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Abstract
Introduction: Suicide is a leading cause of death among today’s youth. One in six youth
have seriously considered attempting suicide, and one in 13 have attempted suicide at
least once. Timely identification of those at risk and connection with appropriate help are
critical. Elementary, middle, and high school teachers are ideally positioned to act as
gatekeepers through early recognition of students in psychological distress and timely
response and referral when appropriate.
Evidence Summary: Teachers report a sense of responsibility for providing indirect
mental health services to youth but have a lack of sufficient training and preparedness.
Kognito online simulations have shown improvements in gatekeepers’ confidence in their
ability to recognize, intervene, and refer at-risk suicidal youth for help.
Gaps: A lack of published literature focusing on school-based suicide prevention
programs, especially for vulnerable populations and rural areas, was available. Limited
evidence that focused on sustainability and long-term outcomes was also noted.
Recommendations for Practice: Kognito’s gatekeeper training can be used to raise
suicide awareness by improving knowledge, attitudes, and helping skills among teachers
and school support staff. Early recognition and intervention as soon as possible with at-
risk youth before suicidal behavior occurs are vital.

Keywords: At-Risk, gatekeeper, Kognito, school, teacher
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Implementation of A Suicide Prevention Program in a Rural School

One in five youth have a mental health condition, with half of these conditions
beginning by age 14 (National Alliance on Mental Illness [NAMI], 2021). According to
NAMI (2021), only half of the nation’s youth with mental health conditions received any
kind of treatment in the past year, and only one-third of suicidal youth actively sought
help (Torok et al., 2019). Most youth who attempt suicide have a significant mental
health disorder. Suicide is the second leading cause of death in Americans 10-24 years
old, with rates increasing nearly 60 percent from 2007 to 2018 (Brann et al., 2021;
Curtin, 2020; Rural Health Information Hub [RHIhub], 2019). For each suicide death that
occurs, there are approximately 50-100 youth suicide attempts (Torok et al., 2019).
Significance

The highest rates of suicide are among the American Indian/Alaskan Native, non-
Hispanic white, and rural populations. The 2019 Youth Risk Behavioral Survey found
30.4% of project area high school students had seriously considered attempting suicide in
the past 12 months, 17.4% had made a suicide plan, and 19.2% had attempted suicide at
least once (Centers for Disease Control and Prevention [CDC], 2020a). The risk among
rural students is double that of their urban counterparts while American Indian/Alaskan
Native students have the highest rate of attempts with nearly four times the risk (Asher
BlackDeer & Patterson Silver Wolf, 2020; CDC, 2020b; RHIhub, 2019).

Suicide involves a combination of risk factors including a history of mental health
disorders, family history of suicide or mental health disorders, substance use disorders,
adverse childhood experiences (ACEs), access to lethal means, stressful life

circumstances, and unwillingness to seek help due to mental health or suicidal ideation
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stigma (Suicide Prevention Resource Center, 2019). ACE:s are stressful and traumatic
events that occur during childhood that can have negative, lasting effects on youth’s
health and well-being (Lensch et al., 2021). The American Indian/Alaskan Native
population is especially vulnerable to a number of these factors; the limited resources for
prevention, treatment, and recovery further exacerbate the current disparities for both the
American Indian/Alaskan Native and rural populations (Asher BlackDeer & Patterson
Silver Wolf, 2020; Bartgis & Albright, 2016; Pham et al., 2021).

Emotional and social habits important for mental well-being are developed as
children grow. Untreated mental health conditions and ACEs can have a detrimental
impact on youth; thus limiting their opportunities to lead fulfilling lives as adults (Black
et al., 2021; Choi et al., 2017; Singer et al., 2019). Negative consequences of untreated
mental health conditions include functional impairment, disability, and mortality as well
as substance abuse, poor school performance, school dropout, and increased risk-taking
behavior (Albright et al., 2018; Bradley & Kendall, 2019). Youth with a history of ACEs
have also been found to have an increased number of suicide attempts throughout their
lifespan and are at an earlier age at first suicide attempt (Choi et al., 2017). The emotional
and financial impacts of youth suicide and suicide attempts can also have a rippling effect
on families, friends, and the economy (Black et al., 2021; Brann et al., 2021). According
to Singer et al. (2019), up to 135 people can be affected by a single suicide death, with 25
of them reporting significant and persistent distress. The lifetime medical and work-loss
costs alone are estimated to be over $70 billion each year (CDC, 2020b).

The coronavirus disease 2019 (COVID-19) pandemic had a negative effect on

youth’s mental health (Leeb et al., 2020; Holland et al., 2021; Yard et al., 2021).
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Increases in poor mental health, suicidal behavior, substance use, and violence outcomes
were reported during the pandemic (Holland et al., 2021; Yard et al., 2021). Emergency
departments (EDs) were often the first point of care for youth experiencing mental health
emergencies during COVID, particularly because other clinic, urgent care, or mental
health services were inaccessible or unavailable. When widespread shelter-in-place
orders were in place, youth were either unable to access or had very limited access to
services (Leeb et al., 2020). The National Syndromic Surveillance Program at the CDC
found the proportion of mental health-related ED visits among adolescents 12-17 years
old increased 31% in 2020 from 2019 (Yard et al., 2021). The rate of ED visits for
suspected suicide attempts also increased as the pandemic progressed among this age
group, where the mean weekly number of ED visits for suspected attempts was 22.3%
higher during summer 2020 and 39.1% higher during winter 2021 than corresponding
periods in 2019. During winter 2021, ED visits for suspected suicide attempts were
50.6% higher among females compared with the same period in 2019; among males, the
rate increased 3.7% (Yard et al., 2021). Youth may be particularly affected by mitigation
measures related to the pandemic, causing them to be at higher risk for psychological
distress and suicide. The mental health consequences of the COVID-19 pandemic are
predicted to last longer and peak later than the actual pandemic itself (Holland et al.,
2021; Yard et al., 2021).

Schools are in a unique position to offer intervention opportunities for at-risk
youth, especially in rural areas with poor access to mental health services and no school
counselors (American Foundation for Suicide Prevention, 2021; Robinson-Link et al.,

2019). Kindergarten through 12 grade (K-12) students spend a significant portion of
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their days with teachers and school support staff, allowing for unparalleled access to most
of America’s youth. School personnel also play an important role in students’ growth and
have many opportunities to contact and interact with them (Brann et al., 2021). However,
research supports many teachers feel inadequately trained to identify or refer at-risk
students and have limited knowledge of their school’s resources for suicide prevention
(Sylvara & Mandracchia, 2019). Kognito is an evidence-based program that offers
educators and school support staff virtual training simulations that tackle real-life issues
many youth experience, such as trauma, bullying, difficulties at home, failing grades,
self-injurious behaviors, or thoughts of suicide. The goal is not for every teacher to
become an expert in mental health, but rather to prepare to lead conversations that can
change the lives of America’s youth (Kognito, 2020).
Clinical Question

The PICOT question that guided this literature review is as follows: In K-12
administration, teachers, and staff at a rural Midwest school (P), how does the
implementation of an evidence-based suicide prevention program (I) compared to no
evidence-based program (C) affect participants’ preparedness, likelihood, and self-
efficacy in approaching potentially suicidal youth and the number of mental health
referrals made (O) within 6 months (T)?
Methods

A literature review was completed using CINAHL, Cochrane, EBSCOhost
research databases, PubMed, and ScienceDirect with the following keywords: 4¢-Risk,
faculty, gatekeeper, Kognito, prevention, school, suicide, student, teacher, and trauma

informed practices. Inclusion criteria included peer-reviewed articles written in English
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and published between 2016 and 2021. Articles must have also included school or college
settings, training of staff, and Kognito. Articles written before 2016 and those that were
not written in English were excluded. A total of 35 academic articles were found. Articles
were further narrowed by their project applicability. Articles that focused on student
gatekeeper training, those that did not include gatekeeper training, and news articles were
excluded. A total of 18 articles were utilized for the literature review (see Appendix A).
The Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) Model (Appendix B)
was used to evaluate and grade the articles with the following results: one IA, one IB,
three IIA, five IIB, one IIC, one IIIA, three IIIB, one IVB, and two VB (Appendix C).
Explanations of levels are also included in Appendix B.

An A grade indicates an article is high quality with consistent, generalizable
results and recommendations. A B grade indicates good quality where results and
recommendations are reasonably consistent with fairly definitive conclusions, and with a
C grade, there is low quality and little evidence with inconsistent results or an insufficient
sample size (Dang et al., 2022). The C rating article was due to a small sample size, but
the article was still included due to its relevance. Permission (Appendix D) to use the
JHNEBP Model (Dang et al., 2022) was obtained.

Evidence Summary

Schools can play a vital role in preventing youth suicide and promoting
behavioral health. A “gatekeeper” can be defined as an individual that has primary
contact with another individual who could be at risk for suicide. Gatekeeper training is
one of the most effective suicide prevention strategies and can be utilized to improve

knowledge, intervention behaviors, and referrals (Morton et al., 2021). However, a
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multifaceted approach must be taken that includes school-based protocols and education
in order to provide for best outcomes. No specific practice guidelines for school suicide
prevention were found, so the Substance Abuse and Mental Health Services
Administration (SAMHSA) and National Alliance on Mental Illness (NAMI) Maine’s
resources were integrated for use to build a suicide prevention program (NAMI Maine,
2021; SAMHSA, 2015). The literature review revealed the following themes: Role of
schools, gatekeeper training, elementary versus high school, suicide prevention protocols,
Gatekeeper Behavior Scale, SAMHSA School Suicide Toolkit, NAMI Maine School
Intervention Flowchart, and gatekeeper behaviors.
Role of Schools

Suicide deaths typically prompt suicide prevention in schools. Schools are an
essential environment for identification and prompt response to youth suicide risk
(Shelemy et al., 2019; Singer et al., 2019). Students with a better connection to and
positive perception of school are less likely to engage in suicide-related behavior or
report suicidal thoughts and behaviors. Students are more willing to share information
with teachers who actively listen and are empathetic and supportive (Bradley & Kendall,
2019). Therefore, teachers, coaches, bus drivers, and all support staff can fill a key role in
the early identification and referral of at-risk youth. However, these school employees
may not know suicide risk factors or how to appropriately talk about suicide risk or
psychological distress despite their need and desire to intervene (Albright et al., 2016a;
Robinson-Link et al., 2019).

School staff face significant pressure both in preventing youth suicide by

recognizing warning signs early and in the aftermath of suicide (Singer et al., 2019).
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Without training, teachers may lack confidence in their knowledge and ability to properly
recognize those at-risk students or to provide needed support and management of students
in distress (Asher BlackDeer & Patterson Silver Wolf, 2020; Long et al., 2018; Shelemy
et al., 2019; Sylvara & Mandracchia, 2019). The potential role of these gatekeepers in
promoting mental health extends far beyond early identification. With the help of school
staff, students can develop the knowledge, resiliency, and emotional and social skills that
can lead to positive mental health outcomes and improved quality of life (Brann et al.,
2021; Long et al., 2018).

Gatekeeper Training

Gatekeeper training programs are among the most effective suicide prevention
strategies. According to the United Health Foundation (2021), four out of five suicide
deaths are preceded by warning signs. Suicide prevention initiatives train gatekeepers
with the aim of increasing suicide knowledge and providing education to better identify
risk factors and suicidal behavior. Properly trained gatekeepers know how to effectively
manage at-risk individuals and “open the gate” to appropriate care as necessary (Morton
et al., 2021).

Kognito is an online gatekeeper training platform with various modules for
different populations. The A¢-Risk platform was established in 2010 by Ron Goldman and
Dr. Glenn Albright following the shootings by Seung-Hui Cho at Virginia Tech (Kognito,
2020). Cho killed 32 people before taking his own life. After the shootings, Cho’s mental
health background was made public. He had a history of depression and anxiety disorders
dating back to middle school. After moving to college, Cho lost the support system that

sustained him throughout high school. He exhibited alarming behavior on campus and
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submitted disturbing creative writing assignments that prompted two professors to
suggest counseling. Cho threatened to kill himself leading to a one-night observation
admission at the hospital and failed to follow up post-discharge for outpatient treatment
at the campus counseling center. Due to concerns with violating Cho’s privacy, no one
had communicated with his parents to learn of his mental health history (Kapsidelis,
2020).

Goldman and Albright found academic institutions wanted a way to rapidly train
faculty and improve confidence and skills in approaching and talking with students in
psychological distress. Kognito delivers a practice based social emotional learning (SEL)
curriculum that helps participants build critical life skills to navigate real-life situations,
leading to positive outcomes both in and out of the classroom. In the A#-Risk for
Educators modules, faculty and staff members are immersed in a virtual environment
where they interact with two to three students who are exhibiting symptoms of
psychological distress. Each simulation in the A¢-Risk series is tailored to one of three
grade levels: elementary, middle, or high school. The Trauma-Informed module was
developed in 2018 in collaboration with trauma experts, the United Nations Children’s
Fund USA, and the Center for School Behavioral Health at Mental Health America of
Greater Houston in response to Hurricane Harvey. In the Trauma Informed modules,
participants are taught about the impact trauma can have on students and how to
recognize when behavior may be a result of trauma or stress. Simulations can be
completed in an hour or less, and progression through the modules is based on

appropriate responses to the students (Kognito, 2020).
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Gatekeeper training may increase knowledge of suicide warning signs and
behaviors, expand communication strategies for discussing suicide with those at risk, and
optimize the ability to refer at-risk youth to services (Albright et al., 2016a; Robinson-
Link et al., 2019). The Kognito modules intend to improve real-world performance by
offering a challenge to learners’ existing skills, a simulated risk and judgment-free
environment, time for skills reflection and adjustment of strategies, and continuous
analysis of performance from a virtual coach (Albright et al., 2018; Long et al., 2018;
Sylvara & Mandracchia, 2019).

Other advantages of online training methods include improving issues such as
limited funding, time constraints, and competing priorities for schools by reaching many
people in a cost-effective manner (Bartgis & Albright, 2016; Robinson-Link et al., 2019;
Smith-Millman et al., 2020). Online methods can be highly beneficial where workforce
turnover is high, such as in American Indian or rural communities, since training is
flexible to address both new and experienced teachers to easily maintain and increase the
number of school gatekeepers (Asher BlackDeer & Patterson Silver Wolf, 2020; Bartgis
& Albright, 2016).

Elementary versus High School

School-based suicide prevention programs targeted for preschool and elementary
students are limited. Mental health distress or stress among preschool and elementary
students can look significantly different from that among middle and high school
students. For example, psychological distress in children can manifest as certain
behavioral issues or physical complaints such as competing for attention, increased

irritability and aggression, or complaining of “feeling sick.” The behavioral issues often
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lead to a punitive response by school staff rather than a supportive, constructive one.
Adults typically avoid talking about suicide as they believe it may be distressing for
children or cause suicide. Most youth with suicidal ideation or attempts will not reveal
their thoughts or behaviors on their own. Early childhood suicide prevention strategies
support the use of SEL programs starting in preschool and elementary school to reduce
suicide rates. Building SEL skills may prevent the development of significant risk factors
for suicide while promoting protective factors from a young age as well as increase a
child’s ability to seek support (Singer et al., 2019). Gatekeeper training programs have
also been implemented at the K-12 level with the goal of teaching staff how to recognize
some of the varying language and age-specific concerns at the elementary, middle, and
high school levels and how to appropriately refer to a counselor or provider.
Suicide Prevention Protocols

Identifying students who are at risk of suicide will be more likely to prevent
suicide when the procedures that ensure these students receive appropriate services are in
place. Local school districts who adopt suicide prevention protocols are better suited to
protect school personnel and increase the safety of at-risk youth and the entire school
community. It is essential to implement protocols for responding to at-risk students
before implementing strategies such as training to help identify at-risk students. There are
numerous school and state-specific protocols. Schools must implement protocols that best
fit their district and needs. Protocols that include more comprehensive efforts such as
safety plans and screening may be difficult to implement without an in-house school
counselor to assist and provide ongoing evaluation of intervention effectiveness

(SAMHSA, 2015).
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Gatekeeper Behavior Scale

A standardized assessment tool must be used to determine the impact of
gatekeeper training on the behavior of the gatekeeper and the individual at risk for
suicide. The Gatekeeper Behavior Scale (GBS) is an assessment tool based on
Kirkpatrick’s four-level training evaluation model. The four levels include reaction,
learning, behavior, and results. Participants’ skills, attitudes, and intentions predict
engagement to help those in psychological distress and those at risk for suicide (Albright
etal., 2016b).

The GBS was administered to 8,931 A#-Risk users at pre-training, post-training,
and follow-up periods in Albright et al.’s (2016b) validation study. Albright et al. (2016b)
found the GBS is a reliable tool for measuring three components of suicide prevention
behavior: preparedness, likelihood, and self-efficacy. The GBS had high internal
consistency and reliability with a Cronbach’s alpha (o) of .93 and .94, respectively.
Factor loadings showed all 11 individual items correlated with the three subscales and
behavioral composite (> .84, p <.001), indicating the higher the GBS score, the more
likely participants are to engage in gatekeeper intervention behaviors. Criterion-related
validity for likelihood to discuss concerns post-training was related to approaching at-risk
students (r =.219, p <.001) and the number of students referred correlated with
likelihood to refer (» = .235, p <.001) (Albright et al., 2016b). Refer to Appendix E for a
detailed version of the GBS.

SAMHSA School Suicide Toolkit
The SAMHSA School Suicide Toolkit represents the best available evidence on

preventing suicide among high school students. The toolkit does not endorse one specific
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intervention but lists numerous tools and training programs to assist schools with
designing and implementing district-specific suicide prevention programs. The
information and tools in the toolkit help schools assess their ability to prevent and
respond to suicide, understand strategies that may help at-risk students, understand how
to act in the aftermath of a suicide, identify evidence-based prevention programs, and
integrate prevention into a positive school climate. Kognito training is listed under staff
education and training among other programs that focus on identifying suicide risk
(SAMHSA, 2015). SAMHSA recommends all adults within the school community be
trained to act as gatekeepers (Singer et al., 2019).
NAMI School Intervention Flowchart

NAMI is a non-profit organization that aims to improve the quality of life of those
with and those affiected by mental illnesses. NAMI provides advocacy, education,
support, and public awareness about mental health (NAMI, 2021). Effective suicide
prevention is comprehensive; since it is impossible to predict when a crisis may occur,
preparedness is essential to guide school actions. Protocols provide school staff with
direction, structure, and support to safely assist in a suicidal situation. NAMI Maine has
several resources to help schools develop protocols individualized for their districts
(NAMI Maine, 2021). Numerous states have adapted protocols from NAMI Maine’s
model school protocols. See Appendix F for the adapted Suicide Prevention Protocol
Flowchart.
Gatekeeper Behaviors

Brief, online role-play simulations were found to be effective at improving and

sustaining teacher attitudes and behaviors needed to be effective gatekeepers in the
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school setting in a number of studies (Albright et al., 2016a; Bartgis & Albright, 2016;
Black et al., 2021; Bradley & Kendall, 2019; Long et al., 2018; Rein et al., 2018;
Robinson-Link et al., 2019; Smith-Millman et al., 2020; Timmons-Mitchell et al., 2019,
Torok et al., 2019). Numerous studies also found the number of students identified to be
in psychological distress, approached to discuss concerns, and referred to support
services increased following training (Albright et al., 2016a; Bartgis & Albright, 2016;
Black et al., 2021; Bradley & Kendall, 2019; Long et al., 2018; Rein et al., 2018; Smith-
Millman et al., 2020; Timmons-Mitchell et al., 2019). Teacher to parent conversations
about concerns, teacher to student conversations about accessing support services, and
participant to participant conversations about student concerns also increased following
training (Albright et al., 2016a; Long et al., 2018). Godoy Garraza et al. (2021) found
active learning strategies such as role-play in addition to gatekeeper training can enhance
training effectiveness through an increased comprehension of the interaction leading to
an increased use of recommended practices.
Gaps in the Literature

Limited recent published studies that focus on school-based suicide prevention
programs in rural schools were available. Many studies focused on the high school
environment, followed by middle school and college settings. Limited studies were found
focusing on A#-Risk simulations at the elementary level. The elementary training focuses
on how to incorporate parents of at-risk students, come up with a plan for their child, and
connect them to helpful resources. There was a lack of randomized control trials that
examined the impact on long-term health outcomes of those approached by Kognito-

trained individuals. The longest follow-up time frame was 3 months. Also, no high-
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quality studies or statistics were found that addressed which season is worst for youth
suicide.
Recommendations for Practice

Youth suicide prevention measures call for a comprehensive approach that is
adapted during times of infrastructure disruption and involves multisectoral partnerships
and implementation of evidence-based strategies that address the range of factors
influencing suicide risk (Yard et al., 2021). Online simulations allow for individuals to
practice real-life skills in a risk-free environment. They also have the potential to be
individualized to provide for culturally competent prevention efforts (Asher BlackDeer &
Patterson Silver Wolf, 2020; Bartgis & Albright, 2016). The use of Kognito’s online
simulations is recommended to prepare school staff to effectively identify and refer at-
risk youth before suicidal behavior occurs (Brann et al., 2021; Torok et al., 2019).
Teachers should not be fearful or reluctant to discuss concerns with at-risk students and
parents. It is recommended that school staff are at the center of school-based mental
health services, programs, and whole-school changes since teachers are experts in what
works best for their classrooms, school, and students (Shelemy et al., 2019). However,
gatekeeper training is of limited use without protocols for keeping at-risk students safe
and knowledge of resources to help those at risk find professional help. Teachers should
never be expected to fill the role of mental health therapists or school counselors (Brann
et al., 2021).

Conclusion
Addressing suicide among the nation’s youth is imperative with suicidal ideation,

attempt, and completion rates higher than ever (CDC, 2020b). Youth’s limited help-
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seeking behavior highlights the importance of enhancing risk identification capacity
among those who spend significant amounts of time with them and are well-suited to
intervene in crisis situations (Torok et al., 2019). One caring adult is the single most
protective factor for youth suicide (SAMHSA, 2015; Sieving et al., 2017). Schools are a
critical setting for supporting the healthy development of youth as school can be a source
of resiliency and support for students who are struggling (Robinson-Link et al., 2019).
However, studies found many teachers do not know how to properly identify at-risk
youth or how to engage youth in conversations about their suicide risk (Robinson-Link et
al., 2019; Shelemy et al., 2019). Incorporating Kognito gatekeeper training and a school-
based suicide prevention protocol into school districts has shown promise in increasing
the number of influential gatekeepers trained to take action and effectively intercede on

behalf of at-risk youth before it is too late.
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persuade, refer; TUPS: Training Utilization and Preservation Survey



SUICIDE PREVENTION PROGRAM 30

Evidence Level

Appendix B

JHNEBP Model

Types of Evidence

» Experimental study, randomized controlled trial {(RCT)
» Explanatory mixed methods design that includes only a Level [ quaNtitative study

= Systematic review of RCTs, with or without meta-analysis

& Quasi-experimental study
s Explanatory mixed methods design that includes only a Level 11 quaNtitative study

« Sysiematic review of a combination of RCTs and quasi-expetimental studies, or quasi-experimental
studies only. with or without meta-analysis

» Monexperimental study

» Systematic review of a combination of RCTs, quasi-experimental and nonexperimental studies, er
nonexperimental studies only, with or without meta-analysis.

* Exploratory, cenvergent, er multiphasic mixed methods studies

« Explanatory mixed methods design that includes only a Level lI] quaNtitative study

» QualLitative study

 Systematic review of quaLitative studics with or without meta-synthesis

Opinion of respected authorities and/or natienally recognized expert committees or conscnsus panels based
on scientific evidence. Includes:

« Clinical practice guidelines

» Consensus panels/position statements

Based on experiential and non-research evidence. Includes:

s Scoping reviews

» Inteprative reviews

 Literature reviews

* Quality improvement, program or financial evaluation

o Case reports

« ®pinion of nationally recognized expert(s) based on experieniial evidence

© 2022 Johns Hopkms Health System/Johns Hopkins School of Nursing 1

Dang, D., Dearholt, S., Bissett, K., Ascenzi, J., & Whalen, M. (2022). Johns Hopkins
evidence-based practice for nurses and healthcare professionals: Model and guidelines.
(4™ ed.). Sigma Theta Tau International.
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Levels of Evidence

I 2 5
II 9 12
I 4 1
v 1

A\ 2

31



SUICIDE PREVENTION PROGRAM 32

Appendix D

Permission for Use

JOHNS HOPKINS EBP MODEL AND TOOLS- PERMISSION

Thank you for your submission. We are happy to give you permission to use the Johns Hopkins Evidence-Based Practice model and
tools in adherence of our legal terms noted below:

= You may not modify the model or the tools without written approval from Johns Hopkins.
» All reference to source forms should include “©The Johns Hopkins Hospital/The Johns Hopkins University."

« The tools may not be used for commercial purposes without special permission.

If interested in commercial use or discussing changes to the tool, please email jjhn@jhmi.edu.
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Gatekeeper Behavior Scale
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Subscale Number Item Ressg)lzse
How would you rate your preparedness to:
Recognize when a student's behavior is a sign of
1 . .
psychological distress
2 Recognize when a student's physical appearance 1 - Very
is a sign of psychological distress Low
. . 2-Low
Preparedness Dlscuss with a stud.ent your concern about the 3 - Medium
3 signs of psychological distress they are 4 - High
exhibiting My Vegry
4 Motivate students exhibiting signs of High
psychological stress to seek help
Recommend mental health support services
5 (such as the counseling center) to a student
exhibiting signs of psychological distress
How likely are you to discuss your concerns
6 with a student exhibiting signs of psychological 1 - Very
distress? Unlikely
R 2 - Unlikely
Likelihood How likely are you to recommend mental 3 - Likely
7 health/ support services (such as the counseling 4 - Very
center) to a student exhibiting signs of Likely
psychological distress?
Please rate how much you agree/disagree with the
following statements:
I feel confident in my ability to discuss my
8 concern with a student exhibiting signs of
psychological distress 1 N Strongly
. .. Disagree
I feel confident in my ability to recommend 2 - Disagree
Self-Efficacy 9 mental health support services to a student 3- Agree
exhibiting signs of psychological distress 4 - Strongly
10 I feel confident that I know where to refer a Agree
student for mental health support
1 I feel confident in my ability to help a suicidal

student seek help
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Albright, G. L., Davidson, J., Goldman, R., Shockley, K. M., & Timmons-Mitchell, J.
(2016b). Development and validation of the Gatekeeper Behavior Scale. Crisis, 37(4),
271-280. https://doi.org/10.1027/0227-5910/a000382
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Suicide Prevention Protocol Flowchart

If a weapon is present/immediate
danger, clear the area and call 911
or local police. Follow school
Emergency Procedures.

Always monitor other impacted
PREVENTION students and provide supports.
All school personnel completes Kognito gatekeeper training

A student has displayed risk for suicide *.
l (i.e. writing. actions. statements. social media)
Attempt |
Warning Signs MEDIUM TO HIGH RISK Y
. » Self-harming behavior, threats, ideation, plan. .
Gatekeeper conducts basic : ’ ; > ’ On-site .
e — history of attempt, access to means + Off-site
* DO NOT LEAVE THE STUDENT ALONE
LOW RISK + Clear the area of other students.
No plan, no intention to harm . .. . DO NOT LEAVE THE STUDENT ALONE
self Consult with crisis services

or current provider.

Parent/guardlan and (ieign Follow recommendations.
provider consultation if

applicable. *

Document actions taken.

+ Notify parents/guardians. l—l Life threatening? I_l

LIAZES(E AT 5 If no: Provide necessary first aid, call

contact A .
Debrief with staff. parents/guardian. G RLESCIER A B0 L D
=
Follow up with parents/guardian. =
Disposition determined after assessment. <
If a student is presenting in an emergency department, the school staff member with the most T
information should always call the hos pital to provide school perspective and data. *
Towner County Medical Center: (701) 968-2500 Document actions taken.
CHI St. Alexius Health: (701) 662-2131 . .
CHI St. Alexius Health Clinic: (701) 662-8662 Debrief with staff.
Lake Region Human Service Center: (701) 662-5050 (Hotline) Follow up with parents or guardians.
(701) 665-2200
LifeWise Associates: (701) 662-1046 +
Devils Lake Psychological Services: (701) 662-8255 Contact parents/guardian to discuss reentry plan.
National Youth Crisis Hotline: (800) 442-HOPE (4673) S E— " L . -
National Suicide Prevention Lifeline: (800) 273-TALK (8255) Administration or guidance counselor
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Abstract
Background/Purpose: Addressing suicide rates in America’s youth is critical. Suicide is
the second leading cause of death among 10-24-year-old individuals. Elementary, middle,
and high schools can play an essential role in suicide prevention through the
implementation of gatekeeper training programs for teachers and a standardized school
suicide prevention program.
Methods: A suicide prevention program including an online Kognito gatekeeper training
and a 2-hour workshop was implemented in a rural Midwest school. The Gatekeeper
Behavior Scale was used to measure the impact of training using a pre/post-test approach.
The number of referrals to primary care providers or specialized mental health services
was recorded at pre-project implementation and 6-month follow-up.
Results: Repeated measures analysis of variance (ANOVA) determined mean gatekeeper
intervention behaviors of preparedness (p < .001), likelihood (p < .017), and self-efficacy
(p < .005) differed significantly across three time points for nine of the eleven survey
questions. The number of students approached to discuss concerns and referred to mental
health services increased.
Discussion: Participants’ preparedness, likelihood, and confidence in recognizing and
intervening with at-risk youth improved from baseline to 6-month follow-up and referrals
increased.
Implications for Practice: Suicide prevention programs in schools may fill a mental
healthcare gap for the underserved rural youth and create a positive school climate that
mitigates suicide risk.

Keywords: gatekeeper, Kognito, school, suicide
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Implementation of a Suicide Prevention Program in a Rural School

Suicide is a major public health issue and has become a growing concern among
youth in the last decade. Administrators, teachers, coaches, and other school personnel
who interact with students can play an important role in keeping students safe. There are
a number of risk factors (i.e. mental health disorders, drug and alcohol abuse, disruptive
and unsupportive family background) associated with suicidal behavior that can be
detected by trained “gatekeepers” in schools where youth spend a significant portion of
their time. Gatekeepers can include anyone who is strategically positioned to recognize
and refer someone at risk of suicide to primary care providers or mental health services.
Incorporating suicide prevention programs through gatekeeper training in kindergarten
through 12 grade (K-12) school districts can have a major effiect on the mental health of
youth (Brann et al., 2021).
Background/Purpose

Schools are in a unique position to offer intervention opportunities for at-risk
youth (American Foundation for Suicide Prevention, 2021; Robinson-Link et al., 2019).
Evidence has shown that online gatekeeper training can improve gatekeeper behaviors by
allowing participants to practice real-life skills in a safe environment (Albright et al.,
2018; Long et al., 2018; Sylvara & Mandracchia, 2019). Kognito is an evidence-based
platform that offeers online gatekeeper training for K-12 teachers and support staff
(Kognito, 2020). Kognito’s training can be used to increase confidence and likelihood in
identifying and referring at-risk youth before suicidal behavior occurs (Black et al., 2021;

Rein et al., 2018; Robinson-Link et al., 2019; Smith-Millman et al., 2020).
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Significance

Suicide is the second leading cause of death in Americans aged 10-24 years old,
with rates increasing nearly 60 percent from 2007 to 2018 (Brann et al., 2021; Curtin,
2020; Rural Health Information Hub [RHIhub], 2019). Furthermore, there are
approximately 50-100 youth suicide attempts for each suicide death. According to the
United Health Foundation (2021), four out of five suicide deaths are preceded by warning
signs; however, youth are notoriously poor help seekers, with only one-third of those
with suicidal thoughts actively seeking help (Torok et al., 2019). Rural students are twice
as likely to commit suicide than their urban counterparts, while Native American students
have four times the risk (Asher BlackDeer & Patterson Silver Wolf, 2020; Centers for
Disease Control & Prevention [CDC], 2020b; RHIhub, 2019). The increased risk of
suicide and limited resources for prevention and treatment are especially troubling for
rural and Native American youth (Bartgis & Albright, 2016; RHIhub, 2019).
PICOT Question

The PICOT question guiding this DNP (Doctor of Nursing) Project is as follows:
In K-12 administration, teachers, and staff at a rural Midwest school (P), how does the
implementation of an evidence-based suicide prevention program (I) compared to no
evidence-based program (C) affect participants’ preparedness, likelihood, and self-
efficacy in approaching potentially suicidal youth and the number of mental health
referrals made (O) within 6 months (T)?
Evidence Findings

Gatekeeper training is one of the most effective strategies in preventing suicide

(Morton et al., 2021). Gatekeepers are educated on suicide risk factors and behavior
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warning signs so they can properly manage at-risk individuals and provide them with
resources or refer them to professional help (Morton et al., 2021). Schools are an
opportune environment to offer intervention opportunities such as gatekeeper training for
suicide prevention, especially in rural areas with poor access to mental health services,
limited school counselors, and limited knowledge of school suicide prevention programs
and protocols (Brann et al., 2021; Long et al., 2018).

Gatekeeper training may increase knowledge of suicide warning signs and
behaviors, expand communication strategies for discussing suicide with those at-risk, and
optimize the ability to refer at-risk youth to services (Albright et al., 2016a; Robinson-
Link et al., 2019). Online training programs offer a flexible, risk-free environment to
train a large number of individuals in a cost-effective and timely manner (Bartgis &
Albright, 2016; Robinson-Link et al., 2019; Smith-Millman et al., 2020).

Kognito’s online simulations have been found to improve and sustain teachers’
attitudes and behaviors needed as effective gatekeepers in a number of studies (Albright
et al., 2016a; Bartgis & Albright, 2016; Black et al., 2021; Long et al., 2018; Rein et al.,
2018; Robinson-Link et al., 2019; Smith-Millman et al., 2020; Timmons-Mitchell et al.,
2019). Kognito’s At-Risk training increased preparedness, likelihood, and self-efficacy in
detecting, intervening, and referring at-risk youth from baseline to 3-month follow-up in
numerous studies as well (Albright et al., 2016a; Black et al., 2021; Rein et al., 2018;
Robinson-Link et al., 2019; Smith-Millman et al., 2020; Timmons-Mitchell et al., 2019).

Suicide prevention must be implemented as a comprehensive approach. Protocols
for keeping at-risk students safe along with knowledge of professional mental health

resources are critical. The Substance Abuse and Mental Health Service’s (SAMHSA)
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High School Suicide Toolkit has specific evidence-based tools and programs to assist
schools in the design and implementation of suicide prevention programs (SAMHSA,
2015). The National Alliance on Mental Illness (NAMI) Maine has several resources to
help schools develop individualized suicide prevention protocols (NAMI Maine, 2021).
Recommendations for Practice

Online simulations allow participants to practice real-life skills in a safe
environment. The use of Kognito’s online simulations is recommended to prepare
teachers and school support staff to effectively identify and refer at-risk youth before
suicidal behavior occurs (Brann et al., 2021; Torok et al., 2019). However, protocols
must be in place to support teachers and school support staff in the suicide prevention
process. A thorough understanding of risk factors, suicidal behaviors, and communication
strategies are necessary aspects of suicide prevention in the school setting. The more
faculty trained as gatekeepers the better, as training increases the likelihood of identifying
and helping at-risk students (Sylvara & Mandracchia, 2019).
Gaps

Limited recent published studies that focused on school-based suicide prevention
programs in rural schools were available. Evidence that focused on the effectiveness of
toolkits or protocols for school-based suicide prevention was also lacking. Another
identified gap was the lack of randomized control trials that examined the impact on
long-term health outcomes of those students approached by Kognito trained individuals

as the longest follow-up time frame was 6 months.
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Methods
Framework, Theories, and Models

The Johns Hopkins Nursing Evidence-based Practice (JHNEBP) Model and
Guidelines was selected to guide this DNP Project (Dang & Dearholt, 2022). The
theoretical framework utilized was Orlando’s Nursing Process Discipline Theory.
Orlando’s theory emphasizes the importance of the nurse-patient interaction and is
instrumental in assessing individuals for suicidal ideation (Orlando, 1961). Lewin’s
Change Theory was the change framework guiding this project. Lewin’s theory is a
simplistic three stage change model that includes unfreezing, change, and refreezing
(Lewin, 1951).
Setting

The setting for this project was a rural Midwestern county school. The county has
an estimated population of 2,189, with 92.9% of the population being Caucasian,
followed by 5.1% Native American, and 2.7% Hispanic (United States Census Bureau,
2020). There are approximately 300 students in grades K-12. According to the area’s
2019 High School Youth Risk Behavior Survey (YRBS), 21.6% of high school students
had seriously considered attempting suicide, 20.0% had made a suicide plan, and 16.4%
had attempted suicide at least once over a 12-month period. Middle school results found
29.5% of area students had seriously considered suicide, 19.8% had devised a plan, and
16.4% had attempted to commit suicide (CDC, 2020a). The 2009 YRBS found 12.4% of
high school students had seriously considered a suicide attempt, 10.5% had made a

suicide plan, and 5.7% had actually attempted suicide (CDC, 2010).
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The school at which this project occurred did not have any suicide prevention
programs in place prior to this DNP Project. All elementary, middle, and high school
teachers and administrators are required to have 8 hours of youth mental health training
every 2 years. Teachers and school support staff were encouraged to participate in the
training and had the opportunity to use the hours to meet their Youth Behavioral Health
Professional Development Requirements for the state.

Sample

Teachers comprised 81% of the participants, 13% were administration personnel,
and 6% paraprofessionals. Of the participants, 75% reported their gender as female and
25% as male. One participant declined to state their race, and the other participants
reported their race as White. Years of experience teaching ranged from 2 to 38 years with
an average of 13 years. Of the participating staff, 63% reported working solely in the
elementary setting and 25% work solely in the high school setting. The percentage of
staff that reported working in both the junior/middle school and high school settings was
12%. Of the participants, 19% reported not having any previous mental health or suicide
prevention training.

Intervention Tools

The DNP Project Manager integrated best practices to build a suicide prevention
program that included Kognito simulations, a face-to-face workshop, and a school
intervention flowchart. The DNP Project Manager completed the Kognito simulations
and served as a support in helping participants navigate the training. The DNP Project

Manager led the face-to-face workshop following Kognito online training. The school
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intervention flowchart was adapted from NAMI Maine’s flowchart and SAMHSA’s
toolkit.
Kognito

Kognito is a health simulation company with evidence-based simulations that
build a variety of competencies and shape attitudes through role-play conversations with
virtual individuals (Kognito, 2020). Education was completed using Kognito’s online A¢-
Risk for Educators and Trauma-Informed Practices for K12 Schools simulations. The A¢-
Risk series had three levels including elementary, middle, and high school. Participants
interacted with fully animated at-risk students, received instant feedback based on what
they said, and had the option to undo decisions and explore different conversation
options. Personalized feedback was given at the completion of the simulations (Kognito,
2020). Workshop facilitator guides and presentations by Kognito were adapted for use
during the workshop. Permission was not required for use of the guides or presentations
and adaptation was recommended to best fit school districts and their resources. Refer to
Appendix C for the Kognito Workshop Facilitator Guide and Appendix D for the
Kognito Workshop Presentation adapted from the elementary, middle school, and high
school presentations.
Toolkits & Protocols

There are numerous school district and state specific toolkits and protocols in the
literature. Model policies that align with best practice recommendations give educators
and school administrators a comprehensive way to implement suicide prevention plans in
their communities (SAMHSA, 2015). SAMHSA'’s toolkit, Preventing Suicide: A Toolkit

for High Schools, incorporates evidence-based tools and programs to help schools design
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and implement strategies specific to their districts to prevent suicide and promote
behavioral health. This toolkit was chosen because it addresses how to assess the school’s
ability to prevent suicide, understand strategies that help at-risk students, identify
effective evidence-based programs specific for the district, and integrate suicide
prevention into activities that fulfill other aspects such as preventing substance abuse
(SAMHSA, 2015). The SAMHSA toolkit is 230 pages long and thus was not included in
an appendix; it is available online at no cost.

NAMI Maine (2021) has a toolkit and example flowchart for prevention,
intervention, and post-intervention (see Appendix E). NAMI Maine’s flowchart was
chosen because it is evidence-based and detailed yet easy to follow. A suicide prevention
flowchart was developed by the DNP Project Manager using NAMI Maine’s flowchart
and the SAMSHA suicide prevention toolkit. See Appendix F for the School Prevention
Protocol Flowchart adapted from the SAMHSA (2015) and NAMI Maine (2021)
resources.

Gatekeeper Behavior Scale

The Gatekeeper Behavior Scale (GBS) is the standardized assessment tool that
was used to assess the impact of gatekeeper training on the behavior of the gatekeepers.
The GBS measures attitudes and intentions that have been shown to be related to changes
in behaviors and includes three subscales: preparedness, likelihood, and self-efficacy to
engage (Long et al., 2018). Albright et al. (2016b) found the GBS to have a high internal
consistency and reliability with a Cronbach’s alpha (o) of .93 and .94, respectively. All
11 individual items correlated with the three subscales and behavioral composite (» > .84,

p < .001) in factor loadings. Therefore, the higher the GBS score, the more likely
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participants are to engage in gatekeeper intervention behaviors. Criterion-related validity
for likelihood to discuss concerns post-training was related to approaching at-risk
students (» = 219, p <.001) and the number of students referred correlated with
likelihood to refer (» = .235, p <.001) (Albright et al., 2016b). See Appendices G, H, and
I for detailed versions of the GBS. The GBS is available for use without permission.
Workshop

Effective professional development incorporates elements such as focused
content, active learning, and feedback (Godoy Garraza et al., 2021). Kognito may be
offered as stand-alone training or can be used in conjunction with an online or face-to-
face workshop. The blended-learning option as a 2-hour face-to-face workshop reinforces
learning and provides an opportunity to discuss school-specific policies and resources
(Kognito, 2020). Kognito’s ready-to-use workshop facilitator guides and presentations
were acquired from a Kognito representative and were adapted for use during the
workshop. There was no fee associated with use of the guides or presentations.
Permission was not required for use or adaptation of the guides or presentations as
personalization is encouraged by Kognito.
Referral Tracking

Gatekeeper intervention behaviors including referrals of students were tracked.
Participants were asked to estimate over the 2021-2022 academic year the number of
students they had: 1) been concerned about due to psychological distress, 2) approached
to discuss their concerns with, or 3) referred to a primary care provider or mental health

services. Behaviors were assessed in the pre-intervention survey and at 6-month follow-

up.
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Project Procedure

The DNP Project Manager communicated with the guidance counselor and high
school principal who indicated staff have required professional development hours and
mental health and suicide prevention would be a good topic. See Appendix B for school
approval.

Participation in the Kognito simulations was strongly encouraged for all teachers
and school support staff. Participation in the data collection process was voluntary. First,
participants were asked to complete the demographic survey. Demographic data collected
included age, gender, race, number of years in education, primary job role, grouped grade
level(s) the participants work with, and if participants have had any previous mental
health training. Grade levels were grouped to allow for anonymity. The demographic
survey was included with the pre-intervention GBS survey. See Appendix J for the
demographic survey.

Participants then created a Kognito account and enrolled in the appropriate Az-
Risk and Trauma-Informed modules. See Appendix K for a handout of the enrollment
process. After enrollment, participants had 1 week to complete the two self-paced
modules. Each module took approximately 30-45 minutes to complete. Participants were
advised to complete the Kognito simulations individually and keep all aspects of the
simulation experience confidential for the benefit of themselves, coworkers, and students.
The DNP Project Manager was available as a support in case any questions emerged.

The face-to-face workshop was conducted during the school’s final professional
development day. The guidance counselor, administration, and teachers were required to

attend. The DNP Project Manager led the workshop using the adapted Kognito workshop
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facilitator guide and presentations. The workshop included a review of the simulations,
role-play case scenarios, discussion of the school’s current suicide prevention process,
the new school intervention protocol, and main take-away points. The GBS survey was
completed for the second time immediately following the workshop and again 6-months
post-implementation. The 6-month follow-up survey included self-reported referrals. If
an at-risk student was identified, staff were expected to approach the student and follow
the school intervention protocol (Appendix F) based on whether the student was deemed
to be in immediate danger or not.
Data Collection

Surveys were completed online utilizing QuestionPro. Surveys were coded by the
participants for pre/post matching purposes with their middle initial and last four numbers
of their cell number. Participants were informed their consent was implied by the
completion of each survey item. The GBS survey was completed a total of three times for
the project: once prior to implementation, again at the end of the face-to-face workshop,
and a final time at 6 months post-intervention. Self-reported helping behaviors including
referrals were recorded pre-intervention and at the 6-month follow-up. All items required
numerical responses. Referrals were also self-reported to the guidance counselor and
tallied by the DNP Project Manager.
Results

Thirty-four school personnel completed the suicide prevention training, pre-
intervention survey, and attended the workshop, 28 participants completed the post-
intervention survey, and 22 participants completed the 6-month follow-up survey. Sixteen

of the 34 participants completed all three surveys.



SUICIDE PREVENTION PROGRAM 12

A repeated-measures ANOVA determined that mean preparedness (p < .001),
likelihood (p < .017), and self-efficacy scores differed significantly (p < .005) across
three time points for nine of the 11 survey items. The two items that were not significant
were Q1 (p <.057) and Q10 (p <.074). No significant correlations were found with
participants’ reported number of years in education and survey results.

Preparedness measures to recognize when a student’s physical appearance is a
sign of psychological distress (p < .004) and discuss concerns (p < .001), motivate at-risk
students to seek help (p <.001), and recommend support services increased over time (p
<.001). The greatest increase occurred immediately post-implementation. Likelihood to
discuss concerns also increased over time (p < .009) with the greatest increase at post-
implementation. Likelihood to recommend mental health services increased post-
implementation but decreased from baseline at 6-month follow-up (p <.025). Self-
efficacy measures of confidence in ability to discuss concerns (p < .001) and help a
suicidal student seek (p < .007) help also increased. Again, the greatest increase was
immediately post-intervention. The self-efficacy measure of confidence in ability to
recommend services increased post-implementation but remained unchanged from
baseline at 6-month follow-up (p < .007). Refer to Appendix L for data analysis.

Participants were asked to report the number of students 1) they were concerned
about due to their psychological distress, 2) approached to discuss concerns, or 3)
referred to mental health services or a primary care provider in the 6 months prior to
implementation of the quality improvement project and at 6-month post-project
implementation. The number of students participants were concerned about decreased,

approached to discuss concerns increased, and referred to mental health services or a
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primary care provider increased over the project time frame. Refer to Appendix M for
results.
Ethical Considerations

The project was exempt from academic institutional review board (IRB) approval
as it was deemed non-human subjects (see Appendix A). IRB approval was not required
at the school in which the project took place. The DNP Project Manager was the only
individual with access to the QuestionPro survey responses.

Discussion

The quality improvement project was effective in helping teachers and
administration at a rural Midwest school identify and intervene early with at-risk students
by increasing the number of at-risk students approached and the number of referrals to
mental health support services over a 6-month timeframe. Timing of the project made for
an unfortunate follow-up period as the summer months accounted for a significant
portion of the 6-month timeframe. Ideally, referrals will further increase throughout the
remainder of the school year due to this project. An unknown number of referrals were
also not recorded as the identified student(s) had already been referred to support
services.

Participants reported throughout the project that the suicide prevention program
was effective in helping them recognize students in psychological distress and respond
appropriately. Of the three domains, preparedness, likelihood, and self-efficacy,
preparedness appeared to increase the most due to this quality improvement project. A
significant increase was found for four of the five questions immediately post-

intervention and remained overall improved from baseline at 6-month follow-up.
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Therefore, training improved participants’ perceived ability to recognize psychological
distress, discuss concerns with students, motivate students to seek help, and recommend
support services. Given the high rate of mental health conditions and suicide in youth and
the limited number of them who actually receive treatment or seek help, increased
preparedness is a big step in the right direction to improving suicide prevention efforts in
rural schools with limited resources. Participants’ likelihood to discuss concerns as well
as their confidence in discussing concerns, referring to services, and actively helping a
suicidal student also significantly improved immediately post-intervention and remained
improved from baseline at 6-month follow-up. School environments that can foster a
sense of interpersonal connectedness and encourage disclosure of concerns to supportive
adults can serve as a protective function that mitigates suicide risk.

Implementation of the suicide prevention program had a significant effect on
participants. Only two of the 11 survey questions were not found to have a significant
difference over time. One survey item where significance was not realized was in
participants’ preparedness to recognize when a student’s behavior is a sign of
psychological distress. The identification of internalizing or externalizing behaviors
associated with mental health issues or psychological distress may be unfamiliar for
many school personnel. Behavior is a gray area as its interpretation is subjective and
often based on a “gut feeling.” Many school staff may have difficulty identifying students
with internalizing behaviors of mental health issues as they do not exhibit as major
incidents of disruptive behavior as externalizing behaviors often do (Marsh, 2016).

The other survey item where significance was not realized was in participants’

confidence in knowing where to refer a student for mental health support. One of the
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main goals of integrating the school-based suicide prevention protocol was to improve
awareness and knowledge of the local resources available to help students. Ideally staff
will continue to integrate the protocol into their suicide prevention efforts and further
improve their knowledge of local mental health support and resources.

Overall, as a result of partaking in this quality improvement intervention,
participants reported to the DNP Project Manager that they noted an increase in the
number of students they have been concerned about, approached to discuss concerns, and
referred as well as an increase in the number of conversations they have had about
students they were concerned about with other teachers, staff, and/or administrators and
about their protocol for suicide prevention in general. Participants reported the training
was realistic and they could easily correlate each of the simulations with real-life students
and scenarios they had in their school and classrooms. Many also mentioned they would
recommend Kognito to colleagues and would complete the modules again for training
purposes.

Implications for Practice
Impact on Organization

Suicide deaths typically prompt suicide prevention in schools (Singer et al.,
2019). This DNP Project has implications for the school as well as for improving the
quality of mental health care for the underserved rural youth. The suicide prevention
program had a significant impact on the school and staff’s ability to respond to students
in distress and systematically provide needed support before suicidal behavior occurs.
The more trained gatekeepers the school has, the increased likelihood of recognizing at-

risk youth. The continuation of the suicide prevention program has the potential to create
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a positive school climate that increases protective factors for youth to decrease their
suicide risk. This training also gave rural teachers and staff the opportunity to gain new
skills without leaving their communities.
Facility Support and Cost

The Department of Human Services’ Behavioral Health Division has offered
Kognito A#-Risk training to all school personnel in the state at no-cost since October
2021. The county public health’s Alcohol and Other Drugs grant was used to cover the
costs of the Trauma-Informed Practices simulation for 34 participants. Participants used
their personal or school computers to complete training, and a school projector/smart
board was used for the workshop so no extra cost for technology was realized. The GBS
surveys were online, and no other tools for this DNP Project were of any extra cost.
Participants were credited with required mental health hours for their participation.
Recommendations for Further Projects and Sustainability

Key stakeholders reported interest in sustaining Kognito trainings and even
implementing A¢-Risk simulations for students as many of them simply do not know how
to respond to their classmates in distress. Kognito’s online platforms make it simple for
new staff to become trained gatekeepers and for retraining current staff. However, there
is insufficient literature on long-term health outcomes associated with individuals who
have been approached by Kognito trained gatekeepers. Further projects could perform a
follow-up to determine project outcomes and effect on referrals. It would also be
important to time the project more appropriately with the academic calendar as to not
spend a significant portion of follow-up time over the summer months. Rigorous studies

that compare the efficacy of different training approaches would also be helpful to
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determine which approach is most promising regarding changes in desired health
behaviors. Including a control group could also be considered.
Limitations

Limitations include a small sample size and the loss of participants to follow-up.
Future research with a larger sample size and variation in school districts will need to be
conducted to determine whether results of this project are directly related to the small,
rural school or generalizable to a larger population.

Conclusion

The use of online suicide prevention initiatives may provide an opportunity for
teachers and support staff to practice the skills necessary to care for youth in distress
before having to do it “for real.” Schools play an important role in combatting youth
suicide. Incorporating a school-based suicide prevention program has the potential to
improve teachers’ ability to identify and intervene early with students experiencing
psychological distress that could end in suicide. The number of referrals that will
hopefully result can significantly improve numerous at-risk youth’s quality of life and
give back potential years lost if mental illness were to remain untreated into adulthood.
Equipping caring adults with suicide prevention training is an invaluable resource for

youth during their time at school.



SUICIDE PREVENTION PROGRAM 18

References
Albright, G., Adam, C., Serri, D., Bleeker, S., & Goldman, R. (2016a). Harnessing the
power of conversations with virtual humans to change health behaviors. mHealth,

2, 44-44. https://doi.org/10.21037/mhealth.2016.11.02

Albright, G. L., Davidson, J., Goldman, R., Shockley, K. M., & Timmons-Mitchell, J.
(2016b). Development and validation of the Gatekeeper Behavior Scale. Crisis,

37(4), 271-280. https://doi.org/10.1027/0227-5910/a0003 82

Albright, G., Bryan, C., Adam, C., McMillan, J., & Shockley, K. (2018). Using virtual
patient simulations to prepare primary health care professionals to conduct
substance use and mental health screening and brief intervention. Journal of
American Psychiatric Nurses Association, 24(3), 247-259.

https://doi.org/10.1177/1078390317719321

American Foundation for Suicide Prevention. (2021). K-12 suicide prevention.

https.://afsp.org/suicide-prevention-in-k-12-schools

Asher BlackDeer, A. & Patterson Silver Wolf, D. A. (2020). Evidence mapping:
Interventions for American Indian and Alaska Native youth mental health.
Journal of Evidence-Based Social Work, 17(1), 49—-62.

https://doi.org/10.1080/26408066.2019.1624237

Bartgis, J. & Albright, G. (2016). Online role-play simulations with emotionally
responsive avatars for the early detection of Native youth psychological distress,
including depression and suicidal ideation. American Indian and Alaska Native

Mental Health Research, 23(2), 1-27. https://doi.org/10.5820/aian.2302.2016.1




SUICIDE PREVENTION PROGRAM 19

Black, M. H., Scott, M., Baker-Young, E., Thompson, C., McGarry, S., Hayden-Evans,
M., Snyman, Z., Zimmermann, F., Kacic, V., Falkmer, T., Romanos, M., Bolte,
S., Girdler, S., & Milbourn, B. (2021). Preventing suicide in post-secondary
students: A scoping review of suicide prevention programs. European Child &

Adolescent Psychiatry, 2021. https://doi.org/10.1007/s00787-021-01858-8

Brann, K. L., Baker, D., Smith-Millman, M. K., Watt, S. J., & DiOrio, C. (2021). A meta-
analysis of suicide prevention programs for school-aged youth. Children and
Youth Services Review, 121, 105826.

https://doi.org/10.1016/j.childyouth.2020.105826

Centers for Disease Control and Prevention. (2010). Youth risk behavior surveillance —

United States, 2009. https://www.cdc.gov/mmwr/pdf/ss/ss5905.pdf

Centers for Disease Control and Prevention. (2020a, October 27). Adolescent and school
health: Youth risk behavior surveillance system.

https://www.cdc.gov/healthyyouth/data/yrbs/index.htm

Centers for Disease Control and Prevention. (2020b). Suicide prevention: Facts about

suicide. https://www.cdc.gov/suicide/facts/index.html

Curtin, S. C. (2020, September 11). State suicide rates among adolescents and young
adults aged 10-24: United States, 2000-2018. National Vital Statistics Reports,
69(11).

Dang, D., Dearholt, S., Bissett, K., Ascenzi, J., & Whalen, M. (2022). Johns Hopkins
evidence-based practice for nurses and healthcare professionals: Model and

guidelines (4" ed.). Sigma Theta Tau International.



SUICIDE PREVENTION PROGRAM 20

Godoy Garraza, L., Kuiper, N., Cross, W. F., Hicks, B., & Walrath, C. (2021). The
effectiveness of active learning strategies in gatekeeper training on behavioral

outcomes. Crisis, 42(5), 360—368. https://doi.org/10.1027/0227-5910/200073

Kognito. (2020). Improve student mental health, academic performance, and school

safety. https://kognito.com/markets/pk-12

Lewin, K. C. (1951). Field theory in social science. Harper & Row.

Long, M. W., Albright, G., McMillan, J., Shockley, K. M., & Price, O. A. (2018).
Enhancing educator engagement in school mental health care through digital
simulation professional development. The Journal of School Health, 88(9), 651—

659. https://doi.org/10.1111/josh.12670

Marsh, R. M. (2016). Identifying students with mental health issues: A guide for
classroom teachers. Intervention in School and Clinic, 51(5), 318-322.

https://doi.org/10.1177/1053451215606706

Morton, M., Wang, S., Tse, K., Chung, C., Bergmans, Y., Ceniti, A., Flam, S., Johannes,
R., Schade, K., Terah, F., & Rizvi, S. (2021). Gatekeeper training for friends and
family of individuals at risk of suicide: A systematic review. Journal of

Community Psychology, 49(6), 1838—1871. https://doi.org/10.1002/jcop.22624

National Alliance on Mental Illness Maine. (2021). Suicide prevention awareness in
schools toolkit: Maine suicide prevention program.

https://www.namimaine.org/suicide-prevention-toolkit-schools

Orlando, L. J. (1961). The dynamic nurse-patient relationship. National League of

Nursing.



SUICIDE PREVENTION PROGRAM 21

Rein, B. A., McNeil, D. W., Hayes, A. R., Hawkins, T. A., Ng, H. M., & Yura, C. A.
(2018). Evaluation of an avatar-based training program to promote suicide

prevention awareness in a college setting. Journal of American College Health,

66(5), 401-411. https://doi.org/10.1080/07448481.2018.1432626

Robinson-Link, N., Hoover, S., Bernstein, L., Lever, N., Maton, K., & Wilcox, H.
(2019). Is gatekeeper training enough for suicide prevention? School Mental

Health, 12(2), 239-249. https://doi.org/10.1007/s12310-019-09345-x

Rural Health Information Hub. (2019). Suicide in rural areas.

https://www.ruralhealthinfo.org/toolkits/suicide/1/rural

Smith-Millman, M., Bernstein, L., Link, N., Hoover, S., & Lever, N. (2020).
Effectiveness of an online suicide prevention program for college faculty and
students. Journal of American College Health, 1-8.

https://doi.org/10.1080/07448481.2020.1804389

Substance Abuse and Mental Health Services Administration. (2015). Preventing suicide:
A toolkit for high schools.

https://store.samhsa.gov/sites/default/files/SAMHSA Digital Download/smal2-

4669.pdf

Sylvara, A. L. & Mandracchia, J. T. (2019). An investigation of gatekeeper training and
self-efficacy for suicide intervention among college/university faculty. Crisis,

40(6), 383-389. https://doi.org/10.1027/0227-5910/a000577

Timmons-Mitchell, J., Albright, G., McMillan, J., Shockley, K., & Cho, S. (2019).

Virtual role-play: Middle school educators addressing student mental health.



SUICIDE PREVENTION PROGRAM 22

Health Behavior and Policy Review, 6(6), 546-557.

https://doi.org/10.14485/HBPR.6.6.1

Torok, M., Calear, A. L., Smart, A., Nicolopoulos, A., & Wong, Q. (2019). Preventing
adolescent suicide: A systematic review of the effectiveness and change
mechanisms of suicide prevention gatekeeping training programs for teachers and
parents. Journal of Adolescence, 73, 100-112.

https://doi.org/10.1016/j.adolescence.2019.04.005

United Health Foundation. (2021). Teen suicide. America’s Health Rankings.

https://www.americashealthrankings.org/explore/health-of-women-and-

children/measure/teen suicide/state/ALL

United States Census Bureau. (2020). QuickFacts: Towner County, North Dakota.

https://www.census.gov/quickfacts/fact/table/townercountynorthdakota#




SUICIDE PREVENTION PROGRAM

Appendix A

University IRB Approval

SouTH DAKOTA
STATE UNIVERSITY

Human Subjects Research Decision Chart

—— 1%

+ Back Exit Survey {3+

It appears that your study/research/project IS NOT Human Subjects Research and no application to the IRB is
required.

If youwoutd like further review because (a) you were uncertain about some ofyour responses or (b) you need a
formal determination that IRB review is not required, click Next. Otherwise, you may exit the survey now.

Questions?

Contact us at:

sdsu.irb@sdstate.edu
https:/fwww.sdstate.edu/research-and-economic-developmentresearch-compliance-human-subjects
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Appendix B

Facility Approval

DNP Project Stakeholder Agreement
[ agree to serve as the DNP Project Stakehoider ta the DNP siudent named in this agreement

Name of Stakehoider:

Nancy Reiser

Signature of Stakehoider:

o

Mame of DNP student:

Muckenzie Wieser

Signature of DNP student:

Date:

3-3i-20a

Approved by Graduate Faculty 5.10.19; Updated 5.18.20
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Appendix C

Kognito Workshop Facilitator Guide

Workshop Facilitator Guide

FOR HIGH SCHOOL EDUCATORS

Workshop
Facilitator
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Stay Connected

Congratui ! You have ¢

d the Kognito At-Risk for

High School Educators Program. You and your schoo! are
creating a more positive climate for your community, and the
entire Kognito staff is here to celebrate ali of your successes!
Please stay connected with us, we would love to hear from

you.

Customer Support
Phone: 866-449-8834
Email: Support@Kognito.com
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Appendix D

Kognito Workshop Presentation

Suicide Prevention & Mental Health
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Kognito

How Does A Kognito Simulation Work?
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At-Risk for Educators
Learning Objectives
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Trauma-Informed Practices
Learning Objectives

1} Recognee when K-12 Audem”
behavior maght be the result of trauma
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abaut what they meght e feeing
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{dentifying those At-Risk (Elementary)

Lookfor hebai

bagees in behariars,

Behaviors fpr—

e s

Identifying those At-Risk (Middle & HS)

Look far dag o in behaviors.

13

Approaching At-Risk Students

Use "I' stalements, wth
phrases such as “| think." *|

fedl." and “it seeme hike."
Avoid negative | abels and
repiace them with neuva
phrases that avddaccusation.
Avoid exaggeration and use
soft modifiers.

Be specific about what you've
observed.

GETTING STUDENTS TO OPEN UP:

Asi open-onded quesiiaors that
can be answered with a simple
“yes” of “no."

Reflect what you think the
sludent is sayng, Mrking or
fmetng

Avoid dsagreeing. criticizing,
and glving advice.

Bringing Up Concerns
Check for Be Use:ll Keep it Use

your own Pemission Statements N

Curiosity

15
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O T

Referring At-Risk Students

Normalee it “The counaeiorhas heped students

i ROLE PLAY

Discuss sdvantages. "Talung with the couwaetor
can 1eed good. {t can be (e 10 8X0ressy cur
feetnga * = The counaelr can hel you meet your
goass.*

Muke the ntraductian. = can Invoduce you, §
thatmahes teaser*

17 18

=

Suicide Warning Signs What ifa student may be suicidal?

- Ty s & mabiey e v s 1) Gather as Much mformation as the studenta wiling 10 hare.

# Emvanno hgretwms dovlthe \ase
A oy theking about wicele?

# Oegbyrgseves/oerweiTey eToarm) oan or dsves Do Tey have a olan?
Da they intend to acton the dan?
& Saovey s a2 L 2uch as D0 ey Rave heme ans to acton he gan?
= bk
= 2 Connect the studen! immedately and i1 person 10 8 SMDOOFbVE Coun selor.

A o Wl Tt seaTe ot of Oy 0 aut of cavtext

Recent noeased 1A O O EREAY staft member, local secvice (Fovider, O € naiE centar.
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How to Ask the Question

X You're not thinking about sticide, are you?
ROLE PLAY

X You wouldn't kill yourself. | know you're smarter than that.

v Are you considering suicide?

21 22

Local Resources

What is the schoal's referral policy?

Referral Towham do you make 3 referral # you are
Policy warried about & student in psycholkogial
dhstress that s natdeemad an imminent
threat to a student’s [fe?

23 24
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cH
ol AeL

~k My LIFE IS WORTH LIVING

YOUTH SUICIDE WARNING SIGNS

bullying.gov

IN A CRISISY
Text HOME to 741741 to

connect with a Crisis
Counselor

_—TE

SUICIDE ==
‘ {'\
PREVENTION &GN
LIFELINE = i

1-800-273-TALK {8255)

26

Thank you!

T he conversations you have
with students can open the door
1o them getting the heip they need.

I you o this lor juat one student.
you wil heve made o difference.
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Appendix E

NAMI Maine School Intervention Flowchart

Protocol for Suicide Prevention, Intervention, and Postvention:

A Toolkit for Maine Schools
H. School intervention Flowchart

e
Y wapoahs Suicide Intervention Protocol Chart
present, clear the
area and call 311 o¢ For Schools
local police A student has displayed risk for suicide

l Toke immediate action; notify a building administrator/designee

i A,

Warning signs Attempt

Gatekeeper conducts basic
assessment, if in doubt, call Crisis:

1-B22-568-1112

Clear the area of ather students,

2
Low Risk

Medium to Migh Risk

DO NOT LEAVE THE STUDENT
ALONE

No plan, no Intention to
harm self

{Self-harming behavior, threats,
ideation, alan, history of attemat)

Render"wst-aid
Life threatening?

L. &

i ;

Fifl out risk referral Cansult with crisks services VES
'Trm‘ difeniep shlety Motlfy parents or guardians
plan |

Follow crists recommendations L Cadl crisis

| Call 911, & family | 1-888-568-1112
& parents
h 4 L]

Farward ferm to student’s
guidance counselor ar sockal
warker on the same day of tha
incldent and relay information to
the necesary staff

Decument actisns
taken

Debrief with staff

Follow up with
parentsfguardians

B

Disp-osition determined
after crisis assessment

RMonitor other at-risk st
support

udents, provide

T

meeting

Contact parents te set ug reentry
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Appendix F

If a weapon is present/immediate

Suicide Prevention Protocol Flowchart

36

danger, clear the area and call 911
or local police. Follow school PREVENTION

Emergency Procedures. All school personnel completes Kognito gatekeeper training

Always monitor other impacted
students and provide supports.

A student has displayed risk for suicide

If a student is presenting in an emergency department, the school staff member with the most
information should always call the hospital to provide school perspective and data.

Towner County Medical Center: (701) 968-2500

CHI St. Alexius Health: (701) 662-2131

CHI St. Alexius Health Clinic: (701) 662-8662

Lake Region Human Service Center: (701) 662-5050 (Hotline)
(701) 665-2200

LifeWise Associates: (701) 662-1046

Devils Lake Psychological Services: (701) 662-8255

National Youth Crisis Hotline: (800) 442-HOPE (4673)

National Suicide Prevention Lifeline: (800) 273-TALK (8255)

(i.e. writing. actions. statements. social media) "
v Attempt |
Warning Signs MEDIUM TO HIGH RISK A
Gatekeeper conducts basic > Self-l;laizrtr(l)lrngol;z}i?:rlg)r; t:::zzzss, :3?12:35’ plan, On-site . "
assessment. y ph + Off-site
* DO NOT LEAVE THE STUDENT ALONE
LOW RISK ; Clear the area of other students.
No plan, no intention to . .. . DO NOT LEAVE THE STUDENT ALONE
harm self Consult with crisis services
or current provider. +
+ Notify parents/guardians. 1 Life threatening?
Parent/.guardian and .cun:ent Follow recommendations.
provider consultation if
applicable. +
e If yes: Call 911 & If no: Prov.i(.le necessary first aid, call
contact crisis line, & contact
Debrief with staff. parents/guardian. parents/guardian.
<
Follow up with parents/guardian. D

Disposition determined after assessment. li—

A

Document actions taken.

Debrief with staff.

Follow up with parents or guardians.

v

Contact parents/guardian to discuss reentry plan.

* Administration or guidance counselor
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Appendix G

Gatekeeper Behavior Scale Pre-Intervention
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Item

Response Scale

Very
low

(1)

Low Medium

@)

)

High
“4)

Very
high
)

How would you rate your preparedness to:

Recognize when a student's
behavior is a sign of
psychological distress

Recognize when a student's
physical appearance is a sign of
psychological distress

Discuss with a student your
concern about the signs of
psychological distress they are
exhibiting

Motivate students exhibiting
signs of psychological stress to
seek help

Recommend mental health
support services (such as the
counseling center) to a student
exhibiting signs of psychological
distress

Very
unlikely

(1)

Unlikely
)

Likely
(3)

Very
likely
(4)

How likely are you to discuss
your concerns with a student
exhibiting signs of psychological
distress?

Please rate your likelihood to do the following behaviors:

How likely are you to
recommend mental health/
support services to a student
exhibiting signs of psychological
distress?
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Please rate how much you agree/disagree with the following statements:

10

11

I feel confident in my ability to
discuss my concern with a
student exhibiting signs of
psychological distress

I feel confident in my ability to
recommend mental health
support services to a student
exhibiting signs of psychological
distress

I feel confident that I know

where to refer a student for
mental health support

I feel confident in my ability to
help a suicidal student seek help

Strongly
disagree

)

Disagree

2)

Agree
A3)

Strongly
agree

“)

In the past 6 months, approximately how many students have you:

Been concerned about due to their psychological distress?

Approached to discuss your concerns about their psychological distress?

Referred to a mental health specialist or primary care provider?

Adapted from Albright, G. L., Davidson, J., Goldman, R., Shockley, K. M., & Timmons-
Mitchell, J. (2016b). Development and validation of the Gatekeeper Behavior Scale.
Crisis, 37(4), 271-280. https://doi.org/10.1027/0227-5910/a0003 82
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Appendix H

Gatekeeper Behavior Scale Post-Intervention

Number Item Response Scale

Very . . Very
low Low  Medium High high

oo e @

How would you rate your preparedness to:

Recognize when a student's
1 behavior is a sign of psychological
distress

Recognize when a student's
2 physical appearance is a sign of
psychological distress

Discuss with a student your

3 concern about the signs of
psychological distress they are
exhibiting

Motivate students exhibiting signs
4 of psychological stress to seek
help

Recommend mental health
support services (such as the

5 counseling center) to a student
exhibiting signs of psychological
distress
unli\1/<:y Unlikely Likely Very
(1y) ) (3) likely (4)
Please rate your likelihood to do the following behaviors:
How likely are you to discuss your
6 concerns with a student exhibiting
signs of psychological distress?
How likely are you to recommend
7 mental health/ support services to
a student exhibiting signs of
psychological distress?
Strongly .
disagree Disagree Agree (3) Strongly

a) 2) agree (4)
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Please rate how much you agree/disagree with the following statements:

I feel confident in my ability to
discuss my concern with a student
exhibiting signs of psychological
distress

I feel confident in my ability to
recommend mental health support
services to a student exhibiting
signs of psychological distress

I feel confident that I know where
10 to refer a student for mental health
support

I feel confident in my ability to

L help a suicidal student seek help

Adapted from Albright, G. L., Davidson, J., Goldman, R., Shockley, K. M., & Timmons-
Mitchell, J. (2016b). Development and validation of the Gatekeeper Behavior Scale.
Crisis, 37(4), 271-280. https://doi.org/10.1027/0227-5910/a000382
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Gatekeeper Behavior Scale 6-Month Follow-Up
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Number Item

Response Scale

Very
low

)

Low Medium

2

©))

. Very
H‘(gj; high
(%)

How would you rate your preparedness to:

Recognize when a student's
1 behavior is a sign of psychological
distress

Recognize when a student's physical
2 appearance is a sign of
psychological distress

Discuss with a student your concern
3 about the signs of psychological
distress they are exhibiting

Motivate students exhibiting signs
of psychological stress to seek help

Recommend mental health support
services (such as the counseling
center) to a student exhibiting signs
of psychological distress

Very
unlikely

0]

Unlikely
)

Likely
(3)

Very
likely (4)

Please rate your likelihood to do the following behaviors:

How likely are you to discuss your
6 concerns with a student exhibiting
signs of psychological distress?

How likely are you to recommend
mental health/ support services to a
student exhibiting signs of
psychological distress?

Strongly
disagree

©)

Disagree

2

Agree
A3)

Strongly
agree (4)

Please rate how much you agree/disagree with the following statements:
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I feel confident in my ability to
discuss my concern with a student
exhibiting signs of psychological
distress

I feel confident in my ability to
recommend mental health support
services to a student exhibiting
signs of psychological distress

I feel confident that I know where to
10 refer a student for mental health
support

I feel confident in my ability to help

1 a suicidal student seek help

In the past 6 academic months, approximately how many students have you:

Been concerned about due to their psychological distress?

Approached to discuss your concerns about their psychological distress?

Referred to a mental health specialist or primary care provider?

Adapted from Albright, G. L., Davidson, J., Goldman, R., Shockley, K. M., & Timmons-
Mitchell, J. (2016b). Development and validation of the Gatekeeper Behavior Scale.
Crisis, 37(4), 271-280. https://doi.org/10.1027/0227-5910/a0
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Appendix J
Demographic Survey

Please code your survey to allow for matching.
All your answers will remain confidential.

Middle Initial Last Four of Cell Number

What is your age?
What is your gender?

What is your race?
[] Caucasian
[] American Indian/Alaskan Native
L] Asian
[] Black/African American
[] Native Hawaiian/Pacific Islander
Ol prefer not to answer

How many years have you worked in education?

What is your primary role at the school?
(] Administration
[ Teacher
] Paraprofessional
(] Nutrition Services
[] Environmental Services
O] Transportation Services
[ Coach
[ Other (please specify):

Please select the grade level(s) you work with:
] Elementary
[] Middle/Junior High
O] High School

Have you had previous mental health and/or suicide prevention training?
[ Yes
[ No
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Appendix K

Instructions for Registration

/ARE YOU'WORRIED,
ABOUT'A STUDENT?

Life can be stressful, even for kids. Build

At-Risk for K-12 Educators

Reecognize when a student is in distress, initiate a conversation with a student
about your concerns, and connect parents and students to suppert services.

Accredited for 1.0 ANCC CNE contsct bours

: TO ACCESS THIS SIMULATION:

' 1. Virit northdakota kognibo.com
- 2.86lect Public,Private or REA
& then Selectyour School
3. Create 2 New Account
4. Launch A¢-Risk
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Appendix L
Mean, Standard Deviation, and p-values for Pre-Implementation, Post-
Implementation, and 6-Month Follow-Up Surveys
Pre- Post- Follow-Up
p_
M (SD) M (SD) M (SD) value
How would you rate your preparedness to®:

Q1 Recognize when a student's behavior 3.50 3.94 3.63 057
is a sign of psychological distress (0.53) (0.60) (0.52) )
Recognize vyhen a student's phys1ga1 325 4.00 3.56

Q2 appearance is a sign of psychological (0.87) (0.67) (0.40) .004
distress ’ ) '

Discuss with a student your concern

Q3 about the signs of psychological ((2)'2;) ((3)'2‘31) ((3)'28) <.001
distress they are exhibiting ’ ‘ ’

04 Motivate students exhibiting signs of 2.94 3.75 3.50 001
psychological stress to seek help (0.33) 0.47) (0.53) ’
Recommend mental health support
services (such as the counseling 2.88 4.00 3.63

Q5 <.001
center) to a student exhibiting signs of (0.78) (0.40) (0.52) '
psychological distress

Please rate your likelihood to do the following behaviors®:

06 D T2
distress (0.30) (0.23) (0.46)
Recc?mmend mental heal'th'/s‘upp(.)rt 3.00 325 )88

Q7 services to a student exhibiting signs 0.27) (0.20) (0.38) .025
of psychological distress ’ ’ '

Please rate how much you agree/disagree with the following statements®:

I feel confident in my ability to

08 discuss my concern with a student 2.75 3.25 2.88 001
exhibiting signs of psychological (0.33) (0.20) (0.12) ’
distress
I feel confident in my ability to

Q9 recommend mental health support 2.81 3.25 2.81 007
services to a student exhibiting signs (0.30) (0.20) (0.16) )

of psychological distress
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I feel confident that I know where to

2.69 3.06 2.94
Q10 refer a student for mental health (0.36) (0.46) (033) .074
support
Q11 I feel confident in my ability to help a 2.69 3.25 2.81 007
suicidal student seek help (0.36) (0.33) (0.43) )

2 [tems were rated on a 5-point scale (1 = Very low, 2 = Low, 3 = Medium, 4 = High, 5 =
Very high). ® Items were rated on a 4-point scale (1 = Very unlikely, 2 = Unlikely, 3 =
Likely, 4 = Very likely). ¢ Items were rated on a 4-point scale (1 = Strongly disagree, 2 =
Disagree, 3 = Agree, 4 = Strongly agree).
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Appendix M

Self-Reported Behaviors and Referrals

47

Pre-intervention

6-Month Follow-Up

In the past six months, approximately how many students have you:

Been concerned about due to their

psychological distress? e ¥
Approached to discuss your concerns 2% 28
about their psychological distress?

Referred to a mental health specialist or 10 13

primary care provider?
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