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Abstract   

This study examined the effectiveness of a suicide prevention program that provides free and accessible 

counseling services to suicidal youth. Children and adolescents who underwent a suicide risk assessment 

at a Colorado school (n = 99) were referred for counseling through the Second Wind Fund (SWF), a non-

profit organization dedicated to the prevention of youth suicide. Each of these clients presented with at 

least 1 barrier to treatment such as no or inadequate insurance or lack of transportation. Through SWF, 

clients received up to 12 counseling sessions at no charge. Clients ranged from 8 to 18 years of age. Of 

the 99 clients, 93 completed the Suicide Ideation Questionnaire-Junior (SIQ-Jr) at the beginning and end 

of treatment. Results indicated that SIQ-Jr scores were significantly lower at the end of treatment. 

Follow-up surveys were sent to referral sources at the end of the subsequent school year to examine 

longer-term effectiveness of SWF services. The majority of clients did not require any additional 

intervention and none went on to die by suicide. Study results indicate that the removal of financial and 

social barriers can increase access to and participation in treatment and reduce suicidal thoughts and 

behaviors. Implications for practice, including suicide risk assessment and outside referrals are discussed. 
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Introduction 

According to the Centers for Disease Control (CDC), suicide is the second leading cause of 

death among American youth aged 10 to 14 years and 15 to 24 years (Heron, 2016). In 

addition to deaths by suicide, suicidal ideation and attempts also appear to be major concerns. 
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For example, data from the 2015 National Youth Risk Behavior Survey (YRBS), the largest 

survey of U.S. youth that monitors health risk behaviors, suggest that approximately 17% of all 

American high school students report having seriously considered committing suicide and more 

than 8% actually have attempted suicide in the previous 12 months (Kann et al., 2016). Gender 

differences in deaths by suicide have been noted in youth with males dying by suicide at much 

higher rates than females (CDC, 2017). However, some research suggests that younger females 

(15 years and under) have higher rates than males (Guerra & Vasiliadis, 2016). 

There are a number of factors that are related to increased risk for suicide in youth. The most 

powerful of these are biological and psychopathology/psychological risk factors such as 

depression (Fried, Williams, Cabral, & Hacker, 2012; Verona, & Shabnam, 2011); previous 

suicide attempt (Fried et al., 2012); substance use (Cherpitel, Borges, & Wilcox, 2004; Kelly, 

Cornelius, & Lynch, 2002; Verona, & Shabnam, 2011); and attention-deficit/hyperactivity 

disorder (Impey & Heun, 2012).  

 

Although a variety of psychosocial interventions known to be effective in treating youth who are 

depressed and/or suicidal are available (Ougrin, Tranah, Stahl, Moran, & Asarnow, 2015), most 

adolescents suffering from depression do not receive treatment (Asarnow, Tompson, & Berk, 

2005; Cummings & Druss, 2011). This is also true for most suicidal youth (Farand, Renaud, & 

Chagnon, 2004; Freedenthal, 2007). Among children 6 to 17 years old in the National Survey of 

American Families estimated to have need of mental health services, 79% had not used these 

services in the past 12 months (Kataoka, Zhang, & Wells, 2002). More recent studies still 

indicate less than half of youth reporting current serious suicidal ideation, depression, substance 

problems, or functional impairment are receiving treatment (Gould, et al., 2009; Wu, Katic, Liu, 

Fan, & Fuller, 2010). For those who do receive treatment, it usually is not accessed for at least 

a year following the onset of mental health symptoms (Wang, Bergland, Olfson, & Kessler, 

2004).   

    

Prior studies have shown multiple demographic trends among suicidal youth who receive mental 

health services (Michelmore & Hindley, 2012; Chu, Hsieh, & Tokars, 2011; Kataoka, Stein, 

Nadeem, & Wong, 2007; Kataoka et al., 2002; Wu et al., 2010). One factor of significance is 

the racial/ethnic identity of the child. White adolescent suicide attempters were significantly 

more likely to receive inpatient or outpatient services (Wu et al., 2010), while being in an ethnic 

minority group was independently associated with not seeking professional help and with a lack 

of receipt of counseling in suicidal adolescents (Michelmore & Hindley, 2012). Specifically, it has 

been found that a higher percentage of Hispanic children in need (88%) than white children in 

need (76%) did not receive care (Kataoka et al., 2002) and following a crisis intervention at 
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school, Latinos were less likely than non-Latinos to have seen a community mental health 

provider (43% vs. 73%; Kataoka et al., 2007). Furthermore, 35.7% of Asian Americans with 

prior suicide attempts had never sought any help in their lifetime and Asian Americans with 

suicidal ideation were found to be less likely to seek and perceive a need for help than their 

Latino counterparts (Chu et al., 2011). However, it should be noted that foreign-born 

adolescents of various ethnicities were found to be more likely to receive mental health 

treatment in inpatient settings (Wu et al., 2010). 

 

Differences in service access have also been noted by gender. Research indicates that males 

who died by suicide were significantly less likely to have accessed mental health services in the 

year prior to their deaths (Farand et al., 2004; Guerra & Vasiliadis, 2016). This may contribute 

to the significantly higher rates of suicides in males. 

 

Prior service utilization research has focused on a range of factors that influence the receipt of 

child mental health care. Some of this research has focused on barriers to treatment (Larson et 

al., 2011, Gould et al., 2009; Kataoka et al., 2007; Moskos, Olson, Halbern, & Gray, 2007; 

Owens et al., 2002). Barriers identified include structural barriers such as not knowing where to 

get help and lack of transportation, barriers related to perceptions of mental health problems, 

and barriers related to perceptions of mental health services. Access to mental health treatment 

is also impacted by insurance limitations and the financial cost of treatment (Owens et al., 

2002; Moscos et al., 2007). Kataoka et al. (2002) found that a higher percentage of children 

with public insurance used mental health services (9–13%) than did the uninsured (4–5%) and 

privately insured (5–7%). Of those children in need of mental health treatment, a higher 

percentage of uninsured children (87%) than those with public insurance (73%) received no 

care. 

 

School-based mental health professionals often are the first to recognize the mental health 

issues of children and youth (Allison, Roeger, & Abbot, 2008) and thus are central in suicide 

prevention efforts. Research indicates that school-based suicide prevention and intervention 

programs can be effective in reducing suicide risk (Crepeau-Hobson, 2013). Schools are also 

critical in terms of assisting struggling youth and their families in accessing services and 

intervention, including making referrals to community mental health treatment when school-

based services are insufficient in meeting the individual’s needs (Allison et al., 2008). Research 

suggests that the majority of youth screened at risk of suicide follow through with referrals for 

community-based treatment with rates ranging from 70% (Gould et al., 2009) to about 76% 

(Husky, Sheridan, McGuire, & Olfson, 2011). The findings of these studies indicate suicide risk 
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assessment strategies within schools can serve as a means of preventing suicide and obtaining 

mental health services for suicidal youth. However, as noted above, there are a number of 

financial and social barriers to accessing treatment. This study sought to examine the 

effectiveness of removing some of these barriers by providing free and easily accessible 

counseling services to youth at risk for suicide.  

 

Method 

Program 

Second Wind Fund (SWF) is a nonprofit organization in Colorado that provides free therapy to 

suicidal youth and adolescents who have barriers to accessing treatment. Youth across the 

entire state of Colorado are referred to SWF services via mental health professionals in schools, 

hospitals, and other community organizations. In order to qualify for SWF services, the youth 

must indicate some level of risk for attempting suicide and have a barrier to receiving therapy 

on their own. Barriers can include a lack of insurance or Medicaid, transportation barriers 

(unable to get to a therapist’s office), financial barriers, and psychosocial barriers (such as the 

parents are unwilling to seek treatment for their suicidal child). Therapists in the SWF network 

are carefully screened and monitored and have expertise in child and/or adolescent mental 

health and significant experience providing evidence-based treatment to children and/or youth 

at risk for suicide. 

 

Following identification of suicide risk and referral to SWF services, clients are matched with a 

licensed mental health professional in their geographic region and receive up to 12 counseling 

sessions free of charge. Consideration of special issues (e.g., sexual minority youth, primary 

language spoken, etc.) is also given when matching clients to therapists. If transportation is not 

available, the SWF therapist will travel to the client’s school to provide services.  

 

Sample 

The sample consisted of 99 youth referred for counseling through SWF following a suicide risk 

assessment conducted by a school-based mental health professional at the child’s school. On 

the basis of this assessment, each of these individuals had been deemed at risk of suicide and 

in need of mental health treatment.  
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Procedure 

Subsequent to the referral for SWF services, clients were matched with a licensed mental health 

professional in their geographic region and received up to 12 counseling sessions free of 

charge. The average time between referral and first session was 3.5 days. The number of 

counseling sessions provided to the clients in this sample ranged from two to 12 with an 

average of 8.4 sessions (SD = 3.5). Therapists were asked to administer the Suicide Ideation 

Questionnaire-Junior (SIQ-Jr) or the Suicide Ideation Questionnaire (SIQ; Reynolds, 1987) to 

each of their clients at the beginning and towards the end of treatment. Some therapists 

administered one of these questionnaires at mid-treatment as well. Each client’s SIQ was sent 

to SWF staff who entered the scores into an Excel spreadsheet for analysis. The subsequent 

school year, referring school personnel were emailed a link to an online follow-up survey 

developed by the researchers to examine longer term effectiveness of SWF counseling.  

 

Measures 

SIQ/SIQ-Jr 

The Suicide Ideation Questionnaire (SIQ; Reynolds, 1987) contains 30 items and the SIQ-Jr 

contains 14 of the same items as the SIQ, as well as one additional item. The SIQ forms are 

scored on a scale of 0 to 6 as follows:   

0: I never had this thought. 

1: I had this thought before but not in the past month. 

2: I had this thought about once a month. 

3: I had this thought a couple of times a month. 

4: I had this thought about once a week. 

5: I had this thought a couple of times a week.  

6: I had this thought almost every day.  

 

Items are scored in a pathology direction, so that a high score is indicative of numerous suicidal 

cognitions occurring with significant regularity. A cutoff score was developed to define a level of 

suicidal ideation that indicates potentially significant suicide risk (Reynolds, 1987). The cutoff 

score for the SIQ-Jr is 31. The SIQ-JR has high score reliability and validity with a reliability 

coefficient of .94. Content and construct validity are consistently supported in published clinical 

studies (e.g., Gutierrez & Osman, 2009; Reinecke, Du Bois, & Schultz, 2001).  
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Post-Therapy Evaluation Survey 

An electronic survey emailed to the school-based referring sources the spring of the subsequent 

school year included the following four items: 

1. When was the last time you had contact with the client?  

2. Has the client undergone any suicide risk assessments since the referral for services? 

3. Has the client been hospitalized for suicidal/thoughts behaviors since the referral? 

4. Has the client attempted suicide since the referral? 

 

Results 

SIQ/SIQ-Jr Results 

Demographic data for a total of 99 SWF clients referred during the 2015-16 school year was 

collected. Ninety-three of the clients completed a baseline SIQ or SIQ-Jr questionnaire. About 

60% (n = 55) of the 93 clients were administered a full SIQ. In an effort to maximize the 

amount of data that could be analyzed, only the SIQ-Jr items were analyzed for all clients, 

regardless of which measure was administered. As noted above, the SIQ and SIQ-Jr share 14 

items; thus, clients who completed the SIQ had missing data for the one additional SIQ-Jr item. 

      

This sample of 93 clients was between the ages of 8 and 18 years, with a mean age of 14.4 

years (SD = 1.99). Due to small sample sizes for the youngest and the oldest age groups, 

children aged 12 and under were grouped together, as were participants aged 17 and older. In 

the sample, 37% were male clients and 63% were female clients. Within this sample, 59% of 

the clients were Caucasian, 25% of the clients were Latino, 3% were African American, 11% 

were of mixed race, and one client was Asian American. One client’s race was not reported. 

Because the sample sizes were so small, African American, Asian American, and mixed race 

were collapsed into one “Other” variable for the analyses.  

        

Scores for the first administration of the SIQ-Jr items (SIQ-Jr-1) ranged from 2 to 81 with a 

mean score of 38.2 (SD = 21.6) and a median score of 36.0. A second SIQ/SIQ-Jr (SIQ-Jr-2) 

was completed by 84% of the sample (n = 78) and 46% of the sample (n = 43) completed a 

third SIQ/SIQ-Jr (SIQ-Jr-3). The range of time between the administration of SIQ-JR-1 and SIQ-

JR-2 was 14 to 110 days with an average of 46.6 days (SD = 19.8). There were an average of 

78.8 days between administrations of SIQ-Jr-2 and SIQ-Jr-3 (SD = 46.8) and an average of 122 

days between administrations of SIQ-Jr-1 and SIQ-Jr-3 (SD = 53.1). The scores for the SIQ-Jr-2 

ranged from 0 to 70 and the mean score was 29.6 (SD = 17.9) with a median score of 23.0. 

http://jyd.pitt.edu/


Journal of Youth Development   |   http://jyd.pitt.edu/   |   Vol. 14   Issue 3   DOI  10.5195/jyd.2019.731        

Removing Barriers to Treatment for Suicidal Youth  

 152  

The scores for SIQ-Jr-3 ranged from 0 to 74. The mean score for SIQ-Jr-3 was 24.3 (SD = 

17.6) with a median score of 11.5. MANOVA analyses revealed no statistically significant 

differences on any SIQ-Jr measure based on gender, age, or race/ethnicity. The demographic 

breakdown for the SIQ-Jr is represented in Table 1.   

 

Despite a large standard deviation in scores, there was only a moderate positive skew of scores 

and a large enough sample size allowing for a t-test to be conducted. A t-test was performed to 

compare the results between the three administrations of the SIQ-Jr. The results demonstrated 

a statistically significant difference between SIQ-Jr-1 and SIQ-Jr-2, t (73) = 4.578, p < .001. 

This result demonstrates that scores on the SIQ-Jr-2 were significantly lower than SIQ-Jr-1 

scores. A t-test was also performed to compare the results between SIQ-Jr-1and SIQ-Jr-3. The 

results also demonstrated a statistically significant difference between SIQ-Jr-1 and SIQ-Jr-3,  

t (60) = 3.508, p < .001. No significant differences were observed between the SIQ-Jr-2 and 

SIQ-Jr-3 scores. Results for all three administrations of the SIQ-Jr are presented in Figure 1. 

 

Figure 1. Mean SIQ-JR Scores Over the Course of Treatment 
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Table 1. SIQ-Jr Demographic and Mean Scores  

 SIQ-Jr, Time 1  SIQ-Jr, Time 2  SIQ-Jr, Time 3 

 

Variable 

N % Mean 

score 

SD  N % Mean 

score 

SD  N % Mean 

score 

SD 

 93 100% 38.2  21.6  78 84% 29.6 17.9  43 46% 24.3 17.6 

Gender               

Male 34 37% 36.7  20.6  28 36% 28.3 19.7  16 37% 19.9 16.7 

Female 59 63% 39.0  22.3  50 64% 30.3 16.9  27 63% 26.9 17.9 

Race/Ethnicity 92* 99% 38.3  21.3  77* 83% 29.6 18.0  43 46% 24.3 17.6 

Caucasian 54 59% 37.1 21.3  46 60% 27.7 17.1  24 56% 21.4 19.6 

Latino 23 25% 42.0  23.0  19 25% 31.6 18.9  11 26% 27.1 14.3 

Other 15 16% 35.9  22.1  12 16% 33.9 20.2  8 18% 29.1 15.2 

Age (years)               

<12 12 13% 33.8 21.0  9 11% 18.4 8.7  5 12% 16.0 16.2 

13 19 20% 34.6 22.3  18 23% 27.8 19.0  11 26% 22.6 15.8 

14 13 14% 43.6 21.0  11 14% 38.5 6.0  5 12% 25.4 17.6 

15 17 18% 35.2 22.4  12 15% 28.7 16.9  8 19% 29.0 20.5 

16 22 24% 39.6  22.3  20 26% 31.6 20.2  10 23% 27.6 20.5 

>17 10 11% 44.9  21.0  8 10% 30.0 17.8  4 9% 20.3 15.4 

 

Note. *Ethnicity data missing for one client who completed the SIQ-Jr at both Time 1 and Time 2. 
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Follow-Up Survey Results            

Follow-up survey results indicate that subsequent to the referral, 21 of the 99 clients had 

another suicide risk assessment, 11 required additional mental health treatment, and two were 

known to have attempted suicide. No SWF client in this sample went on to take his own life. 

Analyses of SIQ-Jr scores revealed significantly higher SIQ-Jr-3 scores for clients who were 

hospitalized at some point subsequent to SWF services, F (1,11) = 6.182, p < .05. 

 

Discussion 

As the second leading cause of death in individuals aged 10 to 24 years (Heron, 2016), youth 

suicide is a major public health problem in the United States. Psychotherapeutic treatment can 

be effective in reducing suicidal behaviors, including suicide attempts (Ougrin et al., 2015). 

Unfortunately, many depressed and suicidal youth do not receive the mental health treatment 

they need (Cummings & Druss, 2011; Freedenthal, 2007). Previous research has indicated a 

number of barriers to seeking mental health treatment, including not knowing where to get help 

and lack of transportation, barriers related to perceptions of mental health problems and 

treatment, and the financial cost of treatment (Larson et al., 2011, Gould et al., 2009; Kataoka, 

et al., 2007; Moscos et al., 2007; Owens et al., 2002). This study sought to examine the 

efficacy of providing free and accessible mental health treatment for suicidal youth. 

 

Ninety-nine youth aged 8 to 18 years identified at risk for suicide were referred for treatment 

through SWF, a nonprofit organization that pays for counseling for suicidal youth. Ninety-three 

of the youth completed the SIQ-Jr at the beginning and end of treatment and referral sources 

completed a follow-up survey at the end of the year to examine treatment effectiveness.  

 

Significantly more females were referred for SWF treatment than males. This is in line with 

previous studies that found suicidal females to be more likely to access mental health treatment 

than males (Farand et al., 2004; Guerra & Vasiliadis, 2016). However, it is somewhat 

unexpected in that all SWF clients had undergone a suicide risk assessment at school prior to 

being referred and previous research has indicated that males and females are generally 

assessed for suicide risk at school at similar rates (Crepeau-Hobson, 2013).  

 

Collectively, study results suggest that a model of service delivery such as SWF can be effective 

in reducing suicidal ideation and behaviors—both in the short-term and at follow-up. The vast 

majority of study clients had significantly reduced suicidal ideation and required no further 
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intervention following treatment by a SWF mental health service provider. Previous research 

has indicated that barriers to treatment such as lack of adequate insurance, not knowing where 

to obtain help, and not having transportation can prevent suicidal youth from obtaining needed 

mental health treatment (Moscos et al., 2007). This study demonstrated that removing barriers 

to treatment can increase access and that the provision of psychotherapeutic counseling can 

reduce suicidal thoughts and behaviors in struggling youth. 

 

Interestingly, study results indicated no significant age, gender, or racial/ethnic differences in 

levels of self-reported suicidal ideation. This is in contrast to national surveys (e.g., YRBS) that 

indicate that females and Hispanics are more likely to report seriously considering and 

attempting suicide in the previous 12 months than males and non-Hispanics (Kann et al., 2016). 

However, this may be due in part to differences in how suicidal ideation was assessed: the 

YRBS obtained this information via two individual survey questions whereas the present study 

utilized a more comprehensive measure of suicidal ideation (SIQ-Jr). Further, due to the 

relatively small sample size, the present study may have lacked adequate statistical power to 

detect ethnic differences. Regardless, the present study has clinical significance in that it 

provided evidence that the provision of mental health treatment can be effective in reducing 

suicidal ideation in males and females from both Hispanic and non-Hispanic backgrounds.  

 

Limitations 

There are several limitations to the current study that should be considered when reviewing 

these results. First, the sample was relatively small and included few members of some ethnic 

or racial groups, thus reducing the generalizability of the findings. The small numbers of youth 

who required additional intervention also limited more refined analysis into those factors related 

to need for treatment and support. In addition, although SWF therapists had been vetted to 

ensure expertise in terms of treating suicidal youth, their training, background, and theoretical 

orientations varied and treatment was not standardized across clients. Thus, it is not possible to 

drill down into identifying specific treatments/approaches that may be more effective with 

suicidal youth from different backgrounds and/or those with various risk factors. Future 

research should address these limitations to better ascertain effective means of reducing 

barriers and identify those psychotherapeutic treatments that may be most effective for youth 

who present with varying risk factors for suicide. 
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Implications for Practice 

Although a small number of study clients clearly needed more than what the 12 free sessions 

provided, the vast majority of these young people had significantly lower rates of suicidal 

ideation following treatment and most needed no additional intervention over the course of the 

following year. Participation in psychotherapeutic counseling following identification of suicide 

risk can be an effective means of suicide prevention. However, a program such as SWF could 

not be successful without both strong collaboration with school-based mental health 

professionals and effective school-based suicide risk assessment procedures in place. Such risk 

assessments help determine if a particular student is suicidal, and if so to what extent. These 

data are then used to guide interventions directed at meeting the student’s needs (Miller, 

2011), including referring for community-based treatment as appropriate. Research indicates 

that school-based risk assessments are effective in preventing suicide and assisting students in 

obtaining needed mental health support (Crepeau-Hobson, 2013). As such, risk assessment 

procedures should be implemented in all schools, including elementary schools as both previous 

research and the present study indicate that even elementary-age students can become 

suicidal. Consequently, developmentally appropriate risk assessment procedures must be in 

place at all grade levels. 

 

The results of this study also have implications for training and professional development 

programs as school-based mental health professionals are critical players in assessing suicide 

risk. Having an understanding of evidence-based suicide prevention and risk assessment 

practices is key to saving lives in this context. School-based mental health professionals need to 

be trained to effectively assess suicide risk and to intervene as appropriate. Further, it is 

incumbent upon these individuals to identify community-based mental health providers who 

have the training and expertise to support suicidal youth and establish relationships with those 

individuals. Identification of free and/or affordable services (i.e., those available for free or at 

low cost; providers who accept Medicaid, etc.) is required to reduce barriers to treatment as 

these can impact the likelihood that families follow through when referrals are made (Allison et 

al., 2008). Finally, it is imperative that school-based mental health professionals follow up after 

a referral has been made to ensure follow through. Research indicates that this is a significant 

problem as approximately 12% to 36% of initial appointments are not attended (Carr, 

McDonnell, & Owen, 1994; McKay, McCadam, & Gonzales, 1996).   

 

The present study provides some evidence that easily accessible, community-based mental 

health treatment can reduce suicidal thoughts and behaviors in youth. By removing social and 
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financial barriers to treatment, programs such as the Second Wind Fund have the potential to 

save lives. 
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