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ABSTRACT 

 
SURVIVORS OF SUICIDE: WHAT ARE 

THEIR STRUGGLES AND HOW 

DO THEY HEAL? 

 

 

Amy Crow, M.S.S.W. 

 

The University of Texas at Arlington, 2013 

 

Supervising Professor:  Regina T. P. Aguirre 

 The purpose of this study was to answer five questions: 1) what are the coping 

strategies of suicide survivors?; 2) what percentage of survivors have post-traumatic stress?; 3) 

what percentage of survivors are at risk of suicide?; 4) what percentage of survivors experience 

post-traumatic growth?; and 5) what are the relationships among these variables? Four 

standardized assessments on suicide risk, post-traumatic stress and post-traumatic growth 

were administered along with a questionnaire covering demographics and coping strategies. 

Results provided support that survivors do experience post-traumatic stress and that they are at 

risk of suicide. The findings suggest that survivors need help individually identifying what coping 

strategies help the them heal. 
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CHAPTER 1 

INTRODUCTION 

 About one million people die by suicide globally each year.  To put that in perspective, 

one suicide occurs every 40 seconds worldwide ("Suicide prevention (SUPRE)," 2012).  In 

2006, more than 33,000 suicides occurred each year in the United States (McIntosh, 2012) 

 In the United States, ages 45-54 have steadily increased the rate of suicide since 1999.  

In that same year, an estimated 14 people suicided per every 100,000 people compared to a 

rate of approximately 19 per 100,000 people in 2009.  This age group is also has the highest 

rate of suicide completions.  In the 25-34 year old range, suicide is the second leading cause for 

death and the third cause for death for ages 15-24. Across all age ranges, suicide is the tenth 

cause of death in the United States as of 2010 (McIntosh, 2012). 

1.1 Definition of Survivors 

 For every suicide, an estimated minimum of six people is affected by the suicide 

(Begley & Quayle, 2007; Cerel & Campbell, 2008; Jordan, 2008).  Jordan (2008) argued that 

the number of actual survivors is underestimated due to a clear definition of what a survivor is 

and to the extent to which a person was affected.  Jordan (2008) also suggested that there is a 

“lack of epidemiological studies to refine or clarify it“ (p. 146).  This raises the question, who 

exactly is a survivor of suicide?  McIntosh (1993) defined a survivor as “the family members and 

friends who experience the suicide of a loved one” (p. 146).  Andriessen (2009) suggested that 

a survivor of suicide is a person whose life is affected and changed by the loss.  He further 

suggested that a train conductor’s life would be changed and even traumatized even though he 

or she did not know the person in the way of the train.  Andriessen (2009) further went on to 

state that other research suggested (McIntosh, 2003) that the quality of the relationship may be 

more significant than bloodlines.  For the extent of this paper, suicide survivor and survivor will 
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be used to refer to those who have experienced a loss by suicide.  In addition, the definition that 

Andriessen (2009) used to identify whom a survivor is will be used for this paper. 

1.2 Bereavement 

 Losing a loved one is hardly ever easy.  Even if a person knows his or her loved one is 

going to die it is a difficult thing to go through.  Losing someone to suicide is no different.  

However, there is an argument about whether or not suicide bereavement is different than 

bereavement by other forms of death.  Campbell (2001) suggested taking into account what 

stage of life the survivor is in but also suggested that how a person copes depends on how 

open he or she is to explore the topic. 

Suicide bereavement can be more complicated due to stigma that may follow the loss.  

As Jordan (2008) suggested, the stigma could be condemnation or it could be uneasiness about 

the subject of suicide.  In spite of how many people are affected by suicide, this type of death is 

still very much a taboo topic and not understood by the general public, which could lead to the 

condemning stigma, or the survivor could self-stigmatize (Jordan, 2008).  Survivors may also be 

reluctant to reach out for help due to the stigma.  This reluctance could be due to shame and 

the unwillingness to be open about the true cause of death (Cerel, Jordan, & Duberstein, 2008; 

Grad, Clark, Dyregrov, & Andriessen, 2004).  Additionally, Grad et al. (2004) found that one of 

the best ways to overcome stigmatism was to embrace openness.  Once a survivor spoke 

openly and honestly about the true cause of death, “life became easier” (p. 135). 

 Jordan (2008) stated that common forms of bereavement for any death are “sorrow and 

yearning” (p. 680).  Jordan (2008) went on to say: 

Beyond this, many studies have found that high rates of problematic grief experiences 

in survivors, such as intense guilt or feelings of responsibility for the death, a ruminative 

need to explain or make sense of the death, strong feelings of rejection, abandonment, 

and anger at the deceased, trauma symptoms, complicated grief, and shame about the 

manner of death (p. 680). 
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 Jordan (2001) argued that bereavement after suicide is different from other losses and 

suggested there are three themes to the bereavement process of suicide survivors.  In the first 

theme, the survivor feels guilty, blaming himself or herself, and holding themselves responsible 

for the death. The second theme is an increase in feeling rejected, abandoned, and angry 

toward the deceased (Jordan, 2001; Jordan, 2008).  The third theme is the survivor questioning 

the meaning of the death or the “why” (Campbell, 2001; Jordan, 2008, p. 681) question such as 

“why did this happen,” or “why did they do it” (Campbell, 2001; Jordan, 2008, p. 681).  The three 

themes help to differentiate bereavement of suicide versus bereavement of other types of 

losses. 

 Campbell (2001) used the metaphor of the “Canyon of Why” to illustrate how a survivor 

of suicide might be at risk to take their own life.  The metaphor starts in the river of life with a 

person contemplating suicide and comes to a fork in the river: on one side is opportunity; on the 

other is danger.  The person makes a choice and if the choice is danger, the person is moving 

closer toward death.  If a person suicides, the survivors of the suicide are immediately thrown 

into the river of risk and move quickly to the fork (Campbell, 2001).  This metaphor along with 

the themes of bereavement shed light on how survivors of suicide might be a risk of taking their 

own lives.  Another component of risk is if a survivor develops posttraumatic stress disorder 

(PTSD) 

1.3 Posttraumatic Stress Disorder 

 When a survivor is suddenly thrown into the metaphorical river of risk 

(Campbell, 2001), the survivor may be at risk of developing PTSD.  In order to be diagnosed 

with PTSD a person must meet the criterion specified in the DSM-IV-TR by experiencing a 

traumatic event, such as but not limited to war or rape (4th ed., text rev.; DSM–IV–TR; 

American Psychiatric Association, 2000). Zisook, Chentsova-Dutton, and Shuchter (1998) 

asked if bereavement could be classified as PTSD.  They found that PTSD was higher for those 

participants who were survivors of suicide or accidental deaths by 36% (Zisook, Chentsova-
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Dutton, & Shuchter, 1998).  These findings showed that method of death causes trauma but the 

study did not go much further than a person could experience trauma when bereaved. 

1.4 Interpersonal Theory of Suicide 

 Even with the complications of suicide bereavement and PTSD, one may wonder why a 

survivor would choose suicide after being so impacted by a loved one’s suicide.  Van Orden et 

al. (2010) proposed the Interpersonal Theory of Suicide (ITS).  This theory proposes that there 

are three constructs, that when present, can increase the risk of suicide.  The first construct is 

thwarted belongingness or loneliness because they are isolated from others along with the lack 

of reciprocal care, meaning the person feels that he or she has no social support.  The second 

construct is perceived burdensomeness where the person feels they are a liability and self-hate 

is present.  The final construct is the acquired capability of suicide (Van Orden et al., 2010). 

 This raises the question, are survivors of suicide at risk of taking their own lives?  

Based on ITS mixed with suicide bereavement, it appears that the formula for suicide has been 

created.  If a survivor feels stigmatized he or she may not be able to open up about the loss, 

feel intense guilt, isolate and fall into the constructs of ITS (Aguirre & Terry, forthcoming; Cerel 

et al., 2008; Grad et al., 2004).  Are all survivors destined to become suicidal?  While they are 

thrown into the river of risk in Campbell’s (2001) “Canyon of Why,” there is another side in the 

fork:  opportunity. 

1.5 Posttraumatic Growth 

 While some survivors get caught in the danger fork of the river of risk, others overcome 

the danger and get help.  The flip side to PTSD is posttraumatic growth (PTG).  PTG occurs 

when a person takes the trauma and grows from traumatic loss.  This can happen at different 

speeds and on different levels based on the closeness of the relationship between the 

deceased and the bereaved (Feigelman, Jordan, & Gorman, 2009).  Feigelman, Jordan, and 

Gorman (2009) investigated if there is a correlation between time bereaved and signs of PTG 

and better mental health.  Their findings showed that almost two thirds of the participants who 
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had been bereaved for five years or more had higher personal growth scores than the mean.  

Other findings showed that personal growth had a negative correlation with mental health 

problems (Feigelman et al., 2009). 

1.6 Purpose of the Study 

 The purpose of this study was to answer five questions: 1) what are the coping 

strategies of suicide survivors?; 2) what percentage of survivors have post-traumatic stress?; 3) 

what percentage of survivors are at risk of suicide?; 4) what percentage of PTG do survivors 

experience?; and 5) what are the relationships among these variables measured? 
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CHAPTER 2 

LITERATURE REVIEW 

 The previous chapter briefly mentioned several issues that can affect survivors of 

suicide.  This chapter will address the literature on survivors of suicide and expand on several 

topics to show that survivors of suicide are a population that needs more attention.  First, 

survivors of suicide will be addressed and the question of “who is a survivor” will be answered.  

Also, the label of “survivor” will be discussed and how there are various labels among the 

population.  Second, bereavement will be discussed and how the survivor of suicide may be 

stigmatized because of the cause of death.  Third, the three themes of bereavement will be 

discussed to help gain an understanding of why suicide bereavement is more complicated than 

other forms of bereavement.  The three themes are: “why didn’t I prevent it,” “how could they do 

this to me,” and “ why did they do it.”  Fourth, following the three themes, survivor risk will be 

addressed.  Fifth, survivors can be at risk of posttraumatic stress disorder (PTSD) that can 

further complicate bereavement.  Sixth, the Interpersonal Theory of Suicide (ITS) will pull 

together all of the previously mentioned pieces into an explanation of why survivors of suicide 

are at risk themselves.  Finally, posttraumatic growth (PTG) will be discussed as the coin flip to 

PTSD. 

2.1 Survivors 

2.1.1. Who is a Survivor 

 Throughout the research, there is no clear qualification for being a survivor.  Simply 

experiencing a loss of suicide does not necessarily make someone a survivor.  The quality of 

the relationship needs to be examined (Andriessen, 2009).  McIntosh (2003) argued that 

different relationships may experience a loss in various ways.  While a person may lose 

someone in his or her immediate family by suicide, if the relationship is non-existent for 

whatever reason, that person may not identify with being a survivor of suicide.  This idea goes 
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along with the suggestions of Jordan and McMenamy (2004): exposure to suicide may not have 

a negative impact on the person’s life.  However, a close friend experiencing the same loss 

might be more inclined to use the label of survivor (Cerel et al., 2009).  Researchers may 

primarily address the family but the friends who are affected by the loss may not be considered.  

That being said there exist various definitions of who is a survivor.  McIntosh (1993) limited the 

definition to simply experiencing a loss of suicide by family and friends. Jordan (2008) defined a 

survivor as anyone in the social network who is “significantly negatively impacted” (p. 680) by 

the suicide loss.  Andriessen (2009) had a more complex definition.  He stated that a survivor is 

“a person who has lost a significant other (or a loved one) by suicide, and whose life is changed 

because of the loss” (Andriessen, 2009, p. 43).  He qualified this definition by stating that to 

experience a significant loss by suicide does not mean that it is by a loved one.  As mentioned 

in the first chapter, Andriessen (2009) used an example of a train conductor being the innocent 

accomplice in a person’s method of suicide.  While the conductor may not have known the 

person, his or her life can be negatively impacted.  Does this person fit the definition of a 

survivor?  Is this person able to grieve for the loss of the person even though he or she did not 

know the person? 

2.1.2. Label of Survivor 

There appears to be a debate between what to label people who are affected by 

suicide.  Two major terms are suicide survivor and bereaved by suicide.  The latter term 

appears to be common outside of the United States as Cerel et al. (2009) stated.  McDaid, 

Trowman, Golder, Hawton, and Sowden (2008) in the British Journal of Psychiatry refered 

throughout their article and include in their title to the target population as “bereaved through 

suicide” (p. 438).  Others go on to use the term “suicide survivor” (Jordan, 2008, p. 679) or 

simply “survivor” (Andriessen, 2009, p. 43).  The question then arises; what does the person 

want to be labeled as?  Allen, Calhoun, Cann, and Tedeschi (1993) used various terms 

throughout their report to identify someone who has been affected by suicide.  While the 
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researchers define what they mean by “survivor of suicide” using different terms 

interchangeably may create some confusion.  Schnell and Cerel (2011) conducted a survey to 

gain a better understanding of what this particular demographic wanted to be labeled as.  The 

results of the survey showed that there is not a clear label that people identify with.  Schnell and 

Cerel (2011) suggested that the discrepancy in labels could be because there is not a 

consistent label in the support group community.  While using the term “bereaved of suicide” is 

clear that someone has lost a loved one to suicide, the term “suicide survivor” or “survivor of 

suicide” may indicate to some people that the person has attempted suicide.  A clear label 

appears to be important so that the people who have experienced a loss can get the support 

needed.  However, multiple labels may be used because there is no clear label of who is a 

survivor.  As stated in the previous chapter, survivor of suicide and survivor will both be used 

throughout. 

2.2 Bereavement 

 Multiple studies suggest that survivors of suicide experience a more complicated grief 

than those people who have experienced a loss by other causes and compare the bereavement 

of suicide to that of other traumatic deaths such as homicide, natural disasters, and Sudden 

Infant Death Syndrome (SIDS) (Begley & Quayle, 2007; Cerel et al., 2009; Dyregrov, 2005; 

Jordan, 2001; Jordan, 2008).  While survivors may have some similarities in bereavement of 

other sudden, traumatic deaths, a survivor’s bereavement can consist of guilt, isolation, 

stigmatization, self-blame, wondering “why,” and developing mental heath issues such as 

posttraumatic stress disorder, depression, and anxiety (Begley & Quayle, 2007; Campbell, 

2000; Campbell, 2001; Cerel et al., 2008; Jordan, 2001; Jordan, 2008; Sheehy, 2001; Sudak, 

Maxim, & Carpenter, 2008).  Understanding the bereavement of survivors may give some 

insight as to why the survivor is at an increased risk of suicide.  Jordan (2001) suggested 

multiple issues that can further complicate bereavement for the survivor.  The first suggestion is 

that the survivor may become stigmatized.  Secondly, there are three thematic questions of 
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suicide bereavement: “why didn’t I prevent it?;” “how could they do this to me?;” “why did they 

do this?” (p. 92).  Finally, Jordan (2001) along with other researchers suggested that survivors 

may be at risk of taking their own lives. 

2.2.1. Stigma 

 Jordan (2001) suggested that survivors of suicide experience more stigma than other 

causes of death.  Also, survivors may feel judgment from other people and may isolate 

themselves from social situations in order to avoid that judgment.  This feeling of judgment 

could be because community members do not understand suicide and they are unsure how to 

help in the situation.  This may cause the community to avoid the survivor (Jordan, 2008).  The 

survivor may also self-stigmatize by projecting that judgment will occur before it actually does 

(Cerel et al., 2008).  Campbell (2000) stated that society may stigmatize and put blame on a 

survivor because, the survivor in society’s eye, they did not do all that was necessary to prevent 

a suicide, which can further isolate the survivor. 

2.2.2. Themes of Bereavement 

 2.2.2.1 “Why Didn’t I Prevent It?” 

 The first theme of suicide bereavement is guilt and self-blame.  The survivor is left 

wondering if something he or she said or did caused the suicide.  The survivor also wonders if 

they could have done something differently to help prevent the suicide.  Hutchinson (2001) is a 

mother whose son suicided.  She recalled that after her son’s death she felt angry toward 

herself and blamed herself for the loss.  Hutchinson (2001) blamed herself, “why did I leave the 

house that night? If he was feeling so bad why had he not felt able to talk to me?  What kind of 

mother was I?” (p. 40).  Begley and Quayle (2007) found that survivors blame themselves for 

not seeing the signs or preventing the suicide.  Also, the survivors in the aforementioned study 

qualified statements about blame by saying that “…I should have done something” (Begley & 

Quayle, 2007, p. 30).  Allen, Calhoun, Cann, and Tedeschi (1993) reported that survivors of 
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suicide mentioned guilt and blame more spontaneously than people who were bereaved of 

other kinds of death. 

 2.2.2.2 “How Could They Do This To Me?” 

 The second theme of bereavement that Jordan (2001) suggested survivors experience 

is anger, rejection, and abandonment.  Hutchinson (2001) stated that after her son died the 

feelings of rejection were the worst part of bereavement and questioned why he would do this to 

the people he loved.  Jordan (2008) stated that the survivor may have intense anger toward the 

deceased especially if the act is seen as voluntary. 

 2.2.2.3 “Why Did They Do It?” 

The final theme of bereavement is why.  After a suicide, the survivor may be left with 

many questions.  Did he or she really know the person who suicided?  Why did this person do 

this?  Suicide is not a traditional way to die and is not accepted in the modern society.  To 

deviate from the norm creates this confusion for the survivors.  The survivor is left questioning if 

he or she really knew the person who suicided.  Begley and Qualye (2007) explored the “why” 

theme in a study based out of Ireland.  They found a common theme was that the participants 

not only questioned why their loved one would take his or her own life but also questioned other 

aspects of the world that were thought to be predictable such as the relationship with the person 

who suicided, and his or her own beliefs (Begley & Qualye, 2007). 

Campbell (2001) addressed the “why” question beautifully with the metaphor of Canyon 

of Why.  This idea is that there is a river of life.  Along this river is a “Y” fork one side is danger 

and the other opportunity.  Choosing the danger side gets the person closer to death while 

choosing the opportunity side means the person has chosen to get help.  When someone is 

taken over by the rapids and allows the current to dictate which fork in the river of life to take the 

river evolves into the river of risk.  When someone has a loss by suicide, the survivor is instantly 

thrown into the currents of the river of risk and forced to face the fork of “Y.”  As long as the 

survivor can maintain some kind of healthy self-care techniques (eating, sleeping, exercising) 
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the survivor has a better chance to survive the rough waters.  The other side is the survivor 

struggles and has to fight getting taken over by the currents and swept down the river of risk.  

Once the river calms down the survivor can climb out of the canyon.  Climbing out of the canyon 

symbolizes the healing process and the pain and fear that goes with climbing (Campbell, 2001).  

This metaphor of the “Canyon of Why” helps to explain why someone would take their own life 

and also how a survivor of suicide could also contemplate taking his or her own life.  This can 

be “why” a survivor can be at risk of developing PTSD and taking their own lives. 

2.2.3. Survivor Risk 

 While the “Canyon of Why” (Campbell, 2001) metaphor suggests that a survivor can get 

swept into the river of risk, is a survivor more at risk of taking their own life?  Risk can include 

guilt, stigma, shame, suicide, and PTSD (Jordan, 2001).  The themes of complicated 

bereavement can only get worse if PTSD is introduced.  There is some question whether or not 

a person who has experienced a loss of any kind can experience PTSD.  Witnessing the death 

of a loved or finding them after they have passed away can be traumatic.  This can be made 

worse depending on the circumstances of how the person died (Campbell, 1997; Jordan, 2008).  

Jordan (2008) suggests that survivors can show signs of PTSD even if they were not 

eyewitnesses.  Zisook, Chentsova-Dutton, and Shuchter (1998) found that those participants 

who experienced a sudden death (suicide and accidental death combined) had a higher rate of 

PTSD when compared to people who experienced a loss by natural causes.  Also in this study, 

the researchers found that people who developed PTSD were more prone to isolating 

themselves. 

2.3 Suicide Risk 

Research suggests that some survivors of suicide are at greater risk of taking their own 

lives after a loss by suicide (Brent, Bridge, Johnson, & Connolly, 1996; Cerel et al., 2009; 

Jordan, 2001; Jordan, 2008; Prigerson, 2003; Qin, Agerbo, & Mortensen, 2002; Runeson & 

Åsberg, 2003; Sheehy, 2001).  Brent et al., (1996) found that both suicides and attempted 
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suicides increased in survivors who were first-degree family members compared to the first-

degree family members in the control group.  A Danish study by Qin, Agerbo, and Mortensen 

(2002) also found that family members who experienced a loss by suicide had an increased risk 

of suicide.  Runeson and Åsberg (2003) had similar findings when they compared families who 

had a loss by suicide to families who did not in the years 1963 to 1997.  Of these families they 

compared the number of survivors who themselves suicided to those families who also had a 

family member suicide without a family history.  They found that the rate of suicide doubled 

(n=287) in those families of survivors compared to the rate of suicide in the control group 

(n=120) (Runeson & Åsberg, 2003).  Finally, Prigerson (2003) found that survivors with 

complicated grief were five times greater to experience suicidal ideation. 

2.3.1. Interpersonal Theory of Suicide 

 The Interpersonal Theory of Suicide (ITS) can help further explain why a survivor might 

be at risk of suicide.  In short, ITS states that in order for someone to be at high risk of suicide 

thwarted belongingness and perceived burdensomeness along with the capability for suicide 

must all be present.  Thwarted belongingness is defined by the idea of the person feeling alone.  

In the previous section of bereavement, isolation was a common theme throughout.  Whether 

the isolation is due to the survivor avoiding the community or the community avoiding the 

survivor, the isolation is present.  This isolation can lead the survivor down the path of suicide.  

Van Orden et al., (2010) stated that social isolation is one of the leading predictors of suicide.  

This fits perfectly into thwarted belongingness because there are two parts: loneliness and the 

absence of reciprocal care.  Complicated bereavement may create this thwarted belongingness 

because the survivor isolates.  Also, due to stigma, the community may avoid the survivor and 

the survivor may not feel cared for. 

Perceived burdensomeness is where someone feels that they are a burden to others 

through self-hate and liability.  This self-hate can be described as, “I am useless” (Van Orden et 

al., 2010, p. 583).  In regards to the survivor of suicide, this idea that they are useless could 
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stem from the guilt that they could not prevent the suicide.  This plays into the liability piece 

because the survivors not only blame themselves but perceive others to blame them as well 

(Jordan, 2008). 

The final piece to the puzzle of ITS is the acquired capability.  In order for acquired 

capability to be present a person’s fear of death is lowered and a higher pain tolerance is 

present.  Van Orden et al. (2010) suggested that a person cannot die by suicidal ideation alone; 

a lowered fear of death and higher pain tolerance is key.  An example was given of a woman 

ingesting chemicals that caused fatal internal bleeding.  In order to actually ingest something 

that can cause that much pain, an argument can be made that a person almost has to have a 

heightened pain tolerance along with a lowered fear of death (Van Orden et al., 2010). 

It appears that the platform for survivors of suicide to suicide themselves as been set.  

Only not every survivor actually does suicide.  Some actually grow through the tragedy but why 

would some grow and others not? 

2.4 Posttraumatic Growth 

 With all that has been written in the current study, it appears that survivors of suicide 

are doomed to continue the cycle.  Why do some survivors not take their own lives? Trauma 

can be described to be on a coin; on one side exists PTSD and on the other side of the coin 

exists PTG.  While the foundation is set for PTSD and the survivor taking his or her own life, it is 

possible that the foundation can also be laid down for PTG.  Feigelman et al., (2009) cited a 

study (Hogan et al., 2001) where the authors found that the people who were newly bereaved 

experienced less growth than those who had been bereaved for longer.  This possibly suggests 

that over time, people do climb out of the “Canyon of Why” (Campbell, 2001), heal, and even 

take a step further and grow.  Feigelman et al., (2009) found that one of the main reasons 

survivors grow again is time and that over time mental health increases. 
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CHAPTER 3 
 

METHODOLOGY 

 The purpose of this study was to answer five questions: 1) what are the coping 

strategies of suicide survivors?; 2) what percentage of survivors have post-traumatic stress?; 3) 

what percentage of survivors are at risk of suicide?; 4) what percentage of PTG do survivors 

experience?; and 5) what are the relationships among these variables measured? The study 

was approved by the University of Texas at Arlington’s Institutional Review Board (IRB approval 

#: 2012-0223, Appendix A). 

3.1 Sample 

 The data was gathered electronically via a web-based survey using Survey Monkey.  A 

link to the survey was sent out electronically via the American Association of Suicidology (AAS) 

Survivors of Suicide Newsletter, Surviving Suicide.  Also, the survey was sent out through the 

Local Outreach to Suicide Survivors (LOSS) Teams in Baton Rouge, Louisiana (see Appendix B 

for a copy of letter of support from Baton Rouge); Indiana (see Appendix C for a copy of letter of 

support from Indiana); Nebraska (see Appendix D for a copy of letter of support from Nebraska); 

Ohio (see Appendix E for a copy of letter of support from Ohio); Rapid City, South Dakota (see 

Appendix F for a copy of letter of support from Rapid City); and Tarrant County, Texas (see 

Appendix G for a copy of letter of support from Tarrant County) to survivors they have served.  

The survey was sent out with the intent of collecting data three times, a baseline, at three 

months, and at six months.  For the purpose of this study, only one administration of the survey 

was analyzed. 
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3.2 Description of Instruments 

 Four assessments and one survey were administered: a questionnaire, Interpersonal 

Needs Questionnaire (INQ), Acquired Capability for Survivor Scale (ACSS), Posttraumatic 

Stress Disorder Checklist (PCL) and the Post-traumatic Growth Inventory short form (PTGI-SF). 

3.2.1. Questionnaire 

 A questionnaire was developed by a survivor of suicide and was used with permission.  

The questionnaire consisted of 38 questions.  The questionnaire was set up so that if a series of 

questions does not pertain to the participant based on his or her answers then the survey would 

skip ahead to the next relevant question.  The questionnaire was looking at the amount of 

support and coping mechanisms of the survivor (Anonymous, 2011).  The questionnaire has 

been examined by the chair of this project and a committee member who are both survivors 

adding face validity. 

3.2.2 Interpersonal Needs Questionnaire 

The Interpersonal Needs Questionnaire (INQ) was a questionnaire developed by Van 

Orden, Witte, Gordon, Bender, and Joiner, Jr. (2008) that measures a person’s sense of 

belongingness and how much of a burden the person perceives to be to others.  There was a 

total of 18 questions, nine questions measuring a person’s sense of belongingness and nine 

questions measuring perceived burdensomeness.  Each item was measured on a 7-point Likert 

scale where the higher score indicated the persons thwarted belongingness and perceived 

burdensomeness (Van Orden, Witte, Gordon, Bender, & Joiner, Jr., 2008) 

This questionnaire was relevant to the current study because it tests the thwarted 

belongingness and perceived burdensomeness that a survivor may feel based on ITS.  ITS 

suggests that when thwarted belongingness, perceived burdensomeness, and the capability for 

suicide are present a person is at risk of a lethal suicide attempt (Van Orden et al., 2010). 
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3.2.3 Acquired Capability for Suicide Scale 

Van Orden et al. (2008) also developed the Acquired Capability for Suicide Scale 

(ACSS).  The questionnaire consisted of 20 items each ranked on a 5-point Likert scale 

measuring the lack of fear of pain and or death.  The ACSS was relevant to the current study in 

part because it looks at the capability aspect of the ITS (Van Orden et al., 2010). 

3.2.4. Post-traumatic Stress Disorder Checklist 

 The Post-traumatic Stress Disorder Checklist (PCL) measured post-traumatic stress 

symptoms per the Diagnostic and Statistical Manuel of Mental Disorders (4th ed., text rev.; 

DSM-IV-TR; American Psychiatric Association, 2000).  It was a self-report scale with 17 

questions representing the 17 characteristics (American Psychiatric Association, 2000, National 

Center for PTSD, n.d.). 

3.2.5. Posttraumatic Growth Inventory-short form 

 The Posttraumatic Growth Inventory-short form (PTGI-SF) was a 10-item questionnaire 

where the participant ranked each statement on a 6-point Likert scale where a rank of 0 was 

where the participant did not experience change and 5 was where the participant experienced 

change a great degree as a result of the crisis. 

 Two questions each represented the five domains of PTG (relating to others, new 

possibilities, personal strength, spiritual change, and appreciation of life (Cann et al., 2010)).  

The PTGI-SF came from a longer version with 21 items.  A shorter scale was created in order to 

decrease the discomfort that may go with taking a longer test. 

3.3 Data Analysis 

 The purpose of this study was to answer five questions: 1) what are the coping 

strategies of suicide survivors?; 2) what percentage of survivors have post-traumatic stress?; 3) 

what percentage of survivors are at risk of suicide?; 4) what percentage of PTG do survivors 

experience?; and 5) what are the relationships among these variables measured? An alpha of 
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.05 was used to interpret the findings (Black, 1999). SPSS was used for data analysis as 

follows: 

1) Information about coping strategies was collected from the questionnaire.  

Descriptive statistics (Frequencies and Percentages) will be reported. 

2) The PCL was scored and percentages reported. 

3) The INQ and ACSS was scored and percentages reported using. 

4) The PTG was scored and percentages reported. 

5) Pearson’s correlation coefficients was calculated to assess the following 

relationships: 

a. Suicide risk and PTG 

b. Suicide risk and Post-traumatic stress (PTS) 

c. Suicide risk and number of coping strategies 

d. Number of coping strategies and PTG 

e. Number of coping strategies and PTS 

f. PTG and PTS 
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CHAPTER 4 

RESULTS 

 The purpose of this study was to answer five questions: 1) what are the coping 

strategies of suicide survivors?; 2) what percentage of survivors have post-traumatic stress?; 3) 

what percentage of survivors are at risk of suicide?; 4) what percentage of PTG do survivors 

experience?; and 5) what are the relationships among these variables measured? 

4.1 Demographics of Participants 

 The sample consisted of 337 people. Of those 337 people, 122 participants were taken 

out due to incomplete responses, not consenting, or not meeting research criteria for the 

intended survey leaving a total of 215 participants. Of these 215 participants, 188 identified as 

female (87.4%), 26 identified as male (12.1%), and 1 (.5%) identified as being transgender. The 

sample was predominately White (n=194, 90.2%), followed by Hispanic (n=8, 3.7%), 

Black/African American (n=4, 1.9%), Asian (n=1, .5%), American Indian/Native Alaskan (n=2, 

.9%), Other (n=4, 1.9%), and did not report (n=2, .9%). The ages of the participants ranged from 

19 years to 83 years with an overall mean of 46.33. The 215 participants reported 236 total 

losses with 12 participants who reported losing more than one person to suicide. There were 35 

unique relationships reported between the survivor and the person who suicided. Of these 35 

unique relationships, the brother relationship was reported the most (n=42) followed by the son 

relationship (n=38), then by the husband relationship (n=33). See Appendix N for full list of 

relationships. 

 

4.2 Objective 1 

 Objective 1 asked what are the coping strategies of suicide survivors. To answer this 

objective, responses from two questions were analyzed. The first question asked the 
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participants, “what services did you access following the loss of your loved one?” The 215 

participants reported using 16 unique services. The most frequent answer was individual 

therapy (n=178, 40.7%) followed by support group not specific to suicide (n=63, 14.4%), then by 

support group specific to suicide (n=47, 10.8%). Thirty-four people (7.8%) reported not 

accessing services. For a full list of services, please see Appendix O. 

The second question asked the participants “what other types of activities did you use 

to heal?” The 215 participants reported using 25 unique activities. The most frequent answer 

was reading (n=129, 21.2%) followed by writing (n=107, 17.6%) and outdoor activities (n=79, 

13%). Twenty-four people (3.95%) reported using no activities. For a full list of activities, please 

see Appendix P 

4.3 Objective 2 

 Objective 2 investigated what percentage of survivors had an indication of 

posttraumatic stress. To measure this, the PTSD Checklist-Civilian Version (PCL) was used. In 

order to find this out, scores were totaled. Participants that had a score of 30 or above had an 

indication of posttraumatic stress (PTS) and would need further evaluation in order to get a 

diagnosis for PTSD. Of the 215 participants, 65.1% scored 30 or above (n=140), 33% scored 29 

or less (n=71), and 1.9% did not report (n=4) with a mean of 42.01. This suggests that 65.1% of 

the participants showed a significant level of posttraumatic stress. 

4.4 Objective 3 

 Objective 3 investigated what percentage of survivors are at risk of suicide. K. Van 

Orden stated that there is no cut off for suicide risk (personal communication, January 27, 

2013). She went further to state that based on the Interpersonal Theory of Suicide (ITS) the 

participants with the highest scores in perceived burdensomeness, thwarted belongingness, 

and acquired capability would predict the highest risk (K. Van Orden, personal communication, 

January 27, 2013). For the purposes of this objective, a self-report variable was created based 

on four questions: 1) “After your loved one died by suicide, did you have thoughts of suicide?;” 
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2) “Did you attempt suicide after the loss of your loved one?;” 3) “Did you have thoughts of 

suicide before the loss of your loved one?;” 4) Did you attempt suicide before the loss of your 

loved one?.” Anyone who said no to all four questions was considered to have no risk. Anyone 

who said yes to any of the four questions was considered to have no risk. The group considered 

to have no risk was treated as a control. Once the control and experimental groups were 

identified, a total score was calculated by summing the INQ and the ACSS scores rather than 

finding the mean to get a total survivor risk score. The hypothesis is that the people in the 

variable group, those who answered yes, would have higher total scores than those in the 

control group, those who answered no. Those that answered yes (n=123, 57.2%) had a 

minimum total score of 80, maximum total score of 175 and a mean of 120.56. Those that 

answered no (n= 92, 42.8%) had a minimum total score of 70, maximum total score of 145, and 

a mean of 114.43. An independent t-test was run on the two means. Levene’s Test for Equality 

of Variance was not significant (F = .21, p = .65) and equal variances were assumed. The t-test 

showed that the group with risk had a different mean than the group without risk (t(213) = 3.29, p 

< .001). Anyone scoring 115 and above (66.98%, n=144) is in the at risk group. 

4.5 Objective 4 

 Objective 4 investigated what percentage of survivors experience posttraumatic growth 

(PTG). To measure this, the Posttraumatic Growth Inventory-Short Form (PTGI-SF) was used. 

A mean of zero indicated an absence of growth. The mean score was 29.02 with two 

participants scoring zero. Along with the mean, the PTGI-SF looks at five factors of growth and 

a score of zero in the factor indicates an absence of growth in that area. The following is a 

breakdown of the growth in each of the factors: 

1) Relating to others, mean 5.28 (n=195, 90.7%) 

2) Looking at new possibilities, mean 5.38 (n=191, 88.8%) 

3) Personal strength, mean 6.81 (n=203, 94.4%) 

4) Spiritual change, mean 4.86 (n=170, 79.1%) 
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5) Appreciate of life, mean 6.69 (n=204, 94.9%) 

4.6 Objective 5 

 Objective 5 considered the relationships between the measured variables. A Pearson’s 

correlation coefficient was computed to assess the relationship between these variables. Davis 

descriptors were use were a value of .70 or higher could be interpreted having a very strong 

association, .50 to .69 a substantial association, .30 to .49 a moderate association, .10 to .29 a 

low association, and .01 to .09 a negligible association (Kotrlik & Wiliams, 2003). The following 

relationships were calculated using Pearson’s correlations coefficient: 

1) Suicide risk and PTG had a negligible but not significant positive association (r = 

.043, p = .534). 

2) Suicide risk and PTS had a low positive association (r = .284, p > .01). 

3) Suicide risk and number of coping strategies had a low positive association (r = 

.169, p = .013). 

4) Number of coping strategies and PTG had a low positive association (r = .200, p = 

.003). 

5) Number of coping strategies and PTS had a low positive association (r = .155, p = 

.023). 

6) PTG and PTS had a low negative association (r = -.117, p = .087) 
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CHAPTER 5 

DISCUSSION 

5.1 Summary of Purpose and Objectives 

 The purpose of this study was to answer five questions: 1) what are the coping 

strategies of suicide survivors?; 2) what percentage of survivors have post-traumatic stress?; 3) 

what percentage of survivors are at risk of suicide?; 4) what percentage of PTG do survivors 

experience?; and 5) what are the relationships among these variables measured? 

5.1.1 Summary of Demographics 

 The majority of the participants were female (87.4%) and White (90.2%). The mean age 

of the participants was 46.33 and 35 unique relationships between the participant and the 

deceased were reported. 

Implications 

 The demographics of the participants show that White females were the majority of the 

participants. This does not come as a surprise since White males continue to be the population 

most likely to die by suicide (McIntosh, 2012). For this study, the age of the deceased was not 

addressed however participants were asked to give their ages. The age range with the highest 

rate of surviving a suicide was 45-54 years old. An assumption can be made that since the 

mean age of the participants was 46.33 and that the most frequent relationship was the brother 

relationship (n=42) that the deceased mean was similar. However, the son relationship was the 

second most frequent (n=38). Looking at the age of the parent and amount of time removed 

from the death, a better assumption could be made about the age of the deceased and whether 

it reflects what the research shows. The number of unique relationships is important and reflects 

what the research has suggested (McIntosh, 2003)–the depth of the relationship may be more 

important than the type of relationship. 
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Recommendations 

 This study did not ask the participants how far removed the participant was from the 

death or the age of the deceased at the time of death. Both of these questions are important 

because they can help to further validate previous research or provide new insight for further 

investigation. Asking how far removed someone is from the death of their loved one can be 

important to compare with PTG, PTS, and suicide risk to evaluate if time really is a factor. It is 

also important to understand that the depth of the relationship is more important than the type. 

This could help therapists and group facilitators serve survivors of suicide better. A person who 

lost their neighbor to suicide might not be referred to a suicide specific support group but if the 

group facilitator knows that the relationship was meaningful, the facilitator would be more 

inclined to not refer the person to a general grief group. 

5.1.2 Summary of Objective 1 

 Objective 1 asked, “what are the coping strategies of suicide survivors?” When the 

participants were asked what services they accessed following their loss, a little under half of 

the participants stated individual therapy (n=178, 40.7%) with a support group specific to suicide 

bereavement following (n=63, 14.4%) and 34 people (7.8%) reported not accessing any 

services. 

 When asked about healing activities, reading was the most common answer (n=129, 

21.2%) with writing following (n=107, 17.6%) and 24 people (3.95%) using no activities. 

Implications 

 It was surprising that individual therapy was as highly accessed because it was 

believed that the most common referral made to survivors of suicide is a support group specific 

to suicide bereavement. This could imply that a support group specific to suicide bereavement 

was not available in the survivor’s area. The last question asked on the survey was if the 

participant wanted to receive information on services in their area. Out of the 215 participants, 

62 indicated that they wanted more information on services. Fourteen participants were sent 
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information between 30 minutes and over an hour away. The other 48 participants were sent 

information that was 20 minutes or less. In rural areas, individual therapy might be the only type 

of service available to some of the participants. 

 Reading was the most used healing activity by the participants. This implies that 

reading is a valuable tool to help the survivor heal. It is possible that participants supplemented 

reading for the lack of services available in their area. If individual therapy was only available to 

the participant, the therapist might provide information on books that could help the survivor. 

Recommendations 

 The most frequent service answer was individual therapy and contradicts that the 

support group specific to suicide is the most common type of service accessed. This is 

important because it shows that people are utilizing individual therapy more. However, if the 

therapist does not understand that survivors of suicide experience complicated bereavement 

the therapy may not be effective. Educating therapists on complicated bereavement may help 

the survivor of suicide get help and heal. Asking the participants if the individual therapy 

accessed was specific to suicide bereavement could provide more information on how often 

suicide bereavement individual therapy is accessed. 

 It is important to know what specific books the survivors are reading because some 

books may be more helpful than others may. Asking the participants to name the books read 

can help show what books are helpful. This information can then be shared with individual 

therapists and group facilitators to make recommendations on what to read. 

5.1.3 Summary of Objective 2 

 Objective 2 asked, “what percentage of survivors have post-traumatic stress?” A score 

of 30 or above indicates a significant level of PTS and that the participant may meet the DSM-

IV-TR criteria for diagnosis of PTSD. The maximum score that a participant could receive on 

this measurement was 80. Of the participants, 140 scored above 30 with 19 scoring between 70 

and 80, 22 scoring between 60 and 69, and 32 scoring between 50 and 59. Over half of the 
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participants (n = 140, 65.1%) reported significant levels of post-traumatic stress (PTS) with a 

mean score of 42.01. 

Implications 

 The findings support Zisook, Chentsova-Dutton, and Shuchter (1998) in that survivors 

of suicide do experience significant levels of PTS. Not only do they experience a significant 

level of PTS the mean score is above the cut off to indicate a significant level of PTS warranting 

further clinical assessment for PTSD. This shows that not only do survivors of suicide 

experience significant levels of PTS, but also they do so at possibly high levels. Outliers that 

existed in this area of the study were four people scoring zero indicating that they did not 

complete the questionnaire. 

Recommendations 

 Over half the population indicated significant levels of PTS with almost the same 

number of participants being at risk of suicide themselves. Active postvention models, like the 

LOSS Team, may be able to help because this model provides resources that are specific to 

suicide bereavement. In addition, the LOSS Team generally has an understanding about 

complicated bereavement because this model consists of both survivors of suicide and mental 

health professionals. With an active postvention model such as the LOSS Team in the 

community, survivors of suicide can utilize services quicker and more efficiently. However, the 

referral to services can be problematic if the therapist and/or group facilitator does not know that 

survivors of suicide experience PTS. Educating therapists and facilitators on how to screen and 

treat PTS in survivors of suicide will address the issue. Administering the PCL-C during the 

initial intake for individual or group therapy can address the PTS quickly. If PTS is present, 

individual therapy rather than group therapy may help at first so the survivor is not further 

traumatized. 
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5.1.4 Summary of Objective 3 

 Objective 3 asked, “what percentage of survivors are at risk of suicide?” Suicide risk 

was measured in two ways, using a combination of the Interpersonal Needs Questionnaire 

(INQ) and Acquired Capability to Suicide Scale (ACSS) and using a self-report measure. While 

the INQ and ACSS measures the three constructs of the Interpersonal Theory of Suicide (i.e. 

perceived burdensomeness, thwarted belongingness, and acquired capability), the INQ and 

ACSS measurements do not have a standard way to show suicide risk. It was suggested that 

who ever scores the highest in perceived burdensomeness, thwarted belongingness and 

acquired capability should have the highest risk of suicide (K. Van Orden, personal 

communication, January 27, 2013). This would also reflect what the Interpersonal Theory of 

Suicide states in that all three constructs must be present in order for someone to complete 

suicide (Van Orden et al., 2010). In theory, summing the scores for the INQ and the ACSS 

should indicate who is at risk of suicide. Summing the INQ and ACSS showed that the 123 

participants at risk had a mean score of 120.56 with a minimum of 80 and a maximum of 175. 

The 92 participants not at risk had a mean of 114.43 with a minimum of 70 and a maximum of 

145. 

 Comparing the self-report measure, the idea was to create a control group and an 

experimental group that would have a distinct separation of INQ and ACSS scores. 

Unfortunately, this did not happen. However, the mean scores of the two groups were 

statistically different even though they were relatively close in number. This implies that the two 

groups are different. It was decided that anyone who scored 115 and above (66.98%, n=144) 

combined INQ and ACSS scores would be in the risk of suicide group. The cut-off of 115 was 

chosen because of the conservative nature. Having participants who are not at risk added to the 

at risk group is safer than having people who are at risk overlooked. The self-report measure 

showed that 123 (57.2%) participants were at risk while 92 (42.8%) were not at risk. 
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Implications 

 The findings suggest that using the combined INQ and ACSS or the self-report 

measure, survivors of suicide are at risk of taking their own lives. This implies that losing a loved 

one by suicide increases the risk of suicide. This further implies that suicide prevention efforts 

need to focus on this population.  

Recommendations 

 There is no standard way to measure survivor risk using the INQ and ACSS because 

there exists no score that is a statistically significant cut-off point that delineates between those 

people who are at risk of suicide and those who are not. The INQ and ACSS measure the 

constructs for the Interpersonal Theory of Suicide but there is no way to effectively measure 

suicide risk. With suicide rates increasing, having a strong evidenced-based practice is vital. 

More research is needed to find a standard way to separate those at risk of suicide and those 

not at risk based on the Interpersonal Theory of Suicide. 

 While there may not be a standard way to measure suicide risk with the INQ and ACSS, 

knowing that survivors of suicide are at risk is the first step to suicide prevention. Again, active 

postvention models can help the survivors by referring them to resources quickly and providing 

them with the help they need. Educating the community as a whole that survivors of suicide are 

at risk of suicide can help. Law enforcement, the medical examiner, doctors, nurses, social 

workers, etc. are all on the front lines and possibly work with survivors of suicide. If they know 

that survivors are at risk of suicide, the survivor has a better chance of getting help. 

5.1.5 Summary of Objective 4 

 Objective 4 asked, “what percentage of PTG do survivors experience?” All but two 

participants (99.1%) indicated some levels of posttraumatic growth (PTG). The mean score was 

29.02 with a maximum score of 50 and a minimum score of 0. Looking at the individual factors 

of PTG, 204 participants indicated growth in the appreciation for life factor while 170 participants 
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indicated growth in the spiritual change factor. The other factors include personal strength 

(n=203), relating to others (n=195), and looking at new possibilities (n=191). 

Implications 

 The findings imply that the participants experienced some level of PTG. With the 

exception of the two participants who scored 0, scores ranged from 1 to 50 implying that most of 

the participants experienced some level of growth even though the growth may have been 

relatively small. Two participants scored 0 indicating an absence of growth. 

 The PTGI-SF also looked at the five factors of PTG. The five factors were relating to 

others, looking at new possibilities, personal strength, spiritual change, and appreciation for life. 

The factor that had the most participants showing growth was the appreciation for life factor. 

This finding is based on two questions asked on the PTGI-SF, “I changed my priorities about 

what is important in life;” and “I have a greater appreciation for the value of my own life” (Cann 

et al., 2010, p. 130). These findings imply that survivors of suicide have a better appreciation for 

their own lives after the loss of their loved one, that they are able to identify what is important in 

their lives, are able to change their priorities accordingly. 

 The factor that the fewest participants showed growth in was the spiritual change factor.  

This finding is based on two questions, “I have a better understanding of spiritual matters,” and 

“I have a stronger religious faith” (Cann et al., 2010, p. 130). These findings suggests that 

through the loss of their loved one, the participants’ religious beliefs grew stronger.  

Recommendations 

 All but two people indicated a level of personal growth. Currently, with the PTGI-SF, the 

only way to show an absence of growth is if a participant answers with a zero. Anything above a 

zero indicates growth. This may not be the most effective way to show that someone has 

experienced personal growth. Future research should focus on developing ranges of growth 

rather to better categorize growth rather than this all or nothing growth or no growth system 

currently in place with this instrument. Another issue could be that this measurement was the 



 

 29

last thing the participants saw. The questionnaire was 103 total questions so the participants 

might have been exhausted by the time they completed this part of the survey. For next time, it 

might be better to spread the measurements out instead of lumping them altogether at the end. 

Also, asking time passed since the death is important because it would help better understand if 

it was too soon after the death. 

 Also, further investigating the spiritual change factor could provide insight why it 

showed the least amount of growth. The absence of growth by so many participants in this 

factor might be an aspect to pursue in treatment. 

5.1.6 Summary of Objective 5 

 Objective 5 asked, “what are the relationships among these variables measured?” 

There was not a statistically significant relationship between PTG and suicide risk however the 

relationship was positive. There were low positive correlations between suicide risk and PTS, 

suicide risk and number of coping strategies, number of coping strategies and PTG, and 

number of coping strategies and PTS. There was a low negative correlation between PTG and 

PTS. 

Implications 

 The positive relationship between number of coping strategies and suicide risk implies 

that as the number of coping strategies increases so does suicide risk. This finding indicates 

that the more a person is at risk of suicide, the more coping strategies are utilized by the 

participant. This could imply that the survivor is attempting to avoid suicide but they may not 

know what actually helps them heal. 

 The positive relationship between number of coping strategies and PTS implies that the 

number of coping strategies needs to increase. This also implies that the type of coping strategy 

utilized is important. In this study, individual therapy was the service accessed most frequently. 

If the therapist does not believe that suicide bereavement can be traumatic, this issue may not 
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be addressed in therapy. Again, this could imply that the survivor is attempting to avoid suicide 

but they may not have identified what coping strategies are helpful for them.  

Recommendations 

 While the relationship between PTG and suicide risk is not significant the fact that the 

relationship is positive is very interesting. This might imply that survivors of suicide need more 

time to heal before they seek out survivor advocacy activities. It is recommended that a 

screening be done before the survivor is able to participate in whatever advocacy avenue they 

seek out.  If the participant has indicated that they have not accessed any services then make a 

recommendation of services available in their location. 

 In order to gain more information on the relationship between the number of coping 

strategies and survivor risk, asking what the participants did for themselves when they were 

feeling low could have addressed this relationship. It is clear that survivors need help identifying 

what coping strategies are helpful for them individually. Administering a risk assessment for 

each survivor can help identify what coping strategies are useful for that individual person. This 

can help the survivor turn to the coping strategies that are beneficial for them rather than the 

ones that are not. 

 Asking more questions about the type of coping strategy utilized can help to understand 

if the trauma was addressed. If the trauma was not addressed then that could explain why there 

was a positive relationship between number of coping strategies and PTS. 

Conclusion 

 This study offers more insight into the life of a survivor of suicide and what they have to 

deal with after the loss of their loved one. More insight was given into their struggles with post-

traumatic stress and suicide risk. Survivors of suicide do experience both of this things on a 

large scale. Over half the participants experience both of post-traumatic stress and suicide risk. 

More insight was given into their coping strategies and that survivors need help identifying what 

coping strategies work for the individual person. If a person is seeking individual therapy but the 
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therapist is not educated on suicide bereavement, the individual therapy will not be effective. 

The survivor will still be at risk, with post-traumatic stress. The research on survivors of suicide 

is limited and the studies that do exist typically have smaller sample sizes. This study can help 

to create a better picture due to the number of participants and with the various factors 

measured. Further research is needed to help not only understand this population even more 

but to put it in practice with evidence to back up the theory. 
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INFORMED CONSENT



 

 51



 

 52



 

 53



 

 54
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APPENDIX J 
 
 

PTSD CHECKLIST – CIVILIAN VERSION
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APPENDIX K 
 
 

ACQUIRED CAPABILITY FOR SUICIDE SCALE 
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APPENDIX L 
 
 

INTERPERSONAL NEEDS QUESTIONNAIRE 
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APPENDIX M 
 
 

POSTTRAUMATIC GROWTH INVENTORY – SF 
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APPENDIX N 
 
 

RELATIONSHIP TO SURVIVOR
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 Frequency 
(n=) 

1. Brother 42 
2. Son 38 
3. Husband 33 
4. Father 19 
5. Daughter 13 
6. Mother 11 
7. Sister 8 
8. Boyfriend 7 
9. Cousin 7 
10. Fiancé 5 
11. Neighbor 5 
12. Aunt 3 
13. Nephew 3 
14. Co-Worker 2 
15. Wife 2 
16. Uncle 2 
17. Grandfather 2 
18. Significant other 2 
19. Step Son 2 
20. Not Specified 1 
21. Parent 1 
22. Niece 1 
23. Step-child 1 
24. Cousin/brother 1 
25. Client 1 
26. Grandson 1 
27. Ex-husband 1 
28. Mother-in-law 1 
29. Ex-Wife 1 
30. Sister-in-Law 1 
31. Step Sister 1 
32. Ex-Fiancé 1 
33. Grandfather 1 
34. Partner 1 
35. Step dad 1 
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APPENDIX O 
 
 

SERVICES ACCESSED BY SURVIVOR 
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 Frequencies 
(n=) 

Percentage 
(%) 

1. Individual Services 178 40.7 
2. Support Group not specific to suicide 63 14.4 
3. Support Group specific to suicide 47 10.8 
4. Internet support group not specific to 

suicide 
40 9.2 

5. None 34 7.8 
6. AAS Conference 22 5 
7. Internet Support group specific to suicide 12 2.7 
8. Social Support 8 1.8 
9. Spiritual Resources 6 1.4 
10. Online Resources 6 1.4 
11. Other 5 1.1 
12. Advocacy 4 .9 
13. Reading 4 .9 
14. Medical Resources 3 .7 
15. Time 3 .7 
16. Work related services 2 .5 

Total 437  
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APPENDIX P 
 
 

ACTIVITIES USED TO HEAL 
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 Frequency 
(n=) 

Percent 
(%) 

1. Reading 129 21.2 
2. Writing 106 17.6 
3. Outdoor Activities 79 13 
4. Faith Related Activities 64 10.5 
5. Activities of Reminiscence 34 5.6 
6. Sports 24 3.95 
7. None 24 3.95 
8. Survivor Advocacy 15 2.5 
9. Talking 16 2.3 
10. Arts & Crafts 15 2.3 
11. Other 14 2.3 
12. Cooking 13 2.1 
13. Exercise 11 1.8 
14. Work 9 1.5 
15. Family Related Activities 9 1.5 
16. Education 8 1.3 
17. Music 8 1.2 
18. Bereavement 6 1 
19. Support Groups 5 .8 
20. Maladaptive Self-Care 6 .8 
21. Friends 5 .8 
22. Alternative Medicines 4 .7 
23. Travel 4 .7 
24. Not Healed 2 .3 
25. Pets 2 .3 

Total 612  
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