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nized, caregivers also play a significant role in these pathways. Caregiver's familiarity

relationship between a caregiver's prior suicidality and mental health treatment on
their children's pathways to entering a specialist suicide prevention treatment
program.

Method: Caregivers (n = 118, 35 males and 83 females) of young individuals (12-
25 years) who were admitted into an outpatient suicide prevention service, com-
pleted a self-report questionnaire describing their child's onset of symptoms, help-
seeking, PtC and the caregiver's prior suicidality and mental health treatment.
Results: Parents were the source most likely to recognize the onset of suicidality,
with general practitioners and psychologists the most common first contacts. Signifi-
cant delays were identified for onset duration averaging 48.0 weeks, and it was
observed that shorter delays in treatment were related to fewer number of contacts.
Caregiver prior suicidality was associated with longer delays in treatment but had no
relationship with onset duration.

Conclusion: Caregivers and professional contacts are vital agents in improving the
PtC of suicidal adolescents. Results highlight the significant delays in treatment and
the added complexity of a caregiver's prior experience of suicidality to these path-
ways. These complexities warrant further exploration to minimize obstacles that hin-
der help-seeking and lengthen PtC, as this may improve interventions and outcomes

for suicidal adolescents and their caregivers.
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1 | INTRODUCTION

Adolescence is characterized by major developmental and psychologi-
cal shifts, often coinciding with increased suicidal ideation and behav-
iour (Bridge et al., 2006; Husler et al., 2005). Globally, it is estimated
that one person dies from suicide every 40 s, with suicide the second
leading cause of death among those aged 15-29 years (WHO, 2016).
Among Australians aged 15-24 years, suicide is the leading cause of
death and accounts for over one third of deaths (36%) (ABS, 2018).
These statistics are alarming and highlight the high prevalence of sui-
cide in young Australians.

Although suicidal thoughts and comorbid problems should serve
as an internal signal to seek help, suicidal adolescents frequently with-
hold their distress from adults or professional services (McCarty
et al., 2011; Pisani et al., 2012). As a result, less than a third of suicidal
adolescents receive treatment at the time of their death/attempt,
despite 80%-90% presenting with a diagnosable psychological disor-
der (Gould et al., 2003; Sheppard et al., 2018; Wu et al., 2010). For
adolescents at risk of suicide, communicating their distress and sui-
cidal ideation with others may lead to life saving interventions (Pisani
etal, 2012).

Despite the prevalence of mental illness among young people,
many remain untreated or experience multiple help-seeking contacts
before receiving appropriate care (MacDonald et al., 2018). Appropri-
ate help-seeking and pathways to care (PtC) are essential for preven-
tion and early intervention in suicidal adolescents (Wilson
et al., 2007). However, research on the PtC for adolescents with sui-
cide ideation is limited. Most research on PtC has focused on help-
seeking in response to hypothetical suicide ideation (Wilson
et al., 2010), or first-episode psychosis (Fridgen et al., 2013).

Appropriate PtC for suicidal adolescents can reduce the impact of
mental health problems and the incidence of relapse or recurrence
(Allen & McKenzie, 2015). In two Australian studies, one with univer-
sity students (Deane et al., 2001) and another with high school stu-
dents (Wilson et al., 2005), it was found that an increase in suicidal
ideation significantly predicted lower intentions to seek help from for-
mal (e.g., mental health professional, general practitioner, helpline) and
informal (e.g., friends, family, parents) contacts in both clinical
and non-clinical samples. This phenomenon has been referred to as
“help-negation” and this along with low rates of help-seeking in sui-
cidal individuals, highlights the need to better understand the pro-
cesses involved in help seeking. One rarely explored opportunity is to
expand knowledge about PtC for those who are successful in seeking
help. Greater insights into PtC would allow suicide prevention ser-
vices to better identify strategies (e.g., health literacy, referral strate-
gies etc) to target appropriate links in the pathways to care.

Although the importance of formal contacts has been recognized
in the help seeking process, often families, friends and caregivers play
a significant role in the pathways to professional services, and act as
primary contacts on the PtC for adolescents (Fridgen et al., 2013;
McGorry, 2007; Rickwood et al., 2007). Families have been found to
be highly involved in the PtC of adolescents and have been identified

as the most common first contact for help (Del Vecchio et al., 2015;
Fridgen et al., 2013). They also recommend further help-seeking con-
tacts (Chadda et al., 2001), or directly initiate contact with help
sources (Ehmann et al., 2014; Giasuddin et al., 2012).

There is significant literature describing the relationships between
caregiver suicidality and the development of suicidal behaviour in off-
spring, with many studies acknowledging the influence of genetic and
environmental factors (Brent & Melhem, 2008; O'Reilly et al., 2020).
Young people experiencing suicidal distress are also commonly
impacted by early childhood trauma which may relate to poor care-
giver mental health and family processes (Bilsen, 2018). An adult
caregiver's familiarity with mental health issues, particularly personal
experience of mental health problems and psychological treatment,
may influence the nature of an adolescent's PtC and their likelihood
of seeking help (Lutgens et al., 2015; Schmeelk-Cone et al., 2012;
Sullivan et al., 2002). However, research on caregiver's familiarity with
mental illness and PtC for their children has been mostly limited to
first-episode psychosis and with conflicting findings. For example, Yu-
Hai Chen et al. (2005) found caregiver experience of mental illness
was associated with shorter delays to treatment, whereas Norman
et al. (2007) reported the reverse relationship and Lutgens et al.
(2015) reported that caregiver familiarity did not affect the delay in
treatment of psychosis. The disparity in findings has been attributed
to different service contexts and sample characteristics.

In the context of suicide, it is possible that family members with a
personal history of suicide or mental health problems may have;
a higher sensitivity to symptoms of suicidality, more positive attitudes
towards help seeking, and be more familiar with appropriate contacts.
It has been suggested that familiarity through personal experience
may offer caregivers greater sensitivity to and preparedness to navi-
gate these complexities, the ability to better recognize early signs of
psychological distress, and encourage more effective help-seeking
(Yu-Hai Chen et al., 2005; Lutgens et al., 2015; Sullivan et al., 2002).
However, these potential benefits have not yet been empirically
tested. Even when caregivers recognize the need for help, some
report that it is often difficult to access support (Stewart et al., 2018).
Thus, an understanding of the relationship between caregiver's per-
sonal experiences of suicidality and prior mental health treatment and
how these might be related to their young person's PtC in the context
of seeking help for suicidal behaviours is needed.

More specifically, we explore the relationship of these caregiver
variables and delay in the young person's help seeking journey from
initial identification of a problem through to attending a specialist sui-
cide prevention service. This study aims to describe the: (i) duration
between the onset of presenting problem and seeking professional
help for suicidal youth, (ii) duration between the onset of presenting
problem and accessing a SP service for suicidal youth, (iii) number of
steps in pathways to accessing a SP service for suicidal youth,
(iv) primary contacts and initial contacts involved in the PtC for sui-
cidal youth, and determine (v) whether caregiver's personal experience
of suicidality and mental health treatment is associated with PtC for

suicidal youth.
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suicidality -> professional help -  Prevention service
FIGURE 1 Representation of intervals. A + B = Onset to entry to suicide prevention service “Onset duration”; A = Problem identification to

professional help seeking initiation “Help seeking delay”’; B = Professional help seeking initiation to SP service entry, “Treatment delay”.

2 | METHOD

2.1 | Participants
This study accessed data from the Suicide Prevention Research
Databank held by Grand Pacific Health. Grand Pacific Health is an
Australian primary healthcare organization that operates a special-
ist youth SP service that provides intensive psychological treatment
for youth at risk of suicide, including those who have engaged in
self-harm or who are experiencing suicidal thoughts. Individuals
admitted into this program were between the ages of 12 and
25 years.

Participants of this study included parents/caregivers (n = 118,
35 males and 83 females) of young individuals (30 male and 88 female)
admitted into the SP service. The average age of the young people
was 15.47 (SD = 2.17) years.

Ethical review and approval were obtained from the University of
Wollongong Human Research Ethics Committee and the Grand Pacific
Health (HE 2016/090).

2.2 | Procedure

As a part of admission procedures caregivers of patients were invited
to attend a single group information session aimed at describing what
the SP program involves, practical ways of improving communication
with their child and sources of support for caregivers experiencing
mental health difficulties themselves. During these information ses-
sions caregivers were also invited to complete a questionnaire which
asked them to describe their child's onset of symptoms, help-seeking
and PtC, and the level of familiarity and experience that the caregiver
had with treatments for psychological problems, suicidal ideation and
suicidal behaviour.

23 | Measures

2.3.1 | Onsetduration

The length of time (in weeks) between the onset of the presenting
problem and data collection at entry to SP service was provided by
caregivers and assessed using the following item: “How long ago was

the first time you thought your child was at risk of suicide or self-harm?”

2.3.2 | Help-seeking delay

Caregivers also provided the length of time (in weeks) between the
onset of the presenting problem and seeking professional help
using the following item: “How long was the period from when you
first noticed there was a problem until you began to seek profes-

sional help?”

2.3.3 | Treatment delay
Treatment delay was determined by calculating the duration between
help-seeking to accessing the SP service. Figure 1 shows a diagram-

matic representation of these intervals.

234 | Contacts

The sequence and types of contacts involved in the individual partici-
pants' PtC was obtained using the following item; “Please write in
order who first alerted you to the problem, who you first contacted for
help, and the other people you had seen prior to your child accessing the
suicide prevention service.” Parents responded using the following
sequenced trajectory item.

> > > > > > SP service.

2.3.5 | Caregiver familiarity
This was assessed using two factors: (i) caregiver's experience of prior
mental health treatment; and (ii) caregiver's experience of

prior suicidality.

i. Caregiver's experience of prior mental health treatment. This was
assessed by two items: (1) “Have you ever received psychological
treatment in the past?” (2) “Have you ever been prescribed medica-
tion for a psychological problem in the past?” (both Yes/No
responses). Respondents who responded yes to either item were
coded 1(yes) and all others 0 (no).

ii. Caregiver's experience of prior suicidality. This was assessed by
three items: (1) “Do you have a history of suicidal ideation/
behaviour?” (2) “Do you have a history of deliberate self-harm

ideation/behaviour?”(Yes/No responses), (3) “How many times
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have you made a suicide attempt (with intent to die)?”
Responses for the last item were provided using a Likert scale
(‘0 = none’, ‘1 = one’, ‘2 = two’, ‘3 = three’, ‘4 = four or
more’). Finally, all items were summed to form one score with
higher scores indicating greater parental familiarity. Cron-
bach's alpha was .74.

24 | Analysis

Descriptive statistics were conducted on all measures with frequen-
cies used to examine the most frequent contact, pathway chain, and
the frequencies of each contact along the pathway. All variables were
assessed for normality, linearity and homoscedasticity. Overall delay
in treatment and number of contacts were significantly skewed, and
non-parametric statistics were employed. Spearman's correlations
were conducted to examine the relationship between the number of
pathway contacts and overall delay in weeks.

Additionally, three multiple regression analyses were conducted in
SPSS (IBM Corp., 2022) one for each dependent variable: (1) onset dura-
tion; (2) treatment delay duration; and (3) help-seeking delay. For all
regressions the following variables were included: caregiver familiarity
(Caregiver MH treatment and Caregiver suicidality), the age of young
person, young person's gender and caregiver gender. Next moderation
was conducted for each moderator separately (age and gender) for each
of the dependent variables using PROCESS for SPSS (Hayes, 2013).

Prior to interpreting the results of the regression, several assump-
tions were evaluated, and results indicated that normality, linearity, homo-
scedasticity of residuals, multicollinearity and assessment for multivariate
outliers supported assumptions of the analyses. Descriptive analysis
(Table 2) revealed outliers. Therefore, a sensitivity analysis was conducted

to determine whether results were affected by including, excluding or
adjusting the highest time durations (outlier) in the regression findings.
The results showed similar patterns of predictors and statistical signifi-
cance irrespective of inclusion or exclusion of outliers for the time dura-
tion variables. Thus, we report the results of the regression with all
duration scores as reported and unchanged (i.e., including outliers).

3 | RESULTS

3.1 | Descriptive data

The mean number of steps in the pathway to the specialist suicide
service was 2.90 contacts (SD = 1.33). The most frequent initial con-
tact was the young person followed closely by parent. The most com-
mon professional contact was with a GP/Doctor followed by
Psychologist. The mean number of weeks between the onset of pre-
senting problem to seeking professional help (help-seeking delay) was
16.5 weeks (SD = 1.5, range 1-208). Treatment delay, that is the time
between seeking professional help to accessing the SP service, aver-
aged 37.7 weeks (SD = 11.0; range 1-512). The duration between
onset of presenting problems to accessing SP, that is onset duration
had a mean of 48.0 weeks (SD = 16.0, range 1-512). Further descrip-
tive statistics of the frequency of each contact along the pathway are
shown in Table 1.

Although Table 1 would suggest some commonalities in the
contacts along the pathways, it does not reveal the highly variable
sequences in the data. For example, there were 67 cases that had
at least three contacts in their pathway. When looking at the first
three contacts in this constrained set of cases, the highest fre-
quency of matches was only 4 of the 67 (6%) which had the

TABLE 1 Frequencies and percentages of contacts within each steps of pathway to care.
Type of Steps on pathway
contact
Contact 1 Contact 2 Contact 3 Contact 4 Contact 5 Contact 6 Contact 7 Percentage all
(N = 118) (N = 103) (N = 67) (N = 35) (N = 14) (N=14) (N=2) contacts (N = 343)
% (n) % (n) % (n) % (n) % (n) % (n) % (n) % (n)
Young 24.6 (29) 1.9(2) 1.5(1) 0(0) 0(0) 0(0) 0(0) 9.3(32)
person
Family 5.9(7) 1.9(2) 1.5(1) 2.9 (1) 0(0) 25.0 (1) 0(0) 3.5(12)
Parent 23.7 (28) 8.7 (9) 1.5(1) 0(0) 7.1(1) 0(0) 0(0) 11.4(39)
School 11.9 (14) 3.9 (4) 0(0) 5.7 (2) 0(0) 0(0) 0(0) 5.8 (20)
GP/Doctor 10.2 (12) 37.9 (39) 29.9 (20) 22.9(8) 28.6 (4) 0(0) 50.0 (1) 24.5 (84)
Friend 4.2 (5) 4.9 (5) 7.5(5) 5.7(2) 0(0) 0(0) 0(0) 5.0(17)
School 9.3(11) 10.7 (11) 9.0 (6) 57(2) 0(0) 0(0) 0(0) 8.8 (30)
Counsellor
Psychologist 5.9 (7) 20.4 (21) 35.8 (24) 48.6 (17) 57.1(8) 50.0 (2) 50.0 (1) 23.3 (80)
Emergency 4.2 (5) 7.8 (8) 7.5 (5) 2.9 (1) 0(0) 0(0) 0(0) 5.5(19)
service
Other 0(0) 1.9(2) 6.0 (4) 57(2) 7.1(1) 25.0(1) 0(0) 2.9 (10)
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TABLE 2 Correlations between number of contacts, time durations and caregiver familiarity variables.

1 2 3
1. Gender 1
2. Caregiver's gender .00 1
3. Age —.38"* 01 1
4. Number of contacts .04 .05 -.11
5. Treatment delay .03 .02 .18
6. Onset duration .04 .03 .15
7. Help seeking delay .04 .05 14
8. Caregiver prior suicidality .08 -.01 -.11
Caregiver prior MH treatment .02 -.10 .02
Note: For gender 1 = male, 2 = female.
*p <.01;
*p < .05.

sequence Young person > GP > Psychologist. There were two other
sequences that each had three identical cases (4.5% each
sequence). The first, School counsellor — > GP — > Psychologist.
The second, School counsellor > Psychologist > GP. There were
three sequences that each had two identical cases. Seventy-six per-
cent of all sequences were unique. This diversity was possible since
in some circumstances people went back to earlier contacts
(e.g., another family member or another counsellor), so there were
several examples where the same contacts were entered twice in a

sequence.

3.2 | Correlations between number of contacts,
time durations and caregiver variables

As shown in Table 2 Spearman's correlation showed a small significant
positive relationship between the number of contacts and delay in
treatment (r; = .19, p < .05). No significant relationships were found
between the number of contacts with onset duration or help seeking
delay. A small significant negative relationship was found between
number of contacts and caregiver prior mental health treatment
(re = —.22), such that higher caregiver prior mental health treatment
was associated with lower numbers of contacts. Help-seeking delay

and onset duration had a positive correlation (r; = .69, p < .05).

3.3 | Predictors of time durations

Table 3 provides the results from the three regressions with each of

the three-time duration variables as dependent variables.

3.3.1 | Onsetduration

Results show a significant positive relationship between the number

of contacts and onset duration (Table 3). There was also a significant

4 5 6 7 8
1
.19* 1
16 .69** 1
—-.09 —.05 40** 1
.08 .18 12 -.01 1
—.22* -.14 -.10 .04 .34**

positive association between caregiver prior suicidality and onset
duration, as well as between age and onset duration. Finally, there
was a significant relationship between gender and onset duration,
with onset duration being significantly longer in females (M = 52.42,
SE = 7.54) compared to males (M = 21.89, SE = 12.10).

3.3.2 | Help-seeking delay

There were no significant associations between the number of
contacts, caregiver suicidality or caregiver prior treatment and help-
seeking delay. There were no other significant relationships with help-

seeking delay.

3.3.3 | Treatment delay

Number of contacts, caregiver MH treatment, caregiver suicidality
were significantly positively associated with treatment delay (Table 3).
There was also a significant positive relationship between age and
treatment delay and a significantly negative relationship between gen-
der and treatment delay. Overall delay in treatment was significantly
longer for females (M = 46.75, SE = 7.33) than for males (M = 8.17,
SE = 11.58).

3.4 | Post-hoc moderation analyses
In an effort to better understand the effects of number of contacts
and caregiver prior suicidality on treatment delay and onset duration
we conducted exploratory moderation analyses with gender and age.
There was a significant interaction effect of gender on the rela-
tionship between number of contacts and onset duration (Table 3).
Conditional effects showed that this relationship was significant and
positive for females (b = 10.09, SE = 5.37, p = .001) but not signifi-
cant for males (b = —3.93, SE = 8.25, p = .64). Thus, for females the
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TABLE 3 Regression coefficients for parent familiarity and number of contacts for each type of time delay.
Onset duration Help seeking delay Treatment delay
B (SE) CI [LL, UL] B (SE) CI [LL, UL] B (SE) CI [LL, UL]

Gender

Male —30.53(14.07)*  [-57.41, —1.64] 7.76 (7.31) [-6.74,22.25] —37.20(13.56)**  [-64.10, 10.29]

Female 0? 0? 0?
Parent gender

Male —12.88(13.22) [-39.09, 13.34] —6.38(7.09) [-20.46,7.77] —14.28 (12.79) [-39.68, 1.11]

Female 0? 0? 0?
Age 21.26 (2.91)*** [15.49, 27.03] 1.94 (1.54) [-1.12, 5.00] 20.33 (2.74)*** [14.90, 25.77]
Number of contacts 11.63 (4.62)** [2.46,20.80] —1.60 (2.48) [-6.51, 3.31] 13.13 (4.50)** [4.19, 22.07]
Caregiver prior MH treatment [—20.25, 31.16]

Yes 9.82(13.27) [-16.46, 36.12] 4.99 (6.97) [-8.84,18.82] 5.45(12.95)

No 0? 0? 0?
Caregiver prior suicidality 10.22 (4.80)* [.69,19.74] —.46(2.43) [-5.29, 4.36] 11.59 (4.57) [2.52,20.67]
Number of contacts x gender 22.02 (9.76)* [2.67,41.37] 07(5.19)0  [-10.22, 10.3¢] 18.88 (9.30)* [.41, 37.35]
Number of contacts x age 6.16 (1.60)** [3.00, 9.32] —.40(.92) [-2.23, 1.41] 6.00 (1.48)*** [3.06, 8.93]
Caregiver suicidality x gender 9.10 (12.40) [-15.49, 33.69] —2.18(6.27) [-14.63, 10.27] 16.32 (11.54) [-6.61, 39.26]
Caregiver suicidality x age 5.46 (2.63)* [.244, 10.68] —.36 (1.37) [-3.08, 2.36] 7.81 (2.50)* [2.84, 12.79]

Note: 0* = This parameter is set to zero because it is redundant.
***p < .001; **p < .01; *p < .05.

greater number of contacts was related to longer onset duration.
There was also a significant interaction effect of age on the relation-
ship between number of contacts and duration. Conditional effects
showed that that this relationship was only significant for older young
people (that is, one standard deviation above the mean = 17 years;
b=17.41, SE=4.60, p=.002) compared to the mean age of
15 years and the younger age of 13 vyears. Thus, the relationship
between number of contacts and onset duration was strongest for
females and older youth. The same pattern of results was found for
the relationship between number of contacts and delay in treatment.

Gender also moderated the relationship between number of con-
tacts and delay in treatment. Conditional effects shows that this posi-
tive relationship was significant for females (b = 19.02, SE = 5.30,
p <.001) and not for males. Age also moderated the relationship
between number of contacts and delay in treatment. Conditional
effects showed that this positive relationship was only significant for
older young people (that is, one standard deviation above the
mean = 17 years; b = 18.63, 4.39, p <.001) compared to the mean
age of 15 years and the younger age of 13 years.

The moderating effect of age on the relationship between care-
giver prior suicidality and onset duration was significant. Conditional
effects showed that this relationship was significant and positive at
the mean age (15 years; b = 16.35, SE = 5.58, p = .004) and at one
b =27.28,
SE = 27.28, p = .005), however it was not significant at one standard

standard deviation above the mean age (17 years;

deviation below the mean age (16 years). Gender did not moderate
the relationship between caregiver prior suicidality and onset

duration.

The moderating effect of age on the relationship between care-
giver prior suicidality and treatment delay was significant. Conditional
effects showed a significant positive relationship at the mean age
(15 years; b = 21.16, SE = 5.34, p < .001) and at one standard devia-
tion above the mean age (17 years; b = 36.78, 9.18, p < .001). There
was no significant relationship between caregiver suicidality and delay
in treatment for younger participants (13 years). Gender did not mod-
erate the relationship between caregiver prior suicidality and treat-

ment delay.

4 | DISCUSSION

This study investigated the PtC for suicidal adolescents entering a ter-
tiary suicide prevention service, and the impact of caregiver prior sui-
cidality and mental health treatment on onset duration and treatment
delay. Consistent with previous research (e.g., Hodgekins et al., 2017),
participants experienced significant delays averaging 48.0 weeks from
the onset of problem to obtaining suicide prevention treatment.
Results revealed that most commonly there were three contacts in
the PtC, with parents and the individual young people themselves
most likely to recognize the onset of suicidality. The findings sug-
gested that with regard to professional sources, the majority of young
people seek help from their general practitioner, followed by psychol-
ogists and emergency services, indicating the important roles health
services play in providing suicidal adolescents with treatment and/or
onward referral. The relatively low frequency that school counsellors

were identified in the PtC may be a function of two factors. Firstly,
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13% of the sample were over 18 years of age and may no longer have
been attending school. However, what may be more significant is the
historical shortage of school counsellors in New South Wales. There
are 1200 school counsellors in NSW servicing over 2200 schools and
over 800 000 students (NSW Department of Education, 2023). This
equates to one counsellor for every 667 students. Many counsellors
are shared between multiple schools.

Longer treatment delays in reaching the suicide prevention ser-
vice were related to higher numbers of contacts in the PtC. This sug-
gests that attempts at addressing the young person's difficulties
through other sources may delay the overall time it takes to reach the
specialist SP service. The current study cannot clarify whether these
earlier contacts were appropriate or efficient, in that they promptly
referred the young person to the next level of care if they were
beyond the expertise of the contact or not making progress. Further,
the current study does not account for those young people who were
successfully supported by earlier sources of help before requiring
referral to the specialist suicide prevention program. The current
study only reveals information about those who needed further
treatment.

Bivariate correlations indicated that young people whose care-
givers had prior mental health treatment had lower numbers of con-
tacts. This would be consistent with a situation where caregivers'
knowledge of the service system as a function of having navigated
and utilized it themselves might mean that a more direct route to spe-
cialist suicide prevention program results. However, the multiple
regressions indicated that the hypothesis that caregiver prior mental
health treatment would be associated with shorter onset duration or
delays in treatment was not supported. This may be due to the num-
ber of contacts being only weakly related to treatment delays. Instead,
caregiver prior suicidality appeared to have a negative impact on the
treatment delay, such that adolescents whose caregivers reported
prior suicidality were more likely to experience longer treatment
delays in reaching the SP service. The reason for this finding is unde-
termined but it is possible that caregivers own experience of suicidal
distress could interact with perceptions of their young person's expe-
rience of suicidality. For example, if caregivers had episodic low levels
of suicidal ideation over a long period of time, then they may expect
the suicidal experiences of their child to follow a similar course and
severity. The risk is that they may minimize the severity of their child's
suicidality and delay treatment.

The current study found that the relationships between caregiver
prior suicidality and both onset duration and treatment delays were
moderated by age of the young person. In short, higher prior caregiver
suicidality was related to higher delays but only for older age groups.
It is possible that greater parental involvement with younger adoles-
cents who have suicidality evokes greater urgency among parents
which speeds the referral process.

Prior research has found that as a young person progresses
through adolescence, their parents become less prominent and there
is a greater need for autonomy and to handle their problems inde-
pendently (Gould et al., 2003; Wilson et al., 2005). Reduced parental
involvement and greater independence may explain the longer

delays in treatment for older adolescents but we can only speculate
as to why caregiver prior suicidality is associated with higher treat-
ment delay. It may be that older adolescents are more aware of their
caregivers prior suicidality and they may perceive that prior profes-
sional help seeking was not helpful for them, so they delay their own
treatment. Alternatively, older adolescents may have poorer commu-
nication with caregivers who have experienced suicidality which
reduces any influence caregivers might have in the help seeking pro-
cess. There is a need for future research to explore the potential
dynamics that may be at play that determines why caregiver prior
suicidality might be associated with longer treatment delays in older
age groups. In the meantime, general strategies such as increasing
young peoples' mental health literacy including that treatment can
be helpful may facilitate help-seeking behaviour (Logan &
King, 2001; Rickwood et al., 2005).

Our results suggested that suicidal adolescents whose caregiver
has a prior experience of suicidality or self-harm will experience longer
durations between contact with other professionals and reaching a
specialist suicide prevention service. A similar result was found in
a population with psychosis (Norman et al., 2007), where a history of
psychotic disorder in family relatives was associated with longer
delays in treatment, despite the relative being more likely to recognize
the need for help for the unwell individual. In contrast, Yu-Hai Chen
et al. (2005) looked at family relatives who had received psychiatric
treatment, and found that previous family experience of treatment
was related to reduced delays in Hong Kong adolescents accessing
treatment for psychosis. This disparity may in part be due to the
prominent role that families play in the lives of adolescents, even
older adolescents in Hong Kong. Given our findings suggest that prior
caregiver suicidality may have a negative role on the PtC of suicidal
adolescents, future research is needed to clarify why prior experience
of suicidality is related to longer delays. It may be that prior experi-
ences are predominantly perceived as being negative or unhelpful
which then increases the reluctance of parents to pursue professional
services. Studies have found that the perceived helpfulness of prior
help-seeking is related to future help-seeking intentions (e.g., Cusack
et al, 2006, r=.32) and attitudes towards help-seeking
(Hatchett, 2006).

Our results revealed that gender was significantly associated with
onset duration and treatment delays with females having significantly
longer delays than males. Moderation analyses also showed that rela-
tionship between number of contacts and treatment delays was sig-
nificant for females but not males. Thus, the number of contacts
appeared to increase delays for females. It is possible that the range
of informal supports (e.g., friends/family) that females are willing or
able to access is higher than for young males and this contributes to
higher numbers of contacts and subsequent delays. In general, women
and girls have more positive help seeking attitudes and are more like
to seek help, it is possible that for young men they do not reveal their
suicidality as early and wait to initiate help seeking only at the point
where their suicidality is high and acute. This may result in higher per-
ceived risk and a more direct route to tertiary suicide prevention

programs.
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Interestingly, caregivers with a prior experience of treatment did
not have a significant impact on treatment delay, help-seeking delay
or onset duration. We expected that greater familiarity with mental
health service systems may be related to shorter delays in getting a
young person to help. There are several possibilities for this lack of
relationship. As noted above, it may be that prior help seeking was
viewed as unhelpful. For example, Ten Have et al. (2010) found that
32% of a large European sample who had previously used mental
health services perceived seeking professional help for serious
mental health as worse than or equivalent to no help. Perceptions of
treatment being unhelpful may nullify any effects of caregiver famil-
iarity on help-seeking behaviour (Velasco et al., 2020). Future research
should seek to assess the perceived helpfulness of prior help-seeking
and professional service use, in order to determine the efficacy of
treatments applied in the professional sector and to encourage pro-
viders to learn from patient's experiences of care.

The results also identified a delay in treatment of over 9 months
once engaged within professional/formal contacts. It could be argued
that the greatest delay in the pathway to care for suicidal adolescents
exists once they have engaged professional contacts. This delay may
be a result of multiple processes, such as the lack of clarity profes-
sionals may have about the adolescent's problem and what is
required. Professional contacts attempting to treat the problem
before recognizing the need for tertiary referral to a specialist service
may contribute to delays in treatment. As adolescents develop mental
health problems, it is possible that emerging symptoms are interpreted
as typical teenage behaviour, leading to inappropriate services or lack
of onward referral (Addington et al., 2002). The role of professional
services, particularly general practitioners, is well recognized and
increased training and knowledge is vital to improve recognition
and response to psychological distress (Pfaff et al., 2001; Wilson
et al., 2010). Some initial contacts may also be more desirable to ado-
lescents as they utilize lower intensity treatments. Professionals, such
as school counsellors, may help many adolescents resolve the prob-
lems that underlie their suicidality, but there may also be a proportion
where problems worsen such that suicide risk remains. Under these
circumstances there are likely to be longer delays getting to specialist
services.

It is also important to establish and refine suicide prevention poli-
cies. However, the findings from this study are not sufficiently com-
prehensive to provide specific guidance for policy changes. What they
show is that there are highly diverse pathways to a specialist suicide
prevention service with significant time intervals from problem recog-
nition to entry. However, it remains unclear whether or under what
circumstances these are appropriate treatment intervals versus unnec-
essary and unhelpful delays in receiving appropriate care. Under such
circumstances good practice would involve careful progress and out-
come monitoring by treating professionals, so that it is clear when
treatment is not sufficiently helping the young person. This should
trigger timely referrals to more specialist treatment services. The
diversity of pathways also suggests that any mental health promotion
activities need to occur for young people, caregivers, in schools and

among diverse professional groups. Among professionals in particular

additional information or training around the appropriate referral cri-
teria would be essential. There is a need for research that clarifies
whether prior help seeking met some needs or was perceived as help-
ful. Future research is required to explore the outcomes of individuals

at different stages of the help seeking process to better inform policy.

5 | LIMITATIONS

While this study was novel in looking at the PtC in suicidality specifi-
cally, there were some limitations. The data in this study was collected
retrospectively, therefore the PtC and durations were based on care-
givers' self-report and recall accuracy. The reliability of our self-report
questionnaire has not been specifically assessed, however the PtC
measure has been used in a previous study (Hodgekins et al., 2017).
The study explored a limited number of demographic variables that
may be associated with PtC, but there are a number of other clinical
and contextual variables that could influence such pathways
(e.g., child/young person's distress). Some of these contextual vari-
ables are likely to be more proximal to the phase of help seeking
(e.g., recognition and acceptance there is a problem). Unfortunately,
we do not have such proximal data in the current dataset and as
noted the retrospective aspect of the data is a limitation of the study.
Another weakness is the moderate sample size which may limit statis-
tical power. Given the importance of reducing the delays in help seek-
ing and treatment in suicidal adolescents, further research into the
PtC and role of caregiver familiarity for this population is warranted
with larger sample sizes. Finally, this study was conducted on partici-
pants who were referred to a specialized SP service. This limited our
study to those considered at risk of suicide, and individuals with multi-
ple previous attempts were referred for more acute services for sup-
port. Thus, not all findings can be directly compared with results from

other mental health care systems across countries.

6 | CONCLUSION

Parents and primary caregivers play a vital role as an initial contact
and often set in motion the help-seeking process to accessing pro-
fessional services (Rickwood et al., 2007). It is recognized that ado-
lescents in their early to mid-teens still depend on their parents to
help them identify the presence of mental health problems and
facilitate appropriate help-seeking behaviour (Logan & King, 2001).
Additionally, it may be recognized by professional service contacts
that risk for males completing suicide is higher and so they may
have a more direct route to specialist suicide prevention services.
This study highlights the significant delays in treatment experi-
enced by adolescents with suicidal ideation or behaviour, and how
their caregiver's prior experience of suicidality is associated with
these pathways and delays. Future research should clarify whether
caregiver perceived helpfulness of their prior mental health treat-
ment helps explain why prior caregiver suicidality is related to lon-

ger treatment delays.
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