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Abstract
Suicide is the second leading cause of death among youth aged 10–25 years, and approximately one in six adolescents 
reported serious suicidal ideation in the past year (Centers for Disease Control and Prevention [CDC] in Web-based Injury 
Statistics Query and Reporting System (WISQARS). http ://weba ppa.cdc.gov/cgi-bin/brok er.exe, 2017). Schools are a unique 
environment in which to identify and respond to youth suicide risk, yet the research base for school-based suicide preven-
tion programs is limited due to challenges with implementation and evaluation. The purpose of this article is to review best 
practice approaches and existing empirical support for school-based suicide prevention and to present a framework for how 
these efforts can be embedded within multi-tiered systems of support (MTSS). In line with the Substance Abuse and Mental 
Health Services Administration [SAMHSA] (Preventing suicide: a toolkit for high schools. http s://stor e.samh sa.gov/shin /
cont ent//SMA1 2-4669 /SMA1 2-4669 .pdf, 2012) framework for suicide prevention in schools, the article overviews exist-
ing programs for student education, staff training, and screening, noting where these programs may be situated across tiers 
of intervention. This is followed by a review of school-related outcomes of existing suicide prevention programs, which 
highlights the limitations of existing research. Because there are only two school-based prevention programs with evidence 
for reducing suicide risk in students, the authors encourage school staff to implement best practice recommendations in col-
laboration with school mental health professionals who can provide ongoing evaluation of program effectiveness, as well as 
with researchers who are able to design and conduct outcome studies addressing the limitations of current research. Findings 
also underscore the need for greater integration of suicide prevention programming with existing school initiatives such as 
MTSS, which aligns with a growing focus in the field of suicide prevention on “upstream approaches.”
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Suicide is a preventable public health problem. According 
to the Centers for Disease Control and Prevention, 2428 
youth aged 12–19 died by suicide in 2015, making it the 
second leading cause of death with a suicide rate of 7.25 per 
100,000 ([CDC], 2017). Figure 1 shows variation in youth 
suicide rate by race, with the highest rate among American 
Indian/Alaskan Native youth, and the lowest rate among 
Black American youth.

In addition to differences by age and race/ethnicity, sui-
cide rates vary by sex (i.e., males are more likely to die by 
suicide than females) and geography (i.e., rural youth are 
nearly twice as likely to die by suicide than urban youth) 
(CDC, 2017; Nance, Carr, Kallan, Branas, & Wiebe, 2010).

The trauma of losing a student to suicide, combined with 
the fact that suicidal ideation, planning and attempt are more 
common than suicide (Kann et al., 2016), makes schools an 
essential environment in which to identify and respond to 
youth suicide risk. The primary source of information on 
non-fatal suicidal thoughts and behaviors is the Centers for 
Disease Control (CDC) Youth Risk Behavior Surveillance 
System (YRBSS). The YRBSS is administered at the state 
and local level every other year in middle and high schools 
to monitor past-year risky behaviors that contribute to death, 
disability, and social problems among youth. The most 
recent data available suggested that in 2015, 17.7% of high 
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school students seriously considered attempting suicide, 
14.6% planned their attempt, 8.6% attempted suicide, and 
2.8% reported that their attempt required the medical atten-
tion of a nurse or doctor (Kann et al., 2016). Females are 
more likely to think about, plan and act than males. Accord-
ing to Kann et al. (2016), there were higher rates of suicidal 
ideation among females (23.4%) than among males (12.2%); 
planned attempts among females (19.4%) than among males 
(9.8%); suicide attempts among females (11.6%) than among 
males (5.5%); and suicide attempts with medical attention 
among females (3.7%) than among males (1.9%). Males die 
more often than females because males tend to use more 
lethal means such as guns and strangulation.

As shocking as these numbers are, Jerry Reed, past direc-
tor of the Suicide Prevention Resource Center, reminds us 
that “behind every statistic is a tear” (J. Reed, personal com-
munication, January 15, 2015). We start our review explor-
ing the impact of suicidal thoughts and behaviors within 
the school community, and then, we organize our overview 
of what works and does not work for school-based suicide 
prevention using a three-tier model.

Impact of Suicide Within the School 
Community

Impact on Students

Although there is a well-established protective relation-
ship between youth suicide risk and social connections 
with peers, parents, and school staff (Borowsky, Ireland, & 
Resnick, 2001; Marraccini & Brier, 2017), there is very little 

empirical research on the impact of suicidal youth on other 
students. There are many factors that contribute to suicide 
risk among youth (see Erbacher, Singer & Poland, 2015 for 
a review), as well as empirically derived warning signs for 
youth suicide that educators should be familiar with (see http 
s://www.yout hsui cide warn ings igns .org/).

Suicide-related contagion is among the most well-stud-
ied and well-supported phenomena addressing how specific 
qualities of social ties are associated with suicide risk (De 
Luca, Wyman, & Warren, 2012). Contagion, whereby one 
suicide leads to another suicide attempt, is a significant 
concern in the event of an adolescent death, as those left 
behind to make sense of the loss begin to see suicide as a 
viable option in dealing with distress (Abrutyn & Mueller, 
2014). Being at the center of a social network with greater 
exposure to depressed peers has been found to be associ-
ated with suicidal ideation (Fulginiti, Rice, Hsu, Rhoades, & 
Winetrobe, 2016). Research has also looked at the impact on 
students following a suicide death. Post-traumatic stress dis-
order (PTSD) among bereaved adolescents left behind after 
a suicide loss is associated with elevated levels of suicidality 
(Panagioti, Gooding, Triantafyllou, & Tarrier, 2015; Zisook, 
Chentsova-Dutton, & Shuchter, 1998). Students who have 
lost a friend to suicide are 3.7 times more likely, and those 
losing an acquaintance are 2.2 times more likely, to report 
suicidal ideation (Song, Kwon, & Kim, 2015).

Impact on School District Staff

School staff members face enormous pressure both in pre-
venting youth suicide by recognizing warning signs early 
and in the aftermath of a suicide. They may be responsible 
for announcing a suicide death to their class, answering stu-
dent and parent questions, and determining what to do with 
the “empty desk,” all while possibly experiencing their own 
grief reactions (Erbacher et al., 2015). Research by Bolnik 
and Brock (2005) found that over 90% of school psycholo-
gists reported one or more negative reactions after doing 
crisis intervention work, with fatigue and exhaustion being 
the most frequently reported, followed by increased sensi-
tivity, anxiety, and difficulty concentrating. While perform-
ing crisis-related activities, other job responsibilities often 
accumulate, creating stress that may impact health, family 
and social relationships (Brock et al., 2016). Furthermore, 
as devastating as a suicide death is for friends, family and 
the community (Cerel et al., 2016), school professionals are 
much more likely to encounter non-fatal suicidal behaviors 
as noted above in the results of the Youth Risk Behavior 
Surveillance (Kann et al., 2016).
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Fig. 1  Rate per 100,000 US suicides 0–24  years by race, 
2015. Note Hispanic is not a stand-alone category. His-
panic includes white Hispanic and white non-Hispanic. 
Therefore, this rate cannot be directly compared to the 
other four racial groups. Source: Centers for Disease Con-
trol and Prevention (2017). Web-based Injury Statistics 
Query and Reporting System (WISQARS) (Fatal Injury 
Reports, 1999–2015, for National, Regional, and States 
[RESTRICTED]). National Center for Injury Prevention 
and Control. Retrieved from http ://weba ppa.cdc.gov/cgi-
bin/brok er.exe
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Impact of Suicide on Communities

Suicide often has a ripple effect, impacting not only the 
school but also neighbors, peers, coaches on community 
sports teams, members of religious communities, and any 
other organizations a student or their family members may 
be involved in. Although early research estimated six people 
were affected by a suicide death (Shneidman, 1973), it has 
more recently been suggested that each suicide death affects 
135 people, with 25 reporting significant and persistent dis-
tress (Cerel et al., 2016).

Identifying Empirically Supported 
Suicide Prevention Programs for Children 
and Adolescents

Consistent with the other articles in this special issue, the 
information in this review is organized by student, class-
room, and district level; preschool, elementary, middle, 
and high school level; and social and academic contexts. 
Although schools are an ideal location for addressing youth 
suicide risk, research on school-based suicide prevention 
programs has been limited by methodological problems, 
including the challenge of establishing control conditions, 
establishing suicide-related outcomes, and identifying 
the mechanisms of change. The purpose of this article is 
to review best practice approaches and existing empiri-
cal support for school-based suicide prevention programs. 
Although intervention and postvention (i.e., actions taken 
after a suicide to address grief and prevent subsequent sui-
cide) are essential to reduce suicide risk in schools, this 
article reviews prevention programs because they are the 
primary focus in schools and because a more comprehensive 
review of prevention, intervention, and postvention would 
exceed page limits. However, intervention and postvention 
programs are noted as they are essential to reduce suicide 
risk in schools. For more information on psychosocial inter-
ventions for youth, please see Calear et al.’s (2016) review. 
For more information about best practices for postvention, 
please see Erbacher et al.’s (2015) text for practitioners.

We used a three-step process to identify the evidence-
based programs discussed in this review. First, we searched 
electronic databases (PsycINFO and PubMed) for meta-
analyses, systematic reviews, and narrative reviews of pre-
vention and intervention programs in schools and for school-
aged youth. The initial search identified 16 articles, some of 
which addressed interventions, since some scholars consider 
prevention programs that target at-risk groups interventions 
and others consider them prevention programs (Amitai 
& Apter, 2012; Berman, 2009; Brent et al., 2013; Brock 
et al., 2016; Calear et al., 2016; Corcoran, Dattalo, Crow-
ley, Brown, & Grindle, 2011; Daniel & Goldston, 2009; 

Evans & Hurrell, 2016; Harlow, Bohanna, & Clough, 2014; 
Katz et al., 2013; Macleod, Nada-Raja, Beautrais, Shave, & 
Jordan, 2015; Marraccini & Brier, 2017; Miller, Eckert, & 
Mazza, 2009; Robinson, Hetrick, & Martin, 2011; Wyman 
& Upstream Suicide Prevention Workgroup, 2012). Next, 
we identified and reviewed school-based suicide prevention 
research that is more recent than published meta-analyses, 
and systematic and narrative reviews. Finally, we compared 
programs identified in the empirical literature to the “best 
practice” registries through SAMHSA’s National Registry 
of Evidence-based Programs and Practices (http s://www.
samh sa.gov/nrep p) and the Suicide Prevention Resource 
Center’s (SPRC) evidence-based prevention registry (http 
://www.sprc .org/keys -succ ess/evid ence -base d-prev enti on). 
Throughout the text, we use the terms “evidence-based” or 
“best practice” to identify programs with the most rigorous 
empirical support. Although the term “promising” is used 
in several of the meta-analyses and systematic reviews to 
describe programs with good outcomes but which lack the 
gold-standard randomized control trial, we have chosen not 
to describe programs as promising in order to avoid confu-
sion about the level of empirical support.

A Developmental Public Health Approach

In the past few years, scholars in the field of suicide preven-
tion have considered “upstream” prevention approaches that 
address the reduction in risk factors and promotion of pro-
tective factors prior to the onset of suicidal behavior, thereby 
having the potential to reduce suicide rates at the population 
level (Wyman, 2014; Wyman & Upstream Suicide Preven-
tion Workgroup, 2012). Schools have been identified as a 
key context within which to implement upstream suicide 
prevention programs (Wyman & Upstream Suicide Preven-
tion Workgroup, 2012). According to Wyman (2014), an 
upstream approach to suicide prevention should incorpo-
rate programs during childhood and adolescence that build 
developmentally appropriate skills and supports, a goal 
shared by multi-tiered systems of support such as positive 
behavior interventions and supports (PBIS).

The public health approach for preventing suicide is 
organized as universal, selected, and targeted programs, 
which has been translated in the school literature as multi-
tiered systems of support (MTSS) or primary (Tier 1), sec-
ondary (Tier 2), and tertiary (Tier 3) levels. Although the 
impetus to engage in district-wide suicide prevention efforts 
has typically followed the tragic death of a student and sub-
sequent community response, a majority of states now man-
date suicide prevention training for school personnel in some 
capacity (Kreuze, Stecker, & Ruggiero, 2017).

Tiered models of prevention, drawn from the field of 
public health, are well researched and widely accepted 

https://www.samhsa.gov/nrepp
https://www.samhsa.gov/nrepp
http://www.sprc.org/keys-success/evidence-based-prevention
http://www.sprc.org/keys-success/evidence-based-prevention
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within schools through applications to both academics and 
behavior, with many of these efforts now being integrated 
given the known link between mental health and academic 
achievement (Taylor, Oberle, Durlak, & Weissberg, 2017; 
Durlak, Weissberg, Dymnicki, Taylor, & Schellinger, 2011). 
School-based suicide prevention programs, as well, have 
been embedded within multi-tiered frameworks that have 
identified interventions at the universal (Tier 1), selected 
(Tier 2), and indicated (Tier 3) level (Miller et al., 2009; 
Miller, 2010; Erbacher et al., 2015). According to these 
models, Tier 1 programs address all students within the 
school population, regardless of whether they are at risk of 
suicide, while Tier 2 programs help to identify and support 
students that may be at risk of suicide and Tier 3 programs 
target high-risk students with current or prior history of 
suicidal behavior (Miller et al., 2009). Postvention in the 
aftermath of a student death by suicide warrants the imple-
mentation of supports and activities at each of the three tiers, 
yet can be considered as part of Tier 3 since this response 
would not be initiated outside of a tragic loss.

PreK and Elementary School

Given that there were 46 reported suicide deaths out of 
36,732,889 youth age 3–11 (CDC, 2017), most school staff 
at the PreK or elementary school level will never have a stu-
dent die by suicide. However, anecdotal reports and empiri-
cal studies with non-generalizable samples tell us that most 
elementary school mental health professionals do work with 
suicidal youth (Singer & Slovak, 2011). Recent studies that 
have begun to examine trends and risk factors for suicide in 
elementary-aged students suggest a need for developmen-
tally appropriate suicide prevention programming for this 
population (Bridge et al., 2015; Sheftall et al., 2016).

While there are no “suicide prevention” programs for 
PreK or elementary school students, there is one classroom 
management intervention, the Good Behavior Game (Wilcox 
et al., 2008), that examined suicide-related outcomes. The 
Good Behavior Game (see Table 1) is a universal classroom 
management intervention designed to socialize first and sec-
ond graders into the student role and reduce aggressive and 
disruptive behaviors. Although not designed to be a suicide 
prevention program, students who participated in the Good 
Behavior Game were found to be significantly less likely 
than students in the control group to report suicidal idea-
tion or attempt suicide at long-term follow-up (Wilcox et al., 
2008).

Middle School and High School

Rates of suicidal ideation tend to peak in middle school, but 
rates of suicide attempt and death continue to rise through 
high school (CDC, 2017; David-Ferdon et al., 2016). Nearly 

all suicide prevention programs have been designed for and 
evaluated at both the middle and high school level. This is 
consistent with suicide prevention legislation and policies 
at the federal level such as the Garrett Lee Smith Memorial 
Act (2004), which targets youth and young adults between 
the ages of 10 and 24. The programs reviewed and discussed 
in each tier below therefore apply to both middle and high 
school students. To our knowledge, there are no suicide 
prevention programs that are exclusively for middle school 
students and not high school students. Because school-based 
suicide prevention programming is essentially non-existent 
at the PreK and elementary school level, and suicide preven-
tion is essentially the same at the middle and high school, we 
have organized our review of suicide prevention programs 
using the public health framework of universal (Tier 1), tar-
geted (Tier 2), and indicated (Tier 3) prevention.

Table 1 delineates these programs at the universal, tar-
geted, and indicated level of concerns, and programs with 
control group studies reporting on suicide-related outcomes 
are identified with an asterisk. There were no programs eval-
uated through a randomized controlled trial (RCT) at the 
targeted (Tier 2) or indicated (Tier 3) level.

Tier 1: Universal

The majority of existing suicide prevention programs in 
schools are universal, targeting the entire student population. 
This occurs primarily through the training of school person-
nel and students to be “gatekeepers.” These trainings teach 
risk factors, warning signs, and help-seeking behaviors, 
should students be concerned about themselves or a peer.

Staff Education and Training

Gatekeeper training has been widely studied in the field of 
suicide prevention, and while most of these trainings were 
developed for the general population, several have been 
evaluated with teachers and other school personnel (Wyman 
et al., 2008; Shannonhouse, Lin, Shaw, & Porter, 2017). 
SAMHSA (2012) recommends that all adults within the 
school community be trained to identify an at-risk student, 
respond effectively, and refer the student to an appropriate 
staff member (e.g., school mental health professional) for 
follow-up. Most evaluations of gatekeeper training pro-
grams within school settings have focused on middle and 
high school teachers (Wyman et al., 2008), although some 
programs, such as Applied Suicide Intervention Skills Train-
ing (ASIST) have been implemented with a K-12 audience 
including teachers, administrators, and school mental health 
professionals (Shannonhouse et al., 2017).

As shown in Table 1, existing gatekeeper training pro-
grams that have been evaluated with school staff have var-
ied in duration, ranging from 1 h to 2 days, and modality, 
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with both online and live training options available. Most 
gatekeeper trainings provide information about common 
suicide myths, risk factors, and warning signs and provide a 
strategy or approach for responding effectively. For instance, 
Question, Persuade, Refer (QPR) teaches a 3-part strategy 
for intervening (Wyman et al., 2008), while ASIST teaches 
a 6-step, 3-phase approach (Ewell Foster et  al., 2017), 
the “Pathway for Assisting Life” (PAL) model (Shannon-
house et al., 2017). Most gatekeeper trainings also provide 
an opportunity for behavioral rehearsal through role-play, 
which, while described as one of the more effective ele-
ments of these trainings (SAMHSA, 2012), has not con-
sistently led to improved skills with regard to identification 
of suicidal youth (Wyman et al., 2008). The value of role-
playing in identification and referral could be a function of 
the length of the training. For example, a study by Condron 
et al. (2015) found that significantly more youth were identi-
fied as at risk of suicide and referred to services by staff who 
received longer trainings (e.g., ASIST) than by staff who 
received shorter trainings (e.g., QPR or SafeTalk).

Student Education

Universal suicide prevention programs for students can 
incorporate awareness activities, curricula, and/or skill 
building focused on healthy coping and other known pro-
tective factors for suicide, such as building problem-solving 
skills and promoting connectedness (Stone et al., 2017). The 
literature has primarily examined more structured programs 
and interventions designed for middle and high school youth 
(see Table 1). One of the most widely researched programs, 
Signs of Suicide, offers a universal curriculum to raise 
awareness of suicide and related issues, teaches students 
to respond immediately to “signs of suicide,” and screens 
for depression and other risk factors associated with suicide 
(Aseltine, James, Schilling, & Glanovsky, 2007). Other pro-
grams designed for students offer content similar to Signs 
of Suicide (without the screening component) but have 
been evaluated less rigorously, such as Linking Education 
and Awareness of Depression and Suicide (LEADS) and 
the Lifelines Curriculum (see Table 1). Some of these pro-
grams have also been designed to target youth known to be 
at increased risk of suicide, such as American Indian Life 
Skills Development (Lafromboise & Lewis, 2008), which 
was developed with the people of the Zuni Pueblo to teach 
middle and high school American Indian youth how to inter-
vene in a suicidal crisis.

The Sources of Strength program has taken a different 
approach to suicide prevention, focusing more on health pro-
motion and the enhancement of protective factors (Wyman 
et al., 2010). Adult advisors in the Sources of Strengths pro-
gram identify and recruit peer leaders who are empowered to 
share health promotion messages among their peers. Another 

program that seeks to empower youth to engage in reflection 
and discussion around issues of stress, mental health, and 
suicide is the Youth Aware of Mental Health Programme 
(YAM). Although not used in the USA, the YAM program 
has been evaluated in a large-scale study in Europe (Was-
serman et al., 2015). As with the other programs reviewed 
in this section, outcomes are discussed below.

Recent focus on upstream suicide prevention (Wyman, 
2014) suggests that the implementation of Social and Emo-
tional Learning (SEL) programs at the universal level, 
starting in PreK and elementary school, may be a critical 
approach to reducing suicide rates. Building students’ social-
emotional skills has been found to significantly impact 
student social-emotional functioning, mental health, and 
well-being across contexts, with findings sustained over 
time (Durlak et al., 2011; Taylor et al., 2017). Universal 
interventions such as these may prevent the development of 
significant risk factors for suicide, while promoting protec-
tive factors from a young age. Except for the Good Behavior 
Game (Wilcox et al., 2008), there is no empirical support 
that early SEL programming reduces suicidal thoughts or 
behaviors.

Screening

Screening for suicide and related risk factors is key approach 
to increase identification and referral of youth at risk of 
suicide, and ultimately, for youth to follow-up with recom-
mendations for mental health treatment. Screening for sui-
cide risk or associated risk factors may occur universally 
with the entire student population or selectively with stu-
dents already known to be at risk and generally involves 
a two-step process, where students identified as being at 
risk after completing a screen are then interviewed further 
(Katz et al., 2013; Robinson et al., 2013). Best practices for 
school-based screening for behavioral health and suicide risk 
have not been established, but discussion in the literature 
has focused on the feasibility of screening, selection of an 
appropriate screening tool, and the accessibility of referral 
options for identified students, among other considerations 
(Katz et al., 2013; Robinson et al., 2013). While univer-
sal behavioral health screening may be a way to identify 
students before they exhibit suicidal thoughts and behav-
iors, in line with upstream approaches, there are currently 
no universal screening measures for suicide and/or broader 
behavioral health issues listed on the NREPP. Only one evi-
dence-based suicide prevention program implemented at the 
universal level includes a screening component—Signs of 
Suicide (Aseltine et al., 2007). Within this program, screen-
ing is administered in conjunction with student education, 
rather than as a stand-alone approach. Screenings conducted 
through Signs of Suicide are anonymous, and students are 
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encouraged (but not required) to seek help when scoring 
reveals a positive screen (Aseltine & Demartino, 2004).

Universal screening for social, emotional, and behavioral 
concerns, however, is an established practice through multi-
tiered systems of support such as response to intervention 
(RtI; Brown-Chidsey & Steege, 2005), and many valid and 
technically adequate tools exist for schools to choose from. 
Upstream approaches to suicide prevention in schools may 
consider this practice as part of early identification of poten-
tial risk factors for suicide that with effective early interven-
tion can decrease the likelihood that a student may develop 
a mental health condition. In fact, these types of universal 
screenings have been found to improve detection of children 
likely to benefit from early mental health intervention, with 
only those students in need being referred for more spe-
cialized treatment by mental health specialists (Essex et al., 
2009).

Tier 2: Selected

Staff Education and Training

At Tier 2, staff education and training should focus on school 
personnel that are responsible for crisis preparedness and 
response, including school mental health professionals (i.e., 
school counselors, school psychologists, school social work-
ers) and administrators. At this tier, the focus is on the iden-
tification of students that may be at risk of suicide, as well as 
the provision of appropriate supports and services for these 
students. Therefore, staff training at Tier 2 may also incorpo-
rate any training required for select staff members to provide 
small group instruction or run small group interventions.

School crisis plans and suicide prevention policies and 
protocols should be made available to all staff (at Tier 1), 
and training for those school personnel directly responsi-
ble for carrying out these plans should also occur, as most 
graduate programs provide no more than 4 h of training on 
suicide-related content (Debski, Spadafore, Jacob, Poole, 
& Hixson, 2007; Schmitz et al., 2012). It is essential that 
mental health staff be trained specifically on screening and/
or assessment procedures, as well as measures and forms 
utilized to ensure adequate understanding and comprehen-
siveness, whether these are formal, standardized measures or 
locally developed tools. Erbacher et al. (2015), for example, 
offer a detailed chapter explaining how to use their form 
both qualitatively and quantitatively, how to ask questions 
to ensure validity, and the importance of qualified mental 
health professionals being trained specifically in risk assess-
ment. A note of caution is that while there is some evidence 
to suggest that workshop training in assessing and managing 
suicide risk is effective in improving knowledge and shift-
ing attitudes, this type of preparation is not necessarily as 
beneficial in cultivating skill (Pisani, Cross, & Gould, 2011).

Student Education

Suicide prevention programs for students at Tier 2 target 
those students that may be at increased risk of suicide, pos-
sibly because they have been identified at risk through prior 
screening and/or assessment, or because they possess known 
risk factors for suicide. Two such programs that are similar 
in structure, goals, and target population are Reconnect-
ing Youth (RY) and Coping and Support Training (CAST). 
These programs target youth that are at risk of school failure 
or dropout, in addition to suicidal behavior. They provide 
small group training on life skills and offer peer social sup-
port resources (Randell, Eggert, & Pike, 2001; Eggert & 
Herting, 1991; Eggert, Thompson, Herting, & Nicholas, 
1995). The main difference between these interventions is 
duration (see Table 1).

Screening and Assessment

Indicated suicide screening is considered Tier 2 because stu-
dents would not be screened until some action or behavior 
gave an indication to a staff member that a student might 
be thinking about suicide. School district policies should 
specify who is qualified to conduct the screening and that 
school staff members know where to refer students should 
they be concerned. Suicide screens can utilize more formal, 
validated measures such as the Columbia Suicide Sever-
ity Rating Scale (Posner et al., 2011) or involve a series 
of simple questions, such as “are you having, or have you 
had, thoughts of suicide?” Students who screen positive for 
suicide risk should be referred for a comprehensive risk 
assessment.

All school mental health professionals have the ethi-
cal and practical responsibility to conduct suicide risk 
assessments (Pisani et al., 2011). Shea (2002) suggested 
the following elements be concluded in the assessment for 
comprehensiveness: assessing risk and protective factors; 
identifying suicidal ideation, intent, and plan; and com-
bining the information into a clinical, or risk, formulation. 
Recent research also recommended assessing for fearless-
ness about death, persistence through pain and distress, 
knowledge about and access to lethal means, and experi-
ence with self-inflicted injury because of their relationship 
to increased capacity to die (Klonsky, Qiu, & Saffer, 2017).

Tier 3: Indicated

Staff Education and Training

At Tier 3, staff education and training should focus on 
equipping school mental health professionals and other key 
personnel to intervene with students identified at high risk 
of suicide and to respond to the tragic event of a suicide 
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attempt or death. Thus, training at this tier might emphasize 
individualized interventions such as safety planning, proce-
dures, and strategies for the ongoing monitoring of students 
upon reentry after hospitalization, and postvention, or the 
response to a suicide death.

As exposure to a suicide loss increases the risk that an 
adolescent will attempt suicide (Hart, 2012), it is imperative 
that schools and districts include best practice postvention 
procedures in their crisis plans. The PREPaRE Model of 
Crisis Intervention, developed by the National Association 
of School Psychologists (NASP), is a research-based model 
for crisis prevention, preparedness, response, and recovery 
(Brock et al., 2016). While this model actually presents strat-
egies for all three tiers of the framework described through-
out this paper, the primary focus of the PREPaRE model is 
to prepare for potential crises with research-based postven-
tion strategies, thereby fitting within the current framework 
as a Tier 3 intervention. According to the PREPaRE Model, 
key staff members within the school trained in this approach 
are equipped implement universal, selected, and indicated 
strategies in the event of a crisis, such as a death by suicide. 
Tier 1 strategies would include prevention of psychological 
trauma, reaffirmation of physical health, ensured perceptions 
of security and safety, evaluation of psychological trauma, 
reestablishing social supports systems, informational bulle-
tins, flyers, and handouts, classroom meetings, and caregiver 
trainings. Postvention interventions at the Tier 2 level, 
according to this model, include student psychoeducational 
groups, individual crisis intervention, and classroom-based 
crisis intervention. Finally, when indicated, Tier 3 strategies 
are those therapeutic interventions needed by students to 
recover and heal after exposure, whether direct or indirect, 
to a traumatic incident (Brock et al., 2016).

Student Education (Intervention and Treatment)

Students at high risk of suicide require individualized inter-
ventions, which may include school-based counseling, safety 
planning, and referrals to community agencies or provid-
ers for treatment. Safety planning is an essential and often 
overlooked component of suicide prevention in schools and 
should be incorporated within the school’s crisis procedures. 
Similar to suicide screening and risk assessment methods, 
various forms and procedures exist, including a mobile app 
called Safety Net. While safety planning has been more 
extensively used within clinical settings, it is a simple and 
brief intervention that can be implemented by a school men-
tal health professional in collaboration with the youth and 
family members and made specific to the school context. 
Safety plans should include the student’s triggers/warn-
ing signs (specific behaviors, negative thoughts or mood); 
internal and external coping strategies; agreement to limit 
access to suicide means; and steps to take for help should a 

student become in crisis (Erbacher et al., 2015; Stanley & 
Brown, 2012). There is strong evidence for the importance 
of restricting access to lethal means (Zalsman et al., 2016). 
Parents should be involved in the safety planning process 
and agree to take responsibility to restrict access to house-
hold medications, guns, knives, or other means that the 
youth has identified in their suicide plan.

Providing ongoing treatment to students with suicidal 
thoughts and behaviors is typically outside the scope of a 
school mental health professional’s role. School staff should 
be aware of local behavioral and mental health agencies that 
work with suicidal youth or those grieving the loss of a loved 
one to suicide so that referrals can be made quickly. It is 
not enough to know who the community mental health pro-
viders are; school staff should know which therapists have 
been trained in the treatment and management of suicidal 
youth, including treatments with empirical support, such as 
attachment-based family therapy (ABFT; Diamond et al., 
2010), dialectical behavior therapy for adolescents (DBT-
A; Freeman, James, Klein, Mayo, & Montgomery, 2016), or 
integrative cognitive-behavioral therapy (Singer, O’Brien, 
& LeCloux, 2017).

Screening and Monitoring Suicide Risk

Contrary to the common myth that youth suicide is impul-
sive and there is nothing we can do about it, most suicidal 
individuals (youth and adult) plan their suicide attempts in 
advance (Smith et al., 2008). Indeed, the average length of 
time between first serious thought of suicide and first sui-
cide attempt is approximately 1 year (Nock et al., 2013). 
While more impulsive responding to adverse events may 
play a greater role in suicide risk of elementary school-aged 
youth, mood disorders (i.e., depression/dysthymia) are a 
more salient risk factor for early adolescents (Sheftall et al., 
2016). Research on adult suicide attempt survivors found 
that people started thinking about suicide and making a 
plan up to 5 years before their suicide attempt, but that the 
final steps, including settling on a method and place, most 
often occurred within days or hours of the suicide attempt 
(Millner, Lee, & Nock, 2017). This research is a call-to-
action for school mental health professionals to continuously 
monitor for changes in youth suicide risk (Erbacher et al., 
2015) and evaluate whether interventions, such as safety 
plans, are effective. Pisani, Murrie and Silverman (2016) 
note the fluid nature of suicide risk that may change in 
response to certain events and suggest that clinicians assess 
any potential changes that may exacerbate risk. As suicidal 
thoughts and behaviors often ebb and flow, clinicians need 
an effective way to identify these fluctuations (Millner 
et al., 2017). Therefore, this may be considered a Tier 3 
prevention approach, with students already identified as at 
risk of suicide. Erbacher et al. (2015) developed a Suicide 
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Monitoring Tool (SMT) to assist clinicians in identifying 
when suicidal thoughts and behaviors might be increas-
ing in intensity, frequency, or duration. Although the SMT 
has not yet been empirically evaluated, the SMT addresses 
the need to monitor suicide risk noted by Millner and col-
leagues (2017) because data can be collected (self- or clini-
cian administered) as frequently as needed. See Erbacher & 
Singer (2017) for more information about the conceptual and 
empirical basis for the development of the SMT.

Outcomes of Suicide Prevention Programs

Overview of Outcomes Impacted by Evidence‑Based 
Interventions

Most youth suicide prevention programs have targeted 
suicidal thoughts and behaviors (e.g., ideation, attempts, 
deaths), with reduction in these direct outcomes consid-
ered the primary goal (Katz et al., 2013). It is challenging 
to study these outcomes given that suicide deaths are rare 
among youth, and data collection on ideation and attempt 
often relies upon self-report (Wei, Kutcher, & LeBlanc, 
2015). Several systematic reviews have examined these 
outcomes for school-based interventions, as well, although 
conclusive findings on overall outcomes are largely limited 
by methodological issues (Bennett et al., 2015; Calear et al., 
2016; Katz et al., 2013; Robinson et al., 2013).

While no school-based interventions have been docu-
mented to decrease youth suicide deaths through rand-
omized controlled trials (Bennett et al., 2015), several have 
demonstrated efficacy in reducing suicide attempts and 
ideation (Calear et al., 2016; Katz et al., 2013; Wasserman 
et al., 2015). Two student-centered interventions, the Good 
Behavior Game (Wilcox et al., 2008) and Signs of Suicide 
(Schilling, Aseltine, & James, 2016), described in the pre-
vious section and included in Table 1, are among the most 
widely recognized in the school-based suicide prevention 
literature. The Good Behavior Game has been found to 
significantly reduce the incidence of suicide attempts and 
ideation at long-term follow-up of 19–21 years of age (Wil-
cox et al., 2008). The intervention provides students with 
opportunity for social integration and acceptance, which 
was found to mediate this outcome, particularly for highly 
aggressive and disruptive youth (Newcomer et al., 2016). 
Research has shown that middle school youth participating 
in Signs of Suicide were significantly less likely to report 
suicidal behaviors than controls and demonstrated improved 
knowledge about suicide and suicide prevention (Schilling, 
Lawless, Buchanan, & Aseltine, 2014). High school students 
had similar results, as well as significantly fewer suicide 
attempts among those who participated in Signs of Suicide 
compared to controls (Schilling et al., 2016). However, 

authors of systematic reviews have noted methodological 
limitations of research prior to the 2016 study (Katz et al., 
2013; Kutcher, Wei, & Behzadi, 2016).

Although this review focuses primarily on US schools, 
Wasserman et al. (2015) conducted the Saving and Empow-
ering Young Lives in Europe (SEYLE) study, a large-scale 
cluster-randomized controlled trial across 168 schools in 10 
European counties. They compared the impact of teacher 
gatekeeper training (i.e., QPR), student curriculum (i.e., 
Youth Aware of Mental Health Programme [YAM]), stu-
dent screening (i.e., ProfScreen), and a control group on 
suicide attempts at 3 and 12  months post-intervention. 
While no differences were found after 3 months, there were 
significant decreases in self-reported suicide attempts and 
severe suicidal ideation after 12 months for students who 
received the YAM intervention. More specific outcome data 
on QPR via a randomized controlled trial found that trainees 
reported significantly higher efficacy, with those reporting 
the lowest scores at baseline experiencing the greatest gains 
(Wyman et al., 2008). However, identification of at-risk 
youth increased most for those staff members that typically 
engaged youth in conversations about mental health or sui-
cide prior to receiving the training, and no impact on youth 
access to mental health services at follow-up was found 
(Wyman et al., 2008).

Findings from these studies suggest that interventions 
designed to enhance students’ skills may be particularly 
important for school-based suicide prevention efforts. In 
the case of the Good Behavior Game, interventions can be 
implemented in early elementary school, which is sooner 
than the target age for most suicide prevention programs, and 
prior to the onset of most suicidal thoughts and behaviors 
(Bridge, Goldstein, & Brent, 2006; CDC, 2017). It is impor-
tant to note that some replications of the Good Behavior 
Game found weaker results, due in part to methodological 
limitations, but also underscoring the need for the interven-
tion to be implemented with fidelity and ongoing support for 
staff (Wilcox et al., 2008). Signs of Suicide has also been 
criticized based on a lack of independent replications and 
measurement of long-term impact, as well as several other 
aspects of the studies’ design (Wei et al., 2015). Further-
more, the SEYLE study has not yet been replicated, nor is 
YAM easily accessible to schools in the USA, as instructors 
must participate in a 4- and 1/2-day course to deliver the 
intervention.

Help‑Seeking

Despite other promising outcomes, Signs of Suicide has not 
consistently been found to impact help-seeking behaviors, 
although females were more likely than males to demon-
strate help-seeking behaviors on behalf of themselves or 
a peer (Aseltine, Jr., et al., 2007; Aseltine & DiMartino, 
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2004). Additionally, staff gatekeeper training such as QPR 
has not been found to be sufficient for increasing help-seek-
ing among youth at increased risk, including those that have 
made a prior suicide attempts (Wyman et al., 2008). This is 
consistent with findings from other studies where sex and 
risk status were identified as moderators to help-seeking, 
with males and at-risk youth reporting less willingness and 
lower incidence of help-seeking (Klimes-Dougan, Klingbeil, 
& Meller, 2013). While several additional universal preven-
tion programs have sought to impact help-seeking behav-
iors, most have employed pretest–posttest designs without 
randomization or control groups, or have had sample sizes 
too small to establish them as evidence-based (Freedenthal, 
2010; Strunk, King, Vidourek, & Sorter, 2014). Additional 
interventions examining help-seeking behaviors are recog-
nized in SAMHSA’s National Registry of Evidence-based 
Programs and Practices without published findings, such as 
the Lifelines Curriculum.

Social

Schools are a natural setting for interventions targeting 
social outcomes such as help-seeking, connectedness, social 
support, and pro-social behaviors, since the essential com-
ponents needed to achieve these outcomes are often already 
in place. Findings on the effectiveness of school-based 
suicide prevention programs targeting help-seeking atti-
tudes and behaviors have been mixed (Aseltine et al., 2007; 
Freedenthal, 2010; King, Strunk, & Sorter, 2011; Klimes-
Dougan et al., 2013; Wyman et al., 2010). In a review of 
17 studies targeting help-seeking attitudes and behaviors, 
Klimes-Dougan et al. (2013) found limited evidence to sup-
port the overall effectiveness of a range of universal school-
based prevention efforts including psychoeducational cur-
ricula, gatekeeper training, and public service messages. 
Findings of limited effectiveness, however, may be partly 
attributable to variability in intervention components, study 
design and measurement of help-seeking outcomes across 
studies (Klimes-Dougan et al., 2013).

Social connectedness may reduce risk of suicide by 
increasing psychological well-being and exposure to more 
adaptive social norms for coping and help-seeking (Wyman 
et al., 2010). Seeking help for oneself or a peer in the midst 
of a suicidal crisis is a crucial intermediary step in prevent-
ing suicide, and help-seeking attitudes and behaviors have 
been found to be negatively associated with suicidality 
(Klimes-Dougan et al., 2013). There are multiple barriers 
that interfere with students’ willingness to seek help from 
others, and when youth do seek help, they generally turn to 
their peers (Klimes-Dougan et al., 2013). While develop-
mentally appropriate, confiding in a peer does not neces-
sarily provide at-risk youth with the support they need to 
overcome a suicidal crisis and, in fact, may place a burden 

of “keeping a secret” on a well-intentioned peer. Social net-
work analysis suggests that depressed and suicidal youth are 
more likely to be connected to other depressed and suicidal 
youth, limiting the number of “safe” peers in whom they 
could confide (Fulginiti et al., 2016). Even under structured 
and controlled environments such as hospitals, identifying 
a peer or adult support person has not been shown to reduce 
suicide risk (King et al., 2006, 2009). That said, there is 
some research to support the use of peer support in school-
based suicide prevention (Wyman et al., 2010).

Altering students’ attitudes about keeping peer suicidal 
behavior a secret has been examined as an outcome of 
several student-focused preventive interventions, includ-
ing Sources of Strength (Wyman et al., 2010). Sources of 
Strength has been evaluated in one randomized control trial 
and was found to increase protective factors among peer 
leaders, including connectedness with adults, in addition to 
engaging these youth as change agents within their schools 
(Wyman et al., 2010). Trained peer leaders could signifi-
cantly alter social norms and perceptions among the general 
population of students regarding the acceptability of help-
seeking and availability of supportive adults to help suicidal 
youth, with this latter finding most salient for youth with a 
history of suicide ideation (Wyman et al., 2010). In contrast, 
the program was successful in getting peer leaders to reject 
the culture of silence, but that effect did not generalize to 
the school population as a whole. Trained peer leaders in the 
intervention condition were also 4 times more likely to refer 
a suicidal peer to an adult (Wyman et al., 2010).

Academic

Although low academic achievement has been found to 
be associated with suicidality and depression (Thompson, 
Connelly, Thomas-Jones, & Eggert, 2013), few school-based 
interventions targeting suicide risk have examined academic 
outcomes. Reconnecting Youth has been found to increase 
students’ GPA, in addition to impacting a range of other risk 
and protective factors for suicidal thoughts and behaviors 
(Eggert & Herting, 1991; Eggert et al., 1995). Reconnecting 
Youth has been evaluated in several studies and found con-
sistent results, yet further evaluation may be warranted since 
these were not randomized controlled studies and lacked 
comparison group conditions (Katz et al., 2013; Miller et al., 
2009).

Other School‑Related Outcomes

Many school-based suicide prevention programs have 
focused on student and staff knowledge of and attitudes 
toward mental health (e.g., depression) and suicide, includ-
ing suicide myths, warning signs, and how to respond to 
someone in crisis (Aseltine et al., 2007; Katz et al., 2013; 
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Robinson et al., 2013). Though not directly linked with 
suicidal thoughts and behaviors, these outcomes are more 
immediate and easier to measure across a population of 
individuals exposed to prevention activities. In a system-
atic review of school-based interventions for suicide-
related behavior, Robinson and colleagues (2013) found 
that a majority of studies examining these outcomes found 
improvements post-intervention, including Signs of Suicide 
for students (Aseltine et al., 2007), and QPR and ASIST for 
staff (Shannonhouse et al., 2017; Wyman et al., 2008). Find-
ings on whether these gains are maintained over time are 
mixed (Robinson et al., 2013), and the extent to which they 
translate to other changes in behavior that can more directly 
impact youth suicide risk remains unclear. A related goal 
of gatekeeper training with school staff is to increase self-
efficacy and confidence in one’s ability to identify, engage, 
or work with suicidal youth, and gains in this area have 
been found across studies (Robinson et al., 2013). However, 
greater confidence in one’s abilities does not necessarily 
increase identification and referral of youth at risk of suicide 
or subsequent mental health service access, behavioral out-
comes that are the broader goals of many gatekeeper training 
programs (Wyman et al., 2008).

Screening has been shown to increase identification of 
at-risk youth, including youth that would not have been iden-
tified through another approach, yet rates of identification 
have been found to vary widely, from 4 to 45% of students 
screened (Robinson et al., 2013; Scott et al., 2009). Further-
more, Robinson et al. (2013) found through their review that 
follow-up referral rates sometimes exceeded 50%, under-
scoring the need for accessible treatment options. While no 
adverse effects of screening have been found (Gould et al., 
2005), the benefits and feasibility of this practice warrant 
additional study, particularly with regard to universal screen-
ing for suicide and related risk and protective factors.

A small number of studies have looked at several other 
school-related outcomes, including attendance (Eggert 
& Herting, 1991) and school engagement (Wyman et al., 
2010), as well as skills relevant to school success, includ-
ing problem-solving (LaFromboise & Howard-Pitney, 
1994; Lafromboise & Lewis, 2008; Randell et al., 2001) 
and executive functioning skills such as attention and self-
regulation (Le & Gobert, 2015; Randell et al., 2001). The 
only school-based suicide prevention program to include 
school attendance as an outcome, Reconnecting Youth, did 
not find any impact on school attendance among youth at 
risk of academic failure and school dropout (Eggert & Hert-
ing, 1991). However, findings by Wyman and colleagues 
(2010) in their evaluation of Sources of Strength have led to 
greater focus on strengths-based interventions for school-
aged youth that have the potential to change school culture. 
Several skill-based outcomes relevant to school success 
have been evaluated within the context of culturally adapted 

suicide prevention programs for Native American youth and 
involve promising practices (e.g., mindfulness) and research 
approaches (i.e., engaging youth and communities, evaluat-
ing acceptability and feasibility) that have not been widely 
evaluated in relation to school-based suicide prevention pro-
grams (LaFramboise & Lewis, 2008; Le & Gobert, 2013). 
Findings from these interventions suggest that school-based 
suicide prevention programs can impact students’ percep-
tions of their ability to focus and control their thoughts and 
emotions and that such interventions are acceptable to youth 
(Le & Gobert, 2013; Randell et al., 2001).

Important Outcomes Currently Unaddressed 
by Evidence‑Based Treatments

The most relevant outcomes for school-based suicide pre-
vention efforts—specifically, the reduction in suicidal 
thoughts and behaviors—have been evaluated in many stud-
ies (Aseltine & DeMartino, 2004; Aseltine et al., 2007; Was-
serman et al., 2015; Wilcox et al., 2008). The challenge in 
identifying effective interventions for school-based suicide 
prevention has to do largely with methodological limita-
tions, particularly with regard to study design and variabil-
ity in how relevant outcomes are being measured (Bennett 
et al., 2015; Calear et al., 2016; Katz et al., 2013; Robin-
son et al., 2013). For instance, several gatekeeper training 
programs and student curricula, such as Kognito At-Risk 
for High School Educators, LEADS: For Youth (Linking 
Education and Awareness of Depression and Suicide), and 
Lifelines are included in SAMHSA’s National Registry of 
Evidence-based Programs and Practices because they have 
been evaluated through quasi- and pre-experimental studies, 
but lack rigorous validation through randomized control tri-
als. Furthermore, key outcomes in most studies are gener-
ally measured through self-report, rather than more objective 
indicators that might better convey the true benefit of pre-
vention activities. As an example, Kognito At-Risk for High 
School Educators is a 1-h, online, interactive gatekeeper 
training program that uses avatars in online environments 
to train users in effective communication techniques and is 
listed on NREPP as a Legacy Program. The evidence base 
is two unpublished manuscripts that have been reviewed by 
SAMHSA and reported in a summary of Kognito studies 
(Albright, Adam, Serri, Bleeker, & Goldman, 2016).

For school-based interventions implemented at uni-
versal, selective, and indicated levels, additional school-
related outcomes, particularly those protective factors 
that are associated with lowered suicide risk and standard 
academic achievement outcomes such as attendance, GPA 
and standardized test scores, should be incorporated into 
future research. Such outcomes, including positive school 
climate and school connectedness, represent the interactions 
between youth, adults, and their school environment that can 



School Mental Health 

1 3

be enhanced and are characteristic of “upstream” prevention 
efforts (Wyman, 2014). Similarly, prevention programs that 
address known risk factors for suicide, such as bullying or 
substance abuse, should be evaluated for their suicide-related 
outcomes. Some interventions focused on a combination of 
risk and protective factors for suicide exist, such as selec-
tive (Tier 2) programs like Counselors CARE (C-CARE) 
and Coping and Support Training ([CAST], Randell et al., 
2001), yet findings warrant replication and further evaluation 
to address methodological limitations (Miller et al., 2009).

Additionally, integrated and multimodal suicide pre-
vention programming efforts have been described in the 
literature as having the potential for wider impact than a 
stand-alone intervention, with the ability not only to include 
multiple outcomes, but also to be more feasible and sustain-
able (Domitrovich et al., 2010). There are also relatively 
few studies, aside from the recent SEYLE study (Wasser-
man et al., 2015), that sought to compare interventions to 
determine which specific suicide prevention activities are 
most effective. Among the interventions that have been 
found to be effective, identifying the key elements of these 
interventions that contribute most to desired outcomes is 
also essential.

There are a limited number of methodologically robust 
studies that have evaluated suicide risk in ethnically diverse 
student populations known to be at increased risk of suicide 
(Harlow et al., 2014). Qualitative studies involving ethnic 
minority youth have underscored the importance of ensur-
ing that awareness and prevention activities are culturally 
meaningful and sustainable, incorporate avenues for social 
connection and cultural enrichment, and actively engage 
youth as leaders (Chung-Do et al., 2015; Ford-Paz, Rein-
hard, Kuebbeler, Contreras, & Sánchez, 2015). The impact 
of peers as leaders has been demonstrated in existing school-
based suicide prevention programs (Wasserman et al., 2015; 
Wyman et al., 2010) and should be further examined within 
the context of diverse subpopulations of youth at increased 
risk of suicide.

Finally, there is growing interest in applying clinical and 
psychosocial interventions to school settings, as far more 
universal school-based suicide prevention options exist 
than selected or indicated. While outcomes for some of 
these treatments, including cognitive-behavioral therapy 
(CBT) and dialectical behavioral therapy (DBT), are widely 
established (Brent et al., 2013; MacPherson, Cheavens, & 
Fristad, 2013; Spirito, Esposito-Smythers, Wolff, & Uhl, 
2011), school-based interventions that utilize these thera-
peutic modalities (e.g., safety planning, mindfulness) war-
rant additional research. Mazza and colleagues have devel-
oped a universal curriculum based on dialectical behavior 
therapy which can also be modified for use at the targeted 
or indicated levels (DBT-A STEPS; Mazza, Dexter-Mazza, 
Miller, Rathus, & Murphy, 2016). Although not explicitly 

a suicide prevention curriculum, the hope is that providing 
all youth with skills that have been shown to reduce suicide 
risk in a clinical population will serve a suicide prevention 
function and establish a shared language for youth who have 
been receiving clinical interventions for suicidal thoughts 
and behaviors.

Recommendations for School Mental Health 
Providers

School mental health professionals have training and back-
ground both in mental health and social, emotional, and 
behavioral strategies, as well as in multi-tiered systems of 
support and are therefore best equipped to lead school-based 
suicide prevention efforts. However, challenges exist with 
regard to variation in training, availability of evidence-based 
programs, family and community attitudes and stigma, 
community mental health resources, and the burden of “yet 
another” initiative to build into already overstressed school 
systems. The time and cost requirements for implementation 
of staff training, student education, and screening may be 
significant barriers. For instance, the most effective gate-
keeper trainings are longer in duration, allowing for more 
behavioral rehearsal, and they have been part of ongoing 
suicide prevention or repeated training efforts, not just “once 
and done” trainings (Cross et al., 2011; Garraza, Walrath, 
Goldston, Reid, & McKeon, 2015; Walrath, Garraza, Reid, 
Goldston, & McKeon, 2015).

A critical starting point in an effective school-based sui-
cide prevention effort is operative buy-in from school or 
district administrators. Suicide prevention has not typically 
been a priority for schools unless there has been a suicide 
death. In response, legislative efforts have enacted mandates 
in more than half of the states in the USA to ensure that 
schools engage in suicide prevention efforts (Kreuze et al., 
2017). Most of these legal mandates have, at a minimum, 
included a requirement for gatekeeper training to ensure that 
school personnel are trained in suicide warning signs and 
what actions to take should they be concerned that a stu-
dent in their midst might be suicidal (Kreuze et al., 2017). 
However, these mandates do not necessarily apply to private 
and non-public schools and in some states are not regulated 
or actively enforced, and they tend not to include related 
components of suicide prevention efforts such as student 
education and screening.

Once there is administrative buy-in, school mental 
health professionals are positioned to help develop sui-
cide prevention policies and procedures that incorporate 
programs that provide staff training, student education and 
awareness, and screening in an effort both to prevent and 
respond to suicide risk. In line with multi-tiered systems 
of support, there should be universal suicide prevention 
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programming in place for all students, as well as program-
ming to support students that may be at risk and those 
already identified at high risk. There are many reasons why 
youth might think about killing themselves and schools 
should tailor their suicide prevention programming to the 
needs of their students, the capacity and resources of their 
staff, and the will of the community. The following is an 
example of how administrators and school mental health 
professionals can think about applying the information 
reviewed in this article.

Sample Suicide Prevention Plan Tier 1 prevention 
programming might involve all teachers, administrators, 
and support staff (e.g., monitors, bus drivers, custodians) 
receiving QPR gatekeeper training; teachers report feel-
ing more prepared and committed to assist students in a 
suicidal crisis after receiving this training (Wyman et al., 
2008). School mental health providers would participate 
in the more intensive and time-consuming ASIST training 
because research has shown improved identification and 
referral for providers who attend ASIST (Condron et al., 
2015). Elementary school 1st and 2nd graders would par-
ticipate in the Good Behavior Game. Middle and high 
school students would participate in the screening and 
educational components of Signs of Suicide, which have 
been shown to be effective in increasing knowledge and 
decreasing suicidal behaviors in middle school (Schilling 
et al., 2014) as well as improving attitudes with regard 
to high school students intervening with a peer and get-
ting help for themselves if in distress (Schilling et al., 
2016). Youth who have been identified through the Tier 
1 screening and gatekeeper programs (e.g., QPR, ASIST, 
SOS) would be referred to school mental health profes-
sionals for Tier 2 services such as risk screening (e.g., 
Columbia Suicide Severity Rating Scale [C-SSRS; Posner 
et al., 2011]), suicide assessment, and skills-based groups 
(e.g., coping strategies through Reconnecting Youth [RY] 
and Coping and Support Training [CAST]) or referral for 
individual or family therapy (e.g., ABFT; Diamond et al., 
2010). Finally, at Tier 3, as a prevention approach to crisis 
preparedness, school mental health professionals and other 
select staff would get trained in crisis prevention, response, 
and recovery programs like PREPaRE (Brock et al., 2016). 
School mental health professionals would continuously 
monitor suicide risk using the Suicide Risk Monitoring 
Form (SMT; Erbacher & Singer, 2017). This sample sui-
cide prevention plan is one example of how a school could 
put together individual suicide prevention programs that 
would address the key components of school-based suicide 
prevention outlined by SAMHSA (2012) and integrated 
within a multi-tiered framework. School districts need to 
consider the resources available in their communities, the 
cultural responsiveness of the programs, and the time and 
staff resources available in schools.

Future Directions

Critiques by Kutcher et al. (2016) about the lack of rigor 
of empirical studies of suicide prevention programs not-
withstanding, suicide prevention programming in schools 
is essential. Table 1 identifies prevention programs at the 
universal, targeted, and indicated levels that schools may 
consider for implementation based on this review. Recent 
evaluations of the Garrett Lee Smith Youth Suicide Pre-
vention Grants, which target youth between the ages of 
10–24, have found that gatekeeper training is associated 
with lower suicide rates and that comprehensive suicide 
prevention programming consisting of training, screen-
ing, and education/awareness programs is associated with 
fewer suicide attempts (Garraza et al., 2015; Walrath et al., 
2015). However, these effects are not sustained beyond 
1 year in the absence of suicide prevention programming 
(Garraza et al., 2015; Walrath et al., 2015), suggesting the 
need for comprehensive suicide prevention efforts that are 
ongoing. Schools are an opportune setting for the imple-
mentation of suicide prevention efforts focused on increas-
ing awareness, identifying youth at risk through screening 
and observation, and providing referrals and intervention, 
and these efforts are maximized when they are proactive 
and integrated with other school mental health initiatives. 
In addition to reducing suicide risk, schools that take a 
comprehensive approach to suicide prevention increase the 
likelihood that youth at risk will feel safe in and connected 
to school which in turn enhances key protective factors 
against suicide risk.

Existing limitations are not the result of uncaring 
researchers. It is unethical, for example, to randomly 
assign youth to conditions that are suspected to be less 
effective at preventing suicide risk. Despite suicide being 
the second leading cause of death among youth, there are 
relatively few youth who die by suicide. Thus, sample size 
limitations preclude most studies from establishing causa-
tion or correlation between a suicide prevention program 
and suicide deaths. There is also the very real issue that 
some of the youth at greatest risk of suicide are those not 
in school and will not show up in school-based samples, 
including youth who are suspended, housing insecure, in 
detention, emergency shelters, residential treatment facili-
ties, hospitals, or whose parents have prevented them from 
participating in suicide prevention programs.

Similar to any type of program schools may implement, 
school-based suicide prevention efforts require staff time, 
as well as financial and other resources, and are therefore 
not typically considered to be a priority. Rather than seeing 
the state of empirical support for suicide prevention pro-
grams as an argument against school-based suicide preven-
tion, school administrators and staff and scholars should 
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see it as call-to-action to collaborate with researchers to 
evaluate suicide prevention programs. Specifically, greater 
focus on implementation and evaluation of upstream pre-
vention may help to identify those points in a student’s 
life where thoughtful programming will reduce or elimi-
nate future suicide risk, and these efforts need not differ 
from other school-based initiatives that support the overall 
behavioral, social, and emotional functioning of students 
(e.g., multi-tiered systems of support). Unless schools are 
actively implementing suicide prevention programs, we 
will never be able to identify what works, for whom, and 
under what circumstances.
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