
Treatment Compliance in Adolescents after Attempted Suicide: A
Two-Year Follow-Up Study

Craig D. Burns, Ph.D.,
University Counseling Services, Boston College, Chestnut Hill, MA.

Ranon Cortell, M.A., and
Department of Psychology, The Catholic University of America, Washington, DC.

Barry M. Wagner, Ph.D.
Department of Psychology, The Catholic University of America, Washington, DC.

Abstract
Objective—To describe mental health services utilization for adolescents after attempted suicide,
explore factors related to treatment compliance, and determine the relationship between compliance
and suicidality.

Method—Eighty-five adolescents (ages 13–18) who had attempted suicide and their families were
recruited from four psychiatric hospitals and were evaluated for symptoms of psychopathology.
Subsequent assessments were conducted every six months for two years to determine treatment
utilization, treatment compliance (non-adherence to medication regimes or non-attendance of
psychosocial treatments against provider advice), attitudes towards treatments utilized, and further
suicide attempts and ideation.

Results—Adolescents with a disruptive behavior disorder diagnosis were less compliant with
individual psychotherapy, as were those with a substance dependence other than alcohol or
marijuana. Those with an affective/anxiety disorder diagnosis were less compliant with
psychopharmacological interventions (6 months post attempt). Parental perception of treatment as
helpful was predictive of greater compliance, while adolescents' attitudes towards treatment were
not predictive of compliance. Finally, compliance with treatment was not generally predictive of
future suicidality.

Conclusion—Interventions focused on increasing compliance with mental health treatment for
adolescent suicide attempters should focus on specific child psychopathology, as well as parental
attitudes towards treatment.

Keywords
adolescent; suicide; treatment; compliance

The problem of recurrent adolescent attempted suicide is a major one and has been the focus
of increasing attention.1–2 Adolescents have been shown to reattempt suicide at rates ranging
from 6% to 50%,2–3 depending on the time lapse at follow-up, with up to 11% of those who
initially attempt suicide eventually dying by suicide.4 Recurrent suicidal ideation is also of
significance, with a range between 38.5% and 45% of adolescent suicide attempters reporting
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suicidal ideation at follow-up three to six months after the attempt.3,5 Although a number of
treatments have shown promise in improving outcomes among suicidal youth, including
individual, family, and pharmacotherapies,6–8 there is some evidence that treatment
compliance is generally poor.

Treatment Compliance among suicidal youth
Compliance with mental health treatments among adolescents is recognized to be poor,9 and
adolescents who attempt suicide comprise a very difficult group to engage in even initial
treatment follow-through after hospitilization.10–12 Trautman, Stewart, and Morishima13
found that 77% of their sample of 112 suicide attempters (ages 10–18 years old) either did not
attend or failed to complete recommended treatment, and that suicide attempters missed more
appointments and dropped out more quickly from treatment than non-attempters (mean of 3
visits versus 11 visits). Similarly, Granboulan and colleagues14 reported that only 32% of
adolescent attempters (13–18 year-olds) attended all scheduled appointments, 31% attended
some scheduled appointment, 11% attended only one session post-hopitilization, and 25%
never attended any follow-up appointment. Reported rates of non-compliance with first
appointments (i.e. post-hopitilization) for this population range from 17.5% to 41.6%.11,14–
16

Compliance and Suicidality Outcomes
The few studies investigating the hypothesis that treatment compliance has positive
implications for adjustment outcome and course have yielded some empirical support for it.
Pillay and Wassenaar17 found significantly lower rates of psychiatric symptoms and
hopelessness in those who had complied with treatment as compared to those who were non-
compliant. Furthermore, Rotheram-Borus and colleagues18 found that for participants in their
psychosocial intervention (140 female adolescent suicide attempters, ages 12–18 years) who
had low to moderate symptomatology at baseline, attending at least 7 sessions was protective
vis-à-vis suicidal ideation. Finally, Callor et al.,19 found through autopsy reports that among
youths (ages 21 and under) who completed suicide, 82% did not have the therapeutic level of
prescribed psychotropic medication at the time of death.

Factors shown to relate to noncompliance
Since treatment compliance may have important implications for outcomes in this population,
it is important to focus on factors related to noncompliance. Researchers have found poorer
rates of treatment compliance among suicidal adolescents with comorbid diagnoses of
substance abuse, conduct disorders,15 and depressive disorders,20 in terms of number of
therapy appointments scheduled and kept, refusal of recommended treatment, and non-
compliance with medication regimes.20 A number of family factors have been identified as
having a positive influence on treatment compliance among adolescent suicide attempters,
including parental involvement in treatment and family cohesion, which are associated with
increased attendance at psychotherapy sessions, and positive parental attitudes toward mental
health treatment, associated with initial treatment follow-through.12,21 King and
colleagues10 assessed treatment compliance (none/minimal contact with recommended
provider, some contact, or complete treatment) in the initial 6 months after hospitalization for
suicidal symptoms. They found that mothers’ depressive and paranoid symptoms were
associated with lower rates of individual and family treatment compliance, while mothers’
hostility was linked with poorer medication follow-through.
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Purpose of the Present Study
The present study seeks to add to the limited research on treatment compliance in this
population by providing: (a) Detailed description of treatment utilization and subsequent
treatment compliance in a sample of hospitalized adolescents who made a recent suicide
attempt; (b) A systematic examination of whether several factors are predictive of poorer
treatment compliance, including particular types of adolescent psychopathology, parental
psychopathology, and adolescent and parental perceptions of treatment helpfulness; (c) An
exploration of the degree to which treatment compliance was predictive of future suicidal
symptoms. For the purposes of this study non-compliance with psychosocial treatments was
coded if the adolescent reported having dropped out of psychotherapy for reasons other than
therapist recommendation or financial /insurance causes. Non-compliance with medication
treatments was coded if the participant reported having taken the prescribed medicines rarely,
only some of the time, or not at all.

METHOD
Participants

Data were gathered from 85 adolescent (62 females, 23 males) who were hospitalized
immediately following a suicide attempt and at least one of their primary caregivers, as part
of a larger prospective project examining risk factors associated with adolescent suicidal
behavior. Families were recruited from among consecutive adolescent admissions to four
private psychiatric hospitals in the mid-Atlantic region. While the number of adolescents
recruited differed between hospitals (35, 22, 21, and 7 adolescents recruited from each of the
four hospitals, respectively), participants did not differ in age (F [3, 80] = 1.595), gender (χ2

[3] = 2.75), or SES (F [3, 81] = 2.195) between the four hospitals. Moreover, adolescents did
not significantly differ between hospitals in the presence of an externalizing (χ2 [3] = 3.609)
or internalizing diagnosis (χ2 [3] = 5.292). Families were excluded if no parent or legal guardian
resided in the extended metropolitan area or if the adolescent was mentally retarded, severely
neurologically impaired, or psychotic and judged to be incapable of participating in the
interview.

Participating adolescents and parents were assessed as soon as possible following the attempt
(Time 1), and again at 6 months after the initial interview (Time 2), 12 months (Time 3), 18
months (Time 4), and 24 months (Time 5). The mean time between the index suicide attempt
and Time 1 interview was 35.1 days (SD = 14.4). The mean times between interviews were:
Time 1 to Time 2 = 6.4 months (SD = 2.0); Time 2 to Time 3 = 6.3 months (SD = 1.0); Time
3 to Time 4 = 6.2 months (SD = 1.6); and Time 4 to Time 5 = 6.4 months (SD = 1.8). At each
time point (including Time 1), assessment focused on the preceding 6-month interval. At the
time of the indexed suicide attempt, adolescents ranged in age from 13.3 to 18.7 years, with a
mean age of 15.6 years (SD = 1.3). The adolescent sample was 89.4% Caucasian, 4.7% African-
American, 3.5% Asian, and 2.4% Hispanic. Parents included 81 female caretakers and 51 male
caretakers. Most (78.9%) were biological parents, but there were 11 stepfathers, 2 stepmothers,
8 adoptive fathers, 6 adoptive mothers, and 1 set of foster parents. Comparisons of non-
biological versus biological parents revealed that only 2 of 24 tests were significant: non-
biological fathers had more symptoms of alcohol abuse, and families with one or more non-
biological caregivers were more satisfied with their children’s individual therapy at the 18-
month follow-up. The socioeconomic levels, as measured by Hollingshead’s22 categories, for
the highest scoring parent in each household were: professional (56.5%), technical (34.1%),
craftsmen/clerical (3.5%), semiskilled (2.4%), and unskilled (3.5%).

Suicide attempts for this study were defined using O’Carroll and colleagues’ criteria23, i.e.
self-injurious behavior for which there was at least minimal evidence—either implicit or
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explicit—of suicidal intent. Adolescents were qualified for participation in this study based on
a rating of 2.0 on the 11-point Smith et al.24 Lethality of Attempt Scale, indicating that medical
attention was at least warranted by the attempt, but might not have been necessary for survival
(M=4.27, SD=2.07). The intraclass reliability coefficient for pairs of ratings was r=.88. Sixty-
four participants (75%) attempted suicide by drug overdose, eight (9.4%) used a combination
of an overdose and either self-cutting or alcohol poisoning, and thirteen (15.3%) utilized other
methods including asphyxiation, jumping from a high place, gunshot, or stabbing.

Measures
Child and Adolescent Services Assessment.25—At each time point, adolescents were
asked to report on each of 19 categories of mental health related services potentially received
at any point in the previous 6 month period. They were further asked about the dates and
duration of service and reasons for terminating each of the psychosocial treatments. Non-
compliance for psychosocial treatment was assessed by responses of having terminated
treatment for any reason other than “therapist recommended termination” (including mutual
terminations) or “insurance/financial concerns;” the most common reasons were (a) decided
not to go anymore (without elaborating on the decision), (b) did not find the treatment helpful,
(c) did not like the therapist, and (d) logistical reasons such as the office being “too far out of
the way.” Non-compliance with medication treatments was coded if the participant reported
having taken the prescribed medicines rarely, only some of the time, or not at all.

Helpfulness of services received—in the previous 6-month period was assessed by
asking adolescents and parents two open-ended questions: “Which services were helpful?” and
“Which services weren’t all that helpful?” For purposes of analyses, those services rated as
“helpful” were compared against all others (i.e., against services not specified as helpful).

Family History Interview.26—Parents’ current psychopathology was assessed with
Cohen’s structured Family History Interview with both parents (when available). The measure
yielded DSM-III-R27 symptom counts in parents for major depressive disorder, mania,
generalized anxiety disorder, antisocial personality, as well as alcohol abuse and drug abuse.
A variable indicating whether mothers or fathers met or exceeded the symptom threshold for
one or more diagnoses was used in the analyses.

Diagnostic Interview Schedule for Children Version 2.3 (DISC-2.3), Youth and
Parent Forms.28—At Time 1, Time 3, and Time 5, adolescents and their parents were
interviewed separately with the DISC-2.3. Portions of the affective disorders (major depressive
disorder, dysthymia, mania, hypomania, and bipolar disorder), anxiety disorders (generalized
anxiety disorder), and disruptive behavior disorders (attention-deficit/hyperactivity disorder,
oppositional defiant disorder, and conduct disorder) modules, as well as the module for alcohol,
marijuana, and other substance abuse and dependence, were administered. These disorders
were selected as they have been repeatedly linked to adolescent suicidal behavior.29 Parental
reports of disruptive behavior disorders and adolescent reports of the other disorders were
utilized as adolescents with disruptive behavior disorders are less likely to accurately report
their symptoms.30

Suicidal ideation and suicide attempts—Adolescents’ level of suicidal ideation was
evaluated at baseline and follow-ups with three items from the DISC-131 and three items from
the DISC-2.328 assessing ideation over the past six months, which were summed to reach an
ideation score. Wagner and Cohen32 used a similar measure which they found had acceptable
reliability (alpha = .94) and validity. Adolescent reports of suicide attempts were assessed with
the question, “In the past six months, have you tried to kill yourself?” Affirmative responses
were followed by interviewer probes for the methods, the extent of injury, the circumstances,
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and the frequency. Self-mutilative behavior and behavior resulting in only superficial injury
were excluded.

Design and Procedures
Hospital staff screened all new admissions to adolescent units and obtained written permission
for telephone contact. The Primary Investigator telephoned eligible parents to describe the
study and to schedule interviews. Parents’ written informed consent and adolescents’ assent
were obtained for the protocol, which was approved by the Institutional Review Boards at the
authors’ university and at each hospital site. Of the families contacted, 57% agreed to
participate in the study. The demographics of those who refused to participate were roughly
comparable to those who participated on mean age (participants = 15.6 years, refusals =15.2),
gender (participants = 73% females, refusals = 67% female), and race (participants = 89%
Caucasian, refusals = 80% Caucasian). At 6 months follow-up, 76.5% of the original
adolescents and 86.4% of the parents were interviewed, while 70.6% of the adolescents and
78.8% of the parents were retained at 12 months. At 18 months, 68.2% of the adolescents and
72.7% of the parents were interviewed, and at 2 years, 56.5% of the adolescents and 53.8% of
the parents were retained. These rates are comparable to those reported by other investigators
of prospective studies of adolescent suicide attempters.33–35 T-tests were run comparing
dropouts versus non-dropouts at each time point on the baseline family observation variables;
only 1 of 24 comparisons was significant, indicating that the retained sample was not biased
on the central variables of interest.

Data Analysis
Discrete-time survival analyses36 were run to test for the relationship between adolescent and
parent psychopathology, as well as helpfulness ratings, on the probability of non-compliance
with a given treatment across the full follow-up period. For psychotherapy, the dates of
treatment were used to create data points at each 3-month interval, yielding 7 data points (data
from 21 months after the attempt were not used since no adolescents were noncompliant with
individual psychotherapy during the three preceding months). For medication, the dating of
noncompliance was insufficiently detailed to reliably examine 3-month intervals; thus, 6-
month intervals were examined. A latent variable approach to discrete-time survival analyses
(DTSA) was performed using Mplus V. 4.21,37,38 and the EM algorithm was used to impute
missing data for the covariates (predictors). In preliminary correlational analyses, age at
attempt, gender, and family socioeconomic status (SES) were examined for associations with
each of the dependent variables of treatment compliance. Since only age at attempt was
associated with some of the dependent variables (older age was associated with poorer
compliance), it alone was included as a covariate in all subsequent analyses of prediction of
the hazard for non-compliance. The proportionality assumption for the regression of the hazard
on the various covariates (i.e., the assumption that the influence of the covariates on the hazard
was comparable across the time points) was tested prior to conducting all analyses. Results
indicated that proportionality could be assumed in all instances except for the prediction of
medication compliance from adolescent psychopathology, where a non-proportional model
was necessary. Also for medication, a linear hazard model fit the data well, and was used; the
hazards were not similarly constrained in the models for psychotherapy conditions.

RESULTS
Descriptive Analyses

All treatments received at any point in the six months prior to each follow-up are noted in Table
1. Individual psychotherapy was the most commonly received form of treatment with
pharmacotherapy treatment only slightly less common throughout the 2 years of follow-up.
Medications prescribed at T1 were (number of adolescents prescribed medication; percentage):
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Antidepressants (N=32; 37.6%), Mood Stabilizers (N=14; 16.5%), Antipsychotics (N=5;
5.9%), Stimulants (N=3; 3.5%), and Anti-Parkinsonian (N=1; 1.2%). A sizable percentage of
adolescents utilized school counselors and psychologist, in addition to family and group
therapies. In general, the percentages of adolescents receiving any services dropped across
time.

The two most commonly reported mental health services, individual psychotherapy and
pharmacotherapy, were examined in subsequent analyses. Adolescent and parent ratings of the
helpfulness of these two treatments are presented in Table 2.

The percentages of participants who were non-compliant with individual psychotherapy and
pharmacotherapy were assessed at each time point. Rates of non-compliance at each time point
are noncumulative, and are independent of one another, as non-compliant participants could
return to treatment in a compliant fashion at later time points. Non-compliance rates for
individual psychotherapy for each time point were: 17.6% (T2), 21.6% (T3), 18.2% (T4), and
35.7% (T5). For pharmacotherapies the rates were 25.0% (T2), 27.7% (T3), 19.4% (T4), and
11.1% (T5). Over the course of the 2-year follow-up, 57.7% of participants were non-compliant
at some point with individual psychotherapy and 41.3% were non-compliant with medications.

Sixteen adolescents (18.8%) reported making at least one repeat suicide attempt during the 2-
year follow-up period, comprised of 13 of the 62 (21%) females and 3 of the 23 (13%) males
in the study. There were no significant differences in rates of repeated suicide attempt by
gender, age at index attempt, or family socio-economic status. The numbers of adolescents
who reported making their first repeated attempt at each time point were 11 at the initial 6-
month (T2) period, 4 at T3, 0 at T4, and 1 at T5. Of the 16 adolescents who reported suicidal
behavior during the 2-year follow-up, 7 made multiple attempts.

Adolescent Variables and Treatment Compliance
Adolescent baseline psychopathology—At baseline (T1), adolescents met criteria for
the following psychiatric DISC diagnoses: Major Depressive Disorder (N=47, 57.3%),
Dysthymia (N=39, 47.6%), Bipolar Disorder (N=5, 6.1%), Generalized Anxiety Disorder
(N=20, 24.1%), Conduct Disorder (N=23, 27.1%), Oppositional Defiant Disorder (N=27,
31.8%), Attention Deficit/Hyperactivity Disorder (N=10, 11.8%), Substance Dependence
(N=20, 23.5%), Marijuana Dependence (N=22, 25.9%), Alcohol Dependence (N=19, 22.4%).
Adolescents’ diagnoses were grouped to form broadband binary diagnosis variables of any
affective or anxiety disorder (major depressive disorder, dysthymia, bipolar disorder,
generalized anxiety disorder) and any disruptive behavior disorder (conduct disorder,
oppositional defiant disorder, attention-deficit/hyperactivity disorder). Fifty-two (61.2%)
adolescents had one or more affective/ anxiety diagnosis and 36 (42.4%) adolescents had one
or more disruptive behavior diagnosis. Twenty-eight (32.9%) adolescents had both affective/
anxiety and disruptive behavior diagnoses, while 32 (37.7%) adolescents had no diagnosis
within either affective/anxiety or disruptive behavior categories.

Discrete Time Survival Analyses (DTSA) were run to analyze the effects of adolescent
affective/anxiety as well as disruptive disorders on the probability of treatment compliance for
individual psychotherapy and pharmacotherapy. The results of the regression of the survival
function on the predictor variables indicated that having a disruptive behavior diagnosis at
baseline was predictive of an increased risk of non-compliance with individual psychotherapy
as compared to adolescents with no disruptive behavior diagnosis (β = 1.045, S.E. = 0.382, p
< .01). Survival plots for adolescents with and without a disruptive behavior disorder are shown
in Figure 1 for individual psychotherapy. When the hazard analyses were run for medication
non-compliance, adolescents with an affective/anxiety diagnosis at baseline, as compared to
all other adolescents in the sample, were at increased risk of medication non-compliance at the
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6-month follow-up (β = 1.451, S.E..= 0.715, p < .05), but not at later time points (see Figure 2
for plots of survival curves).

DTSA analyses were also conducted examining the associations of dependence on alcohol,
marijuana, or other substances with non-compliance with individual therapy and
pharmacotherapy. Neither alcohol nor marijuana dependence were predictive of non-
compliance with either form of treatment. However, the regression of the survival function for
non-compliance with individual therapy on dependence on other substances yielded a
significant effect, (β = 1.274, S.E. = 0.405, p < .01), indicating that suicidal youths with a
substance dependence disorder were quicker to drop out of individual therapy, as shown in
Figure 1.

Adolescent rating of treatment helpfulness—DTSA were run to test for influence of
adolescents’ ratings of helpfulness of individual psychotherapy or pharmacotherapy on the
probability of non-compliance with that treatment. None of these survival analyses yielded
significant results, indicating that adolescents’ helpfulness ratings for a given therapy did not
predict how long they complied with that therapy.

Parent Variables and Treatment Compliance
Parental psychopathology—DTSA analyses were run to examine whether a history of
one or more disorders in mothers or fathers was predictive of adolescent compliance with
individual psychotherapy or pharmacotherapy. None of the analyses were significant.

Parental rating of treatment helpfulness—Parental ratings of their children’s individual
psychotherapy as helpful were significant predictors of a lower risk of adolescents’ non-
compliance with individual psychotherapy over the course of the study (β = −0.551, S.E. =
0.244, p < .05), as illustrated in Figure 1, but not of pharmacotherapy.

Treatment Compliance and Suicidality
Suicide re-attempts—Due to the small number of repeated attempts, DTSA could not be
utilized in analyzing the effects of treatment compliance on suicidality. Instead Chi- square
analyses were run to examine associations between treatment compliance and repeated suicide
attempts, at any time during the follow-up. There were no significant findings.

Suicidal ideation—Regression analyses were run in order to determine if compliance with
either individual psychotherapy or medications was predictive of change in suicidal ideation
between 6-month follow-ups. Analyses tested the relationship between treatment compliance
at each time point and suicidal ideation at the immediately succeeding time point, while
controlling for ideation at the previous time point. Preliminary analyses indicated that age at
T1, gender, and family socioeconomic status (SES) were not correlated with suicidal ideation
at T2, T3, T4, or T5; therefore these variables were not covaried in the regression analyses. Of
the regression analyses run, only compliance with pharmacotherapy at T4 predicted decreased
suicidal ideation at T5 (F [1, 12] = 6.395, p < .05) after controlling for suicidal ideation at T4.

DISCUSSION
The findings indicate that, in the aftermath of a suicide attempt, adolescents are typically
engaged in a variety of psychological services, particularly both psychosocial and
pharmacotherapy treatments. Parents’ perception of the helpfulness of treatment was predictive
of increased compliance, while increased child psychopathology predicted noncompliance,
with disruptive disorders predicting psychotherapy noncompliance and affective/anxiety
disorders predicting pharmacotherapy noncompliance (at 6 months follow-up).
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Service utilization and compliance
Reports indicated that adolescents’ involvement in the most frequently used forms of treatment
dropped off progressively at each 6-month follow-up after the suicide attempt. The most
notable drops in treatment usage occurred between six and eighteen months after the initial
attempt, which may represent the varying end-points of a critical stage after the attempt, at
which point therapists, adolescents, and their families note enough improvement to terminate
treatment. In examining the different forms of services accessed, it is interesting to note that,
beyond the expected high usage of individual psychotherapy and medications, there was a
relatively high prevalence of the utilization of school psychologists and guidance counselors,
both before (52.4% of the sample) and after (26.9% of the sample) suicide attempts. This
finding is heartening in light of studies demonstrating the effectiveness of school-based
interventions for suicidal adolescents, which often focus on improving students’ personal and
social support resources, increasing self-esteem, and reducing suicidal behaviors.39 Moreover,
it may be that ease of access to services in a school-based setting improves the likelihood of
engaging in those services. The possibility that such is the case for suicidal adolescents may
be worth considering in determining the allocation of resources.

Non-compliance rates for pharmacotherapy tapered off over the course of the follow-up,
suggesting that those who continued on medications for extended periods were likely to be
compliant. Compliance rates for psychotherapy were stable across time with the exception of
greater non-compliance after two years. The overall non-compliance rate of roughly 60% for
psychotherapy and 40% for pharmacotherapy are similar to those previously reported in the
literature,40 although the 2-year follow-up utilized in this study extends what has been
previously investigated.

Relationship of Individual and Parental Factors to Treatment Compliance
Adolescent baseline psychopathology—Diagnoses of disruptive behavior disorders
and substance dependence other than alcohol or marijuana predicted increased non-compliance
with individual psychotherapy, while affective/anxiety disorder diagnoses predicted increased
non-compliance with medications at six-months. Considering the implications of these
findings, suicidal adolescents with disruptive behavior disorders may be less likely to actively
engage in psychosocial therapy, be more guarded, and therefore withdraw more quickly from
treatment.41 Adolescents with internalizing disorders, on the other hand, may find it hard to
muster the self-discipline that is necessary to comply with medication regimens, which occur
on a daily basis (or multiple times a day) and may involve less parental facilitation and
monitoring than attendance at psychotherapy sessions. Adolescents with substance dependence
disorders are notoriously difficult to sustain in treatment.42 In this sample, 79% of suicidal
adolescents meeting diagnostic criteria for substance dependence also met criteria for either
alcohol or marijuana dependence. Thus, suicidal adolescents with an alcohol or marijuana
dependence who are also dependent on one or more other substances (i.e. polysubstance
abusers) may be among the most difficult to engage in treatment. Given the strong links
between substance abuse and adolescent suicidal behavior43—particularly when substance
abuse is comorbid with other psychiatric disorders—devising ways to improve the treatment
compliance of suicidal youth with substance disorders in treatment is of paramount importance.

Parental psychopathology—Very few investigators have examined the influence of
parental psychopathology on treatment compliance among adolescents who attempt, despite
the possibility that parents with psychopathology may have more difficulties providing the
structure and organization to ensure offspring’s compliance with treatment regimes, or may be
less inclined to trust or support the treatment providers10 The present findings indicate that a
history of one or more disorders in mothers or fathers was unrelated to offspring’s
noncompliance. That contrasts with previous reports by King and associates of poorer
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treatment follow-through among adolescents whose mothers reported greater current or recent
symptoms of depression, hostility, or paranoia. In the present study, parents reported on lifetime
histories of psychopathology, which may explain the contrasting findings—i.e., a history of
previous psychopathology may be less relevant to offspring compliance than current
psychopathology.

Ratings of treatment helpfulness—One particular contribution of this study was the
assessment of adolescent and parent ratings of helpfulness for each form of treatment, and the
examination of the relationship between helpfulness ratings and treatment compliance. A
review of the literature found no previous studies which explicitly examined this construct,
even though researchers have attempted to increase treatment compliance with interventions
directed at improving the perceptions of treatment efficacy.44 Several trends in helpfulness
ratings became clear from the study. First, individual therapy was more likely to be mentioned
as helpful as compared to pharmaceutical treatments and was the only form of treatment rated
as helpful by a plurality of both adolescents and parents at each time point. Second, for both
forms of therapy at each time point except one, parents were more likely than adolescents to
rate the treatment as helpful. Parents may be in a better position to perceive positive changes
in their adolescents, as compared to adolescents’ self-assessments, or they may be more willing
than the adolescent to give credit—or at least the benefit of the doubt—to treatment.

Parental ratings of individual psychotherapy as helpful were a significant predictor of decreased
drop-out from individual therapy over the course of the study. Although no previous literature
was found that specifically examined the importance of parental helpfulness ratings of ongoing
treatments (i.e., during the course of treatment), these findings are in line with Kazdin and
Wassell’s study45 linking negative parental expectations about treatment with their children’s
later non-compliance with individual psychotherapy. In contrast, adolescent ratings of
treatment helpfulness were not predictive of treatment compliance. It is possible that parental
evaluations of treatment have greater significance in predicting non-compliance because the
parents play a crucial role in arranging, transporting, and paying for treatment. When they view
treatment as helpful, they may have greater motivation to facilitate treatment compliance.

Relationship of Treatment Compliance to Suicidal Ideation and Re-attempts
No statistically significant results were found for predictions of re-attempts based on treatment
noncompliance. Compliance also failed to predict future suicidal ideation when level of
ideation at the previous time point was controlled. This suggests that compliance with treatment
may not be a significant predictor of re-attempts or changes in suicidal ideation. This seems to
be at odds with previous studies that have indicated an association between failure to receive
treatment and repeated suicidal gestures and ideation.18 It is possible that suicidal symptoms
may be too narrow of an outcome variable, and that a wider variety of psychopathology may
be a more appropriate measure of the effect of treatment compliance in the aftermath of a
suicide attempt. Alternatively, it is possible that for some adolescents as long as a certain
minimal “dose” of treatment is received, the impact of noncompliance on longer term suicidal
outcomes may be relatively unimportant, while for others continued compliance with treatment
may represent a greater severity of symptoms, including greater suicidal behavior. There also
is the possibility that treatment with antidepressant medications may have actually triggered
suicidal symptoms in certain adolescents.46

This study is limited in several ways. The recruitment and attrition rates, although comparable
to those reported in previous studies of similar populations,33–35 limits the confidence with
which we can extrapolate from the findings to the population of adolescents at the private
psychiatric hospitals, and reduced the statistical power of the study. Also, since the present
study was limited to a sample of adolescents in private inpatient psychiatric units, the results
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may not be applicable to adolescents from outpatient, residential, or public hospital settings.
The large proportion of Caucasian female adolescents, and this sample’s higher than average
socioeconomic status, may limit the generalizability of the findings, as well. The inclusion of
non-biologically related caretakers (e.g. adoptive, stepparents) in the sample may have led to
somewhat systematic biases or inaccurate responses due to histories and perspectives that may
contrast with those of biological parents, although very few such distinctions were statistically
detected. Additionally, large portions of the data were based on self- report measures, which
introduces the possibility of recall bias or dishonest responding that would threaten the validity
of the data.

Among the noteworthy findings is that adolescents were less likely to drop out of individual
therapy if their parents perceived it as relatively helpful. This implies that it may be very
important for clinicians to maintain communication with parents in order to address any
concerns that parents have about the therapy. Such factors as whether the parents perceive
improvement in the adolescent, whether parents believe their own concerns are being
addressed, and whether the parent feels respected or understood by the therapist may all
contribute to parents’ decisions to continue their child's treatment. Strategies found to be
successful in increasing parental involvement and treatment compliance in child-focused
therapy include the use of motivational enhancement techniques, attention to treatment
participation barriers, pretreatment preparatory interviews and videotapes, increased outreach
and reminder calls, and attendance to parents’ adult issues.47–48 The findings also suggest
how critical it may be to successfully engage suicidal youth who have a disruptive behavior
disorder or a substance dependence disorder. Such youth are notoriously difficult to engage
and retain in psychotherapy, and building an alliance with them should be a primary agenda
of the early stages of treatment. Finally, the finding that a very sizeable subset of suicidal youths
speak to either school psychologists or guidance counselors both preceding the suicide attempt
and in the months and years that follow the attempt indicate the importance of training such
personnel in suicide risk assessment, and establishing open lines of communication between
school providers and other mental health providers as well as parents.
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Fig. 1.
Survival plots comparing the cumulative probability of remaining compliant with individual
psychotherapy by month for each of the significant dichotomous independent variables.
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Fig. 2.
Survival plots comparing the cumulative probability of remaining compliant with
pharmacotherapy by month for each of the significant dichotomous independent variables.
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Table 2
Adolescent and Parent Ratings of Treatment Helpfulness: Numbers (Percentages) among Participants who Received
Each Form of Treatment, Time 2–5

Time 2: N (%) Time 3: N (%) Time 4: N (%) Time 5: N (%)

Individual Psychotherapy

   Adolescent Ratings

     Rated as Helpful 30 (48.4%) 25 (58.1%) 18 (66.7%) 11 (47.8%)

     Not Rated as Helpful 32 (51.6%) 18 (41.9%) 9 (33.3%) 12 (52.2%)

   Parent Ratings

     Rated as Helpful 41 (60.3%) 30 (58.8%) 20 (52.6%) 14 (45.2%)

     Not Rated as Helpful 27 (39.7%) 21 (41.1%) 18 (47.4%) 17 (54.8%)

Pharmacotherapy

   Adolescent Ratings

     Rated as Helpful 14 (23.7%) 16 (39.0%) 9 (37.5%) 12 (54.5%)

     Not Rated as Helpful 45 (76.3%) 25 (61.0%) 15 (62.5%) 10 (45.5%)

   Parent Ratings

     Rated as Helpful 14 (21.5%) 17 (34.7%) 15 (44.1%) 12 (41.4%)

     Not Rated as Helpful 51 (78.5%) 32 (65.3%) 19 (55.9%) 17 (58.6%)
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