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SUMMARY:: One in four young people will experience mental health problems at
some point in their lives, but less than one third of these youth will receive
appropriate services. Young men are particularly likely to avoid using mainstream
professional services. Evidence suggests that intersectoral and interagency
collaborations will help bridge the gap between those in need of help and those
who receive it. The aim of our research program is to investigate appropriate youth
help-seeking, particularly the responses of at-risk young men to intervention
services. This paper describes how our research program itself mirrors and parallels
processes by which different agencies might better coordinate their efforts to
facilitate youth help-seeking. We provide an overview of our research program and
suggest a framework that incorporates the principles and mechanics of partnerships
that we have found are necessary for partnerships to be successful and sustainable.

INTRODUCTION: A growing array of evidence suggests that simply to be young and
male carries with it substantial risk for suicidal behaviour. Reports indicate that
Australian young male suicides have increased while Australian young female suicides
have remained less than that of males and relatively stable [1][2][3][4]. Since 1973,
the suicide rate for young males aged 15-24 years has more than doubled. This has
been paralleled by rates for men aged 25-34 years [5]. During 1999, 2500 Australian
young males aged 15-34 years died. Of this number, one in four deaths was recorded



as suicide [6]. Whilst these statistics are sobering, providing the most concern are
rates indicating that within the already high risk young male population there are
several groups at even higher risk for suicide completion [7][8][9]. Australian and
international data have shown that young men aged 20- to 24-years, rural,
unemployed, indigenous, incarcerated, substance abusing, and gay/bisexual represent
groups at increased risk for suicidal behaviour. Compounding this level of risk, there
is evidence that some of these high risk groups are more likely to drop out of helping
services prematurely even if they are able to initially access mental health helping
resources [10].

Unfortunately, an understanding of the contributing factors that lead to young
male suicidal behaviour and the various points of entry into suicidal pathways remain
unclear [11][12][13]. Certainly, in order to prevent youth suicide or intervene when young
males are suicidal, it is vital to have some understanding of the processes that might be
involved in the development of suicidal behaivours. One author suggests that we “must
seek to identify risk and protective factors (stressors and supports) in the youth population
that can be reduced or enhanced, respectively” [14].

Our current research program focuses on factors that protect against suicide in a
project that examines Help Seeking and the Responses of At-Risk Young Men to
Intervention Services. Within this 24-month National Health and Medical Research
Council funded project [15], we are investigating reasons to explain why young men,
particularly those subgroups at the highest risk, do not seek help and tend to drop out of
helping services prematurely. Our research is based on evidence that (1) young men are
least likely to seek help [16][17], (2) young men are most likely to complete suicide
[18][19], and (3) young men with suicidal ideation are less likely to seek help
[20][21][22][23]. Certainly, the relationship between high-risk young men, suicidal
ideation, and help-seeking needs to be understood.

Appropriate help-seeking is particularly important as a suicide prevention
strategy. It is widely agreed that seeking appropriate help, on one’s own or one’s peers
behalf, offers generic protection against risk at any point on a suicidal pathway [24].
(Appropriate help-seeking occurs when an individual seeks help from a source that is
potentially able to offer useful help for distress reduction and increased problem-solving.)
Help-seeking can be protective and/or compensatory by mitigating the exposure to risk
and/or the effect of risk factors, such as substance abuse [25][26], for the development of
suicidal behaviour. (i.e., ideation, attempts, and completion) [27][28]. Appropriate and
early help-seeking has the potential to prevent young male suicide by catching young
men before their distress becomes severe and they become suicidal.

Given the protective nature of appropriate help-seeking, the core objectives of our
current research program aim to inform early intervention strategies and the modification
of barriers and facilitative factors which increase the probability that those most in need
of assistance, specifically high risk young males, seek help appropriately. Our project
involves focus group discussions with high risk young males (aged 19- to 24-years,
substance abusers, rural, indigenous, unemployed/dropped out from high-school,
incarcerated, homo/bisexual, conduct disordered, currently engaged in intervention
services, or dropped out from intervention services) and community gatekeepers (general
practitioners, teachers, school counsellors, youth workers, parents/caregivers). Our
project also includes questionnaire completion by a sample of young males (n = 1000),



half who are currently in services and half who are not. Project questionnaires comprise
measures of variables that are associated with help-seeking and which show potential for
intervention programs for young men in high risk populations. All project questionnaires
comprise measures of core variables: help-seeking barriers (Brief Barriers to Adolescents
Seeking Help Questionnaire [29][30]); help-seeking intentions (General Help-Seeking
Questionnaire [31][32][33]); and help-seeking behaviours (Actual Help-Seeking
Questionnaire [34][35]); symptom distress and suicidal ideation (Suicidal Ideation
Questionnaire [36]) in addition to specific variables associated with different target
groups (e.g., social connectedness, social problem-solving, masculinity, restrictive
emotionality). Participants have been and are currently being recruited from intervention
services, educational institutions, and a range of community organisations (government
and non-government) keen to participate in this study.

In order for us to recruit young male participants from across the community and
the wide number of target groups needed for our study, we have formed a number of
collaborative relationships with services and organisations. This has required a
substantial time commitment from us with representatives from different organisations to
explain our research at their pace, to find common ground and needs, to listen to the
practical experience of service providers in order to better inform our research, and to
negotiate levels of organisation participation. Our networking has included a variety of
organisations, some with research backgrounds and others without. Therefore, during our
early meetings with organisations, we often had to reassure our potential partners that our
research is transparent and that our purposes and processes ethical and honest. It has also
been important to show that we are willing to give and not just take. For example, our
research team has been represented on a regional suicide prevention committee. The
committee comprises representatives from a variety of government and non-government
community organisations, all with different levels of expertise and experience with
research. Over the course of a year, our research program has been discussed in terms of
benefits to the community and how we can help the committee reach its goals. From the
interest generated, our research recently became the basis of workshops that were
supported by the committee as a suicide prevention initiative (YES! Workshops for
Community Gatekeepers [37][38][39]). As a result of our willingness to be actively
involved in community iniatives, we have been able to run focus groups with community
gatekeepers and have developed strong relationships with many organisation personal
who support our research and are keen to be involved. Furthermore, from the
collaboration that occurred between organisations for the development of different
workshops, partnerships for future research have been established. For example,
partnerships for ongoing research projects have been established between the Illawarra
Institute for Mental Health (iiMH) and Lifeline (e.g., the development of a help-seeking
video for schools; Gould, Granger & Deane, 2001), and between the iiMH and the
Illawarra Division of General Practioners (e.g., the development of the Essential Youth
Friendly GP Kit; Wilson, Smith, Preston & Deane, 2001). We have also been invited to
be involved in several Illawarra Youth Networks and offer advise for various community-
based prevention initiatives (e.g., Mission Australia: Rickwood, 2000; Lifeline South
Coast: Deane, 2001; AdraCare Cabramatta: Wilson, 2000).

Another example that clearly describes the necessity of relationship and
reciprocation in the development of partnerships has been in our work at a local high



school. The Do It Together Kit [40] is a booklet that promotes appropriate help-seeking
in young people. It is an outcome from a collaborative relationship between the iiMH,
the Student Representative Council and the school Welfare Staff. Consistent with the
some of the aims of our larger research program, the DIT Kit focuses on variables that
show potential for intervention programs for young people who are in high risk
populations for suicidal behaviour (e.g., attitudes, intentions, emotions, barriers,
knowledge). As a result of spending time developing the Kit, we have the school’s full
support and approval from the New South Wales Department of Education and Training
to evaluate its influence on student mental health using our project questionnaire. We
have also established a long-term partnership with the school for future research.

Using a Working Alliance Framework for Developing Intersectorial and Interagency
Partnerships

Admittedly, we did not set out with a framework for partnership building.
However, as we have reflected on those partnerships which are strong and lasting and
those that were tenuous but which are now strengthened, we sought to understand the
processes and various “events” which have lead to the different levels of partnership. In
retrospect, our experiences highlight processes and principles of collaboration that seem
to provide a framework that can be applied prospectively to research and the
development of future collaborative relationships. (i.e., processes by which different
agencies might better coordinate their efforts to bring distressed youth to the right help
for their problems). In our view, the principles that we have successfully employed are
consistent with those of the Therapeutic Working Alliance [41][42].

According to Bordin (1994), the Working Alliance comprises three essential
components: Tasks, Goal, and Bond. Congruent with Working Alliance theory, we have
found that each component works in combination to determine the quality and strength of
our collaborative relationships and partnerships. We have also found that our partnership
building has hinged on the degree of concordance and joint purpose that exists between
our team and our potential partners. In terms of Bordin’s theory, our success at
partnership development between ourselves (as individuals on a research team) and as a
research team with community services and organisations, has been dependent on mutual
goals and common beliefs in the necessary tasks to achieve these goals within a context
of mutual understanding and trust. For example, our research team was formed with the
goal of being involved in youth suicide prevention research and with the desire to work
together within the context of trust, respect, and a common commitment.

For the purposes of extending Bordin’s theoretical framework to act as a template
for prospective partnership building, we have extended the definition of Goals to refer to
mutually identified targets for working together in partnership and Tasks to refer to the
behaviours and cognitions that “get the job done”. In our experience, as in the Working
Alliance literature, within our well-functioning partnerships, tasks have to be defined and
assigned following open and honest discussion between all partners. It is important that
partners perceive the tasks as relevant and efficacious and each partner accepts the
responsibility to perform those tasks to which they have agreed (and follows through).
Consistent with Working Alliance theory, it is our experience that explicit negotiation of



the detailed aspects of goals and tasks is an important step for both partnership building
and attaining and maintaining the strength to overcome the inevitable strains and alliance
ruptures that occur when working together in a team.

Bond refers to the complex network of personal variables that exist between
people. When applied to the context of partnership building, we have found that whilst
our partnerships have been primarily established on the basis of mutual goals and shared
tasks, our partnerships have developed in large part as the result of trusting personal
relationships. We have found that at the basis of most partnerships is a personal
relationship between a research team member and an organisation representative. In
many cases, the social and personal aspects of our working relationships have been vital
for the maintenance of our partnerships and for continued research. For example, many
of our partnerships are maintained through ongoing email contact, over lunch or coffee,
and in discussions that go well beyond the scope of our current research.

When describing the therapeutic working alliance, Bordin [43] states that “the
bonding of persons in a therapeutic alliance grows out of their experience of association
in a shared activity” (p. 16). We have found that bonding during the development of our
partnerships has grown in the same way. We have also found that this process can be a
slow and delicate. However, the results that come from persistence and purposefully
allowing time for bonds to grow may ensure the development of collaborative
relationships that must exist for successful partnerships to develop.

CONCLUSIONS, THOUGHTS and RECOMMENDATIONS: We believe our
experiences provide practical examples of how a Working Alliance framework can be
used to direct the development of partnerships. Our experiences also provide an example
of how the lack of attention to Working Alliance principles can lead to poor partnership
development.

The way in which partnerships developed as a function of the YES! Workshops
provides some retrospective insight into how a Working Alliance framework can be
applied. The regional suicide prevention committee on which we were represented, was
convened by the Illawarra Division of General Practice and formed on the basis of broad
goals. These included the need to “establish and maintain partnerships with relevant
stakeholders in mental health” and to “facilitate an area-wide approach in consultation
with key stakeholders to adolescent mental health” (lllawarra Division of General
Practice Strategic Plan, July 2000-June 2003, p. 4). Initially, there was a high turn over
of committee members and a large drop-out rate. Reflecting on working alliance theory,
early drop-outs could have been predicted on the basis of unclear and perhaps non-
mutually defined goals and inadequate relational engagement [44][45]. In our
experience, as time went by, the goals of the remaining committee became more specific
and refined. Subsequently, a core of regular committee members became established.
Certainly, different levels of goal were needed for partnerships to be established. Some
goals needed to be global while others needed to be specific. Without specific goals, it
seemed likely that relatively weak partnerships would have formed. If people didn’t
know what they are working toward, it seems likely that they will have a weak
commitment to the relationship. In this example, the initial lack of specific goals might at
least in part explain the observed member drop-out. In our view, it is necessity to
establish both global and specific goals early in the life of a partnership.



As the committee started to identify and work toward specific goals such as “train
youth workers to be better able to identify psychologically distressed young people and
successfully support them to appropriate help sources”, the committee began to specify
the tasks needed to reach these goals. Initially global tasks such as “develop a training
program then do some training” were outlined. This was followed by the identification
of specific tasks such as “determine modes of training, determine needs for training,
determine key people to conduct training, and determine key people for the organisation
and planning of the training”.

As a function of goal and task negotiation and specification, various levels of
bond developed. At a macro level (i.e., the committee as a whole), collegial relationships
were formed within the context of a shared purpose and group membership. At a micro
level (i.e., the YES! Workshop sub-committee), strong individual relationships were
formed as we worked together to overcome challenges and obstacles to perform specific
tasks and goals. These interpersonal relationships were fostered and maintained through
the reinforcement of contact and successes (i.e., praising each other’s efforts) and
meeting in informal as well as formal contexts. Importantly, each of our sub-committee
relationships has provided the basis for discussions and negotiations about further
research and applied projects that we currently share (e.g., extension of the YES!
Workshops for Community Gatekeepers: Wilson & Booth, 2001; Wilson, O’Tool,
Hudoba, & Cambourne, 2001; development of the Youth Friendly GP Training
Workshop Series, Workshop 1: Wilson & Deane, 2001; examination of GP youth referral
practices: Wilson, Biro, Deane & Preston, 2001; development of the YES! Workshops for
Adolescents: Wilson & Cambourne, 2001; development of the Life Strategy Workshops
for Adolescents: Wilson & Cambourne, 2001). Most importantly, each interpersonal
relationship has facilitated the formalisation of partnerships between the services
represented and ourselves for on-going research and development.

In addition to good examples of positive partnership building, our research has
provided us with one example of how limited attention to the Working Alliance
framework can result in poor partnership development. Recently, we were involved in
the development of a proposal to extend our current research and include a broad range of
government and non-government organisations. Fortunately, we already had strong
partnerships with most of the organisations with which we wanted to work. However,
due to very tight time lines, we did not adhere to all Working Alliance principles with
one partner. Although our proposal had good global and specific goals and we had a
strong bond with one individual within the organisation, we did not pay appropriate
attention to the communication of our goals with other key individuals within the
organisation. In retrospect, we can see how important it is to set goals collaboratively to
avoid potential partners experiencing our goals as being imposed upon them, regardless
of how appropriate the goals may be. Furthermore, we didn’t pay necessary attention to
defining the specific tasks needed by this partner or to developing the important
introductory bonds with other key individuals within the organisation. Our inattention
lead to a rupture.

Retrospectively, we have considered a Working Alliance framework to identify
issues that may lead to the rupture. This enabled us to clarify what was not done and how
we were responsible. It also enabled us to identify what we needed to do in order to grow
from the rupture and develop a strengthened partnership. Initially we worked on building



bond. We accepted responsibility for our part in the rupture and acknowledged our lack
of attention to the issues leading to the rupture [46][47][48]. Fundamentally, we needed
to establish trust. Next, we worked to establish and refine our mutual goals. We spent
time discussing goals and found mutual interest in improving access to psychological
services and overcoming organisational barriers that impede access for young people. On
the basis of these goals, we clarified the tasks required for reaching our goals in the
context of our new project proposal. Finally, we extended our bond by inviting each other
for information sharing meetings that were unrelated to our proposed project. We also
began the process of working on smaller projects to maintain links and our developing
relationship.

In sum, our experiences have highlighted Working Alliance principles that
we have now successfully applied in further partnership building: (1) Allow time for
partnerships to develop, remaining cognisant of the relational needs during the entire
process (e.g., recognition, validation, and support needs). Time needs to be both formal
and informal in context. (2) Start partnership building by collaboratively defining and
developing global goals. (3) Negotiate specific short-term goals that will enable global
goals to be met. (4) Collaboratively specify the tasks and responsibilities necessary for
achieving specific goals. (5) Ensure regular contact and meetings between partners.
There should be meetings to coordinate initiatives and provide feedback where possible.
(6) Ensure explicit recognition and reinforcement by marking progress being made
regardless of how small, recognising difficulties that partners endure, and encouraging
perseverance to achieve goals. (7) Review and reassess goals explicitly. (8) Maintain a
relationship focus that monitors and nurtures the relationships in addition to monitoring
and facilitating cohesian between partners.
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Powerpoint presentation:

Intersectorial and interagency partnerships to
Investigate youth help-seeking and the
responses of at-risk young men to intervention

services
Wilson, C.J., Rickwood, D., Deane, F.P., & Ciarrochi, J.

Suicide Risk

m Young and male

m Australian young male suicides have increased while young
female suicides have remained less than that of males and
relatively stable (e.g., Cantor et al., 1998; Lester 1998).

Highest Risk Young Male Groups

m Young men aged 20-24 years
m Rural



m Unemployed

m Indigenous

m Incarcerated

m Substance Abusing
m Gay/bisexual

m Service Drop-out

Our Research Program
m Help-Seeking and the Responses of At-Risk Young Men to
Intervention Services - 24 month NHMRC funded project
(Deane, Rickwood, Wilson, & Ciarrochi, 2000).
m Investigating why highest risk young men do not seek help
and drop-out of services prematurely.

Core Research Objectives
m Inform early intervention strategies
m Inform the modification of barriers and facilitative factors
that increase the probability that those most in need of
help seek it.

Design

m Focus groups and cross-sectional survey (targeted
sampling in high-risk groups).

m Investigating variables associated with help-seeking and
which show potential for intervention programs (i.e., help-
seeking barriers, intentions, and behaviours, symptom
distress and suicidal ideation).

Sample
m High risk young male groups.
m N = 1000 (500 in services, 500 not in services, GO & NGOs).
m Community Gatekeepers (GPs, teachers, school counsellors,
youth workers, parents/caregivers).



Recruitment

m Through collaborative relationships with services and
community organisations.

m Substantial time commitment (listening to concerns,
providing explanation).

m Negotiation of needs, goals and levels of involvement.

m Reassurance and willingness to give to the community in a
practical way.

Examples
m Active participation on community suicide prevention
committees.
m Involvement in youth networks.
m Providing advice for non iiMH initiatives.
m YES!Workshop Series for Community Gatekeepers.
m Do It Together (DIT) Kit.

Working Alliance Principles as Collaboration

Guidelines

m Three essential components (Bordin, 1979, 1994):
— Goals: mutually identified targets for working together in partnership;
— Tasks: behaviours and cognitions that “get the job done”;
— Bond: personal variables that exist between people.

Goals & Tasks

m Within our well functioning partnerships, tasks have been
defined and assigned following open and honest discussion
between all partners.

m Partners have perceived tasks as relevant and efficacious.

m Partners have accepted responsibility for performing tasks.

m Explicit negotiation of detailed aspects of goals and tasks



has been important for partnership development and
strength building to overcome strains and ruptures.

m Different levels of goal have been needed: global and
specific.

m Different levels of task have been needed: global and
specific.

Bond
m Our partnerships have developed largely as a result of
bond.
m Social and personal aspects of our working relationships
have been vital for the maintenance of our partnerships.
m Bond has facilitated partnership formalisation for on-going
research.

Poor Partnership Development
m Poor communication of specific goals with key individuals.
m Poor definition of specific tasks.
m Poor development of introductory bonds with key
individuals.
m [nattention to Working Alliance principles led to rupture.

Overcoming Rupture
m Used a Working Alliance framework to identify issues
leading to rupture.
m Clarified where we were remiss and how we were
responsible.
m ldentified what we needed to do to mend the rupture and
develop a strengthened partnership.

Mending Rupture
m Accepted responsibility for our part in the rupture.
m Established and refined mutual goals.
m Clarified global and specific tasks.
m Extended bond by invitations to unrelated information sharing.



m Began working on smaller projects to maintain links and
develop trust and relationship.

Key Working Alliance Principles for Partnership
Building
m Allow time (formal and informal).
m Be transparent (develop a context of trust and respect).
m Agree on shared global goals.
m Negotiate specific short-term goals.
m Specify tasks and responsibilities.

m Ensure regular contact for initiative coordination and
feedback.

m Ensure explicit recognition and reinforcement for effort
and goals achieved.

m Review and reassess goals explicitly.

m Maintain relationship and group cohesian focus.



