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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 (Mclntosh, 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 (MclIntosh, 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? Mclintosh (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



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).



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-



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



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?



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 | 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. Mclntosh (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



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



suicide bereavement: “why didn’t | 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 | 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 | 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 1?” (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



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 &

Asberg, 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 Asberg (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 & Asberg, 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, “| 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
guestions 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
guestions 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
guestions 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

16



.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 andPTS
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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 (t13 = 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 Obijectives

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
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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.

31



APPENDIX A

IRB APPROVAL

32



A

THE UNIVERSITY
OF TEXAS

AT ARLINGTON

Office of Research
Administration

Box 19188

202 E. Border St., Suite 214

Arlington, Texas
76019-0188

T 817.272.3723

F BIZ.2Z7LI111

httpe//www.uta.edu/research
E see 2t UT Adi

http:/fwww.uta edulexpertise

BeAMaverick+

December 19, 2011

Dr. Regina Aguirre

The University of Texas at Arlington
School of Social Work

Box 19129

EXPEDITED APPROVAL OF HUMAN SUBJECT RESEARCH

IRB No.: 2012-0223

TITLE: Suicide postvention as prevention: A multi-site evaluation of
Shneidman’s Proposition

Effective Date: December 9, 2011

Expiration Date: December 9. 2012

Approved Number of Participants: 300 (Da not exceed without prior IRB approval).

The University of Texas Arlington Institutional Review Board (UTA IRB) has made the
determination that this research protocol involving human subjects is eligible for expedited
review in accordance with Title 45 CFR 46.110(a)-(b)(1), 63 FR 60364 and 63 FR 60353,
category(6)(7). The IRB Chairman (or designee) approved this protocol effective December
9. 2011. IRB approval for the research shall continue until December 9. 2012.

APPROVED NUMBER OF PARTICIPANTS:

This protocol has been approved for enrollment of a maximum of 300 participants and is not
to exceed this number. If additional data are needed, the researcher must submit a
modification request to increase the number of approved participants before the additional
data are collected. Exceeding the number of approved participants is considered an issue of
non-compliance and will result in the destruction of the data collected beyond the approval
number and will be subject to deliberation set forth by the IRB.

INFORMED CONSENT DOCUMENT:

The IRB approved and stamped informed consent document (ICD) showing the approval and
expiration date must be used when prospectively enrolling volunteer participants into the
study. The use of a copy of any consent form on which the IRB-stamped approval and
expiration dates are not visible. or are replaced by typeseript or handwriting, 1s prohibited.
The signed consent forms must be securely maintained on the UT Arlington campus for the
duration of the study plus a minimum of three years after the completion of all study
procedures (including data analysis). The complete study record is subject to inspection
and/or audit during this time period by entities including but not limited to the UT Arlington
IRB. Regulatory Services staff, OHRP. and by study sponsors (if the study is funded).

MODIFICATION TO AN APPROVED PROTOCOL:

Pursuant to Title 45 CFR 46.103(b)(4)(ii1), investigators are required to. “promptly report to
the IRB any proposed changes in the research activity, and to ensure that such changes in
approved research. during the period for which IRB approval has already been given, are not
initiated without prior IRB review and approval except when necessary to eliminate
apparent immediate hazards to the subject.” Modifications include but are not limited to:
Changes in protocol personnel, number of approved participants, and/or updates to the
protocol procedures or instruments and must be submitted via the electronic submission
system. Failure to obtain approval for modifications is considered an issue of non-compliance
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and will be subject to review and deliberation by the IRB which could result in the
suspension/termination of the protocol.

ANNUAL CONTINUING REVIEW:

In order for the research to continue beyond the first year. a Continuing Review must be completed
via the online submission system within 30 days preceding the date of expiration indicated above. A
reminder notice will be forwarded to the attention of the Principal Investigator (PI) 30 days prior to
the expiration date. Continuing review of the protocol serves as a progress report and provides the
researcher with an opportunity to make updates to the originally approved protocol. Failure to obtain
approval for a continuing review will result in automatic expiration of the protocol all activities
involving human subjects mmist cease immediately. The research will not be allowed to commence by
any protocol personnel until a new protocol has been submitted. reviewed. and approved by the IRB.
Per federal regulations and UTAs Federalwide Assurance (FWA). there are no exceptions and no
extensions of approval granted by the IRB. The continuation of study procedures after the expiration
of a protocol is considered to be an issue of non-compliance and a violation of federal regulations.
Such violations could result in termination of external and University funding and/or disciplinary
action.

ADVERSE EVENTS:

Please be adwvised that as the principal investigator. you are required to report local adverse
(unanticipated) events to The UT Arlington Office of Rescarch Administration: Regulatory Services
within 24 hours of the occurrence or upon acknowledgement of the occurrence.

HUMAN SUBJECTS TRAINING:

All investigators and key personnel identified in the protocol must have documented Human Subjects
Protection (HSP) training or CITI Training on file with The UT Arlington Office of Research
Administration;: Regulatory Services. Completion certificates are valid for 2 years from completion

date.

COLLABORATION:

If applicable. approval by the appropriate authority at a collaborating facility is required prior to
subject enrollment. If the collaborating facility is engaged in the research, an OHRP approved
Federalwide Assurance (FWA) may be required for the facility (prior to their participation in
research-related activities). To determine whether the collaborating facility is engaged in research, go
to: http://'www.hhs.gov/ohrp/humansubjects/assurance/engage.htm

CONTACT FOR QUESTIONS:

The UT Arlington Office of Research Administration; Regulatory Services appreciates your
continuing commitment to the protection of human research subjects. Should you have questions or
require further assistance, please contact Robin Dickey at robind@uta.edu or you may contact
the office of Regulatory Services at 817-272-3723.

Sincerely.

Digitally signed by Patricia Turpin
DN: postalCode=76019, o=The University of Texas at Arlington,

L] . L]
P a t r I C I a I l l r I n street=701 South Nedderman Drive, st=TX, |=Arlington, c=US,
cn=Patricia Turpin, email=pturpin@uta.edu

Date: 2011.12.21 07:15:32 -06'00"

Patricia Turpin, Ph.D.. RN, NEA, BC
Clinical Associate Professor
UT Arlington IRB Chair
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October 13, 2011
Dear Dr. Aguirre,

On behalfl of our team, 1 am pleased and excited to offer our support and collaboration to the
research study: Swuicide postvention as prevention: A multi-site evalwation of Shneidman's
Proposition. Our commitment to survivers of suicide can only be strengthened by participating in
such an important research study.

As one of the sites chosen to from which to elicit data, we commit to providing historical data
where available on the survivors we have served prior to the September 2012 and data on at least
100 survivors whom have been touched by services provided by our program from September
2012 through August of 2014. Basic demographic data will be collected on those we serve and
reported to the project coordinator monthly. As a part of this research project, we will also
facilitate qualitative data collection with our survivors, The date from phenomenological
interviews with survivors will include data collection about how the APM delivery format impacts
survivor outcomes. We have been made aware of the following outcormes and agree to collect data
in line with these constructs:
o further evidence as to whether the APM reduces elapsed time between death and
accessing services;
s findings indicating whether the APM complements the survivor support group in
reducing suicidality and increasing post-traumatic growth;
= whether the delivery format of the APM impacts survivor outcomes.

We also agree to help facilitate data collection from support groups including:
s guicome measures of the impacts of survivor support groups on both suicidality and post-
traumatic growth;
= information as to whether group design issues impact outcomes for survivors.

Much of the data requested is already part of our data collection process, and therefore I see no
problem adding some additional elements and delivering all data requested. Upon signing this
agreement we agree to provide the research team with the above data per the grant timeline.

Given the impact of suicide on those left behind to grieve, the difficulty in connecting these
survivors with services, and the lack of research on whether services such as support groups are
effective, Suicide postvention as prevention: A multi-site evaluation of Shneidmen's Proposition
is poised to address a critical gap in suicide research if funded.

Collectively, findings in these domains have the potential to inform improvements to service
delivery through both the survivor support group and the APM modalities. Furthermore, the study
findings have the potential to guide the creation of best practices for those wishing to begin a new
postvention service or improve existing services.

I look forward to collaborating with you on this worlk.

Sincerely,

e Pt ot May K

Norma W. Rutledge Margo Abadie

4837 REVERE AVENUE m BATON ROUGE, LA TOB08 a (225) 924-1431

THE PHONE m (225) 924-3900 w B @8 UNTTED WAY 2-1-1

36



APPENDIX C

SUPPORT LETTER FROM INDIANA

37



Survivors of Suicide of Dubois County, Inc.

104 South Sycamore

Huntingburg, Indiana 47542

Phone: 812-630-6770 :
Email: SuicideSurvivor@Insightbb.com

Dear Dr. Aguirre,

I am pleased and excited to offer my support and collaboration to the research study: Suicide
postvention as prevention: A multi-site evaluation of Shnetdman s Proposition. The commitment
to survivors of suicide can only be strengthened by participating in such an important research
study.

1 understand the intention of the research aims for support groups is to evaluate effectiveness of
support groups through long-term assessment of survivors at beginning of group, and at three-
month intervals thereafter on the three constructs of the Interpersonal Theory of Suicide (i.e.
Thwarted Belongingness, Perceived Burdensomeness, and Acquired Capability for Suicide) and
Post-Traumatic Growth. Iam committed to providing members of my suppert group with the
following measures as requested: The Interpersonal Needs Questionnaire, the Acquired
Capability for Suicide Scale, The Post-traumatic Growth Inventory, and a survey with basic
demographic information. I understand that these will be adminisiered via online survey every
three months and we commit to collecting this data on at feast 7 group members per year (based
on the average number of people we serve in group per year). For those group members who do
not use email and the internet, I understand that paper copies will be provided to me and I will
secure responses from members and mail these back using postage provided. For the purposes of
qualitative data collection, I am committed to assisting you in arranging interviews with
survivors to learn the strengths and weaknesses of support groups as an intervention.

Given the impact of suicide on those left behind to grieve and the lack of research on support
groups, Suicide postvention as prevention: A multi-site evaluation of Shneidman’s Proposition is

an endeavor we are excited to participate in to advance the knowledge of the impact of support
groups. We look forward to collaborating with you on this work.

Sincerely,

L Aol

Survivors of Suicide of Dubais County, Inc.
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- Nebraska LOSS Team

-~ Lincoln Lancaster Local Outreach to

Suicide Survivors
http://INELOS S Team.nebraska.edu/

Cictober 14, 2011
Diear Dir. Aguirre,

On behalf of our team, Tam pleased and excited to offer our support and collaboration 1o the research study: Swicidle
posivention as preveniion: A mult-site evaluation af Slhereidman s Propasition, Our commitment to survivors of suicide
can only be strengthened by participating in such an important research study,

As ane of the sites chosen to elicit data from, we commit to providing historical data where available on the sarvivors we
have served price to the Sepdember 2010 2 and data on survivors whom bave been tosched by services provided by our
program from September 2002 through August of 2004, Basic demographic datn will be collected on those we serve and
reporied to the project coordinator monthly, As a part of this rescorch project, we will also facilitate qualitative data
callcetion with our survivors, The data from phenomeneslogical interviews with survivors will include data collection
about how the APM delivery fomat impacts survivor oufeomes, We have been made aware of the following outcomes
and agree to collect dita in line with these constructs:

+  further evidence as o whether the APM reduces elapsed time between death and accessing services;

¢ findings indicating whether the APM complements the survivor support group in reducing suicidality and

merensing post-traumatic growth;
» whether the delivery format of the APM impacts survivor outcomes,

We also agree to help facilitate data collection from support groups including:
*  puicome measurcs of the impacts of surviver soppart groups on both suicidality and post-travmatic growth;
¢ information as to whether group design issues impact outcames for survivors,

Mluch of the dats requested s already part of our data collection process, and therefore 1 see no problem adding some
additional elements and delivering all dota requested. Upon signing this agreement we agree to provide the research team
with the above dofo per the grant timeline

iven the impact of suicide on those left behind to grieve, the difficulty in connecting these survivaors with services, and
the lnck of research on whether services such as support groups are effective, Sulcide posiveniion g preverfion: A -
sive evaluarfon of Simeldunan s Proposition s poised to address a critical gap in suicide research iff funded.

Collectively, findings in these domains have the potential to inform improvements to service delivery through both the
survivor support group and the APM modalities. Furthermore, the study findings have the potential to guide the creation

of best practices for those wishing to begin a new postwention service or improve existing services.

1 leok forward to collaborating with you on this work.

incefply,f
Af pea
avidihd Fh»

Meheaska LOSS Team
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Site Contact # of Years of | #of Process Support Groups used for Referrals
Person Service Clients
Delivery Served to
Date
Lincoln, NE | Dave 2 years Approx. 1. A team of 3 on call each month (2 Survivors of Suicide, Ray of Hope
Miers, 25 survivors and 1 clinician)
PhD 402- 2. When a suicide occurs police call chaplain | Contact Person:
481-5165 and chaplain pages/calls LOSS team after
or talking to family and letting them know Phone:
dave.miers about team .
@brvanlg 3. Team coordinator contacts family to Email:
h.org arrange for a visit if desired .
4. Following visit team members debrief, Length of Group:
Or leave a packet with the family, one Frequency of meeting:
member of team does follow-up contacts
Don Belau, with family Ray of Hope — Survivors of Suicide Support Group
PhD, 402~ Meets 1st and 3rd Mondays at 7:00pm
759-0573 Cur Saviour's Lutheran Church
or East parking lot
40th & *C” Street
donald.bel Lincoln, Nebraska
il:l@ﬂoane Contact: Gary and Jennifer Nelson, (402) 477-8610 or
.edu

Delmary Wiltshire, {402} 4838-3827
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HEREHC

Dear Dr. Aguirre,

On behalf of our team, 1 am pleased and excited to offer our support and
collaboration to the research study: Suicide postvention as prevention: A multi-site
evaluation of Shneidman’s Proposition. Our commitment to survivors of suicide can
only be strengthened by participating in such an important research study.

As one of the sites chosen to elicit data from, we commit to providing historical data
where available on the survivors we have served prior to the September 2012 and
data on at least 50 survivors whom have been touched by services provided by our
program from September 2012 through August of 2014, Basic demographic data will
be collected on those we serve and reported to the project coordinator monthly. Asa
part of this research project, we will also fadlitate qualitative data collection with our
survivors. The data from phenomenological imterviews with survivors will include
data collection about how the APM delivery format impacts survivor outcomes. We
have been made aware of the following outcomes and agree to collect data in line
with these constructs:

= further evidence as to whether the APM reduces elapsed time between death and
accessing services:

+ findings indicating whether the APM complements the survivor support group in

* whether the delivery formar of the APM impacts survivor cutcomes.

* We also agree to help facilitate data collection from support groups induding:

= putcome measures of the impacts of surviver support groups on both suicidality
and post-traumatic growth;

» information as to whether group design issues impact outcomes for survivors.

Much of the data requested is already part of our data collection process, and
therefore I see no problem adding some additional elements and delivering all data

requested. Upon signing this agreement we agree to provide the research team with
the above data per the grant timeline.

Given the impact of suicide on those left behind to grieve, the difficulty in connecting
these survivors with services, and the lack of research on whether services such as
support groups are effective, Suicide postvention as preveniion: A multi-site evaluation
of Shneidman's Proposition is poised to address a eritical gap in suicide research if
funded.

131 N, Main 5t, Suite H
Marysville, O0H 43040

mfnirheredhope.ors . www.heredhope.org
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Collectively, findings in these domains have the potential to inform improvements to
service delivery through both the survivor support group and the APM modalities,
Furthermore, the study findings hawve the potential to gnide the creation of best
practices for those wishing to begin a new postvention service or improve existing
SErVices.

I look forward to collaborating with you on this work,

Sincerely,

'._ .II.\_;T'L-I"""' —I'xll_"_}lr-._ A r_." :’:‘._.L- '«_{'. -'L“’li:h

J

Ashley & Garrett, MSW
Sudden Loss Team of Union County

131 N, Main St, Suite H i i Aot Al v e e
Mary=ville, OH 43040 infomheredhope.ors ' wwwheredhope.org
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___—*—___
FRONT PORCH COALITION

_--"‘;F.u.-ll-"ﬂl'rllly:mf l.",-l\.-'\-‘ Jlddl.'i{"-l:.' pww.u!l'm

Dedteated to helplng those people whe have tragleally ost someane fo sulelde while working fo reduce Sre fneidence
af seicide within our communiy, throuwgh available cdecation, awarenesy, and prevention services,

October 17, 2001

Dhear Dr. Apuimre,

O behalf of our team, [ am honored and excited to offer our suppont and collaboration (o the research
siudy: Suicide posivention as prevention: A smdti-site evalnation of Shaeidmean's Praposition. Our
commitment (o survivors of suicide can only be strengthened by participating in such an imporant
resenrch study.

As one of the sites chosen to elicit data from, we commit to providing data where available on the
survivors wie have served and data on at least 100 survivors whorm will be serviced by our program
from September 2002 through August of 2004, Basic demographic data in its generie form 1o maittain
confidentiality of our clientele will be collected o those we serve and reported 1o the project
coordinator monthly., As a part of this research project, we will also facilitate qualitative data
collection with our survivors. The data from phenomenclogical interviews with survivors will include
data collection sbout how the APM delivery format impacts survivor outcomes, We have been made
aware of the following cutcomes and agree to collect data i line with these constructs:

turther evidence as to whether the APM reduces elapsed time between death and accessing services;
findings indicating whether the APM complements the survivor support group in reducing suicidality
and increasing post-traumatic growth;

whether the delivery format of the APM impacts survivor oulcomes.

We also agree to help facilitate data collection from support groups including;
outcome measures of the impacts of survivor support groups on both suicidality and post-traumatic
growth;

information as to whether groap design izsues impact oulcomes for survivors.

Much of the data requested is already pani of our data collection process, and therefore 1 see no
problem adding some additional elements and delivering all data requested. Upon signing this
agreement we agree 1o provide the research team with the above daia per the grani timeline,

Given the impact of suicide on those lefl behind (o grieve, the difficulty in connecting these survivors
with services, and the lack of research on whether services such as support groups are effective,
Sulcide postvention as prevention: A multi-site avaluation of Shwreidman v Proposition is poised to
address a critical gap in suicide research if funded. Collectively, findings in these domains have the
pemtial to inform improvements to service delivery through bath the survivor support group and the
APM modalities.

915 Mountain View Road, Rapid City, SD 37702
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Furthermore, the stedy findings have the potential to guide the creation of best practices for those
wishing 1o begin a new postvention service or improve existing services. So few services of this kind
exist for survivors of a loss w sucide and research into what improves cutcomes for those who endure
this devastation i long overdue, | commend your efforis and again am honored 1o be a part of this

endeavor.

I ook forward to collaborating with yvou on this work. Should vou have any questions of concems
please feel free to comtact me al: G05-148-6692 or @ fromtporchi@mideonetwork.com.

Sincerely,

‘éx&:i:;chweiMr Dixon

Community Services Director
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Mental Health Association

of Tarrant County
136 West 4" Sireet, Fort Worth, Texas Te107
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www.mhatc.org Emall mhatci@mhbate.org

Dear Dir. Agwirme,

O behalf of our tearn, 1 am plessed and excited to offer our suppart and coltaboration o
the research study: Sulcide posrvennon g provension: A multi-zite evalvation of
Shreidwem s Propesiton. Our commitment 0 survivors of suickde can only be
strenpthened by pariicipating m such an important research snsdy,

As ane of the sites chosen o elicit dats froe, we commit 10 peoviding historical data
wiltiere available on the survivess we heve served peior 1o the Seplember 2002 and dote on
at lex=t 100 aurvivors whom have been tovched by services provided by our program from
Seprember 2012 duwough Aogust of 2014, Basic demogrophic data will be collscted on
these we serve and reporied to the project coordinator monthly, As a part of this research
praject, we will also Facilitate qualitative data collection with our sunavors, The data
from phenomenciogical interviews with survivors will inchude daza collection 2bout how
the APM delivery formail impacts survivor outcomes, We have béen made aware of the
following ouicemes and agres to collect data in Jine with these constrscls:

» further evidence as wo wisther the APM redueces elapsed time between death and

accessing serviees

+ findings indicating whether the APM complemants the survivor support groug in

reducing snigidality and increasing post-trasmatic growth;

= whether the delivery fornan of the APM impacts survivor outoomss,

We also agree o help facilizate dat collection from suppot groups inchuding:
* outcome megsares of the impacts of survivos support groups on both sujckdzlity and
post-trasmatic growth;
= information as o whether group design fsswes Impact outeosss for survivars.

Much of the data requested is already part of our data collection process, and therefors 1
sz no probbam adding some additional elements and defivering all data reguested, Upon
signing thiz agreement we agres to provide the research feam with the above deta per the
grant timsline.

Given the impact of sutcide on thos: left behind to gieve, the Gfficulty in connecting
these survivors with services, and the lock of research on whether services soch a8 sappon
groups are effective, Swicids postvenrtion as prevension: A melti-site evalustion of
Shwaidmim s Propasiiion is poised b address a critical gap in suicide research iF furded.
Callectively, findings in these domains bave the pateritial 10 inform imgrovements 1o
service delivery through both the surviver suppart group and the APM medalities.
Furthermore, the stady findings have the potential to guide the creation of best practicss
fur those wishing to begin & new postvesitian sesvice or improve existing services,

! ;ﬁxz

Kiental Health America

[ look forward to collaborating with veu on this work.

RN RPN

An AMilinge of Mental Health America

Sincerely,
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INFORMED COMSENT

PRINCIPAL INVESTIGATOR NAME:
Regina T, P. Agulre, PRD;, LMSW-AP

TITLE OF PROJUECT:
Sulclde postventlon as prevention: & mult-site evaluaton of Shneldman’s

Proposition
INTRODUCTION

You are being gsked o participaie in a research sfudy, Your participafion is voluntany,
Please ask questions if thare 15 ampthing yau do nol understand

PURPOSE:

The purpose of this ressarch study is to eveluate effeciivenass of the support group
through long-term assessment of survivors over & months on pesi-traumatic growth and
the three construcis of the Interparsonal Theory of Sulcide as measured by the Post-
Traumatic Growlh Imentory (Short form; PTGI-SF), Post-Traumatic Stress Disorder
Checikiist (PCL), the Interpersonal Meeds Questionnaire (INQ), and the Acguirad
Capability for Suicide Scale (ACSS), Survivers will also provide information alout their
loss and other demographic informaton through & demographic survey.

DURATION:
Participation in this study will involve 3 assessments at 3 month intervals to be
completed via the website or paper form if you do not have access to the website.

PROCEDURES:

Data collection procadures. You will be asked to complate 4 surveys that will
cover the Tollowing topics: your own capabllity for sulcide, percelved
burdensomeness and belongingness, and post-traumatic stress and growth. At
the end of the survey, you will be invited to send the survey link to survivors your
know who may wish to participate, This process will be repeated every 3 months
until 3 asseszment cycles take place. Participants will be chosen at random to
complete a qualitative interview with the project coordinator via phone or video
conferance when available. The interview aims to gather more in-depth
knowledge about the effects of the LOSS Team and the support group through
your healing and recovery process. These interviews will be audio-recorded.

FOSSIBLE BENEFITS:
orw may ol benelfit Trom the research personally bul the resasarch may heip n the
improvement of the LOSS Team and support group curriculumss.

COMPENSATION: pec 09 201

You will be pald in the form of a $25 gift card for those who complete the 3
administrations of the assessments.

POSSIBLE RISKS/DISCOMFORTS: AFPRQ'U ED
DEC 04 W

16 October 2007 1 _.1
ipstitutional Revinw Boar
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This research will deal with potentially emirtional and senaitivie isswes related to the loss of your
loved one w0 suicide. Should you become distressed during the process, the project coordinaor,
Lourmn Frank, is avaikable o assist you in coping and is equipped with valusble rescurces in the
coanmEIly to assist you as weall. Among these resources anc the sUppart growp in your args and
the mational crisis hotling, 182 73=-TALK (8255). Your partecipation in this research is
voluntary aml should you decide that the emotionnd discomioet is too grest, vou may end vour
paricipaiion pf any 1ime with no penatty or loss of Bernefita, to whicl vou are atheraise entitied.

ALTERMATIVE PROCEDURES/TREATMENTS:
There are no alternatives for this research study; your choice to participate or
decline will have no effect on your experience with existing support group.

WITHDRAWAL FROM THE STUDY:
You may discontinee panicizaticn at any lima withoul penatty or loss of banefits, ta
which vou are otherwisa enfitled.

NUMBER OF PARTICIPANTS: We expect up to 300 participants to enroli in this
study,

CONFIDENTIALITY:
Confidentiality of the one-time interview will be mainizined. Detzils of this inciuda
= Dats collected directly from survivoss will fnchude sdentt Sang informateon (name, email,
e, ) that will be linked to their responses on the demographic survey, NG, ACES, PCL,
and PTGE-5F and qualitpdive inferview deda.

o Ouantitative dace will be collected through an online data collection system aml,
when necessary, paper versions. Cinbine dats will be downlonded to the principal
investigator and project coordinator compuiers, which are password protected,
Dintn will alse be becked up on @ secure, online backup svsbem thi i password
protecied and only sccessible by the principal mvestigstor. Paper versions will be
=tored in the principal investioator’s Inckoed office; paper will be i by the
work-siudy once e/he is approved by the TRB 1o be on the protocal, This approval
will requere the work=study to forsi complete mman subjects truming, Further
trming and supervision will be provided by the principal investigator and prodect
coordinator,

o ualitative data in the form of digdal audio files and iranseriptions will be stored
in similar manner as defined above: on principal investigntor and project
coordinator computers, which nre password protecied. Data will also be hacked
up on 8 secure. onling backop system that s password prolecied and only
acepssible by the privcipal byvestigator,

If in the unlikely event it becomes necessary for the Institutional Review Board to
revigw your research records, then The University of Texas at Arfington will protect
Uwe conlidenlialily of Uwose records Wo Une eatend permitted by 3w, Your research
records will not be released without your consent unless required by law or a court
order, The data resulting from your participation may be made available to other
researchaers in the future for ressarch purposes not detailed within this conzent
form. In these cases, the data will contain no identifying information that could
associate you with it, or with your participation in any study.

If the ragults of this research ane published or presented at scientific mesting
identity will not be disclosed. ﬁﬁlb RO‘UED

18 Detober 2007 OEC 0 ﬂéED]E

pEC 09 201
Institutional Review Board

52



CONTACT FOR QUESTIONS:

Guestions about this research or your rights as a research subject may be
directed to Regina T.P. Aguirme at (682)-225-7180. You may contact the
chairperson of the UT Adington Institutional Review Board at (817)-272-3723 in the
event of a research-related injury to the subject.

CONSEMNT:

Signatures:

As a representative of this study, | have explained the purpose, the procedures, the
benefits, and the risks that are involved in this research study:

Signeture and printed name of principsd investigstor or person obtaning eonsent Dixte

By signing below, you confirm that you have read or had this document read o
you.

You have been informed about this study's purpose, procedures, possible benafits
and risks, and you have received a copy of this form. You have been given the
opportunity to ask guestions before you slgn, and vou have been told that yvou can
ask other guestions at any time

You voluntarily agree to participate in this study. By skgning this form, you are not
waiving any of your legal rights, Refusal to participate will invohwe no penalty or
loss of benefits to which you are otherwise entitied, and the you may discontinue
participation at any time without penalty or loss of benefits, to which you are
otherwise entitled.

SIGNATURE OF VOLUNTEER DATE

pec 09 201

APPROVED
DEC o9 2012

Institutional Revlew Board

16 Octobar 2007 2
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APPENDIX |

SURVEY
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1. What is your name?

*¥2 Age
I

3. Please provide your email address and phonve humber.
1 Emall asdruns |

2. Phors numibes |

* 4. Gender

() e () Tramagenser

D Faimiis

5. Race

{:j Whia/Caucaslem 1:} Malan

{:} # {:} Mithen Hwst e P e |l
{:J Hisprie 1:} Ataariea ininbarthen Adkioun

|
G. Are you attending a suppeort group specific te suicide loss?

D'f.-
L

T. What support group are you aftending? (Hame of group, city, and state)

I
B. Did you have a visit from an sutreach group for those bereaved by suicida?
G'I"-.
Ons

5. What is the name of the groap that visited you?

10. i you received an cutreach visit, was it within hours of you learming about the death, or
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11. i your visit was delayed, hew were you contacted?
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12. What was your relationship with the person you lost to suicide (e.g. hushand, wife,
brother, sister, ete}?

*11mtnnﬂmdﬂwhulmmtnhillhnrhersﬂ?

[[] Frsmera [] g eversons
[[] Hueging [[] pessning
[[] usecation [ vt
oo

* 14, Did you find your loved one's body?

() vm @L

*# 15, Who was with you at the scene of the suicide?

[[] peites [[] chapiain

[]rm [] comr iy masmiseen
[[] Paramsees [ ] Frmns

*1B.I'Iuw-|iltl'-epui=era=th the suicide? Please describe their reactions and your
fealings.
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*q7. After your loved one died by suicide, did you have thoughts of suicide?
o Ow
*1!.Hmeeli|u'atenu}n.mﬂ5ui:ﬁ fellowing the lass of your loved one.
=]
=
*19. pid you attempt suicide after the loss of your loved one?

O rm O e
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*ﬂ.ﬁipﬂlhﬂtﬁnﬂhﬂsﬁﬁﬁlﬂmﬁemﬂmhﬂﬂ
QO rm O me
*ﬂ.ﬂﬂﬂiﬁﬂfﬂﬂﬂ“ﬁhlﬂsﬂf!ﬂ.mm

() tm (O v
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*22 Fellowing your loved one's suicide, whe gave you infermation about serviees and
resaurces?

[[] peiies [] Fumiy susses

Dvummm Dmm-ln

[[] suicise rmapeessa s [[] cheren

|:| Mactizal ExamitatiCarmmar |:| Meena

* 23, How did you find sut about the suicide response team?

[ ] iy wars st tha s of my it sovws suscice

[[] ey canactac ma wtar s suicin
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* 24, Do you think the suicide response team was helpful?
) res O e

=
=

2

2l
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*H.mtm:ﬁi}nu access following the less of your loved one?

[[] theensist [] misessnt suspeet grauss st agseeifc m aueice
[[] Papehumia []e hasecihinn of Siicidaingy Haslng Conlitahcs
[[] nren guuve ines spacitic 1 aussdn) [ ] wera

vt i soesTy)

*Eﬂ.lsthewimrwiﬂerd-w or closed group? (i.e. does if go on
indefinitely or is it imited by time such as 8 weeks, ete.)

O one O cones
¥ 28, Who facilitates the group?
() sursve () Presassical

CHtmt | phaice specily)
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*lhﬂnmﬂhmm-mﬂimﬂﬂﬂhﬁsw
() Suteste murvien () covmt ana Leas greup

*31. Was the group designed to be relationship specific (e.g9. family members, moathers,
sisters, spouses, friends|?

() ves ) o
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‘ =
X

* 33, What other types of activities did you use to heal?
[[] carsasing [[] e
[] coskng [] cotase
[ v [ sy
DF.MM% D&m&
[[] reuting [[] siues
Lrtm [pmrs soeciy)

|
* 34 What did you read?
Dﬁil'hﬂ: DFﬂn.h
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# 35, What was mest helpful to your healing?
=|

[
36, What was the hardest issues you faced after losing your loved one?
=]
=
* 37. What were the most prominent feelings you experienced after losing your loved

' =

=

38, What reference do you prefer?

C:IEJHEHM Gh"ﬂrﬂhm

Crirmi | plaie sgecTy)
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APPENDIX J

PTSD CHECKLIST — CIVILIAN VERSION
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PTSD CheckList — Civilian Version (PCL-C)

Cllent's Mame:

Irsinuction to paflent Beliow ks 3 Bt of problems and complamts that velerans sometimas hiave In response to stressful its
experiences. Please read each one carsfuly, pul 30 “X7 In the box to Indicats how much you Nave been bothered by that
proDiem in ife 55 Mo

Mot at all | A Htle DIt [Moderately| Guits a bit| Extremely
s Rimaponse [ @ [3) ) 5

; disiurbing memories, Mougiis, or mages
, a siressful expedence from the pasi?

13 acting or feelng 35 If 3 Giressill expefience
fappening again (3s I you weare relving It)?
" VENY UDSE! Whien Someliing reminded you of
sireccid expestience from the past?
pphysical reactions (e.g., hean poundng,
5 breathing, of sweating] when somefhing
you of 3 Elressiul experience fom e

fMinking about oF Sking about 3 Elressid

B from the past or awoid having foedings
o 1t7

diihiiies or STuaiions because hey eming
of 3 shressfl expenence from e past?
i remembening Important pats of a siressiul

Trom e pasi?

Lpss of nfeest in fings Sat you used fo enjoy?
Fealing olstant of cuf off from other people?
Feeling emaifionally numb of Deing unable o have
¥ mmn—mm o you?
iFeeling s i your fufuve will somehow be oLt shor™
Troufde falfing of Saying asieep?
Fegling fmiake or having angyy ouwburss?
Hanwing ity concenieiing?
iBeing “super alarr™ or walchiul on guard?
Fesling jumpy or easiy siarted?

= (S|

S

PCL-M for DEM-IV [11/1/94] Weathers, Liz, Huska, & Kaane Mational Cenber for PTS0 - Behavioral Science Division

This = 3 Gavermment document In the public domain.
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APPENDIX K

ACQUIRED CAPABILITY FOR SUICIDE SCALE
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Acquired Capability for Suicide Scale (ACSS)

Construct measured: acquired capability for lethal seif-injury {iLe.,
suicide; see Joiner, 2005).

Reverse score items 3, 6, 8, 10, 12, 13, 18 to make higher numbers
indicate higher levels of acquired capability.

- Current citation:

an Orden, K. A, Witte, T_ K., Gordon, K. H., Bender, T. W., & Joiner, T. E. Jr. (in
press). Suicidal desire and the capability for suicide: A test of the interpersonal
psychological theory in adults. Journal of Consufiing and Clinical Psychology, 76, T2-B3.
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ACSS

Please read each item below and indicate to what extent you fesl the statement
describes you. Rate each statement using the scale below and indicate your responses

on your answer sheet.

0 1 2 3 4
Mot at all like Veery much like
me me

1. Things that scare most people do not scare me.
___ 2 The =ight of my own blood does not bother me.
__ 3. | avoid certain situations (e.q., certain sports) because of the possibility of
injury.
____ 4. | can tolerate a lot more pain than most people.
5. People describe me as fearless.
__ &The sight of blood baothers me a great deal.
___T.The fact that | am going to die does not affect me.
___ B The pain involved in dying frightens me.
9. Killing animals in a science course would not bother me.
_ 10 | am 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 homifying to me.
13, The prospect of my own death arouses anxiety inme.
_ 141 am not disturbed by death being the end of life as | know it
___15. | like 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 | am not at all afraid to die.

20| could kill my=self if | wanted to. (Even if you have never wanted to kill
yourself, please answer this guestion. )
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APPENDIX L

INTERPERSONAL NEEDS QUESTIONNAIRE
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Interpersonal Needs Quesbonnaire

= Constructs measured: thwarted belongingness and perceived burdensomeness {see Jomer, 2005
tems 1-8 were designed to measure the extent to whach participants feel ke a burden on the people
in thedr lives (Le., perceived burdensomenessithwanted mterpersonal effiectiveness). ltems 10-18 were
designed to measure the extent to which paricipants fes! connected to others [or disconnected, i.e,
thwarted belongngness).

= Here are the items you need to reverse scone so that higher nurnbers represent higher lewels of
thwarted befongingness and perceived burdensomeness: 5 8, 10, 11, 13, 16, 17, 16.

» cumment citation: Van Orden, K. A Witte, T_ K., Gordon, K. H.. Bender, T.W.. & Joiner, T.E Jr.
{i2008). Swicidal desire and the capability for suicide: A test of the interpersonal psychodogical theory
in adults. Jouna of Consulfing and Glimical Psycholagy, 76, T2-83.

= Questions? email Kim: vanordeni@ipsy fsu.edu

= Sample scoring syntax:

RECODE
ing3
(1=7) (7=1) {2=8) (6=2) {3=5) (5=3) (4=4) INTO ingSr.

EXE.
RECODE

ingd
(1=T) {7=1) {2=B) {B=2) {3=5) (5=3) (4=4) INTO inglr.
exe

RECODE

ing10

(1=T) (7=1) (3=8) {8=2) (2=5) (5=3) (4=4) INTO ingiir.
e .

RECODE

ing11

(1=7) (7=1) (2=6) (8=2) (3=5) (5=3) {4=4) INTO ingir.

[+ 1=0

RECODE

inq13

{1=T) (7=1) (2=8) {B=2) (3=5) (5=3) (4=4) INTO ingl3r.
Exe.

RECODE

ing16

Eir?: {7=1) {2=6) {B=2) {3=5) (5=3) {4=4) INTO ing16r.

RECODE
inq17

{1=T) (7=1) {2=6) (6=2) (3=5) (5=3} (4=4) INTO ingli7r.
(= 6=

RECODE

inq18

{(1=T) {7=1) (2=8) {B=2) {2=5) (5=3) (4=4) INTO inq18r.
EXE.

COMPUTE burden = MEAN.8(ng1. ing2. ing3. ing4, ingbr, ingB, ing7, ingd. ingdr}
e

COMPUTE bedong = MEAN. 8(ng10r. ing11r. ing12, ing13r, ing14, ng15, ing18r, ing17r, ing18r).
e
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ING

The following questions ask you to think about yourself and other people. Please
respond to each question by using your own curment befiefs and expernences, NOT what
wyou think iz true in general, or what might be true for other people. Please base your
responses on how you've been feeling recently. Use the rating scale to find the number
that best matches how you fesl and circle that numiser. There are no rigiht or wrong
answers: we are interested in what you think and feel.

1 2 3 4 2 & T
Mt at all Somewhat Wery Trus
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 withouwt me:

These days | think | have failed the people in my life.

These days | think | am a burden on society.

These days | think | contribute to the well-being of the people in my life.

These days | feel like a burden on the people in my life.

These days | think the people in my life wish they could be rnid of me.

These days | think | maks things worse for the people in my life.

I - L I

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

—
=]

. These days, other people care about me.

e
T

- These days, | feel liks | belong.

—_
fod

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

-
(%}

. These days, | am foriunate to have many canng and supportve friends.

—
ol

. These days, | feel disconnecied from other people.

i
[

. These days, | often fesd like an cutsider in social gathenings.

—
=]

. These days, | feel that there are people | can tum to in tmes of nesd.

i
==

. These days, | am dose to other people.

—
(]

. These days, | have at least one satisfying interaction every day,
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APPENDIX M

POSTTRAUMATIC GROWTH INVENTORY — SF
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Posttraumatic Growth Inventery —SF
Indicate for each of the statements below the degree to which this chanze ocommed i your Life as
2 resunlf of vour crizis [or researcher incerts specific descriptor here], using the following scale.

0= I did not experience this chamge a5 a resnlt of my crisis.

I=T experienced thus change to a very small degree as a result of my erisis.
1= 1 emperienced s change to 2 small depree as a result of ooy crisis.

3= 1 experienced this change to a moderate degres as a resolt of my crisis.

4= [ experienced this change to 2 greaf degree a5 a resnkt of my crisis.

5= 1 experienced this change to a very great depres as a resnkt of my cnss.

1. I changed my priomites about what is importang in life. (V-1)
2. Thave a preater appreciation for the vahee of my owm life. (V-2)
3. I am able to do better things with my bife. (TI-11)

4. Thave a better understamding of spmimal matters. (IV-3)

5. Thave a greater sense of closeness with others. (I-3)

. Iestablizhed 3 mewr path for my Life. (II-7)

7. 1 kmow bemer that I can handle difficultes. (II-10)

8. Thave a swongzer religions faith. (IV-18)

9. Idiscovered that I'm stromger tham I thounpht T was. (IE-19)
10T leammed a great deal about how wonderful people are. (I-20)

Kote: Scale 1 scored by mvernging 0l respoasmes. Factom can be soored by addeng responses o tema on sack factor.
Canticm shoedd be wsed when using facior soores besed om oedy two iems. Whes esing the PTGESF the total scons
should be nsed, rather thas factor soores: liems io whach faciom belong e o lssied o the form admi nissesed o
participants. Mumber in parenthesss with Famor i the item aomber from the: ongisal PTG

PTG Faciors

Factor Ib Relaomg to Others
Factor I New Possibilities

Factor I Personal Soength
Factor IV: Spirimal Change
Factor V: Appreciation of Life
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APPENDIX N

RELATIONSHIP TO SURVIVOR
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Frequency

(n=)

Brother

42

Son

38

Husband

33

Father

19

Daughter

13

Mother

11

Sister

Boyfriend

OO N~ WINE

. Cousin

10.Fiancé

11.Neighbor

12. Aunt

13.Nephew

14.Co-Worker

15. Wife

16.Uncle

17.Grandfather

18. Significant other

19. Step Son

20.Not Specified

21.Parent

22.Niece

23. Step-child

24.Cousin/brother

25.Client

26.Grandson

27.Ex-husband

28. Mother-in-law

29. Ex-Wife

30. Sister-in-Law

31.Step Sister

32.Ex-Fiancé

33. Grandfather

34.Partner

35. Step dad

77




APPENDIX O

SERVICES ACCESSED BY SURVIVOR
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Frequencies Percentage

(n=) (%)
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 40 9.2

suicide
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 g
15.Time 3 N
16.Work related services 2 5
Total 437
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APPENDIX P

ACTIVITIES USED TO HEAL
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Frequency Percent

(n=) (%)
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 15
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 T
24.Not Healed 2 3
25.Pets 2 3

Total 612
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