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ABSTRACT
Objective: Yellow Ribbon is a gatekeeper-type suicide prevention program 
that is widely used in public schools. However, data on its effectiveness are 
limited. The purpose of our study was to evaluate self-reported changes in 
knowledge and comfort level communicating about suicide following Yellow 
Ribbon training for a large, representative sample of students from a public 
school system in the midwestern United States.

Methods: The program was administered to students within the same 
school district during 2006 through 2009. A pre-post survey using a 4-point 
Likert scale was administered to rate students’ knowledge of risk factors and 
available resources, comfort level communicating about suicide, estimate of 
friends at risk for suicide, and behavioral intent toward help-seeking.

Results: Aggregate responses from 3,257 students, aged 11 to 18 years, were 
collected by the schools; 51% were female, 33% were Hispanic, and 30% 
were white. Suicide-related knowledge of risk factors, where to go for help, 
and resources, along with comfort level in asking for help, all significantly 
improved following program participation (Cramer’s V = 0.243 to 0.376, 
P < .001). Responses were associated with age and gender, indicating that 
younger males may benefit more than older males.

Conclusions: Implementation of the Yellow Ribbon school-based suicide 
prevention program appears to be beneficial for students in the midwestern 
United States. We observed significant improvement in knowledge, comfort 
level, and behavioral intent for help-seeking if suicidal thoughts occur. 
Findings also suggested that Yellow Ribbon training administered during 
middle school may be especially helpful for males.
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Suicide has risen from the third to the second leading cause 
of death in adolescents, contributing to over 5,500 deaths in 

2014.1–3 A variety of school-based suicide prevention programs have 
been developed over the past 30 years.4 Existing suicide prevention 
programs have been generally classified as (1) first-generation, 
single-mode psychoeducational; (2) second-generation, cognitive 
psychoeducational; (3) multimethod approach programs; and (4) 
gatekeeper training programs.5 Evaluation of first- and second-
generation suicide prevention programs, used since the 1980s, 
showed no strong effect of psychoeducation alone on improving 
maladaptive and help-seeking behavior.6,7 Multimethod programs, 
such as Signs of Suicide,8 combine a psychoeducation curriculum 
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with self-screening. These programs have demonstrated 
impressive findings: a 40% reduction in suicide attempts at 
3 months’ postintervention, an increase in knowledge, and 
improved attitudes toward help-seeking, although they were 
not associated with increased help-seeking behavior among 
emotionally troubled youth.8 Promising outcomes were also 
reported for high school students when using the Surviving 
the Teens Suicide Prevention and Depression Awareness 
Program; however, the authors9 state that results may not 
be generalizable to different age groups or to other locations.

Other programs promote help-seeking behavior as 
a strategy to reduce suicidal behavior.10–12 Indeed, the 
US Surgeon General, among others, has recommended 
developing and implementing safe and effective programs 
in educational settings for youth that address adolescent 
distress, provide crisis intervention, and incorporate peer 
support for seeking help, similar to gatekeeper training.13,14 
Gatekeeper training is aimed at school personnel to develop 
skills for identifying students at risk, determining level of 
risk, and making necessary referrals.15,16 Unfortunately, 
studies17,18 show that adolescents often turn to peers for help, 
who may be ill-equipped to deal with suicidality.

The Yellow Ribbon Suicide Prevention Program19 
incorporates the above recommendations and addresses 
issues surrounding skill level of peers. This program was 
developed in 1994 and comprises “Be-A-Link” gatekeeper 
training for adults and skills curricula for youth and includes 
“Ask 4 Help” cards with a “help” message and suicide crisis 
hotline number.19,20 Yellow Ribbon is listed in the Suicide 
Prevention Resource Center’s Best Practices Registry21 
because its content meets standards of accuracy, safety, and 
suicide prevention program guidelines.

Despite meeting these standards, the use of the Yellow 
Ribbon program has not been supported by data showing 
it to be safe and effective. Yellow Ribbon was evaluated in a 
small study conducted in Denver high schools by analyzing 
preintervention and postintervention surveys of 146 
students.22 Students’ postintervention responses showed a 
tripling utilization of a crisis hotline. However, no increase 
in student help-seeking from “helpers” was observed. Thus, 
it was concluded that further research with larger, more 
representative samples was needed to determine if findings 
were generalizable to other regions of the United States.22 
Moreover, research shows effectiveness of suicide prevention 

programs varies drastically by geographical area and among 
socially diverse groups.9,23–25

Katz et al4 conducted a systematic review of 16 school-
based suicide prevention programs that included an 
evaluation of Yellow Ribbon. This study highlighted the lack 
of conclusive evidence for Yellow Ribbon, specifically related 
to help-seeking behavior, attitude/knowledge, and protective 
factors. However, the authors4 could not recommend any 
specific suicide prevention program as a “best practice” for 
school-based suicide prevention. In lieu of the high rates of 
suicide among youth, along with sparse evidence for program 
effectiveness,7,26 new knowledge regarding the efficacy of 
suicide prevention programs is needed, especially in different 
geographical areas.

The purpose of our study was to evaluate the Yellow Ribbon 
program using survey responses from a large, representative 
sample of the midwestern school system. Specifically, we 
sought answers to the following questions: Does Yellow 
Ribbon training affect adolescents’ suicide-related knowledge? 
To what extent do adolescents think their friends are at risk for 
suicide? What types of help-seeking behavioral attitudes are 
influenced by Yellow Ribbon training? Are there factors that 
may affect Yellow Ribbon program outcomes? By investigating 
these research questions, we hope to refine youth suicide 
prevention efforts and add to the dialogue for what constitutes 
best practice for school-based suicide prevention programs.

METHODS

Participants
The Yellow Ribbon curriculum was administered to 3,257 

students from 8 midwestern public schools within the same 
school district during 2006 through 2009. Both middle and 
high schools were included. Participants ranged in age from 
11 to 18 years. To protect confidentiality and comply with 
school requirements, responses were compiled by school into 
2 summary reports: (1) school demographics by school year, 
gender, age group, and race and (2) survey responses by school 
year and gender. These summaries were then forwarded to 
research study personnel. No personally identifiable records 
were obtained. As such, the study was deemed exempt from 
institutional review board approval.

Study Procedures
Intervention. Goals of the Yellow Ribbon program were 

to provide educational information regarding risk factors for 
suicide, how to seek help for self and communicate about 
suicide, and how to respond appropriately and seek help for 
a friend who is suicidal. The training also aimed to reduce 
stigma around mental illness and suicidality. A group of 
trainers were trained by the Yellow Ribbon organization to 
deliver a 1-hour presentation during core curriculum classes 
for groups of approximately 30 students. Participating students 
were provided with a yellow card that could be given to a peer 
or adult to initiate a discussion and seek help in the event of 
suicidal thoughts. Trainers also provided education to school 
personnel on suicide intervention strategies.
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■■ Suicide is now the second leading cause of death in 
adolescents.

■■ The US Surgeon General recommends implementing 
programs in educational settings to address adolescent 
distress, provide crisis intervention, and incorporate peer 
support for seeking help.

■■ Implementation of the Yellow Ribbon school-based 
suicide prevention program was beneficial for adolescents 
in midwestern schools; significant improvement was 
shown in suicide-related knowledge, comfort level, and 
behavioral intent for help-seeking for suicidal crisis.
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Table 1. Student Characteristics by Year
School Year Total

Characteristica 2006 2007 2008 2009 n %
No. of students 1,656 362 324 915 3,257 100.0
Sex

Male 806 161 161 457 1,585 48.7
Female 850 201 163 458 1,672 51.3

Race/ethnicity
Asian 67 10 42 59 178 5.5
Black 304 29 27 98 458 14.1
Hispanic 427 195 177 275 1,074 33.0
Native American 59 5 11 47 122 3.7
White 570 80 37 280 967 29.7
Multiethnic 193 39 30 146 408 12.5
Unknown 36 4 0 10 50 1.5

Age group, y
11–13 7 3 278 706 994 30.5
14–15 1,143 341 45 182 1,711 52.5
16–17 412 13 0 1 426 13.1
18 82 5 0 0 87 2.7
Unknown 12 0 1 26 39 1.2

aNot all schools reported survey responses by race/ethnicity or by age 
group.

All schools received similar training by the same 
group of trainers. Thus, the intervention was conducted 
in a consistent manner across all years of data collection. 
However, the number of schools receiving the Yellow Ribbon 
program differed by year: the intervention was administered 
to 3 high schools the first year, 1 high school the second year, 
and 1 middle school the following 2 years. In this way, a wide 
range of students participated in the intervention. Potential 
bias was controlled by limiting the opportunity for repeating 
the program, which might have unduly influenced survey 
responses.

Measures. A survey, using a 4-point Likert scale, 
was created by the Yellow Ribbon Suicide Prevention 
Foundation for evaluation purposes. The first part included 
an anonymous, before and after exposure, questionnaire 
rating knowledge of risk factors, understanding of available 
resources, and comfort level communicating about suicide. 
The second part assessed the number of friends that 
respondents thought were at risk for suicide after training, 
along with their behavioral intent toward help-seeking. All 
participants completed the survey immediately following 
the intervention. Responses were tallied by question, school 
demographics, and year. School demographics included 
gender, age group, and race. To assess the overall impact of 
the intervention, those questions associated with knowledge 
acquisition and comfort level were combined by responses 
so that before and after exposure to Yellow Ribbon totals 
were compared.

Statistical Analysis
Aggregate data from survey responses were analyzed 

with IBM SPSS Statistics, version 20 (IBM Corporation, 
Somers, New York). Categorical data were summarized 
using frequency and percentages. A 2-sample proportions 
z-test was used to assess program impact. The χ2 test of 
independence was used to evaluate associations between 
categorical responses. Cramer’s V was used to measure 

strength of association before and after training; V = 0 
indicated no association, while V = 1 indicated a very strong, 
perfect association. Since all data were in aggregate, it was 
not possible to match preintervention and postintervention 
responses, thus no paired-type testing was conducted.

RESULTS

Demographics and Bivariate Assessment
Participant characteristics from 3,257 students who 

completed the survey are summarized by year and appear in 
Table 1. While no dropouts are reported, approximately 400 
participants did not respond to those questions identified 
as “after today’s training.” To evaluate selection bias of 
the participants, we compared the sample distribution to 
demographic data from the school district. All demographics 
were similar, thus the respondents appear to be representative 
of the local district; therefore, no sample weighting was 
conducted. Next, we summarized the survey responses 
across years and evaluated results by each research question.

Does the Yellow Ribbon Training Affect Suicide-
Related Knowledge and Comfort Level in Asking  
for Help Among Adolescents?

Figure 1A–D summarizes responses before and after the 
Yellow Ribbon program to survey items that evaluated (1) 
understanding of reasons that put youth at risk for suicide, 
(2) knowledge of where to go to for help, (3) comfort 
asking for help, and (4) knowledge of resources available. 
To assess the overall effect of the intervention, the number 
of those responding “agree” or “strongly agree” to these 4 
questions were summed and compared by training status 
(before and after intervention). The overall agreement 
before Yellow Ribbon training was 65.9% (8,526 of 12,927 
total responses) and after was 86.8% (9,767 of 11,252 total 
responses) (z = 37.7, P < .001). Thus, Yellow Ribbon appears 
to significantly increase suicide-related knowledge and 
comfort level in asking for help.

The strength of relationship before and after training was 
also measured on each item with Cramer’s V. Results ranged 
from 0.243 to 0.376, indicating a low to moderate positive 
change following Yellow Ribbon. Specifically, significant 
differences by question were as follows: “I understand 
some of the reasons that may put youth at risk for suicide” 
(V = 0.376, P < .001) (the strongest effect size). “If someone 
comes to me with suicidal thoughts I would know whom 
to go to for help” (V = 0.339, P < .001). “If I were having 
suicidal thoughts I would feel comfortable enough to ask 
for help” (V = 0.243, P < .001) (the weakest effect size). “I 
know resources available to me if I have suicidal thoughts” 
(V = 0.356, P < .001).

To What Extent Do Adolescents Think  
Their Friends Are at Risk for Suicide?

After Yellow Ribbon, the degree to which adolescents 
thought their friends were at risk for suicide was measured. 
Responses to the question, “How many of your friends do 
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you think are at risk of suicide?” were as follows: 63.6% of 
students (1,791 of 2,816) reported “none,” 16.0% reported 
“1,” 11.9% reported “2 to 3,” and 8.5% reported “more than 
3” of their friends were at risk. Thus, over one-third of all 
respondents (36.4%) reported 1 or more of their friends were 
at risk of suicide.

Taken together, these data suggest that Yellow Ribbon 
improves suicide-related knowledge, increases comfort level 
in asking for help, and may increase adolescent awareness 
of those at risk for suicide. Next, help-seeking behavior 
attitudes were evaluated.

What Types of Help-Seeking Behavioral Attitudes  
Are Influenced by Yellow Ribbon Training?

The primary approach to address this question was to ask 
participants what they would do if they had suicidal thoughts. 
Results showed that, on average, 45.1% of students indicated 
that they would be willing to seek help. Regarding type of 
help-seeking, 53.2% responded they would “give yellow card 
to friend,” 38.3% would “give yellow card to school staff,” 
40.5% would “give yellow card to outside adult,” 37.9% 

would “call suicide prevention hotline,” 39.0% would “talk 
to school staff,” 41.9% would “talk to an outside adult,” and 
64.9% would “talk to friend.” Thus, help-seeking behavior 
rates were highest among those willing to give a yellow card 
to a friend or talk to a friend, suggesting the importance of 
providing adolescents with resources for helping peers who 
may approach them with suicidal ideation.

Statistical Analysis After Yellow Ribbon  
Intervention by Groups

Differences in knowledge and attitude by sex. Given 
age and gender differences in suicidal behaviors within 
our area,27 we evaluated the extent to which the sex and 
age groups were associated with survey responses after 
exposure to Yellow Ribbon. Separate contingency tables 
were constructed for middle and high school students by 
participant sex (Table 2).

Regarding middle school–aged students, significant 
differences occurred by sex for the questions, “I understand 
some of the reasons that may put youth at risk for suicide” 
and “If someone comes to me with suicidal thoughts, I 
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Figure 1. Responses Before and After the Yellow Ribbon Training

aCramer’s V = 0.376, P < .001.
bCramer’s V = 0.339, P < .001.
cCramer’s V = 0.243, P < .001.
dCramer’s V = 0.356, P < .001.

D. I Know Resources Available to Me If I Have Suicidal Thoughtsd

A. I Understand Reasons That Put Youth at Risk for Suicidea B. If Someone Comes to Me With Suicidal Thoughts, I Would Know Whom 
to Go to for Helpb

C. If I Were Having Suicidal Thoughts, I Would Feel Comfortable Enough to 
Ask for Helpc
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Table 2. Suicide-Related Knowledge and Behavioral Attitudes After Yellow Ribbon 
Training by Sex Within Age Groupa

Middle School High School
Males

(n = 550)
Females
(n = 564) Pb

Males
(n = 817)

Females
(n = 951) Pb

I understand some of the reasons 
that may put youth at risk for suicide

< .001 < .001

Strongly agree 305 (55.5) 353 (62.6) 388 (47.9) 551 (61.5)
Agree 179 (32.5) 177 (31.4) 319 (39.4) 311 (34.7)
Disagree 19 (3.5) 20 (3.5) 36 (4.4) 11 (1.2)
Strongly disagree 22 (4.0) 6 (1.1) 26 (3.2) 10 (1.1)
Don’t know 25 (4.5) 8 (1.4) 41 (5.1) 13 (1.5)
If someone comes to me with suicidal thoughts, 
I would know whom to go to for help

.041 < .001

Strongly agree 323 (58.8) 366 (64.9) 410 (50.6) 565 (63.0)
Agree 169 (30.8) 163 (28.9) 270 (33.3) 287 (32.0)
Disagree 27 (4.9) 11 (2.0) 41 (5.1) 18 (2.0)
Strongly disagree 10 (1.8) 8 (1.4) 26 (3.2) 9 (1.0)
Don’t know 20 (3.6) 16 (2.8) 63 (7.8) 18 (2.0)
If I were having suicidal thoughts, 
I would feel comfortable enough to ask for help

.299 .257

Strongly agree 290 (52.8) 263 (47.0) 342 (42.3) 362 (40.4)
Agree 152 (27.7) 177 (31.6) 271 (33.5) 311 (34.7)
Disagree 41 (7.5) 54 (9.6) 80 (9.9) 104 (11.6)
Strongly disagree 29 (5.3) 29 (5.2) 44 (5.4) 59 (6.6)
Don’t know 37 (6.7) 37 (6.6) 71 (8.8) 59 (6.6)
I know what resources are available to me 
if I am having suicidal thoughts

.706 < .001

Strongly agree 316 (57.7) 306 (54.6) 407 (50.7) 517 (58.2)
Agree 166 (30.3) 188 (33.6) 262 (32.6) 301 (33.9)
Disagree 26 (4.7) 28 (5.0) 61 (7.6) 30 (3.4)
Strongly disagree 15 (2.7) 11 (2.0) 24 (3.0) 13 (1.5)
Don’t know 25 (4.6) 27 (4.8) 49 (6.1) 28 (3.1)
After attending the intervention, 
how many of your friends are at risk of suicide

< .001 < .001

None 386 (73.0) 291 (56.1) 577 (70.6) 537 (56.5)
1 68 (12.9) 86 (16.6) 112 (13.7) 185 (19.5)
2–3 40 (7.6) 85 (16.4) 61 (7.5) 150 (15.8)
> 3 35 (6.6) 57 (11.0) 67 (8.2) 79 (8.3)
aValues are presented as n (%).
bPearson χ2 test of independence to detect differences by sex within age group.

would know whom to go to for help” (P < .001 and P = .041, 
respectively). These results suggest that after suicide 
prevention training, middle school–aged females (more so 
than males) tend to understand risk factors of suicide and 
would know where to go for help.

Similar results occurred for high school–aged students. 
In addition, high school females, significantly more so 
than males, agreed they know what resources are available 
should they have suicidal thoughts (P < .001). Conversely, 
when asked, “How many friends are at risk of suicide,” males 
tended to respond “none” significantly more often than 
did females regardless of age (71%–73% compared with 
56%–57%, respectively). Thus, it appears that females, when 
compared with males, may be more skilled at identifying 
friends who might be at risk of suicide.

Differences in knowledge and attitudes by age group. 
Next, we compared responses from same-sex students across 
age groups. Younger males tended to agree, more so than 
older males, when answering the following: “I understand 
some of the reasons that may put youth at risk for suicide” 
(55.5% versus 47.9%, P = .052). “If someone comes to me 
with suicidal thoughts, I would know whom to go to for help” 

(58.8% versus 50.6%, P = .003). “If I were having suicidal 
thoughts I would feel comfortable enough to ask for help” 
(52.8% versus 42.3%, P = .004). “I know what resources are 
available to me if I am having suicidal thoughts” (57.7% 
versus 50.7%, P = .058). However, percentages for females 
in agreement remained stable regardless of school age. This 
finding suggests that timing of a suicide prevention program 
may influence response rates, especially for males, with 
younger males potentially benefiting more from the training 
than older males.

Differences in help-seeking behavior intent by sex and 
age group. Table 3 summarizes student responses regarding 
willingness to seek help from a variety of sources. Similar 
patterns of significant differences by sex and by age group 
emerged. For example, when comparing middle school 
males and females, males were significantly more likely to 
give their yellow card to school staff (47.6% versus 41.2%), 
call a suicide prevention hotline (48.4% versus 36.9%), talk 
to school staff (51.5% versus 40.1%), and talk to an adult 
outside of school (45.5% versus 39.5%). Likewise, high 
school males were significantly more likely than females to 
give their yellow card to school staff (37.8% versus 31.8%) 
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and talk to school staff (37.4% versus 32.5%). Conversely, 
among female responders, middle school females were 
significantly more likely than males to give their yellow card 
to an outside adult (42.3% versus 39.5%). In comparison, 
high school females were more likely than males to give their 
yellow card to a friend (54.8% versus 49.0%) and more likely 
to talk to a friend (69.9% versus 59.1%).

Last, percentages by age showed a declining trend for 
males on willingness to seek help, especially for talking to 
school staff: 51.5% of middle school–aged males reported 
“yes” versus 37.4% for high school. Results were similar 
regarding males’ willingness to call a suicide prevention 
hotline: 48.4% for middle school versus 35.2% for high 
school. Thus, it appears that both sex and age are important 
factors when considering student responses to the Yellow 
Ribbon program. Specifically, the responses indicate that 
males and females differ significantly in who they would be 
willing to divulge thoughts of suicide.

DISCUSSION

Our findings suggest that implementation of a Yellow 
Ribbon school-based suicide prevention program in midwest 
schools leads to significant improvements in suicide-related 

knowledge, comfort level, and behavioral intent for help-
seeking in case of suicidal thoughts among adolescents. 
In fact, more than 77% of respondents reported feeling 
comfortable seeking help for suicidal thoughts after Yellow 
Ribbon training compared to 57% prior to training. Still, 
research shows that iatrogenic effects of suicide prevention 
programs may occur.28 While we found no direct evidence 
that participation in this suicide prevention program 
decreased students’ comfort level or their willingness to seek 
help, future suicide prevention program studies may want 
to monitor iatrogenic factors, such as increased self-harm 
associated with training.

Results also showed that after training, 36.4% of 
participants reported thinking that their friends may be 
at risk of suicide, which may be an indication of increased 
knowledge and awareness of suicidal risk factors. Similar to 
other research,18 preferential source of help-seeking among 
adolescents appears to be a friend, followed by an outside 
adult and school staff. This finding supports the importance 
of providing adolescents with resources for helping peers 
who divulge suicidal thoughts. Future efforts of suicide 
prevention programs might also focus on empowering 
adolescents to override peers’ requests for “secrecy” and 
locate appropriate resources for help as well as improving 

Table 3. Types of Help-Seeking Behavior After Yellow Ribbon Training 
by Sex Within Age Groupa

Middle School High School

Males
(n = 589)

Females
(n = 594) Pb

Males
(n = 894)

Females
(n = 1,011) Pb

If I had suicidal thoughts I would be willing to . . .
Give my yellow card to a friend .278 < .001
No 59 (10.0) 46 (7.7) 142 (15.9) 95 (9.4)
Maybe 217 (36.8) 211 (35.5) 314 (35.1) 362 (35.8)
Yes 313 (53.1) 337 (56.7) 438 (49.0) 554 (54.8)
Give my yellow card to school staff .041 .021
No 92 (15.7) 120 (20.3) 233 (26.2) 299 (29.7)
Maybe 215 (36.7) 228 (38.5) 321 (36.1) 388 (38.5)
Yes 279 (47.6) 244 (41.2) 336 (37.8) 320 (31.8)
Give my yellow card to an outside adult .024 .970
No 103 (17.7) 131 (22.2) 199 (22.5) 227 (22.5)
Maybe 249 (42.8) 210 (35.5) 332 (37.6) 374 (37.1)
Yes 230 (39.5) 250 (42.3) 353 (39.9) 408 (40.4)
Call a suicide prevention hotline < .001 .492
No 101 (17.1) 149 (25.2) 250 (28.2) 264 (26.2)
Maybe 203 (34.5) 224 (37.9) 325 (36.6) 393 (39.1)
Yes 285 (48.4) 218 (36.9) 312 (35.2) 349 (34.7)
Talk to school staff < .001 .045
No 97 (16.7) 125 (21.2) 239 (27) 314 (31.2)
Maybe 185 (31.8) 228 (38.7) 314 (35.5) 366 (36.3)
Yes 300 (51.5) 236 (40.1) 331 (37.4) 327 (32.5)
Talk to an adult outside of school .028 .069
No 102 (17.6) 138 (23.3) 200 (22.6) 203 (20.1)
Maybe 214 (36.9) 221 (37.3) 305 (34.4) 398 (39.5)
Yes 264 (45.5) 234 (39.5) 381 (43.0) 407 (40.4)
Talk to a friend .054 < .001
No 44 (7.5) 34 (5.7) 117 (13.2) 53 (5.2)
Maybe 181 (30.8) 154 (26.0) 245 (27.7) 251 (24.9)
Yes 362 (61.7) 405 (68.3) 523 (59.1) 706 (69.9)
aValues are presented as n (%).
bPearson χ2 test of independence to detect differences by sex within age group.
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communication between adolescents and adults regarding 
suicide.

We observed important gender and age differences that 
may or may not be explained by normal development. 
Specifically, a subgroup analysis showed that females (in 
both middle and high school age groups) were significantly 
more likely than males to believe their peers might be at risk 
for suicide. Females appear to have a better understanding 
of risk factors and available sources for help. In addition, 
we observed that older males were less likely to seek help 
for suicidal thoughts, which may be explained by gender 
role theory or social psychology of help-seeking.29 These 
findings may also coincide with statistics of males being at 
higher risk of suicide-related mortality, while females have 
higher attempts.3

More hopeful was the finding that younger males seemed 
to benefit from the Yellow Ribbon program more so than 
older males in terms of knowledge acquisition and comfort 
seeking help in case of suicidal thoughts. This observation 
may suggest a benefit to introducing suicide prevention 
programs during middle school. At this age level, males 
were significantly more likely than females to seek help by 
calling a suicide prevention hotline or by talking to school 
staff, whereas high school males were more likely to seek 
help from school staff. Regardless, our findings support the 
importance of educating school staff and providing them 
with suicide prevention resources.

When comparing our results to the current literature about 
the efficacy of the Yellow Ribbon program, Freedenthal22 
reported no increase in help-seeking behavior and a modest 
increase in youths reporting they had called a crisis hotline. 
These inconsistencies with our findings may be explained 
by a larger and more diverse sample or by differences 
in survey methodology. For example, we conducted the 
intervention in smaller groups of about 30 students during 
core curriculum classes versus a 50-minute presentation at 
a school-wide assembly. Our results might also be explained 
by social desirability bias, such that students might have 
been embarrassed to disclose unpleasant behaviors and 
attitudes, or perhaps they misreported due to a lack of effort 
given when responding to the survey.30 To circumvent this, 
we maintained each student’s confidentiality by using an 
anonymous survey and reporting only aggregate data, a 
strategy that may have helped increase student comfort level 
and lessen the potential for embarrassment.

Several limitations of the current study are worth noting 
and suggest potential directions for further research. First, to 
our knowledge the reliability and validity of this school-wide 
survey has not been ascertained. Moreover, the questionnaire 
was created by the same institution that developed the 
program. Second, we had access only to aggregate data by 
school and were therefore unable to match preintervention 
and postintervention responses. This was problematic, 
especially given that some postevaluation responses appeared 
to be missing. Next, there was a possibility that a very small 
number of students may have received the suicide prevention 
training more than once. Because surveys were completed 

immediately after the Yellow Ribbon training, we assessed 
behavioral intent rather than actual help-seeking behaviors.

Future research might consider a more robust program 
evaluation, such as outlined by the Centers for Disease 
Control31 regarding public health programs, which they 
claim can be generalized to any evaluation effort. Future 
strategies might also include longitudinal studies of 
knowledge retention, suicide-related attitude, and help-
seeking behaviors using record-level data over time (eg, 
several months postintervention). Last, utilization of matched 
designs for precurricula and postcurricula implementation 
would allow for more sophisticated statistical techniques, 
such as propensity score matching and repeated-measure 
type testing that could incorporate stratification by risk 
groups.

CONCLUSION

Overall, our results suggest the Yellow Ribbon school-
based suicide prevention program is beneficial for students 
aged 11–18 years who attend midwest schools. Significant 
improvement was shown in suicide-related knowledge, 
comfort level, and behavioral intent for help-seeking for 
suicidal crisis. While no direct evidence was observed 
that Yellow Ribbon increased thoughts of self-harm, this 
was not specifically measured, and program efficacy for 
reducing suicidality among adolescents remains unknown. 
Regardless, our findings suggest that the Yellow Ribbon 
suicide prevention program may be especially effective 
during the middle school years.
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Posttest
To obtain credit, go to http://www.cmeinstitute.com/activities/Pages/PCC.aspx  
to complete the Posttest and Evaluation. 

1.	 The Yellow Ribbon Suicide Prevention Program provides skills training for peers 
 to recognize warning signs of suicide and seek help.

a.	True
b.	False

  2.	 According to this study, students were most willing to seek help from a ___.

a.	Trusted teacher or school staff member
b.	Parent or other adult outside of school
c.	 Friend

  3.	 Given the higher rate of suicide deaths among males, a school system is looking for strategies  
for addressing suicide risk in male students. Based on the findings of this study, which of the 
following strategies would you recommend?

a.	Avoid discussing suicide in schools, given the iatrogenic effects of these discussions
b.	Implement a Yellow Ribbon Suicide Prevention Program beginning in the middle school years
c.	 Implement a Yellow Ribbon Suicide Prevention Program for older teens only
d.	Await further research, given the conflicting results of studies on school-based suicide  

prevention programs
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