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CHAPTER |

INTRODUCTION

Suicide is a significant, yet preventable, problem in the United States. In 20@6 al
over 33,000 people died by suicide in this country, while 395,320 people received
hospital emergency room treatment for self-inflicted injuries (CefaeBisease Control
and Prevention [CDC], 2007a; McCaig & Nawar, 2006). In addition, the suicide rate for
individuals aged 10-24 increased by 8.0% from 2003 to 2004, the largest single year
increase recorded over a 14 year period (CDC, 2007b). Suicide attempts, as opposed to
completed suicides, are also a significant problem in this country, with araestinatio
of 100-200 attempts for each completed suicide amongst young people age 15-24
(Goldsmith, Pellmar, Kleinman, & Bunney, 2002). Thus, it seems particularly iamort
to research risk factors for suicidal behavior, as well as factors tlyginot@ct against
suicidal behavior, with the ultimate goal of preventing needless injuries atftsde

One relatively new theory that proposes a model of suicide risk is Joiner’s (2005)
interpersonal-psychological theory of suicidal behavior. Joiner proposed thatithere
three primary risk factors, thwarted belongingness, perceived burdensseame
acquired capability to engage in self-injury, each of which is a necebsianot
sufficient element contributing to the overall risk of suicidal behavior. Tha/arte
belongingness refers to a lack of connection with other people, such as having few

friends or family members to turn to in time of need. Indeed, numerous studies have



demonstrated that a lack of social connection has a strong correlation widlalsuic
behavior (Joiner, 2005). Perceived burdensomeness refers to the perception, albeit
generally a mistaken perception, that one’s existence has somehow arbatddn on
others (Joiner, 2005). Joiner posited that a feeling of perceived burdensomersss aris
when one feels ineffective or incompetent in one’s actions, and in turn believes this
ineffectiveness or incompetence creates a burden for others. The acgpabiity to
engage in self-injury can refer not only to intentional acts of self-injuryalsatto any of
a variety of experiences that can lead to increased tolerance for paackro fear of
pain, such as sports injuries or medical conditions. Early research has yesdiesl r
supporting Joiner’s (2005) interpersonal-psychological theory of suicidal behawior
much work remains to be done.

In contrast to identifying risk factors, another approach that deservesrfattention
in the study of suicidal behavior is the positive psychology approach of identifying
factors that may protect against suicidal behavior (Wingate et al., 2006)eSajafter
all, an act from which there is no return; thus identifying factors that mighe ser
protect individuals from committing that final act would seem of utmost impatanc
Moreover, given the relatively low, albeit too high, number of individuals engaging i
suicidal behavior, exploring what factors might serve to protect those who do not engage
in such behavior would seem a potentially more fruitful approach than focusing on risk
factors alone. In addition, given the relatively low number of individuals emgagi
suicidal behavior, using a positive psychology approach has the advantage of allowing
the study of a greater number of individuals in the search for protectieesfédéfingate

et al., 2006). Although relatively few individuals attempt or complete suicide, many



individuals experience thoughts of suicide that are never acted upon. Beck, Kovacs, and
Weissman (1979) describe suicidal ideation as the logical precedent of Isuetidaior
and deemed it to be a useful indicator of the potential for future suicidal behavior. Thus,
exploring factors that might lessen the occurrence of suicidal ideatiors selegical
approach toward identifying factors that may prevent suicidal behavior. Indeeg, man
researchers have approached the study of suicidal behavior by studgnogatsommon
predecessor, suicidal ideation.

Suicide is an act of an individual who sees no chance for a brighter future; thus the
future-oriented positive psychology construct of optimism warrants inegistigas a
possible protective factor against suicidal ideation and behavior. Scheier &ed Car
(1985) conceptualized optimism as a general expectation of good things happening in
one’s future. Optimists, as defined by Scheier and Carver (1985), do not differaotat
they expect these good things to come about; rather, they have a more general
expectation of good things happening whether it be through their own actions, the actions
of others, or through outside forces. Since the introduction of a measure of optimism, the
Life Orientation Test (LOT), by Scheier and Carver in 1985 numerous studies have
demonstrated the beneficial role optimism plays in both physical and menthl heal
(Scheier & Carver, 1992). Given the inclusion of the role of others in the optimism
construct and the role that relations with others plays in suicidal thoughts and hehavior
optimism would seem particularly worthy of investigation into its role ast@@ive
factor against suicide, yet very little research has been done in thishalesed, Wingate

and colleagues (2006) noted the wealth of research relating optimism to otrepform



psychopathology, yet noted the dearth of research exploring the relation osaptoni
suicidal behavior.

The purpose of the present study was to explore the role of the positive psychology
construct of optimisnas a protective factor against suicidal ideation. A possible
relationship between Joiner’s interpersonal-psychological theory of dueldavior and
the construct of optimism was investigated by examining the ability of optiteigct as
buffer against perceived burdensomeness, thwarted belongingness, and acquired
capability to engage in self-injury in the prediction of suicidal ideation.d&litianal
purpose was to provide a further test of the roles of thwarted belongingness;qxbr
burdensomeness, and acquired capability to engage in self-injury as risk factor
suicidal ideation.

It was hypothesized that optimism would be negatively correlated with duicida
ideation, thwarted belongingness and perceived burdensomeness, while optimism would
be positively correlated with the acquired capability to engage Hingetyy. Further, it
was hypothesized that optimism would continue to negatively predict suicidal ideation
even after controlling for the effects of symptoms of depression. It wasyglethbsized
that optimism would act as a buffer of the relationship between each consthet of t
interpersonal-psychological theory and suicidal ideation, such that optimism would
reduce the risk of suicidal ideation in those experiencing thwarted belongngnes
perceived burdensomeness, or the acquired capability to engage in selfiimjahy, it
was also hypothesized that thwarted belongingness, perceived burdensomeness, and

acquired capability to engage in self-injury would positively predict saliaidation.



CHAPTER Il

REVIEW OF LITERATURE

Suicide has been the subject of much research, dating back to Durkheim’s (1897)
landmark treatise, which was perhaps the first statisticallijjodetal study of the
phenomenon of suicide. Yet, despite this long history of research, suicide continues to be
a problem in our society. Suicide was the eleventh ranked cause of death in tde Unite
States in 2006, taking the lives of over 33,000 people, which averages to a rate of 91
suicides each day (CDC, 2007a). The overall rate of completed suicide is agebxim
four times higher for males than it is for females (CDC, 2007a). HoweVsough more
males than females die by suicide, the rate of attempted suicide is apgrdyitwo to
three times higher for females than it is for males (Krug, Dahlberg;yMéwi, &
Lozano, 2002). Suicide attempts, as opposed to completed suicides, also occur at a much
higher rate in certain age groups, with an estimated ratio of 100-200 tttemgach
completed suicide in young people age 15-24, as compared to approximately four
attempts for each completed suicide in adults over age 65 (Goldsmith, et al., 2002).
Across all age groups, 395,320 people received hospital emergency roomritéatme
self-inflicted injuries in 2006 (McCaig & Nawar, 2006). Research has shoatmat
history of self-injurious behavior or previous suicide attempts are signifisirfactors
for both future suicide attempts and suicide completion (Hawton, Zahl, & Wdgthera

2003; CDC, 2007a). Just as suicide attempts are a risk factor for future camplete



suicide, Beck and colleagues (1979) described suicidal ideation as the logiedeptec
of suicidal behavior and deemed it to be a useful indicator of the potential for future
suicidal behavior. Thus, many researchers have approached the study of balwdar
by studying its more common predecessor, suicidal ideation.

A wealth of research assessing suicide risk factors has found strong $ophet
roles of depression and hopelessness in contributing to suicidal thoughts and béavior
these two constructs, hopelessness has been shown to be the stronger predictor of suicidal
thoughts and behavior in clinical samples (Brown, Beck, Steer, & Grisham, 200@; Gla
Haas, & Sweeney, 1995). However, depression has been shown to be the stronger
predictor of suicidal thoughts and behavior in non-clinical samples. For exargilely
by Rudd (1990) found depression to be a stronger predictor of suicidal ideation than
hopelessness in a sample of 737 university students, a finding that was lateteceplca
Konick and Gutierrez (2005). These findings may be due to the restricted range of
hopelessness in a non-clinical population, an idea first posited by Durham (1982) when
he found the Beck Hopelessness Scale to be considerably less reliable eéga stoitlent
sample than in a clinical sample, with Kuder-Richardson reliabilities oin@58%
respectively. Thus, it seems likely that measures other than hopelesspgassweanore
useful in assessing suicide risk in a non-clinical population.
The Inter per sonal-Psychological Theory of Suicidal Behavior

A recent theory that proposed a model of suicide risk is Joiner’s (2005) interalers
psychological theory of suicidal behavior. Joiner proposed that there are threg prima
risk factors for suicide, each of which is a necessary, but not sufficientregleme

contributing to the overall risk of suicidal behavior. According to the interpersonal-



psychological theory of suicidal behavior, these three risk factors aredhkwart
belongingness, perceived burdensomeness, and acquired capability to engHge in s
injury. Joiner posited that although each of these constructs represents aoisthéct
could lead to suicidal thoughts or behavior, it is the combination of all three that forms
the most lethal risk.

The construct of thwarted belongingness refers to a lack of connection with other
people, such as having few friends or family members to turn to in time of need.
Historically, numerous studies have demonstrated that a lack of social conrexdia
strong correlation with suicidal behavior and suicide is more likely to occur in diodits
with little social support or few family connections. Indeed, as lolgaagl897,

Durkheim found an increased incidence of suicide in unmarried adults as well as in
individuals who were not integrated into a social network. In a review of empirical
research, Conner, Duberstein, Conwell, Seidlitz, and Caine (2001) found social
disengagement to be one of the five most consistent predictors of suicide, along with
depression, hopelessness, impulsivity, and anxiety. Further, a study by Doperste
Conwell, Conner, Eberly, Evinger, and Caine (2004) showed that social disconnection
contributed to an increased risk of suicide beyond the risk associated with thegdsenc
depression. Duberstein and colleagues (2004) also found being unmarried or having no
children was associated with a higher risk of suicide.

A series of studies by Baumeister, DeWall, Ciarocco, and Twenge (2005)
demonstrated that social rejection, or a thwarted need to belong, canresult i
diminished ability to resist engaging in potentially negative or harmful belseenat lead

individuals to give up more quickly when engaged in a challenging task. Baunasidte



Leary (1995) proposed that belongingness is a basic human need, and Joiner (2005)
extended this proposition by positing that if the need to belong is not met it canecreate
sense of disconnection and social isolation that can lead to suicidal behavior. Joiner
(2005) posited that the need to belong is so strong that if one does feel a sense of
belongingness, it can override the risk created by any other distress in an indiviigua

The construct of perceived burdensomeness refers to the perception that one’s
existence has somehow created a burden on others (Joiner, 2005). It is important to note
that this perception of being a burden is often a mistaken perception, an inflated sense of
the burden one’s existence places on others. A survey of psychiatrists byy)'Reill
Truant, and Donaldson (1990) found that the perception of being a burden to others was
commonly present in their patients who ultimately completed suicide. Support for the
role of perceived burdensomeness in suicidal behavior was also demonstrated by de
Catanzaro (1995), who found significant correlations between social isolatiogivperc
burdensomeness, and suicidal ideation. As a result of these findings, de Catanzaro
proposed an evolutionary model of suicidal behavior, wherein a perception of being a
burden on one’s relatives can lead to a perception of reduced fitness, which in turn can
lead to suicidal thoughts. In a test of this evolutionary model in a college stuagaié sa
Brown, Dahlen, Mills, Rick, and Biblarz (1999) found the perception of being a burden in
one’s relationships to be significantly correlated with depression and hopskessne
well as with suicidal ideation and behavior.

Joiner (2005) posited that a sense of perceived burdensomeness arises when one feels
ineffective or incompetent in one’s actions, and in turn believes this ineffectivaness

incompetence is creating a burden for others. Some individuals feel overwhegithed b



demands life has placed on them, which may create a greater sense of dependence on
others and a subsequent perception of incompetence or of being a burden. Joiedr assert
that the risk posed by a sense of perceived burdensomeness reaches its peak when the
individual can foresee no change in his or her level of effectiveness or compatahce,

thus interprets being a burden as a stable and permanent condition.

Joiner (2005) acknowledged that some may question how an individual might
perceive being a burden on others if that individual does not feel some connection to
those others. However, he noted that one need only feel a minimal connection to others to
perceive oneself as a burden to them. Perhaps more importantly, Van Ordelh, addrri
Joiner (2005) asserted that the need to belong is not being met in a relationshimin whic
one perceives oneself as a burden. Joiner also posited that perceived burdensomieness a
thwarted belongingness may be interconnected in that the sense of ivefiless
associated with perceiving oneself as a burden may lead to withdrawadtfiers,
which can exacerbate a feeling of thwarted belongingness. Overall, dtiheery
proposed that it is the combination of perceived burdensomeness and thwarted
belongingness that can lead to a wish to end one’s life. However, the wish to die is not
sufficient to lead one to suicide unless one has acquired the capability to cahe acit, t
which is the third element of Joiner’s interpersonal-psychological theowycidal
behavior.

The acquired capability to engage in self-injury does not necessarilypndyeno
intentional acts of self-injury, but rather to any of a variety of expeggetitat can lead to
an increased tolerance for pain or a lack of fear of pain. Experiences of pgurythat

may lead to an acquired capability to engage in self-injury can obviously accur b



methods such as intentionally cutting or burning oneself. However, experierices tha
involve pain or injury can also occur without intent, such as from medical conditions or
as a result of regular activities, such as athletic injuries. Joiner (2008 dothit
whether the experience of pain or injury occurs intentionally or unintentiortatbmn i
lead to a reduced sensitivity to pain. He further posited this reduced sengitpain
can diminish the inherent fear of harm that a person generally experianddbus make
it easier for that individual to acquire the ability to engage in self-injunjciwcan be a
precursor to suicidal behavior. Indeed, past research has shown previous sedrdjury
suicide attempts to be strong predictors of suicidal behavior. In a follow-up study of
11,583 patients who had been treated at a hospital for self-injury, Hawton and colleagues
(2003) found a markedly increased occurrence of suicide in the first year fujltiva
patient’s release; a risk that was 66 times the risk of suicide in theagpopulation.
Hawton and colleagues also found that subsequent acts of self-injury often involved more
lethal means of self-injury than the initial act, such as hanging folloanraftempted
overdose, providing evidence that the capability to engage in self-injury is acquire

In order to examine Joiner’s (2005) interpersonal-psychological theory afaduic
behavior Van Orden and colleagues (2005) developed the Interpersonal Needs
Questionnaire (INQ) as a measure of the constructs of thwarted beloeggragrd
perceived burdensomeness. The original 12-item INQ was later expanded el Byite
Van Orden, Witte, Gordon, Bender, and Joiner (2008) in order to better measure these
constructs. Internal consistency has been shown to be good for both perceived
burdensomeness and thwarted belongingness, with alpha values of .89 and .85

respectively. Van Orden and colleagues (2005) also created the Acquired Gafmabili

10



Suicide Scale (ACSS) as a measure of the acquired capability to engadfeimjury.
Van Orden and colleagues (2008) later expanded the original 5-item ACSS tem20-i
measure in order to better tap in to the many different nuances of the acquiretitgapabi
to engage in self-injury. Internal consistency has been found to be adequate, with an
alpha of .67, and correlations with other measures indicate good discriminanyvalidit

In examining Joiner’s interpersonal-psychological theory of suicida\ieth Van
Orden, Lynam, Hollar, and Joiner (2006) demonstrated that perceived burdensomeness
remained as a significant predictor of suicidal ideation and past suit@dgé in an
outpatient sample, even after accounting for the effects of hopelessness . stuthtdoy
Van Orden and colleagues (2008) also found a significant main effect for gerceiv
burdensomeness in predicting suicidal ideation in a college student sample after
accounting for symptoms of depression. Although Van Orden and colleagues (2008) did
not find a significant main effect for thwarted belongingness, their findiitgshow a
significant interaction effect between perceived burdensomeness and thwarted
belongingness in predicting suicidal ideation. Van Orden and colleagues (2@08) als
showed a relation between the acquired capability to engage in self-injurysand pa
suicide attempts, as well as an interaction effect of between acquoauilitg to engage
in self-injury and perceived burdensomeness in predicting clinician ratedssessment
of suicidal behavior. A recent study by Davidson, Wingate, Rasmussen, an@280ish (
also found support for each of the elements of Joiner’s theory predicting suicidiandea
Although much work remains to be done in substantiating Joiner’s theory, research thus

far provides support for thwarted belongingness, perceived burdensomeness, and
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acquired capability to engage in self-injury as indicators of risk fordaliceation and
behavior.
Optimism and the Positive Psychol ogy Approach

Seligman and Csikszentmihalyi (2000) introduced a framework for studying
psychology from a positive perspective as opposed to the traditional focus on
psychopathology. Recently, the concept of positive psychology has been receiving
increasing attention as a way of adding to our knowledge and understanding of human
behavior. Moreover, positive psychology research has grown to include studying
psychopathology from a positive psychology perspective by exploring whas serve
protect some individuals from experiencing psychological distress. Fopéxahugade
and Fredrickson (2004) showed that positive emotions can hasten recovery from negative
events. Given the inherent risks involved in suicidal thoughts and behavior, utilizing a
positive psychology approach of identifying factors which might serve to protect
individuals from experiencing suicidal thoughts or behavior seems particugadytant.

Suicide is an act of an individual who sees no chance for a brighter future; thus the
future-oriented positive psychology construct of optimism warrants igeisn as a
possible protective factor against suicidal ideation and behavior. Optimism, as
conceptualized by Scheier and Carver (1985), is defined as the expectation that good
things will happen in one’s future and that one will meet one’s goals. Thus, the optimism
construct consists of a general expectancy of success, be it through tseoétioe self,
others, or outside forces (Carver & Scheier, 2002; Magaletta & Oliver, 1999). To date
very little research has been done exploring the role of optimism as a protactore

against suicidal thoughts and behavior. Given the role that social relations playdals

12



thoughts and behavior, and the inclusion of the role of others in the optimism construct,
optimism seems particularly worthy of investigation as a possible pruetéattor
against suicidal thoughts and behavior.

Optimism, as defined by Scheier and Carver (1985), has its roots in the contrpl theor
model of self-regulation. Carver and Scheier (1982) described the control theoty mode
of self-regulation as first consisting of a hierarchy of discrepaadyeaing feedback
loops which an individual uses to regulate or guide behavior. As illustrated ire Rigur
each feedback loop consists of an input function, which is the perception of the present
condition; a comparator, which compares the present condition to some reference value
or goal and determines if there is any discrepancy between the presetbcamtl the
goal; an output function, which is the behavior enacted in order to reduce any perceived
discrepancy or maintain the status quo; and finally, the resulting impact of theiobeha
on the individual’s environment. The impact of the resulting behavior then becomes the
input function for the next cycle of the feedback loop. It should be noted that an
individual's behavior is not the only thing that can affect the feedback loop; disturbances
such as other people or outside forces can also create an impact on the environment,
which can influence any perception of discrepancy between the preseniocoadd the
goal. Thus, the direct purpose of the feedback loop is not to initiate behavior, but rather to
minimize any perception of discrepancy between the present condition and the goal
Controlling the hierarchy of discrepancy-reducing feedback loops is a sysiem

regulates the loops in accordance with the individual’s current focus of attention.

13
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Figure 1. The Discrepancy Reduction Feedback Loop. (Adapted from
Carver and Scheier, 1982.)
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If obstacles to discrepancy reduction are encountered, then the process mgaytcha
a separate process of expectancy assessment (Carver & Scheier, 18&Xpéddtancy
assessment process combines information from a variety of sources, sucreasutees
or desire to potentially achieve a goal. As illustrated in Figure 2, the erpgcta
assessment process is similar to the discrepancy reducing processtimtohtes a
comparison between the current condition and the desired outcome. However, the
expectancy assessment process differs in that it also results im@ geesision that may
lead to either attempting to continue toward the goal or disengaging feoattémpt. In
other words, if the expectancy assessment process leads to confidenchbiimgreee
goal, then a process of discrepancy reduction may be invoked and efforts to reach the
goal may be enhanced. In contrast, if the expectancy assessment peddesslgck of
confidence in reaching the goal, then one may disengage completely and cease the
attempt to reach the goal. Following the development of this theory, numerouséddb-bas
studies demonstrated support for the concept of outcome expectancies relatedicdo spec
tasks influencing behavior, which led Scheier and Carver to develop a more general
measure of an individual’'s general outcome expectancy, or what they termed
dispositional optimism (Scheier & Carver, 1985).

Scheier and Carver (1985) sought to create a measure of an individual’s general
expectation that good things will happen without reference to a specific task,rgoal, o
cause of the outcome and subsequently developed the Life Orientation TestAbOT
initial item pool was developed and administered to college students, followed by a
principal-factors factor analysis and a subsequent oblique rotational techteque. |

were added, discarded, rewritten, and retested accordingly until the finahvwees
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Figure 2. The Expectancy Assessment Process. (Adapted from Carver
and Scheier, 1982.)
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obtained. The final version of the LOT consisted of 8 items, 4 items keyed posatinvely

4 items keyed negatively. Each item was scored on a 5 point scale rangingtriongly

agree to strongly disagree. Internal consistency was acceptable, widhkmach’s alpha

of .76. Test-retest reliability was .79 at 4 weeks, indicating relativdistadyier time.
Correlations with other measures, including measures of self-esteempfamntrol,
hopelessness, depression, perceived stress, social desirability, salbcsmess,

alienation, and social anxiety showed convergence where expected, but not so strong as
to indicate a lack of discriminant validity. An initial 4 week longitudinal stutynsed

that optimism, as measured by the LOT, significantly predicted the repoftiager

physical symptoms, such as dizziness, muscle soreness, and fatigue. Opgmism
measured by the LOT has been described as dispositional optimism, a speffiaad-
oriented form of optimism, which can be described as general and stable positive
outcome expectancies. Scheier and Carver (1985) noted that much past research had
focused on unfavorable outcome expectancies, such as learned helplessness, as opposed
to the favorable outcome expectancies of optimism and concluded the LOT had much to
offer researchers.

Following the introduction of the LOhumerous studies demonstrated the beneficial
role optimism plays in physical health and coping with stress (Scheiarge; 1987).
However, Smith, Pope, Rhodewalt, and Poulton (1989) questioned the discriminant
validity of the LOT as compared to measures of neuroticism. They asseted t
neuroticism, like optimism, is a stable trait which has been linked to reportingtahy
symptoms and style of coping with stress, and found the LOT to be correlated with

measures of neuroticism to a sufficient degree to limit its discrimirsdility. In
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response to the findings of Smith and colleagues (1989) and others, Scheier, @drver, a
Bridges (1994) noted that the construct of neuroticism has many factors, oneloisvhi
pessimism, thus there is a conceptual link and some correlation between the constructs
would be expected. Data accumulated from various studies with a total of 4,309
participants was then used by Scheier and colleagues (1994) to reexamine tlee LOT a
related to trait anxiety, neuroticism, self-mastery, and self1esite@redicting coping
strategies, physical symptoms, and depression. Although results supported the LOT
having discriminant and predictive validity, Scheier and colleagues also petét$ rof
studies showing coping had often been found as a mediator between optimism and
symptoms, and concluded that two items on LOT were problematic in this regardaThus
revised version of the measure was created, the LOT-R.

Subsequent evaluation of the psychometric properties of the LOT-R using principa
components factor analyses and Varimax final rotation technique as wellgageobli
rotation technique yielded a one factor solution. Confirmatory factor analysesedghow
both single factor and two factor solutions to reasonably fit to the data. Internal
consistency was acceptable for the LOT-R, and very similar to origihd) with a
Cronbach’s alpha of .78. Test-retest reliability was also acceptable, Wigsvanging
from .56 to .79 at intervals ranging from 4 to 28 months. LOT-R correlated &5 to
the original LOT, indicating consistency between the two versions. Cooredat
measures of trait anxiety, self-mastery, self-esteem, and neurotwese modest,
indicating acceptable convergent and discriminant validity.

Many studies examining optimism have focused on its association with various

coping strategies and physical or psychological symptoms. For example, &alver
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colleagues (1993) conducted a longitudinal study of breast cancer patients and found
optimism to be significantly negatively correlated with psychologicdtess at all time
points, even when controlling for prior distress. Optimism was also positivelyllioke
active coping, planning, and acceptance, whereas it was negativedy telavoidance
coping, denial and behavioral disengagement. Carver and colleagues (1993) concluded
that optimists were less likely to give up or experience helplessness enthwre likely

to stay engaged with their goals.

Brissette, Scheier, and Carver (2002) noted the importance of social support in
psychological health and examined whether optimists adjust to stressful lesttets
because they have more extensive and supportive social networks than pessimists
Brisette and colleagues noted that previous research had raised the quédstishedker
optimism led to developing more supportive social networks or resulted from being in a
supportive social network. In a longitudinal study of first semester calegents, they
found optimism was positively correlated with perceived social support. Optiwasm
also a prospective predictor of increases in perceived social support, asprvetiasng
smaller increases in both stress and depression. Mediation analyses shovasédncre
social support mediated the effect of optimism on stress and depression. Bridette
colleagues concluded the increase in social support associated with optimisrioleelrt
levels of stress and depressibmdings such as these raise the question as to whether the
higher levels of perceived social support associated with optimism might eledse
protect against a sense of thwarted belongingness and thus reduce the rigiaif suic

thoughts and behaviors.
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In describing expectancy assessment, Carver and Scheier (1982) notiee #uaf
withdrawing or disengaging from an attempt to reach a goal may producesaoio
one’s inability to reach that goal, which can cause distress in the individded,

Scheier and Carver (1987) asserted that disengagement may not always fiatke tia
passive process of withdrawal and that suicide can be viewed as an eatteyhe
disengagement. Optimism may provide some protection, however, as study by, Scheier
Weintraub, and Carver (1986) found that optimists were less likely to use disengagement
from goals as a coping strategy. Thus, it seems likely that optimism mageeotuffer
against suicidal ideation and behavior.

Despite the many studies investigating optimism and its relation to vaoions 6f
distress, only a few recent studies have begun to explore the role of optimisndal suic
thoughts and behavior. Hirsch, Conner, and Duberstein (2007) found that optimism
negatively predicted suicidal ideation in a college student sample, aftemgiog for the
effects of both depression and hopelessness. Hirsch and colleagues then concluded that
cultivating positive outcome expectancies may be useful as a suicide ppevent
approach. In a related study using the same data, Hirsch and Conner (2006) noted no
significant interaction effect between dispositional optimism and hopelessness
predicting suicidal ideation. In contrast, a study by Hirsch, Wolford, LaLondekB
and Morris (2007) found a significant moderating effect between optimism aniiveega
life events, such that higher levels of optimism provided individuals with less protection
against suicidal ideation and attempts as the number of negative life evesdisaaicr

Hirsch, Wolford and colleagues concluded that the optimist’s increasetidigdlio stay
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engaged in an effort in the face of obstacles may be counter-productive in the face of
extreme stress.

The purpose of the present study was to explore the role of optimism as a protective
factor against suicidal ideation. A possible relationship between Joinergandonal-
psychological theory of suicidal behavior and the construct of optimism was gatedti
by examining the ability of optimism to act as a moderator of perceived bardensss,
thwarted belongingness, and acquired capability to engage in self-injury irethetipn
of suicidal ideation. An additional purpose was to provide a further test of the roles of
thwarted belongingness, perceived burdensomeness, and acquired capabijagmoie
self-injury as risk factors for suicidal ideation.

It was hypothesized that optimism would be negatively correlated with duicida
ideation, thwarted belongingness and perceived burdensomeness, while optimism would
be positively correlated with the acquired capability to engage in seffxriurther, it
was hypothesized that optimism would continue to negatively predict suicidal ideation
after controlling for the effects of depression. It was also hypotksnat optimism
would act as a buffer of the relationship between each construct of the interpersonal
psychological theory and suicidal ideation, such that optimism would reduce the risk of
suicidal ideation in those experiencing thwarted belongingness, perceived
burdensomeness, or the acquired capability to engage in self-injury. Also, congittent
previous literature, the same analyses were conducted while controllihg feffects of
symptoms of depression. It was hypothesized that results would follow the same patte
of significance even after accounting for the influence of symptoms of depres

Finally, it was also hypothesized that thwarted belongingness, perceived
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burdensomeness, and acquired capability to engage in self-injury would pogiteaigt

suicidal ideation.
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CHAPTER Il

METHODOLOGY

Participants

Participants in the current study were 452 undergraduate students attending
Oklahoma State University who received course credit for their partmipathe
participants ranged in age 18 to 47 £ 19.87,9D = 3.12); 34.4% were male and 65.6%
were female. Regarding ethnicity, 81.9% self-identified as Caucasian, 8. 8%iiae
American, 3.3% as African American, 2.4% as Asian American, 2.2% as Hispanic, .4%
as Biracial, and 1.1% as Other. Additional demographic information can be found in
Appendix XXI.
Measures

Participants completed a demographics form and the following questionnaires:

Center for Epidemiologic Sudies Depression Scale (CES-D; Radloff, 1977). Scores
on this measure served to represent the construct of depression. The CES-iesna 20
self-report measure of depressive symptoms experienced in the past weglediasi
use in the general population. Items are rated on a 4-point response scale rangihg fr
= “rarely or none of the time” to 3 = “most or all of the time” and item respomses a
summed to compute the total score. Total scores ranging from 0 to 60 are possible, wit
higher scores indicating greater severity of depressive symptomsalntensistency

has been shown to be goad< .85). Test-retest reliability has been variable, as would be
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expected in a measure of transient symptoms, ranging from .48 to .67 over periods of 2
weeks to 12 months, generally with stronger correlations found in the shorter time
frames. The CES-D has shown excellent ability to discriminate betweetlinmal and
clinical samples, with a mean of 9.28)= 8.58) for a non-clinical sample and a mean of
24.42 @ = 13.51) for a clinical sample. Reliability for the current sample was faund t
be good ¢ = .91)

Revised Life Orientation Test (LOT-R; Scheier, et al. 1994). Scores on this measure
served to represent the construct of optimism. The LOT-R is a 10-itemegett-
measure of dispositional optimism. Items are rated on a 5-point responseasgadg r
from O = “strongly disagree” to 4 = “strongly agree”. Three of the item&eayed in the
positive direction, 3 items are keyed in the negative direction, and 4 items ariéefilisr
which are not included in the scoring. Included item responses are summed, such that
total optimism scores can range from 0 to 24, with higher scores indicating legélesr |
of optimism. Internal consistency has been found to be acceptabler8). Test-retest
reliability has also been acceptable, with values ranging from .56 to .79 at smiterval
ranging from 4 to 28 months. Correlations to measures of trait anxiety, sedrmaglf-
esteem, and neuroticism have been found to be modest, indicating acceptable convergent
and discriminant validity. Reliability for the current sample was aetépio. = .78).

Interpersonal Needs Questionnaire (INQ; Van Orden et al. 2008). Scores of the two
subscales of this measure served to represent the constructs of perceived berEssom
and thwarted belongingness. The INQ is an 18-item self-report measigeetkto
measure the constructs of perceived burdensomeness and thwarted belondtegress.

are rated on a 7-point response scale ranging from 1 = “not at all true for me” to 7 =
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“very true for me”. Participants rate the items according to how they hiavedently.

Nine items pertain to each construct and 8 items are reverse scored. Meaargcores
calculated for each construct, such that final scores for each construatgarfiraan 1 to

7, with higher scores indicating higher levels of perceived burdensomenessedhwa
belongingness. Internal consistency has been shown to be good for both perceived
burdensomeness. (= .89) and thwarted belongingness<.85). Reliability was also

found to be good in the current sample, with alphas of .89 for perceived burdensomeness
and .90 for thwarted belongingness.

Acquired Capability for Suicide Scale (ACSS; Van Orden et al. 2008). Scores on this
measure served to represent the construct of the acquired capability to enghige in se
injury. The ACSS is a 20-item self-report measure designed to measudiéauial’s
lack of fear regarding injury or harm. Iltems are rated on a 5-point resp@hseastging
from O = “not at all like me” to 4 = “very much like me”. Seven items are redlerse
scored. Mean scores are calculated for the measure, such that the fmabscange
from O to 5, with a higher score indicating a higher level of acquired capabibtygage
in self-injury. Internal consistency has been shown to be adeguates{) and
correlations with other measures indicate good discriminant validity.dRe{idor the
current sample was good € .83).

Depressive Symptom Inventory-Suicidality Subscale (DSI-SS; Metalsky & Joiner,
1991; Metalsky & Joiner, 1997). Scores on this measure served to represent the construct
of suicidal ideation. The DSI-SS is a 4-item self-report measure dddigssess
suicidal ideation in the past two weeks. The DSI-SS is a subscale of the larger

Hopelessness Depression Symptom Questionnaire developed by Metalskyhand Joi
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(1991). Response items range from 0 to 3 and the corresponding responses vary for each
item. Item responses are summed and total scores can range from 0 to 12, with highe
scores indicating higher levels of suicidal ideation. Metalsky and Joiner (2810
internal consistency for the subscale to be good (86). Reliability in the current
sample was also good & .90).

In addition to the above measures, data was also collected using thenigllowi
measures, which were not analyzed as part of the current study:

Hope Scale (Snyder, et al. 1991). The Hope Scale is s 12-item self-report measure of
trait hope. Items are rated on an 8-point response scale ranging from 1 ébhefatse”
to 8 = “definitely true”. There are two subscales, termed pathways and agensigting
of 4 items each, plus 4 filler items which are not included in the scoring. Internal
consistency has been shown to be acceptable, with Cronbach’s alphas ramgintfto
.84. Test-retest reliability has also been acceptable, with valuesgdram.73 to .85 at
intervals ranging from 3 to 10 weeks. Correlations with the LOT ranged.§01to .60.

Revised Trait Hope Scale (HS-R2; Shorey & Snyder, 2004). The HS-R2 is an 18-item
self-report measure of hope. Items are rated on an 8-point response scafefrangl
= “definitely false” to 8 = “definitely true"The measure consists of three 6-item
subscales, termed goals, pathways, and agency, with half of the items saoees.
Overall scale reliabilities ranged from .86 to .88 in college student samples.

Perceived Sress Scale (PSS; Cohen, Kamarck, & Mermelstein, 1983). The PSS is a
14-item self-report measure designed to measure the level of stress atualdiais
experienced in the last month. Items are rated on a 5-point response scale,frangihg

=“never” to 4 = “very often”. Seven of the items are reverse scored. Skalslitg
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ranged from .84 to .86 in three samples. Test-retest reliability ranged from .85laya
interval to .55 at a 6-week interval, an expected level of variation for a staseiree

Sdf-Rating Anxiety Scale (SAS; Zung, 1971). The SAS is a 20-item self-report
measure designed to measure feelings of anxiety in the last weekatenased on a 4-
point response scale ranging from 1 = “none or a little of the time” to 4 = “most of the
time”.

Sf Control Scale (SCS; Tangney, Baumeister, & Boone, 2004). The SCS is a 36-
item self-report measure designed to assess an individual's capasigffoontrol.

Items are rated on a 5-point response scale ranging from 1 = “nolilet afle” to 5 =
“very much like me”. Twenty-four of the items are reverse scored. Inteonglistency
has been shown to be goad=£ .89). Test-retest reliability has also been good, with a
value of .89 over a 3 week interval.

Beck Hopelessness Scale (BHS; Beck, Weissman, Lester, & Trexler, 1974). The BHS
is a 20-item self-report measure designed to assess an individual’s |Irepktéssness.
Items are rated as either true or false. Nine items are reverse .s€otal scores range
from O to 20, with higher scores indicating higher levels of hopelessness. Internal
consistency has been shown to be good, with a reliability coefficient of .93 andenter-
correlations ranging from .39 to 76.

Social Interaction Anxiety Scale (SIAS; Mattick & Clarke, 1989). The SIAS is a 20-
item self-report measure designed to assess the level of anxiety aduabtlexperiences
when interacting in social situations. Items are rated on a 5-point respaleseasging
from O = “not at all characteristic or true of me” to 4 = “extremely attarsstic or true

of me”. Three items are reversed scored. Total scores range from 0 to 80, with higher
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scores indicating higher levels of anxiety. Internal consistency has beehtéobe good,
with Cronbach’s alphas ranging from .88 to .93. Test-retest reliability badaén
shown to be good, with values over .90 at 1 month and 3 month intervals.

Sate Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, & Luschene, 1970). The
STAl is a 40-item self-report measure with two subscales. The Statakubsosists of
20 items designed to assess the level of an individual’s current, or state,.dteasdy
are rated on a 4-point response scale ranging from 1 = “not at all’ to 4 = “vetysu”.
The Trait subscale consists of 20 items designed to assess the level of an inslividual
general, or trait, anxiety. Items are rated on a 4-point responseaugileg from 1 =
“almost never” to 4 = “almost always”.

Emotion Regulation Questionnaire (ERQ; Gross & John, 2003). The ERQ is a 10-
item self-report measure designed to assess how one controls or requéatesTmtions.
Items are rated on a 7-point response scale ranging from 1 = “stisatyree” to 7 =
“strongly agree”. Six items assess emotion reappraisal and 4 iteras assaion
suppression. Internal consistency has been found to be acceptable, with an alpha of .79
for the reappraisal subscale and .73 for the suppression subscale. Test-iaidgy rel
has also been acceptable, with a value .69 for both subscales at a 3 month interval.
Procedure

The current study received approval from the Institutional Review Board (iRB)
Oklahoma State University prior to being conducted. The study was conducted online
using the PsychData website, which provided a secure data collection environment.
Participants signed up on Sona, the university subject pool website. After signingyup, the

were given the URL to the webpage for the study, where they were provided with an
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informed consent form to read and accept, after which they were directed tovéhe sur
guestions. Upon completion of the survey, all participants were provided with a resource
list of psychological services via the PsychData website.
Power Analysis

A power analysis was conducted to determine the necessary samplesgigear
estimated?? value of .03 and an adjustedvalue of .01 to account for multiple tests
yielded a required sample size of 381 to achieve a power of .80. Thus, participants wer
planned to be a minimum of 381 students drawn from the Sona research participation
system.
Preliminary Data Analyses

Initial examination of the data revealed missing data values ramgimg2f 7% to

7.7% per scale, resulting in a total of 18%, or 83 out of 452 participants, with at least one
missing data point. Closer examination revealed that of these cases, 72 of tkem we
missing the answer to only a single question. In addition, no more than three agfzhose
participants, or less than 1% of the total number of participants, skipped the same
individual question. Thus, for those cases missing only one item on a questionnaire, the
value for that item was imputed using the mean of all participants for thaficeaon
(Tabachnick and Fidell, 2007), resulting in a total of 438 of 452 cases with complete data.
As further recommended by Tabachnick and Fidell (2007), all analyseswmesa both
the original data set and the data set with the imputed values; resulfsaated ¢or the
more complete data set. A comparison of the results revealed one minondéfer¢he
analysis involving the acquired capability to engage in self-injury, which eésinotthe

report of the findings.
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Due to the number of analyses conducted, an adjusted significance value of .01 was

used for all analyses in order to reduce the chances of a Type | ernoultt also be
noted that suicidal ideation was positively skewed; a square root transformgironeh
the distribution significantly. However, the transformation did not apprecialagtainy
of the results; thus results are reported using the untransformed valaasdmf
interpretation.

Satistical Analyses

First, relations between variables were assessed using a tvadobisdeiate
correlation analysis. To test the hypothesis that optimism would continue to nggative
predict suicidal ideation even after controlling for the effects of symptomspréssion,
a hierarchical regression analysis was conducted with suicidal ideatiom @stcome
variable. Symptoms of depression were entered in the first step of the icegress
followed by optimism in the second step.

To test the hypotheses that optimism would act as a buffer against the @ffects
thwarted belongingness, perceived burdensomeness, or the acquired capamlifyge
in self-injury, three separate hierarchical regression analyses areteated, one for
each construct in Joiner’s (2005) theory. Suicidal ideation was the outcome vamiable f
all three regression equations. For each analysis, a single constructndéthersonal
psychological theory was entered in the first step of the regression. @ptwais then
entered in the second step of the regression in order to examine the ability odropmi
reduce the risk of suicidal ideation. Additional analyses were conductednbinexa
whether optimism would act as a moderator in any of the relationships bygrteri

interaction term of each respective construct of Joiner’s theory and aptimafinal
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step of each regression. Each of the predictor variables was centered gedsves

grand mean prior to being entered into the regression in order to prevent problesds caus
by multicollinearity of variables when analyzing for interaction effi¢éiken & West,

1991). Consistent with previous literature, the same analyses were also edrvdoit
controlling for the effects of symptoms of depression by inserting a n&vstap into

each analysis with depression as the predictor variable, followed by thesteps a
previously conducted.

In order to replicate the findings regarding the interpersonal psychdltdwoay, a
hierarchical multiple regression analysis was conducted with perceived rasress,
thwarted belongingness, and acquired capability to engage in self-injurydagqore
variables and suicidal ideation as the outcome variable. Again, all predictdvleari
were centered prior to being entered into the regression. The individual depredestor
variables were each entered in the first step of the regression, follgvesddsing each
two-way interaction term (thwarted belongingness by perceived burdensssne
thwarted belongingness by acquired capability to engage in self-injurpeaceived
burdensomeness by acquired capability to engage in self-injury) in the stepndnd
finally, the three-way interaction term of thwarted belongingness togped
burdensomeness by acquired capability to engage in self-injury wasdeinténe third

step.
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CHAPTER IV

FINDINGS

Means, standard deviations, and correlation coefficients of study vardables
presented in Table 1. The mean score for depression of ER599.96) was slightly
higher than would be expected relative to the norm for a non-clinical sample 08D.25 (
= 8.58) given by Radloff (1977); however, it was still well below the clinicalpta
norm of 24.42 $D = 13.51). The current sample mean of 2 € 1.05) for suicidal
ideation was comparable to the mean score ofSB0=(1.25) established by Metalsky
and Joiner (1997). Similarly, the mean score for optimism of 1522-(3.97) was
comparable to Scheier and Carver’s (1994) norm for a college student sample of 14.33
(SD = 4.28). Mean scores for thwarted belongingnbts @.24,SD = 1.06) and
perceived burdensomeneds$ £ 1.73,SD = .85) were also comparable to those found by
Van Orden and colleagues (2008), which wéfe=(2.18,SD = 1.15) andi = 1.70,SD
=.94), respectively.

As hypothesized, optimism was significantly negatively correlatéd suicidal
ideation, thwarted belongingness, and perceived burdensomeness. However, contrary to
hypothesis, optimism was not significantly correlated with the acquiredbitipto
engage in self- injury. To test the hypothesis that optimism would continue toveggati
predict suicidal ideation after controlling for the effects of symptonuepfession, a

hierarchical regression analysis was conducted with suicidal ideatibe asttome
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Table 1

Means, Standard Deviations, and Correlation Coefficients of Sudy Variables

Depression Optimism Burden Th. Belong Acq. Cap. Suic. Idea

Depression -.462* 567* .585* -.119 432*
Optimism -.432* -.506* .088 -.309*
Burden --- (25* -.071 .345*
Th. Belong -.053 .381*
Acq. Cap -.023
Suic. Idea
Mean 13.50 15.22 1.73 2.24 2.02 31
SD 9.96 3.97 .85 1.06 .63 1.05

Note. N = 452. Burden = Perceived Burdensomeness, Th. Belong = Thwarted
Belongingness, Acq. Cap. = Acquired Capability to Engage in Self-Injury,

Suic. Idea. = Suicidal Ideation
*p<.001
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variable. As shown in Table 2, results were as hypothesized, with symptoms of
depression accounting for 18.7% of the variance in suicidal ideation in $iep.432,
t(441) = 10.06p < .001). In step 2, optimism accounted for an additional 1.5% of the
variance in suicidal ideation after controlling for the effects of deeg$i= -.139,
t(440) = -2.90p = .004).

Three separate hierarchical regression analyses were conductedhe bggtotheses
that optimism would act as a buffer against the effects of each constroatafs)
(2005) interpersonal-psychological theory of suicidal behavior in predicting suicidal
ideation. Each of these analyses was followed up with an additional hierarchical
regression of the same constructs while controlling for symptoms of depresssoittsR
for the regression of thwarted belongingness and optimism as predictors ofi suicida
ideation are shown in Table 3. Consistent with the hypothesis, thwarted belongingness
showed a significant main effect on suicidal ideation in step £,.881,t(445) = 8.70p
<.001); the addition of optimism in step 2 also showed a significant main efffect, (
157,1(444) = -3.13p = .002). Moreover, there was a significant interaction effect of
thwarted belongingness and optimigin=(-.217,t(443) = -4.64p < .001). To examine
the interaction, the recommendations of Aiken and West (1991) were followed, and
regression lines of the variables at values one standard deviation above andhéelow t
mean were plotted. As can be seen in Figure 3, high levels of thwarted belorngingnes
significantly predicted suicidal ideation for individuals low in optimism, whifgh
levels of optimism reduced the effect of thwarted belongingness on suicidandeat

non-significance.
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Table 2

Hierarchical Regression Analysis of Depressive Symptoms and Optimism
as Predictors of Suicidal Ideation

AR? F B SEB B t p
Step 1 A87 1,441 101.11
Depression .046  .005 432 10.06 <.001
Step 2 015 2,440 55.61
Optimism -037 013 -139 -2.90 .004
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Table 3

Hierarchical Regression Analysis of Thwarted Belongingness and Optimism
as Predictors of Suicidal Ideation

AR? df F B SEB B t p
Step 1 145 1,445 75.61
Th. Belong 379  .044 .381 8.70 <.001
Step 2 018 2,444 43.46
Optimism -042 013 -157 -3.13 .002
Step 3 039 3,443 37.49
Th. Belong -.048 .010 -217 -464 <.001

X Optimism

Note. Th. Belong = Thwarted Belongingness
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Figure 3. Optimism as a Moderator of Thwarted Belongingness on Suicidal Ideation.
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Counter to expectations, the significant main effect of optimism was etadiménen
controlling for depression in the regression of thwarted belongingness and opémis
predictors of suicidal ideation, as shown in Table 4. Depression significantlytpcedic
suicidal ideation in step 1 & .432,t(441) = 10.06p < .001), while thwarted
belongingness showed a significant main effect in stgp=2.199,t1(440) = 3.81p <
.001). The addition of optimism did not significantly add to the predictfpr,{090,

t(439) = -1.79p = .075). However, there was a significant interaction effect of thwarted
belongingness and optimisi € -.205,t(438) = -4.49p < .001), such that high levels of
thwarted belongingness significantly predicted suicidal ideation for indiadonal in
optimism, while high levels of optimism reduced the effects of thwarted belongsgne
on suicidal ideation to non-significance, as depicted in Figure 4.

Results for the regression of perceived burdensomeness and optimism on suicidal
ideation are shown in Table 5. As hypothesized, perceived burdensomeness showed a
significant main effect on suicidal ideation in stepfl7(.345,t(445) = 7.75p < .001);
the addition of optimism in step 2 also showed a significant main effest;.(97,

t(444) = -4.08p < .001). In addition, there was a significant interaction effect of
perceived burdensomeness and optimiBm {.233,t(443) = -5.08p < .001). The graph
of the interaction is shown in Figure 5, indicating that high levels of perceived
burdensomeness significantly predicted suicidal ideation for individuals low in eptjmi
while high levels of optimism reduced the effects of perceived burdensomeness on

suicidal ideation to non-significance.
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Table 4

Hierarchical Regression Analysis of Depression, Thwarted Belongingness,
and Optimism as Predictors of Suicidal Ideation

AR? df F B SEB g t p

Step 1 A87 1,441 101.11

Depression .046  .005 432 10.06 <.001
Step 2 026 2,440 59.36

Th. Belong 199 .052 199 3.81 <.001
Step 3 006 3,439 40.84

Optimism -024 013 -.090 -1.79 .075
Step 4 034 4,438 37.00

Th. Belong -046 010 -205 -449 <.001

X Optimism

Note. Th. Belong = Thwarted Belongingness
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Controlling for Depression.

40




Table 5

Hierarchical Regression Analysis Perceived Burdensomeness and Optimism
as Predictors of Suicidal Ideation

AR df F B SEB B t p
Step 1 119 1,445 60.12
Burden 424 055 .345 7.75 <.001
Step 2 042 2,444 39.44
Optimism -052 .013 -197 -4.08 <.001
Step 3 047 3,443 36.35
Burden x -063 .012 -233 -5.08 <.001

Optimism

Note. Burden = Perceived Burdensomeness.
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Figure 5. Optimism as a Moderator of Perceived Burdensomeness on Suicidal Ideation.
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Similar to the results for optimism and thwarted belongingness, the significamt
effect of optimism was eliminated when controlling for depression in the sagnesf
perceived burdensomeness and optimism as predictors of suicidal ideation. As shown in
Table 6, depression significantly predicted suicidal ideation in st¢jp=1,432,t(441) =
10.06,p < .001), while perceived burdensomeness added a significant main effect in step
2 (B =.154,(440) = 2.98p = .003). Using the adjusted alpha value for multiple tests, the
addition of optimism in step 3 did not significantly add to the eff@ct, {.112,t(439) = -
2.29,p = .023). However, there was a significant interaction effect of perceived
burdensomeness and optimign=-.214,t(438) = -4.78p < .001), such that high levels
of perceived burdensomeness significantly predicted suicidal ideation for indisvidwa
in optimism, while high levels of optimism reduced the effects of perceived
burdensomeness on suicidal ideation to non-significance, as depicted in Figure 6.
Results for the regression of acquired capability to engage in self-injuigpdingdsm
on suicidal ideation are shown in Table 7. Contrary to hypothesis, acquired capability t
engage in self-injury did not significantly predict suicidal ideation in stp=1(038,
t(439) = -.47p = .636), while the addition of optimism in step 2 negatively predicted
suicidal ideation,[§ = -.309,t(438) = -6.77p < .001). The interaction effect of acquired
capability to engage in self-injury and optimism was also not signifi@ant (309,
t(437) =-1.57p=.117). As shown in Table 8, when controlling for depression,
depression significantly predicted suicidal ideation in step %,.433,t(438) = 10.04p
<.001); however, acquired capability to engage in self-injury in step 2 did not add to the

prediction § = .049,t(437) = .66p = .508). The addition of optimism in step 3 showed a
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Table 6

Hierarchical Regression Analysis of Depression, Perceived Burdensomeness,
and Optimism as Predictors of Suicidal Ideation

AR? df F B SEB t p

Step 1 A87 1,441 101.11

Depression .046  .005 432 10.06 <.001
Step 2 016 2,440 55.89

Burden 191 .064 154 2.98 .003
Step 3 009 3,439 39.36

Optimism -030 .013 -112 -2.29 .023
Step 4 039 4,438 36.70

Burden x -058 -012 -214 -478 <.001

Optimism

Note. Burden = Perceived Burdensomeness.
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Figure 6. Optimism as a Moderator of Perceived Burdensomeness on Suicidal Ideation
after Controlling for Depression.
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Table 7

Hierarchical Regression Analysis of Acquired Capability and Optimism
as Predictors of Suicidal Ideation

AR df F B SEB B t p
Step 1 001 1,439 22
Acq. Cap. -038 .081 -.023  -.47 .636
Step 2 095 2,438 23.03
Optimism -082 012 -309 -6.77 <.001
Step 3 .005 3,437 16.23
Acq. Cap. x 029 .019 072 1.57 117

Optimism

Note. Acg. Cap. = Acquired Capability to Engage in Self-Injury.
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Table 8

Hierarchical Regression Analysis of Acquired Capability and Optimism
as Predictors of Suicidal Ideation

AR? F B SEB t p

Step 1 187 1,438 100.85

Depression .046  .005 433 10.04 <.001
Step 2 001 2,437 50.58

Acq. Cap. .049 .073 .029 .66 .508
Step 3 016 3,436 37.13

Optimism -037 .013 -140 -291 .004
Step 4 002 4,435 28.05

Acq. Cap. x .016 .018 .040 .92 .360

Optimism

Note. Acq. Cap. = Acquired Capability to Engage in Self-Injury.
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significant main effect on suicidal ideatiof, £ -.140,t(436) = -2.91p = .004), while
the interaction effect of acquired capability to engage in self-injury and sptinvas not
significant. It should be noted that in this analyses using the data set with nodmpute
values, the main effect of optimism was reduced to a significance lepel @f23; no
other significant differences in results were noted.

A final hierarchical regression analysis was conducted to provide furipgors of
the roles of thwarted belongingness, perceived burdensomeness, and acquiredycapabili
to engage in self-injury as risk factors for suicidal ideation; reswdtskaywn in Table 9.
The constructs of Joiner’s (2005) interpersonal-psychological theory of suicidaldreha
thwarted belongingness, perceived burdensomeness and acquired capabigjagmia
self-injury, were entered in the first step, with results indicating supgotiiis model,
F(3, 437) = 27.24p < .001. Results continued to show support for the model following
the addition of each two-way interaction term (thwarted belongingngssrbgived
burdensomeness, thwarted belongingness by acquired capability to engagajargelf
and perceived burdensomeness by acquired capability to engage in selfimibey)
second stef (6, 434) = 15.42p < .001. Finally, the three-way interaction term of
thwarted belongingness by perceived burdensomeness by acquired cajpabilggge in
self-injury was entered in the third step, with results continuing to show supptiréfor

modelF(7, 433) = 14.26p < .001.
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Table 9

Hierarchical Regression Analyses of Perceived Burdensomeness, Thwarted
Belongingness, and Acquired Capability as Predictors of Suicidal Ideation

AR? df F B SEB B t p
Step 1 A58 3,437 27.24
Burden 185 .079 .149 2.35 .019
Th. Belong 276  .063 276 435 <.001
Acqg. Cap. .004 .074 .002 .06 .956
Step 2 .018 6,434 1542
Burden x 133 .048 A71 2.79 .006
Th. Belong
Burden x 062 .121 .032 51 .611
Acq. Cap.
Th. Belong x -.111 .100 -.067 -1.12 .264
Acq. Cap.
Step 3 .012 7,433 14.26
Burden x -181 .073 -151 -2.49 .013
Th. Belong x
Acq. Cap.

Note. Burden = Perceived Burdensomeness, Th. Belong = Thwarted Belomsgingne
and Acqg. Cap. = Acquired Capability to Engage in Self-Injury
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CHAPTER V

CONCLUSION

The purpose of the present study was to explore the role of the positive psychology
construct of optimism as a protective factor against suicidal ideation. Algossi
relationship between Joiner’s interpersonal-psychological theory oflauihavior and
the construct of optimism was investigated by examining the ability of optiteisct as
a buffer against perceived burdensomeness, thwarted belongingness, and acquired
capability to engage in self-injury in the prediction of suicidal ideationulResere
mainly consistent with hypotheses, with the most notable exceptions beingghatd
capability to engage in self-injury was not associated with optimism, nor uheldict
suicidal ideation.

As hypothesized, optimism was negatively correlated with suicidaiode#ttiwarted
belongingness and perceived burdensomeness. In line with the findings of Davidson and
colleagues (2009), which showed that the construct of hope was positively associated
with the acquired capability to engage in self-injury, it was expectedptiatism would
also be positively correlated with the acquired capability to engage-imjsey. The
lack of association may be indicative of the difference between the constrhiofsecdind
optimism. Hope is related to goals, and Davidson and colleagues posited that more

challenging goals may be associated with an increased capability t@ g@durin
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contrast, optimism is related to positive expectations for the future, whiclhenay
associated with an expectation of a reduced experience of pain in oness futur

Results were consistent with the hypothesis that optimism would continue to
negatively predict suicidal ideation after controlling for the effects pfedsion. This
finding is also consistent with the findings of Hirsch, Conner, and Duberstein (2007),
adding further support to the idea that optimism can be a protective factor agiaidst s
ideation, even in the face of depression. Overall results also supported the hypb#teses t
optimism would serve as a buffer against the effects of thwarted belongsnayme:
perceived burdensomeness in the prediction of suicidal ideation; however, sesuiliés r
were not found regarding the acquired capability to engage in self-injury.

As hypothesized, and in line with Joiner’s (2005) theory, high levels of thwarted
belongingness significantly predicted suicidal ideation, even when controlling fo
depression. Numerous studies have shown that social connection and social support can
serve as protective factors against suicidal thoughts and behavior (e.g., Ga@hner e
2001; Duberstein et al. 2004). The concept of thwarted belongingness implies a lack of
social connection to others, which can contribute to a desire to end one’s life. &@arver
Scheier (2002) noted that the efforts of others can play a role in the optimigi\gepos
expectancies, thus an optimist who is experiencing a sense of thwarted belsgjingne
may be better able to hold to the belief that this is a temporary occuraadogxpect
that social connection and a feeling of belongingness will return. Indeehjsptdid
add a significant element of protection against the effect of thwarted belongingness

Although the main effect of optimism was diminished when controlling for

depression, the interaction effect of thwarted belongingness and optimisinedrthe
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same, and underscored the importance of the role of optimism as a protective facto
against suicidal ideation. For individuals experiencing low levels of thwarted
belongingness, optimism had no significant effect on suicidal ideation. Hoi@ver,
individuals experiencing high levels of thwarted belongingness, those whalser@gh

in optimism showed a significantly lower level of suicidal ideation than indivsduhb

were less optimisticThus, even when experiencing symptoms of depression, an
individual who is able to maintain an optimistic outlook toward the future may be able to
hold to the belief that a sense of thwarted belongingness is temporary, and in turn
maintain the expectation that a feeling of belongingness will return, tlewsasithg any
thoughts of suicide.

As hypothesized, high levels of perceived burdensomeness also significantly
predicted suicidal ideation, both with and without controlling for depression. Again,
optimism showed a protective element against the effect of perceived burdensomenes
although the main effect of optimism was not significant when controlling for s&pre
However, as with thwarted belongingness, the interaction effect of perceived
burdensomeness and optimism supported the role of optimism as a protective factor
against suicidal ideation, both with and without controlling for depression. In individuals
experiencing low levels of perceived burdensomeness, optimism had no signifieeint ef
on suicidal ideation. However, for individuals experiencing high levels of peteiv
burdensomeness, those who were also high in optimism showed a significantly lower
level of suicidal ideation than did individuals who were less optimistic. Joiner (2005)
noted that an individual who does not expect any future change in his or her perceived

lack of effectiveness or competence is likely to experience higher &veésceived
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burdensomeness. Results of the current study suggest that one who expects the future to
hold a positive change in effectiveness, i.e. the optimist, is less likely taenqeer
suicidal ideation in the face of perceived burdensomeness.

In contrast to the results for thwarted belongingness and perceived burdeessme
the acquired capability to engage in self-injury did not significantly predicidal
ideation, which may be due to inherent differences between the constructs. Asynoted b
Joiner (2005), thwarted belongingness and perceived burdensomeness are ésgttiate
a desire for death, whereas the acquired capability to engage in self-irggsp@ated
with the ability to carry out the suicidal act. Thus, thwarted belongingnesseaceived
burdensomeness may be more strongly associated with suicidal ideatierthehi
acquired capability to engage in self-injury may only be associated etithl suicidal
behavior, such as acts of self-harm or suicide attempts.

Finally, results supported the overall model of Joiner’s interpersonalqiegatal
theory of suicidal behavior. The process of entering the individual constructs irsthe f
step of the regression followed by the interaction terms in subsequent stejps were
suggested by T. E. Joiner Jr. (personal communication, June 10, 2008). Although the
overall model maintained statistical significance, it should be noted thaitikelual
coefficients that included the acquired capability to engage in self-injdnyadireach
statistical significance. Again, this may be due to an acquired capabiétygage in self-
injury being associated with suicidal behavior as opposed to suicidal thoughts.
Clinical Implications

The results of the current study provide evidence for the potential protectiee pbw

optimism against suicidal ideation. These findings support the use of therapetitads
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designed to enhance or instill optimism into clients who are at risk for, or may be
experiencing, suicidal thoughts. A wealth of research supports the use of cogritive a
behavioral therapy techniques to alleviate depressive symptoms. Techniqogsitve
restructuring aimed at challenging negative future expectationgplating them with a
more positive future oriented outlook hold promise for countering the negative effects of
thwarted belongingness or perceived burdensomeness and alleviating thougitis®f s
Indeed, research has shown that therapeutic programs aimed at instillomg a
optimistic explanatory style have been successful in alleviating symatiotepression
in school children (Gillham, Reivich, Jaycox, & Seligman, 1995; Jaycox, Reivich,
Gillham, & Seligman, 1994); results of the current study suggest such effgrtsema
beneficial in adults as well.

As noted by Joiner (2005), the sense of perceived burdensomeness is actually a
misperception, a cognitive distortion precipitated by the individual'snatettributions
of ineffectiveness and incompetence. Therefore, cognitive therapy techniqukbeoul
used to engage the client in examining the evidence behind this distorted thinking in
order to elicit more realistic thinking and reduce suicidal ideation. Slgitognitive
therapy techniques could also be used to examine the evidence behind the sense of
thwarted belongingness. In addition to cognitive techniques, behavioral therapy
techniques aimed at increasing positive interactions with others could be utlized t
alleviate the lack of social connection associated with thwarted belongsngnes
Limitations and Future Directions

One limitation to the current study is the use of a cross-sectional desigh, wh

precludes any causal inference. Future research would benefit from the use of a
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longitudinal design in order to clarify causal relationships between the el
additional limitation was that the sample in this study was ethnically homoaggefuture
studies utilizing more diverse samples are necessary to examine mthetfirdings are
consistent across different groups. In addition, the use of a college student sagnple m
limit the generalizability of the results, as the number of participapesrexcing

suicidal thoughts was relatively low. However, the use of participants in thipage

could also be considered a strength of this study, in that suicide is the third lesbeg

of death amongst those aged 15-24 (CDC, 2007a) and suicide attempts are at $he highe
level amongst this age group (Goldsmith et al., 2002); thus any knowledge that can be
gained toward possibly reducing suicidal ideation or behavior in this group is @aficul
important. Future research to determine whether the same relationship betwaddas/ar
exists in a clinical population would be informative. Moreover, future clinical outcome
studies examining the effects of cognitive therapy aimed at instillinghispt would

provide more concrete evidence as to the effectiveness of such a treatmbi@vimga

reduction in suicidal thoughts and behaviors.
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stamp are attached to this letter. These are the versions that must be used during the study.

As Principal Investigator, it is your responsibility to do the following:

1. Conduct this study exactly as it has been approved. Any modifications to the research protocol
must be submitted with the appropriate signatures for IRB approval.

2. Submit a request for continuation if the study extends beyond the approval period of one calendar
year. This continuation must receive IRB review and approval before the research can continue.

3. Report any adverse events to the IRB Chair promptly. Adverse events are those which are
unanticipated and impact the subjects during the course of this research: and

4. Notify the IRB office in writing when your research project is complete.

Please note that approved protocols are subject to monitoring by the IRB and that the IRB office has the
authority to inspect research records associated with this protocol at any time. If you have questions
about the IRB procedures or need any assistance from the Board, please contact Beth McTernan in 219
Cordell North (phone: 405-744-5700, beth.mcternan@okstate.edu).

Ak

Shelia Kennison, Chair
Institutional Review Board

Sincerel
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APPENDIX Il
DEMOGRAPHICS FORM

Please answer the following questions:

1. What is your sex? Male Female

2. What is your age?

3. What is your marital status?
Never Married Married Cohabitating
Divorced Separated Widowed

4. Are you currently involved in an exclusive romantic/dating relationship oragaft
Yes No

5. If yes, how long have you been in this relationship?

6. How many (if any) children do you have?

7. What is your ethnicity?
Caucasian/White American Indian/Native American
African-American/Black Asian/Asian-American
Hispanic/Latino Biracial Other

8. Individuals are sometimes involved in peer groups. Please indicate if yov@ved
in any of the following groups:
______ Sorority or Fraternity (Greek) ______Athletic team
______ Religious group (e.g., Bible study, focus group)
Boy Scouts or Girl Scouts _______ Other
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9. What is your current grade level? (Select one)
Freshman Sophomore

Junior Senior Graduate

10. Please estimate your family’s annual income:

_ $0-%$10,000 ____$10,000 - $20,000
____$20,000 - $30,000 ____$30,000 - $40,000
____$40,000 - $50,000 ____$50,000 - $60,000
______$60,000 - $70,000 ______$70,000 - $80,000
_____$80,000 — $90,000 _____$90,000 - $100,000
_____ $100,000-$110,000 _____Over $110,000

11. What is the highest level of education that your father completed?

Some Grade School _______ Grade School
______Some Junior High School ~__ Junior High School
________Some High School ________High School

Some College _______ College

Advanced Degree (Master’s, Ph.D., Ed.D., M.D., J.D., etc.)
Some Professional or Technical School
Professional or Technical School

12. What is the highest level of education that your mother completed?

Some Grade School _______ Grade School
________Some Junior High School ~__ Junior High School
________Some High School _______ High School

Some College ______ College

Advanced Degree (Master’s, Ph.D., Ed.D., M.D., J.D., etc.)
Some Professional or Technical School

Professional or Technical School
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APPENDIX 11l
CESD

Below is a list of the ways you might have felt or behaved. Please indicate leovwyoit
have felt this way in the past week

DURING THE PAST WEEK

Rarely or none Some or a little Occasionally or a Most or all
of the time of the time moderate amount of time of the time
(less than 1 day) (1 — 2 days) (3 -4 days) (5 -7 days)
0 1 2 3

1. I was bothered by things that usually don’t bother me.

2. | did not feel like eating; my appetite was poor.

3. | felt that | could not shake off the blues even with help from my family or
friends.

4. | felt I was just as good as other people.

5. I had trouble keeping my mind on what | was doing.

6. | felt depressed.

7. | felt that everything | did was an effort.

8. | felt hopeful about the future.

9. | thought my life had been a failure.

10. I felt fearful.

11. My sleep was restless.

12. I was happy.

13. | talked less than usual.

_____14. I felt lonely.

15. People were unfriendly.

16. | enjoyed life.

17. 1 had crying spells.

18. | felt sad.

19. | felt that people dislike me.

20. | could not get “going.”
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APPENDIX IV
INQ

The following questions ask you to think about yourself and other people. Please
respond to each question by using your own current beliefs and experiences, NOT what
you think is true in general, or what might be true for other people. Pleaseohase y
responses on how you’ve been feeling recetling the full rating scale below, find the
number that best matches how you feel and write that number next to the question. There
are no right or wrong answers: we are interested in yduethink and feel.

1 2 3 4 5 6 7
Not at all Somewhat Very True
true for me true for me for me

These days, the people in my life would be better off if | were gone.
These days, the people in my life would be happier without me.
These days, | think | have failed the people in my life.

These days I think | am a burden on society.

1.
2
3
4
5. These days I think I contribute to the well-being of the people in my life.
6. These days I feel like a burden on the people in my life.

7. These days I think the people in my life wish they could be rid of me.

8. These days I think | make things worse for the people in my life.

9. These days I think | matter to the people in my life.

10. These days, other people care about me.

11. These days, | feel like | belong.

12. These days, | rarely interact with people who care about me.

13. These days, | am fortunate to have many caring and supportive friends.
14. These days, | feel disconnected from other people.

15. These days, | often feel like an outsider in social gatherings.

16. These days, | feel that there are people | can turn to in times of need.
17. These days, | am close to other people.

18. These days, | have at least one satisfying interaction every day.
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APPENDIX V
ACSS

Please read each item below and indicate to what extent you feel theestadestribes
you. Rate each statement using the scale below and indicate your resprintesath
statement.

0 1 2 3 4
Not at all like me Somewhat like me Very much like me

1. Things that scare most people do not scare me.

2. The sight of my own blood does not bother me.

3. lavoid certain situations (e.g., certain sports) because of the possibility of
injury.

| can tolerate a lot more pain than most people.

People describe me as fearless.

4
5

6. The sight of blood bothers me a great deal.

7. The fact that | am going to die does not affect me.

8. The pain involved in dying frightens me.

9. Killing animals in a science course would not bother me.

10. lam very much afraid to die.

11. It does not make me nervous when people talk about death.

12. The sight of a dead body is horrifying to me.

13. The prospect of my own death arouses anxiety in me.

14. 1 am not disturbed by death being the end of life as | know it.

15. 1like watching the aggressive contact in sports games.

16. The best parts of hockey games are the fights.

17. When | see a fight, | stop to watch.

18. | prefer to shut my eyes during the violent parts of movies.

19. lam not at all afraid to die.

20. | could kill myself if | wanted to. (Even if you have never wanted to Kill

yourself, please answer this question.)
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APPENDIX VI
LOT-R

Please indicate the extent to which you agree with each item accordmegftdlawing

scale:

0 1 2 3 4
Strongly Disagree Neutral Agree Strongly
Disagree Agree

1. In uncertain times, | usually expect the best.
2. It's easy for me to relax.*

3. If something can go wrong for me, it will.

4. I'm always optimistic about my future.

5. | enjoy my friends a lot.*

6. It's important for me to keep busy.*

7. | hardly ever expect things to go my way.

8. I don’t get upset too easily.*

[(e]

. I rarely count on good things happening to me.

10. Overall, | expect more good things to happen to me than bad.

* Filler item.

72



APPENDIX VII

DSI-SS

Instructions: on this questionnaire are groups of statements. Please cédbeall
statements in a given group. Pick out and circle the one statement in each group that
describes you best for the pasbd weeks. If several statements in a group seem to apply
to you, pick the one with the higher numke.sureto read all of the statementsin each
group before making your choice.

(A)

(B)

(D)

w N, O

w N P O

| do not have thoughts of killing myself.
Sometimes | have thoughts of killing myself.
Most of the time | have thoughts of killing myself.

| always have thoughts of killing myself.

| am not having thoughts about suicide.

| am having thoughts about suicide but have not formulated any plans.

| am having thoughts about suicide and am considering possible ways of
doing it.

I am having thoughts about suicide and have formulated a definite plan.

I am not having thoughts about suicide.

| am having thoughts about suicide but have these thoughts completely
under my control.

I am having thoughts about suicide but have these thoughts somewhat
under my control.

| am having thoughts about suicide but have little or no control over these

thoughts.

| am not having impulses to kill myself.
In some situations | have impulses to kill myself.
In most situations | have impulses to kill myself.

In all situations | have impulses to kill myself.
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APPENDIX VIl

SCREEN CAPTURE OF INFORMED CONSENT

tal Health Symptoms, and Attitudes about the Futur ndows Internet Explorer

3~ [ betps: g psychdata.comys asprmode=previews ID=731 456510=130535 v QJ heals Rl
_ . »

Ny -
¢ [0Mnnd, Mental Health Symptoms, andAttltudesahnut.‘.[ 1

>

| PREVIEW MODE: Responses will NOT be stored. ‘

Mood, Mental Health Symptoms, and Attitudes about the Future

INFORMED CONSENT FORM
Project Title: Mood, Mental Health Symptoms, and Aftitudes about the Future

Investigators: Kathy A. Rasmussen, BA
LaRicka R. Wingate, Ph.D.

Purpose: The purpose of this study is to gain a greater understanding of present mood, mental health symptoms, and attitudes about the future

Procedures: You will first be asked to agree to this Informed Consent form, after which you will asked to complete a number of questionnaires. These
questionnaires ask a variety of questions about your mood and your attitudes about the future. The total time commitment will be approximately 1 hour.

Risks of Participation: There are no anticipated risks in participating beyond those experienced in normal daily life or routine psychological examinations. You
understand that you may omit any questions that you feel uncomfortable answering, and that you may end your participation at any time.

Benefits: This study may benefit society by helping us to gain a better understanding of the relationship between mood, aftitudes about the future, and mental
health

Confidentiality: The records of this study will be kept private. Any written results will discuss group findings and will not include information that will identify you.
This study is being conducted using an anonymous and secure survey environment. Data is encrypted on transmission and will be stored on a secure server
which can only be accessed by a researcher with the correct username and password. Research records will be stored securely and only researchers and
individuals responsible for research oversight will have access to the records

Compensation: You understand that you will receive one hour of class credit for either required research participation or extra credit for a designated psychology
course provided you have permission from the course instructor. Credit will be posted on the Sona system within twe days of your participation. If you choose
not to participate in research, your course instructor can provide you with alternative ways to earn credit.

Contacts: You may contact Kathy Rasmussen, kathy.rasmussen@okstate.edu or Dr. LaRicka Wingate, laricka.wingate@okstate.edu or (405) 744-2088 for
answers to questions about this research. If vou have any questions about your rights as a research velunteer, you may contact Dr. Shelia Kennison, IRB Chair,
219 Cordell Morth, Stillwater, OK 74078, (405) 744-1676 or ib@okstate.edu

Participant Rights: You understand that your participation in this study is voluntary: there is no penalty for refusal to participate. You are free to withdraw your
consent and cease participation in this study at any time without penalty.

By clicking on “Continue” below, you give the electronic equivalent of your signature on this Informed Consent document.
| certify that | am 18 years of age or older, | have read and fully understand the consent form, and | freely and voluntarily consent to participate in this study.

I HAVE HAD THE QPPORTUNITY TO READ THIS CONSENT FORM, AND | AW PREPARED TO PARTICIPATE IN THIS PROJECT. BY CLICKING
CONTINUE | AM GIVING CONSENT TO PARTICIPATE

Continue ONLY when finished. You will be unable to return or change your answers.

Continue to Next Page

nowssrad b w narhrsta sam b

Done D nternet F100% -
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APPENDIX IX

SCREEN CAPTURE OF INTRODUCTION TO STUDY

about the Futur: ndows Internet Explo

6\: - |ﬂhttps:/ﬂwww‘psythdata‘Enmfs‘asp?’SID:lSDESQ V\ SJ || X 2l
- _ . »
W & [OMnnd, Mental Health Sympkoms, and Attitudes about ... [ } M v Bl b v hPage - (O Took -

| PREVIEW MODE: Responses will NOT be stored. ‘

This is a study about moods, mental health symptoms, and attitudes toward the future. You will be asked to fill out several short questionnaires. Please pay
close attention to the rating scales, as they are different for each questionnaire. Everything you fill out will be kept confidential and your name will not be
associated with your questionnaires, so please do your bestto answer all of the questions openly and honestly. Thank you for your participation!

Continue ONLY when finished. You will be unable to return or change your answers.

Continue to Next Page

powiered by www.psychdata.com

Done & Internet 100% T
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APPENDIX X

SCREEN CAPTURE OF TOP PORTION OF DEMOGRAPHICS SCREEN

tal Health Symptoms, and Attitudi Windows Internet Explorer
6;: - |¢} https: fwiwr psychdata, comfs, asp?SID=130839 ~ ‘ % #2115/ |Live Search
T dr [oMnud, Mental Health Symptoms, and Attitudes about ﬁ 2 @ ~ |5z Page + Q’ Tools
*~
| PREVIEW MODE: Responses will NOT be stored. ‘
1
What is your sex?
2)
What is your age?
3)
What is your marital status?
4
Are you currently involved in an exclusive romantic/dating relationship or marriage?
5)
Ifyes, how long have you been in this relationship?
6)
How many (if any) children do you have?
n
Whatis your ethnicity?
—Select- b
8)
Individuals are sometimes involved in peer groups. Flease indicate if you are involved in any of the follawing groups:
—Select— N

v

Done

€ Internet E 0%~
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APPENDIX XI

SCREEN CAPTURE OF BOTTOM PORTION OF DEMOGRAPHICS SCREEN

tal Health Symptoms, and Attitudi Windows Internet Explorer

GE}' |ﬂhttps‘ﬁwww‘psy[hdala(nmfsﬂspVS]DZISEIESQ V‘ 8 || #2|[ x| |tive search

[—1 - s - |:bPage ~ { Took -
| ]

T dr [oMnud, Mental Health Symptoms, and Attitudes about

How many (if any) children da you have?

]

n
What is your ethnicity?

‘—Se\em— »

Individuals are sometimes invalved in peer groups. Flease indicate if you are involved in any of the following groups:

‘—59\901— b

What is your current grade level?

10)
Please estimate your family's annual income:

)
Whatis the highest level of education that your father completed?

—Select- b

12)
What is the highest level of education that your mother completed?

—Select- -

Continue ONLY when finished. You will be unable to return or change your answers.

| Continue to Next Page

powiered by www.psychdata.com

v

Done € Internet E 0%~
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APPENDIX XlI

SCREEN CAPTURE OF LOT-R

tal Health Symptoms, and Attitudi Windows Internet Explorer
6;: - |ﬂhttps‘ﬁwww‘psy[hdala(nmfsﬂspVS]DZISEIESQ V‘ % #2115/ |Live Search

s - |:bPage ~ { Took -

T dr [oMnud, Mental Health Symptoms, and Attitudes about

PREVIEW MODE: Responses will NOT be stored. ‘

Flease indicate the extent to which you agree with each item according to the following scale

0 = Strongly 1=Disagree 2 =HNeutral 3 =Adgree 4 = Strongly
Disagree Agree
13) Inuncertain times, | usually expect the best sl I I ~
14) Itis easy for me to relax - ~ ~ - -
15) I something can go wrong for me, it will el el IS IS I
16) I'm always optimistic about my future - - I~ I~ ~
17) I enjoy my friends a lot. -~ IS IS ~ ~
18) Itis important for me to keep busy. - ~ ~ ~ ~
19) |hardly ever expect things to go my way. -~ r ~ ~ ~
20) Idontgetupsetioo easily. - o o o I
21)  Irarely count on good things happening to - ~ ~ ~ ~
me
22) Overall, | expect more good things to happen - ~ ~ ~ ~

to me than bad.

Continue ONLY when finished. You will be unable to return or change your answers.

Continue to Next Page

powered by www_psychdata.com

Done € Internet E 0%~
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APPENDIX Xl

SCREEN CAPTURE OF INQ ITEMS 1 -9

tal Health Symptoms, and Attitudi Windows Internet Explorer
6\:‘/ - |ﬂhttps‘ﬁwww‘psy[hdala(nmfsﬂspVS]DZISEIESQ V‘ QJ || % 2l
W o [OMDDd, Mental Health Symptoms, and Attitudes about [ } f5 - B - o v [rPage ~ G Took -
PREVIEW MODE: Responses will NOT be stored. ‘
The following questions ask you to think about yourself and other people. Please respond to each question by using your awn current beliefs and experiences,
NOT what you think is true in general, or what might be true for other people. Please base your responses on how you've been feeling recently. Using the full
rating scale below, selectthe number that best matches how you feel. There are no right or wiong answers: we are interested in what you think and feel
1=Notat 2 = Rarely 3 = Slightly 4= 5= 6= Mostly 7=Very
alltruefor  trueforme trueforme  Somewhat  Moderately  trueforme  truefor me
me true for me true for me
23) These days, the people in my life would be o ~ - o - - o
better off if | were gone,
24) These days, the people in my life would be - ~ - - - - o
happier without me
25) These days, | think | have failed the people in - ~ - - - - ~
my life.
26) These days Ithink| am a burden on sociaty - - - - - - I~
27) These days | think | contribute to the well- o ~ - o - - -
being of the people in my life.
28) These days | feel like a burden on the people ~ - ~ ~ - ~ o~
in my life.
29) These days Ithinkthe people in my life wish ~ ~ ~ ~ ~ ~ ~
they could be rid of me.
30) These days | think | make things worse for o ~ - o - - o
the peaple in my life.
31) These days | think | matter to the people in o ~ - o - - o
my life.
Continue ONLY when finished. You will be unable to return or change your answers.
Continue to Next Page
powered by www. psychdata.com
Done € Internet E 0%~
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APPENDIX XIV

SCREEN CAPTURE OF INQ ITEMS 10 - 18

tal Health Symptoms, and Attitudi Windows Internet Explorer
6;: - |¢} https: fwiwr psychdata, comfs, asp?SID=130839 V‘ % #2115/ |Live Search
T dr [oMnud, Mental Health Symptoms, and Attitudes about ﬁ 2 @ ~ |5z Page + Q’ Tools
PREVIEW MODE: Responses will NOT be stored. ‘
1=Notat 2= Rarely 3= Slightly 4= 5= 6= Mostly 7=Very
all true for true for me true for me Somewhat Moderately true for me true for me
me true forme  true forme

32) These days, other peaple care about me - - - - - ~
33) These days, | feel like | belong - - - - ~ - -
34) These days, | rarely interact with people who ~ ~ - ~ - - -~

care about me
35) These days, | am fortunate to have many - - - - - - I

caring and supportive friends
36) These days, | feel disconnected from other - - - - - - ~

people.
37) These days, | often feel like an outsider in - - - - - - ~

social gatherings
38) These days, | feel that there are people | can ~ ~ - ~ -~ - ~

turnto in times of need.
39) These days, | am close to other people. - - - r r el e
40) These days, | have at least one satisfying - ~ - - - - ~

interaction every day.

Continue ONLY when finished. You will be unable to return or change your answers.
Continue to Next Page
powered by www.psychdata.com
Done € Internet E 0%~
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APPENDIX XV

SCREEN CAPTURE OF DSI-SS

tal Health Symptoms, and Attitudi Windows Internet Explorer
6;: - |ahttps‘ﬁwww‘psy[hdala(nmfsﬂspVS]DZISEIESQ V‘ % #2115/ |Live Search

s - |:bPage ~ { Took -

T dr [oMnud, Mental Health Symptoms, and Attitudes about

~
PREVIEW MODE: Responses will NOT be stored. ‘
Instructions: On this questionnaire are groups of statements. Flease read all of the statements in a given aroup. Please selectthe one statement in each group
that best describes you for the past two weeks. If several statements in 2 group seem to apply to you, pick the one with the higher number. Be sure to read all of
the statements in each group befare making your choice
59)
0 =1do not have thoughts of killing myself.
' 1=Sometimes | have thoughts of kiling myself.
¢ 2=Most of the time | have thoughts of killing myself.
 3=1 always have thoughts of killing mysel.
60)
€ 0=1am not having thoughts abaut suicide
€ 1=1am having thoughts about suicide but have notformulated any plans.
 2=1am having thoughts about suicide and am considering possible ways of doing it
€ 3=1am having thoughts about suicide and have formulated a definite plan.
61)
° 0=1am not having thoughts about suicide
1 =1am having thoughts about suicide but have these thoughts completely under my control,
" 2=1am having thoughts about suicide but have these thoughts somewhat under my control
¢ 3=1am having thoughts about suicide but have litle or ne control over these thoughts
62)
£ 0=1am not having impulses to Kill myself.
€ 1=In some situations | have impulses to kill myself.
€ 2=In most situations | have impulses to kill myself.
¢ 3=In all situations | have impulses to kill myself
Continue OMLY when finished. You will be unable to return or change your answers.
Continue to Next Page
A
Done € Internet E 0%~
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APPENDIX XVI

SCREEN CAPTURE OF CES-D ITEMS 1 - 10

tal Health Symptoms, and Attitudi Windows Internet Explorer
6;: - |ahttps‘ﬁwww‘psy[hdala(nmfsﬂspVS]DZISEIESQ V‘ % #2115/ |Live Search

s - |:bPage ~ { Took -

T dr [oMnud, Mental Health Symptoms, and Attitudes about

PREVIEW MODE: Responses will NOT be stored. ‘

Below is a list of the ways you might have felt or behaved. Please indicate how often you have felt this way during the past week.

0 = Rarely or none of 1= Some or a little of 2 =0ccasionally or a 3= Most or all of the
the time (less than 1 the time (1 - 2 days) moderate amount of time (5 - 7 days)
day) the time (3 - 4 days)
75) |was bothered by things that usually dont ~ -~ - ~
bother me.
76) |did notfeel like eating, my appelite was - - r I
paor.
77) Ifeltthat! could not shake off the blues even - - - ~
with help from my family or friends.
78) |feltlwas justas good as other people - - r I
79) |had frouble keeping my mind on what | was I - - ~
doing
B80) |feltdepressed r - - -
81) [feltthat everything | did was an effort IS I I s
82) |felthopeful aboutthe future ~ ~ ~ ~
83) Ithoughtmy life had been a failure. el - e Il
84) | feltfearful ~ - - ~

Continue ONLY when finished. You will be unable to return or change your answers.

Continue to Next Page

powered by www.psychdata.com

Done € Internet E 0%~
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APPENDIX XVII

SCREEN CAPTURE OF CES-D ITEMS 11 - 20

tal Health Symptoms, and Attitudi Windows Internet Explorer

6\:‘/ - |ﬂhttps‘ﬁwww‘psy[hdala(nmfsﬂspVS]DZISEIESQ V‘ QJ || X LS

T dr [OMDDd, Mental Health Symptoms, and Attitudes about

[_1 By~ B v rpage - (3 Taok -

PREVIEW MODE: Responses will NOT be stored. ‘

Below is a list of the ways you might have felt or behaved. Flease indicate how often you have felt this way during the past week.

0 = Rarely or none of 1= Some or a little of 2 =0ccasionally or a 3= Most or all of the

the time (less than 1 the time (1 - 2 days) moderate amount of time (5 - 7 days)

day) the time (3 - 4 days)
85) My sleep was restless ~ ~ o o
86) |was happy. ~ ~ {_ ~
87) Italked less than usual ~ -~ ~ ~
88) |feltlonely. ~ - c ~
89) People were unfriendly. ~ - c (-
90) | enjoyed life. ~ ~ sl o
91) Ihadcrying spells - -~ o o
92) |feltsad ~ ~ o o~
93) Ifeltthat people dislike me o o e o
94) | could not get "going.” ~ ~ - ~
Continue ONLY when finished. You will be unable to return or change your answers.
Continue to Next Page
powered by www.psychdata.com
Done € Internet E 0%~
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APPENDIX XVIII

SCREEN CAPTURE OF ACSS ITEMS 1 -10

tal Health Symptoms, and Attitudi Windows Internet Explorer
6\:‘/ - |ﬂhttps‘ﬁwww‘psy[hdala(nmfsﬂspVS]DZISEIESQ V‘ QJ || % 2l
T dr [OMDDd, Mental Health Symptoms, and Attitudes about [ } £ - B - = - [2bPage + { Took -
PREVIEW MODE: Responses will NOT be stored. ‘
Please read each item below and indicate to what extent you feel the staterment describes you. Rate each statement using the scale below and indicate your
responses next to each statement.
0= Not at all like 1= Slightly like 2= Somewnhat 3 =Mostly like me 4 =Very much
me me like me like me
115) Things that scare most people do not scare - ~ ~ ~ ~
me
116) The sight of my own blood does not bother ~ ~ ~ ~ ~
me
117) | avoid certain situations (e.q., certain spors)
because of the possibility of injury. o e e e e
118) | can tolerate a lot more pain than most - ~ ~ ~ ~
people.
119) People describe me as fearless. ~ ~ ~ ~ ~
120) The sight of blood bathers me a great deal P ~ ~ ~ ~
121) The factthat| am going to die does not affect - ~ ~ ~ ~
me
122) The pain involved in dying frightens me - - - - -
123) Killing animals in a science course would - ~ ~ ~ ~
not bother me
124) | am very much afraid to die r r r r r
Continue ONLY when finished. You will be unable to return or change your answers.
Continue to Next Page
powered by www psychdata.com
Done € Internet E 0%~
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APPENDIX XIX

SCREEN CAPTURE OF ACSS ITEMS 11 - 20

Windows Internet Explorer

el ~ https:fuwe psychdata,comfs, asp?SID=130839 v & || x 2l
&
fi - B = - b page v {J Took +

T dr [OMDDd, Mental Health Symptoms, and Attitudes about

PREVIEW MODE: Responses will NOT be stored. ‘

0= Not at all like 1 = Slightly like 2= Somewhat 3 =Mostly like me 4 =Very much
me me like me: like me:
125) It does not make me nervous when people
talk about death. a 2 2 2 2
126) The sight of a dead bady is horrifying to me. p ~ ~ ~ ~
127) The prospect of my own death arouses - ~ ~ ~ ~
anxiety in me
128) |am not disturbed by death being the end of ~ ~ ~ ~ ~
life as | know it
129) | like watching the aggressive contact in o e e e e
sports games.
130) The best parts of hockey games are the - ~ ~ ~ ~
fights.
131) When | see a fight, | stop to watch ~ ~ ~ ~ ~
132) | prefer to shutmy eves during the violent - ~ ~ ~ ~
parts of movies.
133) |amnot atall afraid to die. ~ ~ ~ ~ ~

134) | could kill myselfif | wanted to. (Even if you
have never wanted ta kill yourself, please (ol ol » » »
answer this guestion.)

Continue ONLY when finished. You will be unable to return or change your answers.

Continue to Next Page

powered by www_psychdata.com

Done € Internet E 0%~
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APPENDIX XX

SCREEN CAPTURE OF RESOURCE LIST

G;j + |5 https: . psychelata com/auto/surveythankyou.ssp S8 ] (%] (] [ive 5oerch
T dr [oPsy(hDataOnhne Surveys - Thank You [ } -

Y] PsychData”

CONFIDENCE IN RESEARCH

s - |:bPage ~ { Took -

~

Create Account ‘ Sign In |

| PREVIEW MODE: Responses have NOT been stored

Mood, Mental Health Symptoms, and Attitudes about the Future
Your unique Respondent ID# is 1278500.

Print this page)

Thank you for participating in this study!

If you feel that you have experienced some di: from 1g in this study and you would like to talk to someone, please use one of the following
resources. If you have any questions do not hesitate to contact the faculty advisor for this study, Dr. LaRicka Wingate,
via email: laricka.wingate@okstate.edu or telephone: (405) 744-2988.

Oklahoma State University
‘Where to Go for Counseling

0On Campus

Psychological Services Center

118 N. Murray Hall

(405} T44-5075

hitp:fipsychology.okstate edu/pscindex.htm|

University Counseling Senices
316 Student Union (405) 744-5472
hitp:/hww. okstate edu/ucs/Counselingservice htm

OSU University Health Services

1202'W. Farm Rd

(405) 744-7665

hitp:/iwww. okstate.edu/UHS/uhsservices htm#counseling services

Off Campus

Edwin Fair Community Mental Health Center

712 Devon St D |
Stillwater, OK 74074

(405} 372-6100

hitp fiefcmhc.com/

Want to conduct your own research survey? |
Done € Internet E 0%~
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APPENDIX XXI

SUPPLEMENTAL DEMOGRAPHIC INFORMATION

Marital status:

89.2% Never Married 4.0%/arried 4.7%Cohabitating
0.9% Divorced _0.2%5eparated
Currently in an exclusive relationship:
54.0% Yes 45.8%No
Number of children:
84.7% None _0.2%0ne _0.9%Two
0.7% Three _0.2%Four 0.4%Five or more
Group involvement:
20.8% Sorority or Fraternity (Greek) __6.4%thletic team
13.3% Religious group (e.g., Bible study, focus group)
1.1% Boy Scouts or Girl Scouts 32.1%ther
Current grade level:
32.5% Freshman 35.4%ophomore
20.6% Junior 10.6%Senior _0.7%Graduate
Estimated annual family income:
4.9% $0 - $10,000 4.6%$10,000 - $20,000
5.3% $20,000 - $30,000 _8.89%30,000 - $40,000
8.2% $40,000 - $50,000 11.79850,000 - $60,000
8.4% $60,000 - $70,000 __7.59470,000 - $80,000
5.3% $80,000 — $90,000 __7.59690,000 - $100,000
6.2% $100,000-$110,000 19.7%ver $110,000
Parent’s highest level of education:
Father: Mother:
0.2% --- Some Grade School
0.7% 0.2% Grade School
0.4% --- Some Junior High School
1.1% 0.2% Junior High School
2.9% 2.0% Some High School
21.0% 19.0% High School
17.9% 20.8% Some College
33.8% 39.8% College
17.0% 13.3% Advanced Degree (Masters, Ph.D., Ed.D., M.D., J.D., etc.)
0.7% 1.1% Some Professional or Technical School
3.6% 3.1% Professional or Technical School

Note: Some percentages may not add up to 100% due to missing values.
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