
THE DEVELOPMENT AND VALIDATION OF A NEW TOOL TO IDENTIFY SUICIDE 
RISK FACTORS IN ELEMENTARY AGED CHILDREN 

 
 
 

by 
 

Mia A. Garcia 
 
 
 

A dissertation submitted to the faculty of  
The University of North Carolina at Charlotte  

in partial fulfillment of the requirements  
for the degree of Doctor of Philosophy in 

Counselor Education and Supervision 
 

Charlotte 
 

2025 
 
 
 

Approved by: 

______________________________ 
Dr. Sejal Parikh Foxx 

______________________________ 
   Dr. Phyllis Post 

______________________________ 
        Dr. Clare Merlin-Knoblich 

______________________________ 
Dr. Lyndon Abrams 

______________________________ 
Dr. Stella Kim 

 
  

 



 ii  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

© 2025 
Mia A. Garcia 

ALL RIGHTS RESERVED  



 iii  

ABSTRACT 
 

MIA A. GARCIA. The Development and Validation of a New Tool to Identify Suicide Risk 
Factors in Elementary Aged Children. (Under the direction of DR. SEJAL PARIKH-FOXX) 

 

Using the Bioecological Theory of Child Development and the framework for Vulnerability and 

Autonomy from a Universalist Perspective, the current study followed Crocker and Algina’s 

(2008) steps for instrument development to construct the Child Suicide Risk Identification Scale 

(CSRI-S). The purpose of this study was to establish and validate a new instrument to identify 

and measure suicidal risk factors in young children between the ages of 5 and 11. Using Crocker 

and Algina’s (2008) first three steps of investigation (n=595), a confirmatory factor analysis was 

conducted to examine a theoretical eight-factor model. Results revealed that the eight-factor 

model was not an adequate fit. Thus, confirmatory factor analysis was conducted on alternate 

proposed six-factor models, which revealed that a six-factor structure including 33 items 

provided the best fit for the data. The CSRI-S showed excellent internal consistency according to 

Omega values and Cronbach’s alphas. The CSRI-S also showed strong convergent validity with 

measures of child suicide and irritability. Discriminant validity was established between the total 

score of the CSRI-S and measures of child protective factors. Implications are provided for 

children, clinicians, training, counselor education, and policy. 
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CHAPTER 1: STUDY RATIONALE AND OVERVIEW 

Suicide deaths in children under the age of 11 have been rapidly increasing over the past 

decade (Center for Disease Control (CDC), 2020). Despite the increase in suicide completion 

and ideation, there are no theoretical orientations created for understanding suicidal ideation and 

action in young children. In addition, there are no current assessment tools created specifically 

for children ages 5-11. Because of the lack of empirical based tools, developmentally appropriate 

training is not available to child counselors and other mental health providers. Having accurate 

instruments and training is important for increasing clinicians’ ability to identify young children 

who are at risk for suicide. 

To address the gap in child suicide resources, the researcher previously created an 

acronym to assist mental health clinicians in identifying suicide risk factors in elementary-aged 

children, or children between the ages of 5 and 11. The researcher has presented the acronym 

SAD CHILD at regional and national conferences (Garcia, 2024a,b; Garcia & Moore, 2023). 

SAD CHILD stands for: (S) separation from caregiver, (a) attempts, (d) death preoccupation, (c) 

childhood adversity, (h) history of familial dysfunction, (i) impulsivity, (l) lack of social skills, 

and (d) depression symptoms. The current study expanded the validity of the acronym by 

developing an instrument, the Child Suicide Risk Identification-Scale (CSRI-S). The researcher 

followed Crocker and Algina’s (2008) steps for instrument development to establish strong 

psychometric properties. This chapter will begin by explaining the history of mental illness to 

give context to the phenomenon of suicide.  
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Mental Health Concerns in the United States 

The History of Mental Illness  

The concept of mental illness is something that has existed throughout history and 

philosophy. From a tectonic evolution perspective that relies on the intersectionality of the 

human mind and culture, cognitive archeologists believe the first concept of mental illness arose 

from the inherent need to belong and fit in with society (Mithen, 1996; Renfrew, 2007). Moving 

into the neolithic period, the idea of mental health came from the development of metacognition 

and complex thought (Dennet, 2017). Thinking about one’s own thoughts included the awareness 

that your own thoughts were different and therefore needed to be hidden. Metacognition then 

transpired into shame, guilt, and sadness; emotions that are often symptoms of depression 

(Dennet, 2017). Further looking into the development of complex thought is the formation of 

self-consciousness, which amplifies mental illness because of the nature of people to have the 

ability to reflect on their pain (Dennet, 2017). The idea of neurosis itself has been explained as 

something that occurs when self-conscious individuals conflict with society. Mental health 

continues to be brought up throughout history, with ever-changing and evolving themes and 

causes (Dennet, 2017). This section will give a brief overview of how mental illness has 

appeared over time.  

Following the prehistoric era, the mythological era viewed mental illness as the result of 

religious issues. Primarily being cast out from living as one with the gods in paradise causes 

emotional distress in response to new challenges of life (Alexander & Selesnick, 1966; Heinberg, 

1989; Jacoby, 1985). Moving into the classical era, mental health was first viewed as a blend of 

divine punishment and alignment with society (Scull, 2015). For example, if one was trying hard 

to conform to the rules of society, there was fear that certain gods would induce hysteria 
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(Alexander & Selesnick, 1966). Overtime, the involvement of gods dwindled and was replaced 

with the perspective that optimal health should be strived for in multiple areas, including paying 

it forward to the community (Scull, 2015).  

During the Middle Ages in Europe, the takeover of the Holy Roman Catholic Church 

influenced mental illness to be viewed as either demonology or the biological model (Alexander 

& Selesnick, 1966; Porter, 2013; Scull, 2015). The biological model was the most referred to and 

stated that physical and mental wellness was a direct effect of the balance between all of the 

humors within a person’s body (Trenery & Horden, 2017). Neurobiology was introduced to 

explain how the activity in different parts of the brain affected and individual's mental wellness. 

Moving into the Renaissance, empiricism was used to debunk witchcraft and pose mental illness 

as a reason for insanity. Artwork from this era displays depression, suicide, obsessive thought 

patterns, and hallucinations (Foucault, 1965; Mellyn, 2017).  

Moving to the Modern Era, or the early 19th and 20th centuries, Romanticism emerged 

throughout the sciences and helped foster the birth of psychology. One of the most important 

aspects of mental illness that arose during this period was the idea of alienation and the internal 

disturbances that would arise from feeling disconnected from the social aspect of life, feeling 

like a burden, meaningless, and disconnected from life’s purpose (Jenkins, 2021). During the 

Postmodern Era, psychologists shifted their focus to clinical psychology, or working with 

individuals to reduce the causes of their emotional disturbances, rather than trying to give 

remedies that would allow them to continue working in their industrial lives. It was during this 

time that the concept of mental illness was looked at through different theoretical lenses, such as 

Behaviorism, Psychoanalysis, Humanism, and Gestalt. It was more common for people with 

anxiety and depression to receive treatment from general practitioners and to be medicated with 
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opioids, cocaine, and alcohol. While psychiatrists had discovered some successful treatments for 

cases such as mania, the lack of knowledge of mental illness treatments combined with the 

brutality of asylums left society feeling scared and skeptical of mental health concerns.  

Moving into the 21st century, there are different models used to describe the foundations 

of mental health. For example, the medical model posits mental illness to be discrete, with 

ontological signs and symptoms to be treated (Pilecki, 2020). This is where the Diagnostic 

Standardized Manual (DSM) comes from (American Psychiatric Association, 2013). The cultural 

model posits that mental illness occurs in relation to a person’s goodness of fit within a culture 

(Scull, 2015). The psychological model operates in a way that explains how meaning is made or 

not made in life in relation to psychological function and mental illness (Jenkins, 2021). Lastly, 

the integrated model views mental illness as an integration between biological, social, and 

developmental experiences (Kinderman, 2005).  

The Current State of Mental Illness 

Before looking at mental illness in its current state, mental health must be addressed. 

Mental illness can be conceptualized as the broad spectrum of how we experience our mental 

well-being. Focusing only on mental illness falls into a trap of only acknowledging the 

negatively framed pieces of the mental health spectrum (Theorell et al., 2015). Some researchers 

assert that mental health and mental illness should be taken off the same spectrum and instead 

exist on two correlating planes (Huppert and Whittington, 2003; Keyes, 2002; du Plooy et al., 

2019). Focusing on both positive and negative facets of mental health helps to ground mental 

health as a neutral part of the mental and emotional experiences of humans. Having a foundation 

of what it means to have positive mental health will then allow for greater understanding of how 
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mental illness occurs and what it looks like. This section will provide multiple definitions of 

mental health and mental illness as decided by relevant professional organizations and groups.    

The Centers for Disease Control (CDC) uses the Substance Abuse and Mental Health 

Services Administration’s (SAMHSA) definition of mental health. According to these 

organizations, mental health is a concept that includes our “emotional, psychological, and social 

well-being” (Center for Behavioral Health Statistics and Quality, 2023). Mental health impacts 

how we exist within our world, how we respond to stress, and how we relate to others. Mental 

health can change over time and is largely impacted by lifespan development. Mental health 

coincides with physical health and can even play an important role in the determination of 

developing chronic illnesses (Scott et al., 2016). 

The National Institute of Mental Health (NIMH) defines mental illness as illnesses 

eligible for a diagnosis from the DSM-IV that exclude substance use and developmental 

disorders (NIMH, 2024).  The NIMH breaks down mental illness into two categories. Any 

mental illness (AMI) is classified as any level of severity of behavioral, emotional, or mental 

disorder. Serious mental illness (SMI) includes mental, emotional, and behavioral disorders that 

impact daily functioning at a severity that limits the ability to fully participate in one or more 

daily activities. Health organizations have labeled SMI as a disability.  

To understand the conceptualization of mental illness, the difference between a mental 

illness, a mental disorder, and mental health should be looked at further. The DSM-5 defines a 

mental disorder as  

a syndrome characterized by clinically significant disturbance in an individual's  

cognition, emotion regulation, or behavior that reflects a dysfunction in the  

psychological, biological, or developmental processes underlying mental functioning.  
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Mental disorders are usually associated with significant distress or disability in social,  

occupational, or other important activities, (American Psychiatric Association, [APA], 

2013). 

According to APA, the terms mental illness and mental disorder are interchangeable. 

However, the APA also states that the term mental illness can be used to describe the entire 

collective of diagnosable mental disorders (Njoku, 2022). Mental illness is viewed as a medical 

condition and should be treated the same as heart disease or diabetes. APA continues to define 

mental health as healthy or effective functioning in various areas of life. The ability to function 

effectively and have good mental health can lead to productive relationships, the motivation to 

be productive in different daily activities such as school, and resiliency to adapt to life’s 

circumstances when needed (Njoku, 2022).   

Mental Illness in Adults 

As of September 2024, approximately 23.8% of adults have a reported or diagnosable 

mental illness (Reinert et al, 2024). This is the prevalence of adults who could be classified as 

having AMI. On a smaller scale, 5.86% of adults experience a SMI. Mental illness can be ranked 

by state, with Connecticut having the lowest prevalence and Oregon having the highest (Reinert, 

2024). While the National Institute of Mental Health separates substance use disorders from 

mental health disorders in its reporting, in 2024 approximately 17.82% of adults experienced a 

substance use disorder (Reinert, 2024).  

Within the total number of adults who experience mental illness, anxiety disorders are the 

most commonly diagnosed with major depressive disorder the second (Center for Behavioral 

Health Statistics and Quality, 2023). Females have a higher prevalence of AMI than males. 

Young adults ages 18-25 have the highest prevalence of AMI of any other adult age group. Even 
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with the growing normalization of mental illness in Western culture, less than half of the adults 

who meet criteria for AMI receive any type of counseling or therapeutic services (NIMH). And 

while young adults have higher rates of both SMI’s and AMI’s they are least likely than any 

other adult age group to seek out or receive mental health care (NIMH).  

Mental Illness in Adolescents 

Mental health in childhood and adolescence can be measured by the ability to meet 

developmental milestones, develop healthy social and emotional skills, regulate emotion, cope, 

and adapt to multiple environments (Hoagwood et al., 1996; Keyes, 2002; Lippman et al., 2011). 

It is important to note that adolescents can have good mental health and a mental health disorder 

(American Academy of Pediatrics, 2023; Keyes, 2002). A mental disorder becomes diagnosable 

once patterns of mental functioning become severe enough to limit the ability to fully participate 

in daily activities (APA, 2013).  

Many studies have looked at the prevalence of mental disorders in adolescence. This is a 

time of big developmental changes that are out of the adolescent’s control, sometimes leading to 

adverse experiences that increase a greater risk of developing a mental illness. The National 

Comorbidity Replication-Adolescent Supplement found that 40.3% of adolescents between the 

ages of 13-18 met the criteria for at least one of 15 included mental disorders in the past year 

(Kessler et al., 2012). Nearly fifty percent of the participants had been diagnosed with a mental 

disorder throughout their lifetime (Merikangas et al., 2010). Prevalence rates of mental health 

disorders in youth varied depending on the location of participants. There has been no national 

sampling of mental health disorders in youth since the aforementioned National Comorbidity 

Replication-Adolescent Supplement. A study on mental health disorder prevalence rates in youth 
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aged 11-17 in Texas found that 17.1% of individuals qualified for a mental health disorder within 

the past year (Roberts et al., 2007).  

With adolescents, another important factor when looking at mental health disorders is the 

stability of each disorder across time. A current study completed on youth in a South Carolina 

school district found no significant change in mental disorder prevalence across a 12-month span 

(Wanga et al., 2022). For example, approximately two out of 11 students met the diagnostic 

criteria for at least one mental disorder over the 12-month period (Wanga et al., 2022). The study 

also showed that while some individuals started as high risk for developing a mental disorder and 

were deemed low risk at the post-test, the other half of the participants demonstrated the inverse.  

When looking at mental health and mental illness in adolescents, there are specific 

disorders that are more prevalent than others. Attention Deficit Hyperactive Disorder (ADHD), 

Oppositional Defiant Disorder (ODD), social phobia, and separation anxiety are more likely to 

be diagnosed in adolescents in the United States (Barican et al., 2021; Kessler et al., 2007). 

Between 2018-2019, 15.1% of adolescents experienced a major depressive episode in the past 

year (Center for Behavioral Health Statistics and Quality, 2023), and 25.9% of adolescents 

reported seeking out mental health services.  

Mental Illness in Children 

 While having a mental disorder is not synonymous with having bad mental health, 

research shows that the level of support received during childhood has a direct impact on 

whether minimal symptoms of a mental disorder will reach criteria for a diagnosis (Wanga et al., 

2022). This is why programs have been created to promote positive mental health in children. 

Unfortunately, there are many gaps in U.S. programs that demonstrate the lack of national and 

current data on the presence of mental health illness in early childhood (Merikangas, 2018).  
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 According to a study completed on rural children, one out of six children between the 

ages of 2-8 has at least one diagnosed mental, behavioral, or developmental disorder (Cree et al., 

2018). Another large-scale survey demonstrated that 20.8% of children ages 4-8 and 20.6% of 

children ages 9-11 had a mental health diagnosis (Tkacz & Brady, 2021). Tkacz and Brady 

(2021) hypothesized that the increase in mental health diagnoses in children could be due to a 

decreased stigma towards mental health, mixed with legislation that allows for an easier time 

giving diagnoses to children. Recent increases in depression and anxiety in children following 

the social isolation of the COVID-19 pandemic further show the nature of trends when it comes 

to the presence of and identification of mental illness in children (Loades et al., 2020). 

 While adolescents are more likely to be diagnosed with depression and anxiety (Tkacz & 

Brady, 2021), young children are more commonly diagnosed with behavioral disorders (Cree et 

al., 2016; Ghandour et al., 2018) When comparing conduct and behavioral disorders to anxiety 

and depression, 3.4% of children ages 3-5, and 9.1% of children ages 6-11 had a current 

diagnosis of a conduct disorder (Ghandour et al., 2019). Despite holding a diagnosis, children 

were more likely to attend psychotherapy if they had depression, despite conduct and behavioral 

disorders having a greater prevalence (Ghandour et al., 2019).  

Researchers who focus on suicidality use a few different theories to explain the origin 

and causality of suicide, suicidal ideation, and suicidal behaviors. The most common theories of 

suicide are the Interpersonal Theory of Suicide (IPT; Barzilay et al, 2015) and the 

Developmental Transactional Model of Suicide (DTM; Bridge et al, 2006). While these models 

of suicide posit that different things lead to the increased risk of suicidality, they both connect 

mental illness to suicidality. Understanding the history of mental health across time and the 

theories of human wellness that guide it gives a base for how suicide in children is viewed now 
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and the gaps that have been present over time. Suicide, specifically suicide in children, has been 

historically surrounded by controversy and myths (Dazzi et al., Greene, 1994, 2014; Mishara, 

1999). The debate around childhood suicide could be directly connected to the controversy and 

myths surrounding mental health. Chapter 2 will speak more explicitly to the different theories of 

suicide as well as the history of childhood suicidality and its theoretical basis. 

Suicide in the United States 

The Centers for Disease Control separates minors into three separate age categories when 

reporting statistics (3-5, 6-11, 12-17; Bitsko et al., 2017). In this proposal, adolescents, or youth, 

will refer to individuals between the ages of 12 and 17. In the U.S. alone, suicide is the second 

leading cause of death for adolescents. Worldwide, suicide is the second leading cause of death 

for female youth and the third leading cause of death for males (Hedegard et al., 2020). Over the 

past two decades the rate of suicide in adolescents has increased drastically. The pattern of rate 

increases has been seen in suicidal ideation, suicide attempts, and suicide completion (Hedegard 

et al., 2020). Between 2007 and 2015, suicide completion had doubled in adolescents (Burstein 

et al., 2019). In 2023, a large-scale survey of high school students demonstrated that almost one 

out of ten students attempted suicide. When looking at completed suicides, research trends show 

that nearly one-third of adolescents had at least one prior suicide attempt at the time of death.  

This calls into question— when does suicidal ideation start, and whether attempts started 

prior to entering adolescence? Many pieces have been theorized to lead to the incidence of 

suicidality in adolescents. One of the most salient risk factors for suicidality during the teenage 

years is having been diagnosed with one or more mental disorders. For example, approximately 

60% of youth were found to have been depressed at the time of death by suicide (Yoshimasu et 
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al., 2008). When studies looked outside of depression as a causal factor, they found that nearly 

90% of youth who die by suicide have been diagnosed with AMI (Yoshimasu et al., 2008).   

Risk factors for suicidality in adolescence include environmental factors, psychological 

factors, family, and individual factors (Liu & Wang, 2024). Research shows that the increased 

identity growth that occurs during this stage of life can lead to the development of major 

depression, anxiety, bipolar disorder, and eating disorders (Bentley et al., 2016; Ribeiro et al., 

2018). These mental health concerns are related to the development of suicidal behaviors. Race, 

socioeconomic status, and interpersonal conflict among friends and romantic partners have also 

been known to increase risk of suicide in youth (Frasquilho et al., 2016; Reiss et al., 2019; Steele 

et al., 2018; Wong et al., 2012). Within the family structure, adolescents with a family history of 

mental disorders or violent homes are at an increased risk for suicide (Cao et al., 2022).  

Similar to adults and adolescents, suicide deaths in children under the age of 11 have 

been rapidly increasing over the past decade (Centers for Disease Control, 2023). In contrast to 

the response for suicidality in adults and adolescents, there are no theoretical orientations created 

for understanding suicidal ideation and action in young children. In addition, there are no current 

assessment tools created specifically for children ages 5-11. Because of the lack of empirically 

based tools, developmentally appropriate training is not available to child counselors and other 

mental health providers. Having accurate and current training is important for increasing 

clinicians’ ability to identify young children who are at risk for suicide (Douglas & Watcher 

Morris, 2015; Jahn et al., 2016). 

Suicide in Children  

Suicide is the second leading cause of death among individuals 10-24 and the eighth 

leading cause of death among children ages 5-11 (CDC, 2020). Overall reporting of childhood 
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suicide rates is inconsistent and varies depending on the organization or study that collected data. 

The CDC fatal injury reports (2020) stated that childhood suicide completion rates increased 

approximately 15% a year between 2013 and 2020. Another study found that suicide rates in 

children increased 14.7% between 2012 and 2017 (Mishara & Stijelja, 2020). Burnstein et al. 

(2019) found that of all minors who visited the emergency room for suicide attempts between 

2007 and 2015, 43% of them were 5-11 years old.  

 Because of developmental differences, many of the suicide risks in children look 

different than those seen in adolescents and adults. For example, children under 11 experience 

and process their world through play. Children who are experiencing suicidality are more likely 

to demonstrate a preoccupation with death through their play behaviors (Luby et al., 2019). In 

contrast to adolescents, children who experience suicidality are less likely to have a diagnosis of 

major depression but instead experience specific symptoms such as sadness, aggravation, and 

irritation (Wagner, 2009; Shirley, 2020). Additionally, adolescents and adults have a higher risk 

of suicide when experiencing romantic relationship conflict whereas young children are more 

impacted by ruptures in family relationships (Sheftall et al., 2016). Following in line with the 

high prevalence of ADHD in children, children with high scores of ADHD related impulsivity 

have a higher risk of becoming suicidal (Luby et al., 2019; Sheftall et al., 2016; Shirley, 2020). 

Like studies that show a correlation between adverse childhood experiences and suicidality in 

adolescents and adults, children are also at a higher risk of suicide when they have experienced 

adverse childhood events and familial dysfunction (Bailey & Gerralda, 1990; DeVille et al., 

2020; Lubey et al., 2019). Prior suicide attempts have been seen to be a vital risk factor for 

suicide across the lifespan (Czyz & King, 2015; Horowitz et al., 2015., Shirley, 2020).  
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Suicide Training 

 Suicide training and assessment of suicidality in clients and patients of all ages has 

historically been a gap in mental health services (Schmitz, 2012). The majority of mental health 

professionals encounter suicidal clients or patients during their professional careers. One study 

found that 55% of clinical social workers will have a client die from suicide during their lifetime 

career (Sanders et al., 2008). Other works have found that 97% of psychologists encountered 

suicidal patients while still in training, and 87% of social workers worked with suicidal clients 

(Kleespies et al., 1993; Feldman & Freedenthal, 2006). Counselors, social workers, and 

psychologists have lower rates of client suicides than psychiatrists, and some in their disciplines 

have still referred to suicide as an occupational hazard (Chembtob et al., 1989; Jacobsen et al., 

2004). 

 Despite the risk of encountering suicidality in clinical practice, multiple studies have 

documented a gap in suicide training throughout various graduate programs. Directors of social 

work programs have stated that their students receive at most 4 hours of instruction on suicide-

related work (Feldman & Freedenthal, 2006). Other studies have found that only 6% of marriage 

and family counselor trainees and 2% of counselor education trainees receive courses on suicide 

(Wozny, 2005). Barrio-Minton (2011) found that 30% of school counselors, who are the main 

individuals to encounter children at risk for suicide, had no training on suicide. Additionally, 

67% of counselors reported receiving no formal suicide training (Watcher Morris & Barrio-

Minton, 2012). A more recent study by Wozny and Zink (2020) found that only 2% of accredited 

counseling programs provided courses on suicide interventions. A recent cross discipline study 

found that 20.9% of clinical graduate programs did not offer suicide training (Jahn et al., 2016).  
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 Suicide training is designed to increase knowledge of suicidality, assessment skills, and 

greater clinician self-efficacy (Jacobson et al., 2012; MacDonald, 2005; McNiel et al., 2008; 

Muehlenkamp et al., 2013). Professionals who feel their suicide training was sufficient report 

feeling prepared to intervene with suicidal behaviors, having increased information on 

identifying risk factors and suicidal behaviors, and increased skills addressing suicidality in 

clients (Jahn et al., 2016). Having sufficient training can have greater effects on services 

provided than just time spent working with suicidality (Jahn et al., 2016). For example, receiving 

adequate and sufficient training increased clinicians’ self-efficacy in delivering and identifying 

suicide interventions (Mitchell et al., 2020). This has been seen to increase the skills used with 

suicidal clients (Douglas & Watcher Morris, 2015). 

Theoretical Frameworks 

 There are no theoretical frameworks that describe suicidal ideation in children under the 

age of 11. The researcher instead chose to intersect two theoretical frameworks to guide this 

quantitative study. The researcher uses the framework for Vulnerability and Autonomy through a 

Universalist Perspective and the Ecological Theory of Child Development to understand child 

suicidality through environment, biology, development, and vulnerability (Bronfenbrenner, 

1979; Giesinger, 2015). 

Vulnerability and Autonomy: A Universalist Perspective 

 In response to polarizing theories about vulnerability in adulthood and childhood, 

Johannes Giesinger (2015) proposed a conceptual framework balancing both a liberal and 

universalist theory of vulnerability to understand the process of childhood. According to this 

framework, children have a special basic vulnerability. Basic vulnerability is demonstrated by 

the capability for children’s needs and interests to be violated and disrupted. Children experience 
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special vulnerability through their need for special relational experiences. These special 

relational issues are different from what is present in adults. These relationships build the 

children’s view of themselves. Self-concept and the way children conceptualize relationships are 

dependent on relation to parents, caretakers, and the culture they exist in. In contrast to 

mainstream developmental theories that focus on moving towards the future, this framework 

posits that children are interested in child-targeted activities that focus on the present. Giesinger 

claims that children want autonomy; however, they have some developmental limitations to 

rationality, self-control, and independent attitudes.  

 Giesinger (2015) claimed that because of the special basic vulnerability and autonomy 

present in children, they have a partial inability to take care of their body and well-being. Special 

relational vulnerability functions to help children love themselves (Giesinger, 2015). For this to 

happen, children must experience relational being reciprocated. The need for relationship and 

social connection in childhood with their vulnerability makes it nearly impossible for them to 

remove themselves from negative family situations (Giesinger, 2015). Children also have 

pathogenic vulnerability (Mackenzie et al., 2014), which refers to the increased risk of being 

harmed by relational or sociopolitical circumstances out of one's control. In children, this 

explains how their lack of emotion regulation and social capacities inhibits their ability to make 

sense of the dysfunction happening in their lives (Giesinger, 2015).   

The Ecological Theory of Child Development 

 Bronfenbrenner (1979) first described the ecological perspective as the intersection 

between the micro, meso, exo, and macrosystems. Furthermore, this theory aimed to explain how 

the psychological, physiological, and social aspects of an individual's life impact the person and 

their ability to exist, adapt, and be creative (Goldstein, 1973). The microsystem consists of the 
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child's family and how the child is viewed in the context of their family. The mesosystem 

consists of the family's community, ethnic culture, school, and friends. The exosystem is 

composed of individual systems and policyholders, such as school districts and local markets that 

directly affect the child. The macrosystem contains the larger eco-political hierarchies that are 

made up of the systems within the exosystem.  

The ecological perspective posits that a child's problems are in response to problems in 

their environment and systems (Hartman & Laird, 1983). Examples of the dysfunction between 

systems are oppression and discrimination based on diversity and identity factors. This 

perspective also continues to explain how childhood vulnerability is experienced through the 

neglect and abuse that is experienced in patriarchal families (Hartman & Laird, 1983). 

Ecological theorists expound on this claim by stating that the development of the patriarchy has 

removed children from strong family and community-oriented living (Hukku, 2004). The 

independent expectations of children were changed without providing appropriate safeguards for 

the effects of increased child vulnerability. 

Background to the Problem 

Barriers to Assessing Suicide in Children 

 Many myths have stood in the way of mental and behavioral health professionals 

acknowledging and addressing suicide in children between the ages of 5-11. One of the oldest 

debates on this topic has been whether young children can understand what death means (Davis, 

2004; Dervic et al., 2006; McGlothlin, 2008; Mishara, 1999). While some researchers state that 

children do not develop death permanence until later in life, therefore not having the capability to 

ponder death, Mishara (1999) and Siegel (2008) argued that children as young as three 

understand the difference between the living and the dead. Stigma about suicide and the effects 
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of talking about it have also limited clinicians’ assessment of children. However, recent research 

has displayed that there is no significant difference in suicide risk between asking about it and 

not (Dazzi et al., 2014). Clinicians’ stigma and personal beliefs about suicide can alter how likely 

they are to engage with talk of suicidality (Yaseen et al., 2013). Lastly, inaccurate reporting 

measures on suicide deaths and accidents in young children have underplayed the importance 

and risk of suicide in this age group. Accidental deaths have always been one of the leading 

causes of death for young children; however, clinicians have speculated that many of the deaths 

reported as accidents were suicides (Green, 1994; Mishara, 1999).  

Assessing Suicide Risk in Children 

There is a difference in assessing suicide risk and suicide risk severity. Presently, there is 

no current preventative screening tool for suicide risk factors in young children. Most tools used 

by clinicians are programmed to be implemented after suicidal ideation or behaviors have been 

noted and focus on depression symptoms or the severity of suicidal ideation (Heise et al., 2016; 

Williams et al., 2009). Assessment tools that are used by counselors and health providers to 

address suicide in children vary greatly in developmental practicality (Cwik et al., 2020). Most 

commonly, suicide assessments used for young children have been adapted from measurements 

that were originally created for adults or adolescents; however, some validation studies have 

shown that the effectiveness of the questions was dependent on the cognitive abilities of the 

youth (Prakash et al., 2011). This section aims to give an overview of suicide assessment tools 

that are most commonly used for children between the ages of 5-11.  

The most current questionnaire validated to use with children under the age of 11 is the 

Ask Suicide-Screening Questionnaire (ASQ, Horowitz et al., 2012). ASQ contains four brief 

questions that can be used to screen for suicidality and is validated among children eight years 
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old and up (Horowitz et al., 2012). Unfortunately, literature investigating suicide in children has 

found that assessments created for elementary-aged children are outdated, normed for adult 

symptomology, and have low test-retest reliability when used for children (Larzelere et al., 

2004).  

The four other suicide questionnaires validated for children under the age of 11 fit into 

the category of being out of date or having an item number that is inappropriate for the 

developmental stage of children (Carter et al., 2019). For example, the Fairy tells test was 

developed 40 years ago (Orbach et al.,1984). Being the first of its kind, this assessment uses 4 

items to measure how intense a child’s attitude is towards life and death. The Child-Adolescent 

Suicidal Potential Scale was created to be used with children ages 5-12 (Pfeffer et al., 1986). 

This scale includes 146 items and 11 subscales with the aim of predicting suicidal behavior. 

Pfeffer and others (2000) created an updated scale, the Child-Adolescent Suicide Potential Index, 

that only had 30 items that could be used with individuals ages 6-17. The Child Suicide Risk 

Assessment was then created to analyze the predicted suicide risk of children ages 6-12 

(Larzelere et al., 2004). 

Four more suicide scales were not created for children, yet are commonly used and 

adapted when screening for suicidality. The Suicide Behavior Questionnaire- Revised (SBQ-R) 

has been validated for use with adolescents between the ages of 13 and 18 (Osman et al., 1999). 

The SBQ-R is brief and uses four questions to screen for the threat of suicide. The four items 

assess lifetime suicide association, the frequency of suicidal ideation, the threat of suicide, and 

the self-report of likelihood to attempt suicide in the future (Osman et al., 1999). The Patient 

Health Questionnaire Modified for Adolescents is validated for youth between the ages of 11 and 

18 (PQH-9 Modified, Kroenke, 2014). This assessment includes nine questions that clients rate 
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on a four-point Likert scale for how often they experience different factors. Questions focus on 

common depression symptoms, with one question about self-harm. Another measurement tool 

used to measure suicidality in children is the Columbia-Suicide Severity Rating Scale (C-SSRS). 

The Columbia can be modified to use with any age throughout the lifespan (Posner et al., 2011). 

The items on the C-SSRS focus on the presence of suicidality and the level of risk associated 

depending on the level of planning and frequency of suicidal thoughts. 

When looking at the applicability of suicide assessments used for children, it is important 

to look at which groups within the age demographic the assessments have been normed for. 

Carter and colleagues (2019) conducted an in-depth meta-analysis on the child suicide 

assessments in the literature. Researchers found that most assessments had been tested on 

inpatient psychiatric patients in the U.S. It was found that no cultural adaptations had been made 

to child suicide assessments. When comparing assessments, the C-SSRS was the only assessment 

that had been tested for reliability and validity that met the criteria of psychometric guidelines 

(Devon et al., 2007).  

In the United Kingdom, public health has not appointed any of the suicide measurement 

tools as consistent tools that accurately predict suicide risk (Horowitz et al., 2014). Despite 

having the limited presence of valid suicide assessments for children, child clinicians and 

organizations who serve this population have been left to their own devices to create and adapt 

adolescent and adult measurements to fit closely with the developmental needs of children. The 

proposed study intends to fill this gap by developing and validating a developmentally 

appropriate assessment for suicide risk in young children.  
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Determining and Validating an Instrument 

 This study follows Crocker and Algina’s (2008) steps for instrument development. The 

first step in test construction is to identify the different purposes of test score use. Knowing 

beforehand who the audience of the test will be will determine how the instrument is created. 

The second step is to identify behaviors that define the construct. In order to decide what 

behaviors will be a good measure of the construct, test developers should engage in systems such 

as content analysis, review research, gather observations, review critical incidents, seek expert 

judgements, and create objectives for instructions. The third step in test development is to 

prepare test specifications. For example, there needs to be a balance of constructs being 

measured on the test.  

 Item construction is the fourth step in test construction. The five steps to developing test 

items are as follows: (1) selecting an item format, (2) verifying the format is adequate for the 

participants, (3) training item writers, (4) writing items, and (5) monitoring the progress and 

quality of items. Next, developers should have the items reviewed followed by holding 

preliminary item tryouts. During this sixth step, the developer has the opportunity to revise 

items. The seventh step includes having a field test, like a pilot study, to examine how the items 

perform on a large-scale sample that is only a sample of your final intended population. Next, 

developers should examine statistical properties of the test and decide what needs to be removed 

to meet criteria. Step nine involves designing and conducting reliability and validity studies to 

prepare for the final assessment. Lastly, the tenth step is to develop final guidelines for 

administration, analysis, and interpretation of scores (Crocker & Algina, 2008). This study split 

Crocker and Algina’s (2008) steps for test construction into four different phases aligned with 
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Kearney’s (2016) steps for validation of new instruments. Each step is explained in further detail 

in Chapter 3.  

Population of Interest 

The population that this study sought to impact and explore are mental health clinicians 

who provide therapy to children between the ages of 5-11 who are at risk for developing suicidal 

ideation or attempting. To ensure a sample that is representative of the population, recruitment 

intentionally included clinicians who serve culturally diverse children. In this study, diversity 

factors are race, region of the U.S, ethnicity, sex, gender, sexuality, socioeconomic status, and 

religion.  The participants of the study were a sample of the population of interest.  

The clinicians sampled were the individuals who are most likely to encounter the mental 

health concerns of young children. Because of their roles addressing child mental health, they are 

most often the individuals assessing for suicide. Due to the lack of training clinicians have in 

assessing for childhood suicide, as seen in current research, they closely resembled the true 

population meant to use this assessment. Participants in this study will include mental health 

clinicians who worked with children who have presented with suicidality and are aged 5-11. 

Clinicians included licensed clinical mental health counselors, licensed clinical mental health 

counselor associates, school counselors, licensed clinical social workers, psychologists, and 

licensed marriage and family therapists. The clinicians held an active associate or full-level 

license from their state's accreditation board. To be included in this study, participants must have 

seen at least one child with suicidal ideation and/or behaviors for at least five sessions during the 

past year.  
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Significance of the Study 

 There is a current gap in the assessment tools available to identify suicide risk in young 

children (Carter et al., 2019; Shirley, 2020). The variables included in this study were 

specifically used to analyze the reliability of the assessment and to confirm a new tool for 

identifying suicidal ideation in children. While there are tools that clinicians and counselors use 

to assess suicide risk in children (Horowitz et al., 2012; Kroenke, 2014; Orbach et al., 1984; 

Osman et al., 1999; Pfeffer et al., 1986; Pfeffer et al., 2000), the tool resulting from this study is 

the first tool created specifically about childhood suicide that can also be used for prevention. 

While there is research on suicide risk factors for children, there were no models in current use 

that were not originally created for adults (Ayer et al., 2020). Child mental health practitioners 

and school counselors benefit from the outcome of my study by having a developmentally 

appropriate instrument to help identify suicide risk early in young children’s behavior. Children 

and adolescents will benefit from the outcome of this study as more clinicians will be able to 

identify suicide risk early on and start prevention efforts early. This study will have systemic 

impacts as well. This tool can be used by counselor educators to increase developmentally 

appropriate training on how to work with childhood suicidality. The outcome of this study could 

give room for advocating for CACREP to include more specific standards on involving child 

specific suicide work. Lastly, this study can be used to advocate for policy changes and the 

harmful effects of policies that target children in the school system.  

Purpose 

The purpose of this study was to validate an instrument measuring identifiable suicide 

risk factors in children ages 5-11. The CSRI-S is an instrument being developed to expand the 

psychometric properties of SAD CHILD, an acronym to help mental health clinicians identify 
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children at risk for suicide. SAD CHILD represents: (S) separation from caregiver, (a) attempts, 

(d) death preoccupation, (c) childhood adversity, (h) history of familial dysfunction, (i) 

impulsivity, (l) lack of social skills, and (d) depression symptoms. A CFA was then used to test 

the fit of the 42 observed factors on the CSRI-S and establish validity and reliability. 

Research Questions 

 Three primary research questions guided this study. They were: 

1. RQ 1:  What is the factor structure of the CSRI-S? 

a. What are the underlying factors of the CSRI-S? 

b. Does the data provide a good fit for the proposed factor structure of the CSRI-S? 

2. RQ 2: What is the initial evidence for reliability of the CSRI-S? 

a. Do the CSRI-S scores demonstrate internal consistency reliability? 

3. RQ 3: What is the initial evidence for validity of the CSRI-S? 

a. Do the scores for CSRI-S demonstrate adequate convergent validity? 

Assumptions 

 The researcher acknowledged multiple assumptions for the current study. The first 

assumption was that child suicide risk can be measured using standardized procedures of 

psychological instrument development. Next, the researcher assumed that the items on the CSRI-

S were created in a way that appropriately operationalizes the construct. Some assumptions must 

also be made about how participants will participate. First, participants were honest about the 

criteria. The researcher also assumes that participants would understand the survey instrument 

and respond honestly. Lastly, it was assumed that participants had some conceptualization of 

suicide risk factors in children. 
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Delimitations 

Delimitations are defined as, “self-imposed restrictions to your study compared to 

limitations which have inherent restrictions to your methodology” (Miles & Scott, 2017). The 

researcher could control that participants who are licensed clinical mental health counselors, 

professional school counselors, psychologists, licensed clinical social workers, and licensed 

marriage and family therapists would be included in the study. Participants would have seen at 

least one child with suicidal ideation for more than five sessions in the past year. Lastly, the 

researcher could control that participants completed the survey using an online format. 

Limitations 

Limitations are defined as “constraints to your study based on your research 

methodology” (Miles, 2017). There are five proposed limitations for the study. First, participants 

could have been affected by social desirability. Second, the survey was only provided in English. 

Last, each license may have had different levels of training and/or theoretical orientations in 

suicide. Fourth, due to the nature of some school counselors’ jobs, it is possible that school 

counselor policy prohibiting counselors from working continuously with children may have 

excluded individuals with a depth of information from participating in the study. Fifth, the 

sampling method used has a limitation. Convenience sampling was used, which inhibits 

systematic sampling, therefore limiting the possibility for the sample to be fully representative of 

the target population.  

Threats to Internal and External Validity 

Sampling bias is a common threat to external validity when using survey research 

(Khorshan & Crawford, 2014). Research has found that survey participants’ preference for a 

specific format is correlated with socio-political demographics (Chen et al., 2022). Because of 
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this, I was intentional in recruitment strategies so that the survey was more likely to be 

completed by a diverse sample. Convergent validity was calculated to check for threats to 

external validity. To test for external validity, other suicide assessments given to children were 

sent out to participants with the CSRI-S (Kearney, 2016). Internal validity examines whether the 

condition present at the time of taking the assessment changes results (Gay et al., 2006).  

Operational Definitions 

 Children are identified as minors between the ages of 5-11 years old at the time of 

therapy. 

 Clinicians are defined as any professional school counselor, licensed clinical mental 

health therapist, licensed clinical social worker, licensed marriage and family therapist, and 

psychologist who provide mental health therapy to children who have experienced suicidality. 

 CSRI-S Scores The items on the CSRI-S were measured on a 5-point Likert scale. Each 

factor in the scale was defined and measured by the sum score on the 5-point Likert scale item 

results. The total score was calculated by the sum of the weighted subscale scores. 

Suicidality is defined as any thoughts or behaviors that have the focus of killing oneself. 

For example, suicidality is the umbrella term for which suicidal behavior, suicidal ideation, and 

suicide attempts fall beneath.  

Separation from a caregiver is defined as living with only one or none of the biological 

parents. Scales were disaggregated by removal by CPS, divorce, incarceration, or death (Sheftall, 

2016; Shirley, 2020).  Participants responded to the 6 items on this subscale using the 5-point 

Likert scale. Scores include total sum weighted scores.  

Prior Attempts are defined as a prior suicide attempt completed by the child or parent 
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(Shirley, 2020; Luby, 2018).  Participants responded to the 3 items on this subscale using the 5-

point Likert scale. Scores include total sum weighted scores 

Death Preoccupation can be defined as children excessively talking about the death of 

others, what happens after death, their death, as well as playing out death themes (Luby, 2018; 

Sheftall, 2016; Shirley, 2020). Participants responded to the 5 items on this subscale using the 5-

point Likert scale. Scores include total sum weighted scores.  

Childhood Adversity can be defined as abuse, violent life events, bullying, racism, 

And holding a minoritized identity (Angelakis et al., 2020; Douglas et al., 2021; Luby, 2018; 

Sheftall, 2016; Shirley, 2020).  Participants responded to the 7 items on this subscale using the 5-

point Likert scale. Scores include total sum weighted scores.  

History of Family Dysfunction is defined as divorce, domestic violence, maternal 

mental health, and interfamilial conflict (Wagner, 2009; Whalen, 2015).  Participants responded 

to the 7 items on this subscale using the 5-point Likert scale. Scores include total sum weighted 

scores.  

Impulsivity is defined as having above-average levels of fun seeking behavior, impulsive 

decision making, and aspects of ADHD (Carver & White, 1994; Luby, 2019; Sheftall, 2016).  

Participants responded to the 5 items on this subscale using the 5-point Likert scale. Scores 

include total sum weighted scores.  

Lack of Social Skills is defined as the lack of healthy and meaningful relationships with 

family members and friends (Sheftall et al., 2016; Shirley, 2020).  Participants responded to the 6 

items on this subscale using the 5-point Likert scale. Scores include total sum weighted scores.  

Depression can be defined as specific symptoms like sadness, irritability, and 
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neurovegetative states of depression if present (APA, 2013; Luby, 2019; Shirley, 2020; Wagner, 

2009).  Participants responded to the 6 items on this subscale using the 5-point Likert scale. 

Scores include total sum weighted scores.  

Summary 

Chapter 1 covered current trends and statistics for suicide in children ages 5-11, which 

show that suicide rates are increasing. The trends speak to the significance of the problem and 

how that relates to the study at hand. An introduction to the current study is provided that 

summarizes the Ecological Theory of Development and a theoretical framework for 

Vulnerability and Autonomy, a universalist perspective. These theoretical frameworks were used 

to guide the study. Target participants were licensed professional and clinical mental health 

counselors (LCMHC, LMHCA, LPC), licensed/certified school counselors (LPSC), licensed 

clinical social workers (LCSW), licensed marriage and family therapists (LMFT), and 

psychologists, who work with young children at risk of suicide. The variables of the study were 

introduced, including the items of the CSRI-S and the proposed factor structure. The researcher 

stated multiple ways the outcome of the study would have a significant impact on clinicians, 

children, and the counselor education system. The researcher also states the research questions 

along with any assumptions, limitations, delimitations, threats, and operational definitions used 

in the study. 

Organization 

 Chapter one of this dissertation consists of an introduction to the conceptual and 

empirical literature of suicide risk factors among children ages 5-11, instrument development, 

the need for the study, purpose of the study, assumptions, delimitations, limitations, and 

operational definitions. Chapter two of this dissertation consists of the interpersonal theory of 
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suicide in youth, current suicide assessments for children, and instrument development to 

demonstrate the need for the CSRI-S. Chapter three describes the method of developing and 

validating an instrument using confirmatory factor analysis. Chapter four reports the results of 

the data analysis and answers the three research questions. Chapter five describes the way the 

results support prior literature, scoring and interpretation of the CSRI-S, implications of the 

results, limitations, and future ideas for research.  

CHAPTER II: REVIEW OF LITERATURE 

The purpose of this study was to validate an instrument for measuring identifiable risk 

factors for suicide in young children ages 5-11. Chapter two will review empirical and 

conceptual literature on suicide in children younger than 12 and assessment of suicide in young 

children. This chapter will also cover two theoretical frameworks that lay the foundation for this 

work: a universality framework for vulnerability and autonomy (Geisinger, 2015) and the 

Ecological Theory of Child Development (Bronfenbrenner, 1979). Lastly, this chapter will 

review the process of instrument development as it pertains to factor analysis.  

Theoretical Framework 

 This study was guided by two theoretical frameworks, a Universalist Framework for 

Vulnerability and Autonomy of Human Development (Geisinger, 2015) and the Ecological 

Theory of Child Development (Bronfenbrenner, 1979). These theoretical frameworks give 

meaning to how interpersonal interactions, systems and experiences affect child development.  

Vulnerability and Autonomy of Human Development 

Vulnerability can be defined as the ability for harm to be had based on limited levels of 

power. Geisinger (2015) stated that basic vulnerability defines childhood because their position 
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in the world enables others to violate and disrupt their interests and needs. The need for special 

relationships and inter-relational experiences in early life leave children open to a special 

vulnerability that older adolescents and adults do not experience. In addition to experiencing 

special basic vulnerability, children naturally strive for autonomy. Children’s developmentally 

appropriate capability for rationality, self-control, and independent attitudes limits their level of 

autonomy. The combination of special basic vulnerability and autonomy hinders young 

children’s ability to nurture themselves physically and mentally (Geisinger, 2015).  

This theory informed the current study by providing a framework for how the presence of 

vulnerability and autonomy impacts childhood experiences and the potential for some factors to 

increase risk for suicide while others do not. This framework claims that relationships build 

young children’s identity (Geisinger, 2015). The nature of vulnerability among special 

relationships explains why relational love needs to be reciprocated so the child can begin to love 

themselves (Geisinger, 2015). Research has found that social issues with friends and family that 

can largely be attributed to a lack of social skills, are main risk factors for the development of 

suicidal ideation in young children (Sheftall et al., 2016; Shirley, 2020). Mackenzie and others 

(2014) explained that pathogenic vulnerability arises from dysfunctional relationships. Children 

experience pathogenic vulnerability, which can connect a child's inability to regulate emotion 

and social skills to their inability to think critically and separate themselves from the dysfunction 

happening in their lives (Mackenzie et al., 2014). This concept gives a rationale for why family 

dysfunction, childhood adverse events, and separation from caregivers can lead to distress such 

as suicidal ideation (Luby et al., 2019; Shirley, 2020; Wagner, 2009). The inability for young 

children to separate themselves from dysfunction while having limited rational thinking, self-

control, and independence decreases their ability to adapt and solve their mental distress 
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(Geisinger, 2015). The inability of children to fully care for their bodies and well-being, mixed 

with their limited self-control, raises arguments for increased capability for bodily self-harm.  

Bioecological Theory of Child Development 

 Bronfenbrenner introduced his theory of ecological development in 1979 and focused on 

the microsystem, mesosystem, exosystem, and macrosystem. This theoretical framework 

informed the current study by supporting evidence of how different systemic levels of a person's 

life affect the child and their capability for adaptation, existence, and to live a creative and 

meaningful life (Goldstein, 1973). Research has shown that suicide is not only caused my mental 

disorders, but is strongly impacted by a blend of social, psychological, ecological, social, and 

biological factors (Wang et al., 2020). This theory claims that most of the problems young 

children will face are consequences of the environment that surrounds them. In connection with 

pathogenic vulnerability and dysfunction (Mackenzie et al., 2014), the ecological theory explains 

that dysfunction occurs between systems such as oppression and discrimination (Hartman & 

Laird, 1983). Research shows that children who are impulsive and have subtype depression 

symptoms are more likely to be suicidal (Luby et al., 2019; Shirley, 2020). The ecological theory 

of childhood development informs how the development of the patriarchy has changed the 

natural order of nurturance and social support needed by children (Hukku, 2004). This has left 

children without vital support systems and without providing new skills and systems that 

promote wellness.  

  Bronfenbrenner originally created his theory as a response to the limitations of prior 

theories of human development. Another limitation that the ecological theory was trying to 

address was the way psychological experiments had been created. At that point in time, most of 

the studies on human development and the psychology of children were conducted in strange 
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situations that were unfamiliar to the child. Bronfenbrenner (1977) argues that observing 

children in manipulated situations is not the most efficient way to learn their true nature. 

Bronfenbrenner (1977) defines the ecology of human development as the relationship between a 

growing human and the changes in the environment they exist in, with acknowledgement to both 

big and small social factors. The ecological environment is defined as “a nested arrangement of 

structures, each contained within the next” (Bronfenbrenner, 1977, p. 514). 

   

 The structures included in this theory are the microsystem, mesosystem, exosystem, and 

macrosystem (Bronfenbrenner, 1977). The microsystem constitutes the person and the immediate 

environment such as their home, school, and work. The mesosystem consists of the interrelations 

between the people and settings in a person’s life. Bronfenbrenner gives the example of a child’s 

family, school, and friends interacting (1977). The exosystem is an extension of the mesosystem. 

It consists of larger social structures that contain factors within the mesosystem but not the 

individual. Typically, these structures would be the “major institutions of society” 

(Bronfenbrenner, 1977, p. 515). The macrosystem does not consist of the individual structures 

that contain the individual and their immediate environments. Instead, the macrosystem consists 

of blueprints for the patterns of how the environments are set up. Examples of this include 

culture, subculture, explicit laws and rules, and implicit ideologies (Bronfenbrenner, 1977). 

 During Bronfenbrenner’s initial development of his ecological theory, he studied the 

difference between American children and children from the Union of Soviet Socialist Republics 

(U.S.S.R.). His inference of the matter was that children in the U.S.S.R. displayed “good 

behavior” and were motivated to grow and learn. This was in relation to an increased harmony 

between family and the values of society that aided children in entering society (Bronfenbrenner, 
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1970). Bronfenbrenner (1970) observed that the U.S gave less priority to the family and its 

ability to act as a socializing agent for children and has forced other structures to be responsible 

for the development of children. After World War II and the industrialization of the country, 

parents in the U.S have had to spend much of their time working and in turn, having children 

raised by children, rather than learning through observing and interacting with responsible adults 

(Bronfenbrenner, 1970).  

 Bronfenbrenner and his colleague, Celci (1993), expanded the theory to emphasize the 

process of the person and their interactions between structures, the characteristics of the person, 

environmental context, and time periods. It is through an individual's processes that their genetic 

predispositions can manifest. This aligns with current research moving away from a strictly 

pathological origin of suicide and towards the understanding that context is a major factor 

(Abrutyn & Mueller, 2019; Marsh, 2020; White, 2017). The theoretical basis for the impact of 

bioecology on suicide is supported by various studies demonstrating that interactions between 

the individual and multiple structures can increase suicide risk (Silke et al., 2023; Wofford et al., 

2019). Silke et al. (2023) found that there was greater suicide risk among individuals who had 

negative interactions between multiple people, places, and systems.  

The first study that connected the bioecological theory to suicide referred to it as the 

impacts of the immediate environment on the person (Moksony, 1990). Ecological views on 

suicide prioritize risk and protective factors in the different systems of Bronfenbrenner’s (1979) 

model (Musyimi et al., 2020). Examples of using the bioecological theory for suicide include 

experiences such as family problems, peer conflict, social media, cultural parenting values, and 

family history of suicide (Ayyash-Abdo, 2002; Lee et al., 2010). In 2014, the World Health 

Organization even adopted the social-ecological model to conceptualize and identify suicidality 
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on four different levels (World Health Organization, 2014). This theory grounds the current 

study because of its ability to help define behavioral, situational, syndromic, and developmental 

risk factors for suicide.         

Summary of the Literature 

Childhood Mental Illness 

 Childhood mental illness is not something that appears to be congenital (CDC). Results 

from the National Survey on Children’s Health (Child and Adolescent Health Measurement 

Initiative, 2021-2022) showed that approximately 79% of children under the age of five are 

flourishing. Flourishing is measured by four behavior traits: (1) affectionate and caring with 

parents or caregivers, (2) able to bounce back when things are hard, (3) interested in learning, 

and (4) are usually smiling and laughing (Child and Adolescent Health Measurement Initiative, 

2021-2022). Of these four traits, the ability to bounce back when things don’t go your way is 

applied lowest, with only 83% of children being capable of this regulatory skill. By the time 

children turn six, their likelihood of flourishing decreases. The same survey found that between 

the ages of 6-17, only 61% of children were flourishing. Similar to their younger counterparts, 

children in this age group have the hardest time remaining calm when they are faced with a 

challenge (Child and Adolescent Health Measurement Initiative, 2021-2022).  

 While mental health concerns can start at any age, research has been consistent in 

displaying the increase of mental illness from childhood to early adulthood (Child and 

Adolescent Health Measurement Initiative, 2021-2022; SAMHSA, 2023). In one year, survey 

results showed that 13% of children between the ages of 3 and 17 had a diagnosed mental illness 

(Health Resources and Services Administration, 2020). Of those children, 37% had two or more 

co-occurring mental health diagnoses. One survey found that of children ages 3-5, 2.2% were 
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diagnosed with anxiety, 0.1% diagnosed with depression, and 4.65% were diagnosed with 

behavior disorders. Within children ages 6-11, 8% were diagnosed with anxiety, 1.89% with 

depression, and 8.4% were diagnosed with a behavioral disorder (Child and Adolescent Health 

Measurement Initiative, 2021-2022).  

 Childhood mental illness can be classified in various ways. Most commonly, mental 

illness is measured by the ability of symptoms to meet criteria for a psychiatric diagnosis from 

the Diagnostic and Statistical Manual of the American Psychiatric Association (DSM; APA, 

2013). The DSM includes an entire section focused on mental disorders present and diagnosed 

between infancy and early adolescence (Kaufman, 2018). The section is then categorized by 

different types of disorders. For example, Anxiety disorders, Attention Deficit and Disruptive 

Disorders, Learning and Developmental Disorders. Very specific diagnoses and their diagnostic 

criteria are then included within each section that they belong within. This is a very structured 

way of labeling mental illness within children that follows the medical model. However, another 

way to label mental illness is through a categorical system identified through empirical studies 

(Kaufman, 2018). Factor analytical studies have found that child behaviors often fall into one of 

the two categories: externalizing or internalizing (Franken et al., 2017).  

 Externalizing and internalizing behaviors can also be thought of as acting in or acting out 

Hansen & Jordan, 2020; Kauten & Barry, 2020). Factors such as childhood stress, attachment to 

caregivers, and relationships affect a young person’s mental health and the development of 

pathological internalizing and externalizing behaviors (Ainsworth, 1969; Coyle et al., de Vries et 

al., 2016; 2017; Jewett, 1997). Internalizing behaviors are experienced by the child inwardly and 

are often not recognized or noticed by outside individuals (Brumariu & Kerns, 2010). Brumariu 

and Kerns (2010) state that some examples of the behaviors may be things like isolation, 
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loneliness, and low self-esteem. Suicidal ideation is also a childhood condition that can occur as 

an internalizing behavior (Brumariu & Kerns, 2010). The burden felt by carrying the weight of 

internalized mental illness symptoms without social support can increase risks like self-harm 

(CDC, 2018; Ogundele, 2018). Children who are diagnosed with anxiety and depression are 

more likely to have a high rate of internalized behaviors (APA, 2013; Burlaka et al., 2017). 

 Externalizing behaviors are actions completed by the child that are outwardly observable 

(Franken et al., 2017). Some examples of externalizing behaviors include irritability, 

aggressiveness, and impulsivity (Franken et al., 2017). Children who experience a high level of 

externalizing behaviors are more likely to be diagnosed with behavioral disorders such as 

oppositional defiant disorder, conduct disorder, and attention-deficit and hyper-arousal (ADHD) 

disorder (APA, 2013; Ogundele, 2018). While externalizing behaviors have the potential to be 

detrimental to both the child and others they interact with, there are consequences that the child 

faces for these symptoms. Often children who display more negative externalizing behaviors can 

disrupt relationships with family and friends, decrease self-esteem, and inhibit healthy 

development of emotional regulation (CDC, 2018; Ogundele, 2018). Externalizing behaviors, 

when paired with pathological disorders, are linked to childhood adversity and suicidality 

(Brezo et al., 2008; Oquendo et al., 2004; Wanner et al., 2012; Whalen et al., 2015).  

Suicide 

The National Institute of Mental Health defines suicide as “death caused by self-directed 

injurious behavior with intent to die as a result of the behavior” (2024, para. 1). Furthermore, a 

suicide attempt is defined as “a non-fatal, self-directed, potentially injurious behavior with intent 

to die as a result of the behavior. A suicide attempt might not result in injury” (NIMH, 2024, 

para. 1). Lastly, suicidal ideation can be defined as “thinking about, considering, or planning 
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suicide” (NIMH, 2024, para. 1). Suicides have been recorded as occurring to individuals of all 

backgrounds throughout the lifespan as young as age three (Luby, 2019; Whalen et al., 2015).  

Suicide is a global phenomenon (World Health Organization, 2024). As of January 2024, 

9.2 out of 100,000 deaths in the world are estimated as suicides (World Health Organization, 

2024). Statistical analyses have demonstrated that for every 1 completed death by suicide, there 

are more than 20 attempts made. A completed death by suicide occurs once every 40 seconds 

and affects individuals in all stages of the lifespan (World Health Organization, 2021). While 

suicide most often affects middle to low-income countries at a higher rate, the U.S ranks number 

23 for countries with the highest suicide rate at 16.1/100,000 (World Health Organization, 2024). 

Among all wealthy countries such as the United Kingdom and Canada, the U.S has the highest 

suicide rate (Tikkanen & Abrams, 2020).  

In 2001, the first Call to Action to Prevent Suicide was put forth by Surgeon General Dr. 

David Satcher. This was the first time suicide was recognized suicide as a major public health 

concern (U.S Department of Health and Human Services, 2024). The National Strategy to 

Prevent Suicide was released in 2001 by Dr. David Satcher and updated in 2012 by Surgeon 

General Dr. Regina Benjamin and the National Alliance for Suicide Prevention (U.S Department 

of Health and Human Services, 2024). In 2021, Surgeon General Dr. Jerome Adams put out a 

new Call to Action urging the implementation of the 2012 objectives. In 2024, the Surgeon 

General released a new National Strategy for Suicide Prevention in response to the continued 

increase in deaths by suicide. Between 2012 and 2022, suicide rates increased approximately 

12.7% annually (U.S Department of Health and Human Services, 2024). Disparities also 

persisted such as drastic increases in rates among ethnic and racial minorities (U.S Department 

of Health and Human Services, 2024).  
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 A main disparity among suicide rates is age. Suicide is the second leading cause of death 

for youth ages 10-14, the third leading cause of death for those ages 15-24, the fifth cause of 

death of adults ages 35-44 (Center for Disease Control, 2024), and the eight leading cause of 

death for children ages 5-11 (Ruch et al., 2021). Studies have found that early childhood and 

preschool age suicidality is correlated with a continuation and increase of suicidality throughout 

adolescence and early adulthood (Whalen et al., 2015). Presenting with pre-school-aged 

suicidality increased the likelihood that children would present with suicidal ideation and/or 

behaviors while in the K-12 school system, regardless of any diagnoses held at the time of the 

study (Whalen et al., 2015). While studies have found that suicidal symptoms in childhood and 

adolescence are positively correlated with suicide continuing in adulthood, the presence of 

specific psychopathology and interventions can be mediating factors (Pickles et al., 2010).  

Suicide in Young Children  

Suicide in children under the age of 12 has historically been bypassed in counseling and 

medical research. In more recent years, more studies have been published in peer-reviewed 

journals showing risk factors clinicians have reported with their suicidal child clients in both 

quantitative and qualitative studies. Most likely this is in result of the drastic increase in child 

and adolescent deaths by suicide (CDC, 2020). By 2018, national statistics displayed that deaths 

caused by suicide in children and adolescents had increased from 1 out of every 66 deaths to 1 

out of every 5 deaths (CDC, 2018). For clinicians to appropriately address this rise in suicidal 

ideation, they ought to be aware of accurate and culturally aware risk factors for suicidality in 

young children (Mitchell et al., 2020). This section aims to explain the most common risk factors 

experienced at a higher frequency demonstrated by findings in current and seminal research 
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projects. The risk factors explored here were sorted to develop the items on the CSRI-S. Table 3 

displays the initially proposed items. 

Prevalence of Suicide in Children 

 Prevalence rates for suicide in young children vary. One explanation for this is the 

difference between samples used by individual organizations conducting statistical analyses. 

Another explanation for unclear rates is the methods to which the investigators of the death take. 

Medicolegal death investigation (MDI) systems are responsible for investigating the cause and 

function of any accidental, sudden, unexplained, or injury-related deaths (Colpe et al., 2024). 

Typically, the investigators use a mixed methods approach, taking details from the scene of the 

death, prior medical records, and personal interviews to conclude the cause of death. While 

research shows that children can complete death by suicide prior to the age of 10, some MDI 

systems have a cutoff age of 10 (Colpe et al., 2024) as office policy. Proposed reasoning for this 

includes the need to expedite the investigation process and the investigator’s own bias and lack 

of training (Colpe et al., 2024). National databases for statistics may also have a cut-off age for 

reporting suicides. For example, the Centers for Disease Control Suicide Data and Statistics does 

not begin reporting suicide rates until age 10 (CDC, 2024). Additionally, almost all of the 

information present on childhood suicide is collected after death. Even those close in relationship 

to the child offer up evidence for the cause of death, research has shown great differences 

between child and parent reports when assessing child suicidal ideation (Jones et al, 2019). In the 

past, there had been an ongoing theory among professionals in this field that many suicidal 

deaths are classified as accidental (Greene, 1994; Mishara, 1999). The misclassification of 

suicidal deaths in children for various reasons more than likely decreases the correct 

epidemiological reports (Colpe et al., 2024). 
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Many different prevalence-based studies have found that suicide in children between the 

ages of 5-11 has increased over the past decade. In 2018, suicide was the eighth leading cause of 

death in children between the ages of 5 and 11 (CDC, 2018). Research has found that between 

2007 and 2015, 43% of all hospitalizations for suicide in minors were for children under the age 

of 11 (Burstein et al., 2019). Additional analyses found that childhood suicide increased on 

average by 14.7% a year between 2012 and 2017 (Mishara & Stijelja, 2020). A study looking at 

suicide trends in preteens aged 8-12 found that rates had decreased between 2001 and 2007 and 

have been significantly increasing on average 8.2% a year from 2008 and 2022 (Ruch et al., 

2024).  

Prevalence of suicidality also differs based on child demographics such as race, sexuality, 

gender, and age (CDC, 2020). The highest increase in childhood suicidal deaths is among girls, a 

trend that follows through adolescence (CDC, 2020; Ruch et al., 2024). Among races, multiple 

studies have demonstrated that children who identify as Asian, Black, Latine, and Pacific 

Islander are more likely than their white counterparts to experience suicidality (Bridge et al., 

2018; Rachmand et al., 2021; Sheftal, 2016). Indigenous and Native-American youth continue to 

have the largest prevalence of suicide deaths (CDC, 2020). Children who identify as members of 

the Lesbian, Gay, Bisexual, Transgender, Queer or Questioning, and Two-Spirit, plus other 

sexual orientations and gender identities (LGBTQ2S+) community are almost three times as 

likely to complete suicide than their non-queer counterparts (Hatchel et al., 2021; Lardier et al., 

2020).  

Risk Factors for Suicide in Children 

 Few empirical studies have been conducted that seek to identify and understand risk 

factors associated with childhood suicidality. However, a review of the literature has identified 
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that many of the same symptoms and life experiences are found in multiple studies, regardless of 

the sample (Luby, 2016; Shirley, 2020; Sheftal et al., 2021; Whalen, 2009). Suicide risk factors 

in children are defined as experiences or pathology that increase the likelihood for them to die by 

suicide (Heis et al., 2016).  

Separation from Caregiver 

 Research continually shows that children who experience suicidal ideation or suicidal 

behavior are more likely to experience some form of separation from a primary caregiver in their 

early life (Luby et al., 2019; Shirley, 2020; Timmons et al., 2011). When looking at case reports 

of 136 children who died by suicide, Ruch et al. (2021) found that one of the common traumatic 

experiences had by participants was the removal from one or more biological parents within 

early years of life. This could be caused by death, removal due to safety concerns, incarceration, 

or parental abandonment.  

Shirley (2020) completed a qualitative grounded theory study looking at the treatment 

charts of 22 children of suicidal children under the age of 10, and completed interviews with 12 

treatment providers to increase clarity of what suicidality looks like for young children. In the 

study, Shirley (2020) found that participants reported seeing suicidal ideation more frequently in 

children who had been separated from a primary caregiver. Treatment charts showed that 77% of 

participants had experienced separation in some form from one or both parents. Per treatment 

charts and clinician report, separation could be due to removal by social services, death, 

incarceration, or divorce.  

Attempts 

 Prior suicide attempts have historically been known as a risk factor for future suicide 

attempts (Czyz & King, 2015; Horowitz et al., 2015; Liu et al., 2023; Shirley, 2020). To that end, 
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when the National Violent Death Reporting System conducts its yearly rates and investigates 

probable suicides, it considers whether a prior suicide attempt has been made (Liu et al., 2023). 

A recent qualitative study by JAMA Network (Ruch et al., 2021) looked at the suicides of 136 

children ages 5-11. Authors then analyzed the narratives of law enforcement and autopsy results. 

Among the children in the study, 23.7% had a known suicide attempt (Ruch et t al., 2021). While 

only 11% of participants in this study had a family history of suicide attempts, other studies have 

shown that children who have had a parent attempt suicide are 6 times more likely to attempt 

suicide (Brent et al., 2002). Research shows that parental history of suicide attempts are among 

the risk factors for childhood suicidality (Dervic et al., 2008). Shirley (2020) interviewed 12 

experienced treatment providers about providing services to suicidal children and found that 

83.3% of them had experienced suicide attempts from children under 10. Analysis of the 

treatment charts of suicidal children showed that some methods of attempts included stabbing, 

biting, strangulation, head banging, and getting oneself hit by a car (Shirley, 2020). 

Death Preoccupation 

 Children who have died by suicide or experience suicidality demonstrate death 

preoccupation in multiple ways. When going over clinical files of children between 5-11 who 

had died by suicide, Sheftal and others (2016) found that about a third of the children in their 

study had disclosed their intent to kill themselves. Additionally, in their content analysis of 136 

child suicide reports, Ruch and others (2021) found that approximately 25% of the cases 

identified a verbalization of suicidal ideation. Some examples of narratives were that the child 

had made multiple threats about wanting to kill themselves, that they would be “better off dead”, 

or commonly told friends that they were going to kill themselves (Ruch et al., 2021). A small 
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percentage (11%) of participants were witnessed making a death statement on the day of their 

suicide.  

Death play is another common risk factor observed in children experiencing suicidality. 

Luby et al. (2019) found that children who displayed suicidal ideation and suicidal behavior were 

more likely to demonstrate death themes in their play than those with no suicidal ideation/ 

behavior or with non-suicidal self-injury. They were also more likely to have recurrent thoughts 

of death (Luby et al., 2019). The results from Shirley’s (2020) grounded theory study of 

treatment charts and clinician interview results showed that 90.6% of children had verbalized SI. 

Additionally, Shirley (2020) found that all the clinicians who completed interviews had 

encountered suicidal verbalizations with their young child clients. The verbalizations made by 

children included statements such as “I want to die” and “I wish I wasn’t born” (Shirley, 2020). 

Some verbalizations dictated how they would kill themselves and varied from realistic plans, 

such as jumping off the banister to less feasible plans like using a cop’s gun to shoot themselves 

(Shirley, 2020).  

Childhood Adversity 

 In their qualitative study examining 136 case reports of child suicide deaths, Ruch et al. 

(2021) found that 40.6% of the children had experienced more than one traumatic event in their 

childhood. Abuse accounted for 27.1% of the reported traumas experienced. Another example of 

a trauma experienced by multiple participants was the death of a close family member or friend 

(Ruch et al., 2021). In their study of 226 preschool-aged children, Luby et al. (2019) found that 

children with SI/SB were more likely to have experienced violent life events than those without 

SI/SB.  
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 In their qualitative grounded theory study of 22 treatment charts of suicidal children and 

interviews with 12 clinicians, Shirley (2020) found that 72.3% of treatment charts reported 

abuse. All but one clinician also reported the presence of abuse among the children they treat 

with suicidality. Types of abuse were ranked by frequency with physical abuse being most 

common and emotional abuse being the least common. Other adverse experiences experienced 

by the child treatment charts included in Shirley’s (2020) study included bullying by peers, being 

classified for special education, repeat school suspensions, and low socioeconomic status.  

History of Familial Dysfunction 

 When analyzing the death reports of 136 children across 37 states who died by suicide, 

Ruch et al. (2021) found that 40% of children had one or more reported family-related problems. 

Some of the family problems listed in the National Violence Report Database include divorce, 

custody battles, parental substance use concerns, and history of familial mental health illnesses 

(Ruch et al., 2021). Further analyses showed that over half of the children with family issues 

were living in single-parent homes, blended families, or with non-biological parents (Ruch et al., 

2021).   

In their recent study, Sheftal and others (2016) discovered that children ages 7-10 who 

died by suicide were more likely to experience relationship problems with their parents than 

romantic partners. Shirley (2020) expanded on this by dictating specific types of dysfunctions 

that plague suicidal children. For example, out of 22 treatment charts, 42.86% of them reported 

domestic violence and 76.19% of them reported a family history of mental illness. Substance use 

disorder was included in 85.17% of charts and involvement with child protective services (CPS) 

was reported in 81.82% of treatment charts (Shirley, 2020). In their study of 3-7 7-year-old 
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preschoolers, Whalen et al. (2015) found that childhood suicidality was more common among 

children whose mothers had a variety of psychopathologies.   

Impulsivity 

Sheftall and others (2016) completed an analysis to see what factors were experienced by 

children and adolescents ages 7-14 who died by suicide. Results of this study demonstrated that 

children between the ages of 1 and 10 were more likely to be diagnosed with ADD and ADHD, 

specifically highlighting the presence of increased impulsivity. Their results suggested that 

children who were suicidal were more likely to respond to interpersonal challenges impulsively 

(Sheftal et al., 2016). 59.3% of children who died by suicide demonstrated specific symptoms of 

ADD and ADHD in comparison to the 26% of adolescents. In their comparison study of 

preschoolers with MDD symptoms, Luby et al. (2019) found that the children who exhibited 

SI/SB scored significantly higher on measures of impulsivity than children with non-suicidal 

self-injury or no suicidal ideation/behavior. Parents rated their children with suicidal 

ideation/behavior as having more fun-seeking behaviors in relation to impulsivity (Luby et al., 

2019). In their study of 3-7 year olds, Whalen et al. (2015) found that childhood suicidality was 

positively correlated with ADHD. 

Lack of Social Skills 

A common characteristic among children who experience suicidality or have died by 

suicide is problems with relationships (Shirley, 2020). Reports found that 60.3% of children who 

had died of suicide experienced relationship problems with friends or family (Sheftal et al., 

2016). Wagner also found that within family dysfunction, communication issues between 

siblings and parents were present in a large number of cases of suicidal children (2009). The 
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higher prevalence of social and behavioral disorders such as ADD and ADHD could play a part 

in children’s ability to handle interpersonal conflict (Sheftal et al., 2016).  

Lack of social skills can include inconsistent communication and interpersonal 

connection with parents. Deville et al. (2020) completed a study looking at 11,814 children ages 

9-10 who were identified by self or their parent for having experienced suicidality. Results 

showed that among children who reported themselves as having suicidal ideation, 77% of their 

caregivers reported they were not experiencing SI. Among children who made attempts, 88% of 

caregivers lacked concordance (Deville et al., 2020). Deville et al. (2020) additionally found that 

family conflict was associated with suicidal ideation but not as strongly associated with suicide 

attempts. However, low parental monitoring was associated with suicidal ideation and suicide 

attempts.  

Depression Symptoms 

One important distinction in suicide risk factors in children is the inability to meet criteria 

for a major depressive disorder (MDD) diagnosis (Sheftal et al, 2016; Whalen et al., 2015). One 

study tested children with suicidality against a depression instrument and found there was no 

convergent validity (Whalen et al., 2015). Depression only accounted for 33.4% of the 34.6% 

children who had a current mental health diagnosis at the time of death (Sheftal et al., 2016). In 

their study looking at suicidal ideation, suicidal behavior, and non-suicidal self-injury in children 

ages 3-7, Luby et al. (2019) found that children who experienced suicidal ideation and SB were 

more likely to experience an externalized depressed mood, insomnia or hypersomnia, and 

feelings of worthlessness. Barry Wagner’s book on suicide in children (2009) found that certain 

emotions could also be triggers for suicidal thoughts. Specifically, Wagner (2009) demonstrates 
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that when children experience strong emotions such as anger or sadness that they do not have the 

ability to regulate, this can trigger an acute episode of suicidal ideation. 

Responses to Suicide in Children 

Barriers to Addressing Childhood Suicide 

The lack of literature and empirical evidence backing child specific suicide trends and 

assessment may be positively related to barriers in broaching suicidality in children aged 5 to 11 

(Shirley, 2020). A decades long debate surrounding the risk of suicidal completion has centered 

around child development. Scholars continuously inquire about the true age at which children 

understand the permanency of death and the relationship to suicidal ideation (Davis, 2004; 

Dervic et al., 2006; McGlothlin, 2008; Mishara, 1999). However, some researchers state children 

as young as three can differentiate between death and living (Mishara, 1999; Siegel, 2008). Other 

researchers reported that children between the ages of three to five showed signs of suicidal 

ideation and suicidal behavior (Shirley, 2020; Skala et al., 2012). Additional barriers to 

professionals assessing suicide are the beliefs that talking about suicide causes suicidality, the 

professional is blinded by internalized social stigma, lack of training, lack of clarity, and need for 

collaboration.  

 A common myth among suicide literature is the belief that asking about suicide will 

increase the individual’s level of risk towards suicide completion. However, recent literature 

shows no statistically significant increase in suicidal ideation after asking about suicide (Dazzi et 

al., 2014). While the majority of studies were based on adolescents, these studies showed that 

assessing suicide directly was more likely to decrease distress and improve mental health over 

time (Dazzi et al., 2014; Gould et al., 2005; Mathias et al., 2012). Previous studies showed how a 

provider’s personal beliefs about suicide can act as a barrier to them addressing suicide with 
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clients (Bocquier et al., 2013). For example, negative emotions such as fear and anger clinicians 

feel towards clients and their problems are labeled under adverse countertransference (Cleaver, 

2014), and therapists are more likely to avoid a suicidal client due to discomfort with treatment 

(Yaseen et al., 2013).  

As previously mentioned, counselor training programs lack specific standards for general 

suicide training and do not mention any training specific to children (CACREP, 2024). There is a 

gross lack of clarity surrounding what is being reported as suicide (CDC, 2023; Colpe et al., 

2024). Historically, the top cause of death for young children is accidental deaths (CDC, 2020; 

Greene, 1994; Mishara, 1999. Researchers have speculated a portion of these deaths are caused 

by suicide (Greene, 1994; Mishara, 1999).  

Clinician Training in Childhood Suicide 

 There is a gap in more recent literature addressing the presence of suicide training both 

during and after graduate school. Additionally, many of the studies have been done with smaller 

samples with specific populations, leading to inconsistencies in the data. To help build an 

understanding of the lack of literature and the need for future research and training, older studies 

and references have been included in this section. A comprehensive review of suicide training 

offered in mental health professional training programs demonstrated that courses on suicide 

prevention and intervention were severely lacking (Schmitz et al., 2012).  

Decades of research have shown that barely half of psychologists received suicide 

intervention training in their graduate school programs (Dexter-Mazza & Freeman, 2003; 

Kleespies et al., 1993). A study completed in 2006 demonstrated that only 25% of social workers 

had received suicide training (Feldman & Freedenthal, 2006). The social workers who had 

received training also responded that the training they received was lacking. Counseling 
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programs, which arguably focus more on conducting therapy than other helping profession 

programs, had an even smaller percentage of suicide training (Rothes et al., 2014). Wozny (2005; 

2020) found that only 6% of accredited marriage and family therapy programs and 2% of 

accredited counseling programs provided courses on suicide. Barrio-Minton and Pease-Carter 

(2011) reported that 30% of school counselors had no suicide training, whether in a class format 

or a one-time lecture. A national study reported that 44% of school counselors felt unprepared to 

encounter suicide within their school (Solomonson & Killam, 2013). A more recent study 

reported that only half of school counselors felt that their suicide training was adequate (Gallo, 

2018). Only 59% of school counselors surveyed stated they would be able to identify students at 

risk for suicide. Schmitz et al. (2012) found that psychiatry is the only mental health specialty 

that includes questions about suicide on their licensure exam.  

One hypothesis stated by researchers to explain this oversight is that the absence of 

suicide in the DSM-V may be an influence on the lack of suicide training received by 

practitioners (American Psychiatric Association, 2013; Jahn et al., 2016). For example, there is 

no mental health specialty that requires continuing education hours on suicide or suicide 

interventions (Schmitz et al., 2012). Whether required or not, there is a low prevalence of 

practitioners who choose to seek out training on suicide post-school (Debski et al., 2007; Rothes 

et al., 2014).  

 Receiving training in child suicide is integral to increasing counselor confidence and the 

effectiveness of suicide intervention and prevention (Jahn et al., 2016; McNiel et al., 2008; 

Sockalingam et al., 2010). Jahn et al. (2016) completed a study looking at the relationship 

between suicide training, professional experience, and attitude towards working with suicidal 

clients. Results demonstrated that individuals who felt confident with their suicide training were 
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more comfortable and had greater skills for working with suicidal clients. Additionally, results 

showed that formal sufficient suicide training was critical to mental health professionals’ comfort 

with suicide. The evidence that there is a lack of training and preparation of counseling students' 

is concerning because the Council for Accreditation of Counseling and Related Educational 

Programs (CACREP) has standards that require both school counselors and mental health 

counselors to receive education on suicide assessment, suicide training, and suicide intervention 

(CACREP, 2015; 2024).  

 Formal suicide training for practitioners who work with children is severely lacking. 

Many states require that schools provide suicide training for their high school counselors or their 

students (American Foundation for Suicide Prevention, 2017). The training on suicide prevention 

received in high schools typically focuses on preventing suicide or getting adolescents the 

correct level of care (American Foundation for Suicide Prevention, 2017). However, counselor 

training for suicide prevention in children should focus on increasing mental wellness such as 

emotion-regulation so that they have increased resilience towards suicide risk factors (Wyman, 

2014). An integral part of suicide training and feeling confident to intervene is learning the 

appropriate risk factors (Rodgers, 2010). Post-graduate school suicide trainings are often 

gatekeeper trainings (Livingworks, 2010). The basis of gatekeeper training is to provide training 

to a mass of people who can provide help. In terms of suicide, a gatekeeper is anyone who has 

been trained to identify and intervene with someone who is suicidal (Burnette et al., 2015). 

While gatekeeper trainings are usually available to people within and outside the mental health 

profession, it is not unusual for mental health providers to make up a majority of individuals 

seeking out training (SAMHSA, 2023).   
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 The most popular and supported gatekeeper training is the Applied Suicide Intervention 

Skills Training (ASIST) (Lang et al., 2013). The purpose of ASIST is for adults to feel confident 

intervening with a suicidal person. The workshop consists of two 7-hour days of training for 

anyone in caretaking roles, including mental health providers (SAMHSA, 2023). This training is 

empirically supported to prevent suicide in the general population (Gould et al., 2013; Rodgers, 

2010). Shannonhouse et al. (2017) found that while ASIST training was not as beneficial for 

school counselors as it was for non-mental health professionals, it still showed effectiveness 

when working in K-12 school settings. School counselors had an increased comfort level in 

addressing and intervening with suicidal students after attending an ASIST training than they did 

prior.  However, no further empirical studies are checking the validity and effectiveness of 

mental health practitioners using ASIST for children.   

 The Suicide Resource Prevention Center is currently the most transparent and accessible 

platform for mental health clinicians who want to seek out suicide training. Their website 

provides training on various types of information related to suicide in children. Specifically, they 

offer training on how to utilize the Good Behavior Game as a suicide prevention resource for 

young children (Suicide Prevention Resource Center; Embry, 2002). The Good Behavior Game 

was originally created by Barris and others (1969) for teachers to use as a classroom 

management tool to lower aggressive and disruptive behaviors by increasing social rapport 

between students (Barrish et al., 1969). The game has been reported to lower future suicide 

attempts when integrated into early elementary school (Wilcox et al, 2008). Newcomer et al. 

(2016) found that the increased positive social interactions between students may act as a 

mediator to the social problems often observed in children at risk for suicide, therefore 

decreasing the chances of a future suicide attempt.  
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Despite a recent Call to Action (Ayer et al., 2020) to increase research in all areas of 

child suicide, there is a tremendous gap in the literature on suicide training specific to child 

mental health providers. For example, only one current magazine article in the Association for 

Play Therapy’s magazine provides guidance to play therapists on how to approach suicide in 

play therapy (Brown, 2021). The fact that there is only one play therapy article focusing on 

suicide is significant given that there is strong empirical evidence that play therapy is one of the 

more developmentally appropriate therapeutic modalities for children between the ages 3-11 

(Association for Play Therapy, 2014; Cattanach, 2008; Chinekesh et al., 2014; Koukourikos et 

al., 2021).  A possible reason for the lack of suicide training material and scholarship specific to 

children under the age of 12 could be due to the limited knowledge on child suicide risk factors 

and successful interventions (Ridge Anderson et al., 2016; Glenn et al., 2015; Sheftall et al., 

2016). Another reason may be the lack of a theory of suicide that takes into account the 

developmental properties of children under the age of 12 (Ayer et al., 2020). 

Theories of Suicide for Children 

 Scholars have developed multiple theories of suicide over time (Yöyen & Keleş, 2024). 

However, there are no empirically supported theories of suicide that try to explain the unique 

phenomenon of childhood (Ayer et al., 2020). Like with most assessment and interventions 

mental health providers use to address childhood suicidality, theories used have been created for 

adults or adolescents and later adapted to try and fit children as best as they can (Duprey et al., 

2022). The same set of risk factors are suggested for all individuals regardless of demographic 

differences. This section aims to explore the Interpersonal Theory of Suicide (IPTS) and the 

Developmental Transactional Model of Youth Suicide as they relate to childhood suicidality and 

the limitations thereof.  
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Interpersonal Theory of Suicide 

 The Interpersonal Theory of Suicide (IPTS) was initially created by Joiner and colleagues 

(2005) to increase clarity around suicide and to increase the understanding of the etiology of 

suicide. The foundation for IPTS is that “people die by suicide because they can and because 

they want to” (p. 581, Van Orden et al., 2010). IPTS consists of three constructs. Desire for 

suicide is described by either thwarted belongingness or perceived burdensomeness. The third 

construct, acquired capability for suicide, is related to perceived capability. The theory also aims 

to explain how different causal relationships can occur and act as mediators between the desire 

for suicide and perceived capability and impact suicidal ideation (Van Orden et al., 2010).  

Thwarted belongingness describes the deep level of social isolation commonly felt by 

individuals who are suicidal (Berkman et al., 2000; Van Orden et al., 2010). There is an unmet 

need to belong (Baumeister & Leary, 1995). IPTS maintains that it is when this need to belong is 

not met that individuals begin to lean towards a desire for suicide (Van Orden et al., 2010). 

Perceived burdensomeness is used to explain the desire for suicide in relation to feeling like you 

are a burden on your family or loved ones because of self-perceived failures (Van Orden et al., 

2010). This understanding of perceived burdensomeness comes from the understanding that 

family conflict, unemployment, and physical illness are main risk factors for suicide and foster 

feelings of being a burden (Sabbath, 1996; Van Orden et al., 2010). Perceived burdensomeness 

also stems from a belief that you are flawed, are a liability to others, and self-hate (Van Orden et 

al., 2010). Lastly, ITS claims that having a desire to die is not sufficient for one to attempt 

suicide simply because the act of killing oneself is hard. Individuals who die by suicide have 

begun to lose some of their fear related to suicidal behaviors (Van Orden et al., 2010). Capacity 

for suicide is built through a lowered fear of death, an elevated physical pain tolerance, and 
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habituation and opponent process. These are shaped through the experience of painful and 

provocative experiences (Van Orden et al., 2010).  

Joiner (2005) claimed the IPTS to be applicable across the lifespan. However, most 

studies validating the generalizability of the IPTS focus on adults (Joiner & Silva, 2012; Joiner et 

al., 2009; Van Orden et al., 2008). The developmental differences in cognition and psychosocial 

stages between adolescents and adults affect the way suicide is experienced (Stewart et al., 

2017). Stewart and others (2017) conducted the only large review of the validity of the IPTS in 

non-adults. Results showed that there is some evidence that the IPTS can be applied to 

adolescents aged 12-18. However, on average, perceived burdensomeness and thwarted 

belongingness did not have as strong a relationship to suicidal ideation (Stewart et al., 2017).  

Opara et al. (2020) sought to apply IPTS to Black children but were unable to directly use the 

theory to explain suicidality in children and instead combined it with intersectional theory to 

create suggestions for practice going forward.   

Developmental Transactional Model of Youth Suicide 

 The DTMS is founded on the belief that youth suicide stems from the combination of a 

major psychiatric disorder and a tendency to impulsive aggression (Brent & Mann, 2003; Bridge 

et al., 2006; Shaffer & Pfeffer, 2001). Often, the psychiatric disorder is a mood disorder. The 

DTM also uses correlates such as psychological pathology, biology, family history, abuse, and 

various stressors as risk factors for suicidality (Bridge et al, 2006). The DTMS claims that a 

tendency towards impulsive aggression and a major psychiatric disorder are bi-directional rather 

than linear (Bridge et al., 2006). For example, having higher levels of impulsive aggression can 

lead to anxiety and vice versa. This model acknowledges the impact of family on suicidality in 

adolescents and starts the model with parental risk factors and how parents pass the risk factors 
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on to their children. The DTMS also includes ideas about biological development. According to 

DTMS, mood disorders are rare to occur prior to the onset of puberty, meaning suicidality cannot 

truly be experienced prepubescent (Bridge et al., 2006).   

Limitations of Theories 

 An important distinction of suicide models and theories is the explanation of how risk 

factors cause an individual to become suicidal (Bridge et al., 2006; Stewart et al., 2017). As seen 

among the IPTS and DTM, some of their core constructs have not been empirically supported in 

children between the ages of 5-11. The IPTS calls for perceived burdensomeness, thwarted 

belonging, and capability for suicide to be present for an individual to become and commit 

suicide. Studies show that feeling like a burden is not present in children who are suicidal (Luby 

et al., 2019; Sheftal et al., 2016; Shirley, 2020; Whalen et al., 2009). Research also shows that 

children have different beliefs about how one dies and what it means to die (Davis, 2004; Dervic 

et al., 2006; McGlothlin, 2008; Mishara, 1999). Children are also more likely to attempt suicide 

during an episode of impulsive aggression (Shirley, 2020). The factors combined could call into 

question whether children consider their capability for death if they do not have the same level of 

fear towards death that adults do.  

 The DTM is the closest theory of suicide in terms of risk factors that could be applied to 

children under the age of 12. One of the core foundations of DTM is impulsive aggression which 

could closely resemble the high levels of impulsivity experienced in suicidal young children 

(Bridge et al., 2006; Sheftall et al., 2016; Shirley, 2020). However, research shows that young 

children are more likely to be irritable than aggressive and not always in conjunction with 

impulsivity (Franken et al., 2017). The DTM also constitutes that a major psychiatric disorder is 

present in suicidal youth. Some research on childhood suicide shows that they are less likely to 



 55  

have mood disorders like anxiety and depression, and more likely to have a behavioral disorder 

like ADD and ADHD (Sheftal et al, 2016; Whalen et al., 2015). A model or theory of suicide for 

children needs to be created with specific childhood suicide assessments of risk factors and 

intensity in mind (Stewart et al., 2017). 

Measures of Suicide in Children 

 Receiving training for specific assessments and screening tools increases clinicians’ self-

efficacy for identifying suicidal risk factors and behaviors (Jahn et al., 2016). Unfortunately, the 

lack of current and valid suicide assessment tools for young children limits the capability for 

clinicians to be adequately trained to intervene with this age group. There are seven assessments 

that have been used in the past to assess suicide risk and lethality in children (Horowitz et al., 

2012; Kroenke, 2014; Orbach et al., 1984; Osman et al., 1999; Pfeffer et al., 1986; Pfeffer et al., 

2000). However, the majority of these assessments are outdated, fail to address child-specific 

symptomology, or have low test-retest reliability when tested on children (Carter et al., 2019; 

Larzelere et al., 2004). This section will give a brief overview of the assessments used 

historically for children.  

Ask Suicide Screening Questionnaire 

 The Ask Suicide Screening Questionnaire (ASQ) is a 4-question brief screening for 

suicide in pediatric populations. It was initially created as a brief screening tool to be used in the 

emergency department for pediatric populations ages 8 and up (Horowitz et al., 2016). The initial 

validation of this instrument was created using pediatric patients aged 10-21 who were all at a 

significant risk for suicide. The instrument has convergent validity with the Suicidal Ideation 

Questionnaire, which was validated for individuals 15 years old and up (Reynolds, 1988). The 

four questions used on the ASQ with high performance validity were (1) current wish to die, (2) 
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current thoughts of being better off dead, (3) current suicidal ideation, and (4) past suicide 

attempt. The sensitivity for at least one question to correctly identify someone at elevated risk for 

suicide was 96.9%. The specificity of the test, or the ability to correctly identify the true 

negatives was 87.6%. Additional validation studies have identified that there was no significant 

difference in sensitivity and specificity for white or black youth.  

Fairy Tells Test 

 The fairy tells test was developed by Orbach (1983) in an attempt to measure different 

attitudes between children who were suicidal and children who were not. The measurement is 

based on a proposed theory of suicidal behavior in young children (Orbach et al., 1981). The four 

attitudes that explain the phenomenon of child suicidal behavior include (1) attraction to life, (2) 

repulsion by life, (3) attraction to death, and (4) repulsion by death. The basis of the fairy tells 

test is that children have different levels of intensity for the four attitudes towards death. When 

creating the Fairy Tells Test, Orbach and colleagues (1983) hypothesized that suicidal children 

would “have a moderate degree of attraction to life, a high degree of repulsion to life, a high 

degree of attraction to death, and a moderate or low degree of repulsion by death” (p. 663, 

Orbach, 1983).  

 The Fairy Tells Test (Orbach,1983) uses fairy tales to test the levels of intensity between 

the four attitudes towards life and death (attraction to life, repulsion by life, attraction to death, 

and repulsion by death). Children read four different fairy tales where the hero in each story has 

a unique dilemma. The way the dilemma can be solved lends towards one of the four attitudes. 

Children are asked how much they like each resolution, which is interpreted as the child’s 

intensity of each attitude. The child then read four more stories to check for reliability.  
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 The first validation study of this test included 30 boys between the ages of 6 and 12, and 

22 girls of the same age. Children were recruited from clinics and schools for disturbed children 

in Los Angeles and New Jersey. An approximate estimate of racial demographics was 40% 

Black and 60% white. Stories did not include actual humans and instead used animals in an 

attempt to lower anxiety responses. To test the intensity level for attraction to life, the test 

included two stories similar to Pinocchio where a toy has a chance to turn into a real boy. 

Children are asked what they think would be better, staying with a toy or coming to life.  

To test repulsion to life, children read two stories about an animal who experiences social 

and physical dangers. The child is asked if they think it would be better for the animal to just turn 

into a lifeless stone. To measure attraction to death, the children are read a story where there is a 

very favorable inanimate object that the animal admires. The animal ends up facing multiple 

hardships. The child is asked if it would be better if the animal just turned into the really nice 

inanimate object. To test repulsion by death the child is read a story where the antagonist 

experiences realities of death, such as paralysis, and lack of sensation. For example, a live animal 

ends up turning to wood and can’t move or participate with friends. The child is asked if they 

think the friends should want to turn into wood also. To score the fairy tells test (Orbach, 1983), 

children are given a piece of paper and a ruler with six colored lines. The child is asked to show 

how much they would desire the questioned outcome by placing their hands a distance apart on 

the ruler. Each space counts as half a point which leaves children with a possible range of 0-3 

points and seven score options. The score for desirability is interpreted as the intensity of the 

corresponding suicidal attitude.  

Original reliability measures were calculated from two multicorrelation coefficients to 

demonstrate the reliability of the procedure, discrimination between attitudes, and 
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interdependency. There was strong test-retest correlation between appreciation for life, repulsion 

for life, and repulsion to death. Discriminability was demonstrated by the first coefficient for 

each individual attitude being higher than the coefficient for the retest of the remaining three 

attitudes. While the test had sufficient interdependency between attitude scales, only the intensity 

of appreciation for death was significantly correlated with a degree of change in suicidal 

behavior. The low to moderate correlations highlight that only asking one question to measure 

each attitude reduces reliability (Orbach, 1983). The test also had lower effects for children 

between 10 and 12 years old. A replication study demonstrated significant test-retest reliability 

and relative consistency of attitude intensity over time (Orbach et al., 1984). In this replication 

study, there was also strong reliability for repulsion to life, attitude towards death, and repulsion 

of death in relation to changes in the degree of suicidal behaviors. This model can be used as a 

valid tool to measure children aged 6-12’s attitudes towards life and death as a measure of their 

tendency towards suicide (Orbach et al., 1984).  

Child Adolescent Suicidal Potential Scale 

 This instrument is delivered in a semi-structured interview format and is clinician-rated 

(Pfeffer et al., 1993; Pfeffer et al., 1986). Additionally, this scale is one of the first suicide scales 

to take multiple risk domains into account (Ofek et al., 1998; Pfeffer et al., 1993). Validity and 

reliability have also been established by a select few studies. Internal consistency scores for 

inpatient and outpatient young children are between .57 and .98 (Ofek et al., 1998; Pfeffer et al., 

1979, 1980). Interrater reliability scales range from .54 to 1.00 (Ofek et al., 1998). Convergent 

validity was attained by testing correlating scores from the CASPS and similar crisis and mental 

psychiatric instruments used in Israeli psychiatric populations (Ofek et al., 1998). Predictive 

validity was gathered by having young child participants follow up six years later. This 
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longitudinal study demonstrated that children who scored high for suicide risk on the CASPS 

were at a much greater risk for suicide (Pfeffer et al., 1993).  

Child-Adolescent Suicidal Potential Index 

 The Child-Adolescent Suicidal Potential Index (CAPSI) was created initially to be used 

with children between the ages of 8 and 17. Children between the ages of 6 and 7 can complete 

the assessment when read aloud to them. The original instrument included 98 items pertaining to 

suicide risk factors for children and adolescents and took approximately 1.5 hours to complete. 

After two validation studies, the instrument was condensed to 30 items with three factors: 

psychiatric symptoms of anxiety-impulsivity, suicidal ideation and acts, and family distress from 

family concerns. The six subscales include suicidal behaviors, psychopathology, family 

problems, social stress, and psychiatric symptoms. Youth are to answer yes or no about the 

presence of each item in their lives within the last six months. Total scores are summed. Higher 

scores are interpreted as having a high risk for suicide.  

 The internal consistency score for children under the age of 13 taking the CAPSI was .88. 

The test re-test coefficient was .76 (p<.0001). It has discriminant validity between suicidal acts, 

the type of patients, and assaultive status. Because the scale was normed on inpatient and 

treatment seeking youth who have a high prevalence of suicidal risk, it is expected that there will 

be many false positives when used with the general population.  

The Suicidal Behavior Questionnaire Revised 

 The Suicide Behavior Questionnaire- Revised (SBQ-R) has been validated for use with 

adolescents between the ages of 13 and 18 (Osman et al., 1999). The SBQ-R is brief and uses 

four questions to screen for the threat of suicide. The four items assess lifetime suicide 

association, the frequency of suicidal ideation, the threat of suicide, and the self-report of 
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likelihood to attempt suicide in the future (Osman et al., 1999). The questionnaire is self-report 

and aims to identify suicide risk. A Likert scale is used to rate items. The Likert scales vary and 

result in scores between 3 and 18 that label the intensity of suicidal ideation. A score of 11 or 

higher indicates high risk, 7-10 indicates moderate risk, and 6 or lower indicates low risk. The 

assessment takes five minutes to complete and was originally created to be taken on paper. The 

SBQ-R received an “A” Measurement Tool Rating. This means that psychometrics are well-

demonstrated by evidence of two or more peer-reviewed research studies establishing 

psychometrics such as reliability, validity, sensitivity, and specificity (California Evidence-Based 

Clearinghouse for Child Welfare, 2020). The SBQ-R is also recommended by the American 

Pediatrics Association for providing a suicide assessment when clinically needed to youth as 

young as 8 years old (Lowry, 2024). 

The Patient Health Questionnaire Modified for Adolescents 

 The Patient Health Questionnaire Modified for Adolescents is validated for youth 

between the ages of 11 and 18 (Kroenke, 2014; PQH-9 Modified). This assessment includes 9 

questions that clients rate on a four-point Likert scale for how often they experience different 

factors. Questions on this assessment are mainly used to identify depression by asking how often 

in the past two weeks individuals have experienced the nine symptoms associated with MDD 

(American Psychiatric Association, 2013). Question 9 asks how often the individual has had 

“thoughts that you would be better off dead, or of hurting yourself in some way” (Kroenke, 

2014). Individuals can finish the survey in less than five minutes. The PQh-9 Modified for 

Adolescents has well-demonstrated psychometrics (California Evidence-Based Clearinghouse, 

2015). This is displayed based on them having more than two peer-reviewed studies that 

demonstrate reliability, sensitivity, validity, or specificity. This assessment can be accessed for 
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free by the public. Additional validation reports on the PQH-9 Modified for Adolescents 

demonstrated that more than one-third of youth who died by suicide within a month of taking the 

survey did not report suicidal ideation (Simon et al., 2018).  

The Columbia Suicide Severity Rating Scale  

Another measurement tool used to measure suicidality in children is the Columbia-

Suicide Severity Rating Scale (C-SSRS). It can be modified to use with any age throughout the 

lifespan (Posner et al., 2011). The items on the C-SSRS focus on the presence of suicidality and 

the level of risk associated depending on the level of planning and frequency of suicidal 

thoughts. Individuals are asked five questions about how often they have experienced different 

factors of suicidal ideation throughout their lifetime or over the last month. The first question 

assesses whether the child has had thoughts about being dead. The second question assesses if 

they have thought about killing themself. Question three asks if they have thought of a method. 

Question four addresses the child’s perceived capability to kill themselves. Lastly, question five 

assesses if they have made a plan. The answers are given in a yes or no format, with ability to 

expand with more detail. For example, if the child states they have made a plan, the interviewee 

should ask what the plan is. Question 6 is separate and prompts children to share if they have 

made any suicide attempts in the past three months. Individuals are labeled as high risk, 

moderate risk, or low risk depending on how many questions they answered yes to. 

Becker-Haimes et al. (2020) conducted a large analysis of free, evidence-based crisis 

assessments that could be used with youth. The results of their analysis found that the C-SSRS 

could be classified as having “good” support for its use with youth. The criteria for “good” was 

met by having multiple studies that demonstrated internal consistency values of .8-.9, met one 

form of validity, normative data results, and some sort of test-retest results. This analysis also 
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found that the C-SSRS was the only suicide assessment that demonstrated sensitivity to change 

over time (Becker-Haimes et al., 2020). Multiple studies have validated the use of the standard 

C-SSRS scale with ages 6-12 (Glennon et al., 2014; Proskurina et al., 2016; Sheftal et al., 2021). 

An additional version of the C-SSRS was created for young children between the ages of 4 and 5 

by experts. The main differences with the version of the instrument are the way items are worded 

so they are developmentally appropriate (The Columbia Lighthouse Project).  

Limitations of Current Suicide Measures for Child Use 

Unfortunately, literature investigating suicide in children has found that assessments 

created for elementary-aged children are outdated, normed for adult symptomology, and have 

low test-retest reliability when used for children (Larzelere et al., 2004). Despite having the 

limited presence of valid suicide assessments for children, child clinicians and organizations who 

serve this population have been left to their own devices to create and adapt adolescent and adult 

measurements to fit closely with the developmental needs of children. When looking at the 

applicability of suicide assessments used for children, it is important to look at what groups 

within the age demographic the assessments have been normed for. Carter and others (2019) 

conducted an in-depth meta-analysis on the child suicide assessments in literature. They found 

that most assessments had been tested on inpatient psychiatric patients in the U.S. It was found 

that no cultural adaptations had been made to child suicide assessments. When comparing 

assessments, the C-SSRS was the only assessment that had been tested for reliability and validity 

that met the criteria of psychometric guidelines (Devon et al., 2007). In the United Kingdom, 

public health has not appointed any of the suicide measurement tools as consistent tools that 

accurately predict suicide risk (Horowitz et al., 2014). This claim supports research that 
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demonstrates that acute suicide assessments may be no better at predicting suicide attempts than 

expert mental health clinicians’ clinical opinion (Quinlivan et al., 2017). 

Many of the suicide questionnaires developed and validated intentionally for children 

under the age of 11 fit into the category of being out of date or having an item number that is 

inappropriate for the developmental stage of children (Carter et al., 2019). Additionally, most of 

the available suicide instruments adapted for use with children have a limited construct validity. 

To have construct validity, assessments should ensure they include items that cover the entire 

spectrum of factors included within a structure (Whiston, 2017). Currently used suicide 

assessments focus primarily on whether the individual verbalizes thinking about suicide or has a 

plan to kill themselves (Carter et al., 2019; Kroenke, 2014; Larzelere et al., 2004; Posner et al., 

2011). Only focusing on these risk factors limits the number of children who may be at risk and 

present with multiple of the other risk factors for child suicide identified through empirical 

studies. One example of the incongruency present when assessing children under the age of 11 

for suicide risk is based on the evidence showing that over half of young children do not have a 

plan for suicide and attempt during an episode of impulsivity (Shirley, 2020). An instrument is 

needed that addresses suicide in children holistically. The current study addressed this need by 

validating a new instrument that includes the entire spectrum of biological, psychological, social, 

and ecological risk factors reported in children who are suicidal and die by suicide. 

Instrument Development 

Constructing a Standard System of Measurement 

This instrument has been developed using a top-down process (Kearney, 2016). Using a 

top-down process, an in-depth concept analysis was conducted by investigating current 

conceptual and theoretical frameworks on the topic of childhood suicidality. Devillis (2017) also 
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recommended that researchers build from an existing theoretical base. Using a strong theoretical 

base for the foundation of SSM allows researchers to provide justification for the measurement 

of the construct (Crocker & Algina, 2008; DeVellis, 2017). Before creating a new instrument, it 

should be decided how the construct fits within the theoretical framework and how different 

factors are caused by or define the construct so that it can be studied (Cronbach & Meehl, 1955; 

DeVellis, 2017).  

The researcher identified the theoretical framework for suicidality in children ages 5-11 

and described it through an in-depth literature review, including current and seminal empirical 

studies (Kearney, 2016). Next, the current study followed 10 steps created by Crocker and 

Algina (2008) to ensure a sound and valid instrument. Crocker and Algina (2008) stated that 

these 10 steps are the bare minimum that researchers must follow to create effective 

measurement tools. The 10 steps are as follows: (1) Identifying Purposes of Test Score Use; (2) 

Identifying Behaviors to Represent the Construct; (3) Preparing Test Specifications; (4) Item 

Construction; (5) Item Review; (6) Preliminary Item Tryouts; (7) Field Test; (8) Statistical 

Properties of Item Scores; (9) Design and Conduct Reliability and Validity Studies; (10) Develop 

Guidelines for Administration, Scoring, and Interpretation (Crocker & Algina, 2008). 

Identifying Purpose of Test Score Use  

 When creating a new SSM, the items should be created in a way that there is clear 

rationale for how test scores will be used (Crocker & Algina, 2008). The use of the test scores 

should be taken into consideration when deciding details like the difficulty of the items and the 

type of questions asked. According to Crocker and Algina (2008), the best way to ensure the 

instrument will be effectively used is to clarify the intended purpose of scores and how it will 

affect participants and stakeholders.  
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Identifying Behaviors to Represent the Construct   

 Crocker and Algina (2008) stated that one major misstep historically used with 

instrument development is the pattern for items to be selected based on the researcher’s own bias 

and experience. This method of item selection can be harmful and often excludes important 

factors within a construct (Crocker & Algina, 2008). There are six different strategies that test 

developers could choose from to limit the subjectivity within their instrument (Crocker & 

Algina, 2008). To increase the objectivity and overall scope of a SSM, researchers can, (1) 

complete a content analysis, (2) review the research, (3) identify critical incidents, (4) complete 

direct observations, (5) seek expert judgement, and (6) receive instructional objectives from 

experts. When conducting a content analysis, the researcher should post open-ended questions to 

the participants and then arrange items into categories based on responses. A review of the 

research can be used to identify the most common behaviors associated with a construct. Critical 

incidents can be gathered to understand what the most extreme behaviors are observed within the 

construct. Flanagan (1954) developed this technique to help create the range of a construct’s 

continuum. The researcher could also conduct direct observations of people who work with or 

are on the spectrum of the construct being measured. Expert judgements can be gained by 

providing surveys to multiple individuals who have first-hand experience with the construct. 

Lastly, the same experts should be able to write instructional objectives that define behaviors and 

outcomes of the construct (Crocker & Algina, 2008). Researchers can decide whether they want 

to complete one or multiple of these steps to increase their perspective of the construct and 

objectivity.  
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Preparing Test Specifications   

 It is important that items on the test receive an equal level of attention in proportion to 

their significance to the overall construct (Crocker & Algina, 2008). This step involves deciding 

how many items are needed to measure a concept within the construct. Researchers should 

specify the content to be covered as well as the difficulty of the items. When preparing test 

specifications, different types of cognitive operations based on Bloom’s (1956) Taxonomy can 

be considered: knowledge, comprehension, application, analysis, synthesis, and evaluation.  

Item Construction   

 Lindquist (1933) stated that deciding how a construct would be measured is one of the 

two major decisions made by test developers. Item construction involves deciding how to 

measure a construct by selecting the appropriate format, verifying that the format will work for 

the intended audience, selecting the item writers, writing the items, and monitoring the progress 

and quality of item creation (Crocker & Algina, 2008). When deciding how to write items it 

could be beneficial to reference the item writing of similar instruments or instruments with a 

similar purpose (Crocker & Algina, 2008). A pilot test can also help identify faults and needed 

changes in item structure. Additionally, researchers should look at different answer choice 

formats for the style of instrument being created. For inventories, it is common to use Agree-

Disagree formats, Likert Scales, and a Checklist.  

The CSR-I used a Likert Scale (Likert, 1932). Likert (1932) created this scaling method 

so one end of the spectrum identifies a low observation and the other end represents a high 

observation. The first attempt at writing items should include every question you could consider 

measuring the construct (DeVillis, 2017). Scales with multiple factors and subscales should 

include on average five items per subscale to populate internal consistency (Hinkin & 
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Schriesheim, 1989). Items should strive to create items that measure only one dimension and are 

strengths based (DeVillis, 2017).  

Item Review  

 Once the items have been created, researchers should have colleagues review the items 

for quality and technical flaws (Crocker & Algina, 2008). Continued assessment should happen 

on an item-by-item basis. Six important considerations for item construction include accuracy, 

appropriateness of relevance, technical flaws, grammar, bias, and level of readability. Experts 

conducting the review should be a mix of individuals familiar with the content and those who are 

familiar with measurement creation. For example, the measurement expert should help make 

sure the correct format is chosen for the instrument as well as the correct format for the items and 

scoring system. Item review can happen before or after preliminary tryouts of items (Crocker & 

Algina, 2008). While there are many rounds of item review, the ultimate decision belongs to the 

creator of the instrument (DeVillis, 2017).    

Preliminary Item Tryouts   

Prior to sending the full list of items out for a field test, researchers should send a survey 

out to a smaller sample of participants (Crocker & Algina, 2008). Participants in the preliminary 

test do not have to be reused in the field test, however, they can be if there are not enough 

participants to choose from. The size of the sample can range from 15-30 participants to 100-

200, depending on access to the population and the intended use. Larger instruments can be 

administered as subscales to multiple groups of participants. Preliminary testing ought to be 

conducted in person so the instrument developer can watch reactions that might point towards 

confusion and item difficulty. After each session participants should be invited to leave any 

comments or suggestions for improvement. Sample tests should be analyzed for descriptive 
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statistics, specifically looking at the distribution of items. This allows the researcher to decide 

whether the items are appropriate and have enough variation to justify a larger field test (Crocker 

& Algina, 2008). 

Field Test  

 After items have been reviewed through a sample test, they are ready to be administered 

to a large population for a field test. This test is a formal delivery of the instrument to many 

individuals who represent the intended population post development. This portion of the 

assessment should be designed in a way that an item analysis can be completed. There are 

multiple opinions from experts on how many individuals are necessary for a valid field test. 

Cormrey (1973) stated that 500-100 participants were needed, while DeVillis (2017) 

recommended 300 participants minimum. The most accepted guideline is that developers should 

use 10 participants for every item on the instrument (Schwab, 1980). 

Statistical Properties of Item Scores   

 Two different types of factor analyses are typically used to define the construct. An 

exploratory factor analysis (EFA) is used to explore the underlying structure of the factor 

structure and define a set of items and subscales. A confirmatory factor analysis is used to 

determine whether a relationship exists between the observed variables, or items, and their 

constructs (Bartholomew et al., 2011). When using a top-down approach with a strong 

theoretical foundation for the item structure, an EFA is not always needed first (Tabachnick & 

Fidell, 2007). The CFA uses a hypothesized factor structure to test that the data received fits the 

model to that hypothesized structure (Tabachnick & Fidell, 2007). The statistical procedures 

will be discussed further in Chapters 3 and 4.  
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Design and Conducting Reliability and Validity Studies  

 The delivery of the field test should include items that allow the researcher to engage in 

multiple validity and reliability procedures. Having different types of evidence, reliability, and 

validity assists the researcher in analyzing various psychometric properties that allow 

conclusions to be drawn about the results (Messick, 1995). Cronbach (1971) described validity 

as the procedures used to support different types of assumptions from the results. When 

designing a validation study the researcher must clearly state and define the desired outcome 

(Crocker & Algina, 2008).  

The three most common types of validity are content validity, construct validity, and 

criterion-related validity. While these can be used in different studies, Kearney (2016) 

recommended that the creation of a new instrument should include each type of validation. A 

construct validation study is the overarching procedure that allows researchers to gain almost all 

the information about a test that ensures that it is effective in addressing all parts of the construct 

(Messick, 1995). Construct validity explicitly analyzes whether the instrument fits the theoretical 

foundation.  

Content Validity. Content validity refers to whether the items included in an instrument 

are representative of the behavior intended to be measured (Whiston, 2017). A major point of 

content validity is to evaluate how the information for items was attained. Content validity can 

be demonstrated by having a panel of experts in the construct being tested determine whether the 

items are a true representation of the construct and cover all factors (Crocker & Algina, 2008; 

Whitson, 2017).  

 Criterion Validity. Criterion validity is often used because the inferences made from test 

scores cannot be easily observed (Crocker & Algina, 2008). Criterion validity is used to help 
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identify if there is a relationship between the instrument and the hypothesized outcome or 

phenomenon. Five steps are done in a criterion study (Crocker & Algina, 2008). (1) Identify a 

suitable criterion, (2) identify an appropriate sample, (3) administer the test and keep scores, (4) 

obtain the score for measurement of criterion test for each individual, and (5) determine the 

strength of the correlation between the test and the criterion. There a two types of criterion 

validity: predictive and concurrent validity. Predictive validity is used to measure how well 

scores on an instrument can predict a phenomenon occurring (Crocker & Algina, 2008). 

Concurrent validity is used to measure the scores on one test in relation to the scores on a closely 

related criterion (Crocker & Algina, 2008).  

Convergent and Discriminant Validity. Convergent validity means items on an 

instrument have a positive relationship with other instruments that are similar theoretically 

(Whitson, 2017). Participants would complete the newly developed instrument along with an 

already validated instrument measuring the same construct (Crocker & Algina, 2008; Whitson, 

2017). Discriminant validity speaks to the degree to which the instrument is negatively correlated 

with an instrument that measures an opposite construct (Whitson, 2017). It is important to make 

sure the scale is not related to irrelevant and different psychological constructs. 

Develop Guidelines for Administration, Scoring, and Interpretation 

The last step when developing an instrument is to create guidelines and instructions for 

the administration, scoring, and interpretation of the assessment. The scores of a psychological 

assessment are typically unable to be observed and fall within a spectrum (Crocker & Algina, 

2008). Blanton and Jaccard (2006) described scores of an assessment’s metrics. A metric can be 

defined as a numerical symbol for behaviors when described based on the spectrum of a 

construct. Because it is difficult to fully compute behavior into numbers when studying special 
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sciences, researchers should use the mean composite score (Crocker& Algina, 2008). When 

creating scoring protocols, it is also helpful to include inverse correlations depending on the 

content being measured (DeVillis, 2017).  

Chapter Summary 

This chapter discussed the minimal empirical studies that investigated risk factors 

experienced and demonstrated by children under the age of 12 with a high risk of suicidality. 

Suicide rates in young children have been and continue to rise, calling for empirically based 

assessments, screeners, and interventions (Shirley, 2020; CDC, 2024). Licensure boards rarely 

require formal suicide training in graduate programs, and mental health clinicians have a low 

likelihood of seeking out suicide training post-graduate school (Rothes et al., 2014). Research 

also indicates that there are few assessments that currently identify suicidal risk in children in a 

manner that is developmentally appropriate (Carter et al, 2019). The few assessments used by 

child clinicians to assess suicidality are often developmentally inappropriate, have low empirical 

evidence for the psychometric properties, or focus on a small aspect of suicide risk and therefore 

limit the children who are identified correctly. The lack of training and measurement tools may 

explain the lack of literature and empirical studies on childhood suicide.  

 Using both the Framework for Vulnerability and Autonomy: A Universalist Perspective 

and the Ecological Theory of Child Development to guide this inquiry, the researcher followed 

Crocker and Algina’s (2008) steps for developing an instrument for the current study.  
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CHAPTER 3: METHODOLOGY 

Instrument Development 

 The purpose of this study was to establish and validate a new instrument to identify and 

measure suicidal risk factors in young children between the ages of 5 and 11. This chapter will 

provide clarity on study specifics such as participants, data collection and procedures, 

instrumentation and instrument development, and data analysis. In congruence with Crocker and 

Algina (2008), steps to instrument development will be described as to how they relate to the 

current study. This chapter will begin by describing the steps to instrument development that 

have already been completed by the researcher.  

 In the current study, the researcher followed steps defined by Kearney (2016) and 

Crocker and Algina (2008). The ten steps dictated by Crocker & Algina (2008) have been split 

up into four separate areas of investigation. The first area of investigation is construct 

conceptualization and will be described as it has already been completed. Next, the chapter will 

describe phase two, item development and evaluation, by detailing the pilot study that has been 

completed and the results. The chapter will then explain the current validation study, including 

participants, procedures, instrumentation, and data analysis.  

Construct Conceptualization 

  Crocker and Algina (2008) stated that before beginning the process of developing a new 

instrument, researchers should identify how and why scores will be used and identify the 

behaviors and attitudes that define the construct. The Child Suicide Risk Identification Scale 

(CSRI-S) was created to measure how often mental health clinicians see various suicide risk 

factors in children. SAD CHILD is a mnemonic learning device that was created by the author 

for individual concepts identified in child suicide literature. SAD CHILD stands for the 
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following concepts: (a) separation from caregiver, (b) prior attempts, (c) death preoccupation, (d) 

childhood adverse experiences, (h) history of familial dysfunction, (i) impulsivity, (j) lack of 

social skills, and (k) depression symptoms. The researcher decided the instrument can be used by 

mental health clinicians to screen children at risk for suicide, supervision, training, and primary 

prevention efforts.  

The next step according to Crocker and Algina (2008), was to conceptualize the 

construct. While it is suggested that only one of the strategies for construct conceptualization 

needs to be followed to create a valid and reliable instrument (Crocker & Algina, 2008), 

researchers chose to follow multiple strategies available to identify behaviors that define 

childhood suicidality (Crocker & Algina, 2008). The strategies used to develop CSRI-S included 

an in-depth literature review to ground the instrument in existing theory.  

According to Kearney (2016), this step of instrument development is completed in a top-

down or bottom-up approach. A top-down, or deductive approach (Hinkin, 1995) was used by 

the researcher to begin concept conceptualization for the creation of the CSRI-S. The researcher 

conducted an in-depth literature review of all current and seminal works reporting trends and 

characteristics of suicide in children under the age of 11. Due to the clinical and behavioral 

nature of what the CSRI-Sis measures, mainly empirical research studies were included in the 

review. As mentioned in Chapter 2, several studies measured and collected both quantitative and 

qualitative data on risk factors that parents, clinicians, and clients report experiencing when also 

experiencing suicidality (Luby et al, 2019; Mishara, 1999; Sheftall et al; 2016, Shirley, 2020; 

Wagner et al., 2009). Following Kearney’s (2016) steps for concept conceptualization, the 

researcher developed a list of the most common and frequent concepts of childhood suicide from 

across the literature review. A test blueprint (Sax, 1997) was used to organize the concepts in a 
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way that spoke to the content of the tool and also allowed the researcher to see how many items 

were needed for each concept. 

Purposes and Uses of the Instrument 

 The purpose of the CSRI-S is for mental health clinicians to screen young children for 

suicide risk. Research demonstrates that the confounding measures of suicide demonstrate that it 

is extremely difficult to find causality between risk factors and suicide mortality (Favril et al., 

2023).  It is also important to note that there is confounding evidence on whether suicide 

assessments are successful in predicting suicide completion (Haney et al., 2012; O’Connor et al., 

2013; Silverman & Berman, 2014). The items on the CSRI-S attempt to establish predictive 

validity by pulling items from existing literature demonstrating the presence of included risk 

factors in children who have completed suicide (Lubey et al., 2018; Shirley, 2020; Whalen et al., 

2015). The establishment of criterion-related validity will also be mentioned later on in this 

chapter.   

 Clinicians can use the CSRI-S to screen children whom they suspect may have increased 

suicide risk. It is important to note that this is a screener that is identifying risk factors that are 

correlated with increased risk for suicide completion and not a causal relationship. Once the 

clinician completes the assessment, the child’s risk will be defined as low risk, moderate risk, or 

high risk. The higher the score, the higher risk the individual is at for dying by suicide. 

Additionally, the differences between average scores on the subscales can be used to identify 

what factors need greater intervention in the therapeutic process. Results from the CSRI-S may 

be used by clinicians to guide treatment planning. For example, children with greater impulsivity 

scores need interventions that focus on how to gain control during times of impulsivity 

(D’Zurilla & Nezu, 1999). 
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Scoring 

 The CSRI-S follows the model of many other psychological measures in that it is 

multidimensional, to measure multiple dimensions of a construct (Pratiri et al., 2023). There are 

multiple dimensions grouped into different subscales. Psychological assessments are typically 

measured on a subscale rule or an item rule (Pratiri et al., 2023). The subscale rule is when the 

subscales are used as predictors, and they have equal weights. An item rule uses the total score of 

the assessment as a predictor, and the subscales have unequal weights. The CSRI-S plans to use 

the subscale and an item-rule for weighting. See Table 8 for proposed weights.  

 Within item-rule, the researcher proposed to add weights to individual items to 

acknowledge the differences in severity among child suicide risk factors. Weighting can be 

defined as multiplying the score of an item or subscale on an instrument by a value other than 1 

(American Psychological Association, 2018). The weight of an item demonstrates its 

contribution to the data (American Psychological Association, 2018). Weighting additionally can 

be used to demonstrate the importance different subgroups hold within the larger population 

(American Psychological Association, 2018).  

 Items on the CSRI-S were weighted based on their severity of suicide risk. Weights were 

determined the severity using a combination of literature and expert opinion. The researcher 

ordered the maximum score possible on subscales by their impact on child suicide. They 

maximum score was than divided by the number of items on the factor to identify the weight that 

would be applied to that specific subscale. Overall, research has historically suggested that 

suicide risk increases with the number of risk factors present (Murphy et al. 1992). Because 

suicide risk is multifaceted, research has been inconsistent in determining whether specific risk 

factors are more important than others. One study found that nonaffective and pathological risk 
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factors better predict habitual suicidal ideation (Have et al., 2009). The risk factor that has some 

of the highest predictive evidence is mental illnesses with poor impulse control and anxiety 

(Nock et al., 2009). Prior suicide attempts are the most lethal risk factor for suicide completion 

(Bilsen, 2018; Snowdon & Choi, 2020; Shirley, 2020). Given this research, items on the attempt 

subscale will hold the most weight, followed by items that measure impulsivity, items that 

measure death preoccupation, and then all other items. The total score was calculated by finding 

the sum score for each subscale, multiplying that value by the designated weight, and then 

adding up the scores across subscales to find the total score of the instrument. Table 4 in 

Appendix A contains a list of the proposed factor structure and the weights that were applied. 

 Due to research demonstrating that increased number of risk factors increases the risk of 

dying by suicide, cut points demonstrate low, moderate, and high severity of suicide risk. Cut 

points are thresholds that are created to help guide clinicians’ diagnostic, treatment planning, and 

intervention processes (Tustumi, 2022). Cut points depended on the outcome data. The 

researcher will choose cut points using percentiles to complete the minimal p-value approach 

(Altman et al., 1994).  

Item Development and Evaluation 

The number of items for each concept were pulled from the depth of literature 

surrounding them. Bloom’s Taxonomy (Crocker & Algina, 2008) gives instructions for selecting 

a proportionate of items for measuring each concept. The researcher worked with a team to 

develop items. Items were created with attention given to clarity, wording, length, and subject 

matter. Because the research question for the instrument asks participants how often they observe 

the item, a Likert scale was used. Responses ranged from 1 (never) to 6 (almost always). A 6-

point Likert scale was used to limit neutral responses. DeVellis (2017) recommends creating 
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more items than may be necessary at the beginning stage of instrument development. Thus, there 

were originally 42 items at this stage of the process. The initial construction of the CSRI-S is 

located in Table 2 and 4. 

Following Kearney’s (2016) steps on content validity, the researcher used a team of 

experts to assess items for accuracy and appropriateness. The team consisted of one expert in 

counseling child research, one expert in child suicide research for minorities, and four experts in 

counseling children under the age of 11. First, the expert in counseling child research was 

additionally asked to look over issues with clarity, repetition, grammar, and reading difficulty. 

Based on the feedback, the items were edited to be clear, concise, and objective. The researcher 

then sent out a randomized item list to the experts in child suicide research and child counseling 

as subject experts. Experts were sent a spreadsheet and asked to determine which concept they 

felt was aligned. This sheet contained a randomized item list along with operational definitions 

of each concept. This form is located in Table 7.  

Research Questions 

 In congruence with the purpose of the study, the researcher developed three research 

questions.  

4. RQ 1:  What is the factor structure of the CSRI-S? 

a. What are the underlying factors of the CSRI-S? 

b. Does the data provide a good fit for the proposed factor structure of the CSRI-S? 

5. RQ 2: What is the initial evidence for reliability of the CSRI-S 

a. Do the CSRI-S scores demonstrate internal consistency reliability? 

6. RQ 3: What is the initial evidence for validity of the CSRI-S? 

a. Do the scores for CSRI-S demonstrate adequate convergent validity? 
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Pilot Study 

A common suggestion for instrument development studies is to conduct a pilot study to 

test out the instrument for a larger sample (Crocker & Algina, 2008). The purpose of a pilot 

study was to examine item descriptive statistics such as endorsement, variability, item 

discrimination, and distribution. A sufficient sample size for the pilot study can range from 15 to 

30 participants. For the first phase of item testing and the pilot study, the researcher sent 

recruitment emails to 500 mental health professionals who were members of the International 

Association for Play Therapy. Participants completed 72 surveys. After initial data cleaning, the 

researcher determined that 47 surveys were complete, and they were included in the data 

analysis.  

Participants and Procedures 

 After the researcher received approval from the university’s Institutional Review Board, 

the researcher invited mental health clinicians to participate in the study by completing the 

demographics form and the CSRI-S via an online survey on Qualtrics. Licensed mental health 

clinicians included (1) Licensed Clinical Mental Health Counselors, (2) Licensed Clinical Mental 

Health Counselor Associates, (3) Professional School Counselors, (4) Licensed Clinical Social 

Workers, (5) Licensed Marriage and Family Therapists, and (6) Psychologists. To be eligible to 

complete the study, clinicians had to meet the following criteria: (a) hold a current license to 

practice for one of the previously mentioned specialties, and (b) have seen at least one child with 

suicidal ideation or behaviors for at least 5 sessions in the past year.  

Using a random list of clinician contacts from the International Association for Play 

Therapy (APT) listserv and professional mental health networks, clinicians were contacted by 

email. The researcher received the entire APT listerv, which included the names and email 
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addresses of every active member. To ensure there would be no overlapping in participants 

between the pilot study and the final delivery of the instrument, the researcher marked the 500 

individuals used for recruitment in the pilot study so they could be excluded from the final 

survey. Once contacted, the researcher informed participants of the study’s purpose, what 

participation would entail, risks and benefits, how to contact the primary investigator and 

university supervisor, contact information for the university’s Office of Research Compliance, 

and a link to the survey.  

The first page of the survey required participants to read the inclusion criteria to 

participate in the study. The second page included an electronic informed consent. Participants 

were instructed to read the document before clicking either yes, I consent, or no, I do not 

consent. Individuals could not continue with the survey without choosing an answer. Participants 

then completed the online survey, which included a demographics form and the CSRI-S [insert 

Table 3]. No identifiable information was collected. The researcher sent one additional follow-up 

email to participants after the first contact. The survey remained open for eight weeks.  

 Demographic questionnaire results demonstrated that two participants (4%) identified as 

non-binary/ non-conforming, 49 (89%) as female, three (5%) as male, and two (4%) preferred to 

self-identify (tans-man). Approximately 15 (27%) identified as LCMHCs, 15 (27%) as LCSWs, 

12 (21%) as PSCs, 14 (25%) as LPCs, and 6 (11%) as LMFTs. Of the 59 participants who met 

criteria and fully answered the survey, five (9%) identified as Latino/a/x/e, 44 (80%) identified 

as Caucasian or White, four (7%) identified as Black or African American, one (2)% identified 

as Asian, and one (2%) identified themselves as two or more races. When inquiring about what 

region of the U.S participants practiced in, 23 (42%) lived in the Southeast, six (11%) lived in 

the Northeast, 11 (20%) lived in the Midwest, six (11%) lived in the West, six (11%) lived in the 
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Southwest, and three (5%) lived in the Northwest. When describing the type of community 

practiced in, 18 (33%) were in a rural area, 25 (45%) practiced in a suburban area, and 12 (22%) 

were in an urban area.  

Table 1 

Demographics in Pilot Study 

        N % 

        ______________________________ 

Gender 

 Female       42 89.4 

 Male        3 6.4 

 Non-binary/non-conforming    1 2.1 

 Tans-man      1 2 

Race/Ethnicity 

 Latino/a/x/e      3 6.4 

 Caucasian       41 87.2 

 Black or African American    2 4.3 

 Asian       1 2.1 

Region practiced in 

 Southeast      20 42.6 

 Northeast      6 12.8 

 Midwest      8 17.0 

 West       6 12.8 

 Southwest      5 10.6 
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Table 1 (continued) 

Demographics in Pilot Study 

 Northwest      2 4.3 

Community of practice 

 Rural       16 34.0 

 Suburban      21 44.7 

 Urban       10 21.3 

Professional License Type 

 Licensed Clinical Mental Health Counselor  13 27.7   

 Licensed Clinical Social Worker   14 29.8 

 Professional School Counselor   7 14.9 

 Licensed Professional Counselor   12 25.5 

 Licensed Marriage and Family Therapist  6 12.8 

 

Data Analysis 

The researcher used classical test theory to analyze the data. Utilizing this theory, the 

researcher focused on analyzing item endorsement, variability, item discrimination, and item-

criterion validity. Because the instrument used ordinal data from a Likert scale, the researcher 

used the median of 3.5 for item endorsement (Jaimeson, 2004). Item endorsement, or item 

difficulty, determined which items were appropriate for the study due to their closeness to 3.5. 

The researcher then assessed variability by analyzing the standard deviation of each item. Due to 

the 6-point Likert scale, the researcher considered standard deviations of 1. The correlation 

between item sum score and individual items was used to analyze item discrimination. To meet 
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justification for continued inclusion, item discrimination correlations needed to be positive. 

Lastly, item internal consistency was measured by Cronbach’s alpha. Because sample size was 

on the smaller side it was assumed that power would naturally be low.  

Results 

Almost all items exhibited strong item endorsement with medians close to 3.5 and 

standard deviations of at least 1. There were nine items flagged due to having medians closer to 2 

or 5. There were 2 items flagged for having a standard deviation close to but less than 1. A 

summary of item endorsement and variability is reported below in Table 1. When examining 

item discrimination, most items had a moderate to high item discrimination demonstrated by a 

Pearson’s coefficient of (r > .3). One item was flagged for having a correlation coefficient closer 

to 0.2. One item had a negative coefficient. Internal consistency was considered acceptable as 

displayed by both a reliability coefficient of .905 and alphas using an alpha deleted analysis with 

minimal fluctuation between items ( = .901). The summary of item discrimination and internal 

consistency scores is displayed in Table 6.  

The researcher further examined the items that were flagged for item endorsement, 

variability, and item discrimination. When analyzing whether items should be removed from the 

CSRI-S, the researcher determined whether the small sample size used in the pilot study held 

enough power to obtain a full picture. Most of the items flagged could be considered limitations 

of the pilot study. Item 21 (child has been removed by CPS) was flagged for item endorsement 

and variability. Due to the demographics of children who typically receive long-term outpatient 

therapy, it is less likely that therapists would see children who have been removed be CPS. 

Additionally, therapists would only know about this factor if they had directly asked the parent 

about it. Three questions about the parents’ history were flagged for item endorsement (Items 23, 
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12, 11). These items were positively skewed. The argument could be made that not all clinicians 

might question parents about their own history when it comes to working with a child who is 

experiencing suicidality. See Table 5.  

Two other questions were flagged for item endorsement via the median (child attempted 

suicide, child talks about the anticipation of losing a parent). Research suggests that many child 

suicide attempts may be disguised as accidents (Greene, 1994; Mishara, 1999). This item was 

kept due to the consistency throughout all suicide research that demonstrated previous attempts 

as one of the highest indicators of suicide risk (Czyz & King, 2015; Horowitz et al., 2015; 

Shirley, 2020). Similarly, despite being positively skewed, children who have died by suicide 

reported stressing over the anticipation of losing a parent (Sheftall et al., 2016). The researcher 

decided the small sample size did not lend high enough power to remove this item at this point in 

time and decided to revisit the item after the primary data collection. Four items were flagged for 

having lower item variability demonstrated by standard deviations below 1. Due to the format of 

the questions asking how often therapists encounter different factors of suicidality in children, a 

lower standard deviation is not a weakness. After analyzing distribution, there was some overlap 

of answer choices 3 and 4, or sometimes and about half of the time. To increase clarity for 

participants and decrease overlap, the researcher decided to change the Likert scale to a 5-point 

measurement in the full-scale procedure (1 = Never, 2 = Rarely, 3 = Sometimes, 4 = Often, 5 = 

Always).  

The Current Study: A Full-Scale Validation Study 

After analyzing results from the pilot study, the researcher decided that all items would 

remain the same for the current proposed study. Given the overlap between the two middle 

answer choices and unequal spacing between choices on the 6-point Likert scale, the researcher 
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decided that the current study would measure participant responses on a 5-point Likert scale. The 

current study used the modified CSRI-S to complete Crocker and Algina’s (2008) third phase of 

investigation, item testing, and psychometric evaluation. See Artifact 4. In addition to the CSRI-

S, the researcher added two subscales to the assessment to help evaluate convergent and 

discriminant validity of the CSRI-S. The next sections will describe in detail the methodology to 

be used in the development of this new instrument. 

Participants 

For the current study, the primary data collection, the population of interest included 

mental health clinicians who serve elementary-aged children, or children between the ages of 5 

and 11 who have experienced suicidality. The inclusion criteria included licensed mental health 

counselors, professional school counselors, licensed clinical social workers, marriage and family 

therapists, psychologists, and school counselors. Due to the name and credentialing differences, 

this study also included mental health counselors who are associate-level or have graduated from 

their master’s program, have passed their licensure exam, and are working towards being fully 

licensed by state-specified requirements. In addition, all participants must have seen at least one 

child with suicidal ideation or behaviors for at least five sessions in the past year. This 

requirement exists to ensure longevity and that the clinician had an adequate time to learn about 

the individual, rather than only conducting a one-time crisis meeting. Due to a pilot study having 

already sample a small portion of the population, participants could be included if they had not 

taken the pilot test previously. In the current study, the researcher proposed to send out 5000 

invitations to clinicians nationally. 

Data Collection Procedures 



 85  

 A submission was made to the University of North Carolina at Charlotte's Institutional 

Review Board (IRB) to conduct the current study. Upon IRB approval, LMHCs, LMHCAs, 

LPSCs, LCSWs, LMFTs, and Psychologists were invited to complete a survey using the online 

platform Qualtrics. A digital flyer was produced that informs participants of the purpose of the 

study, the inclusion criteria, and links to the Qualtrics survey. The researcher sent out 5000 

invitations through listservs accessed through field-specific professional organizations, 

professional networks, personal networks, and social media interest groups via Facebook. 

Professional organizations that were used in recruitment included the Association for Play 

Therapy. Recruitment materials are located in Artifact 2 and Artifact 3.  

 A common ratio used to determine the number of participants needed for a strong factor 

analysis is 10 participants for each item on the list (Schwab, 1980). Based on this ratio, the 

current study aimed to have 410 fully completed surveys returned. This sample size meets the 

criteria for the minimum number of 300 participants for factor analysis (Tabachnick & Fidell, 

2013). Anticipating that many individuals who are invited will choose not to participate, the 

researcher also used the 10:1 ratio for recruitment and sent out a minimum of 4100 invitations. 

 Dillman and others (2009) created a method for inviting participants to join a survey 

research study through email. Using this design as a model, the researcher proposed to use three 

separate emails to invite individuals to complete the survey. The initial email included an 

introduction to the study as well as the flyer that contains information on study purpose, 

inclusion criteria, and a link to the consent form and survey. The first page of the survey 

explained the purpose and inclusion criteria of the study again. The second page included the 

consent form. Individuals cannot move forward with the study prior to confirming or rejecting 

consent.  
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Past that point, participants anonymously answered 20 demographic questions and then 

the 42-item CSRI-S. Participants then answered four questions measuring suicide and irritability 

from the depression subscale on the Kiddie Schedule for Affective Disorders and Schizophrenia-

Lifetime (K-SADS-PL) and two questions measuring protective factors from the family 

communication and school connectedness subscales of the Revised Youth Asset Survey (YAS-

R). The content expert on child counseling research who is a Full professor at the University of 

North Carolina at Charlotte, tested the time it took to complete the study and determined that the 

entire survey would take participants approximately 7-15 minutes to complete. All participants 

were received after the first recruitment email was delivered. 

Instrumentation 

Participants completed two different instruments, the demographic questionnaire and the 

CSRI-S. The demographic questionnaire consisted of 20 questions developed by the researcher 

concerning race, ethnicity, gender, years of practice, licensure type, theoretical base, location, 

and inclusion criteria. All instruments are located in Appendix B. 

Demographic Questionnaire 

 The same demographic questionnaire that was used in the pilot study was used in the full-

scale validation study. This was comprised of a 20-question measure of non-identifiable 

characteristics held by participants. Items on the questionnaire measured gender, race, region of 

practice, community type, credentials (i.e, LMHC, LCSW…), years of experience, how clients 

were referred to them, and number of suicidal children served.  See Artifact 3. 

The Child Suicide Risk Identification Scale 

 The initial CSRI-S is a 42-item instrument developed by the researcher to assess what 

risk factors practicing child clinicians have been reported to them or observed in their child 

clients who experience suicidality. The questionnaire uses a 5-point Likert scale ranging from 1 

(never) to 5 (always) to measure how often the clinician experiences the content of the item. 
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Sample items include “child has experienced physical abuse” and “child uses fun as a strong 

motivator for behavior.” The initial CSRI-S includes eight subscales, with 5-7 items for each 

subscale. The CSRI-S was tested for content validity by experts in the field. When checking for 

content validity, experts were able to correctly match 87% of items to the subscale to which they 

belonged. See Artifact 4. 

The subscales were: (a) separation from caregiver, (b) prior attempts, (c) death 

preoccupation, (d) childhood adversity, (e) history of family dysfunction, (f) impulsivity, (g) lack 

of social skills, and (h) depression symptoms. Table 3 in Appendix A further defines the 

definitions of the subscales. Separation from a caregiver is defined as living with only one or 

none of the biological parents. Scales were disaggregated by removal by CPS, divorce, 

incarceration, or death. Prior attempts are defined as a prior suicide attempt completed by the 

child or parent. Death preoccupation is defined as children excessively talking about the death of 

others, what happens after death, their own death, as well as playing out death themes. 

Childhood adversity is defined as abuse, violent life events, and bullying. History of family 

dysfunction is defined as divorce, domestic violence, maternal mental health, and interfamilial 

conflict. Impulsivity is defined as having above-average levels of fun seeking behavior, 

impulsive decision-making, and aspects of ADHD. Lack of social skills is defined as the lack of 

healthy and meaningful relationships with family members and friends. Lastly, depression 

symptoms are defined as specific symptoms like sadness, irritability, and neurovegetative states 

of depression if present. 

Kiddie Schedule for Affective Disorders and Schizophrenia for School-Aged 

Children−Present and Lifetime (K-SADS-PL) 

Criterion-related validity is used when an instrument is designed to predict or identify a 

behavior (Whiston, 2017). The criterion variable is the hypothesized outcome, in this case 

suicide risk. The current study established criterion-related validity by finding evidence for 
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convergent validity. Convergent validity is when measures on one scale correlate with an already 

established criterion measure or relate to other variables that it should be positively related to  

(Whiston, 2017). To measure convergent validity, specific items from the (K-SADS-PL) 

depression and mania subscales were used to compare scores on suicidal behaviors (Kaufman et 

al., 1997). In the current study, the researcher hypothesized that total score on CSRI-S would be 

positively correlated with the two items measuring suicidal ideation from the depression subscale 

of the K-SADS-PL. See Artifact 5. 

The researcher also hypothesized that the sum score of the 1-item measuring irritability 

from the depression subscale and the 1-item measuring irritability from the mania subscale 

would positively correlate with the sum score of the irritability subscale on CSRI-S. The K-

SADS-PL is a comprehensive psychiatric assessment validated for use with young children that 

assesses the presence of all Axis I disorders (Kaufman et al., 1997). Previous studies have used 

the K-SADS to measure different factors of suicidality in children, including but not limited to 

suicidal ideation, thoughts about death, and irritability (Luby et al., 2019; Pfeffer et al., 2000). In 

contrast with the CSRI-S, the K-SADS-PL is parent rated. This instrument was chosen for 

convergent validity in response to the absence of clinician rated assessments looking at risk 

behaviors for suicide in children that show reliable psychometric properties.  

The researcher chose to include four questions total from the K-SADS subscales on 

irritability and suicidal ideation. Questions are formatted as a statement and then rated on a 3-

point scale (0 = no information, 1 = not present, 2 = infrequent thoughts of death, less than once 

a month and vague, 3 = recurrent thoughts of death, “I would be better off dead”). Examples of 

the questions from the suicide subscale include, “sometimes children who get upset or feel bad, 

wish they were dead or feel they’d be better off dead”, and “sometimes children who get upset or 
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feel bad think about dying or even killing themselves.” Examples of questions from the subscale 

to measure irritability include, “Was there ever a time where you got irritated, cranky, or 

annoyed at little things?”. This question is measured on a 3-point scale (0 = no information, 1 

=not at all or less than once a week, 2 = feels definitely more angry or cranky that what the 

situation calls for at least 2-3 times a week, 3 = feels irritable/angry more often than not, like 4-7 

days a week). The last item added from the K-SADS-PL measured irritability from the mania 

section: “Was there ever a time you were so irritable and angry that you just exploded?”. This is 

also measured on a 3-point scale (0 = no information, 1 = not present, 2 = definite periods of 

excessive irritability and anger that last for most of the day or are extreme for the duration of less 

than an hour, 3 = episodes of explosive irritability that are far out of proportion to any stimuli, 

has associated aggressive behavior and occurs at least two consecutive days or three days out of 

the week).  

The K-SADS-PL has been empirically validated numerous times in multiple countries. 

Turkish and Portuguese populations found good reliability with a kappa coefficient k  .60 and 

good construct validity (Marques et al., 2021; Ünal et al., 2019). An Icelandic review also 

demonstrated good reliability with K  .57 (Þórðarson et al., 2020). Makino and others (2023) 

found that the K-SADS-PL DSM5 version had good criterion validity with the child-behavior 

checklist for the depression and mania subscales with k  .62 (.45, .78) and k  .80 (0.41, 1.00).  

The Revised Youth Asset Survey 

 School engagement and parent support are protective factors for suicide in children ages 

10 and under (Janiri et al., 2020). This aligns with research on child suicide that shows that lack 

of family communication and social relations at school are more likely experienced by suicidal 

children (Shirley, 2020). Specific items from the Revised Youth Asset Survey (YAS-R) were 
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used to examine the relationship between protective factors with scores on CSRI-S to establish 

discriminant validity. Discriminant validity can be defined as evidence that the instrument is not 

positively correlated to variables that it should not be related to (Whiston, 2017). In the current 

study, the researcher hypothesized that the sum score of YAS-R protective factors from the 

family communication subscale and the school connectedness subscale would be negatively 

correlated with the total score of CSRI-S. The YAS-R was developed to examine assets and risk 

factors in youth behaviors and displayed good predictive validity (Oman et al., 2018). Assets are 

properties such as skills or relationships that help youth overcome difficulties (Oman et al., 

2018). Because this scale is created for self-report or parent report, the researcher holds the 

understanding that the clinician will answer to the best of their knowledge. The current study 

included two questions from the family communication subscale ( = .77) and the school 

connectedness subscale ( = .73). Each item is measured on a 4-point Likert scale (1 = never to 4 

= always). Examples of the questions are “how often do you talk to your mother or father or to 

an adult in the household about your problems?” and “you are happy to be at your school.” See 

Artifact 6. 

Data Analysis 

 The current study used a Confirmatory Factor Analysis (CFA) to determine if the items 

of the CSRI-S were appropriate and demonstrated good fit to the initial items. Next, the 

researcher examined initial reliability and validity. This was done by analyzing internal 

consistency, convergent, and discriminant validity.  

Confirmatory Factor Analysis 

A CFA is used to determine whether a relationship exists between the observed variables, 

or items, and their constructs (Goretzko et al., 2023). In this case, the observed variables were 
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any variable within the measurement model that was be examined directly by survey instruments 

(Crockett, 2012). Latent constructs are those that are theoretical and cannot be measured directly 

(Crockett, 2012). In the current study, the theory of the underlying latent process was developed 

through the top-down process of instrument development (Kearney, 2016; Tabachnick & Fidell, 

2007). The CFA tested the theory of the latent process (Tabachnick & Fidell, 2007).  

There are four assumptions that should be met in order to complete a CFA. The 

assumptions are as follows: (1) multivariate normality, (2) sample size over 200, (3) specified 

model, and (4) random sample. The researcher first screened the data for missing values, outliers, 

and normality. All data was used that was within 5% of missing data (Tabachnick & Fidell, 

2007). Little’s MCAR test was used to examine any pattern that exists between missing data. 

Multivariate normality and outliers can be analyzed using boxplots and Mahalanobis distance. 

The researcher used kurtosis and skewness values to determine normality. The first steps of 

instrument development completed prior to the current study established the specified model to 

be tested by the CFA. The tested model was established in existing theory and empirical research 

(Hahs-Vaughn, 2017). Additionally, it should be specified which latent variables the observed 

variables are assigned to. For the current study, observed variables were assigned to one of eight 

latent variables in response to established relationships from prior research.  

The hypothesized model has been identified through theory. The model complexity meets 

criteria for being overidentified (Hahs-Vaughn, 2017). Model complexity is the number of 

parameters that can be estimated from the model (Hahs-Vaughn, 2017). Model complexity is 

important as it sets standards for characteristics needed in order to create a CFA model. The CFA 

model is identified when there are enough unique parameter estimates set for each unknown 

parameter (Hahs-Vaughn, 2017). When there are more known parameters than freely estimated 
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parameters the model is defined as overestimated. When the model is overestimated the degrees 

of freedom (df) are equal to or greater than zero. The current identified model has 903 unique 

sources and 93 free parameters, resulting in df  810.  

Mean and Variance Adjusted Weighted Least Squares (WLSMV) was used as the 

estimation model. This estimator is one of the strongest choices when the model uses categorical 

variables and has either normal or nonnormal data (Han, 2022). WLSMV is a robust method, 

especially when sample sizes are large. WLSMV was used when calculating the model fit 

indices. Model fit indices are used to statistically determine if the model is a good fit (Hahs-

Vaughn, 2017). The researcher used MLSMV to calculate the comparative fit index (CFI) and 

the Tucker-Lewis index (TLI).  CFI and TLI are positively correlated, and both have a strong 

cutoff score of  .95 (Han, 2022). Because this study aims to have a large and substantial sample 

size and has enough items that there is a likelihood for data to be non-normative, the chi-square 

(𝑥2) test was also used for fit indices. The null hypothesis that the model is a perfect fit to the 

data will be rejected if a significant p-value (.05) is found.   

Analyzing Results 

When analyzing results, initial reliability was determined by calculating Cronbach’s 

alphas. Construct reliability was determined by examining internal consistency reliability of each 

subscale. The standard reliability coefficient was  > .70. Next, the researcher conducted a CFA 

using the lavaan package in R. The researcher examined whether the fit of the data to the 8-factor 

construct model was adequate and used a factor loading of  .40 as a cutoff for interpretation. 

The researcher examined discriminant and convergent validity via correlation between the total 

score of items from the YAS-R and K-SADS-PL and the factors on CSRI-S.  
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Threats to Internal and External Validity 

Sampling bias is a common threat to external validity when using survey research 

(Khorsan & Crawford, 2014). Research has found that the survey format preferred by individual 

participants is correlated with socio political demographics (Chen et al., 2022). Because of this,  

 The study had some diversity among participants. The majority of the participants 

identified as female or male, while the researcher was intentional in recruitment strategies so that 

the survey was more likely to be completed by a diverse sample. Convergent validity was 

calculated to check for threats to external validity. To test for external validity, a previously 

supported suicide assessment used for children was sent out to participants with the CSRI-S 

(Kearney, 2016).  

 One threat to internal validity is instrumentation (Crocker & Algina, 2008). Results can 

be present due to errors in the instrument instead of answers from participants. The reliability 

and validity for instruments used for convergent validity were identified as acceptable and the 

CSSRI-S was created using the procedures defined by Crocker & Algina (2008), which have 

been deemed the standard for developing reliable instruments. Lastly, no identifiable information 

was collected in an attempt to decrease response bias.  

Chapter Summary 

This chapter described the methodology used in the initial phases of instrument 

development for CSRI-S and outlines the methods that will be used in the current study, or full-

scale validation study, to test the underlying theory of CSRI-S. The current study used a CFA to 

test the theory of CSRI-S and begin establishing reliability and validity. This section reported the 

participants, procedures, and data analysis used in the pilot study. Lastly, this section reported on 

the participants, data collection procedures, instrumentation, and data analysis procedures that 

were used to test the CSRI-S in the full-scale validation study. 
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CHAPTER 4: RESULTS 
 

Introduction 

 The purpose of this study was to validate an instrument measuring identifiable suicide 

risk factors in children ages 5-11. The current study used the CSRI-S items from the pilot study 

to finish the third phase of investigation and complete the initial stages of phase 4, Psychometric 

Evaluation (Crocker & Algina, 2008). First, the researcher describes the results from the Pilot 

Study. Second, the researcher describes the data cleaning process. Third, the researcher reports 

the results from replicating the pilot study with a larger sample size and using a confirmatory 

factor analysis. Last, the researchers will report the initial evidence for reliability. 

Data Screening 

Missing Values 

 There were 685 respondents to the survey and the researcher first checked the completion 

rate for each participant. Cases with a participant rate less than 97% were excluded. Because of 

the format of the survey, participants who reached 97% completion had made it to the external 

link to claim their incentive. When cleaning the data for missing values, 72 surveys were 

automatically excluded for having not surpassed the demographics section. 13 of those 

participants had finished the survey but were missing all values in their report. Due to the survey 

being set to mandatory response, it is believed that these 15 surveys with a 100% completion 

rate, a 30 second average test time, and no data were from bots. Little’s MCAR (missing 

completely at random) test was then conducted to test the pattern of missingness. Due to the 

heavy amount of categorical data, a chi-square statistic could not be loaded. The test calculated a 

p-value of <.001, rejecting the hypothesis that the data is missing at random. Analysis of missing 

patterns shows that the missing data increases as the item number increases and the completion 
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rate decreases. Missing data ranged from 10 participants per item to 15 participants. Because the 

survey was forced response, it is understood that the missing data is due to an individual's 

deciding not to finish the study. These cases were excluded from further analysis. A summary of 

missing values is listed in Table 10.c. After data cleaning, there were 595 completed surveys.  

Normality 

 The researcher then screened the data for normality. The Shapiro-Wilk Test was used to 

test for normal distribution. The results of this test, W=0.89652, p <.001. This demonstrates that 

the data significantly deviates from normality. The Shapiro-Wilk Test is sensitive to large sample 

size, meaning even a minor deviation from normality within the current 595 sample could 

produce a significant p-value, indicating non-normality (Yang & Berdine, 2021). In addition to 

checking the Shapiro-Wilk test statistic, skewness and kurtosis values were in a normal range for 

the data being used in a factor analysis. Skewness values ranged from -.36 to .05, and Kurtosis 

values ranged from -1.01 to -0.49. Skewness acceptance for normality range is -2 to 2. Kurtosis 

acceptance for normality range is -4 to 4 (Tabachnick & Fidell, 2013). Kim (2013) states that for 

sample sizes over 300 skewness and kurtosis values are adequate for supporting normality.  

Outliers 

The researcher then tested the data for multivariate outliers. Multivariate outliers were 

examined by looking at a Q-Q plot. The plot displayed cases 230, 259, 336, 405, and 293 as 

significant outliers. And Mahalanobis distance. The distribution plot and Mahalanobis distance 

values identified cases 336, 405, and 293 as upper-bound outliers. Examination of trimmed 

means was used to determine if there were any univariate outliers that were impacting the data. 

The mean and trimmed mean of items were almost identical in all cases which determined that 
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there were no univariate outliers impacting the data. Cases 336, 405, and 239 were excluded 

from the data analysis.  

Linearity and Multicollinearity 

 A scatter plot was used to check for linearity. The scatter plot demonstrated that there 

were linear relationships between all observed variables. Bivariate correlations were used to 

check for multicollinearity. No bivariate correlations were equal to or greater than 0.5, indicating 

no high or concerning levels of multicollinearity. 

Factorability  

The researcher checked for the factorability of the data set by examining both the Kaiser-

Meyer-Olkin (KMO) statistics and the Bartlett's sphericity test. The overall measure of sampling 

adequacy (MSA) was 0.96, with individual MSA values ranging from 0.92 to 0.97. The reported 

MSA values indicate that there is a significant correlation between the variables that is 

satisfactory for a factor analysis (Tabachnick & Fidell, 2013). Barlett’s sphericity test was also 

statistically significant (χ2 = 8913.747, df = 861, p < .000), further indicating that the variables 

are fit for a factor analysis.  

Results of The Full-Scale Validation Study  

A confirmatory factor analysis (CFA) was used to test the underlying factor structure of 

the CSRI-S. Multiple CFAs were conducted using the lavaan package in R. The researcher first 

tested the model fit for Model 1, the 8-factor theoretical model proposed following the pilot 

study. The original eight factors include separation from caregiver (SEP), prior attempts (ATT), 

death preoccupation (DEA), childhood adversity (CHI), history of familial dysfunction (HIS), 

impulsivity (IMP), lack of social skills (LAC), and depression symptoms (DEP). The theoretical 

model consisted of 8 latent factors and 42 observed variables. Figure 1.c displays the proposed 
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eight-factor model. Due to the use of ordinal data and a tendency for the data to be nonnormal, 

Mean and Variance Adjusted Weighted Least Squares (WLSMV) was the estimator used to 

conduct the CFA. The following fit indices were used to examine model fit: (a) chi square, (b) 

Comparative-Fit index (CFI), (c) Tucker-Lewis’s index (TLI), and (d) mean-square error of 

approximation (RMSEA). The estimation of the eight-factor model provided below acceptable 

fit. This was demonstrated by fit indices: χ2(791) = 1554.661, p< .001, CFI.robust. = 0.874, 

TLI.robust= 0.862. RMSEA=0.53 demonstrated a moderately acceptable fit. All but eight of the 

standardized estimates were statistically significant (p<.001). The standardized loadings ranged 

from 0.428 to 0.730. Three additional models were explored that demonstrate a better fit.  

The researcher checked intercorrelation, cross-loading, and factor loadings of observed 

variables when deciding whether items needed to be retained, moved to a new factor, or 

excluded. All models presented for CFA were developed per the conceptual framework of child 

suicide. Fit indices of 0.90 were proposed as a baseline cutoff score for mode fit. Low CFI and 

TLI scores helped guide further analysis reasons why the model did not provide a good fit. A 

total of four models were tested for best fit conceptually and statistically.  

When analyzing weakness of Model 1, modification indices demonstrated that variables 

Q32 and Q34 were cross-loading on multiple variables. Q32 was theorized to load on LAC but 

was loading extremely high on DEP, HIS, CHI, and IMP. Conceptual analysis identified that 

Q45 measured a similar construct to Q32, so the researcher excluded Q32 from other models. 

Modification indices also demonstrated that Q24 was cross-loaded onto multiple factors. 

Conceptual analysis and a closer look at observed variables identified that there were two other 

variables measuring a very similar construct, which could easily be construed as the same thing 

(e.g, feeling aggravated versus feeling irritable or angry). Q24 was excluded from further 
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models. Modification indices now displayed that Q39 was cross-loading equally into six 

different factors. Further conceptual analysis demonstrated that the construct being measured 

with Q39 is often seen as a symptom of multiple behavioral health issues (Mrug et al., 2012; 

Nelson et al., 2005; Ostrander et al., 2006). The researcher then decided to remove Q39. Two 

other factors from LAC were also identified as having possible cross-loadings. In response to 

this, the researcher decided to use the guidance of theory to re-analyze whether items measuring 

interpersonal issues into other factors such as DEP and IMP.  

A continuous pattern in the statistical analysis was that many variables were cross-

loading between DEP and IMP. Theoretically, DEP and IMP are highly correlated with each 

other (Riglin et al., 2020). The researcher decided to re-fit a 6-factor model that merged DEP and 

IMP into a single factor based on indicators for behavioral health (IND). The researcher tested 11 

different six-factor models. Models were fit based on their statistical properties and checked for 

theoretical evidence. Three models were considered and compared for the best fit. 

Model 2 was a six-factor model. This model was fit to the original five factors: SEP, 

ATT, DEA, CHI, HIS, and now IND. While fitting model 2, the researcher also ensured factor 

loadings were greater than 0.4.   Estimators of model 2 found that the data was a moderately 

adequate fit to the model. Fit indices showed: χ2(419) = 885.635, p< .001; RMSEA = .052; CFI 

=. 909; TLI = .899; and SRMR= .043. Factor loadings for model 2 ranged from 0.460 to 0.768. 

Covariance values between factors all range from .2 to .5, indicating small to moderate 

relationships between factors. Because the ATT factor in model 2 only had 2 questions, the 

researcher then tested for inter-consistency reliability to ensure the longevity and utility of the 

instrument. Each factor had acceptable reliability coefficients except for ATT, demonstrated by 

a=.607 for ATT. The researcher prioritized checking with the theory before committing to model 
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fit changes. When analyzing the conceptual framework of Model 2, the researcher identified that 

Q47 was weakly supported and should be replaced by a stronger variable that had been removed 

in response to potential cross-loading (Luby et al., 2019; Shirley, 2020). [Insert figure 2.c] 

When fitting model 3, Q47 was removed and Q45 was added in response to the larger 

support of research for the relationship to child suicide risk. Additionally, Q58 was added back 

to the ATT factor in an attempt to increase internal-consistency validity values, increasing the 

strength of the theory. Estimation of the model fit demonstrated that Model 3 was a moderately 

fit to the data but not as statistically well fit to the data as Model 2. Fit indices for model 3 show: 

χ2(449) = 945.925, p< .001; RMSEA = .052; CFI =. 905; and TLI = .896. The covariance matrix 

supports that the factors are moderately positively correlated, demonstrated by r coefficients 

between .30 and .50 on SEP, ATT, DEA, CHI, and HIS. The covariances between IMP and the 

rest of the factors were smaller, fitting within a coefficient range of 0.183 to 0.284. Following the 

fit of Model 3, modification indices did not indicate any significant intercorrelations. 

Additionally, there were no factor loadings below 0.5. One last check for conceptual and 

theoretical strength revealed that Q8, which had been previously removed due to high 

intercorrelations and cross-loadings, needed to be added back into the model. [Insert figure 3.c] 

The researcher then tested the final six-factor model. The data was fit to Model 4 by 

supporting the previous statistically significant Model 3 fit, along with important theoretical 

points. Estimation of Model 4 revealed that it was not as strong a fit statistically as Model 3. Fit 

indices showed: χ2(480) = 1087.666, p< .001; RMSEA = .055; CFI =. 893; TLI = .882; and 

SMEA= 0.046. The standardized loadings for Model 4 ranged from 0.421 and 0.730. There were 

two variables with factor loadings between .4 and .5 that were kept in the model because of the 

theoretical soundness. [Insert figure 4.c].  
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A likelihood ratio test was then used to compare Model 4 to a one-factor model. The 

likelihood ratio test was statistically significant, demonstrated by p<.001. The chi-square test and 

degrees of freedom were smaller for Model 4, LR χ 2 = 294.16; p < .001. The results of this 

likelihood ratio test (Table 5.c) suggest that the data is a better fit to Model 4. Slightly adequate 

fit indices are justified by a strong theoretical base to include two variables that load across 

multiple factors. A summary of models and their factor structure can be found in Table 9.c. 

Internal Consistency of the CSRI-S 

The internal consistency reliability measures for the factors of the CSRI-S were 

calculated using the semTools package in R. Cronbach alphas demonstrated adequate reliability 

within each factor. SEP=0.706, ATT=0.682, DEA=0.764, CHI=0.810, HIS= 0.782, and 

IMP=0.791. A summary of reliability statistics is displayed in Table 8.c. Because the total score 

will also be used for interpretation of results when the CSRI-S is used clinically, the internal 

consistency of all items was also calculated. The Robust Omega coefficient for the inter-item 

correlation is 0.951. The results suggest that the CSRI-S has excellent internal consistency 

reliability and that all items are significant when measuring suicide risk factors in young 

children.  

Initial Convergent and Discriminant Validity 

Convergent validity was tested between the total weighted score on the CSRI-S and the 

sum score of the suicide subscale from the K-SADS-PL. Pearson’s correlation supports the 

hypothesis that the CSRI-S score is positively correlated with the empirically supported measure 

of suicide in children. This is demonstrated by a correlation of r(593) = .381, p < .001. 

Convergent validity was also tested between the measurement of irritability on the CSRI-S and 

the K-SADS-PL. Results demonstrate that the measure of irritability on the CSRI-S has a 
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statistically significant positive correlation with the items measuring irritability on the K-SADS-

PL. Positive correlation is supported r(593) = .36, p < .001. Summaries of convergent reliability 

testing can be found in Table 4.c. 

Initial discriminant Validity was established by running the correlation between the total 

weighted score on the CSRI-S and the two subscales measuring family connectedness and school 

engagement on the YRAS. Pearson correlation displays that r=-.21 and p<.001. Findings support 

the researcher’s hypothesis that child suicide risk and child protective factors are significantly 

negatively correlated. Summary of discriminant validity can be found in Table 5.c. 

Chapter Summary 

The purpose of this study was to begin validating an instrument measuring identifiable 

suicide risk factors in children ages 5-11. The current study used the CSRI-S items from the pilot 

study to finish the third phase of instrument development and complete the initial stages of 

psychometric evaluation. First, the researcher reports the results of data screening based on 

assumption checking. Next, the researcher described the process for checking model fit and 

reported the results of a few significant fits that were assessed. Lastly, the researcher reported the 

results of reliability checks for internal-consistency reliability, convergent validity, and 

discriminant validity.  

Results from the CFA identified a new six-factor structure in place of the original eight-

factor structure. The six factors contain 33 items in total that are statistically significant and 

theoretically supported in defining suicide risk in children. The data showed moderately 

adequate fit to the final six-factor model. Internal consistency reliability results showed strong 

internal reliability between items on factors as well as among all 33 items. The hypothesis was 

supported that CSRI-S would have convergent validity with the K-SADS-PL measure of child 
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suicide and irritability. The total score of the CSRI-S also demonstrated significant discriminant 

validity with measures of child protective factors like school engagement and family 

connectedness.   

CHAPTER 5: DISCUSSION 

 The purpose of this study was to define and finalize the items of the Child Suicide Risk 

Identification- Scale (CSRI-S). This study also began the initial development of validity and 

reliability for the CSRI-S. Crocker and Algina’s (2008) 10 steps of instrument development were 

revised into four distinct phases and used as a guide for the development of the CSRI-S. The four 

phases of instrument development used in this study are: construct conceptualization, item 

development, item testing, and psychometric evaluation. Phases one, two, and three were 

completed to create, investigate, and modify the instrument for the preparation of this full-scale 

validation study. The 42 items retained after the pilot study were supported by the first three 

phases of instrument development and two main theories. The theoretical framework of 

Vulnerability and Autonomy from a Universalist Perspective and the Ecological Theory of Child 

Development were both used to conceptualize child suicide risk from a holistic perspective. The 

results of the analysis performed in the third and fourth phases of the investigation, or item 

testing and psychometric evaluation, will be discussed in this chapter. This chapter will include 

an overview, a discussion of results from the confirmatory factor analysis (CFA), contributions 

of the study, limitations of the study, implications, and recommendations for future research.  

 Overview of the Study 

Child suicide rates are increasing drastically (CDC, 2020). One of the integral parts to 

effectively targeting child suicide and providing prevention and intervention efforts is for clinical 

mental health clinicians to be accurately informed on the topic (Jahn et al., 2016). Despite this, 
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there is a very limited amount of research or literature on child suicide. The research that does 

exist supports the notion that child suicide risk is different than adolescent and adult suicide risk. 

Additionally, empirical literature points to child suicide risk as being situational and behavioral 

(Musyimi et al., 2020). Regardless of research highlighting the differences between child suicide 

from older age groups, there is no current empirically supported measurement tool that measures 

comprehensive suicide risk of young children outside of the severity of their suicidal ideation 

(Carter et al., 2019). The researcher intended to begin closing this gap by developing the Child 

Suicide Risk Identification-Scale (CSRI-S). This tool is intended to identify the severity of 

suicide risk while also identifying individual risk factors the child may have experienced. The 

current study aimed to identify the items and factor structure of the CSRI-S and begin initial 

validity and reliability measures.  

Before the current study, a pilot study which included 40 items was sent out to Licensed 

Clinical Mental Health Counselors (LCMHC), Licensed Clinical Mental Health Counselor 

Associates (LMHCA), Professional School Counselors (PSC), Licensed Clinical Social Workers 

(LCSW), Psychologists, and Licensed Marriage and Family Therapists (LMFT) across the 

United States. After piloting the study, all 40 original items were retained, and two new items 

were added. Thus, the current study included an eight-factor model with 42 items that were sent 

out to LCMHCs, LCMHCAs, PSCs, LCSWs, Psychologists, and LMFTs. The 42-item eight-

factor model was analyzed using a CFA to test the fit of the theoretical model. The first step in 

running the CFA was to use item testing to check whether all statistical assumptions were met by 

the data. Following the assumption checks, a CFA was used to determine whether the data was 

an adequate fit to the proposed eight-factor model. Three additional models were proposed to test 

for the best fit. A six-factor model with 33 items was selected and retained for the best fit [insert 
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Table 2.c]. Following the confirmation of the six-factor structure of the CSRI-S, internal 

consistency reliability and convergent and discriminant validity were tested. Analysis found that 

the six-factor model of the CSRI-S has strong internal consistency reliability within subscales 

and between all items. The CSRI-S has good convergent validity with other empirically 

supported scales that measure suicide and irritability in children. The CSRI-S also had 

statistically significant discriminant validity with measures of child protective factors.  

Discussion of Demographic Factors 

a small number self-identified as non-binary, non-conforming, or preferred not to say. The most 

represented race was White/Caucasian, with Black participants following close behind. There 

were small but equal numbers of participants who identified as Latine, American Indian or 

Alaskan Native, and Asian. This is more diverse than the gender in the mental health clinician 

population. Data show that the majority of clinicians across all specialties identify as female 

(Data USA, 2022). While it still is not as large a gap, the race and ethnicity participant rate of the 

sample was more representative of the population due to having at least 20% more white 

participants than Black participants (Data USA, 2022).  

 The specialty with the most representation in the sample was LCMHCs. The next highest 

specialty was school counseling. While their numbers were smaller, there were still an adequate 

number of LCSWs, LMFTs, and Psychologists who also completed the survey. The U.S Bureau 

of Labor Statistics (2025) lists social workers as being the largest workforce out of mental health 

clinicians. However, the current study only included social workers who held their clinical 

license, which may explain the difference in our study from the data. Behind social workers, 

LCMHCs, and School Counselors have the most clinicians in the workforce, which mirrors the 

current sample (U.S Bureau of Labor Statistics, 2025).  
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 Participants in the sample were diverse in terms of the region they practiced in. The 

highest number of sample participants reported living in the Southeast and West regions of the 

Southeast and the West regions of the US. However, there was still an even spread among those 

residing in other regions of the country. This is in line with reports that identify California, 

Texas, and Florida as having the highest number of counselors in the workforce (U.S Bureau of 

Labor Statistics, 2023). Surprisingly, the Northeast as a region has one of the highest reports of 

working mental health clinicians (U.S Bureau of Labor Statistics, 2023). The lack of clinicians 

from the Northwest suggests that those employed in that region were less likely to complete the 

survey. The communities that participants practiced in appeared in order of greatest to least for 

Urban, Suburban, and Rural. This is representative of the greater population of mental health 

clinicians, with the least number of available clinicians residing in rural areas (Rural Health 

Information Hub, 2025).  

 Years of experience held by participants ranged from one year to 36 years. Most 

participants reported having between five and 10 years of experience. Research shows that 

clinicians’ experience level is positively related to the influence and knowledge one has when 

working with suicide (Collison & Hawgood, 2025). Further analysis would be beneficial in 

seeing whether years of experience was correlated with the number of risk factors witnessed in 

children experiencing suicidality. Most of the participants also had 20 or more sessions with 

children who were experiencing suicidality this year. Research already shows that the more 

comfortable with suicide the clinician is with suicide, the less likely they are to avoid it (Yaseen 

et al., 2013). While there could be a relationship between individuals who had the most sessions 

and the number of risk factors they identified, prior research also shows that clinicians who have 

had a client die by suicide or experience serious suicide attempts become more vigilant of 
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suicide risk (Finnlayson & Simmonds, 2018). While the current study did not analyze whether a 

successful attempt was made, further analysis could be useful in determining whether the rate of 

risk factors observed relates to the number of sessions held.  

 Participants were asked whether they are certified as a Registered Play Therapist (RPT). 

Play therapy is one of the most supported theoretical orientations for mental health clinicians 

who work with young children (Association for Play Therapy, 2014; Cattanach, 2008; Chinekesh 

et al., 2014; Koukourikos et al., 2021). Over half of the sample participants identified themselves 

as holding the RPT credential. While individuals were recruited outside of play therapy, the 

largest listserv used in recruitment was the Association for Play Therapy member listserv. Most 

of the members who did not hold the RPT credential were still practicing play therapy in some 

capacity. In play therapy, children use toys and play as their language, and therapists are 

encouraged to speak at the level of the child (Landreth, 2023). There is only one magazine article 

speaking about suicide and play therapy (Brown, 2021). Most of the clinician’s knowledge about 

suicide in children would come from personal experience. It would be beneficial to understand 

how using a directive or non-directive approach affects the number of risk factors observed by 

mental health clinicians. Demographics are located in Tables 11.c through 16.c. 

Item Analysis and Factor Structure 

 The first research question addressed in the current study was, What is the factor 

structure of the Child Suicide Risk Identification-Scale The sub-research questions were (a) 

What are the underlying factors of the CSRI-S, and (b) Does the data provide a good fit for the 

proposed factor structure of the CSRI-S? The following section will answer these research 

questions by describing Model 1, or the initial eight-factor model that was proposed for the 

CSRI-S, and the final retained six-factor model.  
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Eight-Factor Model 

Guided by the Framework for Vulnerability and Autonomy from a Universalist 

Perspective and The Ecological Theory of Child Development (Bronfenbrenner, 1979; 

Geisinger, 2015), the researcher investigated empirical literature on child suicide and developed 

an eight-factor model containing 42 items. The first factor was made up of five items measuring 

the Separation from Caregiver. This factor seemed to measure the presence of children being 

separated from caregivers in various ways in conjunction with experiencing suicidality. The 

second factor comprised of three items measuring Prior Attempts of suicide. This factor 

measured whether the suicidal child had experienced prior attempts themselves or of a close 

family member. The third factor was then made of five items measuring Death Preoccupation. 

This factor measured whether suicidal children were displaying different verbalizations or 

behaviors that targeted death. The fourth factor was comprised of seven items measuring 

Childhood Adversity. This appeared to be measured by the extent to which clinicians knew their 

suicidal child clients had experienced different traumatic or difficult life experiences. Factor five 

included five items measuring Impulsivity. This factor seemed to measure the extent to which 

suicidal children displayed impulsive behaviors that were beyond developmentally appropriate. 

Factor six included five items measuring Lack of Social Skills. This appeared to measure the 

lack of healthy and meaningful relationships with family members and friends. The seventh 

factor was six items measuring a History of Familial Dysfunction. This measured various 

difficulties the suicidal child’s family system has experienced. The final eighth factor included 

six items measuring Depression Symptoms. This factor appears to measure the extent to which 

specific depression symptoms are present in children experiencing suicidality. 
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 A CFA was conducted to answer sub-research question number two. The CFA was 

executed by fitting the proposed eight-factor model, model 1, to the data. Model 1 did not 

provide adequate fit to the data. While standardized loadings were high, fit indices were low and 

indicated multiple items were cross-loaded onto more than one factor, meaning some items were 

measuring multiple different factors. Thus, three new models were proposed in accordance with 

conceptual and statistical loadings. The final model that fit the data and the theory best is a six-

factor model, which was retained for future work.  

The Retained Six-Factor Model 

 The retained model is a six-factor model containing 33 items [insert table 1.c]. This six-

factor model has been declared for the final CSRI-S. The first four factors remained the same as 

in Model 1. The first factor was made up of the original five items measuring Separation from 

Caregiver. The second factor also retained the original three items measuring Prior Attempts of 

suicide. Factor three remained the same and contained the original five items measuring death 

preoccupation. Factor four retained Childhood Adversity and the original seven items. Factor 

five measures History of Family Dysfunction using six items. Lastly, the sixth factor is 

Indicators for Behavioral Health. 

The development of the Indicators for Behavioral Health factor was guided by 

modification indices and factor loadings that highlighted the high covariance and cross-loading 

between items on the Depression, Impulsivity, and Lack of Social Skills scales. While statistical 

analyses accentuated cross-loading between factors, changes were made based on supporting 

theory. The Depression, Impulsivity, and Lack of Social Skills factors did not measure specific 

behavioral diagnoses but individual pathological symptoms. Research shows that anxiety, 

depression, and ADHD are highly correlated (Mrug et al., 2012; Nelson et al., 2005; Ostrander et 
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al., 2006). It has also been found that depression and ADHD can impact interpersonal issues in 

children (Mrug et al., 2012; Ostrander et al., 2006). When analyzing the conceptual framework 

of the Impulsivity factor, it was identified that children experiencing suicidality score high on the 

impulsivity sections of ADHD assessments (Sheftal et al., 2016; Shirley, 2020). It was deemed 

more theoretically sound and statistically strong to decrease items measuring impulsivity, 

depression, and interpersonal issues and merge them into one succinct factor defining behavioral 

health issues.  

Supporting Model Fit 

 The six-factor structure of the CSRI-S supports and is supported by the literature. Child 

suicidality has been operationally defined as children experiencing both thoughts and/or 

behaviors about killing themselves. Child suicide risk is operationally defined as the risk that a 

child will attempt to die by suicide. The CSRI-S defines this definition of child suicide risk 

through the six-factors of the CSRI-S: (a) Separation from Caregiver measures the risk that 

disrupted parent and child attachment has on child suicide, (b) Attempts measures the risk that 

prior suicide attempts has on child suicide, (c) Death Preoccupation identifies child death talk or 

play that can hint towards child suicide (d) Childhood Adversity captures the risk that extremely 

difficult personal experiences can have on suicide risk, (e) History of Familial Dysfunction 

measures the risk that family system difficulties has on child suicide, and (f) Indicators for 

Behavioral Health identifies the risk that pathology has on child suicide. This demonstrates that 

the  six-factors of the CSRI-S are representative of child suicide risk.  

 The theoretical frameworks (Bronfenbrenner, 1979; Geisinger, 2015) that guided this 

study detail how children are influenced and affected by the uniquely personal and systemic 

events happening around them. After analyzing the final items of the CSRI-S, it is supported that 
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they measure suicide risk following the theoretical framework. The covariance levels between 

factors demonstrate that they hold an appropriate level of convergent validity but have low 

enough correlations that it is clear they are still measuring distinct sub-constructs. It is important 

when conceptualizing child suicide risk that there is a broad range of factors that are ecological, 

developmental, and social (Bronfenbrenner, 1979; Geisinger, 2015). While a simpler factor 

structure may be more statistically appealing, the more complex model is a better fit to the 

theory. The results support previous research that demonstrates that children who die by suicide 

or experience suicidality face a broad range of risk factors (Luby et al., 2019; Sheftal et al., 2016; 

Shirley, 2020; Whalen et al., 2015). The results also support the notion that child suicide theory 

and risk are different than adolescents and adults. Adults and adolescents are more likely to be 

depressed, have romantic relationship problems, substance use issues, and suicidal intent 

(Bentley et al., 2016; Sheftall et al., 2016; Wagner, 2009). The retained factors on the CSRI-S 

demonstrate that child suicide risk factors include parental and family issues, friendship issues, 

trauma, specific symptoms of ADHD and depression that do not meet criteria for a full diagnosis 

(Shirley, 2020). Current theories on suicide target adolescents, adults, and more pathological 

responses (Barzilay et al., 2015; Bridge et al., 2006).  

The Previous Attempt factor retaining all three items measuring different types of suicide 

attempts supports prior research demonstrating that children who die by suicide have a higher 

likelihood of having parents or close family members make attempts (Brent et al, 2002; Dervic et 

al., 2008). Shirley (2020) found that most children in their study who had died by suicide 

demonstrate death themes through their play or through making statements about their deaths or 

others. Sheftall and others (2016) also found that a large portion of children who had died by 

suicide were more likely to have been separated from their caregiver through multiple means 
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than children who were not suicidal. Research across all ages continues to show that previous 

suicide attempts are the number one risk that an additional attempt will be made (Bilson, 2018; 

Shirley, 2020).  

The retained items on the child adversity scale demonstrate that there are specific adverse 

experiences more likely to measure suicide risk. Previous research supports the notion that 

events such as bullying, abuse, violence, and discrimination increase the risk of suicide in 

children (Luby et al., 2019; Ruch et al, 2021). Additionally, the retained factor structure 

demonstrates that child suicide risk increases when they experience difficulties at home like 

divorce, domestic violence, CPS involvement, and maternal mental health problems. Ruch et al. 

(2021) and Shirley (2020) support this idea by reporting the high rates of family dysfunction in 

children who have died by suicide. The merging of depression, impulsivity, and interpersonal 

issues into one factor measuring Indicators for Behavioral Health supports prior research 

identifying specific symptoms that are related to child suicide risk rather than an actual diagnosis 

(Sheftall et al., 2016). Similarly to the limited empirical literature available on child suicide, the 

factors of the CSRI-S capture the need for attention to multiple distinct behavioral and situational 

risk factors.  

Reliability of the CSRI-S 

The second research question was: What is the initial evidence for reliability of the CSRI-

S? The sub-research question was: Do the CSRI-S scores demonstrate internal consistency 

reliability? Internal reliability was tested by analyzing the coefficient omega for the total score 

(Dunn et al., 2014). The Omega value demonstrated strong internal consistency between all 

items and that they were measuring the same construct. To further test the internal consistency 
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within factors, and inter-item correlations demonstrated adequate reliability (Watson, 1955). This 

demonstrates that the items within the factor are measuring the same thing (Cronbach, 1951).  

Initial Convergent and Discriminant Validity of the CSRI-S 

 The third research question was: What is the initial evidence for validity of the CSRI-S 

assessment? The sub-research question was: Do the scores for CSRI-S demonstrate adequate 

convergent validity? To answer this research question, bivariate correlations were first calculated 

between the total score of the CSRI-S and the measures of suicide from the Kiddie Scale for 

Affective Disorders and Schizophrenia, Present and Lifetime version (K-SADS-PL). Bivariate 

correlations were also analyzed between the irritability items on the CSRI-S and the measures of 

irritability on the K-SADS-PL. Discriminant validity was then analyzed by conducting bivariate 

correlations between the total score of the CSRI-S and two factors of youth protective factors 

from the Youth Revised Asset Survey (YRAS). 

Convergent Validity 

The CSRI-S had good convergent validity with the measures of suicide, demonstrating 

that the factors of the CSRI-S are significantly related to suicide (Crocker & Algina, 2008). The 

CSRI-S irritability items also had good convergent validity with the K-SADS-PL measures of 

irritability, demonstrating that they measure they are correlated (Crocker & Algina, 2008). It was 

hypothesized that the total score on the CSRI-S would have a strong relationship with suicidal 

ideation. The K-SADS-PL was the only empirically supported child psychological assessment 

that looked at various factors affecting the presence of suicidality and not just the severity of a 

suicide plan (Whiston, 2017). Results demonstrated that the total score of the CSRI-S was related 

to childhood suicidal ideation, which was expected. These results support the claim that all of the 

separate risk factors included within the CSRI-S are successfully measuring child suicide.  
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In an attempt to strengthen the validity of the CSRI-S, a second construct was used to 

establish convergent validity. Due to the limited number of available instruments for child 

suicide, it was deemed appropriate to use irritability as an extra measure for establishing validity. 

The original proposed eight-factor model included 3 questions on irritability. However, the 

retained six-factor model includes only one item about irritability. The bivariate correlation was 

still calculated; however, this convergent validity measure is only testing one item on the CSRI-S 

now. Internal reliability of the CSRI-S and K-SADS-PL supports that the irritability item is 

strongly correlated with other items on the measurements. This means that while only irritability 

is being directly correlated, the measure of irritability is still supported by the other factors of the 

CSRI-S.  

Discriminant Validity 

 Discriminant validity was analyzed by conducting bivariate correlations between the total 

score of the CSRI-S and two factors of youth protective factors from the Youth Revised Asset 

Survey (YRAS). The factors demonstrated strong discriminant validity with measures of school 

engagement and family connectedness. Having good discriminant validity means that the items 

on the CSRI-S are not related to constructs that they should not be (Crocker & Algina, 2008).  

  It was hypothesized that the CSRI-S would be negatively correlated with protective 

factors. Specifically, it was hypothesized that child suicide would have discriminant validity with 

school engagement and family connectedness. Prior research demonstrates that highlighting 

protective factors that a child has is a successful intervention technique for children who are 

suicidal (CDC, 2024). The results support literature demonstrating that school engagement and 

family connectedness are protective factors for child suicide (Shirley, 2020). School engagement 
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and family connectedness can act as buffers for loneliness, family dysfunction, and childhood 

adversity (Janiri et al., 2020).   

Lastly, it was hypothesized that the CSRI-S would have convergent and discriminant 

validity with other child measures. Research shows that the majority of child suicide instruments 

are not normed for children (Carter et al., 2019). The measures of suicide, irritability, school 

engagement, and family connectedness were all normed for use with children (Janiri et al., 

2020). The current study provides new empirical evidence for how to measure suicide risk 

specifically for children. Whiston (2017) states that true construct validity is only possible if the 

instrument measures the entire spectrum of factors included within a construct.  

Scoring and Interpretation 

 The results of this study have established a scoring system and way of interpreting the 

CSRI-S. The CSRI-S utilizes the item-rule for scoring (Pratiri et al., 2023). This means the total 

subscale scores are summed to retrieve the total instrument score, but the subscales will have 

different mathematical weights applied to them based on the relevancy of the construct 

demonstrated throughout the literature. Weights were created by first ordering the max scores of 

each subscale by their impact factor. The impact factor demonstrates how strongly each construct 

influences a child’s risk for suicide if that were the only risk factor present [insert table 2.c]. The 

weights applied to subscales for total scoring are as follows: Separation from caregiver (1.2), 

Attempts (5), Death Preoccupation (1.6), Childhood Adversity (1.33), Indicators for Behavioral 

Health (1.43), and Dysfunctional Family History (1). This supports prior research that 

demonstrates prior suicide attempts to be the number one predictor for whether another attempt 

will occur (Bilsen, 2018; Snowdon & Choi, 2020; Shirley, 2020). Indicators for behavioral 

health has the next highest possible total-weighted score, which aligns with previous work 
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demonstrating that mental illness and specifically impulsivity in children greatly increases 

suicide risk (Nock et al., 2009). Lastly, death preoccupation holds the third highest impact on 

suicide risk because this construct measures verbalizations of suicide intent in ways that are 

developmentally appropriate for children. This supports research showing that almost all children 

who have died by suicide have made verbalizations or played out intent (Shirley, 2020). The last 

three subscales, separation from caregiver, childhood adversity, and dysfunctional family history, 

have the same total impact factor. This complements research showing that while nonaffective 

factors predict suicide, suicide risk is more accurately measured by the amount of risk factors 

experienced (Have et al., 2009; Murphy, 1992). 

Interpretation of Scores 

Scores for the CSRI-S can be interpreted in two different ways. First, the total score of 

the instrument can be used to help mental clinicians determine whether the child is a low risk, 

moderate risk, or high risk for attempting and/or dying by suicide. The results of this study were 

separated into three quantiles to determine what scores indicate low, moderate, or high risk 

[insert table 17.c]. Based on the normative sample collected from this study, individuals are 

considered low risk if they score within the bottom 33rd percentile. Scores of 148.60 or less are 

considered low risk. Children who score between the 34th and 74th percentile are considered at 

moderate risk—the scores for moderate risk range from 148.70 and 194.15. Children who score 

between the 75th to 100th percentiles are considered at high risk for suicide. High risk scores are 

greater than or equal to 194.42 [insert Table 17.c]. Clinicians can complete this questionnaire by 

themselves to the best of their ability and then plan their next step accordingly. Children who 

score in the high-risk category should be assessed for the likelihood and current lethality of their 

suicidal intent. When a child scores at moderate, the counselor should decide what interventions 
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will target suicide directly. For example, a school counselor may refer children to clinical mental 

health counselors when they score at moderate or high-risk levels.  

The second way scores are interpreted is by comparing the total weighted scores on the 

subscales within an individual instrument. Comparing subscale scores against each other within 

the same individual will help guide clinicians to determine whether the suicide risk is most 

present. Clinical interventions should be selected based on the type of risk being experienced. 

For example, a child may have a moderate risk level, but further analysis demonstrates they 

score high on dysfunctional family history and childhood adversity and low on other factors. The 

intervention to decrease the suicide risk should focus on increasing coping skills and decreasing 

distress related to family and childhood adversity. 

Contributions of the Study 

The current study has several contributions to the current counseling literature. Firstly, 

this study provided a new standardized measure for child suicide risk. Research shows that 

current and empirically supported instruments measuring comprehensive suicide risk in children 

are absent (Carter, 2019). The CSRI-S can be used to help expand literature and knowledge in 

clinical work, training, research, and policy. The amount of current literature defining suicide 

risk is sparse (Shirley, 2020; Luby et al., 2019; Sheftal et al., 2016). These results have expanded 

the evidence for child suicide and will increase prevention and intervention efforts for clinicians 

(Ridge Anderson et al., 2016). The scores on the CSRI-S will help guide mental health 

clinicians’ interventions for what measures need to be taken to reduce suicide risk. For example, 

the total score on the CSRI-S demonstrates the risk of attempting to die by suicide, but further 

analysis of the subscale scores will identify what specific risk factors need to be targeted (Pickles 

et al., 2010; Tustumi, 2022).  
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The current study and development of the CSRI-S also expands the counseling literature 

by providing a new tool that can be used to further research on suicide risk in children. Because 

there are no previous standardized measures of suicide risk in children, researchers have had to 

use a multitude of different psychological assessments to try and measure suicide risk (Luby et 

al., 2019). The CSRI-S enables researchers to have a reliable and valid factor structure to 

reference when researching or measuring child suicide. The current study also contributes 

additional support for the existence of child suicide. Factors were supported and retained based 

on a large sample of mental health clinicians reporting that they have observed those variables in 

practice. This helps advocate against previous myths within the counseling literature that child 

suicide is not prevalent (Dazzi et al., 2014; Mishara, 1999).  

The initial development and validation of the CSRI-S expands the counseling literature 

by highlighting the broad spectrum of risk factors common in suicidal children. Historically, 

counselors have been taught that suicide is caused by depression, loneliness, and feeling like you 

are a burden (Bridge et al., 2006; Barzilay, 2015). However, the factors of the CSRI-S fill this 

gap in the counseling literature by providing a new model of suicide risk for children that 

highlights a range of factors that counteract past models. Conversely, the CSRI-S contains more 

situational and experiential factors than it does pathology. These results suggest that experiences 

such as being separated from your caregiver, having adverse childhood experiences, and family 

dysfunction, may be just as important for identifying suicide risk as monitoring for depression. 

The Framework of Vulnerability and Autonomy from a Universalist Perspective (Geisinger, 

2015) is a less popular model; however, it emphasizes that many of children's problematic 

behaviors such as suicidality are a result of how adults and the system around them does not 
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provide adequate care and support. The CSRI-S provides the counseling literature with a new 

framework for how to conceptualize suicide. 

 Lastly, the General Surgeon has been putting out Calls to Action for child suicide 

consistently since 2002 (U.S Department of Health and Human Services, 2024) in response to 

the increase in deaths by suicide. The results from this study provide the counseling literature 

with new information about child suicide that can then be used to help activate response teams 

for decreasing child suicide.  

Limitations of the Study 

While the results of the current study are significant, there are multiple limitations that 

must be addressed prior to addressing the implications of the study. To start, this study was self-

report. There is no way to tell whether the mental health clinicians responding to the survey were 

being honest and reliable in their responses. One limitation with this type of self-report study is 

social desirability. Because child suicide is a construct with limited empirically supported 

training and literature, clinicians can answer in a way they felt was desirable. For example, it 

would not be difficult to answer that you have experienced something that you have not just 

because you want to feel involved. Another limitation of this study is that every participant 

received a monetary incentive. Contrary to studies without compensation, there was a higher 

chance that individuals may have participated to receive a low sum of money and not because 

they truly fit the inclusion criteria.  

The second limitation of this study is that participants were prompted to think about 

clients they have seen within the past year who have experienced suicidality. While individuals 

were still required to have had multiple sessions with children experiencing suicidality, the risk 

factors they observed may be smaller depending on the clients they had. While this ensures that 
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the data received was current, a fuller picture of suicide risk factors may have been received if 

participants were asked to think of all suicidal children, they have provided services to 

throughout their professional career. Because participants were asked to think about children 

ages 5-11, it should be noted that the suicide risk factors experienced by children are true for the 

past 11 years.  

The third limitation of this study is that this is only the initial assessment of reliability and 

validity. Only internal consistency reliability, convergent validity, and discriminant validity were 

established. Future studies need to be conducted to establish predictive reliability and test-retest 

reliability. Further psychometric testing needs to be done before using this instrument for 

research purposes.  

The fourth limitation of this study is demographics. While gender, race, and region were 

diverse, a majority of participants were LCMHCs. Because different therapist specialties receive 

different training, the awareness that participants had about the risk factors experienced by 

children may be a result of their theoretical orientation and training. This limitation is further 

supported by the phenomenon that over two-thirds of participants were registered play therapists. 

This is most likely in response to the short timeframe between recruitment and completing data 

collection. The APT listerv was the first network utilized. Due to the fast timeframe that 

participants responded in, no other listservs were contacted. There is limited information about 

how the mental health clinician’s theoretical orientation impacts how they receive, observe, and 

interpret client behavior. For example, participants who are play therapists may have been more 

likely to observe death themes in play because the child is actively playing.  
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Implications of the Results 

Implications for Children 

 Because the evidence supporting the presence of child suicide is sparse, there has been a 

gap in services targeting suicide in children. Although school systems have some curricula that 

are used to minimize suicide risk, there is hardly empirical support for the long-term benefits of 

these programs (Barrish et al., 1969; Gijzen et al., 2022; Wilcox et al., 2008). Additionally, most 

of the prevention efforts focus on mediating interpersonal issues or universal screening (Gijzen 

et al., 2022). Many of the prevention curricula have low effect sizes and not statistically 

significant results (Robinson et al., 2018). The initial development and validation of the CSRI-S 

can help lay the groundwork for developing a new curriculum for suicide prevention that targets 

specific risk factors directly related to suicide. This may complement prior prevention efforts that 

focus on improving mental health in general (Wilcox & Wyman, 2016).  

The results also show that suicide risk in children is measured by both pathological, 

social, and developmental concerns. This supports prior research stating that children respond 

best to suicide prevention curriculums when they focus on multiple dimensions of suicide risk 

and not just pathology (Durlak et al., 2011; Lynn et al., 2014) The initial development and 

validation of the CSRI-S will increase empirically supported prevention efforts for children who 

are at risk of dying by suicide.  

 The results of this study strengthen the belief in child suicide. The distribution of the data 

supports that approximately 595 professionals have personally observed childhood suicidality. 

These results reinforce the small batch of literature advocating for the acknowledgement of 

childhood suicidality (Ayer et al., 2020). This contradicts researchers as recent as 2022 

continuing to disregard childhood suicide and state that suicidality does not start until 

https://www.sciencedirect.com/science/article/pii/S0165032721011484#bib0021
https://www.sciencedirect.com/science/article/pii/S0165032721011484#bib0055
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adolescence (Esposito-Smythers et al., 2014; Ginjzt et al., 2022). The development of the CSRI-

S could help increase the number of children who are at risk of suicide by being identified and 

selected for mental health services. The more children who are at risk receive mental health 

services, the less potential to continue having active suicidal ideation into adolescence (Dazzi et 

al., 2014). The results from this study have created an empirically supported screener for risk 

factors. The earlier children are identified as being at risk for suicide, the sooner their 

interventions can begin.  

Implications for Clinicians 

 Clinicians have reported that a large portion of their treatment of children comes from 

them adapting what they learn from materials created for other age groups (Brown et al., 2025). 

Clinicians have reported feeling lost and unsupported when working with children who are 

suicidal. Clinicians have also reported feeling like they have no guidance (Brown et al., 2025). 

The development of the CSRI-S will provide clinicians with a tool that will allow them to 

pinpoint the suicide risk early based on what risk factors the child has experienced in their life. 

The factor structure also allows clinicians to target specific areas that have increased risk. For 

example, a clinician could fill out the CSRI-S while doing treatment planning. The total score of 

the instrument will allow clinicians to conceptualize the risk level for suicide. Further analysis of 

the subscale scores will help guide clinicians to what interventions they should provide. Schools 

typically use social skills games or groups when targeting suicidal students (Ginjzt et al., 2022). 

A school counselor may use the CSRI-S to see that the student is dealing with more home life 

dysfunction and separation from caregiver and suggest interventions that will act as a buffer.  

 The results from this study provide a standardized model of child suicide screening that 

clinicians can be trained on. Having a standardized protocol that is empirically supported may 

https://www.sciencedirect.com/science/article/pii/S0165032721011484#bib0026
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increase clinicians’ self-efficacy for effectively identifying and providing mental health services 

to children at risk for suicide. This is supported by prior research demonstrating that self-efficacy 

increases when clinicians know how to use specific assessment tools (Jahn et al., 2016). This 

study also provided clear subscales with weights that allow clinicians to identify which areas are 

riskier than others. Having increased self-efficacy and increased clarity on where the risk is 

stemming from can increase clinicians’ skills (Douglas & Watcher Morris, 2015). The more 

knowledgeable clinicians are about the risk factors for child suicide, the more likely they are to 

implement proactive strategies. Lastly, the results of this study suggest that mental health 

clinicians have a greater responsibility for monitoring children for suicide risk. These results 

continue to support the presence of child suicide, which means more clinicians must accept that 

having a disbelief in child suicide is negligent.  

 The results of the current study also help guide clinicians in their work with parents. 

Factors included in the instrument are either situation or behavioral. Clinicians can use 

information gained about what risk factors the child is or has experienced to work with the parent 

in creating goals and parenting plans that can support the child. 

Implications for Counselor Education 

The CACREP board currently requires counseling programs to provide suicide training 

(CACREP, 2024). However, there are no guidelines specifying how much training students need 

to see and what populations students should be trained in. The results from this study can be used 

to advocate to CACREP for structure requirements that address the developmental differences in 

suicide training. CACREP (E.19; 2024) standards states programs are required to provide 

training on, “suicide prevention and response models and strategies”. The results of this study 

provide a new model of suicide. To remain in compliance with CACREP, counseling programs 



 123  

should be providing this model of child suicide to their counseling students. These results 

provide counselor education with a model of child suicide as well as a framework for the level of 

risk severity and a beginner guideline for treatment planning.  

The results of this study can increase child suicide training while in graduate school, 

which can increase students’ competence as they go through clinical courses and graduate. Many 

school counselors and clinical mental health counselors have stated that they did not feel as 

prepared in addressing suicide post-master’s as they would have liked, because of the lack of 

formal training and the need to learn on the job (Gallo, 2018; Jahn et al., 2016). The results of 

this study provide a standardized tool that can be used to offer standardized child suicide 

education across programs.   

Implications for Professional Development 

 The results from this study can be used to create a new focus for post-training 

professional development. Currently, there are almost no continuing education programs that 

focus on counseling in children. Brown et al. (2025) received verbal reports from multiple play 

therapists stating that they had never attended a training based on child suicide. The results from 

this study provide a model of child suicide that is clear and easy for individuals to remember. 

Originally, the researcher had created the mnemonic device “SADCHILD” to teach the risk 

factors associated with childhood suicide. The development of the CSRI-S stemmed from this 

conceptual mnemonic device. The results of this study can be used to fine-tune that mnemonic 

device so that it can be disseminated across mental health specialties. The SADCHILD acronym 

was based on the initial proposed eight-factor model. In an effort to remain consistent, the 

acronym will also be adapted to match the six-factor model. “SADCID” will now be used as a 

mnemonic device to help professionals remember the six distinct categories of suicide risk 
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factors in children. Based on the results of this study, SADCID can be described further as: (s) 

separation from caregiver, (a) attempts, (d) death preoccupation, (c) childhood adversity, (i) 

indicators of behavioral health, and (d) dysfunctional family history.  

A curriculum can be created from the results of this study that focuses on the different 

factors of child-suicide risk, how to assess child suicide risk, and how to then use the results 

from that assessment for prevention and intervention efforts. Being able to receive post-graduate 

training that focuses on both assessment and intervention can increase knowledge of suicide and 

assessment skills (Jacobsen et al., 2012; Muehlenkamp et al., 2013). Demographics from the 

study showed that most participants had been practicing for an average of 10 years or more. It 

could be assumed that individuals who have been practicing so long have gone much of their 

career without the guidance of a standardized and empirically supported model of suicide in 

children and are motivated to help develop a new one. Using these results for professional 

development training will ensure more people can access a standard of care for suicidal children, 

regardless of what they were or were not taught in their graduate program. This is also important 

because different specialties spend a different amount of time learning therapeutic and crisis 

skills during graduate school (Schmitz et al., 2012).  

Implications for Policy 

 There is currently no policy requiring clinicians to be trained on child suicide. Only four 

states even require CEUs based on suicide (Schwab-Reese et al., 2018). The results from this 

study can be used to advocate for policy change that addresses the gap in intervention efforts for 

child suicide. Suicide is a topic that is worthy of policy. The surgeon general has made this so 

with the continuous Call to Actions and national plans to decrease suicide intervention (U.S 

Department of Health and Human Services, 2024). The results from this study could be 
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implemented within the national plans for decreasing suicide. The importance of being able to 

prevent suicide from an early age is supported by the literature demonstrating how suicide risk 

increases as individuals move from early childhood into adolescence (CDC, 2020). Children who 

have suicidal ideation are more likely to make attempts as adolescents and adults (Copeland et 

al., 2017). Examples of policy changes that could be made at this level include requiring 

elementary school counselors to receive professional development related to suicide, just like 

middle school and high school counselors. State licensure boards can require a minimum number 

of hours of training received based on child suicide.  

 An important policy that can be adapted due to the results of this study is the minimum 

age requirements in medicolegal death investigation (MDI) systems (Colpe et al., 2024). The 

inability to label child suicidal deaths as suicide obscures the true prevalence rate, therefore 

skewing the public’s perception of how dire the situation is (Colpe et al., 2024). The results from 

this study can be used to advocate for death investigation systems to change their programming 

so that suicide can be input as a cause of death. Because one of the main reasons for not 

acknowledging suicide before 10 is because of personal bias and lack of training (Colpe et al., 

2024), educating policy makers, investigators, and national databases about the suicide risk 

factors supported by this study. Lastly, these results have implications for policies included in the 

school system. Some states require schools to have a suicide risk referral process and suicide 

training. Most of the suicide training is geared towards high school (American Foundation for 

Suicide Prevention, 2017). These results can be used to advocate for policy to specifically name 

elementary school-age suicide.  
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Recommendations for Future Research 

 These results lay the foundation for many other research studies. First, additional 

psychometric tests need to be conducted to further ensure the reliability and validity of the CSRI-

S. This study tested four models on a sample size of 595 participants who were more diverse in 

race and region than the general population. The majority of the participants were LCMHCs and 

were certified as RPTs. Future psychometric testing should be conducted on specific populations 

to broaden the generalizability and validity of the CSRI-S with different populations. Many of 

the studies focused on identifying and measuring child suicide in elementary-aged children have 

used small samples with mainly White and Black children receiving outpatient care (Luby et al., 

2019; Ruch et al., 2021; Shirley, 2020). Future research should continue to focus on broadening 

the knowledge of identifying suicide risks in children with attention to demographic and cultural 

differences. This supports research that demonstrates that different populations have different 

risk levels and different risk factors (Hatchel et al., 2021; Rachmand et al., 2021). Comparing 

CSRI-S scores on known at-risk populations such as children who identify as queer or Black 

would help highlight whether the previously highlighted identity is the cause of the increase in 

suicide risk, or if individual risk factors vary between groups.  

Second, additional psychometric studies should be conducted to expand validation 

evidence. The current study only reported Internal-consistency reliability, convergent validity, 

and discriminant validity. Future studies should focus on adding to validation results by checking 

test-retest reliability and predictive validity. These results were based on participants thinking 

about all of the sessions they have had with children experiencing suicidality over the past year. 

Future psychometric studies may be more vigorous if participants think about clients in different 

ways. For example, one study may prompt participants to think about the same client while other 
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studies may prompt participants to think about clients throughout their entire career. Testing the 

CSRI-S on clients from different moments of time will notify researchers of the specific 

differences and strengths within the models.  

Furthermore, future studies should focus on longitudinal studies. Majority of the research 

on child suicide risk factors have been conducted on data post-mortem or following the death of 

a child by suicide (Ruch et al., 2021; Shirley, 2020). This type of study could collect additional 

information on external variables. This information could inform clinicians and researchers about 

how suicide risk that starts in childhood continues over time. Specifically, longitudinal studies 

should pay special attention to the item on the CSRI-S that measures whether the child has made 

an attempt or verbalized wanting to die. This supports research showing that childhood 

suicidality is correlated with adult suicidal ideation (Copeland et al., 2017). Information 

collected on external variables or interventions could identify what helps decrease suicide risk. 

This would help answer the multiple calls to action on increasing child suicide research and 

decreasing suicide risk in the US (Ayers et al., 2020; U.S Department of Health and Human 

Services, 2024).  

Further research needs to be done to analyze the results of the CSRI-S. The results of the 

CSRI-S from a large sample could help identify which risk factors are more likely to occur in the 

general population. This information could help strengthen the small batch of literature reporting 

the frequency of specific risk factors for child suicide. Naming what risk factors have a higher 

risk and relationship with suicide can be used to increase awareness among clinicians and other 

child caregivers.  

Lastly, the CSRI-S can be used for intervention studies. Rather than focusing solely on 

using statistics to establish validity, an intervention study could directly see whether scores on 
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the CSRI-S go down following different therapeutic interventions. This type of research would 

further support and shine light on the type of interventions that are successful in combating 

suicidality in young children.  

Conclusion 

 There is currently only one empirically supported measure of suicide risk that is validated 

to use with children between the ages of 5-11 (Carter et al., 2019). Further, there is no 

empirically supported measure of suicide risk that looks at the entire range of suicide risk factors 

and not just how severe the suicidal ideation and plan to attempt is. Research shows that children 

who experience suicidality have different risk factors than adolescents (Luby et al., 2019; Sheftal 

et al., 2016; Shirley, 2020; Ruch et al., 2021; Whalen et al., 2015). One of the reasons suicide 

risk is different for children is because their suicidal ideation seems to be less focused on 

pathology and instead a mix of social, environmental, and pathological symptoms (Durlak et al., 

2011; Lynn et al., 2014). The lack of knowledge about child suicide in the mental health field 

may be directly related to the inability of clinicians to effectively identify and measure suicide 

risk in children.  

 Using the theory of Vulnerability and Autonomy from a Universality Perspective and the 

Ecological Theory of Child Development (Geisinger, 2015; Bronfenbrenner, 1979), multiple 

steps for instrument development were followed (Crocker & Algina, 2008). This study aimed to 

create a new measure of child suicide risk that could be used by mental health clinicians across 

different specialties. More specifically, the purpose of this study was to define and finalize the 

items of the Child Suicide Risk Identification- Scale (CSRI-S). This was done by beginning to 

define the initial validation and reliability of the CSRI-S.  

https://www.sciencedirect.com/science/article/pii/S0165032721011484#bib0021
https://www.sciencedirect.com/science/article/pii/S0165032721011484#bib0021
https://www.sciencedirect.com/science/article/pii/S0165032721011484#bib0055
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The results of this study showed that the CSRI-S was effectively measuring suicide risk 

in children. The CFA demonstrated that the initial proposed eight-factor model was not a good 

fit. The eight-factor model contained 42 items split between the following factors: separation 

from caregiver, attempts, death preoccupation, childhood adversity, history of familial 

dysfunction, impulsivity, lack of social skills, and depression symptoms. Further analysis shows 

that three other 6-factor models were an adequate fit. The chosen six-factor model for the CSRI-

S was supported conceptually and by the data. The six-factor model consists of 33 items on the 

factors’ separation from caregiver, prior attempts, death preoccupation, childhood adversity, 

indicators for behavioral health, and dysfunctional family history. There are 33 items total split 

unevenly between the six factors. The CSRI-S showed good internal consistency reliability 

within the individual factors and between the total number of items. Initial discriminant and 

convergent validity were excellent. The CSRI-S had excellent convergent validity with a prior 

measure of child suicide and irritability. The CSRI-S also demonstrated a negative correlation 

with youth protective factors such as school engagement and family connectedness.  

This study introduces a new standardized measurement of child suicide risk to the field of 

counseling that can be used to increase prevention and intervention efforts by mental health 

clinicians across specialties. The initial development of the CSRI-S will help clinicians increase 

their knowledge, skills, and self-efficacy for assessing suicide risk in children, therefore working 

to decrease child suicide prevalence. The results of this study set a foundation for future research 

that strengthens the psychometric properties of the CSRI-S and identifies risk factor differences 

between different demographic and cultural groups.  
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APPENDIX A: INSTRUMENT DEVELOPMENT 

Table 1 

Pilot Study Demographics 

        N %    

    ______________________________ 

Gender 

 Female       42 89.4 

 Male        3 6.4 

 Non-binary/non-conforming    1 2.1 

 Tans-man      1 2 

Race/Ethnicity 

 Latino/a/x/e      3 6.4 

 Caucasian       41 87.2 

 Black or African American    2 4.3 

 Asian       1 2.1 

Region practiced in 

 Southeast      20 42.6 

 Northeast      6 12.8 

 Midwest      8 17.0 

 West       6 12.8 

 Southwest      5 10.6 

 Northwest      2 4.3 

Community of practice 
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 Rural       16 34.0 

 Suburban      21 44.7 

 Urban       10 21.3 

Professional License Type 

 Licensed Clinical Mental Health Counselor  13 27.7   

 Licensed Clinical Social Worker   14 29.8 

 Professional School Counselor   7 14.9 

 Licensed Professional Counselor   12 25.5 

 Licensed Marriage and Family Therapist  6 12.8 

 

Table 2 

CSRI-S Subscales Defined 

Subscale    Definition 

Separation from caregiver Defined as living with only one or none of the biological 

parents. Scales were disaggregated by removal by CPS, 

divorce, incarceration, or death. 

Attempts Defined as a prior suicide attempt completed by the child or 

parent. 

Death preoccupation This can be defined as children excessively talking about 

the death of others, what happens after death, their own 

death, as well as playing out death themes. 

Childhood adversity Defined as abuse, violent life events, and bullying 

History of familial dysfunction Defined as divorce, domestic violence, motherhood mental 

health, interfamilial conflict. 
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Impulsivity Defined as having above average levels of fun seeking 

behavior, impulsive decision making, and aspects of 

ADHD 

Lack of social skills Defined as the lack of healthy and meaningful relationships 

with family members and friends. 

Depression symptoms Defined as specific symptoms like sadness, irritability, and 

neuro-vegetative states of depression if present 
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Table 3 

CSRI-S Content Analysis 

Instructions: Each item below fits into one of the categories of the SAD CHILD acronym. Please 

check which category you think the item best fits. 

 Item 17- in the past and won’t 

change for text-retest 

S A D C H I L D 

1 Living with one or none of 

biological parents 

        

2 Child talks excessively about the 

death of others 

        

3 Parents are divorced         

4 Child has been a victim of bullying         

5 One or both parents have died.         

6 Child has reported feeling lonely         

7 Child seeks excitement         

8 Child has stated they want to die         

9 Child has attempted suicide         

10 Child has experienced physical 

abuse 

        

11 One or both parents are 

incarcerated 

        

12 Child talks excessively about their 

own death 
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13 Observed the child playing our 

death themes (ex. Drawing pictures, 

cemeteries, acting out dying) 

        

15 Child has been removed by Child 

Protective Services 

        

16 Child has experienced parental 

neglect 

        

17 Parent has attempted suicide         

18 Child gets aggravated easily         

19 Child cries more than what is 

developmentally appropriate 

        

20 Child has lived in a home with 

domestic violence 

        

21 Child talks excessively about what 

happens after death 

        

22 Child expresses anticipation of 

losing a parent 

        

23 Child uses fun as a strong motivator 

for behavior 

        

24 Child has experienced verbal abuse         

25 Child has experienced emotional 

abuse 

        

26 Child has below developmentally 

appropriate communication skills 

        

27 Child gets extremely angry easily         
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28 Child's mother has struggled with 

mental health concerns 

        

29 Child’s parents have a history of 

suicide attempts 

        

30 Child has a history of violent life 

events (vehicle accident, violent 

death of loved one, living near 

fighting/war, attacked, disaster, 

hurting someone) 

        

31 Child experiences extreme 

irritability 

        

32 Child acts spontaneously         

33 Child has a diagnosis of ADHD         

34 Child has relationship issues with 

siblings, parents, or other 

immediate family members 

        

35 Child’s parents have a history with 

substance use 

        

36 Child Protective Services have been 

involved with the family at some 

point 

        

37 Child makes impulsive decisions 

surrounding interpersonal 

relationships 

        

38 Child experiences extreme sadness         
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39 Communication issues within the 

family 

        

40 Child has below developmentally 

appropriate social skills 

        

41 Child has a history of interpersonal 

issues at school or with friends 

        

42 Child experiences more neuro-
vegetative states of depression 
 

        

*Participants were given the operational definitions from the Table 2 in Appendix C 
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Table 4 
1st Version of CSRI-S Assessment used in the Pilot Study 

You will now be asked to check how often you observe or have been told about the following 

factors for children you see ages 5-11 experiencing suicidal ideation (inclusion: you must have 

had at least 5 sessions with suicidal children over the past year). Only check answers based on 

your current knowledge. Do not ask parents or children for answers. Children may have been 

referred to you because of suicidal ideation, you have observed suicidal behavior or verbal intent 

during therapy, and/or parents have reported.  

Item       1 2 3 4 5 6 

1. Child is living with one or none of biological parents. 

2. Child talks excessively about the death of others 

3. Parents are divorced 

4. Child has been a victim of bullying 

5. One or both parents have died 

6. Child has reported feeling lonely 

7. Child seeks excitement 

8. Child has stated they want to die 

9. Child has attempted suicide 

10. Child has experienced physical abuse 

11. One or both parents are incarcerated 

12. Child talks excessively about their own death 

13. You as the clinician observed the child playing out death themes (ex. Drawing pictures, 

cemeteries, acting out dying) 

14. Child has been removed by Child Protective Services 
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15. Child has experienced parental neglect 

16. Parent has attempted suicide 

17. Child gets aggravated easily 

18. Child cries more than what is developmentally appropriate 

19. Child has lived in a home with domestic violence 

20. Child talks excessively about what happens after death 

21. Child talks about the anticipation of losing a parent 

22. Child talks about the anticipation of losing a parent 

23. Child uses fun for a strong motivator of behavior 

24. Child has experienced verbal abuse 

25. Child has experienced emotional abuse 

26. Child has below developmentally appropriate communication skills 

27. Child gets extremely angry easily 

28. Child’s mother has struggled with mental health concerns 

29. Child has a history of violent life events (vehicle accident, violent death of loved one, 

living near fighting/war, attacked, disaster, hurting someone) 

30. Child experiences extreme irritability 

31. Child acts spontaneously 

32. Child has a diagnosis of ADHD 

33. Child has relationship issues with parents, siblings, or other immediate family members 

34. Child’s parents have a history of substance use 

35. Child Protective Services have been involved with the family at some point 

36. Child makes impulsive decisions surrounding interpersonal relationships 
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37. Child experiences extreme sadness 

38. Child’s family has communication issues 

39. Child has below developmentally appropriate social skills 

40. Child has a history of interpersonal issues at school or with friends 

41. Child experiences more neuro-vegetative states of depression 

(1=never, 2=almost never, 3=almost half of the time, 4=sometimes, 5=most of the time, 

6=always) 

 
Table 5 

Pilot Study Item Endorsement and Variability 

Items M SD N 
1. Child is living with one or none of biological parents. 4.40 1.097 47 
2. Child talks excessively about the death of others 2.70 0.720 47 
3. Parents are divorced 3.32 0.837 47 
4. Child has been a victim of bullying 3.81 0.992 47 
5. One or both parents have died 2.04 0.908 47 
6. Child has reported feeling lonely 4.51 1.140 47 
7. Child seeks excitement 3.17 1.090 47 
8. Child has stated they want to die 3.89 1.047 47 
9. Child has attempted suicide 2.23 0.960 47 
10. Child has experienced physical abuse 2.70 1.020 47 
11. One or both parents are incarcerated 2.00 0.909 47 
12. Child talks excessively about their own death 2.47 0.905 47 
13. You as the clinician observed the child playing out death   
themes (ex. Drawing pictures, cemeteries, acting out dying) 

2.96 0.999 47 

14. Child has been removed by Child Protective Services 1.87 1.096 47 
15. Child has experienced parental neglect 3.13 1.227 47 
16. Parent has attempted suicide 1.98 0.766 47 
17. Child gets aggravated easily 4.00 1.00 47 
18. Child cries more than what is developmentally 
appropriate 

2.96 1.021 47 

19. Child has lived in a home with domestic violence 2.94 1.051 47 
20. Child talks excessively about what happens after death 2.49 1.040 47 
21. Child talks about the anticipation of losing a parent 2.38 1.054 47 
23. Child uses fun for a strong motivator of behavior 3.13 1.279 47 



 179  

24. Child has experienced verbal abuse 3.36 0.942 47 
25. Child has experienced emotional abuse 9.48 1.110 44 
26. Child has below developmentally appropriate 
communication skills 

3.21 1.215 47 

27. Child gets extremely angry easily 3.96 .908 47 
28. Child’s mother has struggled with mental health 
concerns 

4.02 1.011 47 

29. Child has a history of violent life events (vehicle 
accident, violent death of loved one, living near 
fighting/war, attacked, disaster, hurting someone) 

2.94 1.187 47 

30. Child experiences extreme irritability 3.62 0.896 47 
31. Child acts spontaneously 3.83 0.916 47 
32. Child has a diagnosis of ADHD 3.43 0.927 47 
33. Child has relationship issues with parents, siblings, or 
other immediate family members 

4.32 1.045 47 

34. Child’s parents have a history of substance use 3.09 1.139 47 
35. Child Protective Services have been involved with the 
family at some point 

2.87 1.154 47 

36. Child makes impulsive decisions surrounding 
interpersonal relationships 

3.64 0.919 47 

37.  Child experiences extreme sadness 4.09 1.018 47 
38. Child’s family has communication issues 4.45 1.039 47 
39. Child has below developmentally appropriate social 
skills 

3.74 1.031 47 

40. Child has a history of interpersonal issues at school or 
with friends 

4.15 1.000 47 

41. Child experiences more neuro-vegetative states of 
depression 

2.47 0.952 47 

 

Table 6 

Item Discrimination and Item Internal Consistency  

Item Corrected 
Item-Total 
Correlation 

Alpha if 
Item 
Deleted 

1. Child is living with one or none of biological parents. -.188 0.911 
2. Child talks excessively about the death of others 0.304 0.904 
3. Parents are divorced 0.528 0.901 
4. Child has been a victim of bullying 0.364 0.903 
5. One or both parents have died 0.373 0.903 
6. Child has reported feeling lonely 0.453 0.902 
7. Child seeks excitement 0.367 0.903 
8. Child has stated they want to die 0.256 0.905 
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9. Child has attempted suicide 0.352 0.903 
10. Child has experienced physical abuse 0.729 0.898 
11. One or both parents are incarcerated 0.311 0.904 
12. Child talks excessively about their own death 0.416 0.902 
13. You as the clinician observed the child playing out death   
themes (ex. Drawing pictures, cemeteries, acting out dying) 

0.393 0.903 

14. Child has been removed by Child Protective Services 0.575 0.900 
15. Child has experienced parental neglect 0.630 0.899 
16. Parent has attempted suicide 0.258 0.904 
17. Child gets aggravated easily 0.400 0.903 
18. Child cries more than what is developmentally appropriate 0.302 0.904 
19. Child has lived in a home with domestic violence 0.659 0.898 
20. Child talks excessively about what happens after death 0.102 0.907 
21. Child talks about the anticipation of losing a parent 0.295 0.904 
23. Child uses fun for a strong motivator of behavior 0.244 0.905 
24. Child has experienced verbal abuse 0.737 0.898 
25. Child has experienced emotional abuse 0.738 0.898 
26. Child has below developmentally appropriate communication 
skills 

0.303 0.904 

27. Child gets extremely angry easily 0.412 0.902 
28. Child’s mother has struggled with mental health concerns 0.317 0.904 
29. Child has a history of violent life events (vehicle accident, 
violent death of loved one, living near fighting/war, attacked, 
disaster, hurting someone) 

0.577 0.900 

30. Child experiences extreme irritability 0.361 0.903 
31. Child acts spontaneously 0.348 0.903 
32. Child has a diagnosis of ADHD 0.261 0.904 
33. Child has relationship issues with parents, siblings, or other 
immediate family members 

0.534 0.901 

34. Child’s parents have a history of substance use 0.558 0.900 
35. Child Protective Services have been involved with the family at 
some point 

0.736 0.897 

36. Child makes impulsive decisions surrounding interpersonal 
relationships 

0.604 0.900 

37.  Child experiences extreme sadness 0.364 0.903 
38. Child’s family has communication issues 0.386 0.903 
39. Child has below developmentally appropriate social skills 0.408 0.902 
40. Child has a history of interpersonal issues at school or with 
friends 

0.461 0.902 

41. Child experiences more neuro-vegetative states of depression 0.498 0.901 
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Table 7 

Content Analysis 

2nd Version of CSRI-S Assessment for the Full-Validation Study 

You will now be asked to check how often you observe or have been told about the following 

factors for children you see ages 5-11 experiencing suicidal ideation (inclusion: you must have 

had at least 5 sessions with suicidal children over the past year). Only check answers based on 

your current knowledge. Do not ask parents or children for answers. Children may have been 

referred to you because of suicidal ideation, you have observed suicidal behavior or verbal intent 

during therapy, and/or parents have reported.  

Item        1 2 3 4 5  

1. Child is living with one or none of biological parents. 

2. Child talks excessively about the death of others 

3. Parents are divorced 

4. Child has been a victim of bullying 

5. One or both parents have died 

6. Child has reported feeling lonely 

7. Child seeks excitement 

8. Child has stated they want to die 

9. Child has attempted suicide 

10. Child has experienced physical abuse 

11. One or both parents are incarcerated 

12. Child talks excessively about their own death 
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13. You as the clinician observed the child playing out death themes (ex. Drawing pictures, 

cemeteries, acting out dying) 

14. Child has been removed by Child Protective Services 

15. Child has experienced parental neglect 

16. Parent has attempted suicide 

17. Child gets aggravated easily 

18. Child cries more than what is developmentally appropriate 

19. Child has lived in a home with domestic violence 

20. Child talks excessively about what happens after death 

21. Child talks about the anticipation of losing a parent 

22. Child talks about the anticipation of losing a parent 

23. Child uses fun for a strong motivator of behavior 

24. Child has experienced verbal abuse 

25. Child has experienced emotional abuse 

26. Child has below developmentally appropriate communication skills 

27. Child gets extremely angry easily 

28. Child’s mother has struggled with mental health concerns 

29. Child has a history of violent life events (vehicle accident, violent death of loved one, 

living near fighting/war, attacked, disaster, hurting someone) 

30. Child experiences extreme irritability 

31. Child acts spontaneously 

32. Child has a diagnosis of ADHD 

33. Child has relationship issues with parents, siblings, or other immediate family members 
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34. Child’s parents have a history of substance use 

35. Child Protective Services have been involved with the family at some point 

36. Child makes impulsive decisions surrounding interpersonal relationships 

37. Child experiences extreme sadness 

38. Child’s family has communication issues 

39. Child has below developmentally appropriate social skills 

40. Child has a history of interpersonal issues at school or with friends 

41. Child experiences more neuro-vegetative states of depression 

Family members have attempted suicide 

(1=never, 2=rarely, 3=sometimes, 4=often, 5=always 

Table 8 

Proposed Weighted Scales for the Final CSRI-S 

Items        Subscale              Weight 

1. Child is living with one or none of biological parents. Separation from Caregiver 1.2 

5. One or both parents have died 

11. One or both parents are incarcerated 

14. Child has been removed by Child Protective Services 

21. Child talks about the anticipation of losing a parent 

9. Child has attempted suicide    Attempts   5 

16. Parent has attempted suicide 

41. Family members have attempted suicide 

2. Child talks excessively about the death of others  Death Preoccupation  1.6 

8. Child has stated they want to die 
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12. Child talks excessively about their own death 

13. You as the clinician observed the child playing out death   themes (ex. Drawing pictures, 

cemeteries, acting out dying) 

20. Child talks excessively about what happens after death 

4. Child has been a victim of bullying   Childhood Adversity  1 

10. Child has experienced physical abuse 

15. Child has experienced parental neglect 

24. Child has experienced verbal abuse 

25. Child has experienced emotional abuse 

29. Child has a history of violent life events (vehicle accident, violent death of loved one, living 

near fighting/war, attacked, disaster, hurting someone) 

7. Child seeks excitement     Impulsivity   1.2 

23. Child uses fun for a strong motivator of behavior 

31. Child acts spontaneously 

32. Child has a diagnosis of ADHD 

36. Child makes impulsive decisions surrounding interpersonal relationships 

6. Child has reported feeling lonely    Lack of Social Skills  1.2 

26. Child has below developmentally appropriate communication skills 

33. Child has relationship issues with parents, siblings, or other immediate family members 

39. Child has below developmentally appropriate social skills 

40. Child has a history of interpersonal issues at school or with friends 

19. Child has lived in a home with domestic violence       History of Familial Dysfunction  1 

3. Parents are divorced 
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28. Child’s mother has struggled with mental health concerns 

34. Child’s parents have a history of substance use 

35. Child Protective Services have been involved with the family at some point 

38. Child’s family has communication issues 

17. Child gets aggravated easily    Depression Symptoms 1 

18. Child cries more than what is developmentally appropriate 

27. Child gets extremely angry easily 

30. Child experiences extreme irritability 

37.  Child experiences extreme sadness 

40. Child experiences more neuro-vegetative states of depression 

41. Child has family members other than parents that have attempted suicide 

42. Child holds one or more identities that are marginalized and/or discriminated against (ex. 

race, culture, gender, sexuality). 
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APPENDIX B: STUDY MATERIALS 
 
Artifact 1: Recruitment Email 
 
Email: 
Subject: Participate in a 7-15 minute survey on Suicide in Elementary Aged Children, 5-11 
 
If you are licensed to provide mental health services to children ages 5-11 (clinical mental health 
counselors, licensed clinical social workers, school counselors, licensed marriage and family 
therapists, and psychologists) in the United States and have had at least 5 sessions with one child 
with suicidal ideation and/or behaviors in the past year this study may be of interest to you. 
 
Researchers at the University of North Carolina at Charlotte are looking for participants for their 
dissertation study. The purpose of this study is to examine the underlying psychometric 
properties of the SAD CHILD Assessment. Participants will be asked to complete a 7-15 minute 
long survey on the computer.  
 
Participants are eligible to participate in this study if they are 21 years of age or older. 
Participants must have one of the following licenses that allows them to provide mental health 
services to children ages 5-11; licensed clinical mental health counselor (associate), professional 
school counselor, licensed clinical social worker, licensed marriage and family therapist, and 
psychologist. Participants must have had at least 5 sessions in the past year with at least one child 
ages 5-11 with suicidal ideation through parental report or clinical observation during therapy. 
Participants are not eligible if they do not provide mental health services to children. Participants 
are not eligible if they have not seen a child for suicidal ideation in the past year. Participants are 
not eligible if they do not hold one of the above mentioned mental health licenses. Participants 
are not eligible if they already participated in the pilot study. 
 
If you are interested in participating, you can access the consent form and survey at the following 
link: https://surveys.qualtrics.charlotte.edu/jfe/form/SV_ezGJqadtEKyDt1I 
 
 
For any questions about the study, please contact the primary investigator Mia Garcia, MA, 
LMHCA, NCC, PSC at mgarci58@uncc.edu. Questions can also be directed to the faculty 
advisors for the study, Dr. Sejal Parikh-Foxx at sbparikh@charlotte.edu and Dr. Clare Merlin-
Knoblich at cmerlin1@charlotte.edu. 
  

mailto:mgarci58@uncc.edu
mailto:sbparikh@charlotte.edu
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Artifact 2: Consent Form 
 
Study Title: Developing and Validating an Instrument for Clinicians to Identify Children at Risk 
for Suicide 
Principal Investigator: Mia Garcia, MA, NCC, LCMHCA, PSC 
Faculty Advisor: Dr. Sejal Parikh-Foxx, Ph.D, and Dr. Clare Merlin-Knoblich, PhD 
Co-Investigator: Dr. Stella Kim, PhD 
 
Purpose of the Research 
You have been asked to participate in a research study focused on suicide risk factors for 
children ages 5-11. The purpose of this study is to examine the underlying psychometric 
properties of the SAD CHILD Assessment (SADCHILD-A). You are being asked to participate 
because you have self-identified as a licensed professional who provides mental health services 
to young children with suicidal ideation and/or behaviors. You are either a clinical mental health 
counselor, clinical mental health counselor associate, school counselor, licensed clinical social 
worker, licensed marriage and family counselor, or psychologist who have had a minimum of 5 
sessions with at least one child who has experienced suicidality over the past year. You are at 
least 21 years of age or older and voluntarily consent to take part in this research study. You are 
not eligible to participate if you have completed the pilot study. 
 
Procedures 
If you decide to volunteer, you will be asked to participate in a structured survey online via 
Qualtrics. The survey should take approximately 7-15 minutes. You will be asked several 
questions focused on factors that may increase a childs risk for suicide. No identifying 
information will be collected or kept within the primary survey. Email addresses 
will be collected after completing the survey. Email addresses will be used separate from the data 
to send incentives following completion of the study. Reports of study findings will not include 
any identifying information. 
 
Risks 
Suicide in children is a vulnerable topic. There is a small chance for psychological distress in 
response to answering questions about a vulnerable population. Self-care and helpline resources 
will be provided at the end of the survey. 
 
Benefits 
There are no direct benefits to participants in this research. We hope to learn more of what you 
have observed or been referred to about children you have seen with suicidal ideation or 
behaviors. 
 
Compensation 
Participants will receive a $5 Amazon gift card following the completion of the study. 
 
Confidentiality 
All information collected in this study will be kept completely confidential to the extent 
permitted by law. Your survey responses will be kept anonymous and confidential. You will 
have the option to provide your email address for your incentive via an external google form that 
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is not connected to your primary survey. The data you provide will be used for a future article 
and may be used as the basis for articles or presentations in the future. No identifying 
information will be used in any publications or presentations to protect your anonymity and 
confidentiality. 
 
Participation/Withdrawal 
Your participation is completely voluntary, and you may withdraw from the study at any time 
without penalty. 
 
Contact 
If you have questions or concerns about this research, please contact Mia Garcia, via phone 
number at 704-833-8548, and/or via email at mgarci58@charlotte.edu. You may also contact the 
faculty advisor for this work: Dr. Clare Merlin- Knoblich and Dr. Sejal Parikh-Foxx, Professor, 
via email at cmerlin1@uncc.edu ; sbparikh@uncc.edu or the co- investigator Dr. Stella Kim via 
email at skim113@uncc.edu. The UNCC IRB board can be contacted at uncc-irb@charlotte.edu. 
 
  

mailto:uncc-irb@charlotte.edu
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Artifact 3: Demographic Questionnaire 

Do you hold a clinical license that allows you to provide mental health services to children ages 

5-11? 

(a) Yes, (b) No 

Which of the following licenses do you hold? 

(a) Licensed Clinical Mental Health Counselor  

(b) Licensed Clinical Social Worker  

(c) Professional School Counselor  

(d) Psychologist  

(e) Licensed Professional Counselor  

(f) Licensed Marriage and Family Therapist  

Are you a Registered Play Therapist 

(a) Yes, I have my RPT or RPTS 

(b) No, but I am actively collecting hours towards my RPT 

(c) No, but I utilize play therapy in my practice 

(d) No 

How many years of experience do you have providing mental health services to children 5-11 

years old? 

(a) Open ended answer choice 

In the past year of your career, how many sessions have you held with children experiencing 

suicidal ideation? 

(a) Open ended answer choice 
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Think of the children you have seen in the past year who experience suicidal ideation or suicidal 

behaviors. How were you made aware of their suicidal ideation? 

(a) Child was referred to clinician because of suicidal ideation or suicidal behavior. 

(b) Clincian observed the child use words or engage in specific behaviors that indicate 

they want to kill themselves 

(c) Parents or caregivers have reported that the child stated or engaged in behaviors 

indicating they want to kill themselves. 

What gender do you identify as? 

 (a)Non-binary, non-conforming, (b) Female, (c) Male, (d) prefer to self-identify, (e) 

prefer not to say 

What is your race/ethnicity? 

 (a)Latino/a/e/x,  

(b) Caucasian or White,  

(c) Black or African American,  

(d) American Indian or Alaskan Native,  

(e) Asian,  

(f) Native Hawaiian or Pacific Islander,  

(g) other 

What region of the United States do you practice in? 

 (a)Southeast, 

 (b) Northeast,  

(c) Midwest,  

(d) West,  
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(e) Southwest, 

(f) Northwest 

How would you describe the community you practice in? 

(a) Rural 

(b) Suburban 

(c) Urban 
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Artifact 4.b: 2nd Version CSRI-S for the Full-Scale Validation Study 

You will now be asked to check how often you observe or have been told about the 

following factors for children you see ages 5-11 experiencing suicidal ideation (inclusion: you 

must have had at least 5 sessions with suicidal children over the past year). Only check answers 

based on your current knowledge. Do not ask parents or children for answers. Children may have 

been referred to you because of suicidal ideation, you have observed suicidal behavior or verbal 

intent during therapy, and/or parents have reported.  

Item        1 2 3 4 5  

1. 8 Child is living with one or none of biological parents.  

2. 5. One or both parents have died 

3. 11. One or both parents are incarcerated 

4. 14. Child has been removed by Child Protective Services 

5. 21. Child talks about the anticipation of losing a parent 

6. 9. Child has attempted suicide     

7. 16. Parent has attempted suicide 

42. Family members have attempted suicide 

Child talks excessively about the death of others   

7. Child has stated they want to die 

8. 12. Child talks excessively about their own death 

9. 13. You as the clinician observed the child playing out death   themes (ex. Drawing 

pictures, cemeteries, acting out dying) 

10. 20. Child talks excessively about what happens after death 

11. 4. Child has been a victim of bullying    
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12. Child has experienced physical abuse 

13. 15. Child has experienced parental neglect 

14. 24. Child has experienced verbal abuse 

15. 25. Child has experienced emotional abuse 

16. 29. Child has a history of violent life events (vehicle accident, violent death of loved one, 

living near fighting/war, attacked, disaster, hurting someone) 

8. Child seeks excitement      

17. 23. Child uses fun for a strong motivator of behavior 

18. 31. Child acts spontaneously 

19. 32. Child has a diagnosis of ADHD 

20. 36. Child makes impulsive decisions surrounding interpersonal relationships 

21. 6. Child has reported feeling lonely     

22. 26. Child has below developmentally appropriate communication skills 

23. 33. Child has relationship issues with parents, siblings, or other immediate family 

members 

24. 39. Child has below developmentally appropriate social skills 

25. 40. Child has a history of interpersonal issues at school or with friends 

26. 19. Child has lived in a home with domestic violence        

27. 3. Parents are divorced 

28. Child’s mother has struggled with mental health concerns 

29. 34. Child’s parents have a history of substance use 

30. 35. Child Protective Services have been involved with the family at some point 

31. 38. Child’s family has communication issues 
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32. 17. Child gets aggravated easily     

33. 18. Child cries more than what is developmentally appropriate 

34. 27. Child gets extremely angry easily 

35. 30. Child experiences extreme irritability 

36. 37.  Child experiences extreme sadness 

37. 40. Child experiences more neuro-vegetative states of depression 

42. Child has family members other than parents that have attempted suicide 

43. Child holds one or more identities that are marginalized and/or discriminated against (ex. 

race, culture, gender, sexuality). 

(1=never, 2=rarely, 3=sometimes, 4=often, 5=always 
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Artifact 5: Kiddie Schedule for Affective Disorders and Schizophrenia for School Aged 

Children−Present and Lifetime (K-SADS-PL)  

Sometimes children who get upset or feel bad, wish they were dead or feel they’d be better off 

dead. Has the child ever had such thoughts? 

(1) No information  

(2) Not at all Infrequent thoughts of death (less than once a month, vague or unspecific)  

(3) Recurrent thoughts of death, ("I wish I were dead", "I would be better off dead") 

Sometimes children who get upset or feel bad think about dying or even killing themselves. Has 

the child ever had such thoughts? 

(1) No information  

(2) Not at all Infrequent thoughts of suicide (less than once a month)  

(3) Recurrent thoughts of suicide 

Was there ever a time when the child got irritated, cranky, or annoyed at little things? 

(1) No information  

(2) Not present  

(3) Feels definitely more angry or irritable than called for by the situation at least 2-3 times a 

week for much of the day F 

(4) eels definitely more angry or irritable more days than not; 4-7 times a week for much of 

the day (at least 50% of the day)’ 

Was there ever a time you were the child was so irritable and angry that they just exploded? 

(1) No information 

(2)  Not present  
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(3) Definite periods of excessive irritable/angry mood. Irritability/anger is out of 

proportion for the incident and occurs for much of the day or intensely for more than 

one hour.  

(4) Episodes of explosive irritability/anger that are far out of proportion to any stressor -

has associated aggressive behavior, (threats, property destruction, physical 

aggression). Occurs on at least 2 consecutive days or on at least 3 separate days 

within a week. 

  



 197  

Artifact 6: Youth Revised Asset Survey 

How often does the child talk to their mother or father [or to an adult in the household] about 

their problems?  

(a) Almost never 

(b)  Some of the time  

(c) Usually 

(d)  Almost always 

How often does the child feel comfortable talking to their parent(s) about personal matters?  

(a) Almost never  

(b) Some of the time  

(c) Usually  

(d) Almost always 

Child is happy to be at their school.  

(a) Strongly disagree  

(b) Disagree  

(c) Agree  

(d) Strongly agree 

Child feels close to people at their school 

(a) Strongly disagree 

(b) Disagree  

(c) Agree  

(d) Strongly agree 
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APPENDIX C: RESULTS 

Table 1.c 
Final Childhood Suicide Risk Identification Scale Items 
# Model item # Item 
1 8  Child is living with one or none of their biological parents. 
2 12       One or both parents have died 
3 21      Child has been removed by Child Protective Services 
4 28      Child talks about the anticipation of losing a parent 
5 11      One or both parents are incarcerated 
6 23      Parent has attempted suicide 
7 15      Child has attempted suicide 
8 58      Child has family members other than parents that have attempted suicide 
9 19      Child talks excessively about their own death  
10 20      You as the clinician observed the child playing our death themes (ex. 

drawing pictures, cemeteries, acting out dying) 
11 27  Child talks excessively about what happens after death 
12 9  Child talks excessively about the death of others 
13 16  Child has stated they want to die 
14 13  Child has been a victim of bullying 
15 14  Child has experienced physical abuse 
16 30  Child has experienced verbal abuse 
17 71      Child has experienced emotional abuse 
18 22  Child has experienced parental neglect 
19 35  Child has a history of violent life events (vehicle accident, violent death of 

loved one, living near fighting/was attacked, disaster, hurting someone) 
20 59  Child holds one or more identities that are marginalized and/or 

discriminated against (ex. race, culture, gender, sexuality). 
21 38   Child has a diagnosis of ADHD 
22 37  Child acts spontaneously 
23 42  Child makes impulsive decisions surrounding interpersonal relationships 
24 36  Child experiences extreme irritability 
25 43  Child experiences extreme sadness 
26 45  Child has below developmentally appropriate social skills 
27 18  Child has reported feeling lonely 
28 26  Child has lived in a home with domestic violence 
29 10  Parents are divorced 
30 34  Child's mother has struggled with mental health concerns 
31 40  Child’s parents have a history with substance use 
32 41  Child Protective Services have been involved with the family at some 

point 
33 44  Child's family has communication issues. 
*Model item # is added to provide clarity on how the item was referenced throughout data 
analysis. Model # does not follow sequential order due to items being pulled and moved around 
from the online survey structure.  
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Table 2.c 
Childhood Suicide Risk Identification Scale (CSRI-S) 6 Factor Structure  

 
Factor Name            Item#  Item 

 
Separation from Caregiver         8 Child is living with one or none of their biological parents. 
                                                   12     One or both parents have died 
        21    Child has been removed by Child Protective Services 
        28    Child talks about the anticipation of losing a parent 
        11    One or both parents are incarcerated 
         
Attempts       23    Parent has attempted suicide 
        15    Child has attempted suicide 
        58    Child has family members other than parents that have  

attempted suicide 
           
Death Preoccupation      19    Child talks excessively about their own death  
        20    You as the clinician observed the child playing our death 
       themes (ex. Drawing pictures, cemeteries, acting out dying) 
        27 Child talks excessively about what happens after death 
        9 Child talks excessively about the death of others 

    16 Child has stated they want to die 
          
Childhood Adversity      13 Child has been a victim of bullying 
        14 Child has experienced physical abuse 
        30 Child has experienced verbal abuse 
        71     Child has experienced emotional abuse 
        22 Child has experienced parental neglect 
        35 Child has a history of violent life events (vehicle accident, 
       violent death of loved one, living near fighting/war, 

attacked, disaster, hurting someone) 
        59 Child holds one or more identities that are marginalized 

and/or discriminated against (ex. race, culture, gender, 
sexuality). 

          
Indicators for Behavioral Health 38 Child has a diagnosis of ADHD 
        37 Child acts spontaneously 
        42 Child makes impulsive decisions surrounding interpersonal 

relationships 
        36 Child experiences extreme irritability 
        43 Child experiences extreme sadness 
        45 Child has below developmentally appropriate social skills 
        18 Child has reported feeling lonely 
          
Dysfunctional Family History    26 Child has lived in a home with domestic violence 
        10 Parents are divorced 
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        34 Child's mother has struggled with mental health concerns 
        40 Child’s parents have a history with substance use 
        41 Child Protective Services have been involved with the 

family at some point 
        44 Child's family has communication issues. 

 
 
Table 3.c 
Scale Weights by Subscale 

 
Scale Name    Weight 

 
Separation from Caregiver  1.2* 
Attempts    5* 
Death Preoccupation   1.6* 
Childhood Adversity   1.33* 
Indicators for Behavioral Health 1.43* 
Dysfunctional Family History 1* 

 
* Sum score on each subscale will be multiplied by the unique subscale weight 
 
Table 4c 
Convergent Validity 

 
Variable 1   Variable 2    R CI%  P 
CSRI-S total score K-SADS-PL Suicide Subscale 0.38 (.31, 0.41) <.001 

 
Variable 1   Variable 2     
Q36    K-SADS-PL Irritability   0.36 (0.29, 0.43) <.001 

 
Pearson's product-moment correlation 
 
Table 5.c 
Discriminant Validity 
 

 
Variable 1   Variable 2  R 95 CI% t df P 
Total instrument score YAS score  -0.21 (-0.21, -0.13) -5.17 593 <.001  

 
Pearson correlation 
 
 
 
 
 
Table 6.c 
Covariance table 
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Model 1 Covariance SEP   ATT   DEA   CHI   HIS   IND 

SEP 0.357                               
ATT 0.318 0.373                         
DEA 0.367 0.398 0.510                   
CHI 0.317 0.318 0.401 0.387             
HIS 0.340 0.310 0.409 0.391 0.448       
IND 0.192 0.200 0.286 0.266 0.280 0.212

 
Model 3 Covariance 
         SEP   ATT   DEA   CHI   HIS   IMP 

  SEP 0.353                               
  ATT 0.329 0.355                         
  DEA 0.363 0.385 0.505                   
  CHI 0.313 0.317 0.396 0.382             
  HIS 0.337 0.326 0.405 0.387 0.445       
  IMP 0.183 0.200 0.281 0.268 0.284 0.227. 
 

Model 4 Covariance 
         SEP   ATT   DEA   CHI   HIS   IMP 

SEP 0.178                               
ATT 0.238 0.354                         
DEA 0.271 0.384 0.504                   
CHI 0.232 0.318 0.398 0.386             
HIS 0.254 0.326 0.405 0.389 0.446       
IMP 0.147 0.201 0.281 0.270 0.284 0.228 

 
 
Table 7.c 
Likelihood Ratio Test between Model 4 and Base Model 

 
 Df      AIC BIC   Chisq Chisq       diff Df     diff   Pr(>Chisq)     
 

Model4  449            776.02                                   
Model1  464             1127.02     294.16      15                  < 2.2e-16 *** 

 
 
Table 8.c 
Internal Consistency Reliability 

 
Scale    r 

 
CSRI-S   .951 
SEP    .706 
ATT    .682 
DEA    .764 
CHI    .810 
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HIS    .782 
IND    .791 

 
*Calculated using Omega values 
 
Table 9c 
Summary of Model fits 
Model 1 
SEP =~ Q8 + Q12 + Q21 + Q28 + Q11 
ATT =~ Q23 + Q58 + Q15 
DEA =~ Q19 + Q20 + Q27 + Q9 + Q16 
CHI =~ Q13 + Q14 + Q30 + Q71 + Q22 + Q35 + Q59 
HIS =~ Q26 + Q10 + Q34 + Q40 + Q41 + Q44 
IMP =~ Q17 + Q29 + Q37 + Q38 + Q42 
LAC =~ Q32 + Q39 + Q45 + Q46 + Q18 
DEP =~ Q24 + Q25 + Q33 + Q36 + Q43 + Q47' 
Model 2 
SEP =~ Q12 + Q21 + Q28 + Q11 
ATT =~ Q23 + Q15 
DEA =~ Q19 + Q20 + Q27 + Q9 + Q16 
CHI =~ Q13 + Q14 + Q30 + Q71 + Q22 + Q35 + Q59 
HIS =~ Q26 + Q10 + Q34 + Q40 + Q41 + Q44 
IMP =~ Q38 + Q37 + Q42 + Q36 + Q43 + Q47 + Q18' 
Model 3 
SEP =~ Q12 + Q21 + Q28 + Q11 
ATT =~ Q23 + Q15 + Q58 
DEA =~ Q19 + Q20 + Q27 + Q9 + Q16 
CHI =~ Q13 + Q14 + Q30 + Q71 + Q22 + Q35 + Q59 
HIS =~ Q26 + Q10 + Q34 + Q40 + Q41 + Q44 
IMP =~ Q38 + Q37 + Q42 + Q36 + Q43 + Q45 + Q18' 
Model 4 
SEP =~ Q8 + Q12 + Q21 + Q28 + Q11 
ATT =~ Q23 + Q15 + Q58  
DEA =~ Q19 + Q20 + Q27 + Q9 + Q16 
CHI =~ Q13 + Q14 + Q30 + Q71 + Q22 + Q35 + Q59 
HIS =~ Q26 + Q10 + Q34 + Q40 + Q41 + Q44 
IMP =~ Q38 + Q37 + Q42 + Q36 + Q43 + Q45 + Q18' 
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Table 10.c 
Missing Values Analysis 

 

 N Mean Std. Deviation 
Missing No. of Extremesa 

Count Percent Low High 
Q4 606 7.49 4.311 4 .7 0 45 
Q8 600   10 1.6   
Q9 600   10 1.6   
Q10 600   10 1.6   
Q13 600   10 1.6   
Q12 600   10 1.6   
Q18 600   10 1.6   
Q17 600   10 1.6   
Q16 600   10 1.6   
Q15 600   10 1.6   
Q14 600   10 1.6   
Q11 600   10 1.6   
Q19 600   10 1.6   
Q20 600   10 1.6   
Q21 600   10 1.6   
Q22 600   10 1.6   
Q23 600   10 1.6   
Q24 600   10 1.6   
Q25 600   10 1.6   
Q26 600   10 1.6   
Q27 600   10 1.6   
Q28 600   10 1.6   
Q29 600   10 1.6   
Q30 600   10 1.6   
Q71 600   10 1.6   
Q32 600   10 1.6   
Q33 600   10 1.6   
Q34 600   10 1.6   
Q35 600   10 1.6   
Q36 600   10 1.6   
Q37 600   10 1.6   
Q38 600   10 1.6   
Q39 600   10 1.6   
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Q40 600   10 1.6   
Q41 600   10 1.6   
Q42 600   10 1.6   
Q43 600   10 1.6   
Q44 600   10 1.6   
Q45 600   10 1.6   
Q46 600   10 1.6   
Q47 600   10 1.6   
Q58 600   10 1.6   
Q59 600   10 1.6   
Q60 595   15 2.5   
Q61 595   15 2.5   
Q62 595   15 2.5   
Q63 595   15 2.5   
Q64 595   15 2.5   
Q65 595   15 2.5   
Q66 595   15 2.5   
Q67 595   15 2.5   
a. Number of cases outside the range (Q1 - 1.5*IQR, Q3 + 1.5*IQR). 
 
Table 11.c 
Clinical Specialty  
Mental Health Specialty   Percent Frequency 
Licensed Clinical Mental Health Counselor 37  220 
Licensed Clinical Social Worker  7.7  46 
Professional School Counselor  13.4  80 
Psychologist     4.4  26 
Licensed Professional Counselor  6.6  39 
Licensed Marriage and Family Therapist 1.2  7 
 
Table 12.c 
Gender 
      Frequency Percent 
 
Female      346  58.2 
Male      243  40.8 
Nonbinary or nonconforming   3  .5 
Prefer to self-identify    1  .2 
Other      2  .3 
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Table 13.c 
Race/Ethnicity 
      Frequency Percent 
 
Latino/a/x/e     22  3.7 
Caucasian or White    318  53.4 
Black or African American   203 34.1 
American Indian or Alaskan Native  20 3.4 
Asian      20 3.4 
Native Hawaiian or Pacific Islander  7 1.2 
Other      2 .3 
Two or more races    3 .5 
 
Table 14.c 
Region of the United States Located in 
   Frequency Percent 
    
Southeast  126  21.2 
Northeast  95  16 
Midwest  97  16.3 
West   167  28.1 
Southwest  67  11.3 
Northwest  43  7.2 
 
Table 15.c 
Community of Practice 
   Frequency Percentage 
    
Rural    97  16.3 
Suburban  149  25 
Urban   349  58.7 
 
Table 16.c 
Are You a Registered Play Therapist? 
     Frequency Percent 
 
RPT or RPTS    448  75.3 
Working towards RPT credentialing 73  12.3 
No, but utilizes some play therapy 39  6.6 
No     31  5.2 
 
 
Table 17.c 
CSRI-S Weighted Cut Scores 
Risk level   Score Range 
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Low Risk   0 -148.60 
Moderate Risk   148.7 – 194.15   
High Risk   194.2 – 271.6 
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Figure 1c 
Initial Theorized Model 1 
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Figure 2c 
Model 2 
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Figure 3.c 
Model 3 
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Figure 4.c 
Model 4 


	Pratiwi Bunga, C.; Dusseldorp, E.; Karch, J.D.; de Rooij, M. (2023). Predictive performance of
	psychological tests: is it better to use items than subscales? Computational Statistics
	&Data Analysis, 185. doi:10.1016/j.csda.2023.107767

