 
independently and in conjunction with quantitative studies. In fact, 
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when different research methods approach similar topics and subjects, 
perhaps more informed research shall follow in the long-term. In the 
context of topics that relate to youth mental health, interpretations of 
certain concepts, and a more textured account of experience beyond 
cause-effect relationships are lacking. Qualitative research can do 
a lot to elucidate the meanings attributed to events, behaviors and 
experience. Below follows additional insight into the YAM experience as 
told by the YAM youth and coordinators. In the summary on pp. 121-122,  
the point of view of the YAM study coordinators is summarized and the 
published paper can be found in Appendix D. In the article, YAM is referred 
to as the “awareness program”. Below, in the text, follows the study of youth 
positioning vis-à-vis mental health topics, interventions and researchers.

Youth positioning in relation to mental 
health interventions — qualitative 
interviews with YAM participants 

The role of youth in mental health research

Over the past few years, in different capacities, I participated in the 
implementation of two large multi-center research projects in Europe 
(Carli et al., 2013; Wasserman D et al., 2010; WE-STAY Report, 2013) that 
have been described earlier in this dissertation. Working for several years 
to conceptualize, prepare and implement these two large RCTs that focus 
on the mental health of youth, and later by presenting results in more than 
twenty publications (Balazs et al., 2013; Barzilay et al., 2015; Brunner et al., 
2014; Carli et al., 2014; Cotter et al., 2014; 2015; Durkee et al., 2012; Fischer 
et al., 2012; Kaess et al., 2013; 2014; Kelleher et al., 2012; 2013a; 2013b; 
Ruutel et al., 2014; Sarchiapone et al., 2014; Sisask et al., 2013), the youth 
remained surprisingly absent throughout the process. Of course, many 
thousands of them participated, to be exact 12,395 in SEYLE and 11,186 
in WE-STAY. Yet, the youth, as often is the case in large-scale research 
endeavors, had to wait at the periphery until the study protocol was set and 
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Lessons learned from  
the YAM instructors

In a descriptive study all coordinators of the SEYLE YAM program answered an 
open-ended evaluation questionnaire at the end of the project implementation. 

Nuance and flexibility in the classroom 

The coordinators, who were also YAM instructors, told us that the program 
cultivated peer understanding and support. The participating youth not only 
learned about mental health, but the majority of them also greatly enjoyed 
the experience. The major strength of YAM as proclaimed by the coordinators 
is its’ subtlety in content and execution. When addressing sensitive issues 
such as mental health, risky life-styles and suicide, it is important not only to 
be cautious and sensitive to cultural differences, but also personal histories. 
Awareness programs for youth that are both effective and culturally adaptable 
need to be carefully developed, considering attitudes towards suicide and 
mental healthcare in general. 

A preventive effort specifically tailored for youth needs to be thorough in its 
approach; yet open to flexibility, allowing the youth to express themselves 
freely in a safe environment. YAM is highly contextual and the feedback 
from the coordinators shows that the local context significantly influences 
the outcome of the program; every classroom is different, and consequently 
flexibility is central to a successful implementation. 

The coordinators feedback helped us put together a list of important points 
for future programs of this kind:

• Prepare a well-structured program with clearly defined aims, but 
allow flexibility and an individual approach.• More time should be allocated 
to the variety of topics raised and to role-play and discussions with at least an 
additional five hours added to the program, resulting in a ten-hour program.

• Instructors need to have proper professional background and training, 
but also certain personality traits (e.g. openness, ability to listen and make 
quick decisions) help to create a safe environment. 

• Topics should be addressed in a way that gives an opportunity to develop 
problem-solving skills and empathic attitude whilst creating an enjoyable 
and inspiring experience. Difficult topics should not be avoided, rather need 
to be addressed with care and close involvement of the participants. 
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• The key messages need to be disseminated through different materials 
and tools of interaction.• Cooperation, understanding and support from 
stakeholders are crucial for success; the school system is the most effective 
system to use. Therefore, logistical issues (schedules, size of group, etc.) need 
to be tailored according to the needs and available resources. 

• Evaluation of the program should be done with pre-post assessments 
and also with process- evaluation. 

A challenging and welcomed diversion  
to the school environment 

YAM was developed for SEYLE and thus with a large heterogeneous 
group of youth in mind. The main goals, to increase general mental health 
awareness whilst encouraging youth to help their peers, develop empathy 
and solidarity and to self-recognize the need for help, were, of course, very 
ambitious. In such large-scale efforts, it is difficult to ensure that the needs 
of all participants are addressed and that all topics raised are adequately 
explained and actually understood. However, reports from the SEYLE sites 
in eleven European countries show that the role-play sessions and ensuing 
discussions were a welcome diversion from ordinary classes and a good tool 
for communicating knowledge and diminishing stigma. Different from many 
other school endeavors, the program engendered understanding between 
students, encouraged peer support and allowed the classmates to get to know 
each other better
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they were invited to participate. Standardized questionnaires invited them 
to answer questions about all kinds of behaviors they are likely to engage 
in, moods they may experience, everyday choices they have to make, all in 
the quest to better understand who the youth in Europe are and what they 
are up to in the twenty-tweens. Next, during the analysis and interpretation 
of results, the youth were once again not approached. Of course, many of 
the researchers have extensive expertise from working with adolescent 
populations, and there is no doubt that many of the research questions 
asked and interventions created for the study worked well to address 
adolescent mental health (Wasserman D et al., 2015). 

We therefore decided to speak directly to some of the youth that had 
participated in the WE-STAY YAM in order to inform the data collected 
and analyzed until now. Below I present the analysis conducted by VP 
and myself.

Method

Please refer to the method described in section IV on pp. 80-88. The only 
difference in methodology is that in this study, the youth are referred to 
by gender to facilitate the reading flow as there are many quotations; 
and as a factor perhaps to be considered in future analysis. 

Results: Mental health — youth and 
researchers communicate

Breaking the transcripts into meaningful parts and allowing for codes to 
surface, certain patterns emerged over time, while others disappeared 
the deeper into the coding we got. Over time we noticed that the youth 
tended to navigate towards a few distinct positions in relation to mental 
health topics and their memories and impressions of the YAM program. 
In the figure below, the interplay between the adolescents’ response 
to and interest in the interview, their experience of the YAM program 
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and the interviewers’ intent and means of interacting with them is 
illustrated. The active positioning of the youth vis-à-vis mental health 
and participating in an interview about such topics stands to the left of 
the figure and will be described in more detail below. The associations 
between the positioning, the kinds of responses and the interviewers’ 
methods are not linear and there is no real intent to speculate about 
their causality. Nevertheless, a few central patterns were observed 
during the analysis, originally relating to how easy or difficult it was to 
conduct the interviews. 

We all have favorites: “Interested”

While discussing the interviews we realized that among them were 
some that made us feel happier and more at ease both as readers 
and researchers, simply put, they flowed better. These were the 
interviews in which the interviewer seemed the most content and 
where the interviewees were comfortable enough or cared enough 
to take the time to speak about themselves, at times even open up 
beyond our expectations, and who clearly had the experience and 
vocabulary to do so. Many times these were youth who voiced an 
interest in “psychology”, or who “talked to their friends about these 
things [mental health, emotions etc.]” and who with ease used many 
of the YAM buzzwords: stress, depression, bullying. Besides, many of 
them told us they help their friends when in need. At the time of the 
interview, these adolescents sometimes became our “favorites”, as 
they were easy to speak with, already with some fluency and training in 
the language we use, oftentimes providing a relief from previous more 
difficult interviews. These adolescents, referred to as “interested” in 
the figure were without any problem able and willing to answer open 
questions and hold up a conversation without much interference on 
our part. When giving their opinions on YAM they oftentimes would 
break down the program, telling us what they liked and didn’t like, or 
what parts of the program worked for what kinds of young people. One 
girl explained it like this: 
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Figure 3. The interplay of positioning, response and method between youth and interviewers
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It’s good to have these booklets, because you can read it 
too, but I think it’s good to talk, also. It’s very important 
that you can and know how to talk, because everyone 
knows to ask, but nobody knows (…) I mean nobody 
(…) lots of people don’t know how to say something like 
ahh to express themselves in a better way or to try to 
communicate, they just talk (…) it’s hard to find your voice 
to fully express them [emotions]. I think that.

Let silence speak: “Not my topic”

Some of the other youth, however, had a harder time not only with 
YAM but also with our interview. It appears that when the agenda 
of mental health is set it was difficult or not of interest for some to 
actively participate. These adolescents, grouped under “not my topic”, 
were not used to talking about emotions, not fluent in mental health 
vocabulary, perhaps they had no personal experience of the topics, did 
not care, were indifferent or the topics were too abstract. It is possible 
that these young people would prefer to express their thoughts on 
mental health in a different way than proposed by us, that is, verbally 
and with unknown adults, who happen to be professionals in mental 
health at that. 

Sometimes these interviews made us feel inadequate or ill at ease; they 
were usually quite difficult to conduct as the adolescents weren’t very 
talkative and oftentimes they were shorter than the other interviews. 
Over time as we stayed with the material, refusing to give up on these 
seemingly data sparse interviews, their importance became increasingly 
clear. These were youth that we did not hear at first, because they did 
not use many words that we could put into meaningful units per se, 
however; the coding of long silences, prompting and leading questions 
of the interviewers, as well as many “yes” and “no” answers tell a story 
beyond verbal clues. Besides the uneasiness with the interview setting, 
the YAM program did not speak to them. Therefore, the interviewers 
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were more often adding additional explanations to the questions, 
looking for clues from non-verbal signs, were not synchronized with 
the interviewee and would sometimes appear pushy. The interviews 
occasionally created confusion, and in general the cooperation between 
the interviewer and translator seemed to be failing in these specific 
instances. If the interviewers were struggling, it appears that the youth 
too were uncomfortable, and in addition to simple monosyllabic answers 
they would say things like “I don’t know”, “I never experienced anything 
like that”, “that’s all”. One boy put it in a very frank manner when asked 
about the association game:

Boy: Hmm ((laughing)) ahh (…)

Interviewer: Are these hard words, difficult words?

Boy: Yes

Interviewer: Why are they difficult?

Boy: I don’t know ((laughing)) I don’t know what to do 
with these words…

In regards to the YAM program, their comments mainly concerned if 
they remembered the program or not or whether the activities were fun 
or not. There was not a lot of motivation to participate in YAM and they 
reported taking part because others did or because they preferred these 
kinds of activities to regular classes. 

Give me a little time and let me speak the 
way I like: “Foot in the door”

Then there were those adolescents who at first did not seem to be 
interested and whose interviews at the beginning and in some regards 
were similar to the ones described above, but who slowly opened up 
to us the deeper we got into the interview. Grouped under “foot in 
the door”, these girls and boys were at times reluctant, some of them 
were perhaps too mature for the questions we were asking, sometimes 
disinterested, especially in generalities and for some it was hard 
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to answer questions that weren’t personal. Yet, it seemed that the 
style of the YAM program, using role-plays with everyday examples, 
remaining open to their personal experiences as well as the more 
personal questions during the interview allowed them to identify with 
the topics. They were simply taking a while to gauge our intentions 
in order to eventually feel comfortable enough to share some stories. 
It may not always be obvious that these adolescents were actively 
participating or listening, one boy told us that he didn’t remember 
anything from YAM: 

Because I was listening only with one ear and in the other 
one I had headphones! ((laughing))

Though, in fact he then went on to speak in great detail about some 
topics from YAM that mattered to him, namely about marijuana, a 
topic on which he had many opinions and some experience. Others 
in this group appeared to be quite mature for their age and one girl 
told us that she wasn’t interested in “cheesy self-help talk”, showing 
sensitivity to how the topics are presented. Every interview in this 
group was quite different and after having finished the interview 
it wasn’t always obvious that we had just completed an “easy” or 
“difficult” interview, but only in the analysis did some of the above-
described themes arise. Once youth and interviewer found common 
ground, the exchange altered somewhat and at the end it seemed like 
quite a special relationship had developed. 

Can I trust you?: “Careful”

Some of the youth were careful or possibly a bit guarded when discussing 
with us. Perhaps they did not want to share their thoughts about YAM, 
or for others it was difficult to remember or find words to speak about 
the program with us. These adolescents used few personal stories, even 
though they were able and willing to answer more questions than those 
in the silent group, and hence are here grouped as “careful”. Some 
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of them asked over and over whether to be personal or not in their 
responses, one girl asked us “are we still talking in general or not?”. 
In some instances this appeared to be a way to find out what we were 
after, and whether to comply or not, but could also be interpreted as 
the interview questions causing some confusion. Certain youth were a 
bit suspicious but perhaps mainly not ready to share such information 
in this setting. When they identified with some topic or remembered 
something specific from YAM or the role-plays they were more easily 
engaged. In these interviews a lot of leading questions were used. At 
the time of the interview we probably felt that they were withholding 
information or not sharing enough, so leading questions were used in 
the attempt to get closer to them and even offer them with alternatives 
how to respond. 

Perhaps the youths’ lack of trust in the interview was due to worrying 
about how they came across, or not wanting to express their views, or 
not wishing to expose themselves too much. One boy told us:

In public you are even less likely to tell the truth than maybe 
in the questionnaire (…) for me, in the questionnaire, 
at least, that‘s true, for example I’ve got 5 brothers and 
sisters – that’s true – but when I have to say it in public 
maybe I say I have just one (…). What does it matter to 
people how many I have? I think the truth comes out in 
writing even more (…)

Am I doing alright?: “’Respect for authority”

Some of the youth, whether talkative or not, seemed to be answering 
with our expectations in mind and hence we decided to group them 
under “respect for authority”. These interviews often seemed smooth 
at first but at the end we had the feeling that we did not get any closer to 
the youth interviewed. 
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Some of them spoke because they were expected to, telling us what they 
thought we wanted to know or perhaps to impress us and they seemed 
pressed to answer every question asked, though at times they would 
make it known that they were not sure what to answer. One girl told us 
that “so many thoughts will come to mind after”, a bit upset that she 
could not answer the questions in a way she deemed adequate. A few of 
them expressed that they were happy to have been asked to participate, 
one boy spoke about the “odds to be chosen” to do such an interview 
and that he was very happy to be one of those, even as we explained the 
random process of being asked to participate. These adolescents made 
an effort to tell us everything they could remember from YAM, naming 
the different program components. 

Distribution of the youth: a reality 
more complex than the data

The distribution of the interviewed youth into the above-described 
groups was quite even: Seven, four females and three males were 
considered “interested” while six, all male were in the group “not 
my topic”. Eight, with an even split between females and males were 
characterized as “foot in the door”. Five adolescents, four female, one 
male, were grouped under “careful” and finally, six, four females and 
two males under “respect for authority”. 

This study did not aim to explore gender differences, yet it can be noted 
that there are some possible trends. When considering these trends, 
it should be mentioned that the interviewers were both female, which 
might have played a role in the data collection. Moreover, the interviews 
were conducted in schools during regular class hours, another aspect 
that may have influenced the atmosphere and content of the interviews. 
Importantly, the data collected do not allow for exploration of the many 
structural, cultural and political aspects of youth. 



YAM: youth in play and dialogue

131

We are all human — Duh!

Besides the positioning of the youth vis-à-vis YAM, mental health and 
ultimately our interview, a few other noteworthy themes emerged from 
the analytical process. As can be seen in the figure, the word Duh! floats 
between the themes described in the three columns. Duh is a word used 
in common parlance, especially by youth, to express that something 
is actually quite obvious. Duh or D’oh is an American expression 
popularized by the Simpsons TV show, commonly used sarcastically by 
adolescents when someone states the obvious and defined by Merriam-
Webster as: 1) used to express actual or feigned ignorance or stupidity 2) 
used derisively to indicate that something just stated is all too obvious 
or self-evident (Merriam-Webster, 2015).

Here Duh! hovering in the background represents the opinion of many of 
the youth, as expressed in the interviews, that mental health is common 
knowledge since we are all human. This position is in response to a 
two-fold state of affairs: the first being the tendency of researchers to 
sometimes ask questions bordering on the obvious and at times act as if 
the adolescents know less than them, not listening fully or respectfully, 
staying too close to professional concepts and language. The second 
being a bit more contentious, relating to the common attitude of youth, 
whether they care about the topic or not, understand it or not, they 
might say that they understand. Even if the youth did not always express 
this sentiment by using duh specifically, it was noticeable in most of 
the interviews, sometimes verbally and sometimes non-verbally, that 
they most certainly knew about these topics and sometimes that our 
questions were, to say the least, redundant. 

Interviewer: Do you think young people have a lot of 
probems like that, like we had in this proje—

Girl: Yeah

Interviewer: Yeah? Which ones are those?

Girl: Most of them. Well, the thing with the vices, drugs. 
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How can I say, with alcohol, with depression, with broken 
hearts, a lot (...) But, mostly all, and the ones with the 
parents. So, everything, others (...)

Interviewer: Everything? It’s (...)

Girl: ((laughing)) It’s normal, this is why the course was 
made, right?

Translator: What?

Girl: I’m saying that this is the point, because this is the 
purpose of the course, right?

In the above conversation, the girl says “Yeah”, followed by the answer 
that obviously young people have mental health issues, which in fact is 
the reason we are discussing these topics in the first place. This “Yeah” 
could easily have been exchanged with a duh had she been speaking 
with someone she knew better, someone her age or if English was her 
native language. 

Duh! here epitomizes the importance of not minimizing or disregarding 
the complexity of human emotions. This is especially important in view of 
youths’ tendency to express themselves beyond standard mental health 
vocabulary that researchers might be used to. 

Mind-set and method of the interviewers 

The mind-set of the interviewers, influenced by commonly used 
psychiatric and psychological concepts and categories that informed 
the design of the SEYLE and WE-STAY study protocol and the YAM 
program, shaped many of the expectations and some of the content of 
the semi-structured interviews. We noticed that the techniques used to 
get “more” out of the interviews changed according to the perceived 
interest and ease of the youth being interviewed. In the analysis, many 
memos and some of the codes relate to how appropriate the interview 
questions and methods were. Some of these observations can be found 
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in the rightmost column of the figure. On the one hand we found 
tendencies of positive reinforcement and asking very personal and 
direct questions when an interviewee was speaking freely and giving 
much of themselves, sometimes responding with words like “perfect”. 
The interview atmosphere was highly contingent on both the interviewer 
and translator and their intentions and interpretations. Many times, the 
collaboration between translators and interviewers allowed for a more 
relaxed follow-up to difficult topics, with the other party taking up the 
thread and continuing the conversation in a more laid-back way. In the 
following excerpt, one girl told it to us bluntly and not void of humor, 
making the translator laugh which lead to a smoother continued tone in 
the interview. 

Girl: Some people are weird, they start drinking in the 
morning and then get sober for the evening so they can go 
back home.

Translator: ((laughing))

Girl: ((laughing))

On the other hand there were instances when the interviewers seemed to 
be less in sync with the adolescent, steering the interview a lot, changing 
the subject too rapidly and sometimes impatiently answering for them 
or posing closed-ended questions. In one of the interviews when talking 
about taking part in the YAM role-plays one of the translators attempts 
to answer for the adolescent:

Girl: eh I mean (...) it was nice, I mean, they felt comfortable, 
because it was interesting.

Translator: a little bit embarrassed or not?

Girl: eh, at the beginning no one wanted to do it, but at the 
end (...) we did them.

Translator: ((laughing))

At times, the agenda was obvious and despite aspirations to have 
an open conversation with youth, previously formulated ideas were 



YAM: youth in play and dialogue

134

not always relinquished, sometimes to the point of not accepting 
unfamiliar definitions, sometimes even disagreeing with the 
adolescent. In the more difficult interviews, when the youth had 
little to say, the interviewers and translators sometimes took up a lot 
of space. Below, a boy does not know what to say about depression 
during the association game and the translator and interviewer react 
in a somewhat patronizing way: 

Boy: Difficult one (…) Well, not sure what to say (…) It’s 
really difficult. Don’t know what to say about depression.

Translator: Why is it so difficult?

Boy: I don’t know (...) because I can’t think of any words 
to (...)

Translator: Nothing comes to mind.

Interviewer and translator: ((laughing))

Interviewer: Well something comes to mind, that you 
don’t understand (...) something, doesn’t it?

Boy: Well (...) you, you can get depressed for a reason, I don’t 
know, I’ve never had those kinds of changes, I don’t know. 

A more creative understanding 
of mental health

Qualitative research methods can provide an alternative to 
standardized questionnaires by giving youth an opportunity to speak 
for themselves, using their own expressions and actively answering 
questions or not. By speaking directly to the researchers these young 
people offered us new points of understanding and conceptualizations 
of mental health and the relationships between the research world and 
its subjects. 
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Meaning of words: experience 
and interpretation

Mental health topics as approached and even named by mental health 
professionals are oftentimes quite different from how youth express 
themselves on these very same issues. In the interviews, particularly 
the mental health association game, we asked youth to blindly enter 
language and description that some of them were not familiar with and 
then to try their best to find words that we could understand or that 
they deemed acceptable to use with us. Usually stress came to mind as 
an over-sweeping word to describe discomfort, mental ill-health or to 
compare and contrast with other mental health related words. One girl 
explained that “stress and depression are mainly the same.” And one 
boy used stress to explain the following situation to us: 

For example a moral crisis is losing something for example 
a friend goes abroad like my friend went to live in England. 
For example this is a loss for me and crisis to me means 
losing something. I wasn’t stressed, I can’t call it stress, it 
is just crisis. Crisis to me is like losing something. 

This does not necessarily mean that that they should learn the “real” 
meaning, or rather psychiatric definition of these words. Instead, it 
is important to take their word use and description of certain moods 
seriously and to allow for mental health preventive efforts to be 
inclusive of youths’ wide range of experiences and language. What 
is important with a program like YAM is not necessarily the learning 
of concepts and words that belong to the world of psychiatry and 
psychology, instead the aims are manifold, including learning empathy, 
skills to handle difficult situations and that there are many ways to talk 
and think about mental health. In YAM and in these interviews it was 
obvious that experience plays a big role in remembering and speaking 
about a topic. Allowing youth to speak and think for themselves gives 
us interpretations far more imaginative and true to their realities. One 
girl described mental health to us: 
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Mental is like (...) I can’t explain, physical is what you can 
touch and feel but mental is thoughts and internal things.

 YAM and the different 
groups of youth

These conversations teach us that future mental health promotion 
programs need to implement content and method that directly 
addresses and involves a heterogeneous population of youth. Most of 
the adolescents are willing to participate in programs like YAM and 
interviews like these, and perhaps even actively so if they are enjoying 
themselves or simply if the activity is “not boring”.

Without speaking directly to youth one can speculate about those 
that may not be interested in the topics or who would not voluntarily 
participate in a program like YAM. In line with such assumptions, the 
“interested” adolescents would be the most likely to engage in a mental 
health intervention as they are oftentimes the adolescents seen and 
heard in the classroom during such a program. But as our findings 
show, the adolescents that we grouped under “foot in the door” or 
“careful”, who may be mistaken as not interested, took active part in 
the interviews and as described by them, in YAM as well. Most of the 
adolescents reported that they signed up for YAM because they did not 
have to take part in regular classes, because other classmates decided to 
take part, or even because the program seemed more fun than regular 
classes. YAM managed to invite, and by extension include, those who 
are not necessarily interested in mental health topics. As expressed 
in a previous article by myself and VP (Wasserman C et al., 2012), the 
heterogeneity of the participants is in fact one of the reasons for the 
program’s success. 

The “interested” youth as well as some of the ones with “respect 
for authority” expressed that taking part in YAM reinforced their 
knowledge about mental health and empowered their capacities for 
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active problem solving. The ones with a “foot in the door” or who 
were “careful” might require more attention in terms of mental health 
needs than the participants from the more talkative and more silent 
groups. These adolescents may need less standardized programs that 
stray away from generalities, and that are open to complex realities 
and a more varied language. They became interested because the 
topics related to their situations, and perhaps their needs had not 
been met before. It is important to actively work with adolescents  
to think about ways that they can be reached in even more effective 
ways, closer to their language and experiences. The group of youth 
most difficult to reach is the one who actively appear disinterested 
in mental health topics or these kinds of activities, even if they may 
participate if given the opportunity and do not have to participate in 
regular school activities. 

These interviews and YAM were conducted in the school setting, with the 
many limitations such an environment can bring. In further analysis and 
future work of this kind it would be important to critically understand 
the context of schools, the environment of many public mental health 
interventions.  

An important factor to not take lightly is that of having fun. A motivating 
force in many of the interviews, as well as in YAM, was that of humor, 
which was a lot more effortless in the cases when the adolescent 
understood English, or the main interviewer spoke the same language 
as the interviewee. Jokes and laughter helped to overcome language 
difficulties, agree on something, leave a difficult topic, enter a lighter 
one and in some instances to digest sensitive information as well as 
many other not immediately observable uses.

Advice for future YAM activities

Looking back at the research process and the discussions we have had 
throughout the data coding, the importance of having investigators with 
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different educational and research backgrounds collaborate is clear. 
However, in addition to this, especially when speaking with youth, 
certain skills like empathic and careful listening, being reflective to 
respond with additional questions and expressing genuine curiosity 
about their experiences are needed. Besides, the same openness is 
needed for the persons who help with the field-work or engage with 
youth in the field, here as translators and in YAM as instructors. 

We should ask ourselves about the goals of large-scale research endeavors 
that are aimed at the promotion of mental health among adolescents. 
Since such research initiatives include the general population and not 
just youth who are struggling with mental illness, it is important to try 
to be as inclusive as possible. Mental health research would benefit 
from genuinely interdisciplinary work that includes study of context 
as well as experience, socialization, the role of economy and family 
and breaking down culture beyond notions of geography and ethnicity 
(Choudhury, 2010). Research, promotion and prevention that wishes 
to hold an honest and open dialogue with youth about their concerns 
should be self-reflexive, and investigate the culture and history of 
research practices. Such analysis would contribute greatly to the public 
health approach of mental health promotion.







VI  

Concluding remarks 



In attacking an ill-founded theory 
the critic begins by paying it a kind 
of respect. The phantom which 
is imprudently summoned up, in 
the hope of exorcising it for good, 
vanishes only to reappear, and 
closer than one imagines to the 
place where it was at first.
— Claude Lévi-Strauss, Totemism 
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Mental health both engages and concerns the entire population. 
Psychiatric and psychological language typically lifts experiences out 
of sociocultural and historical contexts to name and categorize them 
in universal terms. However, when employing such vocabulary, it’s 
origin cannot be forgotten , and in the study of the general population, 
we have to find a way back to those experiences. The Western Apache 
tell us that in order to encourage others to partake in explaining and 
naming the world, a narrator should not demand of others to see the 
world as they do: 

Persons who speak too much insult the imaginative 
capabilities of other people (…) blocking their thinking 
[and] holding down their minds. (Basso, 1996). 

Perhaps we can learn from this call to cooperation. Though standing 
at the core of much published materials in mental health, youth are 
often not taken into account as potential collaborators in the study 
design or interpretation of data. Instead, mental health research carries 
a lot of expectations about youth. Adolescence is often considered a 
transitional stage occupied by youth who do not know their own best 
interests. Narrow interpretations of youth based on age diminishes 
the heterogeneity, performativity and ambiguities of those lumped 
together in this psychologically and biologically categorized group. 
This perspective is not unique to scientists, as adults well beyond the 
scientific world seek continuity through “patchy memories, harked 
back to a more settled and straightforward past” (Hebdige, 1979) when 
thinking about youth in the present. Being a punk, emo, jock, tumblr girl, 
ghetto goth, seapunk, belieber, cybergoth, or nerd today, despite sometimes 
cultivating similar habits and visual expressions as youth and subcultures 
in the past, do not represent the same thing in 2016 as it did in 1970, 
1996 or even 2012. Each moment is distinctive and in response to the 
circumstances currently at hand. 
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Beyond anticipation: exploring our  
research questions 

The expectations we as mental health researchers have, often place 
the youth of today in relation to future moments, more or less positive 
ones. We anticipate for them to safely exit the transitional phase they 
are currently in, only to find good standards, healthy behaviors and 
a minimum of risk-taking, or if worse comes to worse, the opposite. 
By identifying individuals believed to be ‘at risk’, (cost)-effective 
interventions and policies to counter social problem are sought after. 
How does this perspective alongside the kinds of research questions we 
pose define and limit the findings at hand? 

In this dissertation, risk is in focus. What risk is, can be, when or where 
it is risky, to whom and subsequently; what happens to the individuals 
and groups that are considered to be ‘at risk’? Attention in mental 
health research historically has been on populations considered ‘at 
risk’, with new risk behaviors and populations still being identified. 
There is an urgent need to investigate different behaviors identified 
by researchers as risky and what these actually mean to youth. The 
expressions, categories and labels used to describe experiences shape 
our findings, as certain answers or ways of thinking are rendered 
invisible by certain questions. Speaking with youth, breaking down the 
questions asked in assessment questionnaires, asking them how they 
interpret these questions and how they would ask them differently, or 
which questions they would ask in the first place, slowly we can begin 
to identify meanings attributed to risk. Beyond such assessment tools, 
a more explorative practice could help inform our practice, results and 
future research methods. It is important to not fetishize any particular 
procedure or empirical method, instead remaining open to different 
tools and techniques for gaining new knowledge. 

Genuine steps towards changing perspectives involve a range of factors 
beyond mere dialogue between youth and researchers. Alas, powerful 
constituencies and institutional factors play a big part, in aspects 
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from availability of funding, shaping the education of mental health 
researchers and the readiness to develop measures and methods to 
meet such needs. One way to push for change would be to use different 
research methods (including in the same project) to approach similar 
topics and subjects and allowing for introspection through cross-
disciplinary exchange and hopefully more informed research in the 
long-term. Paying attention to political and structural processes that 
influence the topics of research, who we choose to study, the production 
of results and the funding that can be had will benefit future inquiry. 

Risk expanded

Risks are everywhere. They take the form of disease, accident, threat, 
war, climate, finance, relationships, and affect us in different ways and by 
varying degrees. Risk decisions clearly do not occur in isolation, but are 
performed in the context of the many shared and perhaps contradictory 
norms and practices, which surround that particular individual. 
Differing perspectives on risk among youth themselves as well as amid 
mental health researchers clearly point to the phenomenon as one of 
culturally and socially contextual knowledge. Scientific classifications 
of risk behaviors change over time and so-called “objective risks” are 
constructions in their own right. Defining risk is an enterprise steeped 
in value. As we have seen, cultural beliefs, norms, habits, social 
relationships, trust and fear in institutions, power relations, the spread 
of scientific knowledge, personal experience and more, all influence 
risk perception, risk knowledge and risk taking. Rarely are the benefits, 
symbolic meanings or real experiences of risk accounted for. 

Youth over and again reject norms for what is considered healthy by the 
scientific community, or decide to do the opposite of what they are told 
to do, without necessarily being ‘unhealthy’. Risk cannot be considered 
as primarily negative or with only negative outcomes, instead, risk can 
be quite neutral, or even positive. In fact, the relationships between 
behaviors and mental health outcomes are more complex than is 
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proposed in many studies and the correlations made between risk 
management and its benefits to society are not so clear cut. Many 
colleagues of mine will readily admit that a large proportion of youth 
risk behaviors are both common and normal developmental behaviors, 
and that there are other and possibly better ways to predict who will or 
will not face mental health problems later in life.

Risk exists in relation to something else and a combination of 
perspectives on risk coincide in the individual and in society. As this 
thesis has shown, risk is best considered in context and in investigations 
of relativist nature. When outcomes and probabilities are unknown 
to the individual, choosing to engage or not in such activities is not 
necessarily related to management of risk. Further, if the outcomes and 
probabilities are inconsequential to the individual, then studying the 
choice to engage in such activities also has limited value. If not limited, 
then at least one should clearly state the objective of such study, being 
somewhat different than risk management. 

To some young people, drinking once in awhile or skipping a few classes 
is not necessarily considered as risky, but rather as part of daily life. As 
we have seen the meaning of such activities relate to a number of factors, 
previous experience, peer allegiances, social acceptability or social rewards 
for example. Instead of simply focusing on risk and pathology, I suggest 
investigation of so-called risky and healthy behaviors as symmetrical, both 
in need of explanation. By not treating risk in isolation, but instead as an 
equal to ‘health’, stories in-between the two will surface as well. Here lies 
the risk of making decisions and the consequences that matter to different 
adolescents as they navigate through life: be it relationships with friends, 
classmates or adults, issues at school, discrimination, prospects for the 
future, status, the home environment, power relations, who you are in the 
eyes of others, how you feel, what your experience tells you and much more. 
By considering the risk of making decisions, any decisions, we leave the 
risk/protection binary behind and allow for the qualitative and textured 
experiences of everyday life. Navigating through life, we know that there is 
always a risk of loss in the future and that there is no truly risk-fee behavior. 
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Youth defining the present moment 

It can be difficult to consolidate different research questions and 
methods but ultimately a space should be created for more complex and 
inclusive questions to be posed in youth mental health research. More 
than extensive knowledge of psychiatric and psychological symptoms 
or epidemiological data about the prevalence and incidence of mental 
illness is needed when engaging in meaningful conversation about risk 
and mental health issues with youth while remaining sensitive to their 
positioning and experiences. 

In the Youth Aware of Mental health (YAM) program, by putting the 
participating youth in focus, beyond a transitional focus, a more 
fluid approach to their everyday lives and mental health topics takes 
center stage. YAM does not individualize the responsibility of youth to 
overcome obstacles, instead it invites reflection and allows for different 
responses to problems, acknowledging that solving some can be out of 
their reach. Mental health promotion is here not connected to morality 
or deciding exactly which activities are healthy and positive. Teaching 
solidarity, empathy and finding solutions together, the YAM youth 
reflect and analyze actions beyond the paradigm of risky/protective 
behaviors. In the process, they actively point us, and each other, to 
situations they consider to be risky or dangerous. However, speaking 
freely about mental health topics was not as effortless or appealing to 
all as we saw in the qualitative interviews conducted. The naming of 
such topics should be made in dialogue with youth and be inclusive of 
their everyday experiences. Yet, most of them told us they are willing 
to participate in programs like YAM and perhaps even actively if they 
are enjoying themselves or simply if the activity is “not boring”. An 
important factor to not take lightly is that of having fun and feeling 
connected to the topics and individuals around you. Jokes and laughter 
can help overcome language difficulties between adults and youth, to 
digest sensitive information, to understand other people’s perspectives 
and probably many other not immediately observable uses.
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It is possible that youth would relate to the topics presented in this 
thesis and in the YAM program differently in another context or if the 
study was conducted by other researchers. The analysis of risk and 
youth positioning here presented should be treated as one of many 
possible representations instead of a final description of reality. 
Beyond the framework of risk or psychiatric disorders, youth exist out 
there, in the real world. Instead of waiting for adolescents to grow up 
in order to speak with them, we need to make sure that we do so in the 
present moment. 

Youth of the new millennium occupy cyber-, hyper- and real life realities 
that may be quite difficult for some of us scientists to understand. It is 
in fact possible that the risks described as invisible, such as high media 
consumption and related activities, are filled of coping strategies that 
we do not notice or know about. The question of how risk-related 
discourses and strategies operate, how they may be taken up, negotiated 
or resisted by those who are subject to them is today under examined. 
Contemporary youth is doing a lot of work defining their own generation, 
while facing everyday risks and the challenges of finding a place in 
declining economies, surviving threats of war and ecological collapse 
and coping with mental health problems. They are the first generation to 
grow up with the Internet, video/computer games and social networking, 
and their technological skills allow them opportunities to create their 
own cultures and even control how and what of this they communicate 
among themselves and with the adult world. 

It would greatly benefit adult researchers to look deeper into emerging 
technologies and cultural sites beyond real life (an increasingly blurry 
distinction is today made between “in real life” versus on the Internet/
cyberspace). Navigating the Tumblrs, Instagrams, Snapchats, Vines and 
wherever youth can be most readily found, read and seen beyond the 
bias of the adult world could be a valuable addition to speaking with and 
collaborating with youth In Real Life. 
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The inquiry continues: 
future research 

A lot of questions have arisen from the inquiry here undertaken. Some 
questions posed have been left unanswered while others have emerged. 
The main being how best to combine the many different motives and 
interests of youth and researchers in developing research categories 
and experiences truer to the ambiguities of youth. Dialogue needs to 
be created on equal terms, and perhaps not always with the goal of 
consensus, but simply with the goal of ‘hearing each other out’. Such 
dialogue should occur within the research paradigm, but I believe it 
would be helpful if it also took place outside of research ventures in 
order for community members and scientists to practice speaking with 
and learning from each other over extended periods of time and with 
other goals than to conduct research. 

I envision future research endeavors to be truly inclusive of the real 
life conditions of youth, including socioeconomic, cultural, historical 
and political aspects. Collaborative efforts should take place, not 
just on paper, but in the design and implementation of studies as 
well as the dissemination of study results with actual efforts to make 
changes in the community, to the benefit and not merely increased 
control over youth. Mental health researchers would benefit from 
collaborations with researchers from other disciplines, exploring the 
intersectionality of gender, class, race, sexuality and ability, and how 
they impact youth. Moreover, collaborations with adults close to youth 
like parents, family members and those who work with youth on a daily 
basis in the community and other salient adults. On this topic, it is 
critical to scrutinize the context of schools where much mental health 
prevention and promotion work is being done. The schools are a place 
for reformation and preparation, training youth to perform and conform 
to standards (Martin, 2010), a context that in many ways influence the 
very work we set out to do.
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Finally, I imagine a more self-reflexive research practice, maintaining a 
critical approach to the meaning of categories and methods in all steps 
of the research process. Specifically, cultural adaptation of assessment 
tools and mental health promotion programs, the use of different 
research methods to explore similar topics, a more nuanced and less 
normative stance on risk will hopefully lead to research results reflecting 
the complexities of everyday life. 
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Image 1-4. Four humorous illustrations

Bringing this dissertation to a close, I leave you with these humorous 
illustrations of how to deal with everyday experiences in school. The 
images below are heavily circulated among young people on the Internet.
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Semi-structured interviews with YAM youth: interview guide

ICEBREAKER 

I. WE-STAY STUDY/YAM
Remembering the study
YAM program
Intro
Workshops/role-play
Instructor
Materials
Evaluation of the program

II.MENTAL HEALTH 
Association game
Emotional and related topics: adults & youth
Help

III.SKIPPING SCHOOL 
Skipping school — the who, why and how
Classmates
School and teachers — awareness, consequences 
Parents and skipping school
Personal experience
Questionnaire
Understanding of questionnaire
Specific questions regarding the questionnaire
Closing

Questions and themes: the actual questions are general guidelines of what will be asked, but all the 
themes below should be covered in the interview. Words in parenthesis are to be used as prompts if the 
student does not remember or has difficulty to speak).

ICEBREAKER 
We are interested in hearing your opinions beyond the questionnaire format where you fill in 
boxes and to talk to you more freely about some of the questions and issues that were raised in 
the recent “WE-STAY program” in your school.

Tell the student about local interviewer and Camilla/Vita. Where we are from, that we like to talk to the 
students directly to hear their opinions, we have done interviews like this in the past, that we will talk to 
students in four European countries, their age. By listening to the students directly we hope to make better 
programs for youth in the future. Set the tone for a warm climate.

Everything you say to us will remain confidential and we will not tell anyone about what you are 
telling us, only in case something you say shows that you are in danger of harm in some way. We 
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will ask you some questions and if you do not want to answer some of the questions you don’t 
have to tell us or even tell us why you don’t want to tell us.”

“We would like to record this conversation so that we can go back to it later and listen to your 
answers, especially since I don’t speak xxx it will be very helpful to have the conversation on 
an audio recording to later better understand what was said. Is this ok with you? Of course only 
the research team will listen to this recording and no one else like your teachers or anyone from 
school. Often when you do research projects like this to understands adolescents, it is not easy to 
get a feeling for what they actually think if they are simply ticking off boxes or answering yes or 
no to questions, by talking to you directly we hope to better understand how you feel about the 
issues that we raised in our program. There are no right or wrong answers, we are just interested 
in your opinions.

Ask student what they were told about this interview. Ask about their school year, current grade/class, their 
age and how long it was since the WE STAY (if they remember) and then go to question number 1. 

I. WE-STAY STUDY

REMEMBERING THE STUDY
1.  Off the top of your head, what do you remember from the WE-STAY study? 
2.  (Questionnaire, YAM program, what specifically from the program, the instructor, the 
atmosphere in the classroom, etc).
When they mention the YAM program (role-plays/workshop) we ask them, or if they do not 
mention the YAM program, then we remind them and ask them the following question: 
3.  What would you say the YAM program was about? 
Note the language they use for Mental Health issues and continue using it in the rest of the interview.

YAM INTRO
4.  We talked a bit about YAM earlier, let’s continue a bit with that, please just tell us what you 
remember, and if you don’t remember something that is also ok. 
a.  Was there something you did not understand? 
b.  Liked? Did not like?
5.  How well do you remember the YAM/Awareness Program in the WE-STAY project on a scale 
with 1 meaning you remember it very poorly and 7 that you remember it very well.

Very poorly 1 2 3 4 5 6 7 Very well

The questions below about the workshops, instructor and booklet are quite specific, but we expect that we will 
not need to ask them all in this way, since they may be covered by just allowing the student to talk freely. If the 
student does not seem to remember much, do not probe too much, simply skip to the next section. 

WORKSHOPS/ROLE-PLAY 
6.  Tell us about the workshops. Is there anything specific you remember?
7.  What did you think of the opening lecture?
8.  What did you think of the role-play? 
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9.  How much did you enjoy the role-play on a scale with 1 meaning you did not enjoy it at all and 
and 7 that you enjoyed it very much?

No, not at all 1 2 3 4 5 6 7 Yes, very much

10.  Which topics do you remember from the role-play sessions ? Give examples (help the student 
out if needed).
11.  Can you tell us a bit how the role-play sessions were in your classroom?
12.  Was this the first time you did role-play like this? Was it difficult?
13.  Was it embarrassing to do the role-plays? Fun?
14.   Did you also have discussions about the role-play? What did you say in these discussions?
15.   What did you think of the closing session?

INSTRUCTOR  
Take note if the interviewer was the instructor
16.  What did you think of the YAM instructor?
17.  Did the instructor explain everything to you in a good way? Did you feel comfortable, safe? 
Was she/he fun, nice, easy to get along with? 

MATERIALS
Show the booklet to help them remember.
18.  Did you read the booklet that was given to you? Was it easy/difficult to read?
19.  How much of the “Awareness Booklet” did you read on a scale with 1 meaning you didn’t read 
it at all and 7 that you read everything. 

I didn't read anything 1 2 3 4 5 6 7 I read everything

20.  Did you like the way the booklet/posters looked?
21.  After the end of the program, did you look at the booklet again? 
22.  Do you know where the booklet is now? (Did you throw it out?)

EVALUATION OF THE PROGRAM
23.  Did you know about the list of contacts to health professionals at the end of the booklet? Was 
that list helpful in any way?
Show the contacts at the end of the booklet hand the booklet to the student so that they can look on  
their own.   
24.  Did you think about contacting any of these professionals for help? (in case of need...)
25.  Did anyone you know contact these professionals for help?
26.  Thinking about the entire program, with the seminars, role-play, booklet, what would you 
want to be different if you did it for the first time? Would you like more or less of something? Any 
other topics to be covered?
27.  Use your own words to describe how you found the program (interesting, helpful, not 
relevant, not important, boring, difficult)? 
28.  Was the program too short or too long?
29.  Have you participated in any other similar programs in your school (not YAM) about well-
being and emotions?
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II. MENTAL HEALTH UNDERSTANDING
We might go into some examples that they list in this part of interview. That is not specified, but the aim is 
to get stories of mental health issues they came across. The timing might be a bit longer in that case.

MENTAL HEALTH – INTRO
30.  Association “Game” - the words will be on sheets of paper showed to the student. 
With each word, if possible ask a few follow-up questions.
We are going to show you some words, please tell us anything and everything that crosses your 
mind when we say these words: For example “professor”: “strict” “school” “every day” “easy to 
talk to”/”difficult to talk to” “different every year” “too many different professors” “classroom” 
“summer vacation”, etc etc. Please talk as much as you can as anything you have to say is 
interesting to us. Do you understand? 
1.	 Friendship
2.	 Stress
3.	 Shyness
4.	 Crisis
5.	 Self-esteem
6.	 Relationship with girl or boy
7.	 Bullying 
8.	 Emotions
9.	 Loneliness
10.	 Drinking alcohol
11.	 Taking drugs
12.	 Relationship with parents
13.	 Relationship with siblings/other family members
14.	 Depression
15.	 Mental Health
16.	 Broken heart
17.	 Psychologist 
18.	 Feeling sad
When they finish the “flow of consciousness” we ask them: Would you use this word yourself? What 
else would you use if not? Would you use any of these words to describe yourself? Are any of 
these words closer to you than others, and why? Do you remember any of these words from the 
We-Stay program? 

EMOTIONAL AND RELATED “PROBLEMS” OF ADULTS & YOUTH
Thank you for doing that short game, with those answers in mind, I want to ask you some more 
related questions.
31.  What do you think about those topics - is it common for adolescents to have emotional  
or mental health problems? 
a.  What kind of problems?
32.  What about adults? Parents?

HELP 
When talking about Mental Health/emotional problems, use the words the adolescent is using, maybe it’s 
feelings, or how I feel or something else.
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33.  Do you think that problems like these can be helped? How?
34.  What do you or people you know do when you/they have a problem? 

III.  SKIPPING SCHOOL 

SKIPPING SCHOOL - THE WHO, WHY AND HOW
The questions below about skipping school are quite specific, but we expect that we will not need to ask them 
all in this way, since they may be covered by just allowing the student to talk freely.
Now we would like to talk to you a little more freely and ask your opinion about skipping school. 
We do this to understand the difference between schools, cities, countries. This does not have to 
be about you specifically, but we want to know what you think about skipping school in general. 
We are interested in what students themselves think about skipping school, and not just adults or 
teachers or researchers like us.

35.  So, tell us, what comes to mind, when I say “skipping school”?
What do you, the students, call “skipping school” in this school, city, region?
What do you think about skipping school, is it bad, only bad, sometimes good, when?
36.  Who skips school? 
37.  Is there a difference if you only do it a few times or more often? 
38.  What would you say is a lot of skipping school and what is a little?
39.  Why do people skip school (different reasons)?
40.  Do the people who skip school have any specific problems? (be careful not to put this as 
leading question)

CLASSMATES
41.  Do other students know if someone is skipping school?
42.  What do you/others think about classmates, who skip school?
43.  Where do students go when they skip school and what do they do? 

SCHOOL AND TEACHERS 
44.  Is it difficult or hard to skip school in your school, grade, class?
45.  How do teachers, the school, the headmaster think about skipping school?
46.  How do they know that a student is skipping school? Do teachers always know?
47.  What do they do if they know you have skipped school? 
46.  How do you perceive your teachers? Do they have authority or not? What differentiates teachers, 
especially in relation to skipping. (What are their rules, do you follow their rules, wishes, etc). 
49.  What would make students come to or stay in school more (if you could make any change you want)?
50.  Do you think skipping school has any effect on the future?
51.  Do you think that people skip school as much at your school as any other school in the city, 
region, the country, Europe? 

PARENTS AND SKIPPING SCHOOL
52.  What do your parents think about skipping school?
53.  Did your parents skip school?
54.  Do they sometimes cover when you’re absent by writing an excuse?
55.  If you ever skipped school, did they find out? How did they find out?
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56.  Would you get punished if they found out you were skipping school?
57.  Do you think all parents are the same when it comes to their children skipping school?  
If not, tell us about some different approaches that you can think of.
58.  Do you think the relationship with parents is important when it comes to skipping school?  
And if so, how?
59.  If you have siblings, do/did they skip school?
60.  Do you think a sibling skipping school influences someone to skip/not skip?

YOUR EXPERIENCE
Even if they have not skipped school themselves, we want to get an idea if it is difficult or hard to skip 
school, what if... or ask about a student that skips: which classes they skip, if it is easier to skip classes with 
some teachers, what these teachers are like, if it is easier to skip in a group, why the skip, etc. 
61.  Have you ever skipped school?
62.  Do you remember the first time you skipped school? Can you tell us about it?
63.  If you have skipped school, what did you do, where did you go, etc?
64.  How often do you skip school?
65.  How do you feel when/if you do it? (feelings of guilt, courageous)
66.  Do you skip school alone or with others?
67.  Do you usually skip the same classes? 
68.  Did you skip school more or less in the past?
69.  Do you want to skip school more or less? 
70.  How different is it to skip other activities (e.g. music lessons) that are not a part of school 
curriculum? (easier/harder to skip?).
71.  Which classes are more or less acceptable to skip? 
72.  Which extra-curricular activities are more or less acceptable to skip?
73.  Is there anything else you can say about skipping school? 

QUESTIONNAIRE
74.  Do you remember if there were any questions about skipping school in the questionnaire you 
filed in during WE-STAY?
b. If you remember these questions, what did you think of them?
75.  Do you remember anything else from the questionnaire that was given to you during the  
WE-STAY study?
76.  What would you say the questionnaire was about? 
77.  What did you like? Not like?

UNDERSTANDING OF QUESTIONNAIRE
Bring the questionnaire with you and show it to the student (questions 25 – 27)
78.  Do you think the questionnaire was easy to read?
79.  How did you feel about completing the questionnaire that was used in the in the “We-Stay” 
study, on a scale with 1 meaning you did not like it at all and 7 that you liked it very much?

I didn’t like it at all 1 2 3 4 5 6 7 I liked it very much

80.  Do you remember any questions that you did not understand or did not like? 
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81.  Was the questionnaire difficult or easy to understand on a scale with 1 being not difficult at all 
and 7 being very difficult?

No, not at all 1 2 3 4 5 6 7 Yes, very difficult

82.  Do you remember the period when you were filling out this questionnaire and what you 
answered about skipping school?
a.  How honestly did you answer?
83.  What about the rest of the questionnaire, how did you answer the questions (did you read all 
the questions, did you answer honestly, randomly, did you answer some questions in a different 
way, why?)
84.  Have you filled in questionnaires like this before in school? or elsewhere?
85.  Is there any other way that you would prefer to tell us about the issues covered in the 
questionnaire (use the words/language the adolescent is using)?
SPECIFIC QUESTIONS REGARDING THE QUESTIONNAIRE, IN CASE THERE IS TIME
Show them the skipping school questions and get feedback about how to ask about skipping school, cut-offs etc.  
Go over some other questions which were difficult to interpret.

CLOSING

86.  Is there something I did not ask and would be important for us to know regarding the 
program or youth problems or skipping school?
87.  What did you think of this interview? Was it fun? Interesting? Boring? Long?
88.  Anything that made you feel uncomfortable? How do you feel now? 
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Abstract
Background: There have been only a few reports illustrating the moderate effectiveness of suicide-preventive 
interventions in reducing suicidal behavior, and, in most of those studies, the target populations were primarily adults, 
whereas few focused on adolescents. Essentially, there have been no randomized controlled studies comparing the 
efficacy, cost-effectiveness and cultural adaptability of suicide-prevention strategies in schools. There is also a lack of 
information on whether suicide-preventive interventions can, in addition to preventing suicide, reduce risk behaviors 
and promote healthier ones as well as improve young people's mental health.

The aim of the SEYLE project, which is funded by the European Union under the Seventh Framework Health Program, is
to address these issues by collecting baseline and follow-up data on health and well-being among European
adolescents and compiling an epidemiological database; testing, in a randomized controlled trial, three different
suicide-preventive interventions; evaluating the outcome of each intervention in comparison with a control group
from a multidisciplinary perspective; as well as recommending culturally adjusted models for promoting mental health
and preventing suicidal behaviors.

Methods and design: The study comprises 11,000 adolescents emitted from randomized schools in 11 European 
countries: Austria, Estonia, France, Germany, Hungary, Ireland, Israel, Italy, Romania, Slovenia and Spain, with Sweden 
serving as the scientific coordinating center. Each country performs three active interventions and one minimal 
intervention as a control group. The active interventions include gatekeeper training (QPR), awareness training on 
mental health promotion for adolescents, and screening for at-risk adolescents by health professionals. Structured 
questionnaires are utilized at baseline, 3- and 12-month follow-ups in order to assess changes.

Discussion: Although it has been reported that suicide-preventive interventions can be effective in decreasing suicidal 
behavior, well-documented and randomized studies are lacking. The effects of such interventions in terms of 
combating unhealthy lifestyles in young people, which often characterize suicidal individuals, have never been 
reported. We know that unhealthy and risk-taking behaviors are detrimental to individuals' current and future health. It 
is, therefore, crucial to test well-designed, longitudinal mental health-promoting and suicide-preventive interventions 
by evaluating the implications of such activities for reducing unhealthy and risk behaviors while concurrently 
promoting healthy ones.

Trial registration: The German Clinical Trials Register, DRKS00000214.
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Background
Suicide is one of the leading causes of death worldwide,
and the third leading cause of death among people aged
below 25. Globally, every year, there are nearly a million
deaths from suicide -- roughly one every 40 seconds [1,2].
Each year, in the 27 EU member states, approximately
63,000 Europeans commit suicide [3]; and, in 2006, sui-
cide mortality exceeded the number of deaths due to traf-
fic accidents [4]. Europe currently includes seven
countries among the top 15 with the highest suicide mor-
tality rates worldwide [5]. Moreover, among the 15-24 age
group, it is estimated that approximately 100 to 200 sui-
cide attempts take place for every completed suicide [6].
Research has demonstrated that suicidal behaviors are
underestimated [2,7]: the actual prevalence of suicidal
behavior is much higher than the reported rate. Unfortu-
nately, comprehensive knowledge of the many risk factors
associated with suicidal behavior in young people is lack-
ing. It is, therefore, essential for research to focus on
understanding the multiple underlying factors that con-
tribute to or prevent suicidal behavior.

Suicidal behavior does not consist of isolated acts.
Rather, it is the outcome of a long process usually associ-
ated with a psychiatric disorder [8-11] that, in many
cases, goes undiagnosed and untreated [12]. There is,
thus, evidence that suicidal behavior coincides with many
underlying psychological and psychiatric conditions,
ranging from depressive episode [13], anxiety [14] and
alcoholism [15] to psychotic manifestations [16]. Psycho-
logical factors, though substantially interrelated with sui-
cidal behaviors, are far from being the sole causes. In
addition to psychiatric illnesses, certain risk behaviors
have also been identified. For example, suicidal behaviors
have been shown to be strongly associated with various
types of risk behaviors, including peer victimization [17-
19], risky sexual behavior [20], delinquency [21], sub-
stance abuse [22], non-suicidal self-injury (NSSI) [23],
physical inactivity [24,25] and poor nutrition [26]. Risk
behaviors rarely occur in isolation; rather, they tend to be
integrated and often overlap in what is known as a 'risk
behavior syndrome'. Studies have demonstrated that risk
behaviors are significantly correlated with one another
and often appear in clusters [27-30]. Since unhealthy
behaviors are significant predictors of subsequent mental
health problems, and often occur in clusters, there is a
paramount need to promote the adoption of healthy and
positive lifestyles, especially during the early years of life.

Where unhealthy and risky behaviors are established in
adolescence, the risk of health problems in adulthood is
elevated. The association of such behaviors, with the
leading causes of mortality and morbidity, underscores
the importance of carrying out preventive interventions,

particularly among young people [31], for the purpose of
modeling healthy behaviors.

Effective prevention strategies should comprise mea-
sures that specifically focus on defined target groups.
They should include evidence-based efforts designed to
address an immediate problem, and, its underlying fac-
tors, through long-term follow-up. Accordingly, those
few suicide prevention studies, which have been pursued
among young people have included (i) gatekeeper train-
ing programs in schools [32] (ii) awareness-raising train-
ing among school pupils [33], combination of both [34],
and (iii) professional screening [12,35,36] with subse-
quent clinical referral [37].

There is an ongoing debate in the scientific community
about which strategy represents the most effective and
efficient approach [38]. Reports indicate that suicide-pre-
ventive interventions in adults can reduce suicidal behav-
ior [38,39], but well-documented and randomized studies
for young people are still lacking.

The SEYLE (Saving and Empowering Young Lives in
Europe) longitudinal research project is, therefore, based
on a multi-site mental health promotion and suicide pre-
vention program; studying the three above-mentioned
strategies separately to understand which approach is the
most effective and pragmatic across the participating
schools, and considers cultural and national differences;
as well as recommending evidence-based, combined and
multifaceted interventions.

Objectives
The key objectives of the study are:

(i) to collect baseline and follow-up assessments of the
mental health and well-being, alongside demographic
data, information about lifestyles, values, risk behaviors
and other psychosocial information of European adoles-
cents and compile an epidemiological database;

(ii) to carry out an evaluation of three types of interven-
tions: gatekeeper training involving referrals by teacher
and school staff, awareness-raising training for pupils
encouraging self-referral and professional screening with
subsequent clinical referral among adolescents; in com-
parison with a control group that comprises self-referral;

(iii) to focus on reducing risk-taking and suicidal behav-
ior while simultaneously promoting improved mental
health;

(iv) to evaluate the intervention outcomes (in terms of
the efficacy, maintenance, effectiveness and cost-effec-
tiveness of the programs), in a multidisciplinary (i.e.
social, psychological and economic) perspective, in com-
parison with a control group;

(v) to evaluate treatment and social support outcomes
for referred pupils.
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Methods
Study design
The study is a randomized controlled trial (registered in
the German Clinical Trials Register, DRKS00000214) that
assesses three different types of intervention strategies in
comparison with a control group. Using a factorial
design, the study estimates and compares the effects of
different suicide-prevention programs on unhealthy life-
styles, in the form of risk and suicidal behaviors (Table 1).

This 12-country study comprises a random selection of
schools in 11 European countries, including Austria,
Estonia, France, Germany, Hungary, Ireland, Israel, Italy,
Romania, Slovenia and Spain, with Sweden serving as the
scientific coordinating center. The interventions are
implemented in the school premises and coordinated by
each country's respective SEYLE center. The general
study design of SEYLE is illustrated in Figure 1.

Population and sampling procedures
The target sample for each intervention 'arm' as well as
for the control 'arm' is 250 pupils, i.e. 1,000 subjects in
each participating country (totaling 11,000 subjects over-
all).

In each study site, a catchment area is identified and a
list of eligible schools generated. Eligible schools are cate-
gorized by size as (1) small (less than or equal to the
median number of pupils in all schools in the study catch-
ment area or region) and (2) large (greater than the
median number of pupils in all schools in the study catch-
ment area or region). Every class in each school selected
(regardless of size) where 15-year-old pupils make up a
majority is surveyed. This age group is selected because
of its risk propensity and the feasibility of performing 12-
month follow-ups. Schools are randomized on the basis
of their size category and sequentially assigned to respec-
tive intervention and control arms, comprising both large
and small schools. The remaining large and small schools
are then sequentially numbered.

To avoid contamination and confounding, only one
type of intervention is performed in each school. Given

the insufficient evidence of effectiveness of the interven-
tions, equipoise can be assumed so that no institution or
group will be put at (dis)advantage systematically.
Schools are only aware of the respective intervention arm
implemented at their facility, i.e. pupils are not informed
of the other types of intervention performed in other
schools. The effect that information could eventually
spread through informal suggestions can be neglected; in
case this becomes a topic, project members would apply a
strategy to openly give appropriate additional informa-
tion. A coordinator is assigned to each intervention arm
and its implementation. Coordinators in the respective
schools for each arm are instructed only on how to imple-
ment their own intervention arm, and have no prior
experience of the procedures for the other interventions.
Informed consent to participate in the study is obtained
from all the adolescents and their parents.

Inclusion and exclusion criteria
Schools and adolescents in the study areas are eligible to
participate if they meet all the following criteria:

(1) the school authority agrees to participate;
(2) the adolescents attend non-specialist public schools;
(3) school contains at least 40 pupils aged 15;
(4) school has more than two (3+) teachers for pupils

aged 15;
(5) no more than 60% of pupils are of either sex;
(6) informed consent from parents and pupils is

obtained.
If the school-based adolescents meet the following

exclusion criteria, they are ineligible to participate:
(1) the school authority refuses to participate;
(2) the adolescents attend a specialist and/or indepen-

dent or private school;
(3) the adolescents attend single-sex schools;
(4) a school has fewer than 40 pupils aged 15;
(5) the parents of pupils in a participating school, or the

pupils themselves, have refused to sign the consent docu-
ment.

Table 1: Factorial design of interventions

ARM
(n = 250 subjects per arm in each country)

Gatekeeper
Training

(QPR)

Awareness training Professional Screening

I X

II X

III X

IV Control Group/Minimal Intervention
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Identification of referral facilities
In the SEYLE project, healthcare facilities that are avail-
able to receive the referral of pupils and provide treat-
ment are identified within each respective community
prior to the commencement of the project. Pupils who
are categorized as high risk for mental ill-health or sui-
cidal behavior are remitted to the local healthcare facili-
ties for professional treatment. Pupils who do not meet
the criteria of high risk for mental illness or suicidal
behaviors, but necessitate changing or improving their
lifestyles, are referred to a non-clinical healthy lifestyle
group for social support and development.
Healthcare services
Prior to the launch of the SEYLE project, all local health-
care services in each respective center are identified,
including general practitioners, public healthcare facilities
and specialized psychiatrists and psychologists. Personnel
is informed about the project and notified regarding the
possibility of subsequent increases of pupil referrals. Infor-
mation describing the SEYLE project is provided to all
local healthcare services, including contact information for
SEYLE researchers, and information on suicide prevention
interventions [40,41]. All adolescents ascertained to be at-
risk are referred by professionals, or self-referred, to the
local healthcare facilities for treatment.
Healthy Lifestyle Group
Pupils who are referred by teachers, or by themselves, for
perceiving to have at-risk behaviors, but who are not in

need of professional help, are recommended to a non-
clinical healthy lifestyle group. The healthy lifestyle
groups comprise facilities in which pupils are positively
encouraged to adopt or improve healthy behaviors. On
the local level, this could be a boy scouts club, organized
sport activities and other local activities in the commu-
nity. On the national level, healthy lifestyle groups could
be national adolescent self-help programs, etc. Moreover,
SEYLE centers unable to identify sufficient healthy life-
style groups are encouraged to create their own version of
a healthy lifestyle group in which they choose the topics
and involve local volunteers to organize the meetings.
The concept of the healthy lifestyle group is to provide a
positive and uplifting localized atmosphere for adoles-
cents who are not classified as high risk and do not fit the
criteria for professional help; however, do need positive
support for adopting healthy behaviors and changing
unhealthy ones.

Baseline assessment of pupils
The baseline evaluation questionnaire, completed within
the confines of the classroom, is followed up with a post-
intervention evaluation questionnaire 3- and 12-months
post-baseline to study changes in attitudes, lifestyles,
behaviors and mental health problems of pupils. The
baseline assessment obtains data on lifestyles, behaviors,
values, mental health and suicidality. Data are collected
by means of structured questionnaires, including:

Figure 1 General study design of SEYLE.
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(i) the Global School-Based Pupil Health Survey
(GSHS) [42], which assesses lifestyles and risk-taking
behaviors;

(ii) the WHO Well-being Scale (WHO-5) [43], which
evaluates mood (good spirits, relaxation), vitality (being
active and waking up fresh and rested) and general inter-
ests (being interested in things);

(iii) the Beck Depression Inventory (BDI) [44], which
measures depressive symptoms;

(iv) the Paykel Suicide Scale (PSS) [45], which deter-
mines suicidal ideation and suicidal behavior;

(v) the Strengths and Difficulties Questionnaire (SDQ)
[46], which collects information on emotional symptoms,
conduct problems, hyperactivity and/or inattention, peer
relationship problems and pro-social behavior;

(vi) the Deliberate Self-Harm Inventory (DSHI) [47],
which evaluates deliberate self-harm behavior;

(vii) the Young's Diagnostic Questionnaire (YDQ) [48]
for Internet Addiction, which identifies Internet depen-
dency among adolescents;

(viii) questions from the European Values Study (EVS)
[49], which examines values, such as religion, family, mar-
riage, work and friendship;

(ix) specific items developed or modified for the SEYLE
study, concerning reading, music, and internet habits, as
well as coping, trauma and bullying, stressful life events,
stigma and discrimination, peer and parent-child rela-
tions, children's physical health, alcohol and substance
use, and future outlook.

Emergency cases
A specific procedure to evaluate and immediately assist
emergency cases is compulsory for all pupil participation
of the SEYLE project. Emergency cases are identified by
means of two specific questions prompted in the baseline
questionnaire. Pupils are considered emergency cases if
they respond "sometimes", "often", "very often" or
"always" to the question "During the past two weeks, have
you reached the point where you seriously considered tak-
ing your life or perhaps made plans how you would go
about doing it?"; and/or if they respond "Yes" to the ques-
tion "Have you tried to take your own life during the past 2
weeks?". Pupils identified in the baseline questionnaire as
emergency cases are immediately referred for clinical
evaluation and directed to healthcare services for treat-
ment if necessary. However, once evaluated, and even
when subjected to treatment, pupils are permitted to
continue in the intervention arm to which they were orig-
inally assigned.

Interventions
The preventive interventions comprise: Gatekeeper
Training (QPR), training of pupils in awareness of mental

health and crisis management (Awareness Training), and
screening of at-risk pupils by health professionals (Profes-
sional Screening) with subsequent clinical evaluation.
These three types of intervention arms are compared
with the control group. Interventions are designed to pro-
mote overall healthy behaviors; raise awareness; improve
lifestyles; refer subjects who demonstrate signs of suicidal
risk and mental ill-health for treatment or to a non-clini-
cal healthy-lifestyle group; and ultimately, enhance psy-
chological well-being while reducing suicidal risk and
mental illness.
I. Question, Persuade and Refer (QPR)
The QPR 'preventive intervention' program, developed in
the US http://www.qprinstitute.com/, focuses primarily
on training gatekeepers to identify and intervene when
individuals are engaged in risk behaviors. It involves ask-
ing the individuals questions concerning their behavior,
persuading them to seek help if they are displaying sui-
cidal warning signs and, when appropriate, referring the
individual to a treatment facility. In medical ethics, the
doctrine of Informed Consent and respecting the individ-
ual's rights does not preclude persuasion [50,51]. Gate-
keepers, in this study, are teachers and school staff who
are in daily contact with the subjects concerned. Teachers
and school staff in the randomly selected schools are
trained by staff in the SEYLE project that have undergone
the official QPR training program in the USA, or online,
and are certified trainers of this method. Training con-
sists of a two-hour interactive lecture and a one-hour
role-play session. Teachers and school staff receive a QPR
booklet on suicide prevention with education that
focuses on describing the epidemiology and risk factors
of the phenomenon of suicide; deals with common myths
and facts about suicide; provides detailed guidance on
how to recognize young people at-risk; and gives basic
information about how to support pupils who are con-
templating suicide and persuade them to get help. SEYLE
has, however, modified one aspect of the QPR interven-
tion in order to fit the needs of the project. In the original
QPR intervention, business cards with information con-
cerning contact information for local healthcare services
are distributed to the gatekeepers during the training, in
which case, gatekeepers keep the business cards on their
person in the occurrence they need to utilize the infor-
mation when referring someone presumed to be at-risk.

In the SEYLE modified version, the business cards con-
tain contact information not only for healthcare services,
but for non-clinical healthy lifestyle groups as well. More-
over, business cards are dispersed to each teacher and
school staff participant during the training advising them
to distribute the business cards to adolescents who they
presume to be at-risk for mental ill-health or suicidal
behavior.
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The active intervention period for the QPR in SEYLE is
a period of four weeks.
II. Awareness Training of Pupils
The awareness intervention is designed to promote
knowledge of mental health, healthy lifestyles and behav-
iors among adolescents enrolled in the SEYLE project. It
is an extended, refined version of an awareness trial con-
ducted in nine countries [33] developed by researchers
from Columbia University, New York and the National
Prevention of Suicide and Mental Ill-Health (NASP),
Karolinska Institutet, Sweden and incorporates method-
ology used in preventive interventions for suicidal behav-
ior [52]. All pupils in the schools concerned are provided
with a customized educational, awareness-raising booklet
covering six specific topics concerning: (i) awareness of
mental health; (ii) self-help advice; (iii) stress and crisis;
(iv) depression and suicidal thoughts; (v) helping a trou-
bled friend; and (vi) getting advice - who to contact
[53,54] with telephone numbers and email addresses to
local healthcare facilities and healthy lifestyle groups in
case pupils wish to seek help. Once the intervention com-
mences, six posters are hung in the classroom covering
the six key topics as in the awareness booklets. Lessons,
which are also combined with role-play sessions, address

the six topics covered in the awareness booklet and post-
ers.

During the classroom sessions, the instructor and an
assistant distribute the awareness booklets to all the
pupils. The instructor addresses these six topics along
with role-play sessions during subsequent five one-hour
sessions over 4-week duration (Figure 2).

In the role-play sessions, the adolescents have the
opportunity to act out conflict issues they experience in
their everyday lives (i.e. with parents, peers, teachers etc.)
under the supervision of the same trained instructor who
gives the lectures and leads role-play sessions, along with
an assistant, while pupils acquire skills in resolving such
problems. The role-play sessions comprise the following
three themes: Theme I, Awareness about choices; Theme
2, Awareness about feelings and how to manage stress and
crisis situations; and Theme 3, Awareness about depres-
sion and suicidal thoughts. Pupils who, through this inter-
vention, recognize their own need for help have the
opportunity and are encouraged to self-refer themselves
to contact an appropriate mental-healthcare provider, or
join a healthy lifestyle group by using the country-specific
contact information that is provided in the booklets and
on a business card, which is distributed to each pupil.

Figure 2 Timeline for the Awareness Intervention.
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III. Professional Screening
This intervention is designed to help health professionals
to identify at-risk adolescents by using cut-off points for
positive responses based on specific scales of adolescent
mental health in the baseline questionnaire. This inter-
vention was developed by the University of Heidelberg, a
SEYLE center, and NASP at Karolinska Institutet, the
coordinating center, and pilot-tested in the Heidelberg
clinic. Based on the results of the pilot test, cut-off points
were assigned accordingly (see Table 2). Pupils who
screen at or above specific cut-off points are referred for
professional clinical assessment. This assessment is con-
ducted by a psychiatrist or clinical psychologist, who per-
forms a semi-structured clinical interview designed for
the evaluation of mental health problems, as well as self-
destructive and risk-taking behaviors for adolescents
screened as 'at-risk' in the baseline evaluation in accor-
dance to the cut-off criteria.

The time period for the active intervention in the Pro-
fessional Screening arm is 4-week duration.

All pupils with a predetermined cut-off for depression,
anxiety, phobia, alcoholism, substance abuse, non-sui-
cidal self-injury (NSSI) and suicidality are referred for
professional treatment. Pupils with social problems are
referred to an appropriate non-clinical healthy-lifestyle
group.
IV. Control group/Minimal Intervention
For ethical reasons (nonmaleficence/preventing harm;
fairness/equitable access), the control group cannot be
completely excluded from any intervention [55]. There-
fore, a minimal intervention comprising six educational
posters, which are the same as those utilized in the
awareness training intervention (see above), are displayed
in the classrooms. The posters display six key points, the
same as in the awareness arm booklet, and provide con-
tact details for the local healthcare services and healthy
lifestyle groups. Pupils who recognize their own need for
help have the opportunity to contact (self-referral)
healthcare providers or a healthy lifestyle group. This
minimal intervention for the control group includes no
other form of intercession.

The posters hang in the classroom for four weeks, as all
interventions performed in SEYLE have an active inter-
vention period of 4 weeks.

Pupil referrals in each intervention
During and after the SEYLE interventions, students at-
risk are actively referred to local health-care facilities and
to healthy lifestyle groups. Students are referred accord-
ing to the arm they were randomized to. In the QPR arm,
teachers and school staff refer pupils; in the Awareness
and Control arms, pupils self-refer; and in the Profes-
sional Screening arm, the healthcare professional refers

the pupils. Pupil consignment is based on the level of risk
for each pupil.

3- and 12-month follow-up assessment for pupils
The assessment instruments used for the baseline mea-
surement (GSHS, WHO-5, PSS, SDQ, BDI, DSHI, EVS
questions and SEYLE-specific questions) are also used for
the 3- and 12-month follow-up evaluations. These mea-
sures cover the same outcome variables as those in the
baseline assessment in order to investigate changes. The
follow-up questionnaire also includes key questions cov-
ering information on the use of referrals by teachers,
school staff, health professionals and self-referrals. The
follow-up assessment comprises the description of treat-
ment received, as well as an evaluation of the intervention
study activities performed by teachers, school staff and
health professionals.

Outcome measures
Outcome variables that are assessed in the project
include well-being, depression, anxiety, emotional and
conduct problems, coping, self-destructive and addictive
behaviors, values, and lifestyles. Table 3 illustrates the
outcome variables and the corresponding assessment
tools utilized to measure them.

Another outcome variable is pupil referrals, i.e. the
total number of referrals inclusive all emergency cases
identified during the baseline evaluation, and treatment
outcomes. For data collection, SEYLE has developed a
systematic method of recording and monitoring all refer-
rals and obtaining feedback on their appropriateness.
Pupils are asked whether they have been referred and to
whom, what kinds of treatment they have received (medi-
cation, psychotherapy, both or neither etc.) and for how
long. Phone calls are performed with pupils who do not
participate in the follow-up evaluations, and, where pos-
sible, facilitators maintain contact with the pupils' par-
ents. In cases, where parents or family represent a source
of concern in the perception of the pupil or staff member,
contacts will be handled in a particularly careful manner
[56].

Professionals, teachers and school staff assessment
Baseline and 3- and 12-month evaluations is also per-
formed among health professionals, teachers and school
staff involved in the project. Health professionals are
assessed by a short 12-item questionnaire on their knowl-
edge and preparedness of treating adolescents displaying
suicidal behaviors. Teachers and school staff undergo a
more detailed assessment questionnaire that collects data
on mental health and suicidal behavioral knowledge, per-
ception and attitudes towards mental health and suicide,
employment satisfaction, their personal well-being and
perspective of the SEYLE project.
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Table 2: Cut-off criteria in the baseline questionnaire and in the professional screening intervention for selected at-risk 
pupils referral to clinical assessment

Theme Cut-off value/threshold value Risky and self-injurious behavior is diagnosed 
when

Depression (BDI) BDI-score ≥ 14; depending on the responses, from 
0 to 3 points are assigned (cf. manual) and added.

A BDI score of ≥ 14 is obtained.

Anxiety (ZUNG) ZUNG-score ≥ 45;
depending on the responses, from 1 to 4 points 
are assigned and added.

A ZUNG score of ≥ 45 is obtained.

Suicidal Ideation and 
Attempts

PAYKEL Scale The cut-off of at least one single item is obtained.

Yes/No response: previous suicide attempt. 'Yes' is the response given.

Non-suicidal self-injury Deliberate Self-Harm Inventory (DSHI) A sum of ≥ 2 is obtained and all points must 
therefore be added.

Eating behavior Both responses are needed to calculate the BMI 
score.

The BMI score is less than 16.5.

Sensation-seeking and 
delinquent behaviors

Yes/No response: riding with someone who has 
been drinking.

The sum of ≥ 3 for the theme 'risk behavior' is 
obtained. All points must therefore be added.

Yes/No response: skateboarding or riding roller-
blades in traffic and without a helmet.

Yes/No response: subway cart jumping, or held 
on the back of a moving vehicle.

Yes/No response: visiting known areas that are 
dangerous during night.

Sexual Promiscuity
Unprotected Sex

Substance 
abuse

Tobacco Tobacco Use (lifetime measure) 'Yes' is the response given to tobacco use, and 2 
cigarettes per day or more for tobacco 
consumption frequency.

Tobacco Consumption Frequency

Alcohol Alcohol Consumption Frequency (12-month 
measure)

2 times per week or more

Alcohol Consumption Amount (12-month 
measure)

3 or more drinks in a typical drinking day

Alcohol Intoxication (lifetime measure) 3 times or more

Alcohol Hangover (lifetime measure) 3 times or more
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Data analysis
The SEYLE project generates a total sample of 11,000
European adolescents, with 8,250 (750 per site) receiving
one or other of the three interventions being tested. The
control arm contributes 2,750 adolescents (250 per site)
to the total sample.

Power calculations adhere to the widely accepted pro-
posals made by Cohen (1988) [57] for detection of small,
medium and large effects. For all outcome measures, the
sample size gives the study more than 80% statistical
power to detect medium effects within the individual
centers and small effects at the aggregate level of centers.
Overall, the SEYLE intervention project is expected to
show medium effect changes.

The SEYLE study sample potentially exceeds the sam-
ple size requirements in order to detect statistically sig-
nificant changes. This will ensure the required statistical
power, taking into account the possibility of some center
recruiting fewer pupils than expected, attrition rates at
follow-up and missing data. An initial stage of statistical
analysis involves examining the consistency of psycho-
metric properties across sites of the measures used in the
SEYLE study. Reliability analysis is performed on the rele-
vant data from each participating center. The suitability
of continuous variables for parametric tests is assessed.

In cases where the diagnostics indicate that the reliabil-
ity of the parametric tests may be significantly under-
mined, the appropriate non-parametric test is carried
out. These include the Mann-Whitney test, the Kruskal-
Wallis test, the Wilcoxon test and Friedman's ANOVA.
Comparisons between study arms in relation to dichoto-
mous and polychotomous variables are initially made
using Fisher's exact test and chi-square tests, as appropri-
ate. Logistic regression compares the intervention arms
to the control arm in relation to the risk of an event of

interest occurring in the follow-up period. The odds
ratio, with its 95% confidence interval, is used as the mea-
sure of relative risk. An adjusted odds ratio is produced
from multivariate logistic regression models, which
include relevant covariates. Statistical analyses are car-
ried out at the level of the individual centers and at the
aggregate level. Variation in the experimental effects is
examined across the 11 participating centers.

Research Ethics
The study was approved ethically by the European Com-
mission as a precondition of funding approval for the
project. Ethical permission for the project, including per-
mission to follow up individual pupils, has also been
obtained in each participating country by the Research
Ethics Committees. All requirements of obtaining
Informed Consent from pupils and parents are followed
carefully. In order to maintain confidentiality and to allow
for analyzing follow-up data in the individual, question-
naires include a specific code to identify each participat-
ing pupil, enabling data to be obtained at individual and
not only aggregate level. An independent ethical advisor
supervises the implementation of the ongoing project in
order to ensure maximum protection of vulnerable indi-
viduals such as adolescents and articulate any sensitive
issues [58].

Discussion
The three prevention strategies that are tested in SEYLE
are built upon the concept of empowering different key
persons. Each prevention strategy is governed by differ-
ent scientific perspectives of empowerment.

The first strategy, gatekeeper training, encompasses
education concerning mental health and suicidal behav-
ior for key persons or 'gatekeepers', i.e. persons in fre-

Illegal 
drugs

Illicit Drug Consumption (lifetime measure) 3 times or more

Exposure to media Media Exposure Frequency Option 4, 5 or 6 is ticked, i.e. a pupil spends at least 
'five to six hours per day' watching television, 
playing computer games etc.

Social relationships Loneliness Frequency (12-month measure) Option 4 ('most of the time') or 5 ('always') is 
checked.

Bullying Peer Victimization (12-month measure) The sum of ≥ 5 is obtained. All response options 
must therefore be added.

School attendance Truancy (2-week measure) Option 3, 4 or 5 is ticked, i.e. respondents have 
missed three or more days of school or class 
without permission.

Table 2: Cut-off criteria in the baseline questionnaire and in the professional screening intervention for selected at-risk 
pupils referral to clinical assessment (Continued)
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Table 3: Correspondence between questionnaire measures and study outcomes

Tool for measurement Outcome variables

WHO-5 General well-being

Beck Depression Inventory (BDI) Depression

Paykel Suicide Scale (PSS) Suicidal behavior

Global School-Based Pupil Health Survey (GSHS) Alcohol use and abuse

Drug use and abuse

Eating habits

BMI

Physical activity

Sexual habits

Tobacco use

Violent behaviors

Risky behaviors

Strengths and Difficulties Questionnaire (SDQ) Emotional symptoms

Conduct problems

Hyperactivity/inattention

Peer relationship problems

Pro-social behavior

European Values Study Questionnaire (EVS) Values (religion, family, marriage, work, friendship)

Specific SEYLE questions Coping

General child health

Peer relations

Child-parent relations

Stigma and discrimination

Future outlook
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Deliberate Self Harm Inventory (DSHI) Self-harm behavior

Young's Diagnostic Questionnaire (YDQ) for Internet 
Addiction

Internet addictive behavior

Table 3: Correspondence between questionnaire measures and study outcomes (Continued)

quent contact with adolescents such as teachers and
school staff. Through this training, the gatekeepers learn
how to persuade at-risk adolescents to seek clinical help,
which essentially empowers the 'gatekeeper'. This strat-
egy has been moderately successful [32,59-62].

The second strategy, awareness-raising training,
involves interactively teaching school pupils the impor-
tance of mental health. Consequently, it empowers indi-
viduals to identify their personal level of risk, as well as
that of their peers, while informing them how best to seek
appropriate care, and, if necessary, helping them to do so.

Finally, professional screening with subsequent clinical
referral is an approach designed to evaluate a specific tar-
get group by utilizing a well-structured assessment
instrument based on cut-off scores for meeting certain
criteria for mental health problems. Individuals meeting
these criteria are referred for clinical evaluation, if neces-
sary, with appropriate treatment determined by the pro-
fessional in charge. This strategy empowers the
professional involved in the screening.

To date, the effects of suicide-preventive interventions
in young people in terms of improving unhealthy life-
styles have not yet been reported. We know that
unhealthy and risk-taking behaviors are detrimental to
one's current and future health. For a number of disor-
ders and illnesses, they are important factors contribut-
ing to premature mortality and morbidity. These types of
behavior may be expected to be modifiable and even pre-
ventable with appropriate intervention measures. It is,
therefore, crucial to test well-designed, longitudinal
health-promoting and suicide-preventive interventions
by evaluating to what extent such activities reduce
unhealthy behaviors while simultaneously promoting
healthy ones. The SEYLE project is unique in this respect,
since suicide-preventive interventions have not previ-
ously been tested with long-term follow-up measures to
assess changes in unhealthy behaviors.

The strength of SEYLE in comparison with other
school-based prevention and health promotion programs
is the active referral of all emergency cases to profession-
als. According to Mann et al. [38], prevention programs
for children and adolescents, such as curriculum-based
programs, have shown mixed results in terms of effec-
tiveness and impact. Knowledge about suicide has
improved, but there have been both beneficial and harm-
ful effects in terms of help-seeking, attitudes and peer
support. Curriculum-based programs increase knowl-
edge and improve attitudes concerning mental illness and

suicide, but the evidence that they prevent suicidal
behavior is insufficient [63]. Such programs may even be
detrimental for emergency cases or high-risk pupils, if
they do not provide direct access to care [63]. This risk
will be systematically prevented in SEYLE. Moreover,
psychiatric and psychological treatment are preferred
options for pupils who are identified as high risk; how-
ever, some pupils may not fit the criteria to receive pro-
fessional treatment, thus, it is of interest to examine the
effectiveness of healthy lifestyle groups for those particu-
lar adolescents.

There are also some limitations of the study. Some fam-
ilies may pose problems to allow for an informed consent
of an adolescent child to join the project. This may be
related to dysfunctional processes in the family affecting
the child's health [64]. In the SEYLE project, due to eco-
nomical limitations, we are unable to examine the source
of such family conflicts and, as a result, it can cause some
selection bias of pupils joining the interventions. Other
limitations of the study include pupils' refusal to partake
in the referral process to healthcare facilities or follow-up
evaluations in all intervention arms. Moreover, the infor-
mation collected on treatment for pupils referred to
healthcare services and healthy lifestyle groups is based
on self-reports by the pupil, and is not collected from
medical records or from leaders in the healthy lifestyle
groups, however, in respective centers, this option is a
possibility and data is collected from medical records
wherever possible.

In conclusion, the proposed pragmatic SEYLE trial is
expected to provide scientific evidence for understanding
the effects of different preventive interventions, their
cost-effectiveness and how they can also be combined
and practically utilized.

Ethical approval
The SEYLE protocol has been granted ethical approval in
each participating country where the research project is
implemented:
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• Hungary: Egészségügyi Tudományos Tanács Tit-
kárság, Pályázati Iroda, Tudományos És Kutatásetikai
Bizottság

• Ireland: Clinical Research Ethics Committee of the
Cork Teaching Hospital

• Israel: Helsinki Committee at the Rabin Medical Cen-
ter

• Italy: Comitato Bioetico Di Ateneo, Università Degli
Studi Del Molise

• Romania: Comisia De Eticã, A Universitãtii De
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findings from the SEYLE study
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This study explored the prevalence of risk behaviors (excessive alcohol use, illegal drug use, heavy smoking, reduced sleep, overweight,
underweight, sedentary behavior, high use of Internet/TV/videogames for reasons not related to school or work, and truancy), and their asso-
ciation with psychopathology and self-destructive behaviors, in a sample of 12,395 adolescents recruited in randomly selected schools across
11 European countries. Latent class analysis identified three groups of adolescents: a low-risk group (57.8%) including pupils with low or
very low frequency of risk behaviors; a high-risk group (13.2%) including pupils who scored high on all risk behaviors, and a third group
(“invisible” risk, 29%) including pupils who were positive for high use of Internet/TV/videogames for reasons not related to school or work,
sedentary behavior and reduced sleep. Pupils in the “invisible” risk group, compared with the high-risk group, had a similar prevalence of
suicidal thoughts (42.2% vs. 44%), anxiety (8% vs. 9.2%), subthreshold depression (33.2% vs. 34%) and depression (13.4% vs. 14.7%). The
prevalence of suicide attempts was 5.9% in the “invisible” group, 10.1% in the high-risk group and 1.7% in the low-risk group. The preva-
lence of all risk behaviors increased with age and most of them were significantly more frequent among boys. Girls were significantly more
likely to experience internalizing (emotional) psychiatric symptoms. The “invisible” group may represent an important new intervention tar-
get group for potentially reducing psychopathology and other untoward outcomes in adolescence, including suicidal behavior.

Key words: Risk behaviors, adolescents, media consumption, sedentary behavior, reduced sleep, psychiatric symptoms, suicidal behavior,
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(World Psychiatry 2014;13:78–86)

Risk behaviors (1,2) and psychiatric symptoms (3,4) among
youth are a major public health concern. Adolescents estab-
lish patterns of behavior and make lifestyle choices that
affect both their current and future health and well-being
(5-8). It has been shown that some of these choices have a
strong association with mental disorders in adulthood
(9,10). Given the importance of this transitional period and
the acute need for targeted preventive efforts, it is essential
to gather information regarding the prevalence of both
healthy and risk behaviors, as well as psychiatric symptoms,
based on a robust methodology (6,11-14).

Detailed information regarding adolescent risk behaviors
is regularly collected in the United States through the Youth
Risk Behavior Surveillance System (YRBSS) for the purpose
of helping to shape policy and to identify areas for further
research. Data from the YRBSS indicate that many pupils
engage in behaviors that place them at risk for the leading
causes of morbidity and mortality (15,16). These include
tobacco, alcohol and substance use (17-19), underweight
(20), obesity (21), sedentary behavior (22), unhealthy sleep

patterns (23), and truancy (24). Many of these behaviors and
conditions frequently co-occur in the same individuals (25).
Similar information is not systematically collected and avail-
able for other regions of theworld, including Europe.

The European School Survey Project on Alcohol and
Other Drugs (ESPAD, 26) and the European Monitoring
Centre for Drugs and Drug Addiction (27) regularly provide
EuropeanUnionMember States with an overviewof alcohol
and drug problems in the continent. However, these projects
focus primarily on substance abuse, with limited attention to
other risk behaviors and lifestyles. Studies that provide a
comprehensive picture of adolescent risk behaviors, there-
fore, are critically needed in Europe (25). There is also recent
evidence of an association in adolescents between mental
health status, risk behaviors and lifestyles (28-32). To date,
no comprehensive cross-national study has been conducted
to test associations between risk behaviors, lifestyles and
psychiatric symptoms in European adolescents.

The Saving and Empowering Young Lives in Europe
(SEYLE) project (33) was developed by a consortium of

78 World Psychiatry 13:1 - February 2014
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twelve European countries (Sweden, Austria, Estonia,
France, Germany, Hungary, Ireland, Israel, Italy, Romania,
Slovenia, Spain) and supported with funding by the Europe-
an Commission (grant agreement HEALTH-F2-2009-22309).
One of the aims of SEYLE was to gather information about
European adolescents’ health and well-being. Here we
report the main epidemiological findings regarding alcohol
and illegal drug use, smoking, sleep behavior, nutrition,
physical activity, and sensation seeking, including their
associations with self-destructive behaviors and psychiatric
symptoms. The hypothesis being tested was that the preva-
lence of these behaviors varies by age and gender and that
behaviors cluster in identifiable subgroups of adolescents
suitable for targeted intervention.

METHODS

High school pupils (N512,395; mean age 14.9160.90,
83 missing; M/F: 5,529/6,799, 67 missing) were recruited in
randomly selected schools (n5179) in eleven European
countries. At each country study site, a list of all eligible
schools was generated according to specific inclusion and
exclusion criteria (33). Ethical approval was obtained from
each local ethical committee. Data regarding the study sites,
the representativeness of the sample and consent/participa-
tion rates of schools and pupils were previously analysed,
showing that each study site is reasonably representative of
the respective country and that the external validity of the
sample is high (34).

A structured self-report questionnaire was administered
to adolescents in the participating schools. It covered socio-
demographic items, such as sex, age, country of birth of the
adolescent and his/her parents, parental employment sta-
tus, and belonging to a religious group. Risk behaviors were
assessed through the Global School-based Student Health
Survey (GSHS, 35), which is the international version of the
Youth Risk Behavior Survey questionnaire (36). Psychiatric
symptoms were assessed by the Beck Depression Inventory
(BDI-II, 37), the Zung Self-Rating Anxiety Scale (Z-SAS,
38), the Strengths andDifficulties Questionnaire (SDQ, 39),
the Paykel Suicide Scale (PSS, 40) and the Deliberate Self-
Harm Inventory (DSHI, 41). The officially translated and
validated versions of these instruments were used when
available. If the instruments were not available in the re-
quired language, they were translated (and back-translated)
and linguistically adapted. Internal reliability for all instru-
ments was assessed through Cronbach’s alpha, which was
high or very high for all of them (34). All the assessment
instruments were administered in a single classroom ses-
sion.

The GSHS items were recoded to identify nine areas of
risk behaviors: excessive alcohol use (drinks at least twice a
week), illegal drug use (used illegal drugs at least three times
during life), heavy smoking (smokes more than 5 cigarettes
per day), reduced sleep (sleeps 6 hours per night or less),

overweight (body mass index (BMI) above the 95th percen-
tile for age (42)), underweight (BMI below the 5th percen-
tile for age (42)), sedentary behavior (performs physical
activity less than once a week), high media use (uses Inter-
net, TV and videogames for reasons not related to school or
work for 5 hours or more per day), truancy (skips school at
least once a week without being ill or having another legiti-
mate excuse). A dichotomous variable was generated for
each risk behavior.

Psychopathological symptoms were recoded to stratify
pupils into dichotomous categories: subthreshold depres-
sion (BDI-II score <20 and positive on items assessing core
symptoms of depression, i.e., sadness and loss of pleasure
(43)); depression (BDI-II score� 20); anxiety (Z-SAS
score�60); subthreshold anxiety (Z-SAS score between 45
and 59 (43)); emotional symptoms (SDQ subscale�7);
conduct problems (SDQ subscale�5); hyperactivity (SDQ
subscale�7); peer problems (SDQ subscale�6), lack of
prosocial behavior (SDQ subscale�4); non-suicidal self-
injury (DSHI score�3); suicidal ideation (positive on at
least one PSS item); and suicide attempter (lifetime history
of suicide attempts). All psychopathological measures, with
the exception of lifetime suicide attempt, referred to the past
two weeks. All measures regarding risk behaviors and psy-
chopathology were further stratified by gender and age. On
the basis of the recruited sample, three age groups were
identified: 14 years or less (n54,007), 15 years (n55,350),
16 years ormore (n52,955).

A chi-square test of independence was used to statistical-
ly define the differences between genders and age groups for
socio-demographics, risk behaviors and psychopathology.

Latent class analysis (LCA) was applied without any
a priori assumption about the nature of the latent categori-
zation, thus identifying and characterizing clusters of
pupils with similar risk behavior profiles. In order to ac-
count for the effect of age on different risk behaviors, a
latent class logistic regression (LCLR) test was used with
age as a covariate (44). The LCLRmodels were fitted start-
ing with a two-class model, increasing the number of clas-
ses up to four. The Bayesian information criterion (BIC)
was compared across models. The lowest BIC was used to
identify the most parsimonious and best fitting model.
LCLR was applied to the nine risk behaviors in a subsam-
ple of 9,035 pupils with nomissing information for any risk
behaviors. A chi-square test was used to identify significant
differences in the socio-demographic and psychopatholo-
gy variables between the different latent classes of risk
identified by the LCA.

A multivariate multinomial logistic regression model
adjusted for gender and age group was developed to de-
scribe the relationship between belonging to a latent class,
selected as the dependent variable, and levels of psy-
chopathology.

For all analyses, a critical value of p<0.05 was considered
to be statistically significant. All statistical analyses were run
in STATA IC 9.0 forWindows.
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RESULTS

Risk behaviors

The prevalence of the nine identified areas of risk behav-
iors is reported in Table 1.

Less than ten percent (8.2%) of adolescents reported
drinking alcohol at least twice a week. More than one-third
(35.9%) of those who reported drinking had at least three
drinks in one sitting; 14.2% reported having experienced
being “really drunk”, and 7.7% reported having had a hang-
over. Alcohol use was higher among males and increased
significantly with age.

Less than five percent (4.5%) of the total sample reported
having used illegal drugs three times or more during their
lifetime. Illegal drug use was higher among males and
increased with age. More than ten percent (10.7%) of the
sample reported smoking at least 5 cigarettes per day and
more than forty-five percent (45.8%) reported smoking cig-
arettes at least once in their lifetime. Slightly more than ten
percent (10.3%) of the sample reported having started
smoking when theywere eleven years old or younger.

More than fifteen percent (15.5%) of the adolescents
reported sleeping 6 hours per day or less. Reduced sleep was
more frequent among females and among older age pupils.
More than forty percent (41.8%) reported sleeping less than
8 hours per day; slightly more than one-third (34.2%)
reported waking up often or being always tired in the morn-
ing, a finding significantly more common among females
(37.1% vs. 31.7%, p<0.05); approximately twenty-five per-
cent (25.4%) of adolescents reported the habit of taking a
nap in the afternoon, with a statistically significant higher
prevalence among females than males (27.8% vs. 23.4%,
p<0.05).

More than three percent (3.5%) of pupils had a BMI
above the 95th percentile for age (42), with the prevalence
of overweight being higher among males and increasing
with age. Three percent (3.1%) of adolescents had a BMI
below the 5th percentile for age (42), with no significant
gender or age differences. More than one fourth (26.5%) of
the sample did not regularly have breakfast, a behavior sig-
nificantly more common in females than males (30.8% vs.
21.2%, p<0.05). Six percent (6.1%) reported never eating
fruit or vegetables, while 62.5% reported eating them at least
once every day. Less than twenty percent (18.5%) reported
performing physical activity less than once a week. Seden-
tary behavior was more common among females and
increased with age. More than two thirds (68.8%) of the
adolescents reported performing sports on a regular basis,
with a significant gender difference (77.3% males vs. 61.8%
females, p<0.05).

Approximately ten percent (10.1%) of the adolescents
reported spending at least 5 hours per day watching TV,
playing videogames or surfing the Internet for reasons not
related to school or work. This percentage was significantly
higher in males and increased with age. Almost seventy-five
percent (74.5%) of the adolescents reported using their own
computer to surf the Internet, while 2.5% of the sample
reported having never used the Internet.

Less than four percent (3.8%) of the adolescents reported
often missing school without permission. This behavior was
significantly more frequent among older pupils and among
males. Ten percent (10.4%) reported having been in a physi-
cal fight in the past 12 months and almost half of them
(45.2%) reported having started the fight. Approximately
one-sixth (16.9%) of the pupils reported having been a pas-
senger in a vehicle with a driver who had been drinking.
Ten percent of the 14-year olds, 19% of the 15-year olds and

Table 1 Prevalence (%) of risk behaviors in the adolescent sample

14 years and below (n54,007) 15 years (n55,350) 16 years and above (n52,955) All age groups (n512,328)

Male

(n51,833)

Female

(n52,167)

Both

genders

Male

(n52,183)

Female

(n53,160)

Both

genders

Male

(n51,490)

Female

(n51,456)

Both

genders

Male

(n55,529)

Female

(n56,799)

Both

genders

Excessive

alcohol use

6.4* 4.1 5.2** 10.0* 5.3 7.3 17.7* 10.2 14.1 10.9* 6.0 8.2

Illegal drug use 3.2* 2.0 2.6** 5.8* 2.7 3.9 8.6 7.8 8.2 5.7* 3.6 4.5

Heavy smoking 4.6 6.1 5.4** 10.5* 8.0 9.0 25.0* 16.7 21.0 12.4* 9.2 10.7

Reduced sleep 9.7* 14.6 12.3** 11.4* 17.6 15.1 19.9 21.4 20.7 13.1* 17.4 15.5

Overweight 4.8* 2.5 3.5** 5.4* 1.6 3.1 6.1* 2.3 4.2 5.4* 2.0 3.5

Underweight 3.0 2.8 2.9 3.6 2.4 2.9 4.1 3.4 3.8 3.5 2.8 3.1

Sedentary

behavior

9.4* 16.8 13.5** 14.2* 23.4 19.6 17.7* 29.3 23.5 13.6* 22.6 18.5

High media

use

10.8* 7.2 8.8** 10.6* 8.8 9.6 14.1* 11.3 12.7 11.7* 8.8 10.1

Truancy 2.8* 1.9 2.3** 4.2* 2.3 3.1 9.3* 4.5 7.0 5.1* 2.6 3.8

*Significant difference between males and females of the same age (p<0.05), **significant difference across ages in both genders (p<0.05)
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42.9% of the 16-year olds reported having had a sexual
intercourse, with a significantly higher prevalence among
males in each age group. Less than four percent (3.3%) of
those engaging in sexual intercourse reported never or
seldom having used a condom, with no significant age
differences.

Psychiatric symptoms

The prevalence of psychiatric symptoms is reported in
Table 2.

Approximately one third (30.4%) of pupils experienced
subthreshold depression, with girls having a significantly
higher prevalence than boys (34.2% vs. 25.8%, p<0.05).
Approximately eight percent (8.1%) of the sample was cate-
gorized as depressed, with a significantly higher prevalence
in females (10.6% vs. 4.9%, p<0.05). The prevalence of
depressive symptoms increased with age.

More than twenty percent (23.3%) of pupils experienced
subthreshold anxiety, with the prevalence increasing with
age and being significantly higher among females (29.5% vs.
15.8%, p<0.05). Almost five percent (4.7%) of pupils re-
ported severe to extreme anxiety, with the prevalence in-
creasing with age and being significantly higher among girls
(6.6% vs. 2.3%, p<0.05).

Emotional symptoms were reported by 7.5% of the sam-
ple. Their prevalence increased with age and was signifi-
cantly higher among girls (11.2% vs. 3.0%, p<0.05).

Conduct problems occurred in 10.3% of the sample.
Their prevalence increased with age and was significantly
higher among boys (12.5% vs. 8.4%, p<0.05). Symptoms of
hyperactivity were present in 9.4% of the pupils and did not
differ significantly by gender.

More than three percent (3.6%) of the sample experi-
enced peer problems; the prevalence increased with age and
was significantly higher among boys (4.4% vs. 2.9%,
p<0.05). Nearly seven percent (6.9%) of the sample
reported lack of prosocial behavior; the prevalence in-
creased with age and was significantly higher among boys
(10.6% vs. 3.9%, p<0.05).

Suicidal ideation was present in approximately one third
of the sample (32.3%), with a significantly higher prevalence
in older pupils and among girls (38.7% vs. 24.5%, p<0.05).
More than four percent (4.2%) of the sample reported
attempting suicide during their lifetime, with a significantly
higher prevalence among girls (5.1% vs. 3.0%, p<0.05). The
frequency of suicide attempts for both genders increased
with age.

Classes identified through LCA and their correlates

LCLR models were fitted to the nine risk behaviors
reported above. A three-class model best fit the data. Figure
1 presents the patterns of response probability profiles for
each of the three classes. The first class (“low-risk”), com-
prising 57.8% of the sample (M/F52,557/3,497), included

Table 2 Prevalence (%) of psychiatric symptoms in the adolescent sample

14 years and below (n54.007) 15 years (n55.350) 16 years and above (n52.955) All age groups (n512.328)

Male

(n51,833)

Female

(n52,167)

Both

genders

Male

(n52,183)

Female

(n53,160)

Both

genders

Male

(n51,490)

Female

(n51,456)

Both

genders

Male

(n55,529)

Female

(n56,799)

Both

genders

Subthreshold

depression

25.7* 32.0 29.1** 24.8* 35.4 31.1 27.1* 35.0 31.0 25.8 34.2 30.4

Depression 3.8* 9.2 6.7** 4.2* 10.6 8.0 7.4* 12.8 10.1 4.9 10.6 8.1

Subthreshold

anxiety

14.0* 26.6 20.8** 14.7* 30.8 24.2 19.7* 31.1 25.3 15.8 29.5 23.3

Anxiety 1.6* 4.6 3.2** 2.4* 6.9 5.1 3.2* 8.8 6.0 2.3 6.6 4.7

Emotional

symptoms

3.0* 9.9 6.7** 2.3* 11.0 7.4 4.3* 13.6 8.9 3.0 11.2 7.5

Conduct problems 10.7* 7.5 9.0** 11.4* 8.6 9.8 16.1* 9.3 12.7 12.5 8.4 10.3

Hyperactivity 10.9 9.1 9.9 8.6 9.0 8.8 9.6 9.8 9.6 9.6 9.2 9.4

Peer problems 3.1 2.7 2.9** 3.7* 2.7 3.1 7.0* 3.3 5.1 4.4 2.9 3.6

Lack of prosocial

behavior

9.5* 3.1 6.0** 9.9* 4.0 6.5 12.7* 4.7 8.7 10.6 3.9 6.9

Non-suicidal

self-injury

6.8* 10.7 8.9** 7.6 8.8 8.3 9.7 12.2 11.0 7.9 10.2 9.1

Suicidal ideation 21.2* 35.4 28.9** 23.5* 39.3 32.8 30.1* 42.5 36.2 24.5 38.7 32.3

Suicide attempts 2.2* 4.2 3.3** 2.8* 4.7 3.9 4.1* 7.5 5.8 3.0 5.1 4.2

*Significant difference between males and females of the same age (p<0.05), **significant difference across ages in both genders (p<0.05)
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students with no or very low frequency of risk behaviors.
The second class (“high-risk”), comprising 13.2% of the
sample (M/F5622/562), included pupils who scored high
on all risk behaviors. The third class, comprising 29% of the
sample (M/F5687/1,109), included pupils who were posi-
tive for high media use, sedentary behavior and reduced
sleep. This class was labelled “invisible risk”, as these behav-
iors are generally not obvious or recognized by observers,
including parents and teachers, to be associatedwithmental
health problems.

Table 3 describes the relationship between the classes
identified through LCA and socio-demographic variables.
The percentage of pupils not born in the study site country
was significantly higher in the high-risk compared to both

the invisible- and the low-risk groups (10.0% vs. 6.9% and
4.8%, p<0.05). A similar pattern was observed for pupils
with parents not born in the study site country. Having
someone in the family who had lost his/her job during the
previous year was significantly more frequent in the high-
and invisible-risk groups than in the low-risk one (11.6%
and 12.1% vs. 8.3%, p<0.05). Living with a single parent
was significantly more frequent in the high-risk than in the
invisible-risk group (31.1% vs. 23.6%, p<0.05).

Figure 1 Results of the latent class analysis

Table 3 Socio-demographic features (%) by latent class risk
groups

Socio-demographic

features

Low-risk class

n56,054

(M/F52,557/

3,497)

High-risk class

n51,184

(M/F5622/

562)

Invisible-risk

class, n51,796

(M/F5687/

1,109)

Females* 57.8 47.5 61.8

Not born in the country* 4.8 10.0 6.9

Parents not born in

the country*

15.1 27.0 20.6

Doesn’t belong to a

religious denomination

31.2 34.0 31.3

Someone in your family

lost job last year**

8.3 11.6 12.1

Single parent household* 17.5 31.1 23.6

*The three groups differ significantly from each other (p<0.05), **the high-risk

and the invisible-risk groups differ significantly from the low-risk group (p<

0.05)

Table 4 Psychiatric symptoms (%) by latent class risk groups

Psychiatric symptoms

Low-risk

class, n56,054

(M/F52,557/

3,497)

High-risk

class, n51,184

(M/F5622/

562)

Invisible-risk

class, n51,796

(M/F5687/

1,109)

Subthreshold depression** 29.4 34.0 33.2

Depression** 4.2 14.7 13.4

Subthreshold anxiety** 19.0 31.3 31.0

Anxiety** 2.5 9.2 8.0

Emotional symptoms* 5.8 9.0 11.6

Conduct problems* 6.4 23.2 11.5

Hyperactivity* 6.1 18.6 11.8

Peer problems*** 2.3 3.0 5.0

Lack of prosocial behavior** 4.5 9.9 8.1

Non-suicidal self-injury* 5.5 22.3 12.4

Suicidal ideation** 27.1 44.0 42.2

Suicide attempter* 1.7 10.1 5.9

*The three groups differ significantly from each other (p<0.05), **the high-risk

and the invisible-risk groups differ significantly from the low-risk group (p<

0.05), ***the low-risk and the invisible-risk groups differ significantly from the

high-risk group (p<0.05)
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As shown in Table 4, the prevalence of depressive and
anxiety symptoms (both severe and subthreshold) and of
suicidal ideation was very similar in the invisible- and the
high-risk groups, and significantly higher in each of these
groups compared with the low-risk one (p<0.05). Emotion-
al symptoms and peer problems were significantly more
prevalent in the invisible-risk than in the high-risk group,
and more frequent in both these groups than in the low-risk
one (p<0.05). Conduct problems, hyperactivity, non-suicid-
al self-injury and lifetime suicide attempts were significantly
more prevalent in the high-risk group compared with both
the invisible- and the low-risk ones (p<0.05).

Multivariate multinomial logistic regression

Results from the multivariate multinomial logistic regres-
sion model of psychiatric symptoms and latent classes,
adjusted for gender and age, are presented in Table 5. Symp-
toms of depression, anxiety, lack of prosocial behavior and
suicidal ideation were associated with significant and simi-
larly increased relative risk ratios of being in both the invisi-
ble- and the high-risk groups. Having symptoms of hyperac-
tivity, non-suicidal self-injury or having attempted suicide
were associated with significantly increased relative risk
ratios of being in the high-risk group and, even if at a lower
level, of being in the invisible-risk group.

DISCUSSION

The results of this study indicate that the prevalence of
risk behaviors and psychopathology among European ado-
lescents is relatively high. Almost all studied risk behaviors
show an increase with age and most of them are significant-
ly more frequent among boys. The only exceptions are
sedentary behavior and reduced sleep, which are more fre-
quent among girls, who also have more internalizing (emo-
tional) psychiatric symptoms, such as depression, anxiety
and suicidal ideation.

In this large sample, LCA identified three groups of ado-
lescents. The first group, representing 13.2% of the adoles-
cents, scored high on all examined risk behaviors and can
be called “high-risk group”. Most interventions today target
this population (45,46). The largest group, comprising al-
most two thirds (57.8%) of the adolescents, scored low on
most risk behaviors and has accordingly been called “low-
risk group”. Even pupils in this low-risk group, however,
reported suicide attempts (1.7%), suicidal ideation (27%),
subthreshold depression (29%) and subthreshold anxiety
(19%). These findings highlight the need for large-scale pre-
ventive interventions and outreach in schools, as reported
in previous studies (43,47).

Most importantly, this study also identified, for the first
time, a third group labelled the “invisible-risk” group, which
includes 29% of the adolescents. These pupils clustered on
three specific risk behaviors (reduced sleep, low physical
activity and high media use), while simultaneously having
significantly increased prevalence of psychiatric symptoms.
The level of psychiatric symptoms found in this “invisible”
group is, in many cases, very similar to the high-risk group.
The group includes adolescents who spend an excessive
amount of time watching TV, being on the Internet or play-
ing videogames, including going to sleep late in order to pro-
long the use of these media activities and who, perhaps as a
direct consequence, neglect other healthy activities such as
sports. Adult observers (e.g., parents, teachers and mental
health professionals) do not generally perceive these behav-
iors as particularly harmful or reasons for concern. Never-
theless, the high- and the invisible-risk groups have a very
similar prevalence of depressive symptoms, anxiety symp-
toms and suicidal thoughts. In comparison with pupils in
the high-risk group, those in the invisible-risk group have a
higher prevalence of emotional symptoms and peer prob-
lems but a lower prevalence of conduct problems and hy-
peractivity. The differences between the high- and invisible-
risk groups do not depend on gender representation in these
groups, as multivariate analyses indicated that these associa-
tions remained significant when adjusting for age and gen-
der.

Adolescents in the invisible- and high-risk groups have
different patterns compared with the low-risk group con-
cerning country of origin (adolescent or one of his/her
parents born outside study site country), belonging to a sin-
gle parent household, or a family where a parent lost his/her

Table 5 Results of multivariate multinomial logistic regression of
latent class variables by gender, age group and psychopathologi-
cal scores (n58,579)

Invisible-risk vs.

low-risk class

High-risk vs.

low-risk class

RRR (95% CI) RRR (95% CI)

Gender (male/female) 0.95 (0.84, 1.08) 0.51* (0.44, 0.60)

Age group 15 years/

14 years or younger

2.41* (2.08, 2.79) 4.50* (3.55, 5.69)

Age group 16 years or

older/14 years or younger

7.88* (6.67, 9.30) 27.62* (21.66, 35.23)

Subthreshold depression 1.10 (0.96, 1.27) 1.21* (1.02, 1.43)

Depression 1.97* (1.50, 2.58) 1.82* (1.30, 2.53)

Subthreshold anxiety 1.62* (1.40, 1.88) 1.58* (1.32, 1.90)

Anxiety 1.81* (1.31, 2.52) 1.93* (1.31, 2.86)

Emotional symptoms 0.80 (0.63, 1.02) 0.47* (0.34, 0.65)

Conduct problems 1.24 (1.00, 1.52) 2.74* (2.21, 3.40)

Hyperactivity 1.59* (1.29, 1.95) 2.49* (1.99, 3.13)

Peer problems 1.23 (0.89, 1.70) 0.47* (0.29, 0.74)

Lack of prosocial behavior 1.60* (1.26, 1.74) 1.54* (1.17, 2.03)

Non-suicidal self-injury 1.40* (1.13, 1.74) 2.99* (2.37, 3.79)

Suicidal ideation 1.29* (1.12, 1.48) 1.30* (1.09, 1.55)

Suicide attempter 1.69* (1.22, 2.35) 2.62* (1.83, 3.74)

RRR – relative risk ratio, *p50.05 (two-tailed tests)
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job in the previous year. Interestingly, belonging to a religious
denomination (as perceived by adolescents), which is gener-
ally considered protective (48), did not confer any difference
in risk groupmembership. These findings suggest that adoles-
cents in the invisible group may more likely have a lower
socioeconomic status and thus, perhaps, be evenmore invisi-
ble to existing interventions and outreach activities.

A major strength of this study is the large sample of ado-
lescents (n512,395), recruited from randomly selected
schools across study sites in eleven European countries,
which are reasonably representative of the respective Euro-
pean country (34). The students were recruited and evaluat-
ed with homogeneous procedures across countries in terms
of inclusion and exclusion criteria and outcome measures.
Furthermore, the study comprised a very large geographic
area. One potential limitation of this study is that all data
were collected through self-report. Although it has been
shown that data acquired through self-report are reasonably
reliable (36,49,50), the prevalence of risk behaviors and psy-
chopathologymay have been underestimated. Another limi-
tation is that only one site per country was chosen for study
participation. Even though study sites were shown to be rea-
sonably representative of the respective country, inclusion
of more than one site per country might have improved
representation of the urban and rural areas and possibly
allowed stratification of risk groups by population density.

The results of this study are in agreement with the classi-
cal distinction between internalizing and externalizing dis-
orders (51), with the former (emotional) being more com-
mon among girls and the latter (behavioral) among boys.
Similar patterns of age- and gender- related differences have
been previously reported in American studies, such as the
Study of Disruptive Behavior Disorders in Puerto Rican
Youth (5), the NIMH Methods for the Epidemiology of
Child and Adolescent Mental Disorders (MECA) Study
(13) and the YRBSS (15). Until now, investigations con-
ducted in Europe, such as the ESPAD study (26), focused
exclusively on substance abuse and did not include a wider
range of risk behaviors as in the SEYLE study. Regarding
substance abuse, however, SEYLE results are in line with
previous findings, confirming the high burden of substance
abuse among European adolescents and its relationship
with various types of psychopathology (52). In general,
SEYLE results indicate that it would be a great advantage to
establish within Europe a system to routinely collect data
regarding adolescents’ mental health and lifestyles, as regu-
larly done in the United States with the YRBSS.

Because specific age- and gender-related differences
change over time, monitoring themmay have important im-
plications for the prevention of risk behaviors. The increase
in risk behaviors and psychopathology by age, as observed
in this study, is very steep but in agreement with other inves-
tigations (53,54). Importantly, in the SEYLE data, a simulta-
neous increase in the prevalence of each assessed risk
behavior was observed for each single increase in years of
age. However, data about the longitudinal life-time trajecto-

ry of these risk behaviors and their predictive value and
potential consequences for subsequent psychopathological
and psychosocial outcomes are not yet available. Nonethe-
less, the cross-sectional correlations between the high- and
invisible-risk groups and psychopathological variables, as
presented here, warrant the development of systematic psy-
chosocial support and intervention for these pupils.

In summary, the results of this study confirm the need for
early prevention and intervention in the mental health field
(55,56). The most common risk behaviors among girls are a
reduced number of hours of sleep and a sedentary lifestyle,
while drug and alcohol use are more common among boys.
Thus, preventive interventions should be tailored specifi-
cally for boys and girls. The most important findings of this
study arise from the LCA. In addition to the classical low-
and high- risk groups, we identified a third group, account-
ing for almost one third of the adolescents, who engage in
behaviors that are easily overlooked as they are generally
not perceived by adults, including mental health profession-
als, as troublesome. Pupils in this invisible-risk group show
high rates of depression, anxiety and suicidal ideation,
which are at the same level as among pupils belonging to
the high-risk group. While most parents, teachers and clini-
cians would react to an adolescent using drugs or getting
drunk, they may easily overlook adolescents engaging in
unobtrusive behaviors such as watching too much TV, not
playing sports, or sleeping too little. The causality of the rela-
tionships between these risk behaviors and psychopatholo-
gy remains unclear. However, common psychiatric disor-
ders, such as depression, are already known to often show
bidirectional relationships with reduced sleep (57), low lev-
els of activity (58) and high media consumption (59). Thus,
our findings have implications for gatekeepers delivering
information and education about adolescent health and life-
style to pupils and parents, as well as for policy makers and
clinicians. While discussions with adolescents often focus
on substance abuse and delinquency, the risk behaviors
identified here need to be considered, and special attention
given to encouraging sufficient sleep, participation in sports
and using newmediamoderately.

These data afforded a unique opportunity to profile typi-
cal schools throughout Europe serving regular pupils. How-
ever, a number of unanswered questions remain. For exam-
ple, not having more specific individual socio-economic
data on the participating adolescents precluded better iden-
tification of the relationship of these factors with risk behav-
iors and psychiatric symptoms. An epidemiologic house-
hold study should be conducted, including detailed socio-
economic data collection, to help explore the correlations
between psychopathology, risk behaviors and the general
socio-economic status. Moreover, this study evaluated
psychiatric symptoms cross-sectionally in the general
population through psychometric self-report instruments.
Diagnostic interviews would allow a better understanding
of the relationship between psychiatric disorders and risk
behaviors.
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Regardless of these limitations, the SEYLE study estab-
lished an important multi-national cohort of European ado-
lescents that ideally will be studied longitudinally, in order
to identify the trajectories from risk behaviors to psychopa-
thology and thus help to elucidate causality. Such a study
would also allow for the assessment of the course and prog-
nostic trajectories of various adolescent risk behaviors.
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School-based suicide prevention programmes: the SEYLE 
cluster-randomised, controlled trial
Danuta Wasserman, Christina W Hoven, Camilla Wasserman, Melanie Wall, Ruth Eisenberg, Gergö Hadlaczky, Ian Kelleher, Marco Sarchiapone, 
Alan Apter, Judit Balazs, Julio Bobes, Romuald Brunner, Paul Corcoran, Doina Cosman, Francis Guillemin, Christian Haring, Miriam Iosue, 
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Peeter Varnik, Vladimir Carli

Summary
Background Suicidal behaviours in adolescents are a major public health problem and evidence-based prevention 
programmes are greatly needed. We aimed to investigate the effi  cacy of school-based preventive interventions of 
suicidal behaviours.

Methods The Saving and Empowering Young Lives in Europe (SEYLE) study is a multicentre, cluster-randomised 
controlled trial. The SEYLE sample consisted of 11 110 adolescent pupils, median age 15 years (IQR 14–15), recruited 
from 168 schools in ten European Union countries. We randomly assigned the schools to one of three interventions 
or a control group. The interventions were: (1) Question, Persuade, and Refer (QPR), a gatekeeper training module 
targeting teachers and other school personnel, (2) the Youth Aware of Mental Health Programme (YAM) targeting 
pupils, and (3) screening by professionals (ProfScreen) with referral of at-risk pupils. Each school was randomly 
assigned by random number generator to participate in one intervention (or control) group only and was unaware of 
the interventions undertaken in the other three trial groups. The primary outcome measure was the number of 
suicide attempt(s) made by 3 month and 12 month follow-up. Analysis included all pupils with data available at each 
timepoint, excluding those who had ever attempted suicide or who had shown severe suicidal ideation during the 
2 weeks before baseline. This study is registered with the German Clinical Trials Registry, number DRKS00000214.

Findings Between Nov 1, 2009, and Dec 14, 2010, 168 schools (11 110 pupils) were randomly assigned to interventions 
(40 schools [2692 pupils] to QPR, 45 [2721] YAM, 43 [2764] ProfScreen, and 40 [2933] control). No signifi cant 
diff erences between intervention groups and the control group were recorded at the 3 month follow-up. At the 
12 month follow-up, YAM was associated with a signifi cant reduction of incident suicide attempts (odds ratios [OR] 
0·45, 95% CI 0·24–0·85; p=0·014) and severe suicidal ideation (0·50, 0·27–0·92; p=0·025), compared with the 
control group. 14 pupils (0·70%) reported incident suicide attempts at the 12 month follow-up in the YAM versus 
34 (1·51%) in the control group, and 15 pupils (0·75%) reported incident severe suicidal ideation in the YAM group 
versus 31 (1·37%) in the control group. No participants completed suicide during the study period.

Interpretation YAM was eff ective in reducing the number of suicide attempts and severe suicidal ideation in school-
based adolescents. These fi ndings underline the benefi t of this universal suicide preventive intervention in schools.

Funding Coordination Theme 1 (Health) of the European Union Seventh Framework Programme.

Introduction
  Worldwide, suicide is one of the three leading causes of 
death in young people.1,2 Globally, in 2009, suicide 
accounted for 7·3% of all deaths in the age group 
15–19 years, after road traffi  c accidents (11·6%), and 
preceding violence (6·2%), respiratory tract infections 
(5·4%), tuberculosis (4·8%), and HIV (2·3%).3 According 
to the latest data from WHO, fi gures are similar in 2014.4 
The lifetime prevalence of suicide attempts in adolescents 
in the USA is 4·1%.5 In Europe, the lifetime self-reported 
prevalence for similar age groups is 4·2%.6

Suicide attempts and severe suicidal ideation have 
potentially serious consequences, including substantial 
psychological eff ects, increased risk of subsequent 
suicide attempt, and death.7,8 Importantly, suicidal 
behaviour also has profound negative eff ects on relatives 
and other people in the person’s life.9 The medical, 

fi nancial, and emotional costs to communities aff ected 
by suicide are also substantial.10 Consequently, the 
prevention of suicidal behaviour should be a national 
health priority, with the development of existing11–13 and 
new evidence-based, suicide preventive interventions. 
Research lends support to the theory that the vast 
proportion of psychopathological changes has its onset 
in childhood and adolescence,14 and therefore young 
people are an especially important target.15,16 Most 
children and adolescents attend school, which makes 
these an appropriate setting for reaching young people.17 
The authors of two systematic reviews of school-based 
suicide preventive interventions18,19 concluded that 
assessments of school-based intervention programmes 
tested in randomised controlled trials are needed. The 
theoretical framework of suicide prevention programmes 
generally acknowledges universal, selective, or indicated 
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approaches.20–22 School-based universal programmes 
include all pupils, whereas selective and indicated eff orts 
focus on those regarded at high risk or presenting 
suicidal behaviour. The few randomised trials based on a 
universal or a selective approach have focused almost 
exclusively on generating change in knowledge and 
attitudes.19 Very few trials, all from the USA and none 
from Europe, have investigated changes in the reduction 
of severe suicidal ideation or suicide attempts.23–26 In this 
Article, we report the results of the Saving and 
Empowering Young Lives in Europe (SEYLE) study, the 
fi rst large-scale, multicountry, European randomised 
controlled trial of school-based prevention of suicidal 
behaviour in adolescents.27 The main hypothesis is that 
preventive interventions are more eff ective than a 
control condition in reducing new cases of suicide 
attempt and severe suicidal ideation between baseline 
and follow-up assessments.

Methods
Trial design and participants
  SEYLE was a multicentre, cluster-randomised trial 
designed to   investigate the effi  cacy of school-based 
preventive interventions for suicidal behaviour. Pupils 
were recruited from 168 schools in ten European Union 
countries (Austria, Estonia, France, Germany, Hungary, 
Ireland, Italy, Romania, Slovenia, and Spain). Schools 
were deemed eligible if they were public, contained at 
least 40 pupils aged 15 years, had more than two teachers 
for pupils aged 15 years, and had no more than 60% of 
pupils of the same sex.27 Within each country, the cluster 
design fi rst led to randomisation of eligible schools to 
one of four trial groups. Within the schools, all classes 
with pupils aged mainly 15 years were approached for 
participant recruitment. To avoid discrimination, all 
pupils in the participating classrooms, including those 
aged 14 and 16 years, were also approached for 
recruitment.

Study site characteristics are described in the 
appendix. We assessed all behaviours at an individual 
level with a structured self-report questionnaire 
administered in one classroom session at baseline, 
3 months, and 12 months. All pupils who reported 
suicide attempts ever, or severe suicidal ideation in the 
past 2 weeks before the baseline assessment, and those 
with missing data regarding these two variables were 
not included in the fi nal analysis. Pupils with incident 
(new) suicide attempt(s) or severe suicidal ideation at 
3 months and 12 months follow-up were identifi ed to 
investigate the preventive eff ects of the interventions. A 
procedures manual covering all aspects of SEYLE was 
available to each site. Local teams were trained in the 
study methods before their implementation and a 
steering group monitored adherence to the procedures 
during the entire study period. Pupils in each group 
completed the same questionnaire, which assessed risk 
behaviours, symptoms of psychopathology and suicidal 

thoughts, plans, and suicide attempts, at baseline 
(before any intervention) and at a 3 month and 
12 month follow-up. Ethics approval was obtained from 
each of the local research ethics committees. We 
obtained informed assent from each participant and 
written consent from at least one parent, which was a 
prerequisite for participation. SEYLE prescribed a 
specifi c procedure to assess and immediately assist 
every emergency case at each site. Emergency cases 
were pupils who reported either suicide attempts or 
severe suicidal ideation in the 2 weeks before baseline 
assessment. These pupils were immediately contacted 
for clinical assessment and referred to health-care 
services for treatment, if necessary. All referrals were 
done before implementation of the interventions. To 
avoid any stigma, all such emergency cases were 
allowed to continue in the study, but their results were 
excluded from the fi nal analysis. SEYLE used an 
independent ethics adviser from Basel University, 
Basel, Switzerland.

Randomisation and masking
A list of all schools that met the study inclusion or 
exclusion criteria was generated at each site. Schools 
were then stratifi ed into large (more than the site 
median) and small groups, to create a pool of potential 
participants that was homogeneous with respect to 
sociocultural factors, school environment, and school 
system structure. A random number generator was used 
to place schools at each site, fi rst into one of the four trial 
groups, then schools within each group were placed in a 
random order within each of the two school size 
classifi cations (large or small). We identifi ed schools 
(one large for every two small) for invitation into the 
SEYLE project according to a predefi ned order 
established by the randomised list. In the event that a 
selected school did not choose to participate or the trial 
group’s target was not met, we approached the next 
same-size school from the randomised list. Each school 
was randomly assigned to participate in one intervention 
(or control) group only and was unaware of the 
interventions undertaken in the other three trial groups. 
During school recruitment, the same general 
information that SEYLE is a mental health promotion 
project was presented to all schools. We also presented a 
general, non-specifi c overview about the procedures of 
the intervention to which a particular school was 
randomly assigned, but did not disclose that alternative 
interventions were part of the project. On the basis of 
the information provided, each school could accept or 
refuse to join the study. Overall, 168 schools (72%) of 
232 schools approached agreed to participate and no 
school dropped out of the study during the 12 month 
trial. All SEYLE randomisation procedures 
were developed by researchers from Columbia 
University (New York, NY, USA) and each site leader was 
responsible for implementing the plan.

See Online for appendix
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Procedures  
Three intervention programmes were compared with 
a control group. All interventions were undertaken 
during a 4 week period, after a baseline assessment.

Question, Persuade, and Refer (QPR) is a manualised 
gatekeeper programme, developed in the USA.28 In 
SEYLE, QPR was used to train teachers and other school 
personnel to recognise the risk of suicidal behaviour in 
pupils and to enhance their communication skills to 
motivate and help pupils at risk of suicide to seek 
professional care. QPR training materials included 
standard power point presentations and a 34-page booklet 
distributed to all trainees. Teachers were also given cards 
with local health-care contact information for distribution 
to pupils identifi ed by them as being at risk. Although 
QPR targeted all school staff , it was, in eff ect, a selective 
approach, because only pupils recognised as being at 
suicidal risk were approached by the gatekeepers (trained 
school personnel).

The Youth Aware of Mental Health Programme (YAM) 
was developed for the SEYLE study29 and is a manualised, 
universal intervention targeting all pupils, which 
includes 3 h of role-play sessions with interactive 
workshops combined with a 32-page booklet that pupils 
could take home, six educational posters displayed in 
each participating classroom and two 1 h interactive 
lectures about mental health at the beginning and end 
of the intervention. YAM aimed to raise mental health 
awareness about risk and protective factors associated 
with suicide, including knowledge about depression 
and anxiety, and to enhance the skills needed to deal 
with adverse life events, stress, and suicidal behaviours. 
This programme was implemented at each site by 
instructors trained in the methodology through a 
detailed 31 page instruction manual.

The Screening by Professionals programme 
(ProfScreen), which was also developed for the SEYLE 
study, is a selective or indicated intervention based on 
responses to the SEYLE baseline questionnaire. When 
pupils had completed the baseline assessment, health 
professionals reviewed their answers and pupils who 
screened at or above pre-established cutoff  points were 
invited to participate in a professional mental health 
clinical assessment and subsequently referred to clinical 
services, if needed.30

For ethical reasons, the control group was exposed to 
the same six educational posters displayed in their 
classrooms as those used in the YAM. Pupils in the 
control group who self-recognised the need for help 
could contact local health-care providers whose 
information was provided on a poster.

Process assessments and quality control were done in a 
standard manner at each site through a series of 
structured questionnaires to ensure that all preparatory 
procedures were executed correctly and that interventions 
were implemented in a standard way across sites and 
adhered to the SEYLE protocol. Analyses of these data 

suggest congruence between sites in both study imple-
mentation procedures and in undertaking of the 
interventions (data not shown).

Outcomes
The primary outcome was incident suicide attempt(s)—
ie, all new cases of suicide attempt(s) identifi ed at either 
the 3 month or 12 month follow-up. Another outcome 
was severe suicidal ideation in the 2 weeks preceding 
the follow-ups—ie, all new cases of suicidal ideation 
identifi ed at either of the two follow-ups. All pupils 
reporting ever making a suicide attempt before the 
baseline date or having severe suicidal ideation in the 
2 weeks before baseline were excluded from the analyses. 
Pupils were identifi ed as having an incident suicide 
attempt if, at the 3 month and 12 month follow-up, they 
answered “yes” to the question: “have you ever made an 
attempt to take your own life?” Pupils were identifi ed 
as having severe suicidal ideation, if they answered: 
“sometimes, often, very often or always” to the question: 
“during the past 2 weeks, have you reached the point 
where you seriously considered taking your life, or 
perhaps made plans how you would go about doing it?”

  Suicide attempts and severe suicidal ideation were 
studied with the above mentioned questions from the 
fi ve item Paykel Hierarchical Suicidal Ladder31 that 
measures the intensity of suicidal behaviour, from 
feelings that life is not worth living, to death wishes, 
suicidal thoughts, severe suicidal ideation with plans, 
and suicide attempts.

Symptoms of psychopathology, assessed with the 
Strengths and Diffi  culties Questionnaire (SDQ),32,33 and 
the sociodemographic variables presented in table 1 were 
used as covariates in all analyses.

Statistical analysis
We established the sample size by incorporating a 
cluster-randomised design with assumptions about 
potential participants, based on previous school-based 
studies of suicidal behaviour such as that the intraclass 
correlation of outcomes within schools would be 0·01 or 
smaller and that the incident rate of the primary 
outcome, suicide attempt at 12 months, would be 3% or 
more in the control group. About 2500 pupils from 
40 schools in each of the four groups (ie, 160 schools 
and 10 000 pupils), were judged to be a group of 
suffi  cient size to detect a 50% reduction in incidence of 
suicide attempt in any of the intervention groups, 
compared with the control group, with a power of 80% 
with a two-sided signifi cance level of 0·05. The risk of 
severe suicidal ideation was assumed to be higher and 
thus this sample size would yield greater power to detect 
group diff erences. Despite the overall large sample size, 
because the risk of the primary outcome being 
investigated was expected to be very low, signifi cance 
could only be achieved with adequate power if the 
intervention eff ects were very large (ie, about a two-fold 
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decrease or more). Means and proportions of individual 
characteristics (age, sex, not being born in their country 
of residence, parental job loss in the previous year, not 
living with both biological parents, country of residence, 
and SDQ total score) and baseline reports of suicide 
attempts or severe suicidal ideation were calculated for 
each intervention group and tested with a model 

controlled for clustering of pupils within schools. To 
investigate the preventive eff ects of the interventions at 
3 months and 12 months, all subsequent analyses of 
pupils with available questionnaire data at that 
timepoint excluding those who reported a lifetime 
suicide attempt at baseline or who reported severe 
suicidal ideation within the past 2 weeks at baseline. 

Figure: Study profi le
QPR=Question, Persuade, and Refer. YAM=Youth Aware of Mental Health Programme. ProfScreen=screening by professionals. SI=suicidal ideation. SA=suicide attempt. *Pupils who had ever 
attempted suicide or who reported severe suicidal ideation in the 2 weeks before baseline or who had missing data for the respective variable at baseline were excluded from analysis. †Pupils were 
excluded only in the analysis for the corresponding outcome. ‡Does not include lost-to-follow-up with other exclusion criteria. §Lost to follow-up between baseline and 12 months.

40 schools allocated to QPR 
 (2692 pupils)

2209 pupils included in analysis of 
 suicide attempts at 3 months
2210 pupils included in analysis of 
 suicidal ideation at 3 months

1978 pupils included in analysis of 
 suicide attempts at 12 months
1977 pupils included in analysis of 
 suicidal ideation at 12 months

45 schools allocated to YAM
 (2721 pupils)

43 schools allocated to ProfScreen
 (2764 pupils)

40 schools allocated to control
 (2933 pupils)

168 schools (11 110 pupils) randomly 
 assigned to interventions according

to the randomised list

232 schools (27 099 pupils) randomised 
to one of the four study groups
and consecutively approached

221 pupils excluded*
 146 for baseline SI or SA
 75 for missing data

199 pupils excluded*
 175 for baseline SI or SA
 24 for missing data

306 pupils excluded*
 165 for baseline SI or SA
 141 for missing data

231 pupils excluded*
 150 for baseline SI or SA
 81 for missing data

250 pupils lost to 3 months‡ 
 follow-up (absent from school 
 on day of survey)‡

345 pupils lost to 3 months‡
 follow-up (absent from school 
 on day of survey)‡

248 pupils lost to 3 months‡
 follow-up (absent from school 
 on day of survey)‡

332 pupils lost to 3 months‡
 follow-up (absent from school 
 on day of survey)‡

12 pupils excluded for missing SA 
  data at 3 months†
11 pupils excluded for missing SI 
  data at 3 months†

11 pupils excluded for missing SA 
  data at 3 months†
 5 pupils excluded for missing SI 
  data at 3 months†

7 pupils excluded for missing SA 
  data at 3 months†
 7 pupils excluded for missing SI 
  data at 3 months†

4 pupils excluded for missing SA 
  data at 3 months†
 5 pupils excluded for missing SI 
  data at 3 months†

2166 pupils included in analysis of 
 suicide attempts at 3 months
2172 pupils included in analysis of 
 suicidal ideation at 3 months

1987 pupils included in analysis of 
 suicide attempts at 12 months
1991 pupils included in analysis of 
 suicidal ideation at 12 months

2203 pupils included in analysis of 
 suicide attempts at 3 months
2203 pupils included in analysis of 
 suicidal ideation at 3 months

1961 pupils included in analysis of 
 suicide attempts at 12 months
1962 pupils included in analysis of 
 suicidal ideation at 12 months

2366 pupils included in analysis of 
 suicide attempts at 3 months
2365 pupils included in analysis of 
 suicidal ideation at 3 months

2256 pupils included in analysis of 
 suicide attempts at 12 months
2261 pupils included in analysis of 
 suicidal ideation at 12 months

485 pupils lost to 12 months
 follow-up (absent from
 school on day of survey)‡§

519 pupils lost to 12 months
 follow-up (absent from
 school on day of survey)‡§

489 pupils lost to 12 months
 follow-up (absent from
 school on day of survey)‡§

429 pupils lost to 12 months
 follow-up (absent from
 school on day of survey)‡§

8 pupils excluded for missing SA 
  data at 12 months†
9 pupils excluded for missing SI 
  data at 12 months†

16 pupils excluded for missing SA 
  data at 12 months†
 12 pupils excluded for missing SI 
  data at 12 months†

8 pupils excluded for missing SA 
  data at 12 months†
7 pupils excluded for missing SI 
  data  at 12 months†

17 pupils excluded for missing SA 
  data at 12 months†
 12 pupils excluded for missing SI 
  data at 12 months†

 64 schools declined to participate
15 989 pupils excluded
 14 267 no parental or pupil assent
 1722 absent from school on day of survey
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Raw counts and proportions of each outcome (suicide 
attempts and severe suicidal ideation) were tabulated 
within each intervention group at 3 months and 
12 months. The intraclass correlation was calculated for 
each outcome to quantify variability across schools. 
Assessment of whether diff erential dropout (ie, missing 
both 3 month and 12 month outcomes) across 
intervention groups was dependent on outcomes was 
examined with logistic regression of dropout status and 
testing of an interaction between group and baseline 
attempt or ideation.

Generalised linear mixed models (GLMM)34 with a 
logistic link, a random eff ect to account for clustering of 
pupils within schools, and a nested random eff ect to 
account for repeated (3 months and 12 months) 
measures within pupils, were used to test for intervention 
group diff erences. The GLMMs for each outcome 
included fi xed eff ects for intervention group, categorical 
month, a group-by-month interaction, and controlled for 
individual characteristics. On the basis of the GLMMs, 
the adjusted odds ratios (OR) and 95% CIs for each of 
the three experimental intervention groups compared 
with the control group at 3 and 12 months, were used to 
test signifi cance. Intervention groups were compared 
with the control group only; no mutual comparisons 
were made. The associated absolute risk diff erence and 
number needed to prevent were also calculated based on 
the adjusted risk of each outcome by intervention group 
estimated from the GLMM. A multiple imputation 
procedure35 (50 imputations with full conditional 
specifi cation for dichotomous variables)36 was used to 
manage missing values of individual characteristics 
(<1% missing for each individual characteristic), so that 
all pupils with an outcome at 3 months or 12 months 
were included in the GLMMs. Additional models, 
including sex-by-intervention group interactions, and 
age-by-intervention group interactions were tested for 
diff erential intervention eff ects by sex and age. To assess 
the robustness of the fi ndings, tests for intervention 
group diff erences were redone including only the subset 
of pupils with complete outcome data at both 3 months 
and 12 months. All analyses were done with SAS 
version 9.3. The trial is registered at the German Clinical 
Trials Registry, number DRKS00000214.

Role of the funding source
The funder of the study had no role in study design, data 
collection, data analysis, data interpretation, or writing of 
the report. The corresponding author (DW) had full 
access to all the data in the study and had fi nal 
responsibility for the decision to submit for publication. 

Results
Of 232 schools that were approached and randomly 
assigned to one of four study groups, 168 schools (72%) 
accepted to participate. 27 099 pupils were approached: 
14 267 were not enrolled because parental consent or 

pupils’ assent were not given, and 1722 pupils were absent 
from school on the day of baseline assessment. We 
recruited 11 110 pupils (median age 15 years [IQR 14–15], 
mean age 14·8 years [SD 0·8]; 59% girls). Of the 11 110 
pupils with baseline assessment, 9798 (88%) were 
available at 3 months and 8972 (81%) at 12 months (fi gure), 
with only 622 (5·6%) pupils not participating at either 
follow-up.   Our recruitment procedures generated about 
an equal number of pupils in each group (fi gure): 
2692 pupils were assigned to QPR; 2721 were assigned to 
the YAM; 2764 were assigned to ProfScreen, and 2933 were 
assigned to the control group. 221 pupils in the QPR 
group, 199 in YAM, 306 in the ProfScreen group, and 
231 in the control group were excluded from the analysis 
because they reported a previous suicide attempt or severe 
suicidal ideation in the 2 weeks before baseline, or were 
missing data for the respective variables (fi gure, table 1). 
Pupils referred at baseline for psychiatric treatment and 
thus excluded from analysis were 23 (0·8%) in the QPR 
group, 22 (0·8%) in the YAM group, 28 (1·0%) in the 
ProfScreen group, and 24 (0·8%) in the control group. 
There was no signifi cant interaction between any 
intervention group and baseline suicide attempt (p=0·533) 
or severe suicidal ideation (p=0·456) for dropout status.

Table 1 shows baseline characteristics of the sample for 
each intervention group. Diff erences in mean SDQ total 
score between groups were less than 1 point and are not 
considered clinically signifi cant, because the scale ranges 
from 0 to 40 points and has a borderline region of 3 points.32

At 3 months, of 9724 pupils who answered both 
outcome questions, 333 (3·4%) reported either an attempt 
or ideation and 85 (0·9%) reported both. At 12 months, of 
8885 pupils who answered both questions, 261 (2·9%) 
reported either and 55 (0·6%) reported both. Intraclass 
correlations across schools at 12 months were 0·003 for 
suicide attempt and 0·007 for severe suicidal ideation.

Question, 
persuade, and 
refer
(40 schools, 
2692 pupils)

Youth aware of 
mental health 
programme
(45 schools, 
2721 pupils)

Screening by 
professionals
(43 schools, 
2764 pupils)

Controls
(40 schools, 
2933 pupils)

Age (years) 14·80 (0·82) 14·80 (0·85) 14·81 (0·80) 14·78 (0·89)

SDQ total score 10·47 (4·96) 10·83 (4·96) 10·70 (5·11) 10·14 (4·95)

Number of girls 1675 (63%) 1637 (60%) 1607 (58%) 1647 (56%)

Not living with both 
biological parents

592 (22%) 601 (22%) 605 (22%) 626 (21%)

Not born in the country 
of residence

158 (6%) 205 (8%) 142 (5%) 158 (5%)

Parent lost employment 
in previous year

273 (10%) 257 (10%) 247 (9%) 292 (10%)

Ever attempted suicide 83 (3%) 115 (4%) 102 (4%) 86 (3%)

Severe suicidal ideation 
during past 2 weeks

99 (4%) 106 (4%) 96 (4%) 103 (4%)

Data are mean (SD) or n (%). SDQ=Strengths and Diffi  culties Questionnaire. Counts of suicide attempts and suicide 
ideation might overlap.

Table 1: Baseline characteristics
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Analyses of the interaction between intervention 
groups and time (3 months and 12 months) showed no 
signifi cant eff ect on incident suicide attempts in the 
three intervention groups, compared with the control 
group at the 3 month follow-up. However, at the 
12 month follow-up, we noted a signifi cant eff ect 
(OR 0·45, 95%CI 0·24–0·85; p=0·014) of the YAM on 
incident suicide attempts, compared with the control 
group (table 2). 

After analyses of the interaction between intervention 
groups and time (3 months and 12 months), we noted 
the following results for severe suicidal ideation: at the 
3 month follow-up, there were no signifi cant eff ects of 
QPR, YAM, or ProfScreen compared with the control 
group. However, at the 12 month follow-up, we noted a 
signifi cant eff ect of the YAM   (OR 0·50, 0·27–0·92; 
p=0·025), compared with the control group (table 3).

Neither sex nor age signifi cantly modifi ed the 
intervention eff ect for either outcome (interaction 
p=0·2658 for sex and 0·8933 for age for suicide 
attempts, and 0·1315 for sex and 0·9324 for age for 
severe suicidal ideation). YAM showed stronger eff ects 

for incident suicide attempts (OR 0·36, 95% 0·18–0·72; 
p=0·004) and severe suicidal ideation (0·46, 0·24–0·88; 
p=0·018) when the analysed sample included pupils 
who participated in all waves of data collection (n=8282).

Overall, in terms of suicide attempts, at 12 months in 
the YAM group absolute risk fell by 0·60 % (ie, 6·0 of 
1000 pupils) and relative risk (RR) was reduced by 
54·6% (ie, of 1000 pupils, 11 attempted suicide in the 
control group vs fi ve attempts in YAM). Therefore, the 
number needed to have an intervention with YAM to 
prevent one suicide attempt per year was 167. In terms 
of severe suicidal ideation, in the YAM group absolute 
risk fell by 0·50% and RR fell by 49·6%. The number 
needed to have an intervention with YAM to prevent one 
case of severe suicidal ideation per year was 200.

Site leaders in each country had contact with SEYLE 
school principals throughout the whole investigation 
period and were instructed to obtain information about 
any completed suicides. No completed suicides were 
reported for any study participants.

Discussion
This study represents the fi rst European, multicountry, 
randomised controlled trial of the prevention of suicidal 
behaviour in adolescents (panel). The results show that 
the YAM, a universal, school-based intervention of short 
duration (5 h in 4 weeks),29 was signifi cantly more 
eff ective in preventing new cases of suicide attempts and 
severe suicidal ideation, including planning, than no 
intervention (the control group). The reported reduction 
in incident suicide attempts was more than 50% with 
YAM than for the control group. This eff ect is higher 
than those noted in other successful public health 
interventions—eg, for bullying and bully victimisation 
(17–23%),37 or specifi c types of school-based interventions 
addressing smoking cessation (14%).38

So far, trials of only two other interventions undertaken 
in the USA have shown a signifi cant decrease in suicide 
attempts. Results from a classroom-based intervention, 
Signs of Suicide (SOS), with 2100 pupils in fi ve North 
American high schools, showed a reduced risk of suicide 
attempts at a 3 month follow-up, although there were no 
diff erences in suicidal ideation.23 Similar results were 
reported on the basis of an extension of this programme 
undertaken with 4133 pupils in nine US high schools, for 
which again, the incidence of suicide attempts at a 
3 month follow-up was signifi cantly lower, but no 
improvement in suicidal ideation compared with controls 
was noted.24 Neither study, however, followed up beyond 
3 months. Only one other trial, a classroom-based 
behavioural intervention called the Good Behaviour 
Game with two cohorts of about 1000 and 2000 North 
American fi rst-grade pupils, showed a reduced incidence 
of suicidal ideation and suicide attempts when followed 
up at ages 21–22 years.26

  In SEYLE, the YAM not only prevented suicide attempts, 
an important predictor of completed suicides,39,40 but it 

3 month follow-up 12 month follow-up

n Cases (%) OR (95% CI) p value n Cases (%) OR (95% CI) p value

Question, 
persuade, and refer

2209 15
(0·68%)

0·62
(0·32–1·18)

0·147 1978 22
(1·11%)

0·70
(0.39–1.25)

0·229

Youth aware of 
mental health 
programme

2166 19
(0·88%)

0·78
(0·42–1·44)

0·422 1987 14
(0·70%)

0·45*
(0·24–0·85)

0·014*

Screening by 
professionals

2203 27
(1·23%)

1·10
(0·61–1·97)

0·752 1961 20
(1·02%)

0·65
(0·36–1·18)

0·158

Controls 2366 27
(1·14%)

Reference ·· 2256 34
(1·51%)

Reference ··

ORs and 95% CIs were generated from generalised linear mixed models with a logistic link, adjusted for age, sex, 
Strengths and Diffi  culties Questionnaire total score, not being born in the country of residence, parental job loss in the 
previous year, not living with both biological parents, and country of residence. Missing covariates were included 
through use of multiple imputation. OR=odds ratio.*Signifi cant at p<0·05.

Table 2: Incident suicide attempts at 3 and 12 month follow-up

3 month follow-up 12 month follow-up

n Cases (%) OR (95% CI) p value n  Cases (%) OR (95% CI) p value

Question, 
persuade, and refer

2210 25
(1·13%)

0·69
(0·40–1·19)

0·182 1977 29
(1·47%)

0·95
(0·55–1·63)

0·856

Youth aware of 
mental health 
programme

2172 32
(1·47%)

0·88
(0·52–1·48)

0·629 1991 15
(0·75%)

0·50*
(0·27–0·92)

0·025*

Screening by 
professionals

2203 27
(1·23%)

0·72
(0·42–1·23)

0·229 1962 22
(1·12%)

0·71
(0·40–1·25)

0·234

Controls 2365 35
(1·48%)

Reference ·· 2261 31
(1·37%)

Reference ··

ORs and 95% CI were generated from generalised linear mixed models with a logistic link, adjusted for age, sex, baseline 
Strengths and Diffi  culties Questionnaire total score, not being born in the country of residence, parental job loss in the 
previous year, not living with both biological parents, and country of residence. Missing covariates were included through 
use of multiple imputation. OR=odds ratio. *Signifi cant at p<0·05. 

Table 3: Incident severe suicidal ideation at 3 and 12 month follow-up
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also reduced new cases of severe suicidal ideation, 
including suicide planning—all important markers of 
poor psychological wellbeing. The design of the YAM, 
aimed at changing pupils’ negative perceptions and 
improving their coping skills in the management of 
adverse life events and stressors, which often are triggers 
of suicidal behaviour, could account for its signifi cant 
eff ects. The YAM, through active participation might also 
have provided the pupils, most probably for the fi rst time, 
with an opportunity to think, verbalise, and discuss among 
themselves a range of issues related to mental health. 
Such opportunities are especially important, because 
people showing suicidal behaviour tend to suppress their 
emotions and have diffi  culties in identifying their 
feelings.41 These potentially sustained interactive processes 
and integration of new knowledge29 need time, and the 
associated cognitive processes were further helped by the 
adolescents becoming 1 year older and thus more mature 
at the 12 month follow-up. Additionally, eff ects of the YAM 
could not have been detected before the 12 month follow-
up because no additional intermediate measurements 
between 3 months and 12 months were available.

The QPR and ProfScreen interventions did not have 
signifi cant eff ects. Changes in suicidal behaviour are 
perhaps more likely to occur if pupils are personally 
engaged in the intervention, than with adult-driven 
interventions, which adolescents might be reluctant to 
accept. Importantly, QPR is designed to empower 
teachers to recognise pupils at risk of suicide. However, 
previous SEYLE fi ndings have shown that teachers’ 
readiness to help pupils with mental health disorders is 
dependent on the teachers’ subjective psychological 
wellbeing, which could possibly aff ect the eff ectiveness 
of the QPR interventions in this study.42 Moreover, for 
QPR, teachers need to be able to identify signs of 
suicide risk; but because suicidality is mainly an 
internal process, many warning signs might be scarcely 
visible or very well hidden in adolescents, even if 
teachers are well trained to recognise them. ProfScreen 
had the objective of identifying pupils at risk of mental 
health problems, and early detection and treatment of 
adolescents with psychopathology. This is an important 
approach to diminishing the burden of mental 
disorders in adulthood.43 However, as previous 
investigations have shown, the acceptability of 
screening is diffi  cult and this intervention approach 
would most probably benefi t from concurrent activities 
designed to reduce the stigma of mental health issues 
among pupils and parents, and thus to help society to 
be more open about mental health problems.30,44

Limitations of this study include reliance on self-report, 
as with other, similar studies.23,24 However, we regard it 
as unlikely that training in mental health awareness, as 
was done in the YAM, would negatively aff ect self-report 
of suicide attempts and severe suicidal ideation. Rather, 
with deeper knowledge and language skills reporting is 
more likely to increase and therefore diminish the 

signifi cance of the results found in this study. For ethical 
reasons the control group was exposed to the same 
mental-health infor mation as the YAM group, displayed 
on posters in the classrooms. Therefore, we assume that 
the eff ect sizes for the YAM are probably underestimated. 
A reported diff erence at baseline between groups for 
SDQ Total Score is less than one point and therefore not 
clinically signifi cant.32

The strengths of SEYLE, in addition to being a 
randomised controlled trial, include having the largest 
number of adolescent participants of any school-based 
suicide preventive study up to now, good follow-up 
participation rates, and the inclusion of new suicide 
attempts and severe suicidal ideation as outcome measures.

This study provides much-needed empirical evidence of 
the eff ectiveness of a universal school-based public health 

Panel: Research in context

Systematic review
We searched PubMed, PsycINFO, Cochrane Library, and Google 
Scholar with no date restrictions for English-language, peer-
reviewed articles of the outcomes of school-based suicide 
preventive interventions in April, 2014. The search terms 
included “suicide”, ”attempted suicide”, “prevention”, 
“intervention”, “adolescent”, “school”, “gatekeeper”, 
“screening”, ”mental health promotion”, “mental health 
education”, and ”randomised controlled trial”. References 
included in searched articles were also screened for relevant 
publications. The articles identifi ed by the searches were read by 
two researchers. Articles that reported randomised controlled 
trials of suicide preventive interventions undertaken in a school 
setting, with suicide attempt or suicidal ideation as outcome 
measures, and systematic reviews, were analysed. Three trials 
undertaken in a school setting in the USA were identifi ed. They 
showed signifi cant reductions in suicide attempts, and one of 
them also in suicidal ideation. Systematic reviews underlined 
the need for more randomised controlled trials.

Interpretation
Suicide attempt and suicidal behaviours in adolescents are 
known predictors of mental health problems and future 
suicidal behaviours throughout their lifecourse, which calls 
for early preventive measures. The results of our SEYLE trial in 
ten European Union countries with 11 110 school-based 
adolescents show that the Youth Aware of Mental Health 
Programme (YAM) is eff ective in signifi cantly reducing 
incident severe suicidal ideation and suicide attempts, which 
are the negative results of adverse life events, stress, and 
mental health problems. This is the fi rst multicentre, 
European study of a large sample of adolescents, and is a step 
forward in view of the shortage of studies of the eff ectiveness 
of school-based suicide prevention programmes. The SEYLE 
results provide evidence for the eff ectiveness of a universal 
suicide prevention programme (YAM) and, in addition to 
previous studies, the validity of a universal approach to 
adolescent suicide-prevention in a school setting. 
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intervention by showing that the YAM can prevent suicide 
attempts and severe suicidal ideation, including the 
planning of suicide, in adolescents. According to these 
data, YAM can prevent one suicide attempt by targeting 
167 pupils. These fi ndings are important in view of 
research showing that young people who attempt suicide 
are more likely to have persistent mental health disorders 
in adulthood45 and complete suicide, than those who do 
not attempt suicide in childhood.40 The results underline 
the necessity for action46,47 regarding large-scale imple-
mentation of universal, school-based suicide prevention 
programmes. Further studies are needed to replicate these 
results, and to assess the cost-eff ectiveness of the YAM 
intervention, and the potential added benefi t of booster 
activities and combinations of diff erent kinds of 
interventions. Further research is also needed to study the 
eff ect of a larger-scale implementation of the YAM 
intervention, including alternative methods of delivery.48
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Abstract

Background: The Awareness program was designed as a part of the EU-funded Saving and Empowering Young
Lives in Europe (SEYLE) intervention study to promote mental health of adolescents in 11 European countries by
helping them to develop problem-solving skills and encouraging them to self-recognize the need for help as well
as how to help peers in need.

Methods: For this descriptive study all coordinators of the SEYLE Awareness program answered an open-ended
evaluation questionnaire at the end of the project implementation. Their answers were synthesized and analyzed
and are presented here.

Results: The results show that the program cultivated peer understanding and support. Adolescents not only
learned about mental health by participating in the Awareness program, but the majority of them also greatly
enjoyed the experience.

Conclusions: Recommendations for enhancing the successes of mental health awareness programs are presented.
Help and cooperation from schools, teachers, local politicians and other stakeholders will lead to more efficacious
future programs.

Keywords: Youth, Adolescents, Mental health, School-based, Awareness program, Suicide prevention, SEYLE,
Intervention

Background
Suicide prevention in youth
Every completed suicide has a devastating effect, but
when a young life is cut short, the shock is oftentimes
even greater. Suicide is a complex phenomenon, thus,
the prevention of it needs to be tailored accordingly
[1,2]. Prevention can occur on both the individual and

societal level, with the most effective strategies being a
combination of efforts [1,3]. An obstacle in the effort to
combat suicide is the difficulty in identifying exactly
which at-risk individuals will commit suicide [4-6]. Con-
sequently, by informing the public and encouraging a
general awareness of mental health problems including
suicide, an increased alertness and responsiveness to sui-
cidal individuals will follow [7]. In an effort to make
such suicide preventive strategies effective and culturally
appropriate, it is important to consider local attitudes to-
ward suicide, and how to target suicide prevention and
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mental health interventions. Furthermore, it is impera-
tive to take into account the feelings of pain and grief
experienced by any community or individual that has
encountered a suicide.
Stigma, developmental changes and peer pressure lead

to adolescents being particularly in need of specifically
tailored preventive strategies [8,9]. Youth rarely look for
help from professionals. The reasons for this are many
and difficult to disentangle; perhaps the healthcare
system is not adequate, or there are none or few mental
health professionals available, but it can also be related
to developmental changes, increasing sense of self-
autonomy and attitudes toward adult intervention.
Young people may not ask for help because they see it
as a failure in the process of becoming self-sufficient
[10-12]. They may believe growing up means being able
to cope with their problems by themselves. Perhaps they
consider their problems unique and therefore unsolv-
able, be it by professionals or anyone else. Oftentimes
young people are reluctant to look for professional help
because of the stigma of mental illness and, for similar
reasons, they may also be afraid to address the issues of
mental pain to their peers [13]. Thus, it is important to
consider all of these factors when creating suicide
prevention programs for youth.

Awareness programs for youth
It is well known that the majority of young people will not
actively seek help from professionals, parents, teachers,
and oftentimes not even from their peers [9]. With this in
mind, how can youth suicide effectively be prevented? In
2002, the World Psychiatric Association (WPA) launched
a 9-country pilot study in order to raise the knowledge
and awareness about mental health in young people. The
assumption was that sound information would facilitate
communication about mental health concerns, without
raising unrealistic expectations about professional help
that was generally unavailable [14,15]. In the WPA
9-country study, the awareness campaigns were locally
designed and, thus, culturally adjusted to be acceptable for
the local population. The results showed that it was
possible to change attitudes, including those about suicide,
by influencing the behavioral responses of the pupils and
parents that partook in the study with slightly poorer
results for the participating teachers. Building on that pilot
study, an awareness program for adolescents was designed
for the Saving and Empowering Young Lives in Europe
(SEYLE) study, funded by the European Union within the
7Th Framework Health Theme.

The SEYLE study
SEYLE is a randomized-controlled intervention trial
(RCT) designed to assess the effects of three different
health-promoting intervention programs in comparison

with a control group in which a minimal intervention
was carried out. The study methodology has been
described previously in detail [16]. The intervention
programs consisted of:

1. Awareness Program – a health promotion program,
designed to empower pupils by increasing their
awareness of mental health, as well as healthy/
unhealthy behavior and teaching them skills to
diminish unhealthy behaviors [developed for the
SEYLE study by Columbia University and Karolinska
Institutet/National Centre for Suicide Research and
Prevention of Mental Ill-Health (NASP)].

2. QPR (Question, Persuade & Refer) – a gate keeping
program designed to educate teachers and other
school-based adults in identifying at–risk adolescents
and referring them to mental health facilities [17].

3. ProfScreen – screening by professionals for the
purpose of identifying pupils at high risk for mental
illness and/or suicidal behavior. The program
includes a referral procedure, wherein pupils
identified as at-risk of mental illness or suicidality
were referred to mental health treatment; this
program was specifically tailored for the SEYLE
study, by the Heidelberg University and Karolinska
Institutet/NASP research groups.

4. Minimal Intervention (control group) – providing
pupils with information materials (posters on the
classroom walls), containing basic information about
mental health (e.g., warning signs of crisis and
mental illness, how and where to seek help). This
intervention served as the control arm.

In the SEYLE study, effectiveness of the respective
interventions on adolescents was compared between the
interventions and the control group.

Awareness program in the SEYLE study
In the SEYLE study, the Awareness program was devel-
oped to target adolescents between 14–16 years old and to
meet their mental health-related needs. The strategy of
the program was to integrate different types of learning in
order to guide the adolescents through difficult topics.
One of the most effective ways to target changes in youth
is to combine both a cognitive and emotional training pro-
gram [18,19]. Cognitive learning was achieved through
lectures about mental health and mental disorders, and
experiential and emotional learning through role-play
sessions, as well as an overall hands-on approach to sensi-
tive issues. The four-week interactive program prescribed
a stimulating environment without involvement of the
regular schoolteachers/staff in order to diminish concerns
of being judged. Guided by a trained instructor and
at least one assistant, the adolescents were given an
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opportunity to learn from peers, whilst reflecting on
personal experiences and problem-solving techniques by
actively using their newly acquired skills in the role-play
sessions [20,21].
Before the implementation of the program and during

the preparatory phase, site-visits were made by members
of the SEYLE consortium steering group in order to ascer-
tain that the protocol was followed. The site leaders, along
with the coordinators of the Awareness program and the
instructors appointed to lead the role-play sessions were
trained in the many facets of the study methodology; the
procedures were stipulated in a detailed 31-page instruc-
tion manual [21]. The Awareness coordinators were child
psychiatrists or psychologists, many of whom had prior
experience with psychodrama or role-play.
The program started with a baseline assessment. The

core of the program consists of an opening lecture, three
role-play sessions, and a closing lecture with a discus-
sion. In the SEYLE study, each session lasted 45–60 min
and the whole program was carried out during four
weeks, in a total of five hours plus one additional hour
for the baseline questionnaire that served as an intro-
duction and first contact with the students (Figure 1).
A didactic and pedagogical booklet (Figure 2): “Affect

and Improve the Way You Feel” [20], specifically created
for the Awareness program was distributed to all
students. The booklet contained the following themes:

1) Awareness of mental health
2) Self-help advice
3) Stress and Crisis
4) Depression and Suicidal thoughts
5) Helping a troubled friend and
6) Getting advice: Who to contact

The booklet of approximately 25 pages was designed
for the SEYLE study in close collaboration with a
graphic designer who had prior experience in public

mental health research and prevention. It was translated,
back translated and, when needed, culturally adapted to
fit the local languages of the participating sites. In Israel
the booklet was translated into both Hebrew and Arabic.
The booklet was designed so that it could be kept as a
future resource for the pupils at the end of the Aware-
ness program. The content of the booklet served as a
framework for the role-play sessions and was introduced
to the pupils during the opening lecture in a power
point presentation. Similar information was also briefly
summarized in the six posters that were hung in the
classrooms.
In the SEYLE study it was recommended that

10–15 students per instructor participate in the
role-play sessions. Through role-play sessions and the
ensuing discussions, the students learn about mental
health related problems, whilst developing a set of
problem-solving skills to assist them in distress, as well
as the ability to identify circumstances in which the skills
should be applied. They get the opportunity to identify
reasons for, and ways to prevent the escalation of
problems and to explore the potential effects on the
people directly and indirectly involved. In order for
role-play to be an effective tool, all questions and
thoughts expressed by the pupils need to be thoroughly
discussed. This provides the pupils with an opportunity
to explore specific situations (e.g. being bullied in school,
a family crisis, moving to a new town, feelings of depres-
sion and suicidal thoughts) that could otherwise appear
threatening or difficult in an unsafe environment. They
were taught and given the chance to practice how to
express empathy, to appreciate other peoples’ perspec-
tives and how to stand up against peer-pressure. The
sessions gave also the opportunity to talk about the
responsibility of school staff and adults, for example in
the case of bullying. Finally, in the closing lecture, all the
topics discussed are summarized by using the same
power point presentation as in the opening lecture. In

Figure 1 Awareness program timeline in the SEYLE study.
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this final meeting with the students, particular attention
is given to the contact information found at the end of
the booklets. In every SEYLE site, local information with
the names and telephone numbers of people in the
healthcare system and other community-based support
networks were provided for students to seek help.

The instructor’s role
In addition to the Awareness coordinators, the program
was carried out by a team of competent instructors (also
called facilitators). The procedures manual stated that the
instructor should hold a Masters or higher degree in
psychology, public health, social work, pedagogy, or of an
equivalent discipline. It was also recommended that the
instructor have at least one assistant during the labor-
intensive role-play sessions. Some sites even decided to
hire professional psychodrama therapists to lead the
role-play sessions. The instructors were asked to keep a
journal during the time of the intervention program,
keeping track of any and all deviations from the protocol
and all cultural adaptations.

Aim
In this descriptive study, the Awareness program field
experiences are captured by using first-hand information
from the 11 SEYLE sites, as such, generating recommen-
dations and enhancing the future potential of such a
suicide prevention strategy.

Ethical permission
Ethical permission for the project, including the permission
to follow up individual pupils, was obtained in each one of
the eleven participating countries by their respective
Research Ethics Committees, namely: Austria: Ethikkomis-
sion der Medizinischen Universität Innsbruck; Estonia:
Tallinna Meditsiiniuuringute Eetikakomitee; France: Comité

de Protection des Personnes Sud-Méditerranée II; Germany:
Ethikkommission Medizinische Fakultät Heidelberg; Hungary:
Egészségügyi Tudományos Tanács Titkárság, Tudományos És
Kutatásetikai Bizottság; Ireland: Clinical Research Ethics
Committee of the Cork Teaching Hospital; Israel: Helsinki
Committee at the Rabin Medical Center; Italy: Comitato
Bioetico Di Ateneo, Università Degli Studi Del Molise;
Romania: Comisia De Etica, A Universitatii De
Medicina Si Farmacie, Cluj Napoca; Slovenia: Komisija
Republike Slovenije za medicinsko etiko; Spain: Comité
Ètico de Investigación Clinica, regional del Principado
de Asturias.

Methods
Sample
The SEYLE Awareness program was carried out within
well-defined catchment areas in eleven countries:
Austria, Estonia, France, Germany, Hungary, Ireland,
Israel, Italy, Romania, Slovenia and Spain. In those
eleven catchment areas, 179 schools were randomized
into one of the four non-overlapping intervention
study Arms. The participation rate of pupils was
88% at baseline. A total of 12, 395 pupils from both
metropolitan and micropolitan areas participated in
the study, of which 6799 were females and 5529 were
males (67 subjects had missing gender data), with a
mean age of 14.9 ± 0.9. Description of the methodology
and material employed is given in another paper [22].
A total of 3016 pupils participated in the Awareness
program Arm (55.2% females and 44.8% males).
In this paper, we examine the experiences and

opinions about the Awareness program of the 11 SEYLE
Awareness coordinators.

Procedure
In order to examine the strengths and weaknesses of the
program in this descriptive study, we asked all the
Awareness coordinators the following set of open-ended
questions about the program implementation.

1) What did you like most about the Awareness
program?

2) What did you like least about the Awareness
program?

3) What did the pupils like most about the Awareness
program?

4) What did the pupils like least about the Awareness
program?

5) How did the schools and teachers like the
Awareness program?

6) What would you change in the Awareness program
if you could?

7) What parts of the intervention needed to be
culturally adapted for your specific country?

Figure 2 Booklet cover pages (English and Slovene booklets).
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8) Was there a difference between the participating
schools? Classes? In their willingness to participate,
how they participated, what they thought, etc.

9) How much effort did the organisation of the
Awareness program take?

10) In your opinion, was the effort worth the outcome?

Upon completion of the Awareness program, the
coordinators in all sites were asked to answer the
above-mentioned questions in writing.

Data analysis
The written answers to the open-ended questions were
analyzed by the first and the last author of this paper
independently, with the processing of the material
performed in a number of steps. As recommended by
Pope et al. [23] the coding process was conducted with
researchers from different backgrounds (in psychology,
public health and anthropology).
To begin, each response was reviewed independently

by two assessors (VP and CW). Secondly, in order to
identify emergent topics and to ascertain meaningful
and broader themes, words and sentences were grouped
together [23-25]. After distinguishing the themes, the
two assessors independently scrutinised the whole
material again before comparing their results. The inter-
pretations were mostly congruent, but in the case of
discrepancy regarding which theme an answer belonged
to or having different opinions about the naming of
the theme clusters, a third independent assessor (DW)
was consulted and the final classification and grouping
of responses into theme clusters was obtained with
consensus.
Importantly, the themes describe multifaceted phe-

nomena that are broad in nature, but for the purpose of
analysis are grouped together [24]. Several themes
describing similar topics were combined, e.g. role play
and expressing feelings includes what the coordinators

described as the possibility of practicing the expression
of emotions through acting and improved coordination
(with schools and staff ) represents organisational
difficulties such as scheduling with schools, meeting
teachers and headmasters as well as recruiting staff. As a
last step, a general description of the responses was writ-
ten, serving as the basis for the results reported in this
article. Issues that were voiced by some sites in particu-
lar are emphasised in the result description by adding
the name of the country in parenthesis. The Awareness
coordinators as well as the principal investigators of
each of the sites were given the opportunity to comment
on the interpretation of the responses.

Results
Strengths of the awareness program
The Awareness coordinators from all sites drew atten-
tion to the particular design of the program that gave
space for discussing important mental-health related
topics, which otherwise go unaddressed. In 6 of the
11 participating sites (Austria, Estonia, Germany,
Hungary, Italy, Slovenia), the coordinators underscore
that talking about mental health problems and
emotions is still uncommon, shameful and stigmatised.
Figure 3 shows the aspects of the Awareness program
that were most appreciated across sites.
From the evaluation results, and as intended, the

adolescents used the role-play as an opportunity to
discuss their feelings, and they were eager for this kind
of experience (Austria). Adolescents particularly appre-
ciated the opportunity to talk about topics such as prob-
lem-solving, depression, anxiety, bullying (Austria,
Germany, Israel), stress and crisis situations (Spain),
pregnancy, conflicts with parents and teachers
(Romania), and also suicidal behavior (Slovenia, Israel).
The experience in France also showed that it was
important that positive aspects of health were addressed.
In Estonia, it was noticed that, in schools with a higher

Figure 3 Reasons for appreciation of the awareness program. Due to the fact that the Awareness coordinators responses were compiled
into theme clusters the charts show the number of compiled responses and not the percentage of responses.
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proportion of children with social problems, more
serious topics emerged during the role-play sessions.
According to the Awareness coordinators, the program

successfully promoted social networks in all countries.
Pupils often reported that, when they are in distress, they
do not have anyone to talk to (Hungary, Israel). The Aware-
ness program addresses this problem in two ways: First,
pupils are informed about different kinds of professional
support. Second, the Awareness program promotes peer
support. The importance of peer support is emphasised
directly with guidelines on how to help a friend in need and
indirectly by developing empathy. By participating in
the program, the youth got to know each other in a
deeper way, often realising that they were not alone
with their problems, and that classmates, who they
often didn’t know very well, shared similar problems
(Hungary). Students also learned the importance of
offering support to peers, instead of avoiding their
problems, and learned how to do it more effectively.
All countries report positive outcomes in this regard. In
some cases, the Awareness program also contributed to
stronger class bonds (Hungary) or an improved general
school-climate (Israel) as reported by students to the
instructors.

Interactive workshops as a means of prevention
The adolescents and instructors alike appreciated the
interactive approach of the Awareness program. The
relaxed atmosphere of the role-play sessions proved to
be a good point of departure for discussion, and a way
to approach the youths’ thoughts and feelings. The
instructors often noticed that pupils had difficulties
expressing their feelings in words (Austria, Germany,
Israel, and Slovenia). The role-play sessions provided
them with the opportunity to communicate, express and
verbalise their feelings, not only to the facilitator, but
also to their peers. They were able to overcome their
fears of expression, and open up in a more relaxed way
(Austria, Italy). The interactive approach engaged pupils,
and they preferred it to the standard classroom set-up,
or the ex-cathedra approach, which is still the predomin-
ant way of teaching in many schools across Europe. Not
only the pupils, but also the instructors, liked the variety
of verbal and written materials used in the Awareness
program, as well as the more interactive components
in contrast to the lectures (Austria). There were
reports from all participating countries about students
approaching the facilitators after the end of the program,
telling them about their problems. Moreover, school
counsellors noted that the Awareness program lead to
the development of networks with the clinical sector,
specifically by providing information on the treatment of
pupils in distress, much to the benefit of the perceived
quality of care in the schools (Slovenia).

The instructor from the Irish site gave the example of
how a young boy actively used the booklet as a means to
speak to his mother about his feelings and worries. The
mother came to the school after one of the sessions to
speak to the instructor; she had noticed a marked
change in his mood and was very thankful. The
instructor also noticed that the boy had become more
vocal as the Awareness sessions proceeded.
Moreover, the instructors reported changes in the adoles-

cents’ behaviors as the 4-week program progressed; it was
evident that, from participating in the role-play sessions,
the youth developed problem-solving skills when faced with
different situations (Ireland). Additional analyses are
required to learn how this potentially translates into every-
day life and in preventing mental health problems.
The schoolteachers expressed the importance of hav-

ing a person from outside the school-system to perform
the program (Austria), avoiding possible distrust of more
familiar instructors. The emotion that they could express
their views and emotions in a safe environment, without
prejudice and fear of ridicule, was a very powerful aspect
(Ireland, Romania). Pupils indicated that they liked that
the instructors were open-minded and young, and some-
one to whom the pupils easily could make a connection
with and feel close to. With all of this in mind, it is very
important to assemble, train and manage a team able to
deliver this kind of program to young people (Ireland,
Romania).

The shortcomings of the awareness program and
proposals for future modifications
The shortcomings of the Awareness program, as voiced
by the instructors, mostly concern the lack of flexibility
due to the RCT design and the tight time frame in the
implementation of the workshops. It was difficult to
assure that the needs of all pupils were met, or that all
topics were equally addressed, explained and/or under-
stood with the same depth. Some topics (e.g., serious
mental health problems like depression or suicide) were
more difficult to comprehend for some adolescents and,
thus, a challenge for the instructors to convey in such a
brief period of time.
The question of allocating more time for role-play

sessions, e.g. 2 h instead of 45–60 min, was raised. The
current program included an opening lecture that was
considered by some to be too theoretical in nature and,
consequently, not as well accepted as the interactive role-
play sessions (Austria, Israel). Moreover, pupils thought
the time frame for each session was too short (France).

Burden of the program for the school system
A potential obstacle to successfully implementing the
Awareness program is the response of the school au-
thorities, school staff, and their parents. In some cases,
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teachers and school staff were sceptical about the pupils’
motivation to participate in such a program. Ensuring
that the entire teaching body appreciates the benefits
and efforts of such a program is beneficial to the imple-
mentation (Ireland). As the Awareness coordinator
typically was in touch with the school principal and
guidance counsellors across their site, many coordina-
tors underscored that it proved to be helpful when the
principal and/or guidance counsellor were asked to
inform all teaching staff about the program. It also
happened that some parents and teachers refused or
discouraged pupil participation in the program, because
they would miss too many classes (Austria, France,
Germany, Hungary, Israel, and Slovenia). It would be
helpful therefore to place hand-outs with information
about the Awareness program in the staff room in
order to ensure familiarity among the entire teaching
staff (Ireland). In fact, the benefits of this kind of
intervention program may not be obvious to every-
one, especially parents (Hungary, Slovenia). In some
schools, the Awareness sessions were scheduled after
school and since many pupils attend other after-school
activities, this could have influenced participation rates
in the program.

A more holistic program and a longer time frame
The most important aspects that the coordinators wish
to change in the program are shown in Figure 4 below.
Many of them mention the short time frame of the pro-
gram and the value of a more flexible schedule, as well
as the advantage of a less rigid approach to the dissem-
ination of content, expressing some reservation regard-
ing the structure of the opening lecture and the
somewhat intrusive posters. Instructors and students alike
expressed the desire for an Awareness program that would
last longer (Germany, Hungary, Ireland, Italy, Slovenia, and

Spain), and for the structure of the program to be changed
to two longer workshops, instead of three shorter ones
(Estonia). Additionally, a wish to address other topics
was expressed by the coordinators, such as: sexual
behavior (Slovenia), sexual orientation (France), influ-
ence of emotions and thoughts on behavior (Romania),
practice with behavioral techniques about how to talk to
peers in distress (Hungary).

Materials and tools of interaction
In addition to the role-play, discussions and problem
solving that were part of the SEYLE Awareness program,
adding other kinds of interactive teaching could further
strengthen the program. Among these learning from vid-
eos (Italy) expressive arts techniques or even action
teaching were mentioned (Slovenia).
Moreover, in some countries (Germany, Slovenia)

pupils did not like the posters, as their design or style
was not appealing and was sometimes considered too
intrusive. This issue can be dealt with by minimising the
amount of text on them and by giving more attention to
the design. One problem with the posters, in addition to
their somewhat simple design, was that they were
printed locally, and the quality of the prints varied
greatly from site to site. The Awareness and instruction
booklets were all printed in Sweden at a printing
company and, consequently, were of high quality and
uniform across sites.

A cross-country comparable awareness program
In the SEYLE study, the Awareness program was imple-
mented in an identical fashion across the 11 countries.
According to the SEYLE protocol, the sites were encour-
aged to, if needed, culturally adjust the content of the
role-play examples and to account for these adjustments
by keeping a journal at the time of program. In some

Figure 4 Proposed modifications of the awareness program. Due to the fact that the Awareness coordinators responses were compiled into
theme clusters the charts show the number of compiled responses and not the percentage of responses.
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cases, some of the role-play examples from the instruc-
tion manual were not used or, if used, applied in a
modified fashion. Nonetheless, all participating sites
addressed the same topics, as it is important in a cross-
country primary preventive RCT to have well-structured
tools and clear guidelines on how to work with pupils,
so that the instructors could be easily trained, and the
obtained intervention results to be comparable across
schools and countries.

Flexibility vs. uniqueness
The short time frame of the program (four weeks) was
stipulated because of the SEYLE study research-design,
aiming to compare different intervention outcomes. For
future implementation of this kind of preventive
program, the structure and the time frame of the inter-
vention can also be tested, since it is often difficult to
offer it in an identical way in different countries and
school-settings. The Awareness program stimulates the
pupils’ thoughts and feelings, as such, creating a need
for a space for continuous discussion, something that
should probably be integrated into the ordinary school
curriculum. In the Hungarian case, a group of pupils
decided to continue meeting together weekly to discuss
their problems among themselves at the end of the
program. Moreover, coordinators from most of the sites
underscored that the program was more successful in
those schools where the number of pupils per session
was fewer, as well as when more time was given for
discussion. It was interesting to note that, in Austria,
girls were more interested and open than the participat-
ing boys and, in Ireland, boys offered better advice when
taking part in the role-play sessions compared to girls,
especially, around the topic of pregnancy. In Romania,
pupils from smaller towns were more involved and had
a lot of questions during the introductory lecture, whilst
pupils from bigger towns had higher expectations,
expressing views about mental health that they had read
about on the Internet and in other sources. Schools with
pupils of lower Social Economic Status (SES) had lower
participation rates (Hungary) and some adjustments of
the program had to be made according the type of
school (Slovenia).
In summary, the key lesson is to uphold flexibility in

discussion with the adolescents, taking into consider-
ation the specific context of every classroom. Despite
many challenges with the scheduling of the workshops
in different schools and classes and other organisational
efforts, all site Awareness coordinators reported that
these were well worth it in relation to the satisfaction
and appreciation expressed by the pupils (see Figure 5).
To overcome logistical difficulties as well as those related

to the attitudes of the schools and parents, it is important
that stakeholders, politicians, school-rincipals, teachers and

parents understand the importance of such a mental health
and Awareness intervention program, including its’ aims
and design and that they support it (Israel, Germany,
Hungary). It is also important to have close collaboration
with other systems (e.g. social and health care system) as
specified in the SEYLE protocol, to be able to provide
professional help and back-up to adolescents in need.

Discussion
By asking the field coordinators open-ended questions
about their experiences we have been able to gain a deeper
understanding of the implementation of the Awareness
program, complete with its’ difficulties and real-life situa-
tions. Research shows that a self-administered instrument
of open-ended questions is practical and useful tool for
evaluation [25].
The major strength of the Awareness program as

proclaimed by the coordinators is its’ subtlety in content
and execution. When addressing sensitive issues such as
mental health, risky life-styles and suicide, it is important
not only to be cautious and sensitive to cultural differ-
ences, but also to personal histories. Awareness programs
for adolescents that are both effective and culturally adapt-
able need to be carefully developed, considering attitudes
towards suicide and mental healthcare in general. More-
over, suicidal behaviors vary across countries, by gender
and across the lifespan [26-28], with many other factors
influencing these behaviors, such as a variety of cultural
expressions, stigma, access to lethal means of suicide, lack
of a medical/mental healthcare infrastructure; all of them
usually linked. Risk and protective factors at the individual,
as well as the larger societal level, need to be taken into
consideration. A preventive effort specifically tailored for
adolescents needs to be thorough in its approach; yet open
to flexibility, allowing the youth to express themselves
freely in a safe environment. Since it is very difficult to
identify which adolescents are most at risk for suicide,
increasing the general mental health awareness whilst
encouraging youth to self-recognize the need for help, as
well as to help peers in need, may lead to fewer suicides.
The SEYLE Awareness program helps the adolescents

to develop a large set of skills and knowledge about
mental-health: functional knowledge (knowing about
Mental Health), procedural knowledge (knowing how/
having skills) and conditional knowledge (knowing the
circumstances in which to use the skills). This know-
how is expected to lead to a heightened responsiveness
to individuals with psychiatric, behavioral and/or emo-
tional problems, or suicidal individuals, whilst diminish-
ing the general stigma surrounding mental health.
Accounts from the field demonstrate that the pupils not
only learned new information by participating in the
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Awareness program, but the majority of them greatly
enjoyed the experience.
Schools provide a well-structured environment that

allows large international interventions, such as the
SEYLE Awareness program, to run according to a priori
defined rules that can be compared across different
countries in spite of the many potential, imagined and
real cultural differences. Though the school environment
provides us with the best setting for programs aimed at
adolescents, it is by no means an easy system to navigate
and one of the more difficult aspects of the Awareness
program was, in fact, the enormous organisational effort
required from of the coordinators and their teams work-
ing with many different schools and teachers, during a
short time period, especially to achieve adequate time in
the school curriculum. Of course, the conditions of a
study are in many ways much different than those
encountered in real life, and we recommend that future
Awareness programs take into account the problems
encountered in the SEYLE field and the suggestions
given here. The structured nature of the current
program is inherent to a research study, but in a real-life
setting, the time frame for each of the topics raised
could be more flexible according to the specific class
context and issues raised during the session. The incorp-
oration of video materials and other types of learning
methods may also be effective, but needs to be evaluated.
Suppleness in organisation and structure and listening

to the thoughts and wishes of the participating adoles-
cents is key to a successful program. The Awareness
program is highly contextual and the feedback from the
coordinators shows that the local context significantly
influences the outcome of the program; every classroom
is different, and consequently flexibility is central to a
successful implementation. In the case of the SEYLE

randomized controlled trial, it was necessary to execute
the program in a structured manner to allow for effective
comparison across sites through standardised methods.
Much of the criticism from the Awareness coordinators
dealt specifically with the more rigid aspects of the
program; specifically the time frame but also the posters
that were deemed too conspicuous in relation to other
more adaptable aspects of the program.
In summary, the following guidelines can be helpful

for people working with youth mental health awareness:

� Prepare a well-structured program with clearly
defined aims, but allow flexibility and an individual
approach.

� More time should be allocated to the variety of
topics raised and to role-play and discussions with at
least an additional five hours added to the program,
resulting in a ten-hour program.

� Facilitators need to have a proper professional
background and training, but also need to have
specific personality traits (e.g. openness, ability to
listen and make quick decisions) to create a safe
environment.

� Topics should be addressed in a way that gives
an opportunity to develop problem-solving skills
and empathic attitude whilst creating an
enjoyable and inspiring experience. Difficult
topics should not be avoided, rather need to be
addressed with care and close involvement of the
participants.

� The key messages need to be disseminated through
different materials and tools of interaction.

� Cooperation, understanding and support from
stakeholders are crucial for success; the school
system is the most effective system to use.

Figure 5 Organisational efforts and general satisfaction.
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Therefore, logistical issues (schedules, size of
group, etc.) need to be tailored according to the
needs and available resources.

� Holding an information event prior to the
Awareness program to encourage teachers and
parents to allow the children to participate by
providing them with the opportunity to gain a better
understanding of the aims and benefits of the
program is beneficial. This informal meeting gives
the parents an opportunity to meet the awareness
coordinator and helps to demystify the program and
make it more tangible for parents.

� Evaluation of the program should be done with pre-
post assessments and also with process-evaluation.

Limitations of this paper
The above-mentioned suggestions for successful aware-
ness programs only take into account the issues raised
by the set of questions the SEYLE Awareness coordina-
tors were asked. For a more profound understanding of
the program and it’s successes and failures, similar ques-
tions need to be asked to the participating adolescents
as well as to teachers and other school personnel.
Only questions with open-ended answers were used in

this evaluation. On the one hand, this enabled us to
gather a variety of unexpected answers, important for
exploring the field experiences. On the other hand, this
approach limited the measurable comparisons of the
responses to the same items, which is possible when
using visual analogue scales. Importantly, this limitation
was countered by using a systematic and rigorous
approach in the content analysis of the material and
summarising results in a meaningful way.

Conclusions
The SEYLE Awareness program was developed with a
large heterogeneous group of adolescents in mind. The
main goals, to increase general mental health awareness
whilst encouraging youth to self-recognize the need for
help, were, of course, very ambitious. In such large-scale
efforts, it is difficult to ensure that the needs of all parti-
cipants are addressed and that all topics raised are
adequately explained and actually understood. However,
reports from the SEYLE sites in 11 European countries
show that the adolescents not only learned about mental
health by participating in the Awareness program, but
that it was also an enjoyable and inspiring experience.
The role-play sessions and ensuing discussions were a
welcome diversion from ordinary classes and as such an
excellent tool for communicating knowledge and dimin-
ishing mental health related stigma. Different from many
other school endeavours, the program engendered
understanding between pupils, encouraged peer support
and allowed the pupils to get to know each other better,

hopefully leading them to understand that they are not
alone with their problems.
The school-environment is the best system we have to

perform primary prevention programs designed to
improve mental health and give information about
unhealthy life-styles among youth, whilst at the same
time raising the general awareness-level about mental
health and mental problems. However, the help and
support of schools, local politicians and other stake-
holders, along with teachers, parents and adolescents, is
needed for efficacious implementation of forthcoming
awareness programs. Finally, the healthy functioning and
understanding of mental health related issues for children
and adolescents have profound consequences for society,
both presently and in the future. Therefore, our expecta-
tions for the future are that comparable mental health and
suicide preventive awareness programs will be included in
the curriculums of schools across Europe.
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