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Abstract
ObjectiveThepurposeof thepresent studywas to test a 1-hour peer

suicide gatekeeper training for students from the broad college com-

munity in the context of an open pilot trial.

Method Two-hundred and thirty-one college students were

recruited university-wide, Mage = 20.7, 65.4% female, and com-

pleted a peer suicide prevention gatekeeping training program.

Assessments were completed at pre-training and post-training as

well as 3-month follow-up.

Results This brief peer suicide gatekeeper training program was

associated with increases in suicide prevention knowledge. It was

also associatedwith an increase in the number of studentswho iden-

tified suicidal youth and made mental health referrals, as well as

total number of referrals made, over the course of three months.

Females reported greater improvement in suicide prevention skills

and knowledge post-training thanmales.

Conclusions Offering peer suicide gatekeeper training to students

from the general college populationmay hold promise in suicide pre-

vention efforts.
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Suicide is currently the second leading cause of death among college students (Turner, Leno, & Keller, 2013). Up to

48% of college students report thoughts of death and 6% seriously consider attempting suicide over the course of

one year (Drum, Brownson, Burton Denmark, & Smith, 2009). Moreover, of those students who consider killing them-

selves, 69% report repeatedly thinking about killing themselves and 14% attempt suicide (Drum et al., 2009). Alarm-

ingly, less thanhalf of suicidal college students seekprofessional help,which increases risk for death (Drumet al., 2009).

In fact, a recent review concluded that 80%–90% of college students who died by suicide did not seek services at their
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college's counseling center (Gallagher, 2014). Therefore, research on how to best identify suicidal college students and

encourage them to access services is of extreme importance.

Consistent with a public health approach (Orfaly et al., 2005), suicide gatekeeper trainings are commonly imple-

mented to prevent suicide among college students (Goldston et al., 2010). Gatekeepers are trained to recognize sui-

cidewarning signs and signs of crisis among individuals and,most importantly, to refer at-risk individuals for treatment

(Cross,Matthieu, Lezine, &Knox, 2010). As college students aremore likely to seek support and share suicidal thoughts

with peers than adults (Drum et al., 2009), trainings focused on educating peers may be particularly helpful. The pri-

mary purpose of this study is to pilot a brief 1-hour suicide gatekeeper training program administered to a general

college student population.

Thoughwidely used, few studies to date have examined the effect of suicide gatekeeper training programs in college

settings. The programs tested focused primarily on training college community leaders and staff (i.e., faculty, resident

assistants, coaches) and were 1–2 hours in length. In a study conducted by Indelicato, Mirsu-Paun, and Griffin (2011),

trainee's perceived suicide knowledge (i.e., facts, skills, warning signs, information about local resources, how to per-

suade someone to seek help) increased from pre-training to post-training. Cross and colleagues (2010) found a sig-

nificant increase in declarative knowledge, perceived knowledge, and the ability tomake an adequate referral (demon-

strated via role plays) (10%–54%) frompre-training to post-training among trainees across fiveU.S. universities. Cimini

and colleagues (2014) found an increase in declarative knowledge and comfort in talking about suicide from pre-

training to post-training. Declarative knowledge, but not comfort talking about suicide, declined by 3-month follow-up.

Tompkins and Witt (2009) also found an increase in declarative knowledge and perceived knowledge of suicide

intervention behaviors from pre-training to post-training among trainees. Declarative but not perceived knowledge

declined by5-month follow-up. Further, they did not find a significant change in a compositemeasure of referral behav-

iors (i.e., asking about suicidal thoughts, providing information) between pre-training and 5-month follow-up.

With regard to suicidal behavior, two studies have been conducted to examine the impact of suicide pre-

vention programs county-wide in mixed samples of high school and college-aged individuals (Garraza, Walrath,

Goldston, Reid, & McKeon, 2015; Walrath, Garazza, Reid, Goldston, & McKeon, 2015). Results suggest that coun-

ties that did (vs. did not) implement suicide prevention programing reported lower rates of suicide attempts

(Garraza et al., 2015) and suicides (Walrath et al., 2015). However, gatekeeper trainingwas one ofmany types of suicide

prevention programs implemented (e.g.,mental health awareness programs, screenings, crisis hotlines). In addition, the

prevention programs were administered to very heterogeneous samples with regard to age, school attendance, and

other variables. Thus, the impact of peer suicide gatekeeper trainings in college student populations cannot be deter-

mined.

As is evident, most studies that tested suicide gatekeeper programswith college students found increases in declar-

ative and perceived suicide knowledge from pre-training to post-training, though declarative knowledge appeared to

fade at longer follow-ups (3–5months). However, studies have not examined the effect of gatekeeper training on indi-

vidual identification or referral of students at-risk for suicide in particular. Further, gatekeeper trainings were only

implementedwith those in leadership or staff positions, with one exception (Indelicato et al., 2011). In this latter study,

students in non-leadership positions were also trained but were grouped with faculty and staff, so the independent

effect of training these students could not be determined. To increase the public health utility of this approach, it is

important to know whether gatekeeper training programs are efficacious when administered to the general college

population. This question is of particular importance given that pre-intervention characteristics of individuals trained

as gatekeepers may affect outcomes (Wyman et al., 2008).

Also notable is that potential sex differences in outcomes were rarely examined in the aforementioned studies,

though research suggests that female gatekeepersmayachievebetter outcomes. Prior research suggests thatmale col-

lege students (relative to females) tend to be more reluctant to discuss and access professional help for mental health

concerns (Davies et al., 2000; Sheu & Sedlacek, 2004). Thus, females may be more receptive to information relayed

through gatekeeper trainings and thus more likely to actively interact with and refer suicidal students for services.

Only one study conducted with college students examined whether sex had an effect on outcomes. Indelicato et al.

(2011) found that female gatekeepers (relative to males) showed greater increases in perceived suicide knowledge
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following gatekeeper training. Further testing for sex differences will help determine whether gatekeeper trainings

offer adequatemotivation, training, and structure for male and female college students alike.

In summary, the present study addresses gaps in the gatekeeper training literature by exploring the effect of a gate-

keeper training on suicide knowledge as well as individual identification and referral of college students at-risk for sui-

cide to help. It also examines whether administering gatekeeper training to the general college population, as opposed

to college community leaders, shows initial promise. In addition, gender differences in response to the training are

explored. Using an open pilot trial design, it was hypothesized that our 1-hour peer gatekeeper suicide prevention

trainingwould be associatedwith improvements in declarative and perceived suicide-related knowledge, rates of iden-

tification of suicidal peers, and rates of referral of suicidal peers to amental health professional.We also hypothesized

that being female (vs. male) would be associated with greater improvement in suicide related knowledge as well as

identification and referral of suicidal students tomental healthcare.

1 METHOD

1.1 Participants

Participants included 231 students,Mage = 21.1, SD = 1.3, range = 16–48, recruited from a diverse university campus

on the Mid-Atlantic coast of the United States. This university has over 20,000 undergraduate students and a large

commuter population (only 18% live in on-campus housing). The sample was primarily female (65.4%) and was racially

(56.7%White, 21.6% Asian Pacific Islander, 11.7% Black/African American, 10% Other/Mixed) and ethnically (14.7%

Hispanic) diverse. Academic year also varied (36.8% Freshman, 20.3% Sophomore, 20.8% Junior, 21.6% Senior, 0.4%

Graduate Student). Eligibility criteria included: at least 18 years of age; no prior completion of a suicide gatekeeper

training; and English proficiency.

1.2 Procedure

Participants were recruited through an online university system (SONA) that posts studies students can take part in

to earn research participation credits in psychology courses as well as in-person recruitment in the broader University

community (i.e., fraternities, sororities, clubs). All participants provided informed consent and remotely filled out a

1-hour online baseline assessment prior to attending an in-person 1-hour gatekeeper training on campus. Five clinical

psychology doctoral students, trained in the manualized gatekeeper protocol, facilitated the gatekeeper trainings (see

below for details of the protocol). Training of these trainers was conducted in a 4-hour workshop, delivered by the

University counseling center staffmemberwho developed the gatekeeper training program, via didactic presentations

and role-plays.

Immediately after the trainers delivered the gatekeeper training to college student participants, participants filled

out a 15-minute post-training knowledge assessment (i.e., the same knowledge assessment administered at baseline)

via paper and pencil at the training location. Students either received 3 hours of research credit (those recruited

through SONA) or $12 (those recruited in the college community) for completing baseline assessment, the training,

and pre-post knowledge assessments. After the training, a research assistant provided participants with a range of

dates to choose from for their 3-month follow-up assessment. When participants were due for their 3-month follow-

up, a reminder e-mail, phone call, and/or text messagewas sent to themwith instructions for filling out the assessment

remotely, from their personal computers. The 3-month follow-up assessment took approximately 30 minutes to com-

plete, and participants received $20 upon completion.

1.2.1 Suicide prevention gatekeeper training

The 1-hour manualized gatekeeper training, developed by staff from the on-campus University counseling center,

was modeled after the well-established Campus Connect training (Pasco, Wallack, Sartin, & Dayton, 2012). The first
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phase of the training focused on suicide psychoeducation which included: defining suicide terms (i.e., suicide ideation,

threat, attempt); discussing common triggers for suicidal behavior (e.g., relationship, academic, friend, family, and finan-

cial problems); and identifying imminent (i.e., threats to hurt/kill self, identifying methods, talking or writing about

death or suicide) and less imminent (i.e., ideation, substance use, purposelessness, anxiety, trapped, hopeless, with-

drawal, anger, recklessness, mood change) warning signs of suicide risk. The second phase focused on how to ask stu-

dents with warning signs directly about suicide (e.g., using direct questions with the words “suicide” and/or "killing

yourself,”) and respond (e.g., probing and close ended questions, paraphrasing). The third phase focused on how and

where to make referrals for professional help (i.e., referral to college counseling center, crisis resource number, con-

tacting the police) dependent upon warning signs displayed. The final phase of training included practice of commu-

nication and referral skills via role-plays. Participants based their role-play on a case example of a college student

who demonstrated warning signs of suicide. In addition, participants were provided with a manual to keep that con-

tained a summary of all the information provided in each phase of the training as well as a conversation and referral

guide.

1.3 Measures

1.3.1 Demographics

Demographic information regarding participants’ age, sex, race, ethnicity, and academic year was collected at baseline.

1.3.2 Declarative knowledge

Declarative knowledge was assessed at baseline, post-training, and 3-month follow-up with questions based onmate-

rial presented in the 1-hour training program. The assessment of declarative knowledge required participants to

respond to ten true or false statements that assess retention of suicide facts and prevention skills covered in the train-

ing. Each correct answer is given the value 1 resulting in total scores ranging from0 to 10. Kuder-Richardson reliability

coefficients (KR20) for the declarative knowledge scale were calculated for pre-training, KR20 = .21, post-training,

KR20= .42, and 3-month follow-up, KR20= .52, administrations. Pre-training and post-training reliability coefficients

were lower than the accepted standard, KR20 = .50, but were expected for a brief dichotomous measure that taps

multiple domains of suicide knowledge (e.g., warning signs, communication, referral behavior).1

1.3.3 Perceived knowledge

A 14-item perceived knowledge questionnaire, modeled after others used in gatekeeper evaluation studies (Tompkins

& Witt, 2009; Wyman et al., 2008), asked participants to rate their suicide awareness, comfort talking to at-risk stu-

dents, and perceived knowledge of suicide risk factors and prevention on a scale from 0 “not at all true” to 10 “very true.”

The measure was administered at baseline, post-training, and 3-month follow-up. Scores could range from 0 to 140.

The perceived knowledge questionnaire showed acceptable reliability across administrations, pre-training, 𝛼 = .94;

posttraining, 𝛼 = .93; 3-month follow-up, 𝛼 = .96.

1.3.4 Identification and referral

Number of suicidal students identified by participants was assessed at baseline and 3-month follow-up with the open-

ended question: “How many suicidal students have you identified in the last 3 months?” Number of suicidal students

referred for help by participantswas assessed at baseline and 3-month follow-upwith the open-ended question: “How

many suicidal students have you referred for concerns related to suicide in the last 3months?”We also examined num-

ber of students who identified or referred any suicidal students by dichotomizing each of these variables, 0 = no iden-

tification/referrals, 1= at least one identification/referral.
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2 RESULTS

2.1 Attrition

Two-hundred thirty-one participants completed the baseline assessment, training, and post-training knowledge

assessment. One hundred seventy-eight participants (77%) were retained in the study at 3-month follow-up, n = 178.

The 53 participants who were not retained failed to respond to multiple attempts by study staff to contact them for

the 3-month follow-up. Univariate statistics (chi-squares, independent sample t tests) were conducted to determine

whether there was a difference between participants who did (versus did not) complete the 3-month follow-up on

socio-demographic and baseline study variables. No significant differences were found in age, t = −0.03, p = .976,

race (Black/African American [vs. other race], 𝜒2 (1) = 0.02, p = .880; White/Caucasian [vs. other race], 𝜒2 (1) = 0.19,

p= .666; Asian [vs. other race], 𝜒2 (1,)= 0.41, p= .524), or ethnicity (Hispanic vs. Non-Hispanic), 𝜒2 (1)= 3.00 p= .083.

However, a greater proportion of the 3-month follow-up sample was female (70.6%) relative to the baseline sample

(65.4%), 𝜒2 (1) = 9.23, p = .002. No significant differences were found between those who did (vs. did not) complete

the 3-month follow-up on: declarative knowledge at pre-training, t= 0.20, p= .843; or post-training, t= 0.98, p= .328;

perceived knowledge at pre-training, t = −0.15, p = .884; or post-training, t = 1.31, p = .192; or number of baseline

identification, t= 0.17, p= .869; or referral, t= 1.38, p= .168, of suicidal students.

2.2 Main effects of training on outcomes

Two repeatedmeasures analysis of variance (ANOVA)were conducted to examine change in declarative and perceived

knowledge across pre-training, post-training, and 3-month follow-up. In addition, two planned contrasts were tested:

changes from pre-training to post-training, and pre-training to 3-month follow-up. A Bonferroni correction was used

to control for family-wise Type I error. All effects were significant, suggesting that declarative and perceived knowl-

edge increased during the intervention and much of these gains were maintained 3 months later (see Table 1). More

specifically, declarative knowledge increased by 40.4% and perceived knowledge increased by 43.4%. Some decay of

declarative and perceived knowledge occurred between post-training and 3-month follow-up, t = −7.90, p < .001 and

t=−3.99, p< .001, respectively.

Two dependent sample t tests were conducted to examine change in number of identifications and referrals of sui-

cidal students across pre-training and 3-month follow-up. Participants reported a significant increase in referrals but

not identifications of suicidal students. Notably, number of referrals of suicidal students more than doubled. Among

the 178 participants with follow-up data, the total number of referrals increased from 25 to 55. This equates to about

one additional referral for every six participants who received the gatekeeper training.

McNemars chi-square tests were conducted to examine change from baseline to 3-month follow-up in the number

of participants who reported identification or referral of any suicidal students (see Table 2). The corrected chi-square

value was used to approximate the binomial exact p value due to small cell sizes (Edwards, 1948). There was a sig-

nificant increase in number of participants who identified any suicidal students, 16.9% (n = 30) vs. 26.4% (n = 47);

𝜒2 (1)= 5.02, p= .014. There was also significant increase in number of participants who reportedmaking at least one

referral, 11.8% (n= 21) vs. 24.2% (n= 43);𝜒2 (1)= 9.59, p= .001. In particular, the number of participantswhomade at

least one referral doubled. This equates to about one new participant who referred a fellow student(s) for every eight

participants who received the gatekeeper training.

2.3 Variance in training effect based on self-reported sex

A series of separate linear regressions were performed to determine whether participant sex predicted change in

declarative or perceived knowledge frompretraining to posttraining, or change in identifications or referrals from pre-

training to 3-month follow-up (see Table 3). Pretraining levels of the outcomeswere controlled for in everymodel. Cor-

relations betweenbaseline levels and change scores of eachoutcome ranged from−.50 to−.85 andwere all significant;
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TABLE 1 Mean differences across time of cognitive outcomes

Statistic Declarative knowledge Perceived knowledge

Pretraining

Mean 6.58 86.2

SD 1.40 28.1

Posttraining

Mean 9.24 123.6

SD 1.02 14.1

3-Month Fup

Mean 8.33 118.2

SD 1.54 19.4

Repeated measures ANOVA

F-ratio 237.15 181.56

p value <.001 <.001

Pre-post contrast

Mean difference 2.66 37.3

p value <.001 <.001

Cohen's d 1.62 1.41

Pre-Fup contrast

Mean difference 1.75 32.0

p value <.001 <.001

Cohen's d 0.94 1.10

Note. The nominal alpha level for each outcome was set to .05 across significance tests (i.e., Bonferroni Correction).
Fup= follow-up; SD= standard deviation;Mean difference= rawmean difference.

TABLE 2 Mean differences across time of behavioral outcomes

Statistic Identifications Referrals

Pretraining

Mean 0.24 0.14

SD 0.60 0.42

3-Month Fup

Mean 0.33 0.31

SD 0.61 0.60

Repeated measures t test

Mean difference 0.10 0.17

p value .110 .002

Cohen's d 0.12 0.24

Note. The nominal alpha level for each outcomewas set to .05 across significance tests (i.e., Bonferroni correction).
Fup= follow-up; SD= standard deviation; mean difference= rawmean difference.

however, as evidenced by the low tolerance values, baseline levels did not covary with sex. Sex predicted both changes

in declarative knowledge and perceived knowledge. Specifically, females reported a greater increase in declarative and

perceived knowledge total scores, 0.33 and 9.82, respectively, thanmales from pretraining to posttraining. Participant

sex did not predict change in number of identifications or referrals of suicidal students.
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TABLE 3 Sex predicting changes in 3-month follow-up outcomes

b SE t p tol Beta

Fup declarative knowledge

Baseline −0.85 0.05 −18.38 <.001 1.00 −.77

Sex 0.33 0.14 2.33 .020 1.00 .10

Fup perceived knowledge

Baseline −0.78 0.03 22.68 <.001 1.00 −.81

Sex 9.82 1.98 4.95 <.001 1.00 .18

Fup identifications

Baseline −0.86 0.08 −11.34 <.001 1.00 −.65

Sex 0.05 0.10 0.48 .630 1.00 .03

Fup referrals

Baseline −0.86 0.11 −7.95 <.001 0.98 −.52

Sex 0.03 0.10 0.27 .785 0.98 .02

Note. Fup=3-month follow-up; b= unstandardized regression coefficient; SE= standard error; t= t value; p= p value; tol= tol-
erance (equal for both predictors); Beta= standardized regression coefficient.

F IGURE 1 The percentage of men andwomenwith at least one identification and referral at baseline and follow-up

We also performed McNemars chi-square tests separately, by sex, to examine whether participants who identi-

fied or referred fellow students after the training were balanced by sex. There was a significant increase in the num-

ber of females who identified, 15.2% (n = 19) vs. 26.4% (n = 33); 𝜒2 (1) = 4.69, p = .018, and/or referred, 8.8%

(n = 11) vs. 24.5% (n = 30); 𝜒2 (1) = 10.45, p = .001, a suicidal student. More specifically, number of female partic-

ipants who identified at least one suicidal student more than doubled and made at least one referral almost tripled.

However, there was no significant change in the number of males who identified, 20.8% (n = 11) vs. 26.4% (n = 14);

𝜒2 (1) = 0.27, p = .676, or referred, 18.9% (n = 10) vs. 24.5% (n = 13); 𝜒2 (1) = 0.27, p = .676, a suicidal student.

Figure 1 presents the changes in identifications and referrals by sex. Males reported engaging in more identifica-

tions and referrals at baseline, but females caught up to the same level as males after receiving the training (i.e., about

25%).
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3 DISCUSSION

Though widely used, the effect of gatekeeper trainings on the college student population is not well studied. Existing

evidence suggests that gatekeeper trainings administered to faculty, staff, and students in leadership/educator roles

(e.g., resident assistant, peer educators) on college campuses are associated with increases in declarative and self-

perceived knowledge about suicide (Cross et al., 2010; Taub et al., 2013) and the “ability” tomake adequate referrals as

demonstrated in role plays (Cimini et al., 2014). To our knowledge, the present study is the first to examine the effect

of a peer based suicide prevention gatekeeper training administered to the general college population (as opposed to

those in leadership/educator roles) on knowledge of suicide prevention skills as well as identification and referral of

suicidal students.

Consistent with study hypotheses, study results suggest that our 1-hour peer gatekeeper training was associated

with significant increases in declarative and perceived knowledge of suicide facts and prevention strategies.Moreover,

consistent with prior research (Indelicato et al., 2011), the effect of our training on both declarative and perceived

knowledge was particularly strong for females. Males began the study with higher baseline declarative and perceived

knowledge, but females caught up to males by study end. These preliminary findings extend prior research to suggest

that a brief gatekeeper training, administered to the general college population,may promote effective suicide preven-

tion knowledge.

Contrary to study hypotheses, there was not a significant increase in total number of identifications of suicidal stu-

dents from pre-training to 3-month follow-up. However, there was a significant increase in the number of students who

identified at least one suicidal peer. In addition, consistent with study hypotheses, there was a significant increase in

total number of referrals of suicidal students and number of students who referred at least one suicidal student for mental

healthcare, particularly among females. These relatively stronger results for referrals relative to identification of sui-

cidal peers may suggest that college students already know some of the warning signs for suicidal behavior. However,

theymay not necessarily know how to talk with a suicidal peer, how/where to refer suicidal peers for help, understand

the immediacy of the need to refer, and/or hold inaccurate beliefs around suicide and mental health treatment, all of

which may discourage discussion of suicide with peers as well as referral behavior. Indeed, a recent review suggests

that adolescents fail to share the intentions of a suicidal peer with others more than 75% of the time (Klimes-Dougan,

Klingbeil, &Meller, 2013). Therefore, including ample training time and practice around how to talkwith suicidal peers,

offering clear details on how andwhere tomake referrals within each unique university system, and addressing obsta-

cles to referrals (e.g., belief in suicidemyths, inaccurate beliefs about treatment, concern about betraying trust) in gate-

keeper training programsmay help improve outcomes.Moreover, given the decay in suicide knowledge found over the

course of 3 months in the present study, which is consistent with prior research (Cimini et al., 2014; Tompkins &Witt,

2009), booster trainings may help further bolster training effects.

Though study findings are informative and novel, they should be interpreted within the context of several limita-

tions. In the absence of a control group, it is unclear if reported changes were associated with the gatekeeper training.

Other factors, such as demand characteristics (e.g., participants report greater changes simply because they sense that

is the researchers’ hypothesis), practice effects (e.g., viewing the same declarative knowledge questionnaire multiple

times resulted in higher scores), and maturation (e.g., participants learn about suicide in their undergraduate psychol-

ogy courses) (Cook & Campbell, 1979), could also contribute to reported changes. Though an open pilot trial is most

appropriate for this stage of intervention development (Rounsaville, Carroll, &Onken, 2001), use of a randomized con-

trolled trial in future investigations will offer a stronger test of intervention effects. Second, due to privacy concerns

and administrative barriers, this study onlymeasured self-reported identifications and referrals of suicidal students by

gatekeepers. Future research should include anobjectivemeasure of referrals (e.g., increase in peer referrals of suicidal

students at the college counseling center). Third, as is the casewithmost research in this area, the follow-upassessment

periodwas rather brief (3months) and thusmay not have captured the full effect of the intervention. Longer follow-up

periods are recommended in future research. Fourth, this study included a large number of college students who par-

ticipated for psychology course credit (57.9%), which limits the generalizability of study findings. However, it should be

noted that psychology courses are taken by students from other departments and colleges to fill core requirements at
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the University. We also recruited from the broader college community (e.g., student groups, fraternities, sororities). It

will be important for future research in this area to examine gatekeeper training programs that recruit a larger num-

ber and broader range of students across college campuses in the context of multi-site studies. Fifth, similar to most

research published on gatekeeper trainings, we did not examine whether referred students accessed mental health

services or engaged in suicidal behavior. This was beyond the scope of our pilot study.

Despite these limitations, our pilot study adds uniquely to the peer suicide gatekeeper training literature and rep-

resents a preliminary step in evaluating a novel approach to disseminating peer gatekeeper training. Pilot studies hold

significant value by helping to illuminate the usefulness and feasibility of an intervention, which is then used to deter-

minewhether further testing is evenwarranted (Leon, Davis, & Kraemer, 2011). Also notable is that 100% of the study

participants who showed up for the training completed it (even those who did not need psychology credit), suggesting

potential strong acceptability for this approach. Study results also hold potential implications for suicide prevention

efforts on college campuses. Training students from the general college population as peer gatekeepers appears fea-

sible and could potentially help to increase the likelihood that students in crisis are identified and referred for profes-

sional help. This may be achieved with a relatively brief training that focuses on the referral behavior and processes

within each university system and addresses obstacles tomaking referrals. Refresher trainingsmay optimize interven-

tion effects in the area of suicide knowledge.

NOTE
1 Reliability is expected to be low given that items assess different types of suicide knowledge. It is possible to have knowl-

edge in some areas but not others. Under such conditions, low internal consistency is acceptable (Yang & Green, 2011). The

increased reliability after gatekeeper training may reflect the improved ability of participants to respond correctly to the

10 items, suggesting greater knowledge across areas assessed. Further, measures with dichotomous response scales (i.e.,

true/false) require a large number of items to achieve high reliability due to attenuated inter-item correlations (Panayides,

2013). As this scale only included 10 items tominimize participant burden, reliability was expected to be lower.
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