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ABSTRACT
EFFECTS OF INDIVIDUAL SECULARITY, INSTITUTIONAL SECULARTY AND
CAMPUS ACTIVITY INVOLVEMENT ON COLLEGE STUDENT
SUICIDAL IDEATION AND ATTEMPTS

Christopher J. Daood, B.A., M.A.

Marquette University, 2009

Using undergraduate data from a recent study on the Nature of College Student
Suicidality, this paper explored the impact of campus activity involvementjdodi
secularity and institutional secularity as risk and/or protective faftioollege student
suicidal ideation and attempts. Results revealed that students who participatiedsh a
one campus activity and students who affiliate with a Christian faith werékely to
seriously consider suicide in the last twelve months. Gender differencefoned in the
relationship between institutional secularity and serious consideration of swithle
non-secular institutions serving as a protective factor for women, but not men. Individual
secularity was the only independent variable correlated with reduced ratésioé
attempts. Implications for higher education decision-making and counsehtey c
practices are discussed, and future research directions are proposed.
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CHAPTER 1: INTRODUCTION
College Student Suicidality
The focus of this study is on college student suicidal thoughts and suicide
attempts; specifically studying how the prevalence of suicidal ideatsu#cide
attempts relates to a student’s involvement in campus activities, that indwidual
secularity, the secularity of the college institution that person attendsufiieat study
will utilize an undergraduate subset of archival data from a 2006 national calidgats
suicide survey. The anonymous, web-based survey was coordinated through the National
Research Consortium of Counseling Centers in Higher Education, and was conducted by
Dr. Chris Brownson, Dr. Shanna Smith and Dr. David Drum (from this point forward this
study will be referred to as timational studyand the accompanying survey will be
referred to as theational survey. By looking at college student suicidal ideation and
suicide attempts, the national survey addressed how college students bopersanal
crises. The results of the national study were envisioned to help universitysadators
improve the provision of counseling center services and lead to new ways of pigeventin
college students from entering and progressing along the suicide continuum. This pape
will analyze the data from the national survey to learn more about how camipiig act
involvement, individual secularity, and institutional secularity serve as rigkotective
factors for suicidal ideation and suicide attempts. The results of thisistpéyto offer
higher education a better understanding of how the college experience catemglga
factors students bring into their college experience, as well as promtegetpefactors
that keep a student safe and enhance life-long resilience toward suicide. This stud

explores the impact of two factors on suicidality (institutional seculanityagtivity



involvement) that have been researched very little, and a factor (individuargggul
that has been researched for decades. Therefore, some aspects of thig study a
exploratory in nature and some are to further explore previous findings. Thecspecif
research questions of the current study and the proposed analyses will batkstied |
this chapter.
Definition of Terms Related to Suicide

To provide clarity and consistency throughout this paper, specific definitions of
the various levels of suicidality will be taken from the work of@lmenmittee on
Pathophysiology and Prevention of Adolescent and Adult Suitidg.committee
created a report titleReducing Suicide: A National Imperatiand one aspect of the
report addressed the development of a specific nomenclature for levels oflisyicida
(O'Carroll, Berman, Maris, & Moscicki, 1996). For this papeicidal ideation- the most
common and least serious level of suicidality — will be defined as “thoughts ofgarmi
or killing oneself.” (Institute of Medicine, 28%uicide attemptwill be defined as “a non-
fatal, self-inflicted destructive act with explicit or inferred intemtlte.” (Institute of
Medicine, 27). Andsuicidewill be defined as “a fatal self-inflicted destructive act with
explicit or inferred intent to die.” (Institute of Medicine, 27). To better undedstollege
student suicide, researchers have focused on suicidal ideation, suicide atteinpts a
completed suicide as three separate, yet connected, foci. A relateduieidsl
communicationswill be used to describe “direct or indirect expressions of suicidal
ideation or of intent to harm or kill self, expressed verbally or through writingoekt
or other means.” (Institute of Medicine, 28). The teuritidality will be used throughout

this paper to encompass “all suicide-related behaviors and thoughts includingtaognpl



or attempting suicide, suicidal ideation or communications” (Institute of Mex]i2i8).
While these definitions will provide consistency in this paper, it is important tamaite
students who filled out the national survey were not privy to these definitions, so they
constructed their own meaning of the phrasing used in the studgeglilkeisly
considered suicide
Importance of College Suicide Research

In 2004 the United States Congress passed the Garrett Lee Smith Membrial Ac
(2004), which provided financial support for the development and implementation of
suicide screening and prevention programs on college campuses. This national attention
to address college student suicide stemmed at least partially fromecslieides that
have been widely publicized in the media (Haas, Hendin, & Mann, 2003; Shea, 2002),
and was also likely a result of colleges being viewed as protective environorents f
students, where suicides are viewed as tragic, unnecessary losses ddutsgith
much potential (Joiner, 2005). Even though some studies have found the rate of college
student suicide to be less than the national average of matched samples of gen-colle
individuals (Schwartz, 2006a; Silverman, Meyer, Sloane, Raffel, & Pratt, 199Gi)lesui
has been the second or third leading cause of death for college students for decades
(Suicide Prevention Resource Center (SPRC), 2004). Colleges are assumed to be
protective environments for academically advanced students, so given the fact that
suicide is preventable, yet it is one of the leading causes of death for caliégetst
suicide continues to be viewed as a major health and safety concern for collegesstude
This is evidenced by increased state and federal grant funding intended tocedbhgese

student suicide, the hiring of campus professionals to coordinate education abdat suici



prevention, and increased national media attention toward college student Suicide
2005).
Measurement and Prevalence of Suicidality in College Students

While studies continue to lack some consistency in how they define and measure
the various levels of suicidality, a growing number of research studies@ed m
consistent measurement parameters have increased the reliabilityiadlgyi
prevalence data and the comparability of research results. Regardingaierement of
suicidality, statistics on completed suicide are typically measurdaeayumber of
instances per 100,000 people. For example, suicide statistics from the Natiahal Vit
Statistics Reports on the National Center for Health Statistics t@egbperated by the
Center for Disease Control and Prevention (2005), showed that the annual suidite rate
2005 for all ages in the United States was 11/100,000 (reflecting 32,637 suicides that
year). Frequency of college student suicide has been found to be at or slighahtiagh
7.5/100,000 (Furr, Westefeld, McConnell, & Jenkins, 2001; Silverman et al., 1997;
Westefeld et al., 2006).

For attempted suicide and suicidal ideation, the standard for data rgp®itin
percentages of the population measured. For example, the results of the Natiegal Col
Health Risk Behavior Survey (NCHRBS), conducted by the Center for DiseagelCont
and Prevention (1995), found that 9.5% of students reported suicidal ideation and 1.5%
reported that they had attempted suicide in the last 12 months. More recent data from the
spring 2008 National College Health Assessment (American College HesatitiAtion
(ACHA), 2009) and the National Research Consortium Survey of College Student

Suicidality (Drum, Brownson, Burton Denmark, & Smith, 2009), show slightly lower



rates of suicidal ideation and attempts, with the ACHA results finding that 7.1% of
students seriously considered suicide in the last year and 1% attempted Resigdes of
the National Research Consortium Survey were split between undergraduate aatkgradu
students and were even lower, with 6% of undergraduates seriously considering suicide
and 0.85% attempting suicide.

There are many factors that influence statistical findings about diticaiad, as
can be seen above, a large range of results. For starters, there isaastigtiference
between the number of college students who consider suicide, the number who attempt
suicide, and the number who complete suicide. It is logical that the number of college
students who consider suicide far exceeds the number of students who attempt suicide,
and the number of students who attempt suicide obviously exceeds the number who
complete suicide. While differences in the rates of these levels of suicalainot
surprising, research on the prevalence of each level of suicidality for cstletgnts has
varied considerably. For example, research regarding the frequency géilieents
considering suicide has ranged from less than 10% (Kisch, Leino, & Silverman, 2005) to
more than 40% (Drum et al., 2009; Rudd, 1989); research regarding the frequency of
college student suicide attempts has ranged from 1% (Drum et al., 2009; Furr et al., 2001;
Westefeld & Furr, 1987) to around 5% (Rudd, 1989; Westefeld et al., 2005); and research
on the rates of completed suicide by college students has ranged from 5 to 50 per 100,000
(A. Lipschitz, 1990).

The measurement of college student suicidality has evolved significantly, but
variation continues to exist in how suicide variables are defined, measured andireporte

Comparing findings for suicide research is difficult because studies havesdot us



consistent definitions or controlled for important factors like age (Rudd, 1989; Siltverma
et al., 1997) and differences in class (i.e. undergrad/graduate and pdtiHtitines)
(Haas et al., 2003). For example, age was found to be a confounding factor in tha Big Te
Study on Suicide by Silverman et al. (1997). Findings in this study were limitaddgec
demographic variables, like age and class, were not controlled. Speciticatly were a
large percentage of undergraduate students over the age of 24, so the impact of
developmental characteristics was unclear (Silverman et al., 1997). Orilyerestly
has a study on suicide been designed to control for age and class, and introduce an
approach to let participants identify their level of suicidality on a broagerafiseverity
(Drum et al., 2009). The variation in research statistics around suicidahtlleess
prevalence of suicide, will be addressed more thoroughly in chapter 2.
Risk and Protective Factors

It is important to not only value that colleges are doing something right toereduc
suicidality, but also to understand what it is that the institutions are doing rightatdéow
colleges reducing the likelihood that a student will kill him or herself? Are testain
characteristics of the individual or the environment that reduce the likelihood iofeSuic
For the few students that do commit suicide, what are the characteristics@people
or their environment that allowed them to do it? Recent suicide research haslfoous
understanding what deters or exacerbates suicidality, and these influencbsdrave
termedprotective factorandrisk factors respectively (Leach, 2006; Westefeld et al.,
2006).

Given the continued prevalence of, and attention toward suicide on college

campuses, researchers have become increasingly interested in theliatiafkience



the level of suicidal ideation, attempts and completed suicide. Much suicide hesaarc
focused omisk factorsfor suicide, defined as any factor empirically shown to correlate
with suicidality (Hendin, Maltsberger, Lipschitz, Pollinger Haas, &Ky001,
Westefeld et al., 2006). Among the long list of risk factors that suicidologistsfband,
examples include depression, a history of suicide attempts, substance/alcobchatius
history of abuse (Brown, Beck, Steer, & Grisham, 2000; Gencoz & Or, 2006; Westefel
et al., 2006). Another significant body of research has focuspdotective factors
which are defined as “adaptive characteristics that may inhibit subtalvior (p. 934)”
(Westefeld et al., 2006). Examples of protective factors include: feelimgsmdnsibility
toward family, fear of social disapproval, moral objections toward suicide, gtied se
esteem, and good problem solving skills (Beautrais, 2003; Westefeld et al., 2006).
Currently, much suicide research is focused on understanding how these individual
factors contribute to and/or reduce suicide rates on college campuses (Boioglakyl,
& Resnick, 2001).
Statement of the Problem

Researchers have been studying the risk and protective factors thatleaplsc
of college student suicidality (Pavela, 2006a; Silverman, 1993), and this studydeohte
to contribute to that pool of research by exploring three college student suicide
risk/protective factors. A recent study offers a new paradigm to undersiiaitesone
that is problem focused versus individually focused (Drum et al., 2009). This new
paradigm provides a spectrum of suicidality that reflects an evolution of suicide f

initial thoughts through multiple attempts. While this new paradigm has maeyitise



for both prevention and intervention along the suicide continuum, the authors reinforce
that it,

“...does not discredit the prevailing paradigm; in fact, it fortifies the
knowledge needed to increase the success of interventions characteristic of this
paradigm. For example, clinicians are likely to benefit from an enhanced
understanding of the variable risk associated with different subjective emotional
states, common patterns of ideation, students’ perceptions of the impact of various
risk-conferring and protective factors, and students’ experiences of seeking
professional help” (p. 219).

The first two research questions in the current study address whether or not
institutional secularity has an impact on the level of suicidality on a cateegeus. In
other words, are students at non-secular colleges more or less likely to candide
attempt suicide than students from secular institutions? Not much researdadiessed
this question in educational settings, and none regarding colleges. A high school study
was one of the few pertaining to this question, and found lower levels of suicidality at
parochial schools than public schools (Greening & Dollinger, 1993). However the term
‘parochial’ was not operationally defined as non-secular, so the results dithahsed
to be interpreted with caution because ‘parochial’ and ‘non-secular’ masesyr
different constructs. The current study will focus only on Christian colleg@®n-
secular institutions and public colleges as secular institutions, and resuftteaded to
measure the impact of this variable and provide a baseline for future research.

Overall, research has supported the relationship between individual secularity and

levels of suicidality (Dervic et al., 2004; Exline, Yali, & Sanderson, 2000), but no



research has focused specifically on college students. Much of the previeushase
this area has used the term ‘religious affiliation’ versus this studgissfon ‘individual
secularity.” Studies focusing on the relationship between religious affiliand
suicidality have typically measured the level of an individual's involvementigioes
faith as a continuous variable, with the goal of seeing if more or less paiticipaa
faith impacted rates of suicidality. Other studies exploring the relaipbgtween
‘religious affiliation’ and suicidality have compared suicide rates batviedividuals
who affiliated with different faiths. In this study the term ‘individual sagty’ was
chosen to differentiate between secular students and Christian studentgarCsiustents
were selected because a majority of participants who endorsed anyaligioeis faiths
selected ‘Christian.’” This large sample was seen as an opportunity to intiease
reliability of the results. This researcher was interested in expldrenditferences in the
relationship secular versus Christian individuals had with suicidal ideationendles
attempts.

The final research questions of this study will look at the relationship between the
level of involvement in campus activities and suicidal ideation and attempts intth2 las
months. Like research on the relationships between institutional secutarisyi@idal
ideation and attempts, very little research was found on the relationship beamgainsc
activity involvement and suicidal ideation and attempts. Therefore, this studyfesl
its findings and potentially spur further research in this area.

In summary, college student suicide is very preventable, yet it continues to be one
of the leading causes of death on college campuses. Additionally, an alarmgigly hi

percentage of college students consider or attempt suicide. Research pnogroges
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protective factors that increase the resilience toward suicidality amy ms& factors that
increase vulnerability. Among the factors that impact suicidal ideation amdpast that
need to be researched more thoroughly are whether or not students are involved in
campus activities, the individual secularity of the student, and the instituticoddsey
of the college that student attends.
Research Questions and Hypotheses

This study will look at the relationship college student suicidal ideation and
suicide attempts have with involvement in campus activities, individual secuéartty
institutional secularity. As stated above the study will explore how gaation in
campus activities (e.g. Greek life, club/intramural sports, religioysnizations, student
government, etc.) is related to suicidal ideation and suicide attempts. Thes@arch
guestion asks, “Is there a relationship between college student activity invotvamae
seriously considering suicide in the last 12 months?” The second researchnjasissi
the same about suicide attempts, and is phrased, “Is there a relationship betder#n st
activity involvement and attempting suicide in the last 12 months?” Becausetathes s
have suggested a negative relationship between suicidality and actioityeiment
(Greening & Stoppelbein, 2002; Mazza & Eggert, 2001), the following research
hypotheses address these first two research questions:
1. Students who participate in one or more campus activities are less likely to

seriously consider suicide in the last 12 months than students who do not

participate in campus activities.
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2. Students who participate in one or more campus activities are less likely to
attempt suicide in the last 12 months than students who do not participate in
campus activities.

The next two research questions examine how suicidal ideation and attempts
correlate with an individual’s secular or Christian identity. The thirdaeh question
asks, “Is there a relationship between individual student secularity and seriously
considering suicide in the last 12 months?” The fourth research question asks the same
about suicide attempts, and is phrased, “Is there a relationship between individeiat s
secularity and attempting suicide in the last 12 months?” As seen above, other studies
have shown that individuals who affiliate with a religious faith are lesly likeconsider
and commit suicide than individuals who do not (Dervic et al., 2004; C. G. Ellison &
George, 1994; Exline et al., 2000). These results are hypothesized to exist wile coll
students, and are reflected in the third and fourth hypotheses listed below:

3. Students who affiliate with a Christian faith are less likely than sestudents
(including Agnostic, Atheist, and Non-religious/Secular for this studyate h
seriously considered suicide in the last 12 months.

4, Students who affiliate with a Christian faith are less likely than sestldents
(Agnostic, Atheist, and Non-religious/Secular) to have attempted suicide in the
last 12 months.

Lastly, the relationship between the secularity of the college a studsmdsatind
the rates of suicidal ideation and attempts will be studied, and are reflethecthird
and fourth research questions; “Is there a relationship between the seotilanity

institution and a student’s likelihood to consider suicide in the last 12 months?” and “Is
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there a relationship between the secularity of the institution a student attehtie

likelihood that student will attempt suicide in the next 12 months?” While limited

research has been done in this area, studies on high school students have suggested a

relationship between attending a non-secular school and less likelihood that awtlident

become suicidal. Hypotheses five and six are listed below and reflect thesaiprevi
findings:

5. Students who attend non-secular institutions are less likely to seriously conside
suicide in the last 12 months than students who attend secular institutions.

6. Students who attend non-secular institutions are less likely to attempt saicide i
the last 12 months than students who attend secular institutions.

In addition to the correlations explored in the hypotheses above, this study will
also explore the main and interaction effects of each of the independent vamables
suicidal ideation and suicide attempts. The seventh and eighth research questians, i
below, will explore how much individual secularity, institutional secularity, and
involvement in campus activities predict suicidal ideation and attempts:

7. Students who participate in more campus activities, are Christian, andl atten
non-secular institution are less likely to seriously consider suicide in thE2las
months than students who patrticipate in less campus activities, are secular, and
attend a secular institution.

8. Students who participate in more campus activities, are Christian, and attend a
non-secular institution are less likely to attempt suicide in the last 12 months tha
students who patrticipate in less campus activities, are secular, and aézntba

institution.
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Methodology

National Archival Dataset

This study utilized a subset of archival data from the study on The Nature of
College Student Suicidality conducted by the National Research Consortium of
Counseling Centers in Higher Education. The title of the 2006 research study was
Suicidal Thoughts and Behavior among Undergraduate and Graduate Students in the
United Statesand was coordinated by researchers at the University of Texas — Austin.
Undergraduate and graduate participants in the National Survey were rasetented
at each patrticipating college or university, and the current study only used the
undergraduate student subset of data, consisting of 14,872 students.
Analysis

The main analyses done to address the eight hypothesis of this study are chi-
square, ANOVA, and logit regression tests. Preliminary analysis were alsagdfy the
assumptions of each test, and frequencies and percentages of the demograples va
of gender, age, religious affiliation, and year-in-school were run toyctagfr impact on
the dependent variables of suicidal ideation and suicide attempt. Additionakador
hypothesis a separate chi-square test assessed the relationship batkiedadependent
variable (individual secularity, institutional secularity, and involvement iwidies) and
the two dependent variables of suicidal ideation and suicide attempt. Becaugadhe da
is large, Cramer’s V was selected to measure effect size relategbéodhi-square

analyses.
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CHAPTER 2: LITERATURE REVIEW
Introduction

Colleges and universities have received much attention from the media regarding
high profile wrongful death lawsuits related to student suicides. One exarppleneal
in 2000, when Michael Frentzel, a freshman at Ferrum College in Virginia, ctadmit
suicide. Michael had a fight with his girlfriend on the night of his suicide, arnuirfwig
the fight he was visited in his dorm room by Ferrum College police officerBdae of
Students and a campus counselor. The dean and the counselor had Michamb sign a
harm contract(a signed agreement to not harm oneself), then left Michael unattended
while they went to another room to talk with Michael’s girlfriend. While weratéed,
Michael hung himself in his room. Michael’s family subsequently filed a lavagainst
the college, and Ferrum College was found to have “shared responsibilityidoadils
suicide (Hoover, 2003).

This case of college student suicide is significant for a number of reagshs. F
this is the first case in the United States where a college has been foand tshared
responsibility’ for a student’s death by suicide. Parents are often awahestdry of
mental health concerns for their son or daughter and do not seek to blame the college for
the suicide, but an increasing number of wrongful death lawsuits regardiegecoll
student suicide have been filed in the last decade (Hoover, 2003). Second, Ferrum
College agreed to improve the counseling and crisis intervention servicesst off
students. Improvements included having at least two university staff alwailebée to
address mental health issues, and to provide more clear information to students and the

families regarding the parameters of college counseling centgreserAs student
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mental health demands have dramatically increased over the last quarter, cetiege
counseling centers have recognized this demand and attempted to address d@dingequ
more staff and shifting to shorter-term therapy treatment models @iah, 2003).
Finally, this case exemplifies the expectations our society has on hdyleatien
institutions to prevent suicide. Ferrum College professionals from thredrdepts
responded to Michael, and went as far as having him sign a no-harm contract. Given
Michael’s suicide and the results of the lawsuit in favor of Michaeltslya this was
obviously not enough. Higher expectations to reduce student suicide rates at colleges
stem from the fact that college students typically have a more structuredpgatse
peer environment, a greater sense of purpose, and increased availability ohtowost
mental health services than their peers not in college. From this and otheccksgs
administrators and college counseling center staff recognize: 1) theagqecfor the
well-being and safety of college students are high, 2) institutional and individua
vulnerability to legal liability, and 3) that student mental health and saésgs push the
limits of campus mental health resources (Haas et al., 2003).

To effectively review the literature regarding the impact of thre@facn
college student suicidal ideation and suicide attempts, several sections in pkes alia
address the significance of the problem, the theory and factors that havedpesegrto
understand that problem, and the avenues to promote positive change. The first section of
this chapter will provide information about the prevalence of completed suicittsat, g
national and collegiate levels. The second section will explore researcddhetses
suicidal ideation and suicide attempts for college students, comparing thet data

national data for non-college students of similar ages. Demographic and methodlologica
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factors that influence the comparability of these research findings @daudeation and
suicide attempts for college students will also be discussed in the secood, selgich
will conclude by highlighting the mental health trends connected with suicidaladeati
and attempts.

From the more objective data in the first two sections, the third section of this
chapter will discuss the history of suicide theories and models proposed to urtlersta
and treat suicide. Theories of suicide go back over a century and have evolved from a
sociological perspective to a psychological perspective, and finally to a bhmzecial
perspective. The theories section will highlight this development and reveal wbiele sui
theory moved away from paralleling psychotherapeutic theory.

Suicide risk factors, warning signs and protective factors will be the fodhs of
fourth section of this chapter. Specifically, this section will review the itngfac
individual factors and highlight models of these factors that have been developeadto aid i
their conceptualization. The last three areas of this section will explresearch
related to this dissertation’s three areas of study. First, resear@ssiddrhow a
student’s involvement in campus activities (e.g. student organization, intramachls, a
fraternity/sorority) is related to suicidal ideation and suicide attemiitsendiscussed.

The next area will review how being affiliated with a Christian faith has li@und to
influence suicidality. And the final section will discuss the limited retean the

relationship between institutional secularity and suicidality. The findings®study are
intended to fill some of the gaps in suicide research, highlight opportunities for
intervention with students who consider or attempt suicide, and subsequently reduce the

frequency of completed suicides.
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Prevalence of Suicide

This section will provide an overview of what we know about suicide prevalence.
It will start by briefly looking at global/international suicide raté®n address suicide
prevalence in the United States. A more extensive review of adolescermtuangdadult
suicide rates will then be reviewed, and this section will conclude by lookouilege
student suicide rates as a unique subset of the adolescent and young adult population.

World Population

Suicide is a problem internationally for all age groups, with the exception of
prepubescent children. The most recent World Health Organization [WHO] Mortality
Database (2000) showed that global suicide rates have increased by 60%sn4be la
years. Data from WHO in 2000 shows that 817,000 people (16/100,000) died by suicide
that year. Of the regions of the world, men in Europe (35/100,000) and people in the
Western Pacific (20/100,000) have the highest suicide rates. Higher suieglexiat
for men than women in all regions of the world, except China, where suiciderates a
equal for men and women (Joiner, 2005). For both men and women suicide rates steadily
increase throughout their lifetime, with the most significant increasesbatthe 5-14
age range and the 15-29 age range. Noteworthy for this study, more than 50% of the
global mortality rate due to suicide occurs among those 15-44 years of age QOGN

General United States Population

The statistics for the United States are consistent with globalistat&stcording
to online data from the National Center for Health Services (CDC, 2006), suigdbava
eleventh leading cause of death in the United States, responsible for 33,300 deaths

annually. This reflects an annual rate of 11.1 completed suicides per 100,000 people.
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About half of these deaths were from the use of firearms (16,883), and an additional 40%
were from either suffocation (7491) or poisoning (6109). Women consider and attempt
suicide at higher rates than men, but the frequency of completed suicide isftrighen
(Fergusson, Woodward, & Horwood, 2000). This difference exists because women use
less lethal methods such as poisoning, whereas men use more lethal methods like
firearms, hanging and vehicle exhaust (Beautrais, 2003; Brent & Bridg8).Similar

to international suicide rates, suicide rates in the United States are vdrgftone

puberty, but after puberty the rates of suicidal ideation, attempts and calrguletiele
dramatically increase (Fergusson et al., 2000). From post pubescent yazgh tarly

and middle adulthood, suicide rates stay fairly constant; then suicide rates ébderly
climb significantly, especially in older men (Stillion & McDowell, 1996).

Suicide rates for adolescents and young adults have varied significantlytastthe
half century. From the mid 1950s to early 1980s the suicide rates of 15 to 24 year old
males tripled and 15 to 24 year old females doubled (Brener, Hassan, & Barrios, 1999;
Haas et al., 2003). Specifically, from 1957-1987 overall suicide rates for thiscage g
increased from 4 per 100,000 to 12.7 per 100,000, but this dramatic increase lacks a clear
explanation (Chamberlain & Hall, 2000). Using data from the United States Census
Bureau website (2006) and the CDC Mortality Database (CDC, 2006), currenttedtima
rates of suicide for this age are around 10 per 100,000. Suicide is the third leadmg ca
of death for the general population of 18-24 year olds, the same age as studeotdata
this study. Of the 28,597 18-24 year olds that died in 2006 in the US, 13,278 (46.4%)
died by unintentional injury, 4,769 (16.7%) died by homicide and 3468 (12.1%) died by

suicide (CDC, 2006). Researchers often question if some of the people thassifiedla
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as dying by unintentional injury are actually cases of suicide. Coronersaeade clear
evidence that a person committed suicide before declaring someone’s de@illeg so
in situations where, for example, someone gets hit by a train or bus, or has@dsatac
without anyone else in the car, uncertainty sometimes exists about whethssrdspe
death was accidental or intentional.

Similar to the overall population, methods of suicide differ by gender. Six times
as many 18-24 year old men (n=2979) died from suicide as women (n=489) of the same
age range. Most young men that committed suicide in 2006 used a firearm (51.4%),
followed by suffocation (33.4%) and poisoning (6.3%). The most common method of
suicide for young women was suffocation (38.7%), followed by firearms (28.4%) and
poisoning (23.5%) (CDC website, 2006).

College/University Population

During the early 1980s to mid 1990s suicide became the second leading cause of
death for college students, with unintentional injuries being the most common cause of
death (Haas et al., 2003). However, until the late 1990s no comprehensive, cross-campus
study of college student suicide had been completed (A. Lipschitz, 1995). The existence
of only smaller, single-campus, or regionally bound studies led researcherstiorque
the reliability of research findings, citing methodological factds inconsistent case
definitions and samples that are small and unrepresentative of the natiorpd stligent
population (Kisch et al., 2005; A. Lipschitz, 1990). The first comprehensive study on
suicide was The Big Ten Student Suicide Study conducted by Morton Silverman (1997).
In this 10-year longitudinal study, Silverman found the overall suicide rated@ample

of undergraduate and graduate students to be 7.5/100,000, roughly half the national
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average at that time. Among the interesting findings in that study, students veh@5ve
years and older had a higher risk of suicide than college students less thars Ziidyear
Additionally, male undergraduates had suicide rates about twice that of women, but
suicide rates among graduate students did not differ significantly betwaseand
women (Silverman et al., 1997).

Silverman’s Big 10 Study is still recognized as one of the most methodolggicall
sound analyses of college student suicide, having taken a step in the right direction by
more clearly defining parameters around the measurement of college studdaet suic
However, limitations were inherent in some of the study design. To encouragpesdlb
participate in the study, colleges were assured that only the total data stbeoul
analyzed, creating a barrier to identifying and analyzing the diitesebetween the 12
participating institutions. This limitation did not allow Silverman and colleagoie
critique the impact of service availability (e.g. psychiatric seryicegates of suicide.
Other limitations of the study design were that it did not distinguish betweedmfall
and part-time students. Additionally, the Big Ten Study defined a collegdesag any
suicide that occurred within six months of having last registered as an statlemt. This
definition has been acknowledged to exclude a number of former students who dropped
out of school and then committed suicide (Haas et al., 2003).

Another comprehensive, cross campus collection of suicide data has been done by
college counseling center directors for the last several years. dhgjate an annual
survey which includes a question about the number of students that have committed
suicide within the last year, and in 2005 counseling center directors reporté84hat

students committed suicide. Most of these individuals were male (75%), undergraduat
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(83%) and Caucasian (81%), and a large percentage of them were known to beagtruggli
with depression (45%) and relationship problems (27%). Directors elect whether@r not t
participate in this survey, so caution should be taken in generalizing the results to the
overall college student population (Gallagher, 2005).

Other comprehensive research on college student suicidality has been completed,
and has revealed similar or higher levels of completed suicide (Fury 20@i,;
Westefeld et al., 2006), but those studies have also left some of the same questions of
accuracy and reliability described above. More recent studies, includingtipadlia
Survey data used for this paper, have also begun to explore suicidal ideation @®&d suici
attempts to look at the evolutionary progression of suicidality in an effort to prevent
completed suicide (Drum et al., 2009).
Prevalence of Suicidal Ideation and Attempts for College Students

Research shows that it is relatively common for college students to consider
suicide. In exploring studies within the last 25 years, research in which sutgeet
been asked to report about suicidality during the last year most frequently fbesdfr
suicidal ideation around 10% (Kisch et al., 2005), but variation existed, with one study
finding that over 40% of subjects had considered suicide in the last year (Rudd, 1989). In
a recent study that measured suicidal thinking over a student’s lifetimeq@keof
students had at least one period of suicidal thoughts (Drum et al., 2009). This study
measured suicidal ideation on a continuum of frequency and severity, allowing
respondents to endorse anything from never having suicidal ideation to having suicidal
thoughts on a regular basis for several years. This same study also measidad s

thinking over the last 12 months, and those rates were lower (6%) than the previously
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mentioned results. This study measured suicidal thoughts and behaviors (agwetl as
experiences with psychological help and psychotropic medication) in a comprehensive
manner and the authors give the following rationale for that approach. “Answering
multiple questions across several levels of severity prompted students to think deepl
about their history of suicidality and provided them with the opportunity to precisely
relate their experiences of suicidal thought. Individuals who experienceévelg bf
suicidal or presuicidal thinking were able to express this without endorsing aigngle
regarding serious suicidal ideation” (Drum et al., 2009) (p.216).

Three additional studies measured suicidal ideation “while in college” or"sinc
coming to college” and the rate of consideration ranged from 9% to 30% (Furr et al.,
2001; Westefeld & Furr, 1987; Westefeld et al., 2005). While all of these studies also
measured the frequency of suicide attempts, three of them also measudeideagnound
between suicidal thoughts and suicide attempts, namely a level of suiciefiditying a
suicide plan or intent. One of these studies, done by Rudd (1989), studied college student
suicidality using the Suicidal Ideation Scale (SIS) - a 10 item slesdeloped to assess
the severity or intensity of suicidal ideation via self-report. Over 43% dtypants
experienced some level of suicidal ideation in the last year. Of these, 14.8ftenvay
acted on that ideation (i.e. either told someone they wanted to kill themselveseor cam
close to making an actual attempt). Two other studies that requested indarataiut a
suicidal plan found frequencies of 10% (Adkins & Parker, 1996) and 7% (Brener et al.,
1999). In the study by Drum et al. (2009) 92% of undergraduates who seriously

considered suicide either considered ways of killing themselves or had fecggani A
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much smaller percentage of the undergraduates who seriously considered suieitie act
attempted (14%).

Not surprisingly, the percentage of students who attempt suicide is far less tha
the percentage of students who considered suicide, and significantly less than the
percentage of students who have an intent or plan to commit suicide. Several studies
found the rate of college student suicide attempts around 1-2% (Brener et al., 1889; Dr
et al., 2009; Furr et al., 2001; Kisch et al., 2005; Westefeld & Furr, 1987) while other
studies found the frequency of attempts to be between 4% and 6% (Rudd, 1989;
Westefeld et al., 2005) (Adkins & Parker, 1996). The studies with higher rates oflsuicida
ideation also revealed higher rates of suicide attempts, but reasons for tlezeacht
are not clear. Some studies measured suicidality in the last year while odgesured it
throughout a person’s lifetime, but the highest rates of suicidality are fetnaathat
only measured suicidality in the past year (Rudd, 1989). While it is outsideote @ic
this paper to speculate about the factors contributing to these differenttrigteafe to
conclude that the time period the study measured (i.e. last 12 months versus lifaime)
a large impact on results, but is not the only factor impacting rates of cdlleigats
suicidal ideation and attempts. The traits of individuals, like race, gender arad sex
orientation, have been proposed as other factors impacting rates of college student
suicidal ideation and attempts. Correlations researchers have identifiestbetw
suicidality and all three of these areas will be discussed in the risk andipeotactors
section later in this chapter, but it seems important to describe the comptenstip

between gender and levels of college student suicidality rates here.
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Gender’s Relation to Suicide Prevalence and Coping Resources

Overall, young men commit suicide at a higher rate than young women, but
women consider and attempt suicide more often than men. These gender diffesgaces h
been attributed to men using more lethal methods of suicide (e.g., firearmsghangin
vehicle exhaust) than women, who often use self-poisoning (Beautrais, 2003).
Interestingly, gender differences in rates of suicide among collederds are quite
different then the general population. For instance, the 2000 NCHA survey (Kidch et a
2005) reported men attempting suicide over three times as often as women (0.8% to
0.3%), but women reported one or two more attempts than men (1.1% to 0.8%).
Regarding suicidal ideation, the results of the 2003 NCHA survey revealed thahwom
reported higher levels of suicidal ideation than men in the past year (Stephenson,
PenaShaff, & Quirk, 2006). However, in another study no significant gender nidésre
were found between men and women for those considering or attempting suicide
(Westefeld et al., 2005). Internationally, gender differences of suicidaelpree across
most countries of the world have found a male-female ratio of suicide to be about 4:1.
However, Asian countries have much less gender difference in frequencaséted
suicide, ranging from 1:1 (i.e. China) to about 2:1 (i.e. India, Philippines, and South
Korea) (Joiner, 2005). One explanation for these differences is that womereéstimer
competitive sports in some Asian countries contributes to an ethic of physicality,
masculinity and aggression. These more traditionally masculine chasticsemay
contribute to the increased levels of suicidality in women from several Asienries. In
United States colleges an impact of women’s participation in sports has alsotagn f

to elevate suicide risk factors and increase rates of suicidal behavioxakuple,
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increased pain tolerance has been found in women athletes (Manning & Fillingim, 2002)
Additionally, another study found that college women who engaged in vigorous athletic
activity were more likely to report suicidal behavior than other women (Brown &
Blanton, 2002), which may indicate that vigorous athletic activity increases pain
tolerance. This might contribute to women athletes who engage in vigoroug athlet
activity being more comfortable engaging in self harm behaviors than wohwedmnot
engage in vigorous athletic activity.

In addition to knowing that men are more likely to complete suicide in college
and women are more likely to consider and attempt suicide, it also seems imjportant
understand how men and women may deal with stressors that may have a contributory
effect on suicide development. College students encounter a large amount ofsstress
that may worsen mental health and contribute to suicidality, and men and women have
been proposed to cope with these stressors somewhat differently. One exdngple is
women have been found to be more likely than men to hold onto relational values
(Kaplan & Klein, 1989). This difference implies that men may struggle t@eeta sense
of belongingness more than women, since women are less likely to abandon social
support. This relational difference also might lead to men filling theaeaehl gaps
with behaviors that might contribute to lower inhibitions, like drinking and drug use.
Limitations of Prevalence Data on Suicidal Ideation and Suicide Attempts

Given the large variation in rates of suicidal ideation and suicide attempts
between studies, it is difficult to identify clear trends in college studecitial ideation

and suicide attempts. While no obvious explanations exist for varying suicidadisyin
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these studies, several factors have been identified that confound the results. dibese fa
are discussed below.

Earlier in this paper different levels of suicidality were defined. To ensur
comparability across studies researchers have been using moresoomgshitions of
suicidality terms. However, one of the confounding factors that exists betweess ssudi
inconsistent phraseology used to ask participants about suicidal ideation and suicide
attempts. Some studies ask “yes” or “no” questions, like “Have you ever thought about
committing suicide since coming to college?” (Furr et al., 2001;) Other studiesi$ee
Likert scales to find the level of suicidality on a scale capturing suiicldation, plan,
intent and attempts, like the study by Rudd (1989) that uses the following levels of
suicidality: 1) “I have been thinking of killing myself,” 2) “I have told someon&it to
kill myself,” 3) | believe my life will end in suicide,” and 4) “I have madtmpts to kill
myself” (Rudd, 1989, p. 175). While there are strengths to both of these measurement
strategies, the difference in approaches limits the comparability oétults.

Variations in the research sample characteristics also undoubtedly thgpact
reported rates of suicidality. These include factors like the age rangelents; their
socioeconomic status, ethnicity, and religion; and normative cultural factodrligeand
alcohol use, competitiveness and achievement (A. Lipschitz, 1990). For example, The
Big Ten Student Suicide Stu@ilverman et al., 1997) revealed age as a confounding
variable when it was discovered that less than 60% of the undergraduate catlegésst
studied were 24 years of age or younger and almost one-third were 30 and older. Even
though the primary focus of the Big Ten Study was on completed suicide, it exemplifies

the importance of controlling for age, regardless of the levels of suicibalitg
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measured. Age is further seen as a complicating factor when compartragitienal

age range for undergraduate college students (18 to 24) with the data collectiamgage
of 15-24 for some national data collection, like the CDC’s National VitalsHtatireport
for suicide (2004).

Therefore, it is important for researchers to specify parameterkagsr (€.9.
undergraduate) and age range (e.g. 18-24) when measuring other factoes/that m
contribute to suicidal ideation and suicide attempts so results can be relialpigredm
with other studies (Haas et al., 2003). Given the variation of study and participant
demographics it is difficult to compare the conclusions of studies on suicidabidaati
suicide attempts for college students. We are left looking at trends and overall
conclusions that research has revealed about suicidal ideation and attempts.

Mental Health Trends Related to College Student Suicidality

While there has not been research to suggest that suicide rates havednoreas
college students since the Big Ten Study by Silverman (1997), there has beemigicreas
evidence that college students are dealing with more and more mental habdthges
(Haas et al., 2003). Depression, anxiety and alcohol consumption have been shown to be
significant factors for a large percentage of college students, and eadbieleavehown
to correlate with suicide. In one study, 28% of students reported feeling ésepel
within the last year, and 22% reported feeling “so depressed they couldniofinct
(Kisch et al., 2005) In 2005, college counseling center directors reported ananaoreas
the number of students using college mental health services, an increasevetiye of
mental health presenting concerns, and an increase in the number of students coming to
college with a history of psychiatric treatment (Gallagher, 2005). Over 90%ectais

believe that in recent years there has been an increase in the numberoiviiesévere
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psychological problems. Specifically, directors reported that 42.8% of thextchave
severe psychological problems, and 8.5% have impairment so serious that they cannot
remain in school or can only do so with extensive psychological/psychiatric help.

While it is important to study suicidality during college, there &edyiother
factors prior to a college student’s experience that impact levels ohsgideidality.
Suicidal ideation has often been shown to be prevalent before a student starts college, as
exemplified in one study that found that over half of high school students report some
risk for suicide (Greening & Dollinger, 1993), and another study that found 62.6% of
high school students surveyed had suicidal ideation in their lifetime and 8.4% had
attempted suicide (Smith & Crawford, 1986). College students arrive at colldga wit
range of current and past mental health and suicide histories. This neze$siag able
to respond to a large range of student needs, many of which have developed prior to
entering college.

A majority of colleges provide services to reduce the risk of suicide, but less than
50% of counseling center directors report adequate funding for prevention and education
efforts for students, faculty, staff and parents. To reduce college stud=dé sates it
has been suggested that college mental health services will have to istaéeemed
resources to provide prompt and specialized mental health services, promote mental
health through education, and prevent and respond to suicidality in students (Gallagher,
2005). As suicide has become increasingly recognized as a problem for ciitkgess
resource allocation is important to respond to that need. As we currently exploret the bes
ways to respond to the needs of college students, it seems helpful to have a theoretica

framework for understanding suicide.
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Theories of Suicide

Over the last 150 years theories have been developed to better understand suicide.
While there has been progress in the specificity of these theories, theneiesnd be
skepticism about whether or not these theories adequately capture all otdretfaat
contribute to understanding suicidal thoughts and behavior (Joiner, 2005). The challenge
of developing an adequate theory of suicide is exemplified in the following exaarpt f
Chamberlain and Hall (2001) that lists a large number of motivations for suicide,
including, “...self directed hostility (anger turned inward, against onesetfljation for
some real or imagined slight or offense (payback), a fantasy of rebirdpessom
severe stress, an attempt to rejoin a lost loved one who has died, atonement foalsome re
or imagined sin, a way to control intolerable impulses, and confrontation with a phobic
fear of death” (p.183).

This list of motivations for suicide could happen to anyone, including college
students. While the list is not exclusive, it sheds light on the challenge aptegdynof
developing a comprehensive theory of suicide that incorporates the appropriate
weight/significance of motivations and moderating/mediating factorsiatisuThe
most valid historical models over the last 125 years include sociological and
psychological perspectives. Since then, contemporary theories have offeeadimgr
depth and awareness to attend to the complexity of understanding suicide, but it is
noteworthy that many aspects of the oldest models continue to provide merit to
understanding why people consider, attempt, and commit suicide. The following review

of the historical and contemporary theories of suicidality is offered as ¢tdotex
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empirical findings regarding suicide, which will be addressed thoroughly imstharrd
protective factors section later in the chapter.
Historical Theories of Suicide

Emile Durkheim proposed the first theory of suicide over a century ago. Many
aspects of this theory, described in his 1897 haokuicidgDurkheim, 1897), continue
to be supported by current theorists (Joiner, 2005). Durkheim offers a sociological
perspective, emphasizing that collective social forces contribute to sitycidate than
individual factors. His theory focuses on two ways individuals regulate their resfmons
social forces; namely social integration and moral regulation.

As example of social integration, Durkheim’s theory suggests that fadters li
marital status and religious affiliation influence suicidality, because serve as
measures of a person’s social integration into society. Durkheim vieweddhtss as
relating to suicidality in a U-shaped perspective, reflecting two reettevels of social
integration that contribute to suicidality with the middle section of the ‘Uidbalanced
social integration. The same examples of marital status and religioieiafiican be
used to discuss the extreme levels of social integration. People who are nal orarrie
involved in a religious faith are more likely to be suicidal because they are smtiaky
integrated into society. Durkheim labeled tbgoisticsuicide, and in many ways it
parallels what a more recent theorist, Thomas Joiner (2005), terms “low-beloess,”
which Joiner views as people lacking frequent and positive interactions with otloees. M
will be said about Joiner’s theory later in the chapter, but it serves as an exdihpiv

Durkheim’s theory continues to contribute to current suicide theories.
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The second element of the U-shaped relationship in the social integration part of
Durkheim’s theory is comprised of people who become suicidal because they over
affiliate socially. Durkheim labeled thadtruistic suicide, proposing that excessive social
integration often leads to loss of one’s individual identity, and subsequent sditsac
(i.e. suicide) to support the social cause (e.g. marriage, religious faith).

Social regulation only represents half of Durkheim’s theory of suicide. Moral
regulation is the other half, and for this Durkheim also suggested two typesidésui
anomicandfatalistic suicide. Anomic suicide results from a significant change in a
society’s regulatory function, leading to a sudden change in an individual’s social
position. For example, if a wealthy, high-powered executive loses his amtheéhe loss
of money and status might contribute to that person becoming suicidal. Durkheim’s last
type of suicide idatalistic suicide, and results from people having overregulated and/or
unrewarding lives (Joiner, 2005). For example, people in abusive relationshipsveay ha
overregulated and unrewarding lives, as they often feel emotionally or fingriagibed
into staying with that partner.

Durkheim’s model to understand suicide has survived the test of time for a
number of reasons. First, many suicide theorists continue to emphasize social
connectedness as an important factor that contributes to someone becomuilad) suici
(Joiner, 2005; E. Shneidman, 1996), Second, situational factors, like loss of relational or
financial status, or not finding meaning because of one’s life being overesjolat
unrewarding, are evident when we hear of someone committing suicidsiftgra lot
of money or an important relationship. Third, Durkheim’s suicide theory did not have a

lot of competition. It wasn’t until Freud’s development of psychoanalytic theoty tha
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another theory of suicide was proposed, and as will be evident below, using
psychoanalytic theory to understand suicide was not taken seriously for long.

Freud and others from the psychoanalytic perspective proposed that suicidality
developed from anger and hostility turned inward, suggesting that thesesticggét be
caused by interruptions in auto-erotic activities (i.e., masturbation) tetmgxcessive
guilt and consequently self-punishment (i.e., suicide) (Sullivan & Mullahy, 1947).
Because most suicide has been shown to not be triggered by “anger and hostility turned
inward” psychoanalytic theories of suicide are no longer highly regardethbty
suicidologists. However, it is noteworthy that psychoanalytic theory wagshe fi
psychological theory of suicide (Joiner, 2005; Miller & Rose, 2000).

Contemporary Theories of Suicide

Historical theories of suicide came first from Durkheim’s sociologicedpeztive
and then from Freud’s psychological/psychoanalytic perspective. It wagi’'the
second half of the twentieth century that theories were introduced that offered
perspectives that were new and did not necessarily coincide with the development of
psychotherapeutic theories. Most recently, theories have been developed gnatedte
multiple perspectives.

Edwin Shneidman was the first to propose a contemporary theory of suicide,
which also focused on psychological factors, but did not have a psychoanalytic
foundation (E. S. Shneidman, 1985). Shneidman theorized that individuals who do not
satisfy their psychological needs typically experience deep emotionawdach
Shneidman termed pshache Examples of some of the 20 potentially unmet

psychological needs that Shneidman identified are achievement, autonomy, dominance,
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nurturance, and shame-avoidance. Shneidman proposed that the more a person’s
psychological needs are thwarted, the more they experience psychache. Whechpsycha
reaches intolerable levels a person becomes suicidal. Shneidman stated tkat peopl
attempt suicide when they do not possess the psychological skills to manage their
thwarted psychological needs.

From a similar psychological perspective, Baumeister (1990) purposed pr esca
theory of suicide. He outlined a causal chain of steps in which a person becomes
motivated to escape from aversive self-awareness. This chain begins lonedraeing
expectations that are not met, and that person blames himself or herselffogeting
those expectations. The emotional pain that results from this internal blamle, whic
mirrors ‘psychache,” causes someone to attempt to escape from safiasgfto reduce
the pain), with the goal being to achieve a state void of self-awarenessiamahe In
this state of cognitive deconstruction — viewed as a person having rigid and concrete
thinking, immediate or proximal goals, and avoidance of meaning — a person loses
inhibitions and makes decisions that are extreme and irrational, like considering or
attempting suicide (Baumeister, 1990).

Both Baumeister’'s and Shneidman’s theories are primarily concepttlal, wi
limited research being done to develop and support them. In developing his escape
theory, Baumeister reference other researchers that have idenstagéeas a motive
for suicide, but very limited research is referenced in the detailed deswsipf the six
steps of escape theory (Baumeister, 1990). Shneidman, on the other hand, based his

theory on qualitative observations and interviews (E. Shneidman, 1996).
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More so than Shneidman, Arron T. Beck (1996) undertook research to empirically
support his theory. What Shneidman tepagchacheand what Baumeister would
describe as thigigger for escapeBeck would ternhopelessnes8eck proposes
hopelessness as the primary factor that predicts those who end up commititiey Boic
instance, Beck suggests that hopelessness does not always predict suisii@cone
who commits suicide almost always feels hopeless. In one study Beck found that
hopelessness was the primary predictor of suicide (Beck, Steer, Kov&esri&on,

1985), and in another study hopelessness was found to be the only predictor of suicide
(Beck, Brown, Berchick, & Stewart, 1990).

In the early 1990s suicide treatment theories became more prevalent and more
complicated, often including more than one contributing factor. For example, Marsha
Linehan introduced a cognitive-behavioral model for borderline personality disorder
suicide that includes sociological, psychological and biological elementh@n, 1993).
Linehan’s model focuses on the inability of people to tolerate negative entsitien.
suggests that people respond to this negative emotion in a variety of ways, and some
people choose cutting behavior and/or suicide attempts. Furthermore, bidlacficed,
such as a family predisposition to depression, and/or exposure to trauma, such as
childhood abuse, contribute to suicidal thoughts and behavior. Linehan proposed that
these biological and experiential factors can interfere with the devehbing person’s
ability to manage negative emotion. To help manage the emotional disi@yofat
people who suffer from borderline personality disorder and/or suicidality, Linehan

developed Dialectical Behavior Therapy (DBT). This treatment approachefoons
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substituting new and healthy behaviors, like calling a friend to help manageseegat
emotions, in place of the old and unhealthy behaviors, like cutting or attempting suicide.

These psychological, cognitive (cognitive-behavioral), and biological #seofi
suicide use different words that have overlapping meaningp$ikehachghopelessness
escapeanddisregulation But little specificity has been offered toward what is
contributing to these feelings and needs. Most recently, Thomas Joiner (2005) has
developed a suicide theory that integrates sociological, psychological anddablogi
elements. His theory of suicide suggests that the acquired ability to ehatsét-
injury combined with ‘perceived burdensomeness’ (having the perception of burdening
others) and ‘failed belongingness’ (having the perception of being excluddgbiare
essential elements of someone at highest risk for completed suicide, (400
Perceived burdensomeness and failed belongingness are more specific pgalholog
experiences of people that contribute to the emotional pain a person experiences.
Behaviorally, Joiner’s theory suggests that a person needs to progressivklypaailthe
idea of actually inflicting self-harm, a new proposition in suicide theory. Aufdilly,
Joiner emphasizes the role of genetics and neurobiology in suicidal behavior. In his book,
“Why People Die by Suicide,” (2005) he summarizes how twin, adoption and family
studies have revealed a clear link between genetics and suicidal behavigrimary
emphasis on the serotonin system.

Summary

Suicide theory, and accompanying models of treatment (i.e. DBT), has become

more specific in its understanding of risk factors and more inclusive of biopsygailoso

elements. A common thread that suicide theorists agree on is that suicide is often
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triggered by emotional pain (i.e. psychache, hopelessness, escape, and negdatwmg. em
Theorists also agree that not all emotional pain results in suicidal thoughts winkseha
Therefore, theorists currently recognize the importance of understaadiogsfthat lead
someone who is experiencing emotional pain to consider or attempt suicidendtllis a

Ellis (2006) propose that it is the cognitive interpretation of a person’s probletis; B
(1996) suggests that it's the level of someone’s hopelessness; the theoonisiear

(1990) implies that an individual’s likelihood of becoming suicidal is based on how
powerful that emotional pain is and how much that person needs to escape it; and Joiner
(2005) adds the elements of acquired ability to enact self-injury, perceived
burdensomeness, and low belongingness.

This trend of both solidifying a common understanding of suicide and proposing
new ideas of how to understand the subtle individual differences of why some people
consider or attempt and some people do not has substantially increased suiardb.rese
However, as we can see from Chamberlain and Hall’s lengthy list of possiliatoots
for suicide presented at the beginning of this section, it is very difficult to fineet di
causal link between any one factor and suicide. Additionally, the history adesuici
theory development has exemplified the uncertainty of how sociological, psgata|
and biological factors contribute to suicide independently or collectively. The nex
section on risk and protective factors will highlight what research has found antyident
some of the gaps that remain to be filled.

Factors that Influence Suicide
To better prevent suicide, we need to learn more about what contributes to a

person considering, attempting and/or completing suicide. What is it about merak®at
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them more likely than women to commit suicide, but less likely to consider opattem
suicide? What other risk or protective factors make a person more or lessdikely
consider suicide? How do we assess the risk of suicide, and what are the ddference
between risk factors, protective factors and warning signs? Responseg tantthesher
guestions will be addressed in this section on risk and protective factors.

During the 1990s as many as two-thirds of people that committed suicide visited a
physician in the month prior to their deaths (Vastag, 2001). Despite relatttlelpliblic
attention being given to thieissed opportunitgf physicians to prevent suicide, it
reinforces the question of what clues exist to identify individuals that are congide
planning suicide. More so than physicians, colleges have received public pressure to not
miss these opportunities to prevent students from killing themselves, and whilketlyat
has been a primary contributing factor to lower suicide rates for college stuslanide
continues to occur at unacceptable levels (Pavela, 2006b). As suicide research has
evolved in its attempt to answer the questions of why people consider, attempt and
complete suicide, studies have started to explore individual risk factors amdgbe c
effects of multiple risk factors. An example is Thomas Joiner’s thdomgdr, 2005) that
proposes low belongingness, perceived burdensomeness, and the acquired ahdldl to e
lethal self-injury to be the most significant risk factors in predictingidei But that is
just one of several theories and three of many risk factors. In addition to demographi
characteristics like age, culture and gender, research has becomengtyegscific in
the understanding of risk and protective factors that contribute to someone cogsideri
attempting or completing suicide. The reality is that there has been abursganthe

studying the significance of individual risk factors like, academic conclemsliness,
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relationships, hopelessness (Chioqueta & Stiles, 2005; Heisel, Flett, & HO0E;
Hirsch, 2004), helplessness, legal problems, depression, family problems (Brawn e
2000; Gencoz & Or, 2006), and past abuse (Bryant & Range, 1995; Garcia, Adams,
Friedman, & East, 2002; Thakkar, Gutierrez, Kuczen, & McCanne, 2000) to name a few.
In fact, over 70 suicide risk factors have been identified, making risk assg¢ssme
prioritization important and challenging (Joiner, 2005). Additional researciheipl
clarify the significance of different contributing factors to suicidaatae and suicide
attempts, and understanding more about risk and protective factors will help prevent a
effectively respond to college student suicidal thoughts and behaviors.

The study of risk factors is complicated by how they may differ from onereult
or subgroup to another. For example, researchers have studied individual risk factors in
conjunction with racial and cultural subgroups within the United States (Harris &
Molock, 2000; Kimbrough, Molock, & Walton, 1996; Marion & Range, 2003; Westefeld,
Maples, Buford, & Taylor, 2001) and world (Heisel & Fuse, 1999; Labelle &aace,
2003). Another complicating factor is that there are different subgroups of riskstac
Some risk factors represent individual traits, like gender or age, and sthactors
represent the state of an individual, like whether the person has a depressed mood or is
anxious (Kisch et al., 2005). For example, being a male college student)(ia trait
considered a risk factor, because men in college have been shown to commit santide fr
2.5 to 5 times as often as women (Schwartz, 2006b; Silverman et al., 1997). The goal
and challenge for colleges is to find ways to create, categorize and peithngi
multitude of suicide risk and protective factors on individual and institutiondkleva

manner that leads to effective prevention and intervention strategies.
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This section will begin by defining terms related to suicidal risk, then highlig
models of risk and protective factors for the general population. Next, the spiskifi
and protective factors of college students will be addressed. The sectiooneilide
with information about how prevention efforts have benefitted from what we know about
risk factors, warning signs and protective factors.

Definition of terms

To better understand suicide, researchers have developed three constructs to
describe a person’s vulnerability and resiliency to suicide: 1) protdatt@s, 2) risk
factors, and 3) warning signs. This section will define each of these arsstru
identifying how they are different and how they overlap.

Protective factors are constructs that contribute to a person’s restisverel
suicide. Fergusson, Beautrais and Horwood (2003) described protective factors as
“positive factors that mitigate risk of suicidal behavior” (p. 62) and Westé2806)
defines them as “adaptive characteristics that may inhibit suicidal behgnvioB4).
Family connectedness and social support are both examples of protective bectause
they have been shown to decrease the likelihood of suicidal thoughts and behavior.
(Fergusson, Beautrais, & Horwood, 2003).

Risk factors, on the other hand, reflect a person’s vulnerability to suicide and are
defined in an inverse manner to protective factors, namely as any empsigaplorted
factors correlated with increased suicidality (Hendin et al., 2001; Vé&betfal., 2006).
For example, being a man, having a psychiatric diagnosis, and having a past suicide
attempt, are all factors that increase the risk of suicide (Beautrais, 20fd&)ent risk

factors are more or less correlated with suicidality, and researcisertbeéehe strength
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of the correlation between a risk factor and suicide using an odds ratio (OR). AraOR is
measure of how much more likely someone with a certain risk factor is to commit
suicide. For example, in one study the OR for students who had dropped out of school
committing suicide was 5.1 (Beautrais, 2000). This means that the likelihood of students
committing suicide was 5.1 times higher for students who dropped out of school than
students who did not.

Risk and protective factors have contributed to helping researchers andrddinicia
identify characteristics of people that make them more or less likely sodeopattempt
or complete suicide, but assessing those factors in a person does not maki@ysuicida
very predictable. For example, many people positively endorse at leastlofaetor of
suicide at some point in their lives, but most people do not commit, attempt or even
consider suicide. Conversely, someone who possesses one or more protective factors
should not lead to the conclusion that that person is not vulnerable to suicide. While these
constructs identify characteristics that contribute to a person’s vulneraliliésiliency
to suicide, they are not time limited and therefore do not directly indicatenentirisk
of suicidal behavior (Rudd et al., 2006).

To address some of the descriptive limits of risk and protective factors, the
construct ofwarning signshas been introduced. Rudd and colleagues (2006) define
warning signs as “the earliest detectable sign that indicates heaghtsk for suicide in
the near-term (i.e. within minutes, hours, or days). A warning sign refers tofeature
of the developing outcome of interest (suicide) rather than to a distinct corstguct
risk factor) that predicts or may be casually related to suicide” (p. 258nies of

warning signs for suicide include thoughts of suicide, decreased academic or work
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performance, and sudden changes in personality, behavior, eating, or sleeping patte
(Rudd et al., 2006). Warning signs are reflective of the current state of an individual
differentiating them from risk factors which are often past experienkedding the
victim of childhood trauma, or innate characteristics, like having a familgriisf
suicide. The relationship between warning signs and suicidal behavior is proxirea$ ver
the distal relationship between risk factors and suicide. This typiclibgtehow
imminent the risk is for that person, with warning signs suggesting a nearis&rand
risk factors suggesting a longer-term risk. As a result, there argeaniamber of people
who have elevated suicide risk factors, but do not complete suicide, at least moeanyti
in the foreseeable future. Warning signs provide a helpful way to shift from endsking r
factors that are less likely to result in an immediate suicidal behavior tdadsigns that
signal the likelihood of a more immediate and imminent risk of a suicidal behawior. Al
three of the factors studied in this paper are best described as risk oniyedéatdrs of
suicide versus warning signs, because individual and institutional seculariwi] as w
involvement in campus activities, all have a distal relationship with suicidality
Limitations of Risk/Protective Factor Research

Annette Beautrais (2000), in a review of literature on risk and protectivedaftor
suicide from 1980 to 2000, identified several methodological limitations. One limitation
was that most studies were based on selected clinical samples, so apgyindihgs of
these studies to different clinical populations or the general population could be
misleading. Secondly, many of the studies failed to compare suicidal and nioialsuic
subjects, frequently only looking at risk factors for people who committed, aéerapt

completed suicide. A third limitation was the relative absence of longituduthést As
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previously discussed, risk factors are not time limited, like warning signs, so
nonlongitudinal research only captures a snap shot of risk factors for individualisigmis
how the accumulation of risk and preventative factors over time may correlate wit
person’s level of suicidality. Finally, a large number of the studies failedkéointo

account key methodological issues related to confounding factors, sample selestion bia
and measurement error. It is noteworthy, that despite these methodologitsalthere is
good convergence of findings across studies on risk and protective factors. However,
complementing the findings of Beautrais (2000), other research has sughatteal t
effectively study and validate suicide risk factors, samples need to behang a

prospective study design, and allow for long-term follow-up (Brown et al., 2000).

Models of Risk/Protective Factors:

In the consideration of risk and protective factors, researchers have suggaisted t
it is essential to view the process of one becoming suicidal as typiealitienary, with
risk and protective factors having an ongoing contribution to a person’s vulnerability t
suicide as they go through life. Specifically, research has shown that negatjvkfe
experiences can predict the likelihood of suicidality later in one’s life, litde
experiences can reinforce risk factors that already exist with peagi@ratective
factors can temper suicide risk (Beautrais, 2003; Fergusson et al., 2003).

To help understand and organize the research on individual risk factors of suicide
throughout an individual’s lifetime, more complex and systematic models of riskSac
have been proposed (Beautrais, 2003; Fergusson et al., 2003). The two models reviewed
in this section focus on ‘youth suicide’, which both authors acknowledge could more

accurately be viewed as ‘young adulthood suicide’, because, despite measuring
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suicidality throughout adolescence and into young adulthood, a vast majority of suicide
deaths occurred between the ages of 20-24 .

In the first model, Fergusson (2003) suggested that risk for youth suicide is best
explained by “an accumulative risk model in which social disadvantage, childhood
adversity, mental health problems, personality factors and exposure to streggedombi
influence risk” (p. 61). More broadly, this model highlights the significant contabutf
five risk factor domains: 1) social background factors, 2) family factors ardhobt
environment, 3) personality and individual factors, 4) mental health factors, and 5)
stressful life events and circumstances (Fergusson et al., 2003). Théhstfeng
Fergusson’s model is that it was based on a 21 year longitudinal study that led to the
development of a life course model of the etiology of suicidal behavior. However, even
though his research was based on an extensive review of youth suicide literature, his
model represents findings from a single longitudinal study based on data from individuals
in New Zealand, so there is some question of applicability to the United Statesalgspe
to college students in the United States.

Annette Beautrais (2003) also developed a model of factors that contribute to the
development of suicidal behaviors in young people. Her model was created frobak gl
review of the literature, and is more likely applicable to the United Stategeatudent
population because it reviewed literature from all English speaking couftiesix
domains of the Beautrais model are: a) genetic and biological factorgjdl)esal
demographic factors, c) childhood adversity, d) personality traits and cogtities, €)
exposure to stress and adversity, and f) psychiatric morbidity (Beautrais, 26@2)n

be seen from Table 1 five of the six domains from Beautrais’ model are congigkent



44

Fergusson’s model, leaving only genetic and biological factors unique to iBeautr

model. However, Beautrais’ model categorizes the domains of suicide rigksfantd

two levels. She proposes that all six domains can independently contribute to suicidal
ideation, attempts and completed suicide, but specifies that factors fromstHeui

exogenous domains (signified with *** in Table 1) contribute to factors fronfegtawo
proximal domains (signified with **" in Table 1). This section will explain thamains

of Beautrais’ model, and give examples of risk factors in each of those domairspfsom
which Fergusson used to develop his model. The first four domains, described below, are
comprised of exogenous suicide risk factors.

Table 1: Comparing Models of Suicide Risk Factors

Models
(Beautrais, 2003) (Fergusson et al., 2000)
*Genetic and biological factors
*Social and demographic factors Social background factors
*Childhood adversity Family factors and childhood

environment

*Personality traits and cognitive styles Personality and individualeract
**Exposure to stress and adversity Stressful life events
**Mental health factors Mental health factors

Taken from (Beautrais, 2003) and (Fergusson et al., 2000)
* - proximal domains

** - exogenous domains
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Genetic and Biological Factors

A family history of suicidal behavior is a strong predictor of suicidal behavior
young people. This has been studied using twin design studies and marker genes. Twin
studies have revealed levels of heritability in which up to 45% of the varianceinasui
behavior may be explained by genetics (Statham et al., 1998). Marker geee bawd
focused primarily on the serotenergic system, but many of these studiesht/bs
replicated. It still remains to be concluded whether a genetic basis fatadityoexists or
if suicidality is a result of inheritance of psychiatric disorders, reiifgrits exogenous
relationship with suicidal thoughts and behavior (Beautrais, 2003).
Social and Demographic Factors

Higher suicide rates exist for individuals from socially disadvantaged
backgrounds evidenced by low socioeconomic status, limited educational aclmgveme
low income, and poverty (Beautrais, 2003). Mental health and family functioning have
also been found to play a mediating role in these education and income factors
(Fergusson et al., 2000).
Childhood Adversity

Instead of lumping family factors and childhood environment, like Fergusson
(2000), Beautrais reviewed a large number of studies linking suicidal behavior with
childhood adversity (Beautrais, 2003). Included in this list of specific adversitidied
are: parental separation and divorce (Fergusson et al., 2003), parental psychopatholog
parental or family discord, history of physical and/or sexual abuse duringatuldand

impaired or neglected parenting (Beautrais, 2003). Additional research has been
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suggested on the nature and frequency of adversity and how that impacts levels of
suicidality later in life (Wagner, 1997).
Personality Traits and Cognitive Styles

High scores on measures of neuroticism, hopelessness, introversion, impulsivity,
low self-esteem, novelty seeking, restlessness, and risk taking haeermltorrelated
with higher rates of suicidality (Fergusson et al., 2000). These persorsitgyhtave
been hypothesized to be linked with suicide in two possible ways. First, they may be
symptoms of a psychiatric disorder, like depression, which, as will be described isel
a mental health factor that Beautrais proposes to have a proximal influenceidal suic
behavior. Second, personality traits may have an impact on how an individual reacts
when exposed to a psychosocial stressor, a factor in the other domain that Beautrais
proposed to have a proximal influence on suicide. For example, a person with high
impulsivity may respond differently to an unexpected relationship loss than a person who
has a lower level of impulsivity (Beautrais, 2003). The final two domains of isbréa
are proximal.
Exposure to Stress and Adversity

In the example just given, the unexpected loss of a relationship is an example of
exposure to stress or adversity. Psychological autopsy studies haveddkaatwo-
thirds of suicides have had stressful life events affiliated with the suicedri(iis,
2003). Research on exposure to stress, adversity or discrimination has been focused on
three main areas: 1) adverse or stressful life events, 2) unemploymeB},sexdal

orientation.
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Adverse or stressful life events have been parceled into two classes, agmely
interpersonal losses and conflicts, and 2) legal, forensic, or disciplinaeg.cExamples
of interpersonal losses include bereavement and conflict with family, frienmdstoers,
and an example of legal, forensic or disciplinary crises is being in troulbl¢hgipolice.

A higher number and intensity of stressors has also been suggested to be positively
correlated with suicidal behavior in young people (Beautrais, 2003).

Regarding the other two main areas of this domain, unemployment and sexual
orientation, research results have been suggestive but not conclusive. Théaorrela
between unemployment and suicide has been suggested to be spurious, with research
suggesting unemployment and increased risk of suicide being the result of other
disadvantageous factors, like a depressed mood (Fergusson et al., 2001). Individuals who
identify as gay, lesbian or bisexual have been shown to have higher rates ofisuiicida
several studies, but not all. Additionally, the impact of moderating variables like
sampling, recruitment and age has been suggested to need further exploration before
conclusions can be drawn (Doolin, 2009).

Mental Health Factors

As discussed above, mood disorders, substance use disorders, antisocial behaviors
and anxiety disorders all are linked with suicidal behavior in young people (&saut
2003). Since a lot of these disorders begin in young adult years, it is particularly
important to acknowledge their contribution to suicidality for college students, and thi

will be discussed in the next section.
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Risk Factors for College Students

To understand college student suicide risk factors, it is helpful to use a multilevel
model, like Beautrais’ (2003). While depression has been identified as the mostrtomm
emotional state that has a clear link with college student suicide (Kiath2205), the
amount that varying exogenous factors contribute to that depressed siaseciear. For
example, in a study done by Westefeld (2005), 100% of college students who attempted
suicide identified school stress, relationship issues, family problems, depreswi
hopelessness as reasons for attempting suicide; and anxiety, financiahgrabtesocial
isolation were endorsed by a vast majority of attempters. That seatysbution is
focused on understanding the correlation of college students’ emotions (i.e. depression,
hopelessness, and anxiety) and situations (school stress, relationship isslyes, fam
problems, financial problems, and social isolation) with suicide attempts, butdaslea
guestions about whether emotions contributed to situations (ex. Does a student’s
depressed mood lead to relationship issues?) or vice versa (i.e. Do relationship issue
contribute to a student’s depressed mood?), and the likelihood that each of these might
lead to suicidality. Additionally, the large number of depressed students that never
consider or attempt suicide also makes the link between depression and suicgfality le
clear. To review the literature around both of these areas for college stutensection
will first explore proximal risk factors, like depression, that predict gellgtudent
suicidality, and then address exogenous risk factors that contribute to theseaproxi

factors, but may also have a direct link to suicide.
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Proximal factors that contribute to college student suicidality

Research has found that feeling depressed, helpless, hopeless, and lonely is not
uncommon for college students, and these emotional states are often linked egé coll
student suicidality (Brown et al., 2000; Stephenson et al., 2006; Westefeld & Furr, 1987).
However, it has been difficult to predict suicide based on any of these emotiorgl state
because correlations between any of them and suicide are relativeRologxample,
one study found that 81% of college students experienced depression at some point in
their college experience (Westefeld & Furr, 1987). However, in this saag snly
30% of students considered suicide and only 1% attempted suicide. Of the 1% who
attempted, they almost unanimously reported feeling hopelessness, helplessness
loneliness, and depression. In research done using the results of the 2000 NCHA survey,
Kisch (2005) explored how much students experienced various emotional states, and the
amount these emotional states predicted suicidality. It was found that a fregbentage
of students felt “hopeless” than students who felt “so depressed that they founduttdiff
to function.” However, students that found themselves so depressed that they found it
difficult to function were much more likely to have suicidal thoughts and actions. One
third of students who felt so depressed they found it difficult to function seriously
considered suicide, and less than one-quarter of students who felt hopeless on three or
more occasions reported seriously considering suicide. Conversely, whieofrthe
students who reported feeling depressed did not consider or attempt suicide, lhlmost a
students who considered or attempted suicidal reported feeling so depressedilihey
not function on at least one occasion during the last 12 months (94.9%). Maybe even

more telling is that 78.3% of students who considered or attempted suicide reported
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feeling so depressed they could not function on three or more occasions. These results
clearly identify this factor (feeling so depressed that it was difftouiinction, especially
multiple times) as a serious suicide warning sign and a strong predictocidegiisch
et al., 2005). In addition to mood disorders, like depression, studies have identified risk
factors with a proximal relationship to suicide. Examples include: schizophrenia or
psychosis, substance abuse or dependence, and personality disorders, as we#las clinic
and demographic risk factors, like previous psychiatric treatment, previoigesuic
attempts, and a family history of mental disorder. Males, and persons who are
unemployed, widowed, or divorced also represent high risk groups. (Brown et al., 2000).
A greater likelihood of suicidal ideation was found in those from disturbed familigss, wi
more poorly educated mothers, with liberal political views, and with a prior history of
mental health treatment (Rudd, 1989). Additionally, one study found social problem
solving to be a more useful predictor of suicide potential than hopelessness (Chang,
1998).
Exogenous factors that contribute to depression and suicidality

Other studies have shown a relationship between various factors and college
student suicide, but also leave the question of whether the measured chacasterist
directly linked with suicidality, or if the characteristic measurethleed with depression
that leads to suicidality. Three studies will be reviewed to explore th@nslaip
between these factors, depression and suicidality. One study by Westefeld (1987) ha
participants who experienced depression endorse any of a long list of contribatorg f
(e.g. ‘money problems, legal problems, helplessness, etc.). In this sama stodlar

format was used to assess contributing factors to suicidality. Results sthaitv8d% of
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college students experienced “depression” while in college, and contributiogsfac
included: grade problems; relationship problems; loneliness, and money problems. In a
ten-year follow-up study by Furr et al. (2001) the factors that contributtddent
depression and suicidality were again explored. The most endorsed contribubngttac
depression included: grade problems (53%), loneliness (51%), money problems (50%),
and relationship problems with boyfriend/girlfriend (48%). The most endorsed
contributing factors to suicidal ideation or behavior were quite different andieutl
hopelessness (49%), loneliness (47%) and helplessness (37%) (Furr et al., 20012). Table
provides the results of these two studies. As can be seen, a much larger peofentage
students reported depression in 1987 (81%) than in 2001 (53%). A large difference was
also found in suicidal ideation and behavior, with 32% reporting suicidal
ideation/behavior in 1987 and 8.5% in 2001.

Table 2: Contributing Factors to Depression, Suicidal Ideation and Suicidali@eha

Depression Suicidal

Ideation/Behavior
Year 1987 2001 1987 2001
(percentage of (81%) (53%) (32%) (8.5%)
depression/suicidality)
Grade problems 57% 53% 24% N/A*
Relationship problems with 53% 48% 30% 27%
boyfriend/qgirlfriend
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Loneliness 47% 51% 47% 47%
Money problems 43% 50% 14% 26%
Hopelessness N/A* 26% 38% 49%
General, undefined depression 32% 26%
Parental Problems N/A* 25% 22% 20%
Helplessness N/A* 17% 27% 37%

* — reflects results that were not given in publication (N/A), because theyneeamong
the top contributing factors to depression or suicidal ideation/behavior
Table results taken from (Furr et al., 2001) and (Westefeld & Furr, 1987)

The four most common factors that were found to contribute to college student
depression in 1987 remained in 2001 (grade problems, relationship problems with
boyfriend/girlfriend, loneliness, and money problems). Regarding factors theaboted
to suicide, there was less consistency between the findings. While lonehdess a
hopelessness were the most endorsed contributing factors, loneliness stayeehtasist
47%, but hopelessness rose from 38% in 1987 to 49% in 2001. Additionally, helplessness
was a contributing factor that rose from 27% in 1987 to 37% in 2001.

While Furr (2001) did not propose explanations for these differences, results
suggest that hopelessness and helplessness are factors that are beconiinkeahovich
suicidality and should be researched further. Also noteworthy is that “gemsgcified
depression” was not the most reported factor linked with suicidality, as it hasdoeel

to be in other data (e.g. (Kisch et al., 2005). The authors did not directly address this, but
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a couple of possible explanations exist. First, depression was an independent variable
being studied, so the focus on it might have diffused some of the significance of it for
respondents. Secondly, the way it was labeled (general, unspecified depresgidn) mi
have led to some confusion about whether or not their mood fit that definition.

Data from the national study used for this dissertation measured many aifitbe s
variables as the studies by Furr et al. (2001) and Westefeld (1987) and is daniewe
Drum et al. (2009). Findings revealed that the three factors most related tstude
suicidal ideation were: 1) wanting relief from emotional or physical paiptd)jlems
with romantic relationships, and 3) the desire to end one’s life. Additionally,yfamil
problems, problems with friends, and problems with academics were situatidoed fac
that were often rated as having a large impact on suicidal ideation. Emgtidealihgs
of sadness, loneliness, and hopelessness were most frequently endorsed as ma®ds colleg
students experienced during periods of suicidal ideation (Drum et al., 2009).

Other examples of exogenous factors related to suicide are in the areasabf se
and physical victimization, substance abuse, sexual orientation, and ethnieitstuldy
by Stevenson (2006), women’s experience of sexual victimization and men’seagper
of being physically assaulted were both predictive of suicide. Other shaliegevealed
relationships between suicidality and being in an emotionally abusive relapidissch
et al., 2005), suffering from unspecified relationship problems (Meilman, Pattis, &
KrausZeilmann, 1994) and being in a fight (Stephenson et al., 2006). Regarding
substance use/abuse, chronic alcohol consumption by women in last 30 days has been
found to predict suicidal ideation (Stephenson et al., 2006). Also, the NCHRBS found

that of the 10% of students that had seriously considered suicide during the last 12
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months, those students were also at increased odds of using tobacco, alcohol and illegal
drugs (Barrios, Everett, Simon, & Brener, 2000). Another study found a similar link
between drug and alcohol consumption and increase suicidality, and identified that
substance use often exacerbated depressive states (Brener et al., 1998indrReganal
orientation, the study by Kisch (2005), using the 2000 NCHA survey, found that being
gay, lesbian, transgender, or bisexual increased the likelihood of being suicidal by

factor of 2.6. In that same study, Asian college students were found to be 1.59 times mor
likely than Caucasians to seriously consider suicide (Kisch et al., 2005).

In summary, research suggests that the proximal risk factors most connitleted w
college student suicidal ideation and behavior are depression, loneliness, hopelessnes
and helplessness (Furr et al., 2001; Kisch et al., 2005). Additionally, there are an
abundance of exogenous risk factors that have also been shown to have a relationship
with suicidality. However, the impact that exogenous factors have on proxatats
and suicidality remains unclear and needs further study. Consequently,stlsgeral to
suggest that helping college students identify methods to reduce exogenous andlproxi
factors would also reduce the likelihood of suicide. That is where protectivesfaotoe
into play.

Protective Factors

Compared to risk factors, not nearly as much research has been done about factors
that mitigate risk factors, namebyotective factorsResearchers have viewed and studied
protective factors in three ways. First, research has studied varialtldstimguish
suicidal and non-suicidal individuals by comparing individuals who have suicide risk
factors with individuals who do not. Second, variables that increase resilience toward

suicidality have been studied as protective factors. The third approach ofipeotactor
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research has been to study situational and environmental factors that [mevsoms
likelihood of becoming suicidal, and specific protective characteristics @geslhave
been identified. This section will explore each of these areas.

The first area of research on protective factors has focused on constrults/éhat
consistently been shown to distinguish suicidal individuals from non-suicidal individuals
In a study referenced earlier, the following factors were foundheremitigate or
exacerbate risks of suicidal behavior among depressed young peopldyafisimiy of
suicidal behavior, childhood sexual abuse, neuroticism, novelty-seeking, setf-emstee
peer affiliations (Fergusson et al., 2003). In other words, subjects who positively
endorsed these areas (e.g. no family history of suicidal behavior) were moré¢dikely
have resilience to suicide attempts, and subjects who negatively endorsed tese are
(e.g. had a family history of suicidal behavior) were less likely to attemgide. In
another study, five constructs were consistently shown to differentiatedmesweidal
and non-suicidal groups, and included impulsivity/aggression, depression, hopelessness,
anxiety, and self-consciousness/social disengagement (Conner, Dubeicteve)|C
Seidlitz, & Caine, 2001). As can be seen in both studies, most of these factors were
discussed as risk factors earlier in the chapter, highlighting that lacklobetese risk
factors often lead to a reduced likelihood of an individual becoming suicidal.

The second way researchers have studied protective factors is by lookimaf at w
makes an individual resilient to considering or attempting suicide, and is pyineailed
to the emotional stability and interpersonal skills of an individual. The list tifrkathat
have been shown to increase resiliency toward suicide include: adaptable temperame

internal locus of control; good self-esteem, self-image, self-confidendesedf-efficacy;
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good problems-solving skills; good social support and social networks; a good emotional
relationship with at least one person in the family; positive school experiendes; a
spiritual faith (Beautrais, 2003; Clum and Lerner, 1990; Dervic et al., 2004 SEI

Lamis, 2007). Interestingly, many of these protective factors have been shoust to e
cross-culturally (Borowsky et al., 2001; Colucci & Martin, 2007). As stated above, som
of these ‘resilience’ protective factors also can be viewed as a laclcafestsk factors

(e.g. good social support versus lack of social support). However, this avenseantine

is less focused on proximal suicide factors than the first and more focused on how
exogenous factors reduce suicide risk.

The third focus area for suicide protective factors is on situational and
environmental factors, many of which are related to college environmentefélest
(2006) suggested several suicide protective factors specifically fegedtudents:
reasons for living; social support; and no-harm contracts. Other literatsiiggested
several practical protective factors already exist on a majoritglieige campuses, likely
contributing to the lower rate of suicide on college campuses compared to the general
population. Examples include, more readily available no or low cost health and mental
health services on campus; a more supportive peer and mentor environment than is found
in the general community, campus prohibitions on availability of fireargisteti campus
monitoring of alcohol use; a clearer sense of purpose among college students; and the
relative freedom students enjoy from the daily hassles of living that occur in
nonacademic settings (Haas et al., 2003). While a majority of this reseaprulative,
some data has provided evidence that supports these claims, like the lower levels of

suicidality for married students compared to non-married students (Kisch28GH).
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Prevention Related to Risk and Protective Factors

To prevent suicide colleges need to make students more aware of mental health
services and get students who are suffering from mental health concerns lithkdtbge
services. One study found that only 26% of students were aware of servicddat@ila
help with suicide (Westefeld et al., 2005), while another found that less than 20% of
students reporting suicidal ideation or having attempted suicide were rededatrgent
(Kisch et al., 2005). The National Survey of Counseling Center Directors (20038)e@ve
that of the 160 students who reportedly committed suicide, only 31 were current or
former counseling center clients. Given that students are much more likdk/iotka
their peers about their suicidality than faculty or staff (Drum et al., 20093 kiésn
comprehensive communication about student services important.

Religion and Suicide

It has been discovered that adolescents and young adults who find the act of
ending one’s life acceptable are fourteen times more likely to make apidin t
themselves than those who do not have those beliefs (Joe, Romer, & Jamieson, 2007).
This statistic, and the proclamation of most religious faiths that suicidedsaptable,
provides an example of religion’s relationship with suicide, the focus of this sdttion.
will begin by sharing a brief historical review of religion’s redaship with suicide,
followed by information on suicide prevalence as it relates to religion. Méaié oél
then be shared regarding how religion functions as a protective factor askifactor
for suicide. Finally, the section will conclude by identifying limitationfolv we are

currently able to understand religion and suicide.
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History of Religion’s View of Suicide

Religion has been more or less involved in defining suicide as acceptable or not

for centuries. For example, in early Christianity, killing oneself was not coneld.
However, in the fourth century, Augustine, a Christian, defined killing oneself as a si
and a crime, and that belief was subsequently supported by others. For exampias Aqui
“condemned suicide for three reasons: 1) it was contrary to the sanctity, @) lit was a
trespass against the community, and 3) it was a sin against God.” (Chambélalin &
2000, p. 171) The term ‘suicide’ didn’t come into use until the middle of ledtury
(Chamberlain & Hall, 2000), likely coming from the Latin roots, but those roots are not
clear, and a single Latin word for suicide does not exist (Evans & Farpb200®). It

was not until the eighteenth and early nineteenth centuries that authocs d¢adebing
suicide as an illness and not a crime against God (Hume, 1929 (Original Work published
in 1783); Merian, 1763).

Historically, the acceptability of suicide has been complicated by gesccees
between church and state and the range of motivations for suicide. For examelis, aher
long history ofaltruistic suicide— a person giving up one’s life for the greater good of
others — and the accompanying debate about whether or not altruistic suicide should be
considered morally and/or legally acceptable (Stillion & McDowell, 198Xamples
are found in various cultural groups, including Eskimos, Crow Indians, and Samoans. In
these cultures, it is not uncommon for elders who felt their contributions to the tiibe ha
become outweighed by the burden of their care, so they would choose to end their life.

Less related to age, altruistic suicide has also occurred on the élaktlefi numerous
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wars. The other extreme of altruistic suicide is suicide bombings, ofteediasva
testament to one’s faith.
Religion and Suicide Prevalence

Research on how religion impacts suicide prevalence has happened
internationally, nationally and even at the college level. Overalliaiffiy with a
religious faith has been found to be negatively correlated with suicide reaesn(M
1984). Stack (1986) has made a related point that overall declining religiosity may
contribute to increased suicidal risk.

A study done in Ireland in 2003 compared national suicide rates with the results
of a national suicide study conducted the same year and revealed three fnidagg
(Clarke, Bannon, & Denihan, 2003). First, urban dwellers were less religious and had
lower rates of suicide than rural dwellers. Second, females had lower ratesidé and
were more religious in terms of practice and belief. Third, suicide levetshiginest in
the age group that was least religious. Similarly, a study in the Unites $@and a
strong correlation between an individual’s faith in God and that person’s moral ahgecti
to suicide (Ellison & Smith, 1991). In slightly different ways, both studies sutjugst
religious faith in God is positively correlated with a moral objection to deici

College students who are less committed to religion are more likely to conside
suicide, and the stronger the religious commitment (measured by freqpfestayrch
attendance and reported strength of attachment) the less likely they ansittec
suicide as morally acceptable for other people or themselves (Minear &, BAg&l). Of
students who affirmed a religious commitment, Catholics were least suppmirvieide

as an option, Jewish the most, and Protestants in between. In another study, 35% of
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nonreligious respondents viewed suicide as morally acceptable, versus 14 percent of
Protestants and 13 percent of Catholics (Shagle & Barber, 1995). Conversely, students
who identified themselves as atheist or agnostic had the most liberal and accepting
attitudes toward suicide (Minear & Brush, 1981)

Religion’s Relation to Protective Factors

Most suicide prevalence literature supports religion as a protective fact
suicidality. So, the next question becomes ‘What is it about religion that makes it a
protective factor?’ Authors have found varying mediators between religion amkesuic
Culture has been shown to influence suicidal behavior (Lester, 1997a; Lester, 1997h),
suggesting that some cultures (and their accompanying spiritual/relizpbefs) are
more or less open to the acceptability of suicidality. Other authors have found more
specific links between religion and social well-being, citing the potentiafiteoé
religion as a coping mechanism for life difficulties like drug abuse, divorgsjqai
iliness, depression and suicide (Exline et al., 2000). Finally, another study fourld socia
support to be a major function of religious involvement for many people (Ellison &
George, 1994).

One study of depressed inpatients explored the link between religiousiaffiliat
and suicide in a slightly different manner. Instead of asking what it is addmibmn that
makes it a protective factor, the study explomdut it is about religious people that
reinforces protective factors®nd what it is about non-religious people that reinforces
risk factors(Dervic et al., 2004)? One of the findings was that religious affiliation may
affect suicidal behavior by lowering aggression levels. Additionally, ubmd@easons

for Living Inventory to measure level of moral objection to suicide, moral bbpetmn
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suicide was found to be positively correlated with religious affiliation. Rewpb did
not affiliate with a religious faith were found to be younger, less oftenedaftess often
had children, and had less contact with family members. They perceived feswrsea
for living — particularly less moral objection to suicide. Religiously unatéli subjects
had more lifetime impulsivity, aggression, and past substance abuse, but noadiffaren
religious affiliation was found in measures of depression, hopelessness, duldifess
events. Overall, the authors suggest two factors that are possibly influencimegétizve
relationship between religion and suicide: 1) integrative benefits of conneating w
others, and/or 2) moral imperatives of religious belief (Dervic et al., 2004).

In a study exploring how different levels of religiosity relate toideicorthodoxy
emerged as the only religious variable that related to perceived risk afes(Grieening
& Stoppelbein, 2002). The negative correlation between orthodoxy and suicide was not
surprising, but not finding a similar link between intrinsic religiosity (imdizing
religious beliefs) and suicide was unexpected. The only explanation offeréedger t
results was that the average age for the adolescents in this study wasai$ @ld; and
that age may have impacted their spiritual development and accompanymgjantri
religiosity.

Religion’s Relation to Risk Factors

While religious affiliation has been found to be a protective factor for suswhee
research has also found religion to be a suicide risk factor. One clear example
apocalyptic suicide — “mass suicides among members of religious cultika(03, p
231). Examples of these include the Jonestown People’s Temple, the Branch Davidians,

and Heaven's Gate. Efforts to understand these mass suicides have focused on
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personality characteristics of the leaders and the members (Spilka, 2008)eG¢iaech
exploring how religious affiliation serves as a risk factor has studiedtbgamal
impact of changing religious values. One study looked at how Christian and Pagan
missionaries have worked among Native American people to convert them to their
respective belief systems (EchoHawk, 1997). Following conversion of some Native
Americans to Christianity or Paganism, the resulting dissonance among Nisigrecan
people, seen in examples like marital conflict and lack of acceptance of otbatedc
widespread conflict, and sometimes emotional instability. Suicidalityre mccepted in
Native American spirituality, so this was proposed by the authors as @ \aegltwith
some of the conflict and dissonance. Another study, which was focused on college
students, indicated that, regardless of religiosity levels or the degree foircfmuand in
religion, religious strain was found to be associated with greater depressl
suicidality (Exline et al., 2000). Specifically, with students, suicidaléyg &ssociated
with religious fear and guilt, especially in situations where an unforgivableas
committed.
Limitations of Research on Suicide and Religion

Religion has been seen as a protective factor for suicide for decades, if not
centuries. However, with an increased understanding of suicide risk and protective
factors has come a more critical evaluation of those risk and protectigesfdwt serve
as moderating variables for suicidality. For example, research hasars&odag case for
social support as a significant moderating variable of religious involvememizfioy
people (Ellison & George, 1994), but understanding the way sociocultural factors

influence suicide is limited (Leach, 2006).
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Research studies have measured ‘religious affiliation’ in varyingwaysome
studies it has been measured continuously via strength of affiliation (Byrdétt &
Moulton, 2005); in others it has been measured via church attendance (Burdette et al.,
2005); or via an endorsement of faith affiliation (Drum et al., 2009) . In addition to the
inconsistency of methods of acquiring this data, it is also noteworthy thiafearilumber
of significant research studies on college student suicide have either not included
religious affiliation as a variable or not reported it in the results (Brewal., 2000;

Kisch et al., 2005; Rudd, 1989; Schwartz, 2006a).
Campus Activity Involvement and Suicidality

In addition to social support being a major factor in the relationship between
religious involvement and suicidality (C. G. Ellison & George, 1994), the link batwee
social support and activity involvement has also been shown to be an independent
variable linked to suicidality (Greening & Stoppelbein, 2002; Mazza & Eggert, 2001).
Previous research has shown that when social support was increased in prevention
interventions, levels of depression and suicide risk behaviors decreased (Eggert,
Thompson, Herting, & Nicholas, 1995). However, this is one of few studies that has
explored this relationship, and no prior research was found that studied the impact of
social support for college students using activity involvement as a measunéc&pec
the current study will explore the relationship between participation in caactivigies
and suicidality.

In the study by Mazza and Eggert (2001) high school students were studied to see
how suicidality correlated with activity involvement. The study comparedlyweetivity

levels among four groups of high-risk and typical high school students: 1) potential
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dropouts at suicide risk, 2) typical youth at suicide risk, 3) potential dropouts not at
suicide risk, and 4) typical youth not at suicide risk. Results showed that students who
were at risk for suicide, regardless of dropout status, engaged in more satitatigs,

like watching TV, being alone, or having nothing to do, than students who were not at
risk for suicide. This finding concerned the authors because solitary astaig difficult

to identify in high school students. For college students, solitary activities wiellgbe

at least as difficult to identify, because college students have more of atuogydo
isolate. One surprising finding from the study was that students who were bathfat ri
suicidal behavior and school dropout reported significantly higher levels of social
activity.

Greening and Stoppelbein (2002) studied social support and also found a
significant negative relationship between that and suicidality. Howevemehsure of
social support used for the study included two scales that assessed for peugpoed s
from friends and family. The scales did not include a direct measure of supportthroug
activity involvement. Results of this study revealed that suicide risk wasicagiy
lower with perceived family support, but not with perceived friend support, and the
authors speculated that family might provide a more stable and effective sdur
support.

The importance of social support regarding suicidality is also highlighted in
Thomas Joiner’s theory of suicide (2005). The three necessary charasténistiJoiner
believes contribute to suicide are perceived burdensomeness, failed belongingness, and
the ability to enact lethal self-injury. Two of these characteristicseped

burdensomeness and failed belongingness, are directly related to an indiviéeal for
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social support. Perceived burdensomeness reflects a belief that a pexssieisce is
more of a negative contribution to others than a positive. Failed belongingness is a
perception about not having adequate social connections and lacking hope for
strengthening one’s social connections. For this study involvement in campusesasvit
proposed to represent social connectedness.
Institutional Secularity and Suicidality

While the above section on campus activity involvement explored the relationship
between suicidality and an individual’s participation in an activity on the cantpsis, t
section will explore research about the relationship between the secularitaoipus
and student suicidality. This relationship between institutional seculadtgwaaoidal
ideation and attempts also has a limited body of related previous researcktathof
studied high school aged students.

One suicide study comparing public and parochial high schools came the closest
to paralleling hypotheses of the current paper, exploring student suicidedgyata
secular vs non-secular high schools. The study compared the attitudes towdedaguic
public high school students to parochial high school students (Greening & Dollinger,
1993). Students at parochial schools were found to have lower perceived risk of suicide.
From these results, the authors suggested that ties to a religious commaynity
influence perceptions and attitudes about suicide. The religious affiliation ohttwaes
not assessed.

Three other studies focused on the impact of school relations, namely how
positive or negative the school climate was for students (e.g. enjoyment of sutha@ol a

perception of supportive relationships with teachers). Two of the studies found a #ack of
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positive school climate to contribute to increased suicidality in students (K&zeis,

& Davies, 1991, Perkins & Hartless, 2002). The third study found that when boys who
had attempted suicide were struggling in their relationships with thes, gafool
relationships augmented the positive effects of their relationship with thenmtpgKidd

et al., 2006). In other words, positive relationships with parents and schools served as a
protective factor against suicide for boys who were struggling in theirarséips with

peers.
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CHAPTER 3: METHOD
National Study and Survey

This study utilized a subset of archival data from the Study on the Nature of
College Student Suicidal Behavior conducted by the National Research Consortium of
Counseling Centers in Higher Education. The title of the 2005 research study was
Suicidal Thoughts and Behavior among Undergraduate and Graduate Students in the
United Statesind was conducted by Dr. Chris Brownson, Dr. David Drum, and Dr.
Shanna Smith at the University of Texas — Austin. In this chapter an overview of the
National Study and National Survey will be given, followed by a description of thetsubs
of data and participants utilized in this study. The methods used to analyzéathgllda
also be briefly discussed.

Description of the National Study

This section highlights the goals, instrument, format, procedure, and parscipant
of the National Study. For a more thorough description of the study, seedheches
proposal in Appendix A.
Study Goals

The National Study addressed three goals. The first goal was to bettestander
students’ experiences during a suicidal crisis. This information was intemdedle
institutions toward more effective prevention and response for studentsgated
proceeding along the continuum of suicidality. The second goal of the study leasnt
more about students’ help seeking behavior. These results were intended to help colleges
identify students in crisis, and develop prevention programs that effectively heseh t

students. The third goal of the study was to gain a better understanding of the
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psychological and situational factors associated with suicidal ideatiortantpts. This
goal was intended to identify typologies of students in these crises, and subsequently
develop more effective procedures that counseling centers could use to meetitige vary
needs of college students.

The research proposal (see Appendix A) cited the rationale for study ass® mea
of “seeking detailed information about thature, courseandsubjective experienad
college students’ suicidal crises” (p. 2 — research proposal). The regsaatso
identified the lack of direction research has provided counseling centers in me\at
early intervention efforts offered to at-risk college students who are dmgnsenter
clients. The proposed sampling for the study (i.e. over 100 higher education institutions
with a combined enrollment of nearly 2 million students) was also intended to improve
the understanding of psychological and social factors that surround suicidabsguti
college campuses.

Instrument

The instrument used to collect data for the National Survey was desiged by
Chris Brownson, in conjunction with Dr. David Drum and Dr. Shanna Smith. Items on
the questionnaire were reviewed by the consortium of directors from eadppérig
college counseling center, as well as by two suicide research expeisavid Rudd and
Dr. Allan Schwartz. For a listing of all of the questions on the National Sureey se
Appendix B. The National Survey is a self-report measure and is not staedardiz

Therefore, the reliability and validity of the measure have not been shthli
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Format

The National Survey was given as an online questionnaire regarding factors
related to suicidal thoughts and behavior among undergraduate and graduate istudents
the United States. The first section of the survey acquired demographic indorfat
participants. The next area asked questions about death and suicide. Students who
positively endorsed having suicidal ideation in the last 12 months (question #29 — see
Appendix B) were asked to answer another subset of questions related to help seeking
behavior and utilization of campus support services. Additionally, students who
positively endorsed the National Survey question indicating a suicide aitethptlast
12 months (question #62) were asked to complete a similar subsection of questions about
help seeking behavior and utilization of campus support services.
Procedure

A national network of college and university counseling centers were ingited t
participate in the National Study on the American University College sabing Center
Directors’ (AUCCCD) list-serve. One hundred nine colleges initiatipesd up and 70
ultimately participated. Once an institution agreed to participate in thendbStudy, a
principal investigator was asked to serve as a coordinator for her or his campus. The
principal investigator helped with research compliance (e.g. selectingl@messample),
and patrticipation in other procedures necessary to support the research projgpalPri
investigators worked with the appropriate office (usually the Registrdfiteat their
institution to acquire a list of currently enrolled students over the age of 18. The number
of participants selected from each institution was based on undergraduate anegraduat

student enrollment, and was intended to allow for individual campus-level analyses. Fo
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campuses with more than 5000 undergraduates, 1000 were randomly selected; for
campuses with between 500-4,999 undergraduates, 500 were randomly selected; for those
with enroliments of fewer than 500, all students were selected. All participards w
randomly selected and received an email from their local college counsehter
containing information about the National Study (see Appendix C for an example of this
email invitation). If students did not click on the link to participate, up to three falfow-
invitations were sent as recruitment reminders. Incentives to partigipidie study
included one of 100 $25 gift certificates from Amazon.com, as well as three top prizes of
$1000, $750, and $500 gift certificates from Amazon.com.

Students that chose to participate were directed to a consent form for the study
(see Appendix D). Students that consented to the study were given the opportunity to
withdraw from the study via a link at the bottom of each webpage of the study. Students
who withdrew, as well as students who completed the study, were directed to a webpage
that contained information about their local college counseling center, as \eelabs
resources that might be helpful for students dealing with mental health concerns
including suicidal ideation.
Participants

The National Survey was emailed to approximately 108,500 students from 70
participating U.S. colleges and universities. The response rate for undergrstddants

was 24% (14,839/62,000) and for graduates was 25% (11,618/46,536).
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Current Study
Participants

The National Study dataset is comprised of both undergraduate and graduate
student participants. The undergraduate subset of data used for this studgdahsist
15,010 students from 70 colleges and universities across the United States of Anfierica. O
the total students in this subset, a small percentage identified as non-degeg, se
graduate, law or medical students. These participants were likely erronkakestyto
the wrong survey at their higher education institution and will be excluded from this
study. To control for educational level, social influence and age, the cuudntostly
used subjects who classified themselves as undergraduate and were 18 to 24agears of

Regarding religious affiliation, one of the research goals of this studyowas
explore differences in suicidality between individuals who identify as ‘agotérsus
individuals who identify as ‘Christians.’ To achieve this goal the ‘Christians’
classification for this study is simply comprised of subjects who endorsedti@htion
the National Survey question inquiring about religious affiliation (questions #13). Of the
eleven potential responses for this survey question, subjects who endorsed any of the
other responses that could also be viewed as ‘non-secular’ (i.e. Buddhist, Hisuahic, sl
Jewish, Native American Religion and Unitarian/Universalist) were nhtdad in this
study’s dataset because of the confounding effects of trying to interpuétsriEom non-
secular faiths that are from distinct cultures (i.e. Eastern, Westetiae Manerican).
Using the same rationale, only subjects who identified themselves as Adlggisstic,
or Non-religious/Secular were included in this study to represent &épalticipants.

The data from this survey question will be recoded into a new ‘individual secularity’
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variable, with the value ‘1’ representing Christians (including all subyeotsidentified
themselves as Christian) and the value ‘2’ representing secular (incalbdsudpjects
who identified as Atheist, Agnostic, Non-religious/Secular). Subjects whofidentith
any of the other potential responses for this question were not included in the dathset use
for this study.
Study Variables

This study focused on several variables in the National Survey related to
suicidality, religion, and participation in campus activities. These variabdes
categorized as dependent or independent and described below.
Dependent Variables

Suicidal ideationThis dichotomous variable is based on question 29 of the
National Survey, which reads, “During the past 12 months, have you seriously
consideredattempting suicide?” The response format for this question was ‘yes’ or ‘no.’

Suicidal Ideation Continuoud his continuous variable is based on question 25 of
the National Survey, which reads, “Which phrase best describes you?” Possiaeses
included: 1 = “I have had some type of suicidal thought on a regular basis for several
years,” 2 = “| have repetitive episodes of suicidal thoughts with periods indretvf@o
suicidal thoughts at all,” 3 = “I have had a few discrete periods in my lifevridna
suicidal thoughts,” 4 = “I have only had one period in my life of having suicidal
thoughts,” and 5 = “I have never had suicidal thoughts.” Participants selentethizse

possible responses.
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Suicide attempfThis dichotomous variable is based on question 62 of the
National Survey. It reads, “Have yattemptedsuicide within the last 12 months?” The
response format for this question was ‘yes’ or ‘no.’

Independent Variables

Individual religious affiliation.This nominal variable is based on question 13 of
the National Survey. Participants were asked to select from 11 possible essgdns
variable was recoded into a dichotomodividual secularityvariable. Participants from
this data subset who endorsed Christian were categorized as Christians, iaipehipirt
who endorsed Agnostic, Atheist, or non-religious/secular will be categoszeztalar.

Institutional secularityThis dichotomous variable is based on whether or not the
higher education institution the participant attends is affiliated with at@nrigith. This
variable is not an item in the survey and was identified by researching ticgoptirg
institutions. Aninstitutional secularitywariable was added to all data records. Participants
from those institutions that affiliate with a Christian faith had this vagiabtled
Christian schools. Participants from an institution that does not affiliate wetigaous
faith had the institutional secularity variable coded secular schools.

Campus activitiesThis variable is based on question 11 of the National Survey,
and asked participants to identify activities in which they participate aledr The 13
possible campus activities participants could endorse were: educationdheeyal
organizations, fraternity/sorority — service, fraternity/sorcfigocial, honorary
organizations, international/ethnic/cultural organizations, intramural/clubsspor
political/social-action organizations, professional organizations, religimanizations,

service organizations (other than fraternity/sorority), social orgaoima(other than
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fraternity/sorority), student government organizations, and varsity atidaticst This
study will recode participation responses into a dichotomous ‘student actiatietle.
Participants who endorsed patrticipation and/or leadership in at least one of the student
activities were recoded to ‘1’, and students who did not participate or lead gy o
activities were recoded to ‘0’
Data Analysis

Preliminary analysis

The main analyses used for this study were chi-square, ANOVA, and logit
regression. For all dependent variables the normalcy of data was testigsdfyaise
assumptions of an ANOVA by using the Kolmogorov-Smirnov test. Additionally,
Levene’s Test of Equality of Error Variances was used to confirm thadttheneet the
homogeneity of variance assumption. Because the dataset is large nte’€xawas
selected to measure effect size related to the chi-square analysasr'€V estimates
also allow for an assessment of the degree of relationship between variibles.dt
demographic variables on dependent variables were also analyzed. A chi-sagiare w
used to analyze the relation between the dichotomous demographic variables of gender
and year-in-college with the dependent variables of suicidal ideation andesatit@mpt.
Because age is a continuous demographic variable, a Spearman-Rho was usgzeto anal
its effect on the dependent variables.
Main analysis

Three types of analyses were used to analyze the data related to the legpoftthes
the study. The first six hypotheses explored the relationship between dichotomous

variables, namely the relationship between individual secularity and suddailon or
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suicide attempts; the relationship between institutional secularity andaudz=ation

and suicide attempts; and the relationship between campus activity involvement and
suicidal ideation and suicide attempts. Therefore, a chi-square test of indeyends
selected as the most appropriate analysis. Second, a logit regression wasnesslite
the amount each independent variable (i.e. individual secularity, institutionérigc

and involvement in campus activities) predicted the dichotomous dependent variables of
suicidal ideation and suicide attempts. Finally, a 3-way factorial agalfygariance
(ANOVA) was used as the third type of analysis. This method explored main and
interaction effects between the independent variables (i.e. individual sggularit
institutional secularity, and involvement in campus activities) as they telate
continuous measure of suicidal ideation (question #25 in the National Survey). Even
though this variable measures suicidality over a person’s lifetime verslastie

months, this analysis complimented the logit regression by analyzingplaeti of the
same independent variables on suicidal ideation. In addition to this analysis beitm abl
access how the independent variables influenced the dependent variables, ieatslass

how the independent variables interacted with one another.
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CHAPER 4: RESULTS

This chapter will address the results of the study, beginning with an explanati
of thep value used as the standard for significance, followed by participant demographic
information, then internal consistency estimates, and concluding with the dgbks
analyses based on this study’s eight research hypotheses.

Significance of Findings
For this study a more libgpalalue of .05 was selected as the standard to

accept significant results for the following three reasons. First, thdy siplored
variables and relationships that have limited or no previous research, so set@nglp |
value allowed for sensitivity to new findings that were important for tkpgoeatory
research. Second, many of the dependent variables used for this study's amalysi
dichotomous, so restriction of range becomes an issue. Seriously considerteauic
suicide attempts in the last 12 months are both measured via ‘yes’ or ‘no’ responses.
Because these responses do not represent a full range of possible values,leeratpe li
value was selected to support the exploratory nature of this study (Grévéitainau,
2004). Additionally, a continuous measure of suicidal ideation will be used to provide
some validity to findings, but it is important to note that this continuous measure of
suicidal ideation was over a lifetime versus 12 months, and there is question about the
equality of intervals between response options. Therefore, findings should bestetrpr
with caution. The third reason for the selection of a liberadlue was that while the
overall sample size is large (n=11,075), the number of subjects who serioustieoeahsi
suicide in the last twelve months (n=662) and the number that attempted suicide (n=98)

was relatively small. Therefore, using a more libprahlue increases the likelihood of a
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Type | error but supports the exploratory nature of this study. A Type | egorsowhen
a statistically significant relationship was concluded, but in fact naaesip exists
(Gravetter & Wallnau, 2004).

Demographic Information

As stated previously, this study used a subset of archival data from the Study on
the Nature of College Student Suicidal Behavior conducted by the National Researc
Consortium of Counseling Centers in Higher Education. The original sample of
undergraduate participants consisted of 15,010 subjects from 70 colleges and i@siversit
across the United States of America. To control for educational level, agecald s
influence, the current study only used data from undergraduate subjectsrbitevages
of 18 and 24.

One of the main factors this study focused on was religious affiliation, dharia
for which eleven potential responses were available for study participantssiibgects
were Christian, and a complete breakdown of the frequency and percentage of each
religious affiliation is provided in Table 3.

Table 3: Religious Affiliation (of all undergraduate students in the Nationdy¥t

Religious Faith Frequency Percentage
*Agnostic 1216 8.84

*Atheist 570 3.83
Buddhist 133 0.89
*Christian 9,796 65.83

Hindu 124 0.83
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Islamic 150 1.01
Jewish 409 2.75
Native American Religion 23 0.15
*Non-religious/Secular 1,148 7.71
Unitarian/Universalist 120 0.81
Other 1,092 7.34

* - used for this study

As indicated by the asterisk (*) in Table 3, only subjects who identified as
Christian, Atheist, Agnostic, and Non-religious/Secular were used for tig. Sthis
was done to clearly delineate between Christian and non-religious groups. A new
individual secularity variable was created. All subjects who identifiechast@an were
recoded tcChristiansand all subjects who identified as Atheist, Agnostic, and Non-
religious/secular were recodedgecular Table 4 shows the number and percentage of
students who comprised the recoded individual secularity variable, derived from
participants who fit secular and non-secular criteria, as defined above. Usirantjat
from subjects who fit individual secularity criteria, and controlling for edoal level
(only undergraduate students), age (18-24 years old), and social influence, theafumber
subjects for the study was reduced to 11,075.

Table 4: Individual Secularity Frequencies

Secularity Religious Faith Frequency Percentage
Non-secular 8456 76.4%
Christian 8456 76.4%

Secular 2619 23.6%
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Agnostic 1162 10.5%
Atheist 500 4.5%
Non-religious/secular 957 8.6%

Demographic information regarding gender, sexual orientation, race/ethnicity
age, and year-in-college is reported in Table 5. As can be seen in this tablstudys
participants were female (62.5%), heterosexual (95.2%) and Caucasian (81.2%). The
mean age of students was 20.3DE 1.53) and the median was 20. Year-in-college of
students was equally distributed.

Table 5:_ Demographic Information of Sample

n Percentage

Gender

Female 6924 (62.5%)

Male 4151 (37.5%)
Sexual Orientation

Bisexual 224 (2%)

Gay/Lesbian 163 (1.5%)

Heterosexual 10,540 (95.2%)

Questioning 125 (1.1%)

Missing 23 (0.2%)
Race/Ethnicity

African American/Black 417 (3.8%)

Alaskan Native/American Indian 31 (0.3%)
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Asian American 548 (4.9%)
Caucasian/White 8998 (81.2%)
Hispanic American/Latino 485 (4.4%)
International/Foreign Student 151 (1.4%)
Multiracial 419 (3.8%)
Age

18 1433 (12.9%)
19 2592 (23.4%)
20 2472 (22.3%)
21 2293 (20.7%)
22 1405 (12.7%)
23 568 (5.1%)
24 312 (2.8%)

Year in School

Freshmen 2738 (24.7%)
Sophomore 2641 (23.8%)
Junior 2802 (25.3%)
Senior 2894 (26.1%)

Frequency of Suicidality
In the last 12 months 662 (6%) of undergraduate students seriously considered suicide

and 98 (0.9%) attempted suicide in this same time period.
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Suicidality Relationship with Gender and Year-in-College

A chi-square test of independence was used to explore the relationship between
the demographic variables of gender and year-in-college with the dependaiieganf
suicidal ideation and suicide attempts in the last 12 months. A significant rehgtions
was found between suicidal ideation in the last twelve months and g&f{dg+11.303,
p<.01,V=.032. These results are seen in Table 6, and show that females reported suicidal
ideation significantly more often than males. For exploratory purposes atecpaalysis
will be run for men and women to allow for the independent variables to be evaluated in
isolation for the three hypotheses with suicidal ideation as the dependent variable
(hypotheses 1, 3, and 5). No significant relationship was found between subjects who
reported attempting suicide in the last twelve months and getfd#)=.382,p>.05,
V=.024, so separate analysis for men and women will not be run for the three hypotheses
with suicide attempts as the dependent variable (hypotheses 2, 4, and 6).

Table 6:_ Summary of Chi-square Correlations between Gender and Suleiakibmh

Suicidal Ideation last 12

Months
Gender Suicidal Non Total Chi-square
suicidal
Female Count 453 6338 6791 <.01
Expected 4124 6378.6 6791

Count

Male Count 209 3902 4111
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Expected 249.6 3861.4 4111
Count
Total Count 642 10240 10902

No significant relationship was found between suicidal ideation in the last twelve
months and year-in-colleg?(3)=5.156 p>.05,VV=.022. This result indicated that no
significant difference existed in rates of suicidal ideation betweshrfren, sophomores,
juniors, and seniors. Additionally, no significant relationships were found between
subjects who reported suicide attempts in the last twelve months and yedegecol
X?(3)=4.559,p>.05,V=.084. These results indicate no significant differences in rates of
suicide attempts between freshmen, sophomores, juniors, and seniors.

Testing the Assumptions of the Analyses

Before performing analyses of the hypotheses, tests of normalcy and hoityogene
of variance were conducted for each of the dependent variables. For the dependent
variables of suicidal ideation and suicide attempts, the normalcy of datasteskueing
the Kolmogorov-Smirnov test. The results for both variables were signifiZa®it.334,
p<.01 for seriously considering suicide in the last 12 monthsZafhd.100,<.01 for
making at least one suicide attempt in the last 12 months - indicating that therdztta i
normally distributed. To try to achieve normal distribution the variables warsfermed
by taking the square and the square root of each of the dependent variables andyrerunnin
the Kolmogorov-Smirnov test. The results were still significant using thassformed

variables, so the original values were used for analysis (Howell, 2002).
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Additionally, Levene’s Test of Equality of Error Variances was usedméroo
that the data met the homogeneity of variance assumption. Levene’s Tegtédity of
Error Variance was significarf(7,10794)=25.326<.01, indicating that the error
variances of suicidal ideation across institutional secularity, individualesggwand
activity involvement were heterogeneous, so results of the 3-way ANOVA §tiage
hypothesis 7) should be interpreted with caution.

Study Hypotheses
Hypotheses 1 & 2:

The first hypothesis of this study is that Christian students arekegsthan
secular students (Agnostic, Atheist, and Non-religious/Secular) to have Berious
considered suicide in the last 12 months. Using a chi-square test of independence,
religious affiliation was found to be significantly correlated with suididization,
X?(1)=53.545p<.01,V=.070. As can be seen in Table 7, secular students were more
likely to have suicidal ideation in the last twelve months than Christian stu&episrate
analyses were run to see if gender differences existed. Individualrg#gouées found to
be significantly correlated with suicidal ideation for m¥f{1)=17.213p<.01,V=.065,
and womenX?(1)=41.126 p<.01,V=.078. The results of these separate analyses for men
and women show that individually, men and women who affiliate with a Christian faith

are less likely to consider suicide.
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Table 7: Summary of Chi-square Correlations between Individual Segw@nadtSuicidal

Ideation
Suicidal Ideation last 12
Months

Individual Suicidal Non Total Chi-square
Secularity suicidal
Non- Count 427 7884 8311 <.01
secular

Expected 504.7 7806.3 8311

Count
Secular Count 235 2350 2591

Expected 157.3 2433.7 2591

Count
Total Count 662 10240 10902

The second hypothesis of the study stated that Christian students are ligss like

than secular students to attempt suicide in the last 12 months. Results of this @i-squar

analysis, seen in Table 8, also showed a significant correlXfid)=5.434 p<.05,

V=0.091. These results show that Christian students are less likely to attenajat thao

secular students.
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Table 8: Summary of Chi-square Correlations between Individual Segw@dnadtSuicide
Attempt

Suicide Attempt last 12

Months

Individual Attempt No Attempt Total Chi-square
Secularity
Non- Count 53 368 421 <.05
secular

Expected 63.2 357.8 421

Count
Secular Count 45 187 232

Expected 34.8 197.2 232

Count
Total Count 98 555 653

Hypotheses 3 & 4:

The third and fourth hypotheses of the study explored the relationship between
suicidality and institutional secularity. The third hypothesis proposed thah&iwdieo
attend non-secular institutions are less likely to seriously consider sundlikelast 12
months than students who attend secular institutions. As can be seen in Table 8, a chi-
square was used to analyze this correlation and found a significant relationsla@prbet
institutional secularity and suicidal ideatioff(1)=4.148 p<.05,V=.020. These results

showed that students who attend non-secular institutions were less likegnptat
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suicide than students who attend secular institutions. Separate analyseswersee if
gender differences existed. While institutional secularity was found t@bi&cantly
correlated with suicidal ideation for female§(1)=3.127,p<.05,V=.021, no significant
relationship was found between institutional secularity and mélel§=0.987 p>.05,
V=.015. This difference indicates that female students who attend non-secuationsti
are less likely to consider suicide than females that attend secularimssitiiut no
difference in frequency of suicidal ideation exists for males who atesndes versus
non-secular institutions.

Table 9: Summary of Chi-square Correlations between Institutionale®ig and
Suicidal Ideation

Suicidal Ideation in the

last 12 Months

Institutional Suicidal Non Total Chi-square
Secularity suicidal
Secular Count 543 8058 8601 <.05
Expected 522.3 8078.7 8601
Count
Non- Count 119 2182 2301
secular
Expected 139.7 2161.3 2301
Count

Total Count 662 10240 10902
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The fourth hypothesis proposed that students who attend non-secular institutions

are less likely to attempt suicide in the last 12 months than students who attdad sec

institutions. The chi-square results of this correlation were not signif&a)=0.016,

p>.05,V=.005, and can be seen in Table 10. This finding indicates that there is no

difference in the rate of suicide attempts between students at sewllarasecular

institutions.

Table 10: Summary of Chi-square Correlations between InstitutionalaBiecaind

Suicide Attempts

Suicide Attempt last 12

Months
Institutional Attempt No Attempt Total Chi-square
Secularity
Secular Count 80 456 536 >.05
Expected 80.4 455.6 536
Count
Non- Count 18 99 117
secular
Expected 17.6 99.4 117
Count
Total Count 98 555 653
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Hypotheses 5-6

The fifth and six hypotheses of the study explored the relationship between
suicidality and involvement in campus activities. For this hypothesis all studlkats
endorsed participation and/or leadership in at least one of the 13 of campus sctivitie
the survey were considered campus activity participants. A full list of the 13 plisam
activities can be found in question 11 of the National Survey (see Appendix B). The fifth
hypothesis states that students who participate in at least one camygtisaetiess
likely to seriously consider suicide in the last 12 months than students who do not
participate in any campus activities. A chi-square used to analyzsthetation found a
significant correlation between activity involvement and suicidal ideax)=31.789,
p<.01,V=.054. As can be seen in Table 11, these results reflect that students who
participated in and/or led at least one campus activity were less likely tciiaidal
ideation in the last twelve months than students who did not lead or participate in any
campus activities. Separate analyses were run to see if gendendétesxisted.
Campus activity involvement was found to be significantly correlated with suicida
ideation for both menx%(1)=16.068p<.01,V=.063, and womer¥X?(1)=16.374p<.01,
V=.049. These results indicate that students who endorsed involvement in at least one
campus activity were less likely to seriously consider suicide, and thezenave

differences in these findings between men and women.
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Table 11: Summary of Chi-square Correlations Between Involvement in CampusyA
and Suicidal Ideation

Suicidal Ideation in the

last 12 Months

Activity Suicidal Non Total Chi-square
Involvement Suicidal
Yes Count 485 8401 8886 <.01
Expected 539.6 8346.4 8886
Count
No Count 177 1839 2016
Expected 1224 1893.6 2016
Count
Total Count 662 102400 10902

The sixth hypothesis proposed that students who participated in and/or led at least
one campus activity were less likely to attempt suicide in the last 12 monthsuttients
who do not participate or lead any campus activities. The chi-square reshlts of
correlation, seen in Table 12, were not significéft)=.855,p>.05,V=.007. This
finding indicates that participation in campus activities does not correidténareased

or decreased rates of suicide attempts.
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Table 12: Summary of Chi-square Correlations between Involvement in Camipris/Ac
and Suicide Attempts

Suicide Attempt last 12

Months
Activity Attempt No Attempt Total Chi-square
Involvement
Yes Count 71 148 175 >.05
Expected 71.7 148.7 175
Count
No Count 27 148 175
Expected 26.3 148.7 175
Count
Total Count 98 555 653

Hypotheses 7 & 8

The seventh and eighth hypotheses of this study focused on whether or not the
independent variables predicted suicidality. Hypothesis seven states thatsswite
participate in more campus activities, are Christian, and attend a nonrsestitiation
are less likely to seriously consider suicide in the last 12 months than students who
participate in less campus activities, are secular, and attend a sestifation. The
results of this analysis are shown in Table 13. A multiple logistic regressidal m
conducted to assess institutional secularity, individual secularity, and caotipity a

involvement as predictors of suicidal ideation in the past 12 months was significant,
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X?(3)=68.043p<0.01, Cox-SnelR’=0.006. Independently, individual secularity and lack
of campus activity involvement were both significant predictors of suicidaioteat

Wald X4(1) = 38.476p<0.01,¢ = 0.18, and Wald?(1) = 19.288p<0.01,¢ = 0.18,
respectively. These results indicate that if someone identifies asrs#welladds that

they will consider suicide in the next 12 months increase by 1.719 times. Additionally, if
someone is not involved with at least one campus activity, the odds that they will
consider suicide in the next twelve months increases 1.507 times. Institutionatisecul
was not a significant predictor of suicidal ideation, W) = 0.208p>0.05,¢ = 0.18,

so there is not an ability to predict level of suicidality by knowing the segutdrihe

college or university in which a student is enrolled.

Table 13: Summary of Regression Analysis for Variables Predictiragd8luldeation

Dependent Independent B SE Wald df=1 Sig. Exp()
Variables Variables X?
Seriously Institutional .049  .107 .208 1 .648 1.050

considered Secularity

suicide
Individual 542 .087 38.476 1 .000** 1.719
Secularity
Campus 410 .093 19.288 1 .000** 1.507
Activities

*p<0.05 **p<0.01

Hypothesis eight states that students who participate in more campusgesctivit
are Christian, and attend a non-secular institution are less likely ngpatéeicide in the

last 12 months than students who participate in less campus activities, are aecdular
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attend a secular institution. As can be seen in Table 14, the results of a muliiple log
regression model conducted to assess institutional secularity, individukarggcand
campus activity involvement as predictors of suicidal attempts in the past 12 masths w
not significant,X%(3)=5.553p>0.05, Cox-SnelR*=0.136.

Table 14: Summary of Regression Analysis for Variables Predictirgd8uhttempts

Dependent Independent B SE Wald df=1 Sig. Exp()
Variables Variables X?
Suicide Institutional -.129 .289 .199 1 .655 .879
Attempts Secularity
Individual 539 228 5.569 1 .018* 1.714
Secularity
Campus -.016 .252 .058 1 .810 914
Activities

*p<0.05 *p<0.01

Continuous Measure of Suicidal Ideation (lifetime)

A one-way ANOVA was run to explore the relationship between a continuous suicidal
ideation variable and institutional secularity, individual secularity anditgct
involvement. As can be seen in Table 15, the results of the ANOVA indicate a
significant overall differencen(< .05) between individual secularity and suicidal
ideation,F(1, 10801) = 61.775<.01, partialh? =.005. Comparing the mean scores of
participants who were non-secul=<1.76,SD=.940) and seculaM=2.17,SD=1.134),
results indicate that students who are non-secular are less likely to hadal steation
than student who are secular. There was also a significant overall diff@endgb)

between activity involvement and suicidal ideatiB(t,, 10801) = 34.863<.01, partial
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112 =.003. Comparing the mean scores of participants who were involved in activities

(M=1.88,SD=1.006) and participants who were nigt=2.20,SD=1.146), results indicate

that people who are involved in at least one activity have lower levels of sudgdébn

over their lifetime. There was no significant overall difference betweetuinshal

secularity and suicidal ideatioR(1,10801)=0.027p>.05, partialh® =.000. Finally, there

were no significant interaction effects between institutional secylardividual

secularity and activity involvement in relation to levels of suicidal ideat@n one’s

lifetime.

Table 15: Summary of ANOVA Analysis Estimating Factor Contrimgito Suicidal

Ideation
Partial

Type Ill Sum Mean Eta
Source of Squares Df Square F Sig. Squared
Institutional Secularity .028 1 .028 .027 .869 .000
Individual Secularity 61.772 61.772 59.109 .000**.005
Activity Involvement  34.863 34.863 33.360 .000**.003
Institutional Secularity
* Individual Secularity .041 1 .041 .040 .842 .000
Institutional Secularity
* Activity Involvement .201 1 201 192 .661 .000
Individual Secularity *
Activity Involvement .002 1 .002 .002 .966 .000
Institutional Secularity
* Individual Secularity
* Activity Involvement .460 1 460 441 507 .000
Error 11280.282 10794 1.045
Total 52409.000 10802

*p<0.05 **p<0.01
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CHAPTER 5: DISCUSSION
Introduction

In an effort to curtail college student suicide, research has focused on risk and
protective factors that contribute to all levels of suicide, including suicdation,
suicide attempts, and completed suicide. This study explored relationshipsrbtitreee
protective factors and two levels of suicide, namely college student suicidabmdaad
suicide attempts. Results revealed that all three of the protectivesf@atorndividual
secularity, institutional secularity, and campus activity involvement) Isaghdicant
relationship with college student suicidal ideation, but only one of those factors (i.e
individual secularity) had a significant relationship with suicide attenmtis chapter
will explore the meaning of those results, identify the limitations that guaoythese
findings, and propose clinical, administrative and research implications.

Individual Secularity and Suicidal Ideation

College students who identified as Christian were less likely to sericussyder
suicide in the last 12 months than students who identified as Atheist, Agnostic or
Secular/non-religious. Such findings may be explained by the social connettibests
develop while in college. For instance, attending college is a time when gduhg
have left the familiarity of their friends and family, and are tryingeteetbp new
relationships. If we consider that many elements of family and friendshipatedness
are severed when a student goes to college (e.g. proximity to home, social sopport f
family members, ritual of daily routine), a student’s connection to a Christimfigght
be one element that a college student can maintain while transitioning to the ianifgmil

of a college campus. This unfamiliar college experience might be dfptrcia of the
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participants in this study, given that participants in this study all atieiode-year

colleges and universities, making them less likely than students at community or

technical colleges to live at or near home (Pascarella & Terenzini, 1998). Taerefo

being Christian might provide familiarity and stability in students’ liveshay transition

to college life, and may continue to provide a source of connectedness and belongingness
throughout a student’s college career.

In addition to the social support activities available to all college students,
students who affiliate with a Christian faith likely experience an additsarese of social
connectedness and perceived belongingness from faith related activites. S
connectedness may contribute to better mental health and reduce the likelihood of
suicidal ideation for Christian students compared to secular students. lroliacte c
student participation in religious activities has been shown to contribute to the
development of perceived friend support (Tiamiya, Warner, & Guthrie, 2005). Retceiv
friend support also likely reflects how much a person has a sense of belongingness in a
group, community and/or college campus. Other research has shown that people who go
to church more frequently have larger social networks, more contact with pedipde |
network, more types of social support, and a more positive perception of the quality of
their social relationships (Ellison & George, 1994). A difference betweenatatad
dissertation and the Ellison & George study just is that this dissertatiofocaoled on
Christians and did not measure frequency of church attendance for collegesstude
However, it seems likely that college students who reported affdiatith a Christian

faith are more likely to participate in religious activities, and the positiveomes of
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higher levels of social connectedness found in the Ellison and George study are als
likely to exist for Christian college students.

To better understand the opportunity Christian college students may have for
connections, it might be helpful to specify the variety of ways religious cbongcan
happen on college campuses. First, social connectedness might resultftent peers
who have similar faith beliefs, values and/or religious practices. Christidaerds who
choose to participate in regular worship services might be more likely to coonect t
others, because those worship services facilitate bringing students mitinocobeliefs
together. Second, social connectedness could also occur through student organizations,
like the Fellowship of Christian Athletes, or through less formal connectithgeers,
like students deciding to attend a church service together. Such socializagiafiana
students to feel connected with individuals and a larger community that allceinam@on
beliefs and practices. Third, students may also turn to clergy to get support during thei
college experience. College students who have been raised in a Christianefdiikely
familiar with the resources of their Christian faith, so turning to a glergmber (even
someone that they do not know) might be a comfortable way to feel connected, and
would likely be encouraged and/or supported by family members. Similar to the §inding
of Ellison and George (1994), in which non-college adults who were Christian were
found to have enhanced social connections, Christian college students would also seem to
have avenues for connectedness and belongingness that their non-religiouoplekers w
not. As discussed earlier, this lack of connectedness and belongingnedsfaais

for mental health concerns and suicide (Joiner, 2005).
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Individual Secularity and Suicide Attempts

Students who identified as Christian were also less likely to attempt sthaile
students who identified as Atheist, Agnostic or Secular/non-religious. In natidri
with the earlier findings on individual secualarity and suicidal ideationstzn students
in this study are not only less likely to have suicidal thoughts, they are adixédg to
act on those thoughts. Two explanations of these findings are offered. First, asesliggest
earlier, affiliating with a Christian faith may contribute to higlexels of connectedness
and belongingness for college students. In this sense, secular chlldg@s are less
likely than Christian students to turn to Christian resources (i.e. churcheservi
organizations or professionals) that may enhance social connectednessmsela s
belongingness. While that difference in resource support likely does not havet a direc
relationship with suicide attempts, the distal relationship between loweds lef social
connectedness and an increased likelihood of poor mental health (e.g. depression and
anxiety) likely contributes to this significant difference in suiciderafits between
Christian and secular college students.

Second, most Christians have a moral objection to suicide which may also explain
the results. While it seems difficult for a people (including college student®)to s
suicidal thoughts from entering their mind, the control an individual has to attempt or not
attempt suicide might be influenced by the existence of a moral objectioitittes This
moral objection to suicide may serve as a protective factor for suitéhepds. Greening
and Stoppelbein (2002) support such a position stating, “commitment to core, life-saving

beliefs may help explain the religion-suicide link for adolescents” (p. 404).
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Institutional Secularity and Suicidal Ideation

Women and men differed in their endorsement of suicidal ideation based on
institutional secularity. Results of this study indicated that women at @hrsilleges
were less likely to consider suicide than women at secular colleges, but mendiitenot
on suicidal ideation between secular and Christian colleges. It is possible that
environmental differences between secular and Christian colleges maysheiderstand
these findings. For instance, non-secular colleges are almost alwets,pnore costly,
and smaller in size (U.S. Department of Education, National Center for Educat
Statistics, Digest of Education Statistics, 2008) than secular collegese@uently,
students who attend non-secular colleges may come from more wealthgdand
therefore have less of a financial burden when going to these colleges abtopare
students at secular colleges. Additionally, as a result of lower enrojlstedénts at
Christian schools may experience smaller class sizes and may be nigre ldee
familiar students on campus than students on secular campuses. This freuency
familiar contact would seemingly contribute to a stronger sense of community and
belonging. But, if the contributing factor of institutional secularity istegldo
connectedness and belongingness, why does it only create a difference in wahrent, a
men? It is possible that women'’s help seeking behavior may be better suited for non-
secular institutions than secular ones. For instance, women are morédikale
relational values (interpersonally and spiritually) that contribute tongettipport from
peers more readily than men (Kaplan & Klein, 1989). Studies suggest thahvaoene
also more likely to seek out professional support in times of emotional need (@allag

2005), and more likely to engage in religious practice and beliefs (Clark, 2003).
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Additionally, the cultural differences between these types of schoolals@apave an
effect. For example, the culture created by the religious resoureesdfb students (i.e.
clergy, worship services, prayers) could serve as a protective facsiufients in a way
that might not exist on secular campuses. This culture, in combination with relational
help seeking characteristics of women, could create a strong environmeonien to
thrive, in which they would be more likely to address mental health concernes, eart
less likely to have those concerns deteriorate to the stage of suicidality
Institutional Secularity and Suicide Attempts

Institutional secularity was not found to be associated with participant suicide
attempts for women or men. The lack of a significant relationship betweé#utiastl
secularity and suicide attempts may be due to a restriction of rawgeasd/or a distal
relationship limitation. If we consider the model of suicide by Beaut?@B3),
institutional secularity is a variable that has a distal relationship witidality, so, by
itself, the secularity of a college probably does not have a direct enougbnsigt with
suicide attempts to reveal a relationship. This relationship with suicidepastes further
limited by the infrequency of participant endorsement of that behaviggstréction of
range issue. Therefore, an action as uncommon as making a suicide attempédombi
with the distal relationship between institutional secularity and suidieepits reduces
the likelihood of finding a positive relationship between these variables.

Campus Activity Involvement and Suicidal Ideation

Students who were involved in at least one campus activity were less likely to

seriously consider suicide in the last twelve months. Consistent with the mcdétidé

by Beautrais (2003), students involved in campus activities may be more dikely t
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develop positive relationships with peers and feel less isolated and lonely,ypossibl
decreasing the odds of depression. Campus activity involvement also likelyaesfor
many protective factors of suicide that other researchers have found, incladihg g
social support and social networks, positive school experiences, and good problem-
solving skills (Beautrais, 2003; Dervic et al., 2004; Ellis & Lamis, 2007). Additignall
students involved in campus activities are likely to share at least a simelaasit in that
shared activity with other students, and this shared interest may reiafeecse of
connectedness among members of the campus activity. For example, let'sranside
student at college who has been feeling homesick and anxious. If that student gets
involved in a campus activity, like hall council, that student will be required to ihterac
with several peers who are also members of the hall council. As stated above, this
involvement reinforces the development of interpersonal relationships with peeis, whi
other research has identified as a protective factor for college studed¢ gWestefeld,
2006). In addition to individual connections, student activity involvement also likely
contributes to a sense of group belongingness, a factor that was previousfiedlasti
having a negative relationship with suicidality (Joiner, 2005). Related tdtve a
example, the positive interpersonal impact of membership in hall council is ceidfoy
the fact that other students on the hall council have also chosen to be involved in that
same organization. This involvement suggests a shared interest across grdagoamem
areas like leadership or student government, which might give a sense of common
belongingness across the group. From a practical standpoint, this sense ohgaksgyi
and connectedness likely makes it is easier for students to turn to others for support,

which is especially important in, or on the cusp of the suicide continuum.
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Campus Activity Involvement and Suicidal Attempts

Student involvement in campus activities was not associated with suicide
attempts. More specifically, the frequency of students attempting suicide liast 12
months did not differ between students who were involved in at least one campus activity
versus students who were not involved in any campus activities. Consistent with the
model of suicide presented by Beautrais (2003), these results might not have met our
prediction because many college students do not reach this level of suicidaligfoiidle
getting to the stage of making a suicide attempt might signify attainoh@ state that is
so powerful that the distal factor of campus activity involvement might not haxeng st
enough protective impact on suicide attempts to make a difference.
Summary

Results of this study revealed relationships between seriously consisi@icite
and individual secularity, institutional secularity, and campus activity invaném
However, individual secularity was the only factor significantly reladesbicide
attempts. To explain the findings related to considering suicide, all thteesfaeemed
to contribute to a sense of connectedness with peers and a sense of belongingness
college. While connectedness and belongingness were also proposed to explain the
relationship between individual secularity and suicide attempts, moral objextion t
suicide was an additional explanation offered for this relationship.

Limitations

There were several limitations evident in this study. First, this ssuggn-

longitudinal, and comprised of data that is a snapshot of the rapidly evolving lives of

college students. While institutional secularity is a constant variable, indiadaalarity
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and campus activity involvement are often more fluid variables for coltadergs as
they explore and redefine their faith, and make decisions about their level of ingatvem
in student activities. Therefore, this study does not allow us to see the impact of the
changes college students go through in spiritual and interpersonal development.
Additionally, the dependent variables used for this study of seriously considaerande
and suicide attempts only measured the last 12 months, so the fluidity of suicidality ove
one’s life is less clear. This limitation restricts findings to 12 moaotlasstudent’s life,
and makes understanding suicidality, and contributing factors to suicidalityyideate
Finally, this research study only studied 18 to 24-year-old undergraduatescolleg
students, an age at which spiritual exploration and identity formation is comman, Aga
because this study was just a snapshot of a college student’s experience, thhe miss
process of students exploring their faith, and how that process impacts a student’s
suicidality.

Second, methodologically the national survey was not standardized, so the
reliability and validity of the survey items is not known. If the survey, orstenit,
lacked reliability or validity, findings would need to be interpreted withioawand
retested. Third, as mentioned in chapter four, normal distribution of data assurfgations
the ANOVA were not all met, so the results of the ANOVA should be interpreta
caution.

There are also some limitations related to the way variables have beeudef
The forth limitation of this study stemmed from campus activity involvemengbei
recoded as a dichotomous variable. Because of this, students who participatestin, or |

as few as one campus activity, or as many as thirteen, were all pooled irdméhe s
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variable. This structure did not allow results to reveal if varying levelamapas activity
involvement made suicidal ideation or suicide attempts more or less likelyfifth
limitation of this study was also related to the measure of campus astiPéigicipants
could endorse involvement in up to thirteen on-campus activities, but involvement in off-
campus activities, like off-campus performance groups or recreation leagsastwa
measured, so viewing participants who did not endorse any of the campus actiaties as
clear indication of poor connectedness is probably not warranted. The sixth and final
limitation of the study was also a definitional limit. Activity involvemeras chosen to
represent the construct of social connectedness in this study. However, tteei@we
different types of campus activities that participants could endorse and tneleem
differences in how participation in each of those activities impacts caumass and
suicidality. For example, given that higher levels of substance use are eohwébt
suicide, it is plausible that some activities might be more likely to integlatbol use
into their group activities than others. In fact, one study of high school studentsishowe
that involvement in activities was correlated with increased suicide ridlpatying was
proposed as one of the explanations (Mazza & Eggert, 2001). Given these definitional
limitations of campus activity involvement, results related to this independealbbeari
should be viewed as exploratory and interpreted with caution.
Implications for Future Research

This study revealed several areas for future research. First, eveh thaugtudy
had a large sample, the small number of students who reported attempting suicide
reduced the power of analyses with suicide attempts as the dependent vacigeh®

study again with more students who attempted suicide in the last year wouildutentr
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greatly to suicide research. Additionally, research with larger sanmalesxplores the
impact of both campus activity involvement and mediating secularity variabled woul
help clarify many of this study’s findings.

A second area for future research would be to gain a better understanding of
whether or not there is a significant relationship between questioning ondisadipyri
and poorer mental health and suicidality. It seems plausible that children wirowgat
up in a Christian faith, and who attend a college of that same faith, might be deterred
from exploring their spirituality, reinforcing the protective factor ofabk religious
foundation throughout their college experience. It begs the question of how levels of
religiosity may parallel questioning of one’s religious faith, before, duwirajter
college. Specifically, future research could explore if students who avelgcti
guestioning their religious faith are more suicidal than those who are not gungstion
their religious faith. This research approach would allow for examinatiaaitbf f
exploration as a protective factor of suicide, a seemingly valuableidirdéct additional
research.

A third area of future research could address students whose religious faith
changes during the college years to see if those individuals are mase likdéy to have
any level of suicidality. The current study created a snapshot of individialgi\gen
time in their college career. Like the longitudinal study of youth suicide dpne b
Fergusson (2000), it would be valuable to conduct longitudinal research to explore the
impact of changing secularity of individuals at secular and non-seculegesl|

Forth, future research directions could address the limitations of this study. F

example, a future research area would be to increase clarity about theofgaopus
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activity involvement. . Research in this area could explore the types of studeigsttha
involved in different types of activities, and learn more about how involvement in
different activities impacts individual characteristics, like a seh&elongingness and/or
connectedness. A fifth area of recommended future research could exptadeiits

who practice other religious faiths have similar patterns of suicidal idestattempts.

A sixth future research area could explore the distinction between the impact of
moral objection to suicide and connectedness as contributing factors to proageiimst
suicide attempts. It may also be valuable to see if having a moral objectoitide
contributes to reduced rates of suicidal ideation. In general, learning boarehaw
affiliating with a religious faith serves as a protective factdirlv@ a promising area for
future research.

Seventh, what is it about institution secularity that contributes to lowarahte
suicidal ideation for women? Future research could help clarify if itagtathe culture
of the college, the secularity of the student at that college, and/or chatasteri a
private (costly, small class sizes).

Finally, the eighth area of future research could look at how connectedness and
belongingness contribute to suicidality for college students with a qualigggpreach.
While there are several quantitative measures of religious connectadndypé and
frequency of faith affiliation), many aspects of belongingness and sommetasp
connectedness might best be understood via qualitative measures to elaborate on our

understanding of the factors that contribute to belongingness and connectedness.
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Implications for Campus Climates and Student Support

While affiliating with a Christian faith has been identified as a protetaietr
for college students, it does not completely eliminate the risk of suicide.ugovggven
the fact that non-secular (religious) individuals have been shown to feel a stremgger s
of belongingness and connectedness (Ellison & George, 1994), colleges can presumably
support student well-being by helping students who identify as Christidimiged with
faith communities, and offer non-faith involvement opportunities to all students. While
pursuing these goals, it will be important for campus professionals to beveetoshiow
gender differences might impact of participating in a campus actitityll be
additionally important for college administrators to understand how their campus
climate/culture might specifically impact students on their campugetiffiy than a
college of a different size or secularity. Finding ways to help studentsiked with
campus activity opportunities will improve the odds that they will feel a sense of
connectedness and belongingness. Also, gathering information about studetusl spiri
lives in counseling or residential settings might provide some insight intoekelrdf
connectedness on campus, as well as how to support strengthening that level of
connectedness and involvement. As mentioned above it seems valuable for future
research to explore the interplay between spiritual identity developmentiarthkty as
they evolve over time, and to have this research guide administrative anal clinic
decision-making.

From a theoretical standpoint, Joiner (2005) proposes the contribution of three
factors to suicidal behavior: Thwarted belongingness, perceived burdenssarethe

acquired ability to inflict lethal self-injury. Students who are not involved inpcem
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activities or a religious faith may be more likely to experience th@dmdongingness
than students who are involved in student activities, because both of these ditzds faci
the development of relationships. Joiner proposes that thwarted belongingnessj coupl
with perceived burdensomeness, can lead to suicidal ideation, and lack of belonging or
feeling like a burden can be isolating for college students trying to isktatkaningful
relationships in their lives. However, without the ability to inflict seltiigja student
would not make an attempt. This ability to inflict lethal self-injury may sesve a
particularly strong protective factor for college students since tleegta younger age
and inflicting self-injury is less likely to be habituated (Joiner, 2005). Goldinicians
and administrators need to understand how to use a student’s faith and interests to try to
find ways to link them with meaningful relationships that may contribute to lowering a
student’s level of suicidality. However, professionals must be cautioned neeto g
excessive importance to factors that have an exogenous relationship with suicide.
Summary and Conclusion

This study focused on college students and how three factors, individual
secularity of students, the institutional secularity of the college therydatand their level
of campus activity involvement, contributed to the frequency of suicidal ideation and
suicide attempts. Each factor was found to have a significant relationshipolietec
student suicidal ideation, suggesting that campuses could benefit from understaading t
secularity and involvement characteristics of students to promote well-beingsaged |
the likelihood of students becoming suicidal.

Suicide continues to occur on college campuses at an alarming rate, and the

percentage of students considering and attempting suicide is at leastesshg.
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Progress toward reducing suicide, suicide attempts, and suicidal thinking will need
support from additional research regarding the specific charactetisttasontribute to
college student suicidality, as well as more preventative programhahgrovides
information about how students get connected with peers and professionals in ways tha
are consistent with their interests, their values, and their spiritualshdlfas study

found value in understanding how being Christian and getting involved in campus
activities serve as protective factors against suicide for collegenssuddis study also
uncovered interesting findings that suggest campus activity involvement pomot
connectedness and belongingness. Additional new and interesting findingsd-¢iatle
Christian colleges have more of a protective effect on college studenisideation for
women than secular colleges. More research, and the development of accogipanyin
clinical and administrative policies and approaches, will be important as weoloak f
deeper understanding of how individual factors impact the progression of suydioialit

college students.
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Figure 1: Conceptual Model of Domains of Factors for Suicidal Behaviors Amouaggy

People
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Appendix A: Research Proposal

Title: Suicidal Thoughts and Behavior among Undergraduate and Graduate
Students in the United States

Investigators: Chris Brownson, Shanna Smith, and David Drum
Goals of the Project

1. To explore aspects of suicidal crises among college students, including how
students attempted to cope, resources that would have been helpful during the
crisis, and methods for positive resolution of the crisis. This data will help
college counseling centers better intervene with students in suicidal crisis

2. To identify the characteristics of suicidal students who do not seek help at
their college counseling centers, and in particular, to determine whictrbarr
prevent them from seeking help. This data will help college counseling
centers to more effectively reach out to these students and assist them through
their crises.

3. To explore the psychological and situational factors associated with suicidal
ideation and suicide attempts in order to delineate typologies of students with
suicidal ideation. This data will help develop practices and policies that are
more finely attuned to students’ differing needs.

Background and Significance

At least ten percent of American college students contemplate suicidgesach
(Brener, Barrios, & Hassan, 1999), and an estimated 6.3 — 7.0 per 100,000
students take their life during their college career (Schwartz, 2008rr8an et

al., 1997), making suicide the third-leading cause of death among college-age
students (U.S. Congress, 2004jost colleges and universities have instituted
counseling centers to help students deal with difficulties that could lead tdesuici
attempts. Seeking help at such centers decreases the rates of suicide emisng cl
to almost one-sixth of expected rates among a clinical population, but counseling
does not eliminate all risk: 25% of students who committed suicide previously
sought help at their counseling center (Schwartz, 2003). Counseling centers, often
faced with dwindling resources as well as increased complexity andtgeferi

client symptomology over the past decade (Benton et al., 2003), are struggling to
sustain and improve their services to at-risk clients.

Recognizing that the prevention of youth suicide should be a top national priority,
the 108" U.S. Congress passed the Garrett Lee Smith Memorial Act in October
2004. The Act was named after a Congressman’s son who committed suicide
while in college. The Act states that “youth suicide early intervention and
prevention have been listed as urgent public health priorities by the President’s
New Freedom Commission in Mental Health (2002), the Institute of Medicine’s
Reducing Suicide: A National Imperative (2002), the National Strategy for
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Suicide Prevention: Goals and Obijectives for Action (2001), and the Surgeon
General’s Call to Action to Prevent Suicide (1999)” (U.S. Congress, 2004, p. 3).
The bill includes a section on Mental and Behavioral Health services on Campus,
authorizing college counseling centers to compete for $1.5 million in grants in
FY05-06 for the purposes of hotlines, informational materials, training programs

for campus personnel, and other campus initiatives to prevent substance abuse and
suicide among college students. This level of government funding is expected to
continue across subsequent fiscal years.

While the potential for increased funding in this area is encouraging, many
campuses are unsure about the most effective way to leverage this funding.
Campus counseling centers feel they need to better understand how to reach out to
students who may be contemplating suicide, and how to more effectively help
those who do seek their assistance. Research on the topic has been limited. Most
studies of suicide among college students have focusedicdal ideation or the
contemplation of suicide. Almost all of these studies have used convenience
samples of psychology students, although one used a nationally representative
sample (Brener, Barrios, & Hassan, 1999). The vast majority of these studies
discuss the frequency of suicidal ideation among different demographic groups,
but few studies, if any, exist which seek to describe detailed information about the
nature, courseandsubjective experiena# college students’ suicidal crises.

Several studies have focused on the demographic predictors of ideation (Brener,
Barrios, & Hasan, 1999; Rudd, 1989; Schweitzer, Klavich, & McLean, 1995),
with conflicting results. For example, one found that Asian students had higher
levels of suicide ideation than Caucasian students (Schweitzer et al., 1995) and
one found that “Other” races (including Asian students) had higher levels of
ideation than White students (Brener et al., 1999), but a third found no difference
between Asian and White students (Rudd, 1989). Among the two studies that
examined the impact of separated or divorced parents, one study found the factor
significant (Rudd, 1989) while the other did not (Schweitzer et al., 1995).
Similarly, the studies disagreed on the impact of student age. However, the
findings seem to agree that students who live alone or have recently sought
mental health services are at a higher risk for suicide ideation and suicide
attempts.

Other studies focusing on the behavioral and psychological correlates désuici
ideation and attempts (e.g., Bonner & Rich, 1987; Mishara, 1982; Mishara, Baker,
& Mishara, 1976; Schotte & Clum, 1982) suggest that stress, depression, and
feelings of hopelessness are important precursors of suicidal thoughts and
behaviors. Building upon these findings, Bonner and Rich (1987) posit that
students who feel socially and emotionally alienated, who engage in cognitive
distortions, and have deficient adaptive resources are more predisposed to suicidal
ideation. Stress and hopelessness may then provide the trigger for suicidal
thoughts or behaviors. In addition to these psychological factors, Brener et al.
(1999) suggest that students who consider suicide are much more likely to engage
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in behaviors such as cigarette smoking, episodic heavy drinking, and illegal
substance use.

The information gathered in the studies above, while illuminating, does not
provide concrete assistance to college counseling centers in theis &ffo
implement preventative and early intervention efforts for students who are not
currently counseling center clients, and to improve the efficacy of the service
offered to at-risk students who are already counseling center clients.opusead
study would gather data from 109 participating institutions of higher education
with a combined enrollment of approximately 1.9 million students (see
Participating Campus Information.3lsResults for each institution will be
provided to their student counseling center, giving the local counseling center
staff concrete information regarding the associated factors andnoeidé

suicidal ideation on their own campus. In addition, data gathered across all 109
institutions will be aggregated into a general report that will increase the
understanding of the social and psychological factors that surround suicidal
ideation and suicidal crisis in schools across the nation.

The results of the general report will be used to meet the goals listedionSdc
above. The first goal is to explore aspects of suicidal crises among students
particularly students’ attempts to cope with and resolve the crises. This
information will be helpful to counseling centers in their attempts to provide
useful assistance to clients in suicidal crisis. In particular, a courssalulity to

tell a client that “other suicidal students have found it helpful to...” may inereas
the relevance and impact of the proffered advice.

The study’s second goal is to identify the characteristics of suicid#rsis who

do not seek help at their college counseling center, and in particular, to determine
which barriers prevent them from seeking help. Seventy-five percent of students
who commit suicide do not seek help at their counseling center. In order to
decrease the rates of campus suicide, it is vital for counseling centasidbw

to reach out and connect with those students who are most in need of their help.

The study’s third goal is to delineate typologies of students with suidietion.
Clinical observation and experience tells us that some students have chronic
suicidal thoughts, while others have episodic thoughts; some are at high risk for
an attempt and others are not; some engage in behavior disruptive to their own
and fellow students’ learning, while others do not; some may attempt suicide
once, and others may make serial attempts. However, the quantitative variation in
suicidal thought and behavior, and the degree to which different thoughts and
behavior are connected, are unknown. This lack of knowledge presents a serious
practical problem to university administrators and counseling centetaiseas
different policies and treatment strategies may be appropriate tcediffaricide
typologies. For example, some universities have a policy to expel students who
exhibit suicidal behavior, on the grounds that their behaviors will escalate to an
attempt that will be disruptive to their peers’ learning. Shedding light on ples ty
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and nature of suicidal thought may help universities and their counseling centers
develop policy that is more finely attuned to students’ differing needs.
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V. Research Method, Design, and Proposed Statistical Analysis:

The proposed research would involve a stratified random sample of
approximately 90,000 students across 109 participating U.S. colleges and
universities. Each university’s registrar or Dean of Students will pratiele

principal investigators with a list of currently enrolled students over the age of 18
and their e-mail addresses. The principal investigators will randomly sél@ct

(for small colleges) to 1,000 (for large Universities) students for inclusion in the
sample and assign a respondent identification number to each selected student.
Each member of the sample will receive an e-mail from their local campus
counseling center containing information about the study. The invitation will
specify that the study is being conducted by the University of Texas at Austin, but
is sponsored and supported by the local campus. Included in the invitation will be
a link; clicking on the link will take the student to an online survey web page,
which will be customized with the colors and logo of their local campus. Students
will read the study information and consent form, and decline or consent to
participate. As the student completes and submits the survey, data will be stored
in two separate locations:

(1) An identification table, which will contain study identification numbers,
information about whether the student accessed the survey and, if so,
whether they declined or consented to take the survey, and

(2) a de-identified survey response table, which will store the anonymous
student responses.

The two tables lack a common identifier; thus, it would be impossible to map
identifiable student information to the student’s response. More detailed
information about the technical implementation of this process is discussed below
in sectionVI-E.

Survey data will be collected and held by the principal investigators. We will
produce reports for each individual campus, and will use stratification weéaghts
create an overall report for the entire sample. Reports will include deseript
statistics, primarily tables of frequencies and percentages for eath it

Responses may also be broken down by factors such as ethnicity or gender. Open-
ended responses will be coded for themes. More advanced data analyses (such as
cluster analysis, factor analysis, ANOVA, regression, and multileveysigpl

will be performed as necessary to meet the goals set forth in Section I

VI.  Human Subject Interactions
A. Sources of potential participants
The sample will be stratified by college campus, with each campus sample of

=500 - 1000 randomly selected from the databases of all currently enrolled
students over age 18, obtained from the participating campus registrars
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generated after the final add/drop period for all campuses (mid-September
2005). For campuses with substantial graduate enroliment, the sampleawill als
be stratified by undergraduate versus graduate status. Details rgdhedin
sample size for each campus are includdearticipating Campus

Information.xls.

Procedures for the recruitment of participants

Each member of the sample will receive an e-mail from their local campus
counseling center containing information about the study (see doctmeuit
Invitations.dog. The invitation would specify that the study is being conducted
by the University of Texas at Austin, but is sponsored and supported by the
local campus. The e-mail will contain a URL with the respondent identification
number embedded in the link. For example, if a student’s identification number
were 550, the link might be:

http://www.utexas.edu/its/rc/surveyl/index.php?c=si&550

Invitations will inform students that completing the survey will make them
eligible to be awarded one of 100 gift certificates from Amazon.com @ralg
prize award of a $1000, $750, or $500 gift certificate from Amazon.com.
Winners of the incentives will be randomly selected from the pool of
participants who consent to participate.

. Procedure for obtaining informed consent

After clicking on the e-mailed link, students will be taken to an introductory
information page containing a survey consent form Gaesent Form.dgc

After reading the consent form, students will select one of two options: “I
consent to participate in this survey” or “I decline to participate in this stirvey.

If they choose the latter option, they will be taken to a page that thanks them for
their time and provides information about their local campus counseling center
and local resources which might be helpful for someone who needs
psychological treatment or who has suicidal thoughtsl(sgeut Page.doc If

they consent to participate, they will proceed to the survey itself. Each page of
the survey will contain a link at the bottom of the page reading “Click here if
you would like to withdraw from this study.” If the student clicks on the link,
they will be taken to a page that reads: “If you choose to withdraw from the
study, all information you have entered thus far will be deleted from the study
database, and you will receive no further invitations to participate. Do you wish
to withdraw?” Students may then choose “I wish to withdraw,” “I wish to exit
the survey permanently, but my anonymous responses may be included in the
study,” “I wish to exit the survey now, but | would like to return to the survey
later.” “I do not wish to exit now; please return me to the survey.” Students who
choose to withdraw or exit will receive information about their local campus
counseling center and local resources which might be helpful for someone who
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needs psychological treatment or who has suicidal thoughts. In addition to the
withdrawal and exit options, students may participate in the study but skip any
questions they do not wish to answer.

Students who do not respond to the first survey invitation may receive up to
three follow-up invitations. Follow-up invitations will not be sent to any student
who has already visited the website and consented or declined to participate (se
follow-up invitations in the documeimail Invitations.dog

D. Research protocol

The surveys will be completed by each respondent on a computer using the
attached set of questions (see docur@rréstionnaire.doc Items on the
questionnaire were reviewed by the consortium of directors from each
participating campus counseling center, as well as by two experts wicluak
ideation field, Dr. David Rudd and Dr. Allan Schwartz. The survey is estimated
to require approximately five minutes to complete for those who have not had
suicidal thoughts in the past year. Those who report having had suicidal
thoughts in the past year will receive extra items, which will extencetiggh

of the survey by approximately 15 minutes.

E. Confidentiality of participants

The degree of privacy inherent in an online survey is dependent upon the
respondent’s preference. It is expected that most students will choose to take the
survey in the privacy of their home.

In order to preserve the anonymity of student responses, the survey responses will
never be associated with personally identifiable information. In the following
section, we detail the technical issues that will allow this disassociatatataf

during the survey itself.

As noted in sections V and VI.B above, students will click on a personalized link
to visit the website and indicate whether they consent or decline to participate.
This information will be stored in an identification table, which will contain study
identification numbers, information about whether the student accessed the
website and, if so, whether they declined or consented to take the survey. When a
respondent submits the consent page, the respondent is assigned a new
identification number (henceforth called the “random ID”) comprised of their
three-digit school identifier and a randomly-generated number. It is necéssa
include the 3-digit school identifier within the random ID in order to calculate
response rates and other results separately for each campus, and to provide
respondents wittocal counseling resources and emergency contact information
(see Section VII). The random ID would serve as the unique identifiersagges

for the survey’s internal programming, but will have no relation and no link to the
student’s original identification number. In other words, if a student consents to
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take the survey and begins the survey, none of the student’s responses can be

linked back to the student’s name, identification number, or any other identifying
information about them. Survey responses for the student would be stored in a
file indexed by the random ID.

Based on our experience with online surveys, respondents sometimes request the
capability to exit the survey before completion, and then return to complete the
survey at a later date. In order to allow this possibility, if a respondensdlose
survey window before completion, a pop-up window will inform them that if they
wish to return to the survey to complete it at a later date, they may do so by
allowing the survey to set a cookien their machine (the cookie would contain

only the random ID). Students would be informed that the acceptance of the
cookie would not compromise the anonymity of the student’s responses, and that
the cookie would be deleted when the student returns to the survey or after the
space of 14 days, whichever comes sooner. Students will choose between the
response, “Do not set a cookie; | wish to exit the survey permanently,” or “Please
set a cookie on my computer so that | may return to the survey later.” The survey
would have no method for tracking the number or locations of any cookies set.

F. Confidentiality of data

The survey will use the Secure Sockets Layer protocol, a method commonly used
to encrypt sensitive data transferred over the Internet (e.g., credit capgnsim

This protocol can be identified through the use of a URL beginninghitks:

rather tharhttp:.

Submitted data will be stored in a password-protected database on a secure server
located at the University of Texas at Austin. Access to the data will edito

the principal investigators and their research staff. Results of the stuidye wil

reported in such a way that no responses or comments they make can be identified
to them specifically.

. Research Resources.

The primary resource-intensive phase of the study will be the programming of the
online survey. The second PI, Dr. Smith, has several years’ experience with
survey programming; her staff includes a full-time systems anah@asevprimary
responsibilities include the technical aspects of online survey management,
including the coordination of mass e-mail invitations and large-volume data
collection.

! A cookieis a piece of information stored on the user’s poter, usually without the user’s knowledge.
Cookies are used by most online companies to iiyertiurning customers. Users may delete any caokie
stored on their computer if they wish. For moreinfation on cookies, see the Webopedia entry:
http://www.webopedia.com/TERM/c/cookie.html
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VIl.  Potential Risks

The only research to systematically examine the impact of suicidesassnts on
suicidal risk and emotional distress (Reynolds, Lindenboim, Comtois, Murray, &
Linehan, under review) concluded that respondent risk for increased suicidality is
minimal. The Reynolds et al. study involved@8onically suicidalwomen who
responded to an intensive suicidal behavior inventory on several different
occasions across two years. The study concluded that participant suicidality w
as likely to decrease as increase over the course of a suicidal invensoog;ses
addition, among the sessions that increased in suicidality, the increase was
typically small. Even in sessions involving high-risk feelings of suiciddby-
intensity interventions (e.g., providing emergency contact informatiorg wer
typically sufficient for risk reduction.

In order to reduce the risk of heightened suicidality among our respondents,
students will be provided with information about their local counseling center
services and other local mental health and emergency contact information (see
Logout Page.doc There will be several opportunities for students to receive this
information: (1) If they click on a link provided at the top of the survey welcome
page, (2) if they go to the study site but decline to take the survey, (3) if they
begin the survey but withdraw or exit prematurely, or (4) if they submit a
completed survey. For example, students who attempt to close their browser in the
middle of the survey will be blocked by a message (see section VI-E) asking if
they wish to exit the survey permanently or return to the survey laterylf the
choose to exit the survey permanently, they will be taken to an exit page
containing the counseling center and emergency contact information. It should be
noted that this “blocking message” method will work with the majority of

platforms and browsers; however, perhaps 5% of those who attempt to
prematurely close their browser will not receive the pop-up message amedtiwill
without seeing the information. Because of this possibility, in an attempt to
provide all students with the opportunity to see the information, the local
counseling center and emergency contact information will also be provided via a
link on the survey welcome page (dexin Page.doc

VIIl. Potential Benefits

Students who have suffered from suicidal thoughts but have hesitated to confide
in others are likely to benefit from sharing their experience in an anonymous, non
socially-threatening situation. By answering questions about suicidatitthen

being informed that help is available for such thoughts, students who have not
sought services can realize that it is appropriate, and indicated, to use those
available resources. Participation in the survey will inform students of therfree
low-cost services provided by their college counseling center; this may ageour
at-risk students to seek assistance at the center, reducing their sus&idal ri
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addition, as noted in section IV of this proposal, the information garnered by the
survey will increase the effectiveness of the counseling services, bglpind

college counseling centers better intervene with suicidal students who sgeek hel

(2) helping college counseling centers to more effectively reach out tdaduici
students who do not seek help on their own, and (3) helping develop practices and
policies that are more finely attuned to differing needs among suitidirgs.

VIIl. Other Research Sites

The University of Texas at Austin will receive enroliment informatiomfri08
other campuses (s@articipating Campus Information.xter a complete list of
participating institutions). After the University of Texas at AusiRiB Ihas
preliminarily approved this proposal, the directors of each campus counseling
center will use this proposal as a basis for a petition to their own regisDaan

of Students to provide them with the necessary student enroliment data for the
University of Texas at Austin. After each campus request is approved, each
counseling center director will provide us with an official letter of approval
which we will in turn provide to the University of Texas at Austin IRB for the
final proposal approval. Each campus counseling director will also serve as the
local Project Coordinator for that campus, providing their name and e-malil
address to the students to answer questions about the study. The document
Participating Campus Information.xtontains the names of all 109 local project
coordinators.

X. Review by another IRB

This project has not been reviewed by another IRB. The federal Office foatHum
Resource Protection (OHRP) communicated to us that, in their opinion, the
colleges and Universities participating in this study are not engaging in their ow
researchgee documentOHRP-Communication.d®cAs a consequence, the study
requires approval only from The University of Texas at Austin IRB.
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Question Groups

Required Questions
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Appendix B: Suicide Ideation Survey — Spring 200
National Survey Codebo&

Conventions

Each distinct question is numbered sequentiallyr@sentation order. Some questions invite respansssveral points;
these various points share the same question nubiltenave a sequential letter appended to diffexenthem.

The text of each question as well as all potendisponses are included in this codebook. Anythiagked with quotes is
taken verbatim from the survey.

The response options for each question are indicaighe right side of the each row. In the casgueftions with
multiple data points, the response options predeaggly to each point. In some cases, a questisitheasame response
options as a previous question, and will refer ktadk.

For the majority of questions, a missing valuendiéated by a blank; this may be due to eitherd¢spondent skipping the
guestion or a skip pattern. The one exception ikijphel choice questions, in which a ‘0’ indicatepaxticular option has
not selected.

Simple skip patterns, in which the availabilityasfe or two questions is dependent on another gosstion, are indicated
by an expression in brackets; the majority of thregpeesent opportunities to provide an explandtoman “other”
response. Larger skip patterns, in which entiréices of questions are skipped, are indicated pyprsge rows labeled
“Skip:”, with explanations of the pattern.

The study contains several groups of questionshich a series of questions all relate to and demena previous
guestion. These groups are preceded by a sepavatabreled “Group:” which explains their relationdathe skip pattern
controlling them. Further, the questions in eaaugrshare the same number, with sequential leafgrended.

The respondent was only required to answer twbr@etquestions that controlled the large skip pagtef the survey.
These questions are marked in the code book wigisppondent is required to answer this question)”.



Response

Duration

Affiliation

School

Class

Q1R Q1

Q2
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A fully anonymous number that uniquely identifiee response. (integer number; always present)
The duration of the response in minutes. Due tareety of factors (integer number; always present)
this value should not be considered very accurate.

A unique number which identifies the school of tespondent. (integer number; always present)
The school attended by the respondent. (text;ysd\weesent)

A number indicating if this respondent was marked@ing an

undergraduate or graduate level student. 1 = undergraduate 2 = graduate

“Your age:” This question was recoded for the ctalss report only to (integer number; blank = no response); Outlierseveifined as

represent age categories. age < 16 years and > 81 years and were recodedsisignon this
variable. 1 = “16-21 years” 2 = “22-25 years” 32629 years” 4
= *30-39 years” 5 = “40+ years”

“Your gender:”

blank = no response 1 = “Female” 2 = “Male”



(Q3)
R_Q3

Q4

Q5

“With the understanding that these categories ntightmiting, which
ethnicity best describes you?” (Please check atldpply.)Q3A: “African
American/Black”Q3B: “Alaska Native/American IndianQ3C: “Asian-
American”Q3D: “Caucasian/WhiteQ3E: “Hispanic-American/Latino”
Q3F: “International/Foreign Student” This question @&B) was recoded
into one variable. Respondents who selected maredhe ethnicity were
recoded to “Multiracial”.

“What is your country of origin?” [Q3F = 1]

“What is your grade classification?”
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0 = no response / no 1 = yes 1 = “African Ameri&da¢k” 2 =
“Alaska Native/American Indian” 3 = “Asian-Americas =
“Caucasian/White” 5 = “Hispanic-American/Latino™6
“International/Foreign Student” 7 = “Multiracial”

(text; blank = no response or skipped)

blank = no response 1 = “Freshman” 2 = “Sophom8re™Junior”
4 ="“Senior” 5 = “Graduate Student” 6 = “Law Studen =
“Medical Student” 8 = “Non-degree-seeking Student”
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Q6 “What is your major field of study?” This questiamas recoded into 10 (see appendix a) 1 = “Arts and Humanities” 2 = ‘iBgical

R_Q6 categories. Science” 3 = “Business” 4 = “Education” 5 = “Engarng” 6 =
“Physical Science” 7 = “Professional” 8 = “Sociaiéce” 9 =
“Technical” 10 = “Other Fields”

Q7 “Please estimate your cumulative GPA:” This questi@s recoded for the | (floating point number; blank = no response); Quliwere defined

R_Q7 crosstabs report only to represent GPA categories. as cumulative GPA > 4.0 and were recoded as missirthis
variable; although some schools may use an aligen@PA scale,
99.6% of the total sample fell within the GPA ramd®.0 to 4.0. 1
=“A:3.7-4.0"2 ="B: 2.7-3.69" 3 = “C: 1.7-2.6H = “D: <1.7"

Q8 “What is your current living arrangement?” blankeresponse 1 = “On-campus residence hall” 2 #-"Of
campus residence hall” 3 = “On-campus apartmengébd = “Off-
campus apartment/house” 5 = “Fraternity/Sororityses

Q9 “Do you have a roommate?”

blank = no response 1 = “Yes” 2 = “No”



Q10

(Q11)

Q12
R_Q12

“Do you live with a family member?”

“Of the following activities, in which do you actly participate and in
which do you have a leadership role?” (Please ch#¢kat apply.)
Q11A[P|L]: “Educational/departmental organizatiori311B[P|L]:
“Fraternity/sorority — serviceQ11C[P|L]: “Fraternity/sorority — social”
Q11D[P|L]: “Honorary organizationsQ11EPI|L]:
“International/ethnic/cultural organization§11HP|L]: “Intramural/club
sports”Q11G[P|L]: “Political/social-action organization€)11H[P|L]:
“Professional organization€)11I[P|L]: “Religious organizations”
Q11JP|L]: “Service organizations (other than frateyfgbrority)”
Q11K][P|L]: “Social organizations (other than fratervsgrority)”
Q11L[P|L]: “Student government organization@11M[P|L]: “Varsity
athletic teams”
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blank = no response 1 = “Yes” 2 = “No”

0 = no response / no 1 = yes

“On average, how many hours per week have you bagrioyed during the| (integer number; blank = no response); Outliersevelafined as
2005-06 academic year?” This question was recoalethé crosstabs report average number of hours worked per week > 80 hanasvere

only to represent hour or work categories.

recoded as missing on this variable. 1 = “0-10 &b@r= “11-20
hours” 3 = “21-30 hours” 4 = “31-40 hours” 5 = “4D hours” 6 =
“61-80 hours”



Q13

Q14

Q15

R_Q16

“Religious affiliation:”

“Please specify your other religious affiliatioiQ13 = 11]

“What is your marital status?”

“What is your relationship status?”
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blank = no response 1 = “Agnostic” 2 = “Atheist=3'Buddhist” 4
= “Christian” 5 = “Hindu”

6 = “Islamic” 7 = “Jewish” 8 = “Native American Rglon” 9 =
“Non-religious/Secular” 10 = “Unitarian/UniversalisL1 = “Other”

(text; blank = no response or skipped)

blank = no response 1 = “Single/Never Married atrikaed” 2 =
“Married/Partnered” 3 = “Separated” 4 = “Divorcefl’=
“Widowed” 6 = “Other”

blank = no response 1 = “Not in a relationship” 2rFa relationship
but not living with partner” 3 = “In a relationshgnd living with
partner”



R_Q17

Q18

(R_Q19)

(Q20)

Q21

“What is your sexual orientation?”

“Are you transgendered?”

“In the past 12 months, on average, | ha¥@1'9A: “used tobaccoQ19B:
“drunk 5 or more drinks of alcohol in a 24 houripdi’ Q19C: “used

marijuana’Q19D: “used cocaineQ19E: “used hallucinogenic drugs (ie:

LSD, mushrooms, ecstasy, etQ)9F: “used stimulants (ie: Adderall,
Ritalin, amphetamine, etc.) when they were notgileed for me”

“From which of the following have you ever receivyeslchological or
mental health servicesQ20A: “Counselor/therapist/psychologisf20B:
“Psychiatrist’Q20C: “Other medical provider (physician, nurse, etc.)”
Q20D: “Clergy” Q20E: “None”

“Have you ever received services from your collage/ersity counseling
center?”
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blank = no response 1 = “Bisexual” 2 = “Gay/Lesbiarnr
“Heterosexual” 4 = “Questioning”

blank = no response 1 = “Yes” 2 = “No”

blank = no response 1 = “Daily” 2 = “Weekly” 3 =Wice or more
per month” 4 = “Once a month” 5 = “Seldom” 6 = “NaV/

blank = skipped 0 = no response / no 1 = yes

blank = no response or skipped 1 = “Yes” 2 = “No”



Q22

Q23

(Q24)

R_Q25

Q26

Q27

“Have you ever taken medication for mental heatthoerns?”

“Have you ever been hospitalized for mental headtsons?”

“Indicate if you have had any of the following thgis in the past 12
months:"Q24A: “I wish this would all just endQ24B: “| wish | was dead”

“What phrase best describes you?”

“Have you ever seriouslgonsideredattempting suicide?”

“Please estimate the number of ‘periods in yow' lifiat you have seriously
considerechttempting suicide. This ‘period in your life’ caube a day, a
week, or even several months in which you had gtensi suicidal thoughts
with no more than a couple of days of relief frdrage thoughts.” [Q26 = 1]
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blank = no response or skipped 1 = “Yes” 2 = “No”

blank = no response or skipped 1 = “Yes” 2 = “No”

blank = skipped 0 = no response / no 1 = yes

blank = no response or skipped 1 = “I have had stype of suicidal
thought on a regular basis for several years.™Phave repetitive
episodes of suicidal thoughts with periods in bewvef no suicidal
thoughts at all.” 3 = “I have had a few discreteigas in my life of
having suicidal thoughts.” 4 = “| have only had qreziod in my life
of having suicidal thoughts.” 5 = “I have never tsatcidal
thoughts.”

blank = no response or skipped
1 = HYeS” 2 = “NO”

(integer number; blank = no response or skipped)
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Q28 “How many times have you actually attempted suiéidgour whole life?” (integer number; blank = response or skipped)

Q29
“During the past 12 months, have you seriouslgsideredcattempting

suicide?” (respondent is required to answer thestjan) blank = no response of skipped 1 = "Yes” 2 = "No

Skip: respondents who answered “no” to Q29 skip to the en

Q30 (integer number; blank = no response or skipped)

“Please estimate how many periods over the pastdrths you have
seriouslyconsiderecdattempting suicide. This ‘period’ could be a day, a
week, or even several months in which you had gtersily considered
attempting suicide with no more than a couple gfsdaf relief from these
thoughts.”

R_Q31  “During the past 12 months, you may have had onaare periods of blank = no response or skipped 1 = “Nearly contusutihroughout
seriouslyconsideringattempting suicide, but on average, please estifoate the past 12 months” 2 = “Many months” 3 = “A monthx “Many
how long you seriouslgonsiderecattempting suicide during these periods:weeks” 5 = “A week” 6 = “Many days” 7 = “A full d&\8 =

“Several hours in a day” 9 = “An hour” 10 = “A feminutes” 11 =
“A few seconds”

R_Q32  “When you has thoughts over the past 12 montheridsslyconsidering blank = no response or skipped 1 (“very strong”) ....8 ... 4 ... 5
attempting suicide, how strong were these thougihtaverage?” (“very weak”)

R_Q33 “To what extent did you thoughts of seriousbnsideringa suicide attempt | blank = no response or skipped 1 (“ very largemX}e.. 2 ... 3 ...

interfere with your academic performance?” 4 ...5 (“not at all”)



R_Q34

Q35

R_Q36

(Q37)

Q38
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“At the period/s that you serioustpnsideredattempting suicide over the

past 12 months, which phrase best describes yougttis about your would blank = no response or skipped 1 = “I had a spepifin in mind.” 2

attempt suicide?” = “I have thought about some ways of doing it, heer seriously
considered how | would do it.” 3 = “I never congieé how | would
attempt suicide.”

“What was the primary way that yaonsideredattempting suicide?” [Q34 = (text response; blank = no response or skipped)

3]
“During the period/s in the past 12 months that yetiouslyconsidered blank = no response or skipped 1 (“very strong”) ....8 ...4...5
attempting suicide, how strong was your intentkitl yourself?” (“very weak”)

“Which of the following did you do during the pedis in the past 12 monthsO = no response / no 1 = yes
during which you seriouslgonsideredattempting suicide?Q37A: “began

to gather the material that you would need toyallirself” Q37B: “wrote a

suicide note’'Q37C: “did a practice run of a suicide attem@37D: “began

to try to kill yourself, then changed your minQ37E: “none of the above”

“In times of suicidal crisis, people sometimes ttorthers for support. blank = no response or skipped 1 = “One” 2 = “T\@o* “Three or
After first recognizing that you were serioushynsideringattempting more” 4 = “| did not tell anyone”
suicide, how many people did you tell about théseights?”

Group: the Q39 questions only appear to the respondémeyf answered one or more to Q38.



Q39A

Q39B

R_Q39C

Q39D

Q40A
Q40B

R_Q40C

Q40D
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“Who was the first person you told about these ¢inbs?” blank = no response or skipped 1 = “motRer’“father” 3 =
“sibling” 4 = “other relative” 5 = “spouse/partne’=
“boyfriend/girlfriend” 7 = “friend” 8 = “roommate™ = “co-worker”
10 = “resident advisor (RA)” 11 = “professor” 12'college health
center medical provider (physician, nurse, etc3=1"off-campus
medical provider (physician, nurse, etc.)” 14 =llege health center
psychiatrist” 15 = “off-campus psychiatrist” 16 edllege health
center counselor (psychologist, social worker)efcz = “off-
campus counselor (psychologist, social worker)’e1& = “clergy”
19 = “other”

(text; blank = no response or skipped)
(no prompt; provided for “other” response to Q39@B9A = 19]

How helpful was this person in dealing with yowicgdal thoughts? blank = no response or skipped 1 (‘very helpful) ... ... 4 ... 5

(“not at all helpful”)

“Did this person advise you to seek professiongHgQ39A >= 1 and

Q39A <= 11 or Q39A = 19] blank = no response or skipped 1 = “Yes” 2 = “No”

Group: the Q40 questions only appear to the respondémeyf answered two or more to Q38.

“Who was the second person you told about theaggthtg?” (same mapping as Q39A)

(text; blank = no response or skipped)
(no prompt; provided for “other” response to Q40@%0A = 19]

How helpful was this person in dealing with yowicdal thoughts? blank = no response or skipped 1 (‘very helpful) ... ... 4 ... 5

(“not at all helpful”)

“Did this person advise you to seek professiong g Q40A >= 1 and

Q40A <= 11 or Q40A = 19] blank = no response or skipped 1 = “Yes” 2 = “No”
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Group: the Q41 questions only appear to the respondémeyf answered three or more to Q38.

Q41A “Who was the third person you told about these gifnts” (same mapping as Q39A)

Q41B (text; blank = no response or skipped)
(no prompt; provided for “other” response to Q4J@%1A = 19]

“ H H H . . - 9!!
R_Q41C “How helpful was this person in dealing with youicgdal thoughts? blank = no response or skipped 1 (“very helpful) ... 3 ... 4 ... 5

(“not at all helpful”)

Q41D “Did this person advise you to seek professionggQ41A >= 1 and

Q41A <= 11 or Q41A =19] blank = no response or skipped 1 = “Yes” 2 = “No”

Q42 (text; blank = no response or skipped)
“Why did you decide not to tell anyone about ycwughts?” [Q38 = 4]

Q43 “Some people receive assistance from professigoaimselors, medical blank = no response or skipped 1 = “I never recpiodessional
providers, clergy) for copying with suicidal thoughWhich of the following help” 2 = “I was already receiving professionalghelhen these
statements best describes you?” thoughts first appeared” 3 = “| received profesaidmelp

immediately after recognizing these suicidal thaeg¥ = “I
received professional help after some time hassplassit before |
ever attempted suicide” 5 = “| received professidmdp after | had
attempted suicide”



(Q44)

Q45A

Q45B

Q45C

R_Q45D

Q45E

Q46A
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“From whom did you receive psychological, psychétor other mental 0 =no response / no 1 = yes
health services after recognizing that you wer@asly consideringa

suicide attempt in the past 12 month@#4A: “1 did not receive any such

services"Q44B: “medical provider (physician, nursep44C: “psychiatrist”

Q44D: “psychologist/social worker/counseld@44E: “clergy”

Group: the Q45 questions only appear to the respondémeyfanswered yes to Q44B. This group had the hgatflease answer the following
guestions about the mental health services youvestérom a medical provider.”

“Please estimate the number of times you met withrnedical provider:” (integer number; blank =negponse or skipped)

“Are you currently seeing this medical provider?” blank = no response or skipped

1 - “YeS” 2 - “NO”

“Is this medical provider associated with your egkt or university’s student

o
services: blank = no response or skipped 1 = “Yes” 2 = “No”

“How helpful was this medical provider in prevemtipou from committing | blank = no response or skipped 1 (“very helpful”2.... 3 ... 4 ...
suicide?” 5 (“not at all helpful”)
13 H . H T - H 1 9”
How difficult was it to access the services ofsthiedical provider blank = no response or skipped 1 (“not at all cifi) ... 2 ... 3 ...
4 ... 5 (“very difficult)

Group: the Q46 questions only appear to the respondémeyf answered yes to Q44C. This group had the hgatilease answer the following
guestions about the mental health services youvetérom a psychiatrist.”

“Please estimate the number of times you met \bighgsychiatrist:” (integer number; blank = nop@sse or skipped)



Q46B

Q46C

R_Q46D

Q46E

Q47A

Q47B

Q47C

R_Q47D
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“Are you currently seeing this psychiatrist?” amn no response or skipped 1 = “Yes” 2 = “No”

“Is this psychiatrist associated with your collegeuniversity’s student

H 9”
services: blank = no response or skipped 1 = “Yes” 2 = “No”
“How helpful was this psychiatrist in preventinguyfsom committing blank = no response or skipped 1 (“very helpful’)2.... 3 ... 4 ...
suicide?” 5 (“not at all helpful”)

“ . . - - . H H t)n
How difficult was it to access the services ofstpisychiatrist? blank = no response or skipped 1 (‘not at all cifi’) ... 2 ... 3 ...

4 ... 5 (“very difficult)
Group: the Q47 questions only appear to the respondémeyf answered yes to Q44D. This group had the hgati?lease answer the following
guestions about the mental health services youvetérom a psychologist, social worker or counsélo
“Please estimate the number of times you met wihsychologist, social (integer number; blank = no response or skipped)
worker or counselor:”
“Are you currently seeing this psychologist, soei@rker or counselor?”

blank = no response or skipped 1 = “Yes” 2 = “No”

“Is this psychologist, social worker or counseles@ciated with your college

H H ) 1 9”
or university's student services? blank = no response or skipped 1 = “Yes” 2 = “No”

“How helpful was this psychologist, social workeramunselor in preventing blank = no response or skipped 1 (“very helpful”2..... 3 ... 4 ...
you from committing suicide?” 5 (“not at all helpful”)



Q47E

Q48A
Q48B

Q48C

R_Q48D

Q48E

Q49

R_Q50

Q51
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“How difficult was it to access the services ofsthisychologist, social blank = no response or skipped 1 (“not at all diffi”) ... 2 ... 3 ...
worker or counselor?” 4 ... 5 (“very difficult)

Group: the Q48 questions only appear to the respondémeyf answered yes to Q44E. This group had the hgati®lease answer the following
guestions about the mental health services youvetérom clergy.”

“Please estimate the number of times you met wélgg:” (integer number; blank = no response dps&d)

“Are you currently seeing clergy?” blank = no response or skipped 1 = “Yes” 2 = “No”

“Is this clergy associated with your college oruamsity’s student services?”

blank = no response or skipped 1 = “Yes” 2 = “No”

“ H H 4 H H 1~ 9”
How helpful was this clergy in preventing you frarammitting suicide? blank = no response or skipped 1 (‘very helpful)2.... 3 ... 4 ...

5 (“not very helpful”)
How difficult was it to access the services oftlergy” blank = no response or skipped 1 (“not at all diffi”) ... 2 ... 3 ...
4 ... 5 (“very difficult)

“Did any of the professionals from whom you soulgélp do a written or
verbal “no suicide” or “no harm” contract with ydUu®44B = 1 or Q44C = blank = no response or skipped 1 = “Yes” 2 = “No”
1 or Q44D =1 or Q44E = 1]

blank = no response or skipped 1 (“a great impact?® ... 3 ... 4
“Please rate how much of an impact this contradtdrayour decision about ... 5 (“no impact”)
attempting suicide:” [Q49 = 1]

“After having seriouslyonsideredattempting suicide in the past 12 months,
did you take any prescribed medication to help with these suicidal blank = no response or skipped 1 = “Yes” 2 = “No”
thoughts?”



R_Q52

Q53

R_Q54

Q55

R_Q56
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blank = no response or skipped 1 (“very helpful’.)2 ... 3 ... 4 ...
“How helpful was the medication in preventing yoarh committing 5 (“not at all helpful”)
suicide?” [Q51 = 1]

“After having seriouslyonsideredattempting suicide in the past 12 months,

o : . e
were you hospitalized to help you with these saikidoughts? blank = no response or skipped 1 = “Yes” 2 = “No”

blank = no response or skipped 1 (“very helpful)2.... 3 ... 4 ...
“How helpful was the hospitalization to preventiymu from committing 5 (“not at all helpful”)
suicide?” [Q53 = 1]

“Did you receive post-hospitalization follow-up help you deal with your | blank = no response or skipped 1 = “Yes” 2 = “No”
suicidal thoughts?” [Q53 = 1]

blank = no response or skipped 1 (“very helpful)2.... 3 ... 4 ...
“How helpful was the post-hospitalization follow-uppreventing you from ' 5 (“not at all helpful”)
committing suicide?” [Q55 = 1]



(R_Q57
A-L)

(R_Q58)

Q59
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blank = no response or skipped 1 (“very large inipac 2 ... 3 ...
4 ... 5 (“very small impact”)

“On average over the past 12 months, please ratextient to which each of
the following contributed to your serioustgnsideringsuicide:"R_Q57A
“problems with school/academicB’_Q57B: “problems with friendships”
R_Q57C. “problems with family relationshipsR_Q57D: “problems with
romantic relationshipsR_Q57E “problems with financesR_Q57F
“problems with alcohol/drugsR_Q57G “sexual assaultR_Q57H:
“relationship violence’R_Q571: “get relief from emotional or physical pain”
R_Q57Z “show others the extent of my unhappiness/p&nQ57K:
“punish others for what they didR_Q57L: “a desire to end my life”
blank = no response or skipped 1 (“described mg nerch ) ... 2
“How much did the following words describe you dia typical time you ... 3 ... 4 ... 5 (“not at all”)
were seriouslyonsideringa suicide attempt during the past 12 months?”
R_Q58A: “angry”

R_Q58B: “anxious/worried’R_Q58C. “sad” R_Q58D: “guilty” R_Q58E
“lonely/isolated”’R_Q58F “hopeless’R_Q58G: “helpless’R_Q58H:
“anxious/panic”

“Which of the following best described your relaté status while you were blank = no response or skipped 1 = “in a romargiationship with
seriouslyconsideringsuicide during the past 12 months?” a boyfriend/girlfriend/partner/spouse” 2 = “notarromantic
relationship”



Q60

(Q61)

Q62

Q63

Q64

“Had you ever seriouslgonsideredattempting suicide before coming to

4 NG
your current college/university blank = no response or skipped 1 = “Yes” 2 = “No”

“Which, if any, of the following occurred before yseriouslyconsidered 0 =no response / no 1 = yes
attempting suicide in the past 12 month@®&1A: “recent suicide of a friend

or family member'Q61B: “recent death of a friend or family member”

Q61C: “recent breakup or loss of a friendship61D: “recent breakup or

loss of a romantic relationshig)61E: “recent family problemsQ61F:

“recent financial problemsQ61G: “recent academic problem&61H:

“sexual assaultQ61l: “relationship violence’Q61J: “recent

traumalvictimization (assault, accident, et€B1K: “hurting yourself in a

non-suicidal way (cutting burning, hitting your9&IlQ61L: “recent conflict

regarding my sexual orientatio@61M: “none of the above”

“Have youattemptedsuicide with the past 12 months?” (respondent is

required to answer this question) blank = no response or skipped 1 = “Yes” 2 = “No”

Skip: respondents who answered “no” to Q62 skip to Q84.

“During the last 12 months, how many times did atiemptsuicide?” (integer number; blank = no responsskipped)

“Did any of your suicide attempts in the past 12nths result in an injury,

. . 9”
poisoning, overdose, etc. that had to be treateal dyctor or nurse® blank = no response or skipped 1 = “Yes” 2 = “No”
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Q65
Q66

Q67

Q68
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“What method did you choose in your most recerntideiattempt?” (text; blank = no response or sk@)p

“When youattemptedsuicide most recently, were you using drugs ortadto

- o
at the moment of your suicide attempt? blank = no response or skipped 1 = *Yes” 2 = *No”

(text; blank = no response or skipped)
“Please list what kind of drugs/alcohol you werengsand how much you
had used:” [Q66 = 1]

“After attemptingsuicide in the past 12 months, how many people/did

tell about the attempt?”
blank = no response or skipped 1 = “One” 2 = “T\8o2 “Three or
more” 4 = “| did not tell anyone”

Group: the Q69 questions only appear to the respondémeyf answered one or more to Q68.



Q69A

Q69B

R_Q69C

Q69D

“Who was the first person you told about your siécattempt(s)?”

(no prompt; provided for “other” response to Q69AH9A = 19]

“How helpful was this first person to you in dealiwith your suicide
attempt?”

“Did this first person advise you to seek profesalchelp?” [Q69A >= 1 and

Q69A <= 11 or Q69A = 19]
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blank = no response or skippedrhather” 2 = “father” 3 =
“sibling” 4 = “other relative” 5 = “spouse/partne’=
“boyfriend/girlfriend” 7 = “friend” 8 = “roommate™ = “co-worker”
10 = “resident advisor (RA)” 11 = “professor” 12'college health
center medical provider (physician, nurse, etc3=1"off-campus
medical provider (physician, nurse, etc.)” 14 =llege health center
psychiatrist” 15 = “off-campus psychiatrist” 16 edllege health
center counselor (psychologist, social worker)etc = “off-
campus counselor (psychologist, social worker)’e1& = “clergy”
19 = “other”

(text; blank = no response or skipped)

blank = no response or skipped 1 (“very helpful) ....8 ... 4 ... 5
(“not at all helpful”)

blank = no response or skipped 1 = “Yes” 2 = “No”

Group: the Q70 questions only appear to the respondémeyf answered two or more to Q68.



Q70A

Q70B

R_Q70C

Q70D

“Who was the second person you told about yourideliattempt(s)?”

(no prompt; provided for “other” response to Q7(Ay0A = 19]

“How helpful was this second person to you in deglivith your suicide
attempt?”

“Did this second person advise you to seek pradassihelp?” [Q70A >=1
and Q70A <=11 or Q70A = 19]
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blank = no response or skippedhother” 2 = “father” 3 =
“sibling” 4 = “other relative” 5 = “spouse/partne’=
“boyfriend/girlfriend” 7 = “friend” 8 = “roommate™ = “co-worker”
10 = “resident advisor (RA)” 11 = “professor” 12'college health
center medical provider (physician, nurse, etc3=1"off-campus
medical provider (physician, nurse, etc.)” 14 =llege health center
psychiatrist” 15 = “off-campus psychiatrist” 16 edllege health
center counselor (psychologist, social worker)efc = “off-
campus counselor (psychologist, social worker)’e1& = “clergy”
19 = “other”

(text; blank = no response or skipped)

blank = no response or skipped 1 (“very helpful) ....8 ... 4 ... 5
(“not at all helpful”)

blank = no response or skipped 1 = “Yes”

2 - HNOH



Q71A

Q71B

R_Q71C

Q71D
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Group: the Q71 questions only appear to the respondémeyf answered three or more to Q68.

“Who was the third person you told about your slécattempt(s)?”

(no prompt; provided for “other” response to Q7JAY1A = 19]

“How helpful was this third person to you in degliwith your suicide
attempt?”

“Did this third person advise you to seek profesaldelp?” [Q71A >=1

and Q71A <=11 or Q71A =19]

blank = no response or skippedrhather” 2 = “father” 3 =
“sibling” 4 = “other relative” 5 = “spouse/partne’=
“boyfriend/girlfriend” 7 = “friend” 8 = “roommate™ = “co-worker”
10 = “resident advisor (RA)” 11 = “professor” 12'college health
center medical provider (physician, nurse, etc3=1"off-campus
medical provider (physician, nurse, etc.)” 14 =llege health center
psychiatrist” 15 = “off-campus psychiatrist” 16 edllege health
center counselor (psychologist, social worker)efc = “off-
campus counselor (psychologist, social worker)’e1& = “clergy”
19 = “other”

(text; blank = no response or skipped)

blank = no response or skipped 1 (“very helpful) ....8 ... 4 ... 5
(“not at all helpful”)

blank = no response or skipped 1 = “Yes” 2 = “No”



Q72

(Q73)

Q74A
Q74B

Q74C

R_Q74D

Q74E
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“Why did you decide not to tell anyone about yottempt?” [Q68 = 4] (text; blank = no response lapped)

“From whom did you receive psychological, psychigatr other mental 0 =no response / no 1 = yes
health services aftattemptingsuicide in the past 12 monthsQ73A: “I did

not receive any such service@73B: “medical provider (physician, nurse)”

Q73C: “psychiatrist’Q73D: “psychologist/social worker/counselo@73E:

“clergy”

Group: the Q74 questions only appear to the respondémeyf answered yes to Q73B. This group had the hgatiflease answer the following
guestions about the mental health services youvestérom a medical provider.”

“Please estimate the number of times you met withrnedical provider:” (integer number; blank =negponse or skipped)

“Are you currently seeing this medical provider?”

blank = no response or skipped 1 = “Yes” 2 = “No”

“Is this medical provider associated with your egkt or university’s student

o
services: blank = no response or skipped 1 = “Yes” 2 = “No”

“How helpful was this medical provider in prevemtiyou from committing | blank = no response or skipped 1 (“very helpful”)2..... 3 ... 4 ...
suicide?” 5 (“not at all helpful”)
13 H T H 1 - H 1 9”
How difficult was it to access the services ofsthiedical provider blank = no response or skipped 1 (“not at all difi) ... 2 ... 3 ...
4 ... 5 (“very difficult)



Q75A
Q75B

Q75C

R_Q75D

Q75E

Q76A

Q76B
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Group: the Q75 questions only appear to the respondémeyfanswered yes to Q73C. This group had the hgati®lease answer the following

guestions about the mental health services youveatérom a psychiatrist.”

“Please estimate the number of times you met \ihsychiatrist:”

“Are you currently seeing this psychiatrist?”

“Is this psychiatrist associated with your collegauniversity’s student

services?”

“How helpful was this psychiatrist in preventinguyfsom committing
suicide?”

“How difficult was it to access the services ofstpisychiatrist?”

(integer number; blank = nop@sse or skipped)

an no response or skipped 1 = “Yes” 2 = “No”

blank = no response opjs&d

1="Yes"2="“No"

blank = no response or skipped 1 (“very helpful)2.... 3 ... 4 ...
5 (“not at all helpful”)

blank = no response or skipped 1 (“not at all diffi”) ... 2 ... 3 ...
4 ... 5 (“very difficult)

Group: the Q76 questions only appear to the respondémeyf answered yes to Q73D. This group had the hgati*lease answer the following
guestions about the mental health services youvetérom a psychologist, social worker or counsélo

“Please estimate the number of times you met \ighgsychologist, social

worker or counselor:”

“Are you currently seeing this psychologist, soei@rker or counselor?”

(integer number; blank = no response or skipped)

blank = no response orpdpl = “Yes” 2 = “No”
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Q76C “Is this psychologist, social worker or counselss@ciated with your college

. e - A
or university’s student services? blank = no response or skipped 1="Yes" 2 = “No”

R_Q76D “How helpful was this psychologist, social workeramunselor in preventing blank = no response or skipped 1 (“very helpful”2.... 3 ... 4 ...
you from committing suicide?” 5 (“not at all helpful”)

Q76E “How difficult was it to access the services ofthisychologist, social blank = no response or skipped 1 (“not at all diffi”) ... 2 ... 3 ...
worker or counselor?” 4 ... 5 (“very difficult)

Group: the Q77 questions only appear to the respondémeyf answered yes to Q73E. This group had the hgatflease answer the following
guestions about the mental health services youvetérom clergy.”

Q77A “Please estimate the number of times you met wéigg:” (integer number; blank = no response dpz&d)
Q77B “Are you currently seeing clergy?” blank = no response or skipped 1 = “Yes” 2 = “No”
Q77C “Is this clergy associated with your college oruamsity’s student services?”

blank = no response or skipped 1 = “Yes”

2 = “NO”

R_Q77D “How helpful was this clergy in preventing you frasammitting suicide? blank = no response or skipped 1 (‘very helpful)2.... 3 ... 4 ...
5 (“not at all helpful”)

13 H T H T f)”

Q77E How difficult was it to access the services ofstilergy blank = no response or skipped 1 (“not at all difi) ... 2 ... 3 ...
4 ... 5 (“very difficult)

Q78 “After havingattemptedsuicide in the past 12 months, did you take any

prescribed medication to help you with further glatthoughts? blank = no response or skipped 1 = “Yes” 2 = “No”
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R_Q79 blank = no response or skipped 1 (“very helpful)2.... 3 ... 4 ...
“How helpful was this medication in preventing ymom committing 5 (“not at all helpful”)
suicide?” [Q78 = 1]

Q80 “After having attemptedsuicide in the past 12 months, were you hospitdlize

; - o
to help you with further suicidal thoughts? blank = no response or skipped 1 = *Yes” 2 = *No”

R_Q81 blank = no response or skipped 1 (“very helpful)2.... 3 ... 4 ...
“How helpful was this hospitalization in preventiggu from committing 5 (“not at all helpful”)
suicide?” [Q80 = 1]

Q82
“Did you receive any post-hospitalization follow-tgphelp you deal with _ . g o uN
your suicidal thoughts?” [Q80 = 1] blank = no response or skipped 1 = “Yes” 2 = “No
R_Q83 blank = no response or skipped 1 (“very helpful)2.... 3 ... 4 ...
“How helpful was the post-hospitalization follow-uppreventing you from ' 5 (“not at all helpful”)
committing suicide?” [Q82 = 1]
Skip: respondents who answered “yes” to Q62 skip to Q85.
(R_Q84  “Please rate the extent to which the following dastwere important in blank = no response or skipped 1 (“very important’® ... 3 ... 4
A-K) preventing you fronattemptingsuicide:"R_Q84A: “Disappointing/hurting = ... 5 (“not important”)

my family” R_Q84B: “Disappointing/hurting my friendsR_Q84C.
“Disappointing/hurting my partner/spouse/boyfriggidfriend” R_Q84D:
“Cooperative relationship with a mental health pesional’R_Q84E
“Support of my family”



Q85

Q86
Q87

Q88
Q89
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R_QB84F “Support of my friendsR_Q84G. “Support of my
partner/spouse/boyfriend/girlfriendR_Q84H: “Religious/moral beliefs”
R_Q84l: “Feelings hopeful/having plans for my futui@” Q84J “Wanting
to finish school’R_Q84K: “My pet or pets”

“Are you currently consideringttemptingsuicide?” (respondent is required

to answer this question) blank = no response or skipped 1 = “Yes” 2 = “No”

Skip: respondents who answered “yes” to Q85 skip to tite e

“Why do you believe you stopped considering a si@icttempt?” (text; blank = no response or skipped
“What did you find most helpful in resolving theicide crisis?” (text; blank = no response or skigp
“What did you find least helpful in resolving theicde crisis?” (text; blank = no response or pkig)

“What else could have been helpful in assisting iyothe resolution of the (text; blank = no response or skipped)

suicide crisis?”



Major Field of Study

Arts and Humanities
1 =“Art, Fine and Applied”
2 = “English (Language and Literature)”
3 = “History”
4 =*Journalism”
5 =*“Language and Lit. (except English)”
6 = “Music”
7 = “Philosophy”
8 = “Speech”
9 = “Theater or Drama”
10 = “Theology or Religion”
11 = “Other Arts or Humanities”

Biological Science
12 = “Biology (General)”
13 = “Biochemistry or Biophysics”
14 = “Botany”
15 = “Marine (Life) Science”
16 = “Microbiology or Bacteriology”
17 = “Zoology”
18 = “Other Biological Sciences”

Business
19 = “Accounting”
20 = "Business Adm. (General)”
21 = "Finance”
22 = "Marketing”
23 = “Management”
24 = "Secretarial Studies”
25 ="Other Business”

Education
26 = "Business Education”
27 = “Educational Psychology”
28 = “Elementary Education”
29 = “Music or Art Education”
30 = “Physical Education or Recreation”
31 = “Secondary Education”
32 =“Special Education”
33 = “Other Education”

Engineering
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34 = “Aeronautical or Astronautical Engineering”
35 = “Civil Engineering”

36 = “Chemical Engineering”

37 = "Electrical or Electronic Engineering”

38 = “Industrial Engineering”

39 = “Mechanical Engineering”

40 = “Other Engineering”

Physical Science
41 = “Astronomy”
42 = “Atmospheric Science (including Meteorology)”
43 = “Chemistry”
44 = “Earth Science”
45 = "Marine Science (including Oceanography)”
46 = “Mathematics”
47 = "Physics”
48 = “Statistics”
49 = “Other Physical Science”

Professional
50 = “Architecture or Urban Planning”
51 = “Dentistry”
52 = *"Home Economics”
53 = “Health Technology (Medical, Dental, Lab.)”

54 = “Law”

55 = *“Library or Archival Science”
56 = “Medicine”

57 = “Nursing”

58 = “Pharmacy”

59 = “Predental, Premedical, Preveterinary”

60 = “Therapy (occupational, physical, speech)”
61 = “Other Professional”

Social Science

62 = “Anthropology”

63 = “Economics”

64 = “Ethnic Studies”

65 = “Geography”

66 = “Political Science (government, international relations)”
67 = “Psychology”

68 = “Social Work”

69 = “Sociology”
70 = "Women'’s Studies"



71 =" Other Social Science”

Technical
72 = “Building Trades”
73 = “Data Processing or Computer Programming”
74 = “Drafting or Design”
75 = “Electronics”
76 = “Mechanics”
77 = “Other Technical”

Other Fields
78 = “Agriculture”
79 = “Communications (radio, TV, etc.)”
80 = “Computer Science”
8 = “Forestry”
8 = “Law Enforcement”
8 = “Military Service”
8 = “Other Field”
8 = “Undecided”
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Appendix C: Email Invitation & Follow-ups
Initial Invitation
FROM: Local Counseling Center Directddirector@campus.edu

REPLY-TO:Local Counseling Center Directddirector@campus.edu
SUBJECT:Name of Counseling Centkvites You to Participate in a National Study

Dear[student name],

You have been randomly selected to represent [Campus Name] in a national study of
student mental health. The results of tm®nymoustudy are very important to [Campus
Name], as we will use the information to help you, your friends, or your cissm
through the serious emotional difficulties that can sometimes occur gihgraduate
student: graduateftudents.

This study focuses in particular on suicidal thoughts and behaviors. Current research
suggests that a surprisingly large number of college [graduate] studentspatéem
suicide each year. Even if you have never had suicidal thoughts, chances amd¢hat s
of your friends and classmates have had such thoughts. Regardless of yoenegperi
with this topic, by participating in this anonymous study, you will help our campus
determine the percentage of students suffering from suicidal thoughts and help us
increase the effectiveness of the counseling services available to stadentsdal crisis
on your campus and around the country.

If you consent to participate in this national study, ydulve eligible for a random
drawing for one of 100 gift certificates to Amazon.com (va$#25 each) as well as 3 top
prizes of $1,000, $750, and $500 gift certificates to Anaom. Although your
responses to the survey are anonymous — that is, tilebewo way to link your
responses back to your name or any other personally identifiable informatioryabeut
your consent to take the study will be recorded and will galeeligible for the drawing.

You may access the study online at:

https://Study link.
The login page, hosted by the study’s principal investigators at the Univeir3igxas at
Austin, includes full instructions and a consent form. If you have questions about the
survey or have any difficulty accessing the survey on the Web, please rdply/datail
or call meat XXX-XXXX.

Because we are only asking a random sample of students to complete the survey, your
responses are critical to make the results for our campus as accuratelds. poss

Thank you for your help with this important project.
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Sincerely,

[Campus Counseling Center Director signature line]
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First Follow-Up Invitation

FROM: Local Counseling Center Directddirector@campus.edu
REPLY-TO:Local Counseling Center Directddirector@campus.edu
SUBJECT: RemindeName of Counseling Centgvites You to Participate in a
National Study

Dear [student name],

Last [day of week] | invited you to represent [Campus Name] in a national agtudy
student mental health. This online study will require only 5 to 20 minutes of youyr time
and will qualify you for a random prize drawing (see below). Thaltg of this
anonymoustudy are very important to [Campus Nanas|we will use the information

to help you, your friends, or your classmates through the serious emotiortailtifsi

that can sometimes occur amdHhgyraduate student: graduatejtudents.

This study focuses in particular on suicidal thoughts and behaviors. Current research
suggests that a surprisingly large number of college [graduate] studentsatéem
suicide each year. Even if you have never had suicidal thoughts, chances ame¢hat s
of your friends and classmates have had such thoughts. Regardless of yaanegper
with this topic, by participating in this anonymous study, you will help our campus
determine the percentage of students suffering from suicidal thoughts and help us
increase the effectiveness of the counseling services available to stadentsdal crisis
on your campus and around the country.

If you consent to participate in this national study, ydulve eligible for a random
drawing for one of 100 gift certificates to Amazon.com (va$#25 each) as well as 3 top
prizes of $1,000, $750, and $500 gift certificates to Aonam. Although your
responses to the survey are anonymous — that is, tilebewo way to link your
responses back to your name or any other personally identifiable informatioryabeut
your consent to take the study will be recorded and will galkeeligible for the drawing.

You may access the study online at:

https://Study link.
The login page, hosted by the study’s principal investigators at the Univefr3igxas at
Austin, includes full instructions and a consent form. If you have questions about the
survey or have any difficulty accessing the survey on the Web, please rdpy/datail
or call meat XXX-XXXX.

Because we are only asking a random sample of students to complete the survey, your
responses are critical to make the results for our campus as accuratelds. poss

Thank you for your help with this important project.
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Sincerely,

[Campus Counseling Center Director signature line]
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Second Follow-Up Invitation

FROM: Local Counseling Center Directddirector@campus.edu
REPLY-TO:Local Counseling Center Directddirector@campus.edu
SUBJECT: Final RemindeName of Counseling Centiieeds Your Help!

Dear [student name],

This is your last opportunity to represent [Campus Name] in a national study aftstude
mental health. We know this is a busy time of year for you, but we hope you can donate 5
to 20 minutes of time to contribute to this research. The results @ithig/moustudy

are very important to [Campus Nama$, we will use the information to help you, your
friends, or your classmates through the serious emotional difficultiesathabenetimes

occur amonglf graduate student: graduatejtudents.

If you consent to participate in this national study, ydulve eligible for a random
drawing for one of 100 gift certificates to Amazon.com (va#25 each) as well as 3 top
prizes of $1,000, $750, and $500 gift certificates to Aonam. Although your
responses to the survey are anonymous — that is, tilebewo way to link your
responses back to your name or any other personally identifiable informatioryabeut
your consent to take the study will be recorded and will galeeligible for the drawing.

You may access the study online at:

https://Study link.
The login page, hosted by the study’s principal investigators at the Univeir3igxas at
Austin, includes full instructions and a consent form. If you have questions about the
survey or have any difficulty accessing the survey on the Web, please rdply/datail
or call meat XXX-XXXX.

Because we are only asking a random sample of students to complete the survey, your
responses are critical to make the results for our campus as accurateldes. poss

Thank you for your help with this important project.
Sincerely,

[Campus Counseling Center Director signature line]
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Appendix D: Consent Form

| RB#

I nformed Consent to Participate in Research
The University of Texas at Austin

You are being asked to participate in a research study. This document providesiyou wit
information about the study. Please read the information below. If you have any
guestions, please contact [NAME] at [NAME OF COUNSELING CENTER] at
[director@campus.edu] or [XXX-XXXXbefore deciding whether or not to take part.
You can also contact the National Director of this research project, CbhisBon,
Ph.D., at 512-475-6939. Your participation is entirely voluntary and you can refuse to

participate without penalty or loss of benefits to which you are otherwigkeenti

This survey is anonymous. If you decide to participate, you will be one of apatekym

75,000 students asked to take part in this research. siay actual survey responses

are not linked to your name, and will never be associated with you or your personally
identifiable information. If you consent to participate by clicking on the apiattepr

button at the bottom of this page, your survey will be assigned a random norebere

as the only identifier for our records. This random number will have no relation and no
link to your name or any personally identifiable information about you. Asuét,rgsur

responses cannot be linked to your identity, either during or after the survey itsel

Title of Research Study:Suicidal Thoughts and Behavior among Undergraduate
and Graduate Students in the United States



166

Principal Investigators:

Chris Brownson, Ph.DCounseling & Mental Health Center, The University of Texas at
Austin, (512) 475-6939.

Shanna Smith, Ph.D., Research Consulting, The University of Texas at Austin, (512)
475-9425

Funding source:

Contributions from participating colleges and universitie

What is the purpose of this study?

To determine the nature and extent of suicidal thoughts and behavior among
undergraduate and graduate students across the country, and to explore peiér wa
providing support and assistance to these students.

What will be done if you take part in this research gidy?

You will be asked to answer a series of questions abowelbin this online survey.
Depending on your responses, the survey may take between 6 amau®es to complete.
The survey is anonymous, and if there are any questianhgdb prefer not to answer, you
may choose to skip them.

What are the possible discomforts and risks?

The survey may ask you to recall events that you are Undaile thinking about. If this
happens, you may wish to take a break and come back tortley st another time, or you
may exit the survey permanently. You may also call [NAMEGIFUNSELING

CENTER] at [XXX-XXXX] to discuss any distressing asdomforting feelings. If you
wish to discuss the information above or any othesnyglu may experience, you may
contact the research study’s local representative, [NJABtHdirector@campus.efior
[XXX-XXXX], or contact the Principal Investigator, Dr. Chrigrownson at
cbrownson@mail.utexas.eaun 512-475-6939.

What are the possible benefits to you or to others?
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Current research suggests that a surprisingly large number of undergradugiteduate
students contemplate suicide each year. Even if you have never had suicidakthought
chances are that some of your friends and classmates have had such thooghus. Ca
counseling centers need help determining how many students are detlisgigidal
thoughts and understanding how to reach out to and assist students who may be
considering suicide. By participating in this study, you can help increaséf¢élcdveness

of the counseling services available to students in suicidal crisis on your cantpus
around the country.

If you choose to take part in this study, will it cost gu anything?

No.

Will you receive compensation for your participationin this study?

No. However, you will be entered in a national drawingpill agree to participate in the
study. If you consent to participate, you will be éligifor a random drawing for one of
100 gift certificates to Amazon.com (value = $25 each) asase top prizes of $1,000,
$750, and $500 gift certificates to Amazon.com. Althoygir responses to the survey are
anonymous — that is, we will not know which responses befggu — your consent to

take the study will be recorded and will make you eliggfbr the drawing.

What if you are injured because of the study?

This study does not involve physical risk. If, howevew wre injured during the course of
this study, no provisions have been made to providéntient, medical care, or payment
for such injury.

If you do not want to take part in this study, what other options are available to

you?

Participation in this study is entirely voluntary. You are free to refuse ¢ be in the
study, and your refusal will not influence current or future relationships with [Local
Campus Name] or The University of Texas at Austin, which is where thiresearch
originates from.

How can you withdraw from this research study and who should you call if vo
have guestions, complaints, or concerns?
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If you wish to stop your participation in this researd study for any reason you
should click on the “Withdraw from Study” link provi ded at the bottom of each
survey page. You are free to withdraw your consent anstop participation in this
research study at any time without penalty or loss dbenefits for which you may be
entitled.

In addition, if you have complaints, concerns, or questions about this stydwrarghts
as a research participant, please contact The Office of Research Suggoongpiiance
at The University of Texas at Austin, or Clarke A. Burnham, Ph.D., Chair of The
University of Texas at Austin Institutional Review Board for the Protectidtuofian
Subjects, (512) 471-8871 / (512) 232-438Bsc@uts.cc.utexas.edu

How will your privacy and the confidentiality of your research records be protected?

As notedabove, this study is anonymour actual survey responses are not linked to
your name, and will never be associated with you or your personally ieblifi
information. Your consent or refusal to participate in the study is the only informat
that can be connected to yAuthorized persons from The University of Texas at Austin,
its Institutional Review Board, and [Local Campus Nah@je the legal right to review

this information and will protect the confidentialitytbbse records to the extent permitted
by law.Otherwise, this consent/refusaformation will not be released without your
consent unless required by law or a court order.

Will the researchers benefit from your participation in this study?

No.

Signature of Principal Investigator [this will be an image] Date

You have been informed about this study’s purpose, guves, possible benefits and
risks, and you have received a copy of this Form. Yourareueaged to print out a copy of
this page for your records. You have been given the opptyrtarask questions before
you consent, and you have been told that you can ask oisians at any time. You
voluntarily agree to participate in this study. Bykiing on the “I Consent to Participate”
button below, you are not waiving any of your legal tggh

(I Consent to Participate) (I Decline to Participate)
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