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ABSTRACT 

Suicide and depression are serious and growing public health problems.  Despite their substantial 

global health burden, relatively few interventions have been found to be efficacious at preventing 

these conditions.  The aims of the current study were to (a) determine whether two brief, cost-

effective, and easy-to-disseminate prevention interventions (gratitude and priorities) were 

efficacious at preventing suicidality and depressive symptoms among individuals at risk for these 

conditions based on their psychological histories; (b) compare the efficacy of a gratitude 

intervention to a stringent active control condition (priorities) and an inactive control condition; 

and (c) address why the two prevention interventions might be efficacious by testing possible 

mechanisms (e.g., belongingness, sleep quality, optimism, gratitude) through which the 

interventions operate.  In the current study, participants (N = 192) who were currently 

asymptomatic but who endorsed a history of suicidality and/or depression were randomly 

assigned to one of three intervention conditions (gratitude, priorities, control).  These at-risk 

participants were followed for two months following the intervention period to determine if the 

interventions were efficacious at preventing future symptoms of suicidality and depression.  

Testing the efficacy of these interventions in an at-risk sample is crucial, as it is important to 

know whether such interventions are efficacious, have no effect, or are potentially harmful to a 

subgroup of individuals.  Results provided evidence that participants in the gratitude condition 

experienced a poorer trajectory of depressive symptoms over time, a shorter length of time to 

suicidal ideation, and equivalent trajectories of life satisfaction and subjective happiness 

compared to participants in the control condition.  Results also provided evidence that 

participants in the priorities condition experienced a poorer trajectory of satisfaction with life, 

and equivalent trajectories of depressive symptoms, suicidal ideation, and subjective happiness 

compared to participants in the control condition.  None of the proposed mediators were found to 

mediate the relationship between condition and outcome.  Overall, results suggest that 

participating in a gratitude or priorities intervention may not be an efficacious means of 

improving well-being and preventing suicidality and depressive symptoms among individuals 

with a history of suicidality and/or depression.   Future research should continue to test the 

efficacy of positive psychology interventions among vulnerable individuals before techniques 

and interventions are endorsed to the public via self-help campaigns.        
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CHAPTER ONE 

INTRODUCTION 

In the United States alone, approximately 100 individuals die by suicide each day, 

making it the 10th leading cause of death (American Association of Suicidology, 2012).  

Although suicide is a major public health problem, it has received surprisingly little research 

attention, as evidenced by the fact that only three interventions to date have demonstrated 

effectiveness in preventing death by suicide (While et al., 2012; Fleischmann et al., 2008; Motto 

& Bostrom, 2001), and only two of the three in a experimentally controlled fashion.  

Additionally, major depression is the psychiatric diagnosis most commonly associated with 

suicide, as roughly 2 out of 3 people who die by suicide are depressed at their time of death 

(American Association of Suicidology, 2010), and substantially more than that have subclinical 

depressive symptoms in the timeframe before death.  Depression clearly contributes to elevated 

suicide risk and is a significant global health burden (Murray & Lopez, 1997). Given the major 

global health burden of suicide and depression, there is clear utility in conducting research that 

will inform treatment and prevention efforts so that the suffering caused by these preventable 

conditions can be reduced.      

One significant limitation of current suicide-related interventions is that at-risk 

individuals are the passive recipients of the intervention as opposed to the active agents in the 

intervention’s implementation.  When an intervention is reliant upon the actions of others (e.g., 

professionals reaching out via follow-up contact), the at-risk individual must be in the right place 

at the right time to receive the intervention, as opposed to the at-risk individual implementing the 

intervention where and when it is needed most.  As interventions to date are largely reliant upon 

the actions of others and are delivered in such a way that they cannot reach most people in need, 

there is an essential need in the field to develop and test the efficacy of an intervention for 

individuals at risk for suicide and depression that is (a) simple, (b) cost-effective, (c) able to be 

actively implemented by the individual, and (d) able to be easily disseminated so that it can reach 

the most people in need and reduce the burden of mental illness (Kazdin & Blase, 2011).  The 

goal of the current study was to test the efficacy of two simple, cost-effective, and easily 

disseminated prevention interventions for suicidality and depression among individuals at high 
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risk for the conditions.  The two prevention interventions tested were a gratitude intervention and 

a priorities intervention.     

1.1 Gratitude Intervention 

Gratitude interventions (i.e., listing things for which one is grateful on a regular basis) 

may be an effective strategy for increasing resilience to and preventing suicide and depression-

related outcomes in vulnerable individuals.  Gratitude interventions have been found to be 

effective in improving factors strongly associated with well-being, such as positive affect, 

optimism, connection with others, happiness, life satisfaction, time spent sleeping, and sleep 

quality (e.g., Emmons & McCullough, 2003; Seligman et al., 2005).  Emmons and McCullough 

(2003) [Study 3] recruited adults with neuromuscular diseases to participate in a 21-day gratitude 

intervention.  Participants were randomly assigned to a gratitude intervention condition in which 

they filled out a form each evening that asked them to list up to five things they were grateful or 

thankful for that day or a no-intervention control condition.  Results provided evidence that the 

gratitude intervention significantly affected participants’ ratings of subjective well-being, 

positive affect, life satisfaction, amount of sleep, and quality of sleep compared to the no-

intervention control condition.  Additionally, 2 week long gratitude interventions administered 

online have been found to contribute to decreases in worry (Geraghty, Wood, & Hyland, 2010b) 

and body dissatisfaction (Geraghty, Wood, & Hyland, 2010a). 

Although gratitude research has made key contributions to the field, there are several 

limitations to the current research that the proposed project aims to address. First, relatively little 

is known about why gratitude interventions are effective. Therefore, the proposed project seeks 

to test rival mechanisms of change, and, by including a compelling control condition, to identify 

the active ingredient of change involved in gratitude interventions.  Second, as nearly all 

gratitude interventions have been conducted in non-clinical samples, it is unclear whether 

gratitude interventions are efficacious among high-risk individuals with a history of suicidality 

and/or depression.  Thus, it is uncertain whether gratitude interventions can help improve well-

being and prevent symptom relapse among those with a history of clinical disorders. Further still, 

the field of positive psychology has recently made several calls for research to explore the 

potential for improving disorders through fostering positive functioning and psychological 

strengths (e.g., Duckworth et al., 2005; Linley et al., 2009; Seligman et al., 2006). Thus, the 

proposed project aims to simultaneously address multiple limitations in past gratitude research 
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and answer the field’s call for research by testing the efficacy of a simple, cost-effective, self-

administered, and easy to disseminate gratitude intervention among individuals vulnerable to 

suicide and depression.   

Gratitude interventions have the potential to have a widespread impact on the mental 

health field because these interventions are simple, cost-effective, and easy to administer.  These 

qualities help make an intervention portable and able to be disseminated in a variety of contexts, 

allowing the intervention to reach individuals who have few resources where and when it is 

needed most (Kazdin & Blase, 2011).  While the potential for gratitude interventions to be 

widely disseminated to the public is a significant strength of these interventions, it is also a 

liability when very few studies to date have tested the efficacy of gratitude interventions among 

individuals at risk for mental health conditions (e.g., suicidality, depression).  Therefore, there is 

a crucial and urgent need for further research to examine the efficacy of gratitude interventions 

among individuals at risk for the common and disabling mental health conditions of suicidality 

and depression, as it is currently unclear whether the intervention is efficacious, has no 

significant impact, or is potentially harmful to the mental health of these individuals.   

There are several reasons to believe that a gratitude intervention might be efficacious at 

preventing symptoms of suicidality and depression in at-risk individuals.  First, a cross-sectional 

study of adolescents provided evidence that the odds of suicidal ideation and attempts were 

lower among adolescents who scored higher on a measure of gratitude (Li, Zhang, Li, Li, & Ye, 

2012).  Second, studies on gratitude interventions conducted in non-clinical samples have 

provided evidence that gratitude interventions have the potential to influence factors associated 

with increased risk for suicidality and depression.  Namely, a gratitude intervention may help 

reduce risk for suicidality and depression by increasing feelings of social connection, improving 

sleep quality, and increasing levels of optimism.   

1.1.1 Social Connection   

The interpersonal theory of suicide (Joiner, 2005; Van Orden et al., 2010) proposes that 

the need to belong is such a fundamental human need that when thwarted, it contributes to a 

desire for death. In line with the theory’s propositions, empirical evidence supports the 

association between greater suicidal ideation and thwarted belongingness (Conner, Britton, 

Sworts, & Joiner, 2007; Joiner et al., 2009; Timmons, Selby, Lewinsohn, & Joiner, 2011; You, 

Van Orden, & Conner, 2011).  Thus, an intervention that addresses this key modifiable risk 
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factor has the potential to help prevent death by suicide.  In fact, the only two controlled suicide 

intervention studies to date that have been effective at preventing suicide-related outcomes can 

be viewed as belongingness interventions (Fleischmann et al., 2008; Motto & Bostrom, 2001).   

As gratitude has been conceptualized as an other-focused positive emotion (Algoe & 

Haidt, 2009), there is reason to believe that gratitude interventions could help bolster feelings of 

connection and belongingness for individuals at risk for suicide and depression, thus helping 

reduce their risk for these conditions.  In non-clinical samples, those randomly assigned to a 

gratitude condition reported feeling more connected to others compared to no-treatment controls 

(Emmons & McCullough, 2003).  According to the social evolutionary account of gratitude 

(Algoe et al., 2008), the specific and immediate function of gratitude is to “find, remind, and 

bind” individuals to others in the environment.  Providing evidence for this account of gratitude, 

Algoe and Stanton (2012) conducted a study of women with metastatic breast cancer and found 

that grateful responding to received benefits predicted an increase in perceived social support 

over the following three months.  Of note, the participants in this study were experiencing life-

limiting illnesses, were under chronic stress, and were confronting mortality.  This finding 

provides evidence that there can be potential adaptive value from accumulated moments of 

gratitude, even among those suffering from serious, lethal conditions.  While this research on the 

social functions of gratitude has taken important steps forward, an important next step for this 

field of research is to determine whether the social benefits of gratitude have the potential to 

increase resiliency to the serious and potentially lethal mental health conditions of suicidality and 

depression.  The current study aimed to take this next step.   

1.1.2 Sleep Quality  

Research has consistently provided evidence that sleep disturbances (i.e., insomnia and 

nightmares) are associated with elevated risk for suicidal ideation and behaviors (e.g., Bernert & 

Joiner, 2007; Krakow et al., 2011).  In a study of depressed patients, subjective sleep quality was 

found to be significantly poorer among suicidal versus non-suicidal patients (Ağargün et al., 

1997).  Longitudinal studies have also found that insomnia is a significant predictor of suicidal 

ideation (McCall et al., 2010) and death by suicide (e.g., Fawcett et al., 1990; Fujino et al., 

2005).  In the research that has been conducted to date on the efficacy of gratitude interventions, 

Emmons and McCullough (2003) found that participants randomly assigned to a gratitude 

intervention reported more time spent sleeping and better sleep quality compared to control 
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participants.  Thus, a gratitude intervention might also help reduce sleep difficulties among 

vulnerable individuals, which would consequently decrease their risk for suicide and depression.  

1.1.3 Optimism 

High trait optimism has been found to buffer individuals from experiencing suicidal 

ideation even when they are also experiencing thwarted belongingness and perceived 

burdensomeness – two potent predictors of suicidal ideation (Rasmussen & Wingate, 2011).  As 

gratitude interventions tend to increase optimism, it is important to test whether strengthening 

optimism has a similar buffering effect on suicidal ideation as do high levels of trait optimism.  

To our knowledge, no study has assessed whether fostering psychological strengths could help 

reduce risk for suicidal behavior and depression in individuals vulnerable to these conditions; 

however, there is experimental evidence that relatively brief experiences of positive emotions 

can accumulate and have a significant impact on personal resources and mental health over time 

(Fredrickson et al., 2008; Fredrickson & Joiner, 2002). 

1.2 Priorities Intervention 

A priorities intervention was also tested as an active control condition.  In the prioritizing 

condition, participants were asked to write down their priorities for the next day (i.e., list things 

that are important to them).  In the gratitude condition, participants were asked to focus on 

aspects of their day, whether relatively important or not, and reflect on them with gratitude.  

Thus, the priorities intervention control condition asked participants to list aspects of their day 

that were important and that they valued, but they were not asked to reflect on them with 

gratitude.  The comparison of the gratitude and priorities conditions helped tease apart whether 

grateful reflection or prioritizing is the active ingredient in the efficacy of the gratitude 

intervention, and it could also inform future research on the benefits of future planning versus 

retrospective reflection.  This prioritizing condition controlled for expectancy effects and was 

identical to the gratitude intervention in all aspects except for the ingredient of interest (i.e., 

gratitude).   

There is reason to believe that the prioritizing condition would also be efficacious at 

preventing future symptoms of depression and suicidality, thus making it a stringent and active 

control condition for the gratitude intervention.  Asking individuals to engage in daily reflection 

on their priorities and values is consistent with the main tenants of behavioral activation (BA; 

Lejuez et al., 2011), an empirically validated treatment for depression.  In BA, patients are asked 
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to reflect on their values and engage in daily activities that are consistent with their values.  

Thus, the prioritizing condition simulates a component of BA, which may then lead individuals 

to engage in more behaviors consistent with their values, potentially leading to downstream 

positive consequences of increased social connection and reasons for living.  Of note, BA has 

been found to be just as effective as cognitive therapy and antidepressant medication at 

preventing relapse and recurrence of major depression (Dobson et al., 2008).   

1.3 The Current Study 

The current study had three primary aims.  The first aim was to determine whether 

gratitude and priorities interventions are efficacious at preventing suicidality and depression by 

testing the efficacy of both interventions among currently asymptomatic individuals with a 

history of suicidality or depression (i.e., vulnerable individuals).  Thus, this study aimed to test 

whether gratitude and priorities interventions could help prevent future mental health symptoms 

from developing in a sample of vulnerable individuals.   

Second, as relatively little is known about why gratitude interventions lead to improved 

well-being, the proposed study aimed to use a stringent experimental design to identify the active 

ingredient of gratitude interventions (i.e., gratitude vs. prioritizing).  Specifically, a gratitude 

intervention condition was compared to stringent, carefully considered control groups (Froh, 

Kashdan, Ozimkowski, & Miller, 2009).  This study compared a gratitude intervention condition 

(i.e., listing things for which one is grateful on a daily basis) to an active control condition 

(prioritizing) and an inactive control condition.  An inactive control condition was included to 

determine whether the gratitude and priorities intervention were more efficacious than no 

treatment at all. 

Third, to further address why gratitude interventions might lead to improved well-being, 

the proposed study aimed to test specific, rival mechanisms (e.g., belongingness, sleep quality, 

optimism, gratitude) through which gratitude interventions operate.   

1.3.1 Research Hypotheses 

Based on the evidence that gratitude interventions contribute to increased belongingness, 

improved sleep quality, and increased optimism, it was predicted that participants vulnerable to 

suicide and depression who were randomly assigned to the gratitude intervention would 

experience significantly fewer symptoms of suicidality and depression as well as improved well-

being during the 2 month follow-up period (i.e., immediate post-intervention, 1-month post-
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intervention, and 2-months post-intervention) compared to vulnerable participants who were 

randomly assigned to the no-treatment control condition.  It was also predicted that vulnerable 

participants who were randomly assigned to the prioritizing condition would experience 

significantly fewer symptoms of suicidality and depression as well as improved well-being 

during the 2 month follow-up period compared to vulnerable participants who were randomly 

assigned to the no-treatment control condition.  The gratitude condition and prioritizing 

condition were also compared on their ability to prevent future symptoms of suicidality and 

depression, and based on the research on BA, a difference was not expected between the two 

conditions.  Based on the interpersonal theory of suicide and the findings of gratitude 

intervention research to date, it was predicted that level of belongingness and level of sleep 

disturbances would mediate the relationship between intervention condition and symptoms of 

suicidality and depression during the follow-up period.   

1.3.2 Potential Impact 

If the results of the current study provide evidence that the gratitude and/or prioritizing 

interventions are efficacious at improving well-being and preventing symptoms of suicidality 

and depression, then this would provide important information to researchers and clinicians that 

such interventions are likely to be helpful to this subgroup of vulnerable individuals.  On the 

other hand, if the results of the current study provide evidence that the gratitude and/or priorities 

interventions have no significant impact or a harmful impact on future well-being and mental 

health symptoms among vulnerable individuals, then it would suggest that there may be an 

opportunity cost associated with vulnerable individuals participating in such interventions.  Until 

research is conducted to test the efficacy of gratitude and priorities interventions among 

individuals at risk for suicide and depression, it is possible that these interventions are being 

promoted to individuals who may not benefit from, or who may even be harmed by the 

intervention.  Thus, the current study aimed to fill this gap by improving the understanding of the 

impact these two interventions have on individuals at risk for mental health conditions.     
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CHAPTER TWO 

METHODS 

2.1 Study Overview 

The current study consisted of three phases: screening and recruitment, intervention, and 

follow-up.  During the screening and recruitment phase, individuals from Florida State 

University and the surrounding community were screened for vulnerability to suicide and 

depression.  Individuals who were asymptomatic at screening but vulnerable to suicide and 

depression based on their psychological histories were recruited to participate in the study.  

During the intervention phase, participants completed baseline measures and were randomly 

assigned to participate in a 2-week daily gratitude intervention [based on Emmons & 

McCullough (2003; study 3)], a 2-week daily prioritizing intervention, or an inactive control 

condition.  To determine whether the interventions had immediate and long-term effects, 

participants were asked to complete the same battery of measures they completed at baseline 

immediately following the 2-week intervention period, as well as 1 and 2 months post-

intervention.   

2.2 Participant Screening and Recruitment 

Participant flow throughout this study is presented in Figure 1.  Approximately 2,200 

individuals were screened for vulnerability to suicide and depression at Florida State University 

and the surrounding community.   

2.2.1 Screening Items 

Individuals were screened for vulnerability to suicidality and depression using a series of 

self-report items that were completed on a secure online survey platform.  The following item 

was used to assess for lifetime history of suicide attempts: “Have you ever attempted suicide 

with some intent to die? [Yes/No].”  Individuals were categorized as having a lifetime history of 

at least one suicide attempt if they endorsed “yes” on this item.  To assess for lifetime history of 

marked suicidal ideation, individuals were asked to read the following group of statements and 

choose the statement with highest number that applied to them: “(0) In the past, I have never had 

thoughts about suicide; (1) In the past, I have had thoughts about suicide but have not formulated 

any plans; (2) In the past, I have had thoughts about suicide and have considered possible ways 

of doing it; (3) In the past, I have had thoughts about suicide and have formulated a definite 
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plan.”  Individuals who marked at least a 2 on this item were categorized as having a history of 

marked suicidal ideation including the contemplation of possible or definite plans for suicide.    

 In order to assess for lifetime history of depression, the major depressive episode item 

from the Structured Clinical Interview for the DSM-IV-TR Axis I Disorders (SCID-I; First, 

1995) screener was used in conjunction with a follow-up item that assessed for distress and 

impairment of the episode.  Participants were presented with the following items: (1) “Have you 

ever had a period of time where you felt depressed or down, or had little interest or pleasure in 

doing things you usually enjoyed, for most of the day, nearly every day, for a period of 2 weeks 

or more? [Yes/No]”; “[If Yes] Did your symptoms of depression make it hard for you to do your 

work, take care of things at home, or get along with other people? (i.e., did these symptoms 

cause you significant distress or impairment in your social, occupational, or other important 

areas of functioning?) [Yes/No].”  Individuals were categorized as having a lifetime history of a 

major depressive episode of they selected “yes” for both of the aforementioned items.  Given that 

the SCID-I Screener is typically administered in an interview format, which allows for clinical 

judgment and for clarification questions to be asked, data were collected in this sample on the 

frequencies with which all individuals who were screened endorsed these items so that these 

rates could be compared to known prevalence rates of the condition.  Of the unselected 

individuals who were screened as part of the psychology department’s mass screening of 

students, 37.57% selected “yes” for both items.  In U.S. surveys, lifetime prevalence rates of 

experiencing a major depressive episode range from as low as 6% (Weissman et al., 1991) to as 

high as 25% (Lewinsohn et al., 1991).  Nationwide surveys have found that approximately 30% 

of college students reported feeling “so depressed that it was difficult to function” at some point 

during the past year (American College Health Association, 2012).  Thus, using solely the two 

aforementioned screening items for depression was likely producing a small number of false 

positives.  To increase the specificity of the screening for lifetime history of a major depressive 

episode, it was also considered whether an individual endorsed a lifetime history of suicidal 

ideation.  Individuals were categorized as having a lifetime history of a major depressive episode 

if they endorsed “yes” to three items: (a) SCID-I screener item; (b) impairment item; (c) history 

of at least fleeting suicidal ideation.  When all three criteria were taken into account, 24.52% of 

unselected individuals were considered to meet criteria for lifetime history of a major depressive 

episode, which is more consistent with known prevalence rates.  Of participants who were 
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deemed eligible based only on the major depressive episode criterion and were randomly 

assigned to an intervention condition (31.60%), 71.41% endorsed “yes” to all three screening 

items for depression and 28.59% endorsed “yes” to the first two screening items.   

2.2.2 Recruitment 

Of those individuals screened, 694 were invited to attend the study’s baseline assessment, 

281 attended and completed the baseline assessment, and 192 were deemed eligible to participate 

in the full study and were randomized to an intervention condition.  Individuals were considered 

ineligible if they endorsed current suicidal ideation (i.e., endorsing an above-zero response to 

item 9 on the Beck Depression Inventory-II), current depressive symptoms above the minimal 

range (i.e., scoring greater than a 15 on the Beck Depression Inventory-II), or if they did not 

endorse a lifetime history of a suicide attempt, marked suicidal ideation, or a major depressive 

episode.  Recruiting participants who were relatively asymptomatic at screening but who 

endorsed a lifetime history of suicidality and/or depression allowed for the prevention 

intervention programs to be tested among individuals vulnerable to these conditions.  Of the 

participants who were randomized, the goal was to retain 159 participants over the course of the 

2-month follow-up period.  This recruitment strategy allowed for approximately 18% attrition 

over the course of the study.   

2.2.3 Participant Characteristics 

Eligible participants who completed the baseline assessment were 192 (81.3% female) 

individuals from Florida State University and the surrounding community, and they were 

recruited for vulnerability to suicidality and/or depression based on their psychological history.  

Vulnerable individuals were recruited if they were not currently symptomatic (i.e., score ≤ 15 on 

the Beck Depression Inventory and score 0 on the suicidal ideation item) and reported at least 

one of the following criteria: (a) a history of at least one suicide attempt; (b) at least one past 

episode of marked suicidal ideation (i.e., endorsing at least one past episode of ideation that 

included contemplation of possible or definite plans for suicide); or (c) at least one past episode 

of major depressive disorder.  Suicide and depression are clear issues among college students 

(Wilcox et al., 2010) as well as in the general population, making these appropriate populations 

from which to recruit vulnerable individuals.  Of the participants deemed to be eligible, 30.2% 

reported a lifetime history of at least one suicide attempt (of those, 8.9% reported two or more 

suicide attempts), 59.4% reported a lifetime history of suicidal ideation that included 
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contemplation of a suicide plan, and 91.1% reported a lifetime history of suicidal ideation 

(54.2% within the past year), even if it was a brief or passing thought.  Additionally, 91.7% 

reported a lifetime history of a major depressive episode that was distressing or impairing, and 

46.9% reported a lifetime history of at least one instance of non-suicidal self-injury.  Regarding 

treatment history, 51.6% reported a lifetime history of receiving treatment for a psychological 

condition, and 11.5% reported a history of being hospitalized at least once for psychological 

reasons.  The mean (SD) age of the sample was 20.36 (5.08) (range = 18-64 years).  Participants 

were 79.7% Caucasian, 10.4% African American, 4.2% Asian, 1.6% Native American/Alaska 

Native, and 4.1% Other.  With regard to ethnicity, 20.7% of the sample was Hispanic or Latino.   

2.2.4 Measures 

2.2.4.1 Demographics. Items were administered to collect information on participants’ 

gender, race, ethnicity, age, current enrollment in psychotherapy, and current psychological 

medication use.   

2.2.4.2 Depressive Symptoms Inventory – Suicide Subscale (DSI-SS; Metalsky & 

Joiner, 1997). The DSI-SS is comprised of four self-report items assessing the frequency and 

intensity of suicidal thoughts during the past two weeks.  For each item, participants are 

presented with four statements and are asked to select the statement that best describes their 

experience during the past two weeks (e.g., “Sometimes I have thoughts of killing myself”).  

Total scores range from 0-12, with higher scores indicating higher levels of suicidal ideation.  

Past studies have reported good psychometric properties of the DSI-SS (e.g., Joiner et al., 2002).  

To determine whether the gratitude and prioritizing interventions were efficacious at preventing 

an increase in suicidal ideation, the DSI-SS was administered at baseline and at each of the 

follow-up assessments.  Internal consistency of the DSI-SS was good in the current sample, with 

the Cronbach’s alpha ranging from .71 to .90 over the course of the four study assessments.        

 2.2.4.3 Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996). The 

BDI-II is a 21-item scale used to assess the presence and severity of depressive symptoms within 

the past two weeks. Severity is assessed on a 4-point likert scale, with higher scores indicating 

more severe depressive symptoms.  Total scores range from 0 to 63, with higher scores 

indicating the presence of more severe depressive symptoms.  The BDI-II has demonstrated 

strong reliability and validity (e.g., Beck, Steer, & Garbin, 1988).  To determine whether the 

gratitude and prioritizing interventions were efficacious at preventing an increase in depressive 
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symptoms, the BDI-II was administered at baseline and at each of the follow-up assessments.  

Internal consistency of the BDI-II was good in the current, with the Cronbach’s alpha ranging 

from .75 to .91 over the course of the four study assessments.        

2.2.4.4 Satisfaction with Life Scale (SWLS; Diener et al., 1985). The SWLS is a 5-item 

self-report measure of global life satisfaction (i.e., subjective well-being). Participants are asked 

to rate items on a scale of 1 (strongly disagree) to 7 (strongly agree), with higher scores 

indicating higher levels of subjective happiness.  The SWLS has been shown to have favorable 

psychometric properties, including high internal consistency and high temporal reliability (e.g., 

Diener et al., 1985).  To determine whether the gratitude and prioritizing interventions were 

efficacious at improving satisfaction with life, the SWLS was administered at baseline and at 

each of the follow-up assessments.  Internal consistency of the SWLS was good in the current 

sample, with the Cronbach’s alpha ranging from .83 to .92 over the course of the four study 

assessments.          

2.2.4.5 Subjective Happiness Scale (SHS; Lyubomirsky & Lepper, 1999). The SHS is 

a 4-item scale that measures global subjective happiness. Participants are asked to rate items on a 

scale of 1 to 7, with higher scores indicating higher levels of subjective happiness.  The scale has 

high test-retest reliability, internal consistency, and self-peer correlations (e.g., Lyubomirsky & 

Lepper, 1999).  To determine whether the gratitude and prioritizing interventions were 

efficacious at improving subjective happiness in a vulnerable sample, the SHS was administered 

at baseline and at each of the follow-up assessments.  Internal consistency of the SHS was 

excellent in the current sample, with the Cronbach’s alpha ranging from .87 to .91 over the 

course of the four study assessments.            

2.2.4.6 Interpersonal Needs Questionnaire (INQ; Van Orden et al., 2012). The INQ is 

a 15-item self-report questionnaire designed to measure participants’ connection to others (i.e., 

belongingness; “These days I feel disconnected from other people”) and the extent to which they 

feel like a burden on the people in their lives (i.e., perceived burdensomeness; “These days, the 

people in my life would be better off if I were gone”). Items are rated on a 7-point Likert-type 

scale with responses ranging from 1 (not at all true for me) to 7 (very true for me).  The 9-item 

thwarted belongingness subscale was used in the current study.  Total summed scores on the 

thwarted belongingness subscale range from 9 to 63, with higher scores indicating higher levels 

of thwarted belongingness.  The INQ has demonstrated strong reliability and validity in clinical 
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and non-clinical samples (Van Orden et al., 2012).  The thwarted belongingness subscale of the 

INQ was administered at baseline and each follow-up assessment to test whether belongingness 

mediates the relationship between intervention condition and symptoms of suicidality and 

depression.  Internal consistency of the INQ belongingness subscale was good in the current 

sample, with the Cronbach’s alpha ranging from .70 to .75 over the course of the four study 

assessments.              

2.2.4.7 Insomnia Severity Index (Bastien, Vallières, & Morin, 2001). The ISI is a 7-

item, self-report measure of the symptoms and consequences of insomnia. The severity of each 

item is rated on a 5-point Likert scale from no problem to very severe problem. The total 

summed score from all items ranges from 0 to 28, with higher values indicating higher levels of 

perceived sleep difficulties.  Previous studies have indicated adequate internal consistency 

(Cronbach’s alpha = .74-.78) and high concurrent validity with other sleep measures (Bastien, 

Vallières, & Morin, 2001).  The ISI was administered at baseline and each follow-up assessment 

to test whether sleep quality mediates the relationship between intervention condition and 

symptoms of suicidality/depression.  Internal consistency of the ISI was good in the current 

sample, with the Cronbach’s alpha ranging from .82 to .88 over the course of the four study 

assessments.      

2.2.4.8 Gratitude Questionnaire – 6 (GQ-6; McCullough, Emmons, & Tsang, 2002). 

The GQ-6 is a 6-item self-report scale for measuring a grateful disposition in adult populations. 

It measures four qualities of gratitude: intensity, frequency, density, and span.  Participants are 

asked to rate items on a scale from 1 (strongly disagree) to 7 (strongly agree).  Total scores range 

from 6 to 42, with higher scores indicating higher levels of gratitude.  The GQ-6 will be 

administered at baseline and each follow-up assessment to test whether gratitude mediates the 

relationship between intervention condition and symptoms of suicidality/depression.  Internal 

consistency of the GQ-6 was good in the current sample, with the Cronbach’s alpha ranging from 

.82 to .87 over the course of the four study assessments.         

2.2.4.9 Life Orientation Test (LOT; Scheier, Carver, & Bridges, 1994). The LOT is a 

10-item measure for assessing dispositional optimism. Participants are asked to rate items on a 

scale of 0 (strongly disagree) to 4 (strongly agree).  Total scores range from 0 to 40, with higher 

score indicating higher levels of optimism.  The scale has good internal consistency and test-

retest reliability.  The LOT will be administered at baseline and each follow-up assessment to 
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test whether optimism mediates the relationship between intervention condition and symptoms of 

suicidality/depression.  Internal consistency of the LOT was good in the current sample, with the 

Cronbach’s alpha ranging from .77 to .83 over the course of the four study assessments.        

2.3 Procedure 

2.3.1 Baseline Assessment 

Individuals who met the inclusion criteria were invited to participate in a baseline 

assessment and 2-week daily intervention period.  A baseline assessment was conducted for 

several reasons.  First, a baseline assessment allowed data on participants’ symptom levels (i.e., 

suicidality, depression) to be collected prior to the start of the intervention.  Collecting such data 

helped determine whether participants who were randomly assigned to each condition 

experienced significant and meaningful changes in symptom levels from pre- to post-

intervention.  Second, a baseline assessment allowed for analyses to be conducted that helped 

determine whether random assignment to intervention condition was successful.  During the 

baseline assessment, participants were asked to complete measures of suicidal ideation (DSI-SS), 

depressive symptoms (BDI-II), satisfaction with life (SWLS), subjective happiness (SHS), 

gratitude (GQ-6), optimism (LOT), belongingness (INQ), and sleep quality (ISI).  Detailed 

suicide risk assessment and management procedures (Joiner et al., 1999) were in place in the 

event that a participant became actively suicidal during the study period.  Such suicide risk 

procedures were approved by the institutional review board.   

2.3.2 Random Assignment 

All eligible participants (N = 192) were randomly assigned to one of three intervention 

conditions: Gratitude (n = 66); Priorities (n = 64); and Inactive Control (n = 62).  Block 

randomization was used to reduce bias in the results and increase the chances that participants 

with varying levels of lifetime symptom severity would be allocated in equal proportions across 

conditions (i.e., to prevent a disproportionate number of individuals with a lifetime history of at 

least one suicide attempt from being assigned to one condition).  Block randomization was 

conducted based on the most severe eligibility criteria (e.g., lifetime history of suicide attempt, 

lifetime history of marked suicidal ideation, or lifetime history of a major depressive episode) the 

participant met at baseline.  For instance, if a participant endorsed a lifetime history of a suicide 

attempt, marked suicidal ideation, and a past major depressive episode, he or she was 

randomized to a condition based on his or her suicide attempt history given that it was the most 
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severe symptom endorsed.  If a participant only endorsed a history of a major depressive 

episode, he or she was randomly assigned to a condition in a block with other participants who 

only endorsed a major depressive episode as his or her most severe lifetime symptom. 

 Of the eligible participants in the current sample, 58 (30.21%) endorsed a suicide attempt 

as their most severe lifetime criterion, 73 (38.02%) endorsed marked suicidal ideation as their 

most severe lifetime criterion, and 61 (31.77%) endorsed a major depressive episode as their 

most severe lifetime criterion.  Participants were then randomized to one of the three conditions 

based on these three criteria to ensure that symptom severity was evenly distributed among 

conditions.  Block randomization to condition was successful, as there was no significant 

difference found in the number of participants in each condition who met each criterion, χ2(2, 

n=192)=0.07, p=0.99, phi=.02 .  There were also no significant differences found among 

conditions in demographic variables, psychological history, and primary measures of interest 

(See Table 1).  Research assistants remained blind to condition.   

2.3.3 Phase 2: Intervention 

After the baseline assessment, participants completed a 2-week intervention or control 

condition.  Participants were randomly assigned to one of three conditions: gratitude, 

prioritizing, or no-treatment control.  The gratitude list condition was adapted from the gratitude 

condition used by Emmons and McCullough (2003; study 3).  Participants were provided with a 

link to an online survey platform, and they were asked to visit this link each day and list up to 

five things they were grateful for each day for 2 weeks.  Conducting a gratitude intervention 

online has a number of benefits.  First, given that the online survey platform allows entries to be 

time and date-stamped, this technology allowed us to collect data on adherence to the 

intervention protocol (i.e., assess whether participants are completing the intervention as it was 

prescribed, once per day for 2 weeks).  Second, conducting the intervention online was 

convenient to participants, as it used an online medium with which they are already comfortable 

and familiar.   

Additionally, to help identify the active ingredients of a gratitude intervention, the study 

compared a gratitude intervention condition to stringent control groups.  Several researchers 

have recently argued that control groups should be carefully considered when making 

conclusions about the efficacy of gratitude interventions (e.g., Froh et al., 2009; Wood, Froh, & 

Geraghty, 2010).  Particularly, there is evidence supporting the efficacy of gratitude 
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interventions when they are compared with no-treatment control groups or conditions that induce 

negative affect (e.g., Emmons & McCullough, 2003), providing evidence that gratitude 

interventions are more efficacious than doing nothing at all or inducing negative affect.  A 

crucial and understudied question in the area of gratitude intervention research is whether 

gratitude interventions are efficacious when compared to a true control group that (a) controls for 

expectancy effects, and (b) is identical to the gratitude intervention in all aspects except for the 

ingredient of interest (i.e., gratitude).  Without comparing gratitude interventions to stringent, 

carefully considered control groups, it will remain unclear whether the gratitude component of 

the intervention is the active ingredient, or whether the more generic aspects of the intervention 

are carrying the effects.  Thus, the proposed study aimed to build upon the gratitude intervention 

research that has been conducted to date and to address the important questions of why and 

compared to what are gratitude interventions efficacious.   

In the current study, a gratitude intervention condition (i.e., listing five things for which 

one is grateful on a daily basis) was compared to two control conditions: prioritizing and no-

treatment control.  In the prioritizing condition, participants were asked to list up to five of their 

priorities for the next day (i.e., list things that are important to them).  In the gratitude condition, 

participants were asked to focus on aspects of their day, whether relatively important or not, and 

reflect on them with gratitude.  Thus, the prioritizing condition controlled for expectancy effects 

and asked participants to list aspects of their day that were important, but they were not asked to 

reflect on these aspects of their day with gratitude (i.e., the condition is similar to the gratitude 

intervention in all aspects except for the ingredient of interest).  The comparison of these two 

conditions helped tease apart whether grateful reflection or prioritizing was the active ingredient 

in the effectiveness of the gratitude intervention, and it could also inform future research on the 

benefits of future planning versus retrospective reflection.   

An inactive control condition was included to determine whether the gratitude 

intervention was more efficacious than no intervention at all.  Participants who were randomly 

assigned to the no-treatment control condition were asked to complete the baseline and all 

follow-up assessments, and during the daily task period, they were presented with five words and 

were asked to type them into the five blank spaces on the page.  Words with neutral valence were 

selected.  Thus, the participants in the inactive control condition provided a benchmark for the 
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natural symptom fluctuations that would likely occur over time in the absence of any 

intervention.          

2.3.4 Phase 3: Immediate and Long-Term Follow-Up 

In order to determine whether the gratitude and priorities interventions were efficacious 

at improving well-being and preventing the emergence of symptoms of suicidality and 

depression in the short-term and long-term, both immediate and long-term follow-up assessments 

were included in the current study.  First, to determine whether change in the proposed mediators 

(e.g., belongingness, optimism, gratitude, sleep quality) during the intervention period impacted 

the proposed outcome variables during the follow-up period, a brief assessment of the proposed 

mediators was conducted at day 7 of the intervention period.  Second, to determine whether the 

interventions had immediate effects on participants’ well-being and levels of suicidality and 

depression, participants were asked to complete a follow-up assessment at the end of the 2-week 

intervention period.  Participants were asked to complete a battery of measures that was identical 

to the baseline battery, and the measures assessed levels of clinical symptoms (e.g., suicidality, 

depression) and well-being (e.g., satisfaction with life, happiness).  Third, to determine whether 

each condition was associated with lasting effects on participants’ levels of clinical symptoms 

and well-being, participants were asked to complete follow-up assessments 1 month post-

intervention, and 2 months post-intervention.  Data were also collected on the proposed 

mediators during each post-intervention assessment.     

2.3.5 Handling Attrition 

A number of strategies were implemented to minimize attrition during the 2-month 

follow-up period.  First, all participants were reminded via e-mail when it was time for them to 

complete each follow-up assessment.  Second, if a participant missed a follow-up assessment, 

they were still contacted to participate in future follow-up assessments.  Third, participants 

received either course credits or monetary compensation in return for their time and efforts.  

Undergraduate students who participated in the study received course credit for the baseline 

assessment, immediate post-intervention follow-up, and 1 month post-intervention follow-up, 

and they received $15 compensation for completion of the 2 month follow-up.  Participants from 

the surrounding community had the opportunity to receive up to $60 if they participated in all 

study time-points.  Fourth, participants completed their baseline assessment and received 

instructions for the intervention in person at the laboratory.  Prior research has provided evidence 
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that attrition is a problem for internet-based interventions (e.g., Christensen et al., 2006); 

therefore, by having participants come to the laboratory for the baseline phase of the study, they 

had the opportunity to develop rapport with the researchers, which was hypothesized to lead to 

lower attrition rates.   

Previous suicide-related research has provided evidence that approximately 69% 

participant retention is possible over the course of a 6 month follow-up period (Posner et al., 

2011); however, this study was conducted in a sample of adolescents, which included the 

additional obstacle of parental involvement.  Given that the proposed study contained a shorter 

follow-up period and was conducted with adults, participant retention was expected to be greater 

than 69%.   

2.4 Data Analytic Plan 

To address the first hypothesis that participants in the gratitude and priorities conditions 

would experience significantly fewer symptoms of depression and suicidality as well as 

improved well-being during the 2-month follow-up period compared to participants in the 

inactive control condition, hierarchical linear modeling (HLM) was used.  HLM accounts for the 

effect of individual participants’ trajectories while examining differences across groups.  

Analyses were conducted using the Mixed Models module of the Statistical Package for the 

Social Sciences (SPSS: Version 19).   HLM was selected due to its ability to account for repeated 

assessments of participants over time without inflating type 1 error rates, and also due to the fact 

that it allows participants with missing data at follow-up to be included in analyses, thus 

maximizing data retention in the presence of attrition.  In the current analyses, maximum 

likelihood (ML) was used to impute missing data at the follow-up assessments.  ML is a highly 

recommended approach for handling data that are missing at random (Schafer & Graham, 2002).           

HLM analyses were conducted using a random-intercept, random-slopes model and an 

unstructured covariance type.  A hierarchical linear model was constructed for each of the four 

proposed outcome measures (depressive symptoms, suicidal ideation, satisfaction with life, 

subjective happiness).  Depressive symptoms were operationally defined as scores on the BDI-II, 

suicidal ideation was operationally defined as scores on the DSI-SS, satisfaction with life was 

operationally defined as scores on the SWLS, and subjective happiness was operationally 

defined as scores on the SHS.  Level 1 of the model included the repeated assessment of outcome 
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variables over time, and Level 2 of the model included Condition and the Condition X Time 

interaction term.   

Survival analysis was used as a supplementary analysis to determine whether randomly 

assigned intervention condition affected the likelihood and timing of participants’ experiencing 

suicidal ideation and a marked increase in depressive symptoms during the 2-month post-

intervention follow-up period.   

To test the second hypothesis that changes in level of sleep disturbances and level of 

belongingness during the intervention period would mediate the relationship between 

intervention condition and symptoms of suicidality and depression at the 2-month follow-up, 

preliminary analyses were fist conducted to determine whether any significant effect 

substantially reduced when each proposed mediator was controlled in the model.  Results of 

these analyses suggested that full tests of mediation were not warranted.  If mediation analyses 

were warranted, the proposed data analytic plan was to conduct a non-parametric bootstrapping 

approach using the Indirect macro for SPSS developed by Preacher and Hayes (2008).  Bootstrap 

procedures involve treating the sample as a pseudopopulation and then conducting repeated 

random sampling of cases from the original dataset with replacement to generate other datasets.  

This nonparametric bootstrap test does not make assumptions about the distributions of variables 

and the test statistic.  Additionally, MacKinnon and colleagues (2002) noted that bootstrap 

procedures have the advantage of increased statistical power over traditional tests of indirect 

effects.  A growth model for each of the proposed mediators would have been fit to the data 

during the three mediator assessments of the intervention period (baseline, 7-day, immediate 

follow-up).  The growth estimates would be saved from this model and tested as mediators to 

determine whether change in the proposed mediators that occurred during the intervention period 

mediated the relationship between condition and symptoms of depression and suicidality at the 

2-month follow-up. 

2.4.1 Power Analysis 

An a priori power analysis was conducted using G*Power version 3.1.3 (Faul, Erdfelder, 

Lang, & Buchner, 2007), and it was determined that with alpha set at .05, a total sample size of 

159 (53 per condition) would be required to have adequate power (.80) to detect a medium sized 

effect using analysis of variance (ANOVA).  Given that HLM requires a smaller total sample 
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size, a final sample size of 159 participants would provide the statistical power to detect a small 

to medium effect and conduct follow-up contrast analyses.    
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CHAPTER THREE 

RESULTS 

3.1 Attrition 

Over the course of the 2-month follow-up period, 34 participants (17.71%) were lost to 

attrition.  Participants who did not complete one or several follow-up assessments were contacted 

to complete all subsequent follow-up assessments (e.g., a participant who did not complete the 

immediate post-intervention assessment was contacted to complete the 1 and 2 month follow-up 

assessments).  Participant retention rates were as follows for each of the post-intervention 

follow-up assessments: 96.88% at the immediate post-intervention follow-up, 90.63% at the 1-

month post-intervention follow-up, and 82.29% at the 2-month post-intervention follow-up.  

Although attrition in the inactive control (11.29%) condition was approximately 50% lower than 

the attrition rates in the gratitude (21.21%) and priorities (20.21%) intervention conditions, a 

Chi-square test indicated that attrition at the 2-month follow-up assessment was not significantly 

associated with condition, χ2(2, n=192)=2.61, p=0.27, phi=.12. 

3.2 Descriptive Statistics 

Means, standard deviations, and correlations among primary outcome variables at all 

time points are presented in Table 2.  As predicted, psychological symptom measures (e.g., BDI-

II, DSI-SS) were negatively correlated with measures of psychological well-being (e.g., SWLS, 

SHS).  Depressive symptoms (BDI-II) and suicidal ideation (DSI-SS) were not found to be 

significantly correlated at the time of the baseline assessment.  Given that participants were 

recruited specifically to have minimal or no symptoms of depression or suicidal ideation, the 

range of each of these variables was restricted at the baseline assessment, which may account for 

the lack of significant correlation between the two variables.  Consistent with expectations, 

depressive symptoms and suicidal ideation were found to be significantly correlated at the 

immediate post-intervention, 1-month, and 2-month follow-up assessments.  Variance in 

depressive symptoms and suicidal ideation scores in the sample tended to increase over time, as 

evidenced by the measures’ standard deviations.  As the range in scores was no longer as 

restricted at the time of the follow-up assessments compared to baseline, correlations between 

depressive symptoms and suicidal ideation became more evident.  Also consistent with 

predictions, baseline levels of each measure exhibited the strongest correlations with the most 
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proximal follow-up assessment, and weaker correlations with each subsequent follow-up 

assessment.   

3.3 Adherence 

 Adherence to the 14-day intervention was found to be very good.  Across all conditions, 

the average number of daily tasks that participants completed was 12.59 (SD = 2.17).  A one-way 

ANOVA was conducted to determine whether there was a significant difference in adherence as 

a function of condition.  Results provided evidence that there was not a significant difference 

between the gratitude (M = 12.52; SD = 2.50), priorities (M = 12.66; SD = 1.53), and control (M 

= 12.60; SD= 2.38) conditions on the average number of daily tasks that were completed; 

F(2,189) = 0.07, p = .93.  Additionally, nearly all participants provided five responses to each 

daily task they completed.  Overall, these adherence results suggest that all three conditions were 

feasible to administer using an online format and were equivalent in their acceptability to 

participants.     

3.4 Manipulation Check 

 Analyses were conducted to determine whether the gratitude intervention had its intended 

effect of contributing to increased levels of gratitude among participants randomly assigned to 

the gratitude condition compared to the other two conditions.  Based on the gratitude 

intervention literature, it was predicted that participants in the gratitude intervention condition 

would experience an increase in gratitude as a function of their completing a daily gratitude list 

over the course of two weeks.  To test this prediction, a hierarchical linear model was 

constructed with level of gratitude on the GQ-6 as the outcome variable.  Results of the HLM 

provided evidence that the Condition X Time interaction was not significant, indicating that there 

were no significant differences in gratitude level among the three intervention conditions over 

time; F(2, 170.32) = 1.08, p = .342.  The rate of change in gratitude also did not significantly 

differ among conditions (all p-values > .16).  Although the interaction was not significant, 

pairwise comparisons were conducted to examine mean differences in gratitude between 

conditions at each of the five time points (baseline, 7-day mid-intervention, immediate post-

intervention, 1-month follow-up, 2-month follow-up), and results provided evidence that none of 

the conditions were significantly different from one another on mean levels of gratitude at any of 

the time points (all p-values > .24).  See Figure 2 for a graphical depiction of gratitude levels 

over time by condition.         
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3.5 Tests of Primary Hypotheses 

Analyses were conducted to determine whether there was a quadratic relationship 

between Time and each outcome variable, and in all cases, the model including time as a linear 

term was better fitting to the data and more parsimonious than the model including time as a 

quadratic term [e.g., Depressive symptoms: BIC (Time) = 4,297.42; BIC (Time2) = 4,315.65].  

These results suggest that the relationship between Time and the outcome variables of interest 

was linear, which is also consistent with the observed trajectories for mean symptom scores at 

each time point over the study period.   

Estimated marginal means and raw means for each outcome variable at each study time 

point are presented in Table 3.  Estimates of fixed effects, rate of change, and variance 

components of the HLM analyses are presented in Table 4.  All of the following primary 

analyses were conducted including gender as a covariate, and results provided evidence that the 

strength and direction of the effects did not differ when the effect of gender was controlled.    

3.5.1 Depressive Symptoms 

It was predicted that participants randomly assigned to the gratitude and priorities 

conditions would experience less of an increase in depressive symptoms over time compared to 

the control condition.  Results of the HLM provided evidence that the Condition X Time 

interaction was significant, indicating that there were significant differences in depressive 

symptoms among the three conditions over time; F(2, 180.90) = 3.75, p = .025.  Pairwise 

comparisons were conducted to examine mean differences between conditions at each of the four 

time points, and results provided evidence that none of the conditions were significantly different 

from one another at any of the time points (all p-values > .07).  The mean difference in 

depressive symptoms between the gratitude (M = 6.49, SE = 0.88) and priorities (M = 4.26, SE = 

0.89) conditions was trending toward significance at the time of the 2-month follow-up 

assessment, and the relationship was such that participants in the gratitude condition reported 

higher levels of depressive symptoms compared to participants in the priorities condition.   

Although no significant mean differences were found between conditions at each time 

point, participants in the gratitude condition experienced a significantly different rate of 

symptom change over the 2-month follow-up period compared to participants in the control 

condition; Estimate = 0.04, SE = 0.02, t(2, 181.00) = 2.14, p = .03, d = 0.32.  Specifically, 

participants in the gratitude condition reported relatively stable levels of depressive symptoms 
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over the course of the 2-month follow-up, whereas participants in the control condition reported 

a steady decrease in depressive symptoms during the study period.  Additionally, participants in 

the gratitude condition experienced a significantly different rate of symptom change over the 2-

month follow-up period compared to participants in the priorities condition; Estimate = 0.04, SE 

= 0.02, t(2, 182.02) = 2.55, p = .01, d = 0.38.  Specifically, participants in the gratitude condition 

reported relatively stable levels of depressive symptoms over the course of the 2-month follow-

up, whereas participants in the priorities condition reported a steady decrease in depressive 

symptoms during the study period.  See Figure 3 for a graphical depiction of the results.     

3.5.2 Suicidal Ideation 

It was predicted that participants randomly assigned to the gratitude and priorities 

conditions would experience less of an increase in suicidal ideation over time compared to the 

control condition.  Results of the HLM provided evidence that the Condition X Time interaction 

was not significant, indicating that there were no significant differences in suicidal ideation 

among the three intervention conditions over time; F(2, 188.68) = 0.53, p = .598.  The rate of 

change in suicidal ideation also did not significantly differ among conditions (all p-values > .32).  

See Figure 4 for a graphical depiction of the results.       

3.5.3 Satisfaction with Life 

It was predicted that participants randomly assigned to the gratitude and priorities 

conditions would experience a greater increase in satisfaction with life over time compared to the 

control condition.  Results of the HLM provided evidence that the Condition X Time interaction 

was not significant, indicating that there were no significant differences in satisfaction with life 

among the three intervention conditions over time; F(2, 169.69) = 2.06, p = .130.  Although no 

mean differences were found in satisfaction with life at each time-point as a function of 

condition, results provided evidence that participants in the priorities condition experienced a 

significantly different rate of change in satisfaction with life over the 2-month follow-up 

compared to the control condition; Estimate = -0.031, SE = 0.02, t(2, 169.07) = -2.00, p = .05, d 

= 0.31, such that participants in the control condition experienced more of an increase in 

satisfaction with life during the study period compared to participants in the priorities condition.  

The rate of change in satisfaction with life did not significantly differ among the other conditions 

(all p-values > .19).  See Figure 5 for a graphical depiction of the results.      

3.5.4 Subjective Happiness 
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It was predicted that participants randomly assigned to the gratitude and priorities 

conditions would experience a greater increase in subjective happiness over time compared to 

the control condition.  Results of the HLM provided evidence that the Condition X Time 

interaction was not significant, indicating that there were no significant differences in subjective 

happiness among the three intervention conditions over time; F(2, 169.30) = 0.81, p = .448.  The 

rate of change in subjective happiness also did not significantly differ among conditions (all p-

values > .21).  See Figure 6 for a graphical depiction of the results.        

3.6 Survival Analysis 

Survival analysis was used as a supplementary analysis to determine whether randomly 

assigned intervention condition affected the likelihood and timing of participants’ experiencing 

suicidal ideation and a marked increase in depressive symptoms during the 2-month post-

intervention follow-up period.  Measurement occurred at discrete time intervals (baseline = day 

1; immediate post-intervention follow-up = day 14; 1-month post-intervention follow-up = day 

42; 2-month post-intervention follow-up = day 70) and time to event for each participant began 

at the baseline assessment and ended at the 2-month follow-up assessment or the time at which 

the participant was lost to attrition.  A survival analysis was run for each of the primary target 

events of interest: suicidal ideation and marked increase in depressive symptoms.  Suicidal 

ideation was defined as having occurred if a participant’s score on BDI-II item 9 elevated to an 

above-zero value during the study period.  A marked increase in depressive symptoms was 

defined as having occurred if a participant’s score on the BDI-II increased by at least one 

standard deviation (7 points) during the study period.  Psychometric evaluations of the BDI-II 

have provided evidence that one standard deviation on the measure in undergraduate samples 

tends to be approximately 7 points (e.g., Dozois, Dobson, & Ahnberg, 1998; Whisman, Perez, & 

Ramel, 2000).  Analyses were conducted using the Statistical Package for the Social Sciences 

(SPSS: Version 19). 

Right censoring occurred in the current data, meaning that the data included participants 

who did not experience the target event during the observation period or who were lost to 

attrition (Clark, Bradburn, & Altman, 2003).  Methods of survival analyses were developed to be 

robust to the presence of right-censored cases (Connell, 2012).  The Kaplan-Meier method 

(Kaplan & Meier, 1958), a nonparametric method, was used in the current study due to its ability 

to provide a parsimonious comparison of survival distributions among levels of a factor.  No 
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covariates were proposed in the current analyses; thus, Cox proportional hazard models (Cox & 

Oakes, 1984), which provide a multivariate framework for integrating covariates, were not 

indicated.           

A log ranked Mantel-Cox test (Mantel, 1966) was run to determine if there were 

differences in the survival distribution for suicidal ideation among the three conditions.  The 

survival distributions for the three conditions were found to be significantly different from one 

another, χ2(2) = 7.22, p = 0.027.  Pairwise comparisons were conducted to determine which 

condition’s survival distributions were significantly different from one another.  Results provided 

evidence that the survival distribution for the gratitude condition was significantly different from 

the survival distribution for the control condition, χ2(1) = 7.18, p = 0.007, with time to suicidal 

ideation being shorter for the gratitude condition compared to the control condition.  

Specifically, the mean survival time for participants in the gratitude condition was 63.48 days 

(SE = 1.96) and 68.13 days (SE = 1.59) in the inactive control condition.  These results indicate 

that the control condition was more successful than the gratitude condition at preventing the 

future onset of suicidal ideation among high risk individuals.  There were no significant 

differences in the survival distributions between the priorities and control conditions [χ2(1) = 

2.37, p = 0.123] or between the gratitude and priorities conditions [χ2(1) = 1.54, p = 0.215].  See 

Table 5 for a summary of results.  See Figure 7 for a graph depicting cumulative survival rates 

over time by condition.       

A log ranked Mantel-Cox test (Mantel, 1966) was also run to determine if there were 

differences in the survival distribution for depressive symptoms among the three conditions.  The 

survival distributions for the three conditions were not found to be significantly different from 

one another, χ2(2) = 2.32, p = 0.314, indicating that intervention condition did not influence the 

time to which participants experienced a marked increase in depressive symptoms.  See Table 6 

for a summary of results.  See Figure 8 for a graph depicting cumulative survival rates over time 

by condition.           

3.7 Mediation 

Exploratory analyses were conducted using HLM to determine whether the significant 

effects that were found for depressive symptoms substantially reduced when each proposed 

mediator (belongingness, insomnia, gratitude, optimism) was added into a separate model as a 

covariate.  If the estimates for the effects substantially reduced when each proposed mediator 
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was added into the model, it would indicate that the proposed mediator accounted (at least 

partially) for the effect and suggest the presence of mediation, warranting formal tests for 

mediation using non-parametric bootstrapping.   

 Regarding the significant Condition X Time interaction effect on depressive symptoms 

during the study period [F(2, 180.90) = 3.75, p = .025], the effect did not substantially reduce 

when belongingness [F(2,178.31) = 5.87, p = 0.003], insomnia [F(2,180.55) = 3.33, p = 0.038], 

gratitude [F(2,177.98) = 5.58, p = 0.004], or optimism [F(2,164.05) = 4.05, p = 0.019] were 

added into the model as a covariate.  In fact, the effect became more pronounced when 

belongingness, gratitude, and optimism were controlled.  Regarding the significant difference 

that was found in the rate of change in depressive symptoms between the gratitude and control 

conditions [Estimate = 0.04, SE = 0.02, t(2, 181.00) = 2.14, p = .03], the effect did not 

substantially reduce when belongingness [Estimate = 0.04, SE = 0.02, t(2, 176.80) = 2.43, p = 

.02], insomnia [Estimate = 0.04, SE = 0.02, t(2, 180.41) = 2.15, p = .03], gratitude [Estimate = 

0.04, SE = 0.02, t(2, 178.79) = 2.56, p = .01], or optimism [Estimate = 0.04, SE = 0.02, t(2, 

178.79) = 2.56, p = .01] were added into the model as a covariate.  Finally, regarding the 

significant difference that was found in the rate of change in depressive symptoms between the 

gratitude and priorities conditions [Estimate = 0.04, SE = 0.02, t(2, 182.02) = 2.55, p = .01], the 

effect did not substantially reduce when belongingness [Estimate = 0.06, SE = 0.02, t(2, 180.15) 

= 3.30, p = .001], insomnia [Estimate = 0.04, SE = 0.02, t(2, 181.93) = 2.31, p = .02], gratitude 

[Estimate = 0.05, SE = 0.02, t(2, 178.45) = 3.13, p = .002], or optimism [Estimate = 0.04, SE = 

0.02, t(2, 163.57) = 2.49, p = .01] were added into the model as a covariate.  Given that none of 

the significant effects for depressive symptoms substantially reduced when each proposed 

mediator was added to the model, formal mediation analyses using bootstrapping were not 

conducted.
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CHAPTER FOUR 

DISCUSSION 

In the current study, participants who were currently relatively asymptomatic but who 

endorsed a self-reported history of suicidality and/or depression were randomly assigned to one 

of three intervention conditions (gratitude, priorities, control).  These at-risk participants were 

followed for two months following the intervention period to determine if the interventions were 

efficacious at preventing future symptoms of suicidality and depression.  Testing the efficacy of 

these interventions in an at-risk sample is crucial, as it is important to know whether such 

interventions are efficacious, have no effect, or are potentially harmful to a subgroup of 

individuals.  The aims of the current study were threefold.  The first aim was to determine 

whether two brief, cost-effective, and easy-to-disseminate prevention interventions (gratitude 

and priorities) were efficacious at preventing suicidality and depressive symptoms among 

individuals at risk for these conditions based on their psychological histories.  The second aim 

was to compare the efficacy of a gratitude intervention to a stringent active control condition 

(priorities) and an inactive control condition.  The third aim was to address why the two 

prevention interventions might be efficacious by testing possible mechanisms (e.g., 

belongingness, sleep quality, optimism, gratitude) through which the interventions operate.   

 Regarding the first and second aims, it was predicted that compared to the control 

condition, both the gratitude and priorities conditions would be more efficacious at improving 

well-being and preventing suicidality and depressive symptoms among individuals at high risk 

for these conditions.  Results of the primary analyses provided evidence that there were 

significant differences among the three conditions in level of depressive symptoms over time.  

Although there were no significant mean differences in depressive symptoms between conditions 

at any of the study time points, participants randomly assigned to the gratitude condition 

experienced a significantly different rate of change in depressive symptoms over the course of 

the 2-month follow-up period compared to participants randomly assigned to the priorities and 

control conditions.  The difference in rate of change in depressive symptoms was such that 

participants randomly assigned to the gratitude condition reported relatively stable levels of 

depressive symptoms over the course of the study, whereas participants randomly assigned to the 

priorities and control conditions reported a steady decrease (i.e., improvement) in depressive 
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symptoms over the course of the study.  These results suggest that among individuals at risk for 

suicidality and depression, there may be an opportunity cost associated with participating in a 

daily gratitude intervention, as participants in the gratitude condition did not experience a steady 

decrease in depressive symptoms, which was evident among those randomly assigned to the 

priorities and control conditions.  Results also provided evidence that there was not a significant 

difference in the rate of change in depressive symptoms between the priorities and control 

conditions, suggesting that although the priorities condition did not have a harmful effect on 

participants, it was not significantly more efficacious than receiving no active intervention at all.   

 Inconsistent with hypotheses, participants randomly assigned to the priorities condition 

experienced a significantly different rate of change in satisfaction with life over the 2-month 

follow-up period compared to participants randomly assigned to the control condition.  The 

relationship was such that control participants experienced a greater increase in satisfaction with 

life during the study period compared to participants in the priorities condition.  Thus, the control 

condition out-performed the priorities condition when satisfaction with life was the outcome 

variable, and the control condition out-performed the gratitude condition when depressive 

symptoms were the outcome variable.  There were no significant differences found among 

conditions related to suicidal ideation or subjective happiness.  

 Supplementary analyses were also conducted to specifically address the question of 

whether randomly assigned intervention condition differentially impacted the likelihood and 

timing of experiencing suicidal ideation and a marked increase in depressive symptoms.  Results 

provided evidence that the time to suicidal ideation was significantly shorter among participants 

randomly assigned to the control condition compared to the gratitude condition, suggesting that 

the control condition was more efficacious than the gratitude condition at preventing the future 

onset of suicidal ideation.  This finding provides additional support for the fact that the gratitude 

condition produced poorer outcomes over time compared to the inactive control condition.  No 

differences were found in the survival distributions among conditions in predicting a marked 

increase in depressive symptoms, suggesting that all conditions produced similar outcomes for 

depressive symptoms.    

 Overall, results provided evidence that among vulnerable individuals, participating in a 

gratitude intervention did not have a significant benefit for improving well-being or preventing 

suicidality and depressive symptoms above and beyond a priorities intervention or an inactive 
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control condition.  Of note, the inactive control condition merely asked participants to copy 

neutral words from one column to another; thus, participants were not asked to perform any form 

of active intervention.  These results suggest that participating in a gratitude intervention was no 

more efficacious than participating in an inactive control condition when it came to outcome 

variables related to well-being (satisfaction with life, subjective happiness).  Additionally, 

participating in a gratitude intervention was actually related to poorer outcomes compared to the 

inactive control condition when it came to the trajectory of depressive symptoms over time and 

the length of time to the future onset of suicidal ideation.  The priorities intervention condition 

was also not found to be efficacious at preventing suicidality and depression or improving well-

being above and beyond the inactive control condition.  In fact, the priorities intervention was 

related to poorer outcomes for satisfaction with life compared to the control group, and no 

significant differences on depressive symptoms, suicidal ideation, or subjective happiness 

compared to the control group.  Although additional research is necessary, these results call into 

question whether such interventions should be advertised and administered to individuals 

vulnerable to suicidality and depression.       

 Regarding the study’s third aim of evaluating the mechanisms of change for the 

interventions, no evidence was found for mediation among any of the proposed mediators 

(belongingness, sleep quality, optimism, gratitude).  Due to the fact that the effect between 

condition and outcome variable did not substantially reduce when each proposed mediator was 

entered into the model, formal mediation analyses were not conducted. 

 The results of the current study are inconsistent with the results of studies testing the 

efficacy of gratitude interventions in non-clinical samples.  Specifically, gratitude interventions 

have been found to be effective at improving factors strongly associated with well-being, such as 

positive affect, optimism, connection with others, happiness, life satisfaction, time spent 

sleeping, and sleep quality (e.g., Emmons & McCullough, 2003; Seligman et al., 2005).  

Additionally, gratitude interventions have been found to reduce depressive symptoms among 

non-clinical samples (e.g., Gander et al., 2013; Senf & Liau, 2013).  One study to date has tested 

the efficacy of a gratitude intervention among psychiatric inpatients that were hospitalized due to 

suicidal thoughts and behaviors, and results provided evidence that the gratitude intervention 

contributed to an improvement in levels of hopelessness and optimism (Huffman et al., 2014).  

However, a limitation of the study was that it did not include a control condition, making it 
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unclear whether the gratitude intervention or the passage of time was responsible for the 

symptom improvements.    

 There are several explanations for why the gratitude and priorities interventions were not 

found to be efficacious above and beyond the control condition.  First, focusing specifically on 

the gratitude intervention, results provided evidence that the gratitude condition did not actually 

have its intended effect of leading to increased levels of gratitude.  Second, among this at-risk 

sample, it is possible that a more potent dose of a prevention intervention that is more directly 

related to risk factors for these conditions is warranted.   

 First, contrary to expectations, participants randomly assigned to the gratitude condition 

did not actually experience increases in gratitude from the baseline assessment to the immediate 

post-intervention assessment, and there were also no significant differences found among 

conditions in gratitude levels over time.  Previous studies that have tested the efficacy of 

gratitude interventions in non-clinical samples have found that gratitude interventions lead to 

increases in gratitude compared to control conditions (e.g., Emmons & McCullough, 2003).  

Given that higher levels of gratitude have been found to be associated with lower levels of 

suicidal ideation and attempts (Li et al., 2012) and greater resiliency to suicidality in the face of 

risk factors (e.g., Kleiman et al., 2013a; Kleiman et al., 2013b), it is possible that the gratitude 

intervention in the current study was not found to be efficacious because it did not actually lead 

to increases in gratitude.  Of note, the current study utilized a gratitude intervention that was 

identical to the intervention used by Emmons and McCullough (2003), with the exception that 

the intervention in the current study was conducted online.  In light of this, the results of the 

current study provide evidence that gratitude interventions similar to the ones that have been 

tested in non-clinical samples and that are heavily promoted in the self-help literature may not be 

efficacious at cultivating gratitude among a sample of individuals vulnerable to suicidality and 

depression.   

There are several possible explanations for why the gratitude intervention did not 

cultivate gratitude in this study.  First, given that the intervention was administered online, it is 

possible that participants did not have their full attention focused on the intervention activity 

(i.e., they may have been checking e-mail, chatting with friends, etc. and not reflecting on the 

activity).  Second, it is possible that among individuals who have a history of suicidality and/or 

depression, gratitude may be more difficult to cultivate and higher doses of the intervention (e.g., 
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completing a gratitude list daily for longer than two weeks) or more potent interventions may be 

required to cultivate gratitude among these individuals.   Writing and delivering gratitude letters 

has been found to be an effective method of cultivating gratitude while also introducing an 

element of interpersonal interaction (e.g., Toepfer, Cichy, & Peters, 2012).  Another possible 

reason why gratitude did not increase among individuals in the gratitude condition is that 

reflecting on things for which one is grateful may be difficult for individuals with a lifetime 

history of suicidality and/or depression because they may have negative cognitive styles 

(Abramson, Metalsky, & Alloy, 1989; Beck, 1967; Nolen-Hoeksema, 2000), which may make it 

more difficult for them to think of things for which they are grateful and may even lead them to 

feel worse about themselves if they have difficulty feeling gratitude.  Consistent with this 

explanation, previous research has provided evidence that positive psychology interventions 

have the potential to have different effects among those with high and low trait self-esteem, and 

that some techniques have even been found to have adverse effects for those with low self-

esteem (e.g., Wood, Perunovic, & Lee, 2009; Hames & Joiner, 2012).   

 A second explanation for why the gratitude and priorities interventions may not have 

been found to be efficacious in the current study is that among individuals vulnerable to suicide 

and depression, a more potent prevention intervention that more directly targets risk factors for 

suicidality and depression may be warranted.  In the field of positive psychology, a common 

practice is to examine the characteristics and habits of individuals who are already flourishing 

and then conclude that engaging in a specific behavior (e.g., writing gratitude lists) will improve 

the well-being of all people.  This method can be problematic, as it often means that the 

promoted techniques have not been tested among those who are not flourishing.  Not only do the 

results of the current study emphasize the necessity of testing the efficacy of positive psychology 

interventions among individuals who are at risk for psychopathology (Hames & Joiner, 2011), 

but they also highlight the possibility that trying to bolster psychological strengths such as 

gratitude among vulnerable individuals may not be an efficacious strategy for preventing future 

suicidality and depression.   

Instead, more potent prevention intervention protocols that more directly focus on 

reducing the impact of known risk factors for these conditions (e.g., social isolation, insomnia, 

agitation, negative cognitive style) may be indicated.  For instance, although the priorities 

intervention used in the current study was based on behavioral activation principles, it was not 
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designed to be a self-guided version of behavioral activation.  It is possible that a more potent 

dose of behavioral activation could serve as an efficacious prevention intervention protocol for 

vulnerable individuals if it was based on the full model of behavioral activation and included a 

component of accountability for completing the planned daily activities.  Additionally, a self-

guided version of cognitive-behavior therapy (CBT) for insomnia may be a more efficacious way 

to help minimize sleep disturbances and in turn reduce risk for suicidality and depression.  To 

date, the three interventions that have been found to be efficacious at preventing suicide (While 

et al., 2012; Fleischmann et al., 2008; Motto & Bostrom, 2001) can be considered belongingness 

interventions that bolstered feelings of social connection among at-risk individuals.  Although 

these interventions were simple (i.e., the interventions consisted of sending caring letters or 

follow-up contact to at-risk patients who had been in psychiatric treatment), future research 

would benefit from testing the efficacy of variations of these types of interventions.        

4.1 Strengths 

The current study had several strengths.  First, a sample of individuals who were at-risk 

for suicidality and depression was recruited, thus allowing the efficacy of these two prevention 

interventions to be tested among individuals vulnerable to these conditions based on their 

psychological history.  Of note, the majority of the sample reported a history of either a suicide 

attempt or marked suicidal ideation that included a plan for suicide.  Based on lifetime 

prevalence estimates, 13.5% of the population report experiencing suicidal ideation, 3.9% report 

experiencing a plan for suicide, and 4.6% report a suicide attempt in their lifetime (Kessler et al., 

1999).  These lifetime prevalence rates equate to a substantial number of individuals who are 

living with a lifetime history of these conditions, thus highlighting the importance of testing the 

efficacy of interventions among individuals who may be relatively asymptomatic at the current 

time, but who have a lifetime history of suicidality or depression.  Although a comparison group 

without a lifetime history of these conditions was not included in the current study, results 

provide evidence that a gratitude intervention that has been widely tested among non-clinical 

populations and a novel priorities intervention were no more efficacious than the inactive control 

condition at improving well-being and improving future symptoms of suicidality and depression.  

In fact, compared to the priorities and inactive control conditions, the gratitude intervention was 

associated with poorer outcomes related to the trajectory of depressive symptoms and length of 
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time to suicidal ideation, which emphasizes the need to test the efficacy of interventions in 

vulnerable samples before they are widely disseminated to the public.  

 Additional strengths of the current study included the use of block randomization, the 

inclusion of a 2-month post-intervention follow-up assessment, and the use of HLM to run the 

primary analyses.  Block randomization strategies were used to assign participants to conditions 

based on the most severe symptom they endorsed in their lifetime, thus ensuring that lifetime 

symptom severity was equally distributed among the three conditions.  Additionally, the 

inclusion of a 2-month post-intervention follow-up assessment allowed for analyses to be 

conducted looking at whether the intervention conditions had a lasting impact on symptoms 

beyond the immediate post-intervention time point.  Finally, the use of HLM to conduct the 

primary analyses was a strength due to its ability to account for repeated assessments of 

participants over time without inflating type 1 error rates, and also due to the fact that it allowed 

participants with missing data at follow-up to be included in analyses.  Although attrition was 

minimal in the current study, the use of ML maximized data retention in the presence of attrition.           

4.2 Limitations and Future Directions 

Limitations of the current study included the use of self-report methods of measurement, 

the broad instructions for gratitude and priorities conditions, and the fact that items were not 

included in the follow-up assessments to assess whether participants continued using their 

randomly assigned intervention technique after the completion of the formal intervention period.  

First, the sole use of self-report measures to assess the constructs of interest was a limitation of 

the current study, as this measurement strategy does not allow for participants to clarify their 

responses, the clinician to ask follow-up questions, or for clinical judgment to be used in 

determining whether a particular symptom or disorder meets the threshold for endorsement.  

Despite the limitations of self-report measures, increasing the anonymity of reporting symptoms 

via filling out measures on a computer instead of in a face-to-face interview has been found to 

encourage more honest symptom reporting of mental health issues like suicidality and depression 

in military samples (Warner et al., 2011).  Additionally, well-validated symptom measures were 

used in the current study, and the rates of endorsement for the items used in the screening of 

participants were compared to known prevalence rates of the conditions that were being 

assessed.  It would be fruitful for future research on this topic to use clinical interviews to assess 
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for lifetime history of suicidality and depression to ensure that the constructs of interest are being 

accurately assessed.    

 Second, the interventions included broad instructions that did not ask participants to 

reflect on a particular type of gratitude (e.g., interpersonal) or to select priorities that were 

consistent with their values.  Although the instructions used in this study were consistent with 

those used in previous research (e.g., Emmons & McCullough, 2003), it is possible that more 

specific instructions that asked participants to reflect on people in their lives that they were 

grateful for each day or to focus on priorities that involved social connection might have been 

more efficacious for the specific purpose of preventing suicidality and depressive symptoms.  

Future research should aim to determine whether these interventions might be more efficacious if 

they include instructions that guide participants to focus on interpersonal relationships, as such 

interventions may have the potential to help increase feelings of interpersonal connection.  

 Third, items were not included in the follow-ups to assess whether the participants 

continued to complete the task from their randomly assigned intervention condition after the 14 

day intervention period ended.  Data on whether participants were continuing to complete the 

daily tasks either mentally or in writing following the formal intervention period would have 

been useful to assess whether the interventions differentially impacted the likelihood of 

independently continuing to use the technique, which may have impacted the intervention’s 

efficacy at preventing symptoms over time.  Future research on prevention interventions similar 

to these would benefit from the inclusion of brief assessments of technique use following the 

formal intervention period.   

4.3 Conclusion 

 Overall, results suggest that participating in a gratitude or priorities intervention may not 

be an efficacious means of improving well-being and preventing suicidality and depressive 

symptoms among vulnerable individuals with a history of suicidality and/or depression. Results 

provided evidence that participants in the gratitude condition experienced a poorer trajectory of 

depressive symptoms over time, a shorter length of time to suicidal ideation, and equivalent 

trajectories of life satisfaction and subjective happiness compared to participants in the control 

condition.  Results also provided evidence that participants in the priorities condition 

experienced a poorer trajectory of satisfaction with life, and equivalent trajectories of depressive 

symptoms, suicidal ideation, and subjective happiness compared to participants in the control 
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condition.  Therefore, these results suggest that at best, there may be an opportunity cost 

associated with participating in these interventions, and at worst, there may be harm associated 

with participating in these interventions for individuals with a lifetime history of suicidality 

and/or depression.  Future research should continue to test the efficacy of positive psychology 

interventions among vulnerable individuals before techniques and interventions are endorsed to 

the public via self-help campaigns.  
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Table 1 
Descriptive Statistics for the Full Sample and by Condition 

 

 
 All Eligible 

Participants Gratitude Priorities Control χ2/F p 

N 192 66 64 62   
Sex     3.33 0.19 
     Male 36 (18.7%) 17 (25.8%) 9 (14.1%) 10 (16.1%)   
     Female 156 (81.3%) 49 (74.2%) 55 (85.9%) 52 (83.9%)   
Age (Range = 18-64) 20.36 (SD = 5.08) 21.11 (SD = 6.96) 19.51 (SD = 2.40) 20.47 (SD = 4.73) 1.58 0.21 
Race     4.26 0.83 
     Caucasian 153 (79.7%) 51 (77.3%) 52 (81.3%) 50 (80.6%)   
     African American 20 (10.4%) 7 (10.6%) 7 (10.9%) 6 (9.7%)   
     Asian 8 (4.2%) 2 (3.0%) 2 (3.1%) 4 (6.5%)   
     American             
     Indian/Alaskan 
     Native 

3 (1.6%) 1 (1.5%) 1 (1.6%) 1 (1.6%)   

     Other 8 (4.1%) 5 (7.6%) 2 (3.1%) 1 (1.6%)   
Ethnicity     1.16 0.56 
     Hispanic/Latino 40 (20.7%) 11 (16.7%) 14 (21.9%) 15 (24.2%)   
     Not 152 (79.3%) 55 (83.3%) 50 (78.1%) 47 (75.8%)   

Most Severe 
Symptom 

    0.07 0.99 

     Attempt History 58 (30.2%) 20 (30.3%) 20 (31.3%) 18 (29.0%)   
     Ideation History 73 (38.0%) 25 (37.9%) 24 (37.5%) 24 (38.7%)   
     MDE History 61 (31.8%) 21 (31.8%) 20 (31.3%) 20 (32.3%)   
Current Treatment     0.05 0.98 
     Yes 23 (12.0%) 8 (12.1%) 8 (12.5%) 7 (11.3%)   
     No 169 (88.0%) 58 (87.9%) 56 (87.5%) 55 (88.7%)   

Lifetime Treatment     0.50 0.78 
     Yes 99 (51.6%) 36 (54.5%) 31 (48.4%) 32 (51.6%)   
     No 91 (47.4%) 29 (43.9%) 32 (50.0%) 30 (48.4%)   
Psychiatric 

Hospitalization 
History 

    0.79 0.67 

     Yes 22 (11.5%) 6 (9.1%) 9 (14.1%) 7 (11.3%)   
     No 170 (88.5%) 60 (90.9%) 55 (85.9%) 55 (88.7%)   

Current Medication     0.60 0.74 
     Yes 33 (17.2%) 13 (19.7%) 11 (17.2%) 9 (14.5%)   
     No 159 (82.8%) 53 (80.3%) 53 (82.8%) 53 (85.5%)   
NSSI History     0.93 0.63 
     Yes 90 (46.9%) 33 (50%) 31 (48.4%) 26 (41.9%)   
     No 102 (53.1%) 33 (50%) 33 (51.6%) 36 (58.1%)   
BDI-II 7.26 (SD = 4.84) 6.68 (SD = 4.82) 7.48 (SD = 4.71) 7.63 (SD = 5.01) 0.72 0.49 
DSISS 0.17 (SD = 0.62) 0.17 (SD = 0.48) 0.21 (SD = 0.72) 0.13 (SD = 0.65) 0.23 0.80 
SWLS 22.63 (SD = 6.69) 22.42 (SD = 6.63) 23.00 (SD = 6.99) 22.45 (SD = 6.53) 0.15 0.86 

SHS 18.63 (SD = 4.84) 18.45 (SD = 4.79) 18.81 (SD = 5.10) 18.63 (SD = 4.68) 0.09 0.91 

 

 

Note. NSSI = Non-suicidal self-injury; BDI -II= Beck Depression Inventory-II; DSISS = Depressive Symptom Inventory  - 
Suicide Subscale; SWLS = Satisfaction with Life Scale; SHS = Subjective Happiness Scale.  
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Table 2 
Means, Standard Deviations, and Correlations among Primary Outcome Variables at All Time Points 

 

 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

1.  BDI-T1  - - - - - - - - - - - - - - - - 
2.  DSI-SS-T1 .08 - - - - - - - - - - - - - - - 
3.  SWLS-T1 -.44** -.19* - - - - - - - - - - - - - - 
4.  SHS-T1 -.27** -.19** .53** - - - - - - - - - - - - - 
5.  BDI-T2 .61** .25** -.47** -.28** - - - - - - - - - - - - 
6.  DSI-SS-T2 .17* .37** -.20** -.06 .29** - - - - - - - - - - - 
7.  SWLS-T2 -.41** -.19* .78** .48** -.59** -.27** - - - - - - - - - - 
8.  SHS-T2 -.28** -.26** .54** .83** -.44** -.17* .59** - - - - - - - - - 
9.  BDI-T3 .43** .30** -.34** -.30** .62** .33** -.43** -.41** - - - - - - - - 
10. DSI-SS-T3 .07 .14 -.18* -.19* .24** .43** -.27** -.25** .63** - - - - - - - 
11. SWLS-T3 -.34** -.29** .72** .47** -.50** -.29** .78** .57** -.59** -.41** - - - - - - 
12. SHS-T3 -.19* -.26** .45** .80** -.39** -.15* .55** .83** -.50** -.36** .64** - - - - - 
13. BDI-T4 .26** .30** -.31** -.30** .44** .24** -.35** -.40** .64** .41** -.44** -.42** - - - - 
14. DSI-SS-T4 .07 .06 -.08 -.15 .08 .15 -.13 -.18* .21** .36** -.17* -.24** .38** - - - 
15. SWLS-T4 -.29** -.20* .68** .43** -.46** -.27** .68** .53** -.47** -.32** .80** .55** -.50** -.13 - - 
16. SHS-T4 -.17* -.22** .47** .70** -.35** -.12 .54** .79** -.47** -.33** .56** .82** -.48** -.23** .67** - 

M 7.26 0.17 22.63 18.63 7.18 0.11 24.04 19.19 6.15 0.32 25.00 19.49 5.15 0.20 25.12 18.77 
SD 4.84 0.62 6.69 4.84 5.71 0.48 7.17 4.96 6.47 1.03 7.20 5.24 6.68 0.76 7.33 5.45 

 

 

Note.  BDI-T1 = Beck Depression Inventory – Baseline; DSI-SS-T1 = Depressive Symptom Inventory – Suicide Subscale – Baseline; SWLS-T1 = Satisfaction With Life Scale – 
Baseline; SHS-T1 = Subjective Happiness Scale – Baseline; BDI-T2 = Beck Depression Inventory – Immediate Post-Intervention; DSI-SS-T2 = Depressive Symptom Inventory – 
Suicide Subscale – Immediate Post-Intervention; SWLS-T2 = Satisfaction With Life Scale – Immediate Post-Intervention; SHS-T2 = Subjective Happiness Scale – Immediate 
Post-Intervention; BDI-T3 = Beck Depression Inventory – 1-Month Follow-Up; DSI-SS-T3 = Depressive Symptom Inventory – Suicide Subscale – 1-Month Follow-Up; SWLS-
T3 = Satisfaction With Life Scale – 1-Month Follow-Up; SHS-T3 = Subjective Happiness Scale – 1-Month Follow-Up; BDI-T4 = Beck Depression Inventory – 2-Month Follow-
Up; DSI-SS-T4 = Depressive Symptom Inventory – Suicide Subscale – 2-Month Follow-Up; SWLS-T4 = Satisfaction With Life Scale – 2-Month Follow-Up; SHS-T4 = 
Subjective Happiness Scale – 2-Month Follow-Up.  *=p<.05; **=p<.01 
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Table 3 
Estimated Marginal Means and Raw Means for each Outcome Variable at each Time Point by 

Condition 

 

 
  Estimated Marginal Means and Standard Errors 

  Gratitude Priorities Control 
Measure Time M SE M SE M SE 

BDI-II Baseline 6.71 0.61 7.74 0.61 7.79 0.62 
 Post-Intervention 6.67 0.57 7.08 0.57 7.23 0.58 
 1-month 6.58 0.65 5.67 0.65 6.03 0.66 
 2-month 6.49 0.88 4.26 0.89 4.83 0.89 

DSI-SS Baseline 0.15 0.07 0.20 0.07 0.12 0.07 
 Post-Intervention 0.19 0.06 0.21 0.06 0.12 0.06 
 1-month 0.26 0.07 0.23 0.07 0.13 0.07 
 2-month 0.33 0.11 0.25 0.11 0.13 0.11 

SWLS Baseline 22.97 0.81 23.55 0.82 22.96 0.84 
 Post-Intervention 23.44 0.79 23.88 0.80 23.69 0.81 
 1-month 24.46 0.82 24.60 0.82 25.27 0.84 
 2-month 25.47 0.94 25.32 0.96 26.84 0.96 

SHS Baseline 18.65 0.59 19.19 0.59 19.00 0.60 
 Post-Intervention 18.83 0.57 19.20 0.58 19.08 0.59 
 1-month 19.24 0.60 19.25 0.61 19.27 0.62 
 2-month 19.64 0.69 19.29 0.70 19.45 0.70 

  Raw Means and Standard Deviations 

  Gratitude Priorities Control 
Measure Time M SD M SD M SD 

BDI-II Baseline 6.68 4.82 7.48 4.71 7.63 5.01 
 Post-Intervention 6.74 5.25  7.25 5.69 7.58 6.26 
 1-month 6.76 6.65 5.87 6.92 5.79 5.91 
 2-month 6.55 7.69 4.04 5.72 4.87 6.37 

DSI-SS Baseline 0.17 0.48 0.21 0.72 0.13 0.65 
 Post-Intervention 0.11 0.45 0.13 0.52 0.08 0.47 
 1-month 0.38 1.01 0.40 1.18 0.19 0.89 
 2-month 0.29 0.97 0.20 0.80 0.11 0.46 

SWLS Baseline 22.42 6.63 23.00 6.99 22.45 6.54 
 Post-Intervention 23.74 6.88 24.44 7.26 23.92 7.47 
 1-month 24.26 7.38 24.84 7.50 25.89 6.75 
 2-month 24.88 7.38 24.51 8.16 25.92 6.50 

SHS Baseline 18.45 4.79 18.81 5.10 18.63 4.68 
 Post-Intervention 18.87 5.25 19.44 5.03 19.25 4.64 
 1-month 19.14 5.29 19.54 5.62 19.79 4.88 
 2-month 19.33 5.65 18.24 5.91 18.72 4.83 

 

 

Note. BDI-II =Beck Depression Inventory-II; DSI-SS= Depressive Symptom Inventory – 
Suicidality Subscale; SWLS=Satisfaction with Life Scale; SHS=Subjective Happiness Scale.  
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Table 4 
HLM Estimates for Fixed Effects, Rate of Change, and Variance Components for each Outcome Variable 

 

 

 BDI-II DSI-SS SWLS SHS 

 Estimate SE Estimate SE Estimate SE Estimate SE 

Fixed Effects         

     Intercept 7.829*** 0.629 0.122 0.069 22.906*** 0.842 18.989*** 0.604 

     Gratitude -1.115 0.877 0.026 0.096 0.025 1.173 -0.359 0.841 

     Priorities -0.039 0.881 0.074 0.097 0.615 1.180 0.194 0.847 

     Control -0.043** 0.013 0.000 0.002 0.056*** 0.011 0.007 0.007 

Rate of Change         

     Intercept -0.043** 0.013 0.000 0.002 0.056*** 0.011 0.007 0.007 

     Gratitude  0.040* 0.018 0.003 0.003 -0.020 0.015 0.008 0.010 

     Priorities -0.008 0.019 0.001 0.003 -0.031* 0.015 -0.005 0.010 

     Control -0.043* 0.013 0.000 0.002 0.056*** 0.011 0.007 0.007 

Variance Components         

     Level 1 Within-
Person 

12.448*** 0.949 0.402 0.030*** 10.873*** 0.841 4.231*** 0.327 

     Level 2 Intercept 16.657*** 2.562 0.043 0.034 37.049*** 4.512 19.928*** 2.317 

     Level 2 Slope  0.005*** 0.001 3.968 0.000 0.003** 0.001 0.001*** 0.000 

     Level 2 Covariance -0.046 0.041 0.001 0.001 -0.030 0.044 -0.008 0.020 

 

 

Note. BDI-II=Beck Depression Inventory-II; DSI-SS=Depressive Symptom Inventory – Suicidality Subscale; SWLS=Satisfaction with Life Scale; 
SHS=Subjective Happiness Scale. *p<.05; **p<.01; ***p<.001 
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Table 5 
Results for Survival Analysis – Suicidal Ideation 

 

 

 Condition 
 Gratitude (N = 66) Priorities (N = 64) Control (N = 62) 

Number of Events 13 (19.7%) 8 (12.5%) 3 (4.8%) 
Number Censored 53 (80.3%) 56 (87.5%) 59 (92.2%) 
Proportion Surviving By Time    
     Day 14 .95 .96 .97 
     Day 42 .82 .89 .97 
     Day 70 .77 .87 .95 
Mean Survival Time in Days (SE) 63.48 (1.96) 65.91 (1.64) 68.84 (1.59) 

 

 

 

 

Table 6 
Results for Survival Analysis – Depressive Symptoms 

 

 

 Condition 
 Gratitude (N = 66) Priorities (N = 64) Control (N = 61) 

Number of Events 13 (19.7%) 7 (10.9%) 8 (13.1%) 
Number Censored 53 (80.3%) 57 (89.1%) 53 (86.9%) 
Proportion Surviving By Time    
     Day 14 .93 .93 .87 
     Day 42 .84 .90 .87 
     Day 70 .78 .88 .87 
Mean Survival Time in Days (SE) 63.63 (2.04) 65.55 (1.93) 62.53 (2.46) 
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Figure 1 - Participant Flow throughout Study 
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Figure 2 - Level of Gratitude over Time by Condition  

 
 

 

 
Figure 3 - Level of Depressive Symptoms over Time by Condition  
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Figure 4 - Level of Suicidal Ideation over Time by Condition  

 
 
 

 
 
Figure 5 - Level of Satisfaction with Life over Time by Condition  
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Figure 6 - Level of Subjective Happiness over Time by Condition 

 

 
 
Figure 7 - Survival of Suicidal Ideation over Time by Condition 
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Figure 8 - Survival of Depressive Symptoms over Time by Condition 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL FORM 1 

The Florida State University 
Office of the Vice President For Research 
Human Subjects Committee 
Tallahassee, Florida 32306-2742 
(850) 644-8673 ·  FAX (850) 644-4392 
 
APPROVAL MEMORANDUM 
 
Date: 6/28/2012 
 
To: Jennifer Hames 
 
Dept.: PSYCHOLOGY DEPARTMENT 
 
From:   Thomas L. Jacobson, Chair 
 
Re:     Use of Human Subjects in Research 
Testing the Efficacy of a Gratitude Intervention in Individuals at Risk for Suicide and Depression 
 
The application that you submitted to this office in regard to the use of human subjects in the research proposal 
referenced above has been reviewed by the Human Subjects Committee at its meeting on 06/13/2012.  Your project 
was approved by the Committee. 
 
The Human Subjects Committee has not evaluated your proposal for scientific merit, except to weigh the risk to the 
human participants and the aspects of the proposal related to potential risk and benefit. This approval does not 
replace any departmental or other approvals, which may be required. 
 
If you submitted a proposed consent form with your application, the approved stamped consent form is attached to 
this approval notice.  Only the stamped version of the consent form may be used in recruiting research subjects. 
 
If the project has not been completed by 6/12/2013 you must request a renewal of approval for continuation of the 
project. As a courtesy, a renewal notice will be sent to you prior to your expiration date; however, it is your 
responsibility as the Principal Investigator to timely request renewal of your approval from the Committee. 
 
You are advised that any change in protocol for this project must be reviewed and approved by the Committee prior 
to implementation of the proposed change in the protocol.  A protocol change/amendment form is required to be 
submitted for approval by the Committee.  In addition, federal regulations require that the Principal Investigator 
promptly report, in writing any unanticipated problems or adverse events involving risks to research subjects or 
others. 
 
By copy of this memorandum, the Chair of your department and/or your major professor is reminded that he/she is 
responsible for being informed concerning research projects involving human subjects in the department, and should 
review protocols as often as needed to insure that the project is being conducted in compliance with our institution 
and with DHHS regulations. 
 
This institution has an Assurance on file with the Office for Human Research Protection. The Assurance Number is 
FWA00000168/IRB number IRB00000446. 
 
Cc: Thomas Joiner, Advisor 
HSC No. 2012.8330 

tel:%28850%29%20644-8673
tel:%28850%29%20644-4392
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APPENDIX B 

HUMAN SUBJECTS APPROVAL FORM 2 

The Florida State University 
Office of the Vice President For Research 
Human Subjects Committee 
Tallahassee, Florida 32306-2742 
(850) 644-8673 ·  FAX (850) 644-4392 
 
APPROVAL MEMORANDUM (for change in research protocol) 
 
Date: 6/20/2013 
 
To: Jennifer Hames 
 
From:   Thomas L. Jacobson, Chair 
 
Re:     Use of Human Subjects in Research (Approval for Change in Protocol) 
Project entitled: Testing the Efficacy of a Gratitude Intervention in Individuals at Risk for Suicide and Depression 
 
The form that you submitted to this office in regard to the requested change/amendment to your research protocol 
for the above-referenced project has been reviewed and approved. 
 
If the project has not been completed by 5/7/2014, you must request a renewal of approval for continuation of the 
project. As a courtesy, a renewal notice will be sent to you prior to your expiration date; however, it is your 
responsibility as the Principal Investigator to timely request renewal of your approval from the Committee. 
 
By copy of this memorandum, the chairman of your department and/or your major professor is reminded that he/she 
is responsible for being informed concerning research projects involving human subjects in the department, and 
should review protocols as often as needed to insure that the project is being conducted in compliance with our 
institution and with DHHS regulations. 
 
This institution has an Assurance on file with the Office for Human Research Protection. The Assurance Number is 
FWA00000168/IRB number IRB00000446. 
 
Cc: Thomas Joiner, 
HSC No. 2013.10740 
 
 
 
 
 
 
 
 
 
 
 
 
 

tel:%28850%29%20644-8673
tel:%28850%29%20644-4392
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APPENDIX C 

HUMAN SUBJECTS APPROVAL FORM 3 

The Florida State University 
Office of the Vice President For Research 
Human Subjects Committee 
Tallahassee, Florida 32306-2742 
(850) 644-8673 ·  FAX (850) 644-4392 
 
RE-APPROVAL MEMORANDUM 
 
Date: 3/21/2014 
 
To: Jennifer Hames 
 
Dept.: PSYCHOLOGY DEPARTMENT 
 
From:   Thomas L. Jacobson, Chair 
 
Re:     Re-approval of Use of Human subjects in Research 
Testing the Efficacy of a Gratitude Intervention in Individuals at Risk for Suicide and Depression 
 
Your request to continue the research project listed above involving human subjects has been approved by the 
Human Subjects Committee. If your project has not been completed by 3/11/2015, you must request a renewal of 
approval for continuation of the project. As a courtesy, a renewal notice will be sent to you prior to your expiration 
date; however, it is your responsibility as the Principal Investigator to timely request renewal of your approval from 
the committee. 
 
If you submitted a proposed consent form with your renewal request, the approved stamped consent form is attached 
to this re-approval notice.  Only the stamped version of the consent form may be used in recruiting of research 
subjects. You are reminded that any change in protocol for this project must be reviewed and approved by the 
Committee prior to implementation of the proposed change in the protocol.  A protocol change/amendment form is 
required to be submitted for approval by the Committee. In addition, federal regulations require that the Principal 
Investigator promptly report in writing, any unanticipated problems or adverse events involving risks to research 
subjects or others. 
 
By copy of this memorandum, the Chair of your department and/or your major professor are reminded of their 
responsibility for being informed concerning research projects involving human subjects in their department.  They 
are advised to review the protocols as often as necessary to insure that the project is being conducted in compliance 
with our institution and with DHHS regulations. 
 
Cc: 
HSC No. 2014.12329

tel:%28850%29%20644-8673
tel:%28850%29%20644-4392
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APPENDIX D 
 

INFORMED CONSENT FORM 

Purpose of the research: The purpose of this study is to examine the effectiveness of an intervention aimed at 
improving mood and well-being.  We are also interested in assessing whether this intervention has the potential to 
prevent future symptoms of psychopathology.  The broader goal of this research is to identify factors that may help 
us better understand the prevention of psychopathology and suicidal behavior and develop more effective treatments 
for these problems.   
 
Procedures for the research: If you agree to participate, you will complete a set of questionnaires at 4 points in 
time over the course of 10 weeks.  The questionnaires will ask you about you mood and feelings about yourself and 
others.  The first set of questionnaires will be completed on the computer in the laboratory, and the remaining four 
sets of questionnaires will be completed online from any location with internet access.  Each set of questionnaires 
will take approximately one hour to complete.  After the first set of questionnaires is completed, participants will be 
randomly assigned to complete one of three brief online forms about their day every day for the next 2 weeks.  The 
daily online forms should each take approximately 5 minutes to complete.  Over the course of the study, the total 
length of time participants will be asked to spend on tasks will be approximately 5 ½ hours.      
 
Potential risks of discomforts: Participating in the questionnaires may involve recalling sad or upsetting memories. 
Some of the questions may be sensitive, and you can decide not to answer any questions you wish. A list of names 
and phone numbers of clinics and mental health professionals will be provided to you. After you complete the 
questionnaires (online or in the laboratory), the experimenter will look at your responses to the questions about 
suicide. If your responses indicate that you may be at risk for suicide, the experimenter will contact you to conduct a 
risk assessment. This will be done for your safety. 
 
Potential benefits to you or others: Participants who are randomly assigned to an intervention condition may 
benefit from participating in an intervention that aims to prevent future symptoms of psychopathology.  Participants 
who are randomly assigned to continue their daily lives as usual will not benefit personally from being in this study.  
However, we hope that others in the future might benefit from this study because results may shape the way we 
understand risk factors for psychopathology and suicide and contribute to improved prevention and treatment. 
 
Compensation: You will receive compensation for your participation in this study.  Students who sign up to 
participate in the study though the Psychology Department participant pool for course credit will be compensated 
with up to 3 participant credits if they successfully complete the first three time points of the study (1 credit for 
baseline, 1 credit for post-intervention, and 1 credit for 1 month follow-up).  Students will be compensated with $15 
for completing the 2 month follow-up assessment.  Participants recruited from the Tallahassee area have the 
potential to earn up to a total of $60.00 by successfully completing all study time points.  Payment will be disbursed 
upon the successful completion of each time point of the study ($15 for baseline, $15 for post-intervention, $15 for 1 
month follow-up, and $15 for 2 month follow-up).  Participants will not receive compensation for study time points 
in which they do not participate.   
 
Confidentiality: The records of this study will be kept private and confidential to the extent permitted by law. In 
any sort of report we might publish, we will not include any information that will make it possible to identify a 
subject. Research records will be stored securely and only researchers will have access to the records. 
 
Voluntary nature of the study: Participation in this study is voluntary. Your decision whether or not to participate 
will not affect your current or future relations with the University. If you decide to participate, you are free to not 
answer any question or withdraw at any time without affecting those relationships. 
 
Contacts and questions: This study is being conducted by Jennifer Hames, a graduate student in clinical 
psychology and Dr. Thomas Joiner (e-mail: joiner@psy.fsu.edu; office: B436 PDB; phone: (850) 644-1454), a 
professor of clinical psychology.  If you have any questions, you are encouraged to contact Jennifer Hames via e-
mail (hames@psy.fsu.edu) or phone (850-644-9362), and you will receive a prompt reply.   
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If you have any questions or concerns regarding this study and would like to talk to someone other than the 
researcher(s), you are encouraged to contact the FSU IRB at 2010 Levy Street, Research Building B, Suite 276, 
Tallahassee, FL 32306-2742, or 850-644-8633, or by email at humansubjects@magnet.fsu.edu. 
 
Additionally, you may contact any of the following organizations if you are feeling distressed: 
 
FSU Crisis Management Unit: 850-644-1234 

 
Helpline: a 24-hour crisis hotline, based in Tallahassee: Dial 211 

 

Hopeline: a national suicide prevention hotline: Dial 1-800-273-TALK (8255) 

 

FSU Psychology Clinic: 850-644-3006 

 
FSU Student Counseling Center: 850-644-2004 
 
Statement of Consent. I have read the above information, and I understand the nature of the research project. I am 
at least 18 years of age and have decided to participate having read the information provided above. I understand 
that my participation is voluntary and that I retain the right to withdraw my consent at any time without penalty. 
 
 
 
___________________________                                        _____________________ 
Signature                           Date 
 
___________________________          _____________________  

Signature of Investigator                                          Date 
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