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ABSTRACT 

 
Religiosity has repeatedly been shown to be associated with reduced suicidal behavior. Proposed 

explanations for this effect have alluded to constructs related to the interpersonal theory of suicide 

(i.e., Perceived Burdensomeness, Thwarted Belongingness, and Acquired Capability), as well as 

to two other predictors of suicidal behavior (i.e., Meaning in Life and Hopelessness). This study 

examined in 424 participants, whether the above-mentioned constructs mediated the negative 

relationship between religiosity and suicidal behavior in single-mediator path analysis models as 

well as in a competitive multiple mediator model. Results indicated that Thwarted Belongingness, 

Acquired Capability, Presence of Meaning in Life, and Hopelessness in combination with 

religiosity, age, gender, and race predicted 24.9% of the variance in suicidal behavior. The 

combined indirect effect of the proposed mediating constructs accounted for more than 50% of the 

total association between religiosity and suicidal behavior, reducing the direct association between 

religiosity and suicidal behavior to non-significance (i.e., full mediation). In follow-up single-

mediator tests, Meaning in Life was the only construct that fully mediated the association between 

all dimensions of religiosity and suicidal behavior. Hopelessness and Thwarted Belongingness 

were additional partial mediators. All of the above proposed mediators were predictive of suicidal 

behavior; however, only Hopelessness and Meaning in Life were associated with all dimensions 

of religiosity. Thwarted Belongingness was associated with intrinsic religiosity only. For this 

population, individual constructs (i.e., Meaning in Life and Hopelessness) accounted for the 

protective association between religiosity and suicidal behavior. Interpersonal constructs (i.e., 

Thwarted Belongingness and Acquired Capability) were generally not related to religiosity; 

however Thwarted Belongingness was a contributing partial mediator of intrinsic religiosity. 

 



1 

CHAPTER 1 

 

INTRODUCTION 

 
Background 

 

Death by suicide is increasingly being recognized as a public health concern. As of 2010 

in the United States, suicide is the 10th leading cause of death over all ages, and is the 2nd leading 

cause of death for those under 40 years old (Centers for Disease Control and Prevention, 2014). 

Much progress has been made with identifying risk factors and protective factors for suicidal 

behavior, and with integrating risk assessments into therapeutic interventions (Jobes, 2012; 

Joiner, Walker, Rudd, & Jobes, 1999; Linehan, Comtois, & Ward-Ciesielski, 2012; Rudd et al., 

2006); yet despite these efforts, the prevalence of suicide and its attempts has not decreased 

(Borges et al., 2010). Rogers (2001) argued that empirically supported theories of suicide are 

needed to fill this gap; not only to make sense of incoming data, but in order to properly design 

future studies which can systematically test and refine hypotheses specific to the problems of our 

time.  

The interpersonal theory of suicide is one such theory which attempts to address this 

shortcoming by hypothesizing an explanatory and empirically testable etiology of suicidal 

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

three separate constructs can, in interaction, predict various degrees of an individual’s suicidal 

behavior. The first two constructs of the theory, Perceived Burdensomeness (i.e. self-hate, 

liability on others, lack of meaning and contribution) and Thwarted Belongingness (i.e., 

loneliness), are hypothesized to each independently predict passive suicidal ideation (i.e., “I wish 

I were dead”), and in combination predict active desire for suicide (i.e., “I want to kill myself”) 

when one also becomes hopeless of the two ever changing for the better (Van Orden et al., 

2010). The third construct, Acquired Capability, is hypothesized to be related to the lowered fear 

of death and increased pain tolerance necessary for one to actually attempt suicide, with the 

degree of one’s Acquired Capability directly relating to attempt lethality (Ribeiro et al., 2013; 

Van Orden et al., 2010). 

This central hypothesis of the interpersonal theory of suicide has been tested and 

validated in populations known to be at high risk for suicide. Such populations include depressed 
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and suicidal young adults (Joiner et al., 2009), active military service members (Bryan, Morrow, 

Anestis, & Joiner, 2010), inpatient veterans (Monteith, Menefee, Pettit, Leopoulos, & Vincent, 

2013), older adults (Cukrowicz, Cheavens, Van Orden, Ragain, & Cook, 2011), persons with 

chronic pain (Wilson, Kowal, Henderson, McWilliams, & Péloquin, 2013), American Indians 

(O’Keefe et al., 2013), and jail inmates (Simlot, Mcfarland, & Lester, 2013). 

All of the above mentioned studies examined the potential mediation of the theory’s 

constructs between a known risk factor (e.g., depression, negative affect, PTSD, chronic pain) 

and the likelihood for suicidal behavior. The purpose of this study, on the other hand, was to 

evaluate construct validities of the central components of interpersonal theory of suicide by 

testing their ability to mediate the association between a known protective factor and likelihood 

for suicidal behavior. One population with evidence for a low risk for suicidal behavior is the 

religiously affiliated population (Colucci & Martin, 2008; Gearing & Lizardi, 2009; Koenig, 

2009). This suggests that religiosity, or certain constructs associated with religiosity, may be 

protective against the likelihood for suicidal behavior.  

Of note, the clinical importance of better understanding the relationship between 

religiosity and likelihood for suicidal behavior has been raised throughout suicide-prevention 

literature. Although religiosity is a significant predictor of suicidal behavior, it can be a morally 

charged and non-malleable trait, limiting its clinical utility (Colucci & Martin, 2008; Colucci, 

2008; Exline et al., 2000; Joiner, Perez, & Walker, 2002; Lizardi et al., 2008). Evidence for 

mediation of the relationship between religiosity and suicidal behavior would suggest that 

religiosity in and of itself is no more protective against the likelihood for suicidal behavior than 

is a combination of more neutral and malleable psychological constructs, which could therefore 

be attended to in lieu of religiosity for assessing an individual’s protection from suicide. 

Religiosity is also of particular interest for investigating the hypotheses of the 

interpersonal theory of suicide because constructs either related or in addition to those defined by 

the interpersonal theory of suicide have been proposed as mediating factors of the relationship 

between religiosity and reduced risk for suicidal behavior. These proposed mediators include: (a) 

social integration, (b) behavioral regulation, (c) meaning, and (d) hope (Dervic et al., 2004; 

George, Ellison, & Larson, 2002; Peteet, 2007).  
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Social Integration 

Emile Durkheim (1951) was among the first to provide evidence for the protective  

relationship between religiosity and suicidal behavior. He and others have argued that it is 

primarily institutionalized social integration that contributes to religiosity’s protective effect 

against suicide (Durkheim, 1951; Pescosolido & Georgianna, 1989). Social integration, or 

similarly, social support, has indeed received empirical support for acting as a mediator of 

religion’s protective effect against suicidal behavior (Rasic et al., 2009; Robins & Fiske, 2009). 

With regard to the interpersonal theory of suicide, Van Orden, Cukrowicz, Witte, & Joiner 

(2012) found that social support was strongly related to Thwarted Belongingness, though the two 

were distinct constructs. Both constructs can be conceptualized as measuring the higher-order 

construct of social integration, but at different levels of analysis. Social support is at an 

intermediate level of analysis and concerns an individual’s environment, whereas Thwarted 

Belongingness is at a micro-level of analysis and concerns an individual’s inner needs or states 

(Van Orden et al., 2012). Although there is general empirical support for measures of social 

integration to mediate the effect of religiosity on suicidal behavior, no study has investigated 

whether Thwarted Belongingness specifically can account, at least partially, for the relationship. 

Behavioral Regulation 

In addition to social integration, Durkheim and others proposed that behavioral regulation 

was a second factor contributing to the protective relationship between religiosity and suicide 

(Durkheim, 1961; Tubergen, Grotenhuis, & Ultee, 2005). Communal regulation against self-

destructive, self-lethal, or otherwise risky behaviors associated with suicide (e.g., substance 

abuse; see Rudd et al., 2006), has been argued to contribute to why religious populations tend to 

live longer and healthier lives than their non-religious counterparts (George et al., 2002; George, 

Larson, Koenig, & Mccullough, 2000; Idler et al., 2003; Koenig, 2009). On an individual level, 

self-reported moral objection to suicide (e.g., “I believe only God has right to end a life”, “My 

religious beliefs forbid it”, or “I am afraid of going to hell”) has been found to negatively relate 

to past suicidal behavior1 (Linehan & Goodstein, 1983), as well as to mediate the relationship 

between religiosity and past suicidal behavior (Dervic et al., 2004, 2011; Lizardi et al., 2008). 

The construct of Acquired Capability in the interpersonal theory of suicide is interwoven 

into concepts surrounding external regulation and internal moral objection against behaving in 

risky or lethal ways. The theory posits that an individual’s level of Acquired Capability (i.e., 
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lowered fear of death and elevated physical pain tolerance) can increase through repeated 

exposure to physically painful and/or frightening experiences, such as previous suicide attempts 

or having a history of childhood abuse (Van Orden et al., 2010). Bender, Gordon, Bresin, & 

Joiner (2011) found that endorsement of painful and provocative life events directly predicted 

levels of Acquired Capability, providing empirical support for the relationship. In sum, religious 

populations engage in less self-destructive, self-lethal, or otherwise risky behavior (George et al., 

2002, 2000; Idler et al., 2003; Koenig, 2009); they therefore may also have less exposure to 

painful and provocative events, lower Acquired Capability levels, and consequently may be at 

lower risk for engaging in suicidal behavior than their non-religious counterparts; however, no 

research has empirically investigated this relationship. 

Meaning 

Not all scholars have agreed with Durkheim (1951, 1961) that the relationship between 

religiosity and suicide can be distilled down to the effects of social integration and behavioral 

regulation. Many have argued that these aforementioned “extrinsic” factors are insignificant 

when compared to the “intrinsic” feelings that religiosity can provide; for example a sense of 

meaning in life, or of purpose and coherence (Colucci, 2008; Greening & Stoppelbein, 2002; 

Stack, 1983; Wright, Frost, & Wisecarver, 1993). Historically, Carl Jung (1933) and Victor 

Frankl (1959) explored in their writings the importance of life meaning in general for one’s 

psychological health. Frankl (1967) proposed that without a meaningful life, one would lose any 

purpose for continuing to live and would thus being susceptible to thoughts of suicide. Van 

Orden and colleagues (2010) theorized that feelings of meaning could be related to both 

Thwarted Belongingness and Perceived Burdensomeness, such that Thwarted Belongingness 

would be related to feeling the lack or absence of meaningful connections, and Perceived 

Burdensomeness would be related to feeling completely inconsequential or unwanted in life, or 

that one may perceive him or herself to be “worth” more dead than alive (c.f., a lack contribution 

and purpose in life). Empirically, Meaning in Life has been found to be significantly related to 

intrinsic religiosity (Steger, Frazier, Oishi, & Kaler, 2006), and evidence has supported that 

Meaning in Life not only predicts later suicidal ideation, but that it also at least partially accounts 

for the relationships between Thwarted Belongingness, Perceived Burdensomeness, and suicidal 

ideation (Kleiman & Beaver, 2013). These findings suggest that Meaning may not only be a 



5 

contributing factor to the relationship between religiosity and suicidal behavior, but may be a 

potential competitor with Thwarted Belongingness and Perceived Burdensomeness as well. 

Hope 

Hope, or rather Hopelessness, has received much qualitative and quantitative support for 

being related to religiosity (c.f., faith; Gupta, Avasthi, & Kumar, 2011; Jahn, Poindexter, 

Graham, & Cukrowicz, 2012; Kramer, 2002; Murphy et al., 2000) and to suicidal behavior 

(Beck, Steer, Beck, & Newman, 1993; Beck, Steer, Kovacs, & Garrison, 1985; McMillan, 

Gilbody, Beresford, & Neilly, 2007). However, the interactions between Hope, Hopelessness, 

religiosity, and suicidal behavior are less clear. Huguelet and colleagues (2007) found that in a 

religious population, Hope acted as both a protective and a risk factor for suicidal behavior 

depending on whether it was oriented toward having a future hopeful life, or toward having 

something better after death. Davidson, Wingate, Rasmussen, & Slish (2009) provided further 

evidence for the bidirectional relationship of Hope to suicide risk, by finding that Hope was 

negatively predictive of Thwarted Belongingness and Perceived Burdensomeness, but positively 

predictive of Acquired Capability. Additionally, Simonson (2008) found evidence that an 

individual’s degree of religiosity moderated the relationship between Hopelessness and suicidal 

ideation, such that Hopelessness was better predictive of suicidal ideation among those who 

identified as more highly religious. The complex relationships between Hope, Hopelessness, 

religiosity, and suicidal behavior are in need of continuing research, and are necessarily 

important to consider in the present study. 

 

The Present Study 

 
The purpose of this study was to further evaluate of the construct validity of the central 

components of interpersonal theory of suicide by investigating their ability to account, at least 

partially, for the association between a known protective factor (i.e., religiosity) and likelihood 

for suicidal behavior, even after accounting for other proposed mediators of the relationship. The 

reviewed literature suggests that the constructs Thwarted Belongingness, Perceived 

Burdensomeness, and Acquired Capability, as well as the additional constructs Meaning and 

Hopelessness, play key roles in this relationship. 
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Despite their various known inter-associations, mediation analysis using each of the 

above-mentioned constructs in a single, competitive, and comprehensive multiple mediator 

model has not yet been examined. Mediation analysis through a multiple mediator model brings 

numerous advantages over single-variable mediation analyses; analogous to the advantages of 

multiple regression over simple bivariate correlation. First, a multiple mediator model addresses 

the third-variable problem in single mediator models by including other hypothesized mediators 

in the model. Second, it not only reveals the combined overall effect of the proposed constructs 

(i.e., the “Total Indirect” effect), but identifies any additive and suppressive effects between 

them. Third, it co-varies out any common contribution of the mediators, allowing one to 

statistically analyze the unique contribution of each mediator conditional to the presence of the 

others (i.e., “Specific Indirect” effects). Fourth and finally, it allows for the relative magnitude of 

each mediator’s specific effect to be quantifiably compared against the others as contrasts, 

testing for significant differences between them (Preacher & Hayes, 2008). 

Figure 1 illustrates the full multiple-mediation model that was tested in this study. The 

primary hypothesis of this study was that a multiple mediator model utilizing the proposed 

constructs of Thwarted Belongingness, Acquired Capability, Meaning, and Hopelessness would 

indicate full mediation of the relationship between religiosity and suicidal behavior. A secondary 

hypothesis was that each of the proposed constructs (i.e., Thwarted Belongingness, Acquired 

Capability, Meaning in Life, and Hopelessness) would significantly contribute to the model. 

Perceived Burdensomeness was excluded from initial analyses because it has only indirect 

support for acting as a potential mediator (i.e., through the construct of meaning). However, 

further exploratory mediation analyses tested for potential indirect effects of Perceived 

Burdensomeness, as well as tested alternative measures of religiosity, suicidal risk, meaning, and 

behavioral regulation. 
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CHAPTER 2 

 

METHODS 
 

Participants 

 

An initial convenience sample of undergraduate students (n = 488) from a large 

university in the Southeast United States was surveyed for data collection. In order to maximize 

internal validity within the measure of religiosity, participants affiliated with non-Christian 

religions (n = 45) were excluded from analyses. Sample demographics revealed that the age 

distribution was highly skewed (4.56) and kurtotic (31.22) about age 18. Participants who 

reported an age greater than two interquartile ranges above the median (i.e., greater than 22) 

were therefore excluded from analyses (n = 19), as they likely represented a different population 

than the rest of the sample.2 The final remaining sample used for analyses consisted of a total of 

424 participants; 67.9% female, 63.2% White, 22.9% Hispanic, 8.0% Black, 2.8% Asian, and 

3.1% other race/ethnicity. Regarding religiosity, 69.8% of participants affiliated with 

Christianity, 18.4% with “Nothing in particular,” 8.5% with Agnosticism, and 3.3% with 

Atheism (Total unaffiliated = 30.2%). The mean age of the final sample was 18.86 (SD = 1.18, 

range = 18 to 22). 

 
Procedures 

 

All procedures were reviewed and approved by the Florida State University Institutional 

Review Board. After demonstrating and providing informed consent, participants were asked to 

complete a single battery of self-report questionnaires online. Participants were informed that the 

questions would ask about their personal feelings and attitudes regarding their life in general, and 

that they would be asked about their history of suicidal behavior. They were also informed that if 

their responses indicated their life might be in imminent danger (i.e., at high suicidal risk), then 

they would be contacted by the study investigators for a follow-up interview and risk assessment. 

The full survey took 35-60 minutes for participants to complete.  

 
 
 
 



8 

Measures 

 

Duke University Religion Index (DUREL; Koenig & Büssing, 2010; Koenig, 1997) 

The DUREL is a 5-item self-report scale designed to assess three dimensions of 

religiosity in separate subscales: (a) Organized Religious Activity (i.e., attendance at religious 

services), (b) Non-organized Religious Activity (i.e., prayer or religious study), and (c) Intrinsic 

Religiosity (i.e., to experience the presence of the Divine). The Organized and Non-Organized 

Religious Activity dimension subscales are each a single-item score rated on a 6-point frequency 

scale with values ranging from 1 (“Never”) to 6 (“Several times a week”). The intrinsic 

dimension subscale is scored by the summation of three items rated on a 5-point scale with 

values ranging from 1 (“Definitely not true”) to 5 (“Definitely true”). The DUREL has been 

shown to have strong internal consistency and strong convergent validity with other measures of 

religiosity (Koenig & Büssing, 2010). As recommended by Koenig & Büssing (2010), each of 

the three dimensions of the DUREL were used in this study as a separate measure of religiosity. 

Cronbach’s alpha for the intrinsic subscale of the DUREL was 0.925. 

Intrinsic/Extrinsic Religious Orientation Scale – Revised (I/E-ROS; Gorsuch & 

McPherson, 1989) 

The I/E-ROS is a 14-item measure of Christian religiosity (i.e., “God” and “church” 

dependent) derived from the Allport and Ross (1967) Religious Orientation Scale. The I/E-ROS 

uses simpler language than the original Allport and Ross Religious Orientation Scale, and is 

organized into three factors: three items that measure Extrinsic Socially-oriented religiosity 

(ROS-ExS; e.g., “I go to church because it helps me make friends”); three items that measure 

Extrinsic Personally-oriented religiosity (ROS-ExP; e.g., “I pray mainly to gain relief and 

protection”); and eight positively- and negatively-coded items that measure Intrinsic religiosity 

(ROS-Int; e.g., “I often have a strong sense of God’s presence,” and “It doesn’t matter much 

what I believe as long as I am good” – reverse coded). Each item is rated on a 5-point Likert type 

scale from 1 (“Strongly disagree”) to 5 (“Strongly agree”), with higher scores indicating greater 

religiosity. In this study, each subscale was scored independently and used as an alternative 

measure of its respective dimension in the DUREL. Chronbach’s alphas for ROS-Int = 0.754, for 

ROS-ExS = 0.863, and for ROS ExP = 0.862. 
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Interpersonal Needs Questionnaire (INQ; Van Orden, Cukrowicz, Witte, & Joiner, 2012) 

The INQ is a 15-item self-report measure designed to assess the degree to which an 

individual experiences the psychological states of Perceived Burdensomeness (INQ-PB; e.g., 

“These days, the people in my life would be better off if I were gone”) and Thwarted 

Belongingness (INQ-TB; e.g., “These days, I feel disconnected from other people”), as described 

by the interpersonal theory of suicide (Van Orden et al., 2010).  Responses are rated on Likert-

type scales with values ranging from 1 (“Not at all true for me”) to 7 (“Very true for me”). The 

INQ-TB has been shown to be highly convergent with measures of loneliness and social support; 

while the INQ-PB has been shown to be convergent with measures of social worth, self-

competence, and death ideation (Van Orden et al., 2012). Each subscale was used in this study as 

a measure of its respective construct. Cronbach’s alpha for the INQ-TB was 0.869, and for the 

INQ-PB was 0.952. 

Acquired Capability Scale for Suicide (ACSS; Bender, Gordon, Bresin, & Joiner, 2011; 

Van Orden et al., 2008) 

The ACSS is a 20-item measure designed to assess one’s fearlessness about lethal self-

injury. Sample items include, “Things that scare most people don’t scare me”, and “I can tolerate 

more pain than most people.” Responses are rated on Likert-type scales with values ranging from 

0 (“Not at all like me”) to 4 (“Very much like me”). Seven items which assess one’s fearlessness 

about lethal self-injury have been shown to represent a single factor, and make up the 

“Fearlessness About Death” subscale (ACSS-FAD; Ribeiro et al., 2013). The ACSS and the 

ACSS-FAD subscale have demonstrated convergent and discriminant validity, and have been 

found to not correlate with measures of current depression or suicidal ideation, but to be 

associated with suicidal behavior specifically (Ribeiro et al., 2013; Van Orden et al., 2008). The 

full ACSS was used in this study as a measure of Acquired Capability. The ACSS-FAD was 

used as an exploratory alternative measure. Cronbach’s alpha for the ACSS was 0.825, and for 

the ACSS-FAD was 0.793. 

Painful and Provocative Events Scale (PPES; Van Orden et al., 2008) 

The PPES is a 25-item measure designed to assess lifetime exposure to painful and 

provocative events. Sample items include, “Did you get a piercing,” “Have you shot a gun,” and 

“Have you been a victim of sexual abuse?” Each item is scored on a scale ranging from 1 

(“Never”) to 5 (“More than 20 times”), with higher total scores indicating greater exposure. The 
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PPES has been found to account for the relationship between trait impulsivity and Acquired 

Capability, and to directly predict ACSS scores (Bender et al., 2011; Van Orden et al., 2008), but 

not ACSS-FAD scores (Ribeiro et al., 2013). The PPES was used in this study as an exploratory 

alternative measure of Acquired Capability. Cronbach’s alpha for the PPES was low, at 0.641. 

Triarchic Psychopathy Measure - Disinhibition subscale (DIS-20; Patrick, 2010) 

The DIS-20 is a 20-item measure of trait disinhibition as described within the Triarchic 

model of psychopathy (Patrick, Fowles, & Krueger, 2009). It consists of items selected from the 

Externalizing Spectrum Inventory (Krueger, Markon, Patrick, Benning, & Kramer, 2007) that 

specifically measure impatient urgency, lack of dependability, problematic impulsivity, 

irresponsibility, lack of planful control, theft, alienation, boredom proneness, and fraud. Each 

item consists of a statement (e.g., “I often act on immediate needs”) and is scored on a Likert-

type scale from 1 (“False”) to 4 (“True”), with a total score ranging from 20 to 80. The DIS-20 

was found to significantly predict clinician- and self-report suicide risk, and its measure content 

has been likened to that of Acquired Capability (Venables et al., 2015). Therefore, the DIS-20 

was used in this study as another exploratory measure of Acquired Capability. Chronbach’s 

alpha for the DIS-20 was 0.856. 

Beck Hopelessness Scale (BHS; Beck, Weissman, Lester, & Trexler, 1974) 

The BHS is a 20-item, true-false measure that assesses the individual’s negative 

expectations for the future. Sample items include, “I look to the future with hope and 

enthusiasm”, and “I might as well give up because I can’t make things better for myself.” Each 

item is scored as 0 or 1 (hopeful items are reverse-coded), with a total score ranging from 0 to 

20. A score greater than 9 has been shown to be a highly sensitive measure for predicting future 

suicidal behavior (Beck et al., 1985; McMillan et al., 2007). The BHS was used in this study as a 

measure of Hope/Hopelessness. Cronbach’s alpha for the BHS was 0.831. 

Meaning in Life Questionnaire (MLQ; Steger, Frazier, Oishi, & Kaler, 2006) 

The MLQ is a 10-item self-report measure designed to assess one’s meaning in life as 

originally described by Victor Frankl (1959). Five items measure Presence of Meaning in Life 

(MLQ-P; e.g., “I understand my life’s meaning”), and five items measure Search for Meaning in 

Life (MLQ-S; e.g., “I am looking for something that makes my life feel meaningful”). Responses 

are rated on Likert-type scales with values ranging from 1 (“Absolutely untrue”) to 7 

(“Absolutely true”). The MLQ-P, but not the MLQ-S, has been found to mediate the 
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relationships between Perceived Burdensomeness, Thwarted Belongingness, and later suicidal 

ideation (Kleiman & Beaver, 2013). Therefore, the MLQ-P was used in this study as the primary 

measure of Meaning in Life, and the MLQ-S was used as a secondary exploratory measure. 

Cronbach’s alpha for the MLQ-P was 0.871, and for the MLQ-S was 0.876. 

Suicidal Behaviors Questionnaire-Revised (SBQ-R; Osman et al., 2001) 

The SBQ-R is a brief 4-item self-report measure of past suicidal behavior, including 

frequency and severity of past ideation and attempts. Responses for each of the four items are 

unique to the item and are coded on an ordinal scale. For example, responses to Item 1, “Have 

you ever thought about or attempted to kill yourself” range from 1 (“Never”) to 4 (“I have 

attempted to kill myself and really hoped to die”). The other three items are: “How often have 

you thought about killing yourself in the past year,” “Have you ever told someone that you were 

going to commit suicide, or that you might do it,” and “How likely is it that you will attempt 

suicide someday?” Although the SBQ-R is a self-report and retrospective measure of suicidal 

behavior, presence of past suicidal behavior has been shown to be the single strongest known 

predictor for future death by suicide (Joiner & Rudd, 2000; Joiner et al., 2005). The SBQ-R was 

used in this study as a measure of likelihood for suicidal behavior. Cronbach’s alpha for the 

SBQ-R was 0.805. 

Depressive Symptom Inventory-Suicidality Subscale (DSI-SS; Joiner, Pfaff, & Acres, 2002) 

The DSI-SS consists of four self-report item groups focusing on frequency and intensity 

of suicidal thoughts and desires during the past two weeks. The four item groups are: suicidal 

thoughts, suicidal plans, control over suicidal thoughts, and urges to kill one-self. Each item 

group consists of four possible answers (e.g., “I am not having thoughts about suicide”) that are 

coded on a 4-point ordinal scale ranging from 0 to 3. Total scores can range from 0 to 12, with 

higher scores representing increased severity of current suicidal risk. The DSI-SS has 

demonstrated good reliability and validity characteristics among young people age 15-24 years 

(Joiner, Pfaff, et al., 2002). The DSI-SS was used in this study primarily as a measure of current 

suicidal ideation for procedural safety reasons, but was also used as an alternative measure for 

likelihood of suicidal behavior in exploratory analyses. Cronbach’s alpha for the DSI-SS was 

0.880. 
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Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996) 

The BDI-II is a 21-item measure used to assess the presence and severity of depressive 

symptoms within the past two weeks. Severity is assessed on a 4-point Likert-type scale, with 

responses ranging from 0 to 3 for each item. Higher scores are indicative of more severe 

depressive symptoms. The BDI-II has demonstrated convergent and discriminant validity in 

college samples (Steer & Clark, 1997) and was used in this study to measure and control for 

current depressive symptoms. Item 9 (i.e., suicidal thoughts or wishes) was excluded from 

analyses to limit confounding of variables. Cronbach’s alpha for the BDI-II, excluding Item 9, 

was 0.909. 

Beck Anxiety Interview (BAI; Beck & Steer, 1990) 

The BAI is a 21-item measure of current anxiety symptoms assessed on a 4-point Likert-

type scale, with responses ranging from 0 to 3 for each item. Higher aggregate scores represent 

more severe levels of anxiety. The BAI has demonstrated convergent and discriminant validity in 

college samples (Creamer, Foran, & Bell, 1995) and was used in this study to measure and 

control for current anxiety symptoms. Cronbach’s alpha for the BAI was 0.899. 

 

Data Analysis 

 
Means, standard deviations, and zero-order inter-correlations for all variables used in 

analyses were first calculated to identify any general trends and patterns. Next, three independent 

multiple mediation path analysis models were used to test for mediation of the DUREL’s three 

dimensions of religiosity. Models were run using Mplus software (Muthén & Muthén, 2010). 

Path effects were quantified via a product-of-coefficients approach with bias-corrected 

bootstrapping, as outlined by Preacher & Hayes (2008). In this approach, an asymmetric 

confidence interval of the relative effect weight of each of the mediation paths is calculated using 

a bootstrapped estimate of that path’s standard error (Mackinnon, Lockwood, & Williams, 2004; 

Preacher & Hayes, 2008). Indirect effects were calculated by multiplying the standardized path 

coefficients to and from each mediator (i.e., ai×bi in Figure 1), and total effects were calculated 

by summation of individual effects. Path weights were considered statistically significant if their 

asymmetric 95% confidence intervals did not include zero. 

In addition to the full multiple-mediator models between each dimension of religiosity 

(i.e., Organized Religious Activity, Non-Organized Religious Activity, and Intrinsic Religiosity) 
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and suicidal behavior, follow-up single mediator models were also tested. In this way, the 

individual effect of each mediator was quantified both in a competitive (i.e., unique contribution) 

model, and in an isolated (i.e., total contribution) model. Additional exploratory mediation 

models were tested for alternative measures of religiosity (i.e., I/E-ROS), suicidal risk (i.e., DSI-

SS), behavioral regulation (i.e., ACSS-FAD, PPES, DIS-20), and meaning in life (i.e., MLQ-S, 

INQ-PB). Mediation models were tested including the potential confounds of age and gender 

(Colucci & Martin, 2008; Edwards & Holden, 2001; Neeleman, Halpern, Leon, & Lewis, 1997), 

race (Ellison, 1995), and current depression/anxiety symptoms (Nock, Hwang, Sampson, & 

Kessler, 2010; Nock et al., 2008) as covariates. 
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CHAPTER 3 

 

RESULTS AND DISCUSSION 

 
Results 

 

Descriptive Results 

Means, standard deviations, and zero-order inter-correlations for all variables used in 

analyses are presented in Table 1. Moderate to strong inter-correlations were observed within the 

religiosity measures and between the suicide likelihood measures, as expected. Moderate inter-

correlations were also observed among the psychological constructs, with the notable exception 

of measures of Acquired Capability, which tended to only be associated with gender and suicidal 

behavior. 

As shown in Table 2, preliminary analysis of covariance (ANCOVA), controlling for age, 

gender and race effects, confirmed that in this population, religious (i.e., Christian) affiliation 

relative to religious non-affiliation was significantly associated with higher levels of each of the 

dimensions of religiosity (i.e., DUREL; ΔMsAdj. = 1.417 to 5.017, Fs = 87.887 to 279.454, ps < 

.001, Cohen’s ds = 1.007 to 1.796), lower levels of suicidal behavior (i.e., SBQ-R; ΔMAdj. = -

1.014, F = 15.732, p < .001, Cohen’s d = 0.426), lower levels of Hopelessness (i.e., BHS; ΔMAdj. 

= -0.687, F = 4.269, p = .039, Cohen’s d = 0.224), higher levels of Meaning (i.e., MLQ-P; ΔMAdj. 

= 3.352, F = 28.557, p < .001, Cohen’s d = 0.576), and marginally lower levels of Thwarted 

Belongingness (i.e., INQ-TB; ΔMAdj. = -1.886, F = 3.457, p = .064, Cohen’s d = 0.201). 

However, significant differences were not found between the groups on levels of Acquired 

Capability (i.e., ACSS; ΔMAdj. = -0.006, F < 0.001, p = .996) or of Perceived Burdensomeness 

(i.e., INQ-PB; ΔMAdj. = -0.455, F = 0.919, p = .338). 

Primary Hypotheses 

All mediation models were just-identified (i.e., zero degrees of freedom) and therefore 

unable to be analyzed for fit statistics. However, the three full multiple mediator models were 

analyzed for fit by omitting the hypothesized non-significant direct effect between religiosity and 

suicidal behavior (i.e., path c’), and all were found to demonstrate near acceptable to good model 

fit, as shown in Table 3. 
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Results of the primary hypothesized mediation models are presented in Table 4 and 

Figure 2. After controlling for age, gender, and race, significant total negative associations were 

found between Organized Religious Activity and suicidal behavior (β = -0.149, 95% CI = -0.251 

to -0.047, R2 = 0.249) and Intrinsic Religiosity and suicidal behavior (β = -0.165, 95% CI = -

0.150 to -0.068, R2 = 0.249), though not between Non-Organized Religious Activity and suicidal 

behavior (β = -0.043, 95% CI = -0.137 to 0.050). When depression symptoms (i.e., BDI without 

Item 9) and anxiety symptoms (i.e., BAI) were added as controls, many mediation paths lost 

significant relationships with suicidal behavior, suggesting problems with multicollinearity 

between depression symptoms, anxiety symptoms, and the proposed mediators. Therefore, 

depression and anxiety symptoms were not added as covariates in the following analyses unless 

otherwise noted. 

In the multiple mediation models, the sum total indirect effect of the four proposed 

psychological constructs (i.e., Thwarted Belongingness, Acquired Capability, Hopelessness, and 

Meaning in Life) fully mediated the significant associations between religiosity and suicidal 

behavior, accounting for 51.7% of the total relationship between Organized Religious activity 

and suicidal behavior, and for 55.8% of the total relationship between Intrinsic Religiosity and 

suicidal behavior. In both cases, the direct effect of religiosity was reduced to non-significance. 

Across all dimensions of religiosity, Thwarted Belongingness and Acquired Capability generally 

maintained significant associations with suicidal behavior, while Hopelessness and Meaning in 

Life generally maintained significant associations with religiosity (all in the expected directions). 

The only significant mediation path, above and beyond all other effects, was the specific indirect 

effect of Thwarted Belongingness for the association between Intrinsic Religiosity and suicidal 

behavior (βa*b = -0.038, 95% CI = -0.071 to -0.004). This path accounted for 40.8% of the 

indirect effect between Intrinsic Religiosity and suicidal behavior, and uniquely accounted for 

22.7% of the total association. Unlike other mediation paths, this indirect effect maintained 

significance even after controlling for symptoms of depression and anxiety. 

In follow-up single mediator tests, Thwarted Belongingness, Hopelessness, and Meaning 

in Life were each found to at least partially mediate the associations between religiosity and 

suicidal behavior. Acquired Capability was associated with suicidal behavior; however, it was 

not associated with any dimension of religiosity. Thwarted Belongingness partially mediated the 

effect of Intrinsic Religiosity (βa*b = -0.054, 95% CI = -0.098 to -0.010), and in total accounted 
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for 32% of the association with suicidal behavior. Hopelessness partially mediated the effects of 

Organized Religious Activity (βa*b = -0.052, 95% CI = -0.096 to -0.008) and Intrinsic Religiosity 

(βa*b = -0.055, 95% CI = -0.100 to -0.009), in total accounting for 34.9% and 33.3% of their 

associations with suicidal behavior, respectively. Meaning in Life was the only construct to 

independently fully mediate the effects of religiosity, both for Organized Religious Activity (βa*b 

= -0.084, 95% CI = -0.135 to -0.045) and Intrinsic Religiosity (βa*b = -0.087, 95% CI = -0.128 to 

-0.046), in total accounting for 56.4% and 52.7% of their associations with suicidal behavior, 

respectively. Of note, both Hopelessness and Meaning in Life also showed significant indirect 

effects between Non-Organized Religious Activity and suicidal behavior, despite the lack of any 

significant direct association. 

Exploratory Hypotheses 

Exploratory multiple mediation models were tested for alternative measures of suicidal 

risk (i.e., DSI-SS) and religiosity (i.e., I/E-ROS). As shown in Figure 3, in the alternate 

suicidality measure models, no significant total association was found between religiosity (i.e., 

DUREL) and current reported suicide risk (i.e., DSI-SS), though Hopelessness did show 

significant negative indirect effects (βsa*b = -0.049 to -0.032). In the alternate religiosity measure 

models, each parallel dimension of religiosity (i.e., Extrinsic-Social, Extrinsic-Personal, and 

Intrinsic) demonstrated significant total negative relationships with suicidal behavior (βs = -

0.118, -0.105, -0.142; respectively), with each model accounting for approximately 24% of the 

variance in suicidal behavior. Extrinsic-Social religiosity was not associated with any of the 

proposed mediators, and instead maintained a significant direct negative effect on suicidal 

behavior (β = -0.112, 95% CI = -0.204 to -0.035). Extrinsic-Personal religiosity was fully 

mediated, with Thwarted Belongingness (βa*b = -0.038, 95% CI = -0.068 to -0.007), 

Hopelessness (βa*b = -0.027, 95% CI = -0.062 to 0.009), and Meaning in Life (βa*b = -0.024, 95% 

CI = -0.049 to 0.001) contributing mediating paths.3 Intrinsic religiosity was also fully mediated; 

however, only Thwarted Belongingness (βa*b = -0.038, 95% CI = -0.068 to -0.009) maintained a 

significant mediating path in this competitive model. When omitting the direct effect between 

religiosity and suicidal behavior, as done previously to allow for one degree of freedom, all but 

the Extrinsic-Social religiosity model demonstrated excellent fit (i.e., χ2/df < 2, CFI & TLI > .95, 

RMSEA < .01, SRMR < .01). 
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Exploratory single mediation models were tested for alternative measures of behavioral 

regulation (i.e., ACSS-FAD, PPES, DIS-20) and meaning (i.e., MLQ-S, INQ-PB). As shown in 

Figure 4, the association between Organized Religious Activity and suicidal behavior was 

partially independently mediated by the experiencing of painful and provocative events (i.e., 

PPES; βa*b = -0.011, 95% CI = -0.026 to 0.005)3 and trait disinhibition (i.e., DIS-20; βa*b = -

0.046, 95% CI = -0.202 to -0.004). Trait disinhibition also showed an indirect negative 

association between Non-Organized Religious Activity and suicidal behavior (βa*b = -0.045, 95% 

CI = -0.110 to -0.003). Search for Meaning in Life (i.e., MLQ-S) and Perceived Burdensomeness 

(i.e, INQ-PB) were both associated with suicidal behavior, but generally were not associated 

with religiosity and failed to act as mediators. The one exception was a partial mediation of the 

effect of Organized Religious Activity by Search for Meaning in Life (i.e., MLQ-S; βa*b = -

0.021, 95% CI = -0.041 to -0.002). 

 

Discussion 

 

 This study aimed to: (a) competitively test the predictive validity of Thwarted 

Belongingness, Acquired Capability, Meaning, and Hopelessness through a path analysis 

mediating the relationship between a known protective factor and suicidal behavior; and (b) to 

parsimoniously explicate religiosity, a known protective factor, into psychological constructs of 

therapeutic interest. 

Both aims in this study were precluded by the assumption that religiosity would be 

associated with less suicidal behavior, and therefore be supported as a protective factor. In this 

study, categorical religious affiliation, as well as higher levels of reported extrinsic and intrinsic 

religiosity, were indeed all associated with less suicidal behavior as reported on the SBQ-R, 

generally supporting the notion that religiosity is a protective factor against suicide. However, 

the same dimensions of religiosity were not significantly predictive of current suicide risk as 

measured by the DSI-SS. This discrepancy highlights that religiosity, a relatively stable trait 

construct, may significantly predict long-term suicidal behavior traits (i.e., SBQ-R), but may be 

insufficient to predict an acute suicide risk state (i.e., DSI-SS). Therefore, all subsequent 

discussion should be considered in the context of predicting relatively long-term report of 

suicidal behavior, not acute suicide risk. 
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Regarding the first aim and the role of the proposed mediators in this association between 

religiosity and suicidal behavior, all demonstrated significant associations with either religiosity 

or suicidal behavior, but not all acted as at least partial mediators. The primary hypothesis of this 

study was supported. A multiple mediator model utilizing the proposed constructs of Thwarted 

Belongingness, Acquired Capability, Meaning, and Hopelessness indicated full mediation of the 

relationship between religiosity and suicidal behavior. However, the secondary hypothesis was 

not supported, that each of the proposed constructs would significantly contribute to the model. 

Of the constructs within the interpersonal theory of suicide, Thwarted Belongingness was 

a significant partial mediator of intrinsic religiosity, and notably the only construct to 

significantly account for that association above and beyond the contributions of all other 

constructs. The observed mediating role of Thwarted Belongingness within intrinsic religiosity 

specifically, yet not within extrinsic religiosity, was not directly hypothesized, but supports Van 

Orden and colleagues’ (2012) original proposition that Thwarted Belongingness may measure a 

sense of internally perceived belongingness as opposed to purely objective social support or 

social isolation. This finding supports the validity of Thwarted Belongingness as an intrinsic or 

even existential construct of connectedness, perhaps including one’s connectedness to “God” 

(c.f., spirituality), as opposed to a physically observable social connectedness. This finding also 

demonstrates that intrinsic connectedness accounts for a significant portion of religiosity’s 

protective factor against suicidal behavior, above and beyond all other effects through Meaning 

(including Perceived Burdensomeness), Hope, and Acquired Capability. 

Despite the key role of Thwarted Belongingness, neither of other factors of the 

interpersonal theory of suicide (i.e., Acquired Capability nor Perceived Burdensomeness) 

demonstrated even partial mediation of the association between religiosity and suicidal behavior. 

Although both constructs were significantly associated with suicidal behavior, neither were 

significantly associated with religiosity. In follow-up exploratory investigations, exposure to 

painful and provocative events (i.e., PPES) and trait behavioral disinhibition (i.e., DIS-20) were 

found to partially mediate or fully indirectly associate the effects of extrinsic religiosity on 

suicidal behavior, supporting the theoretical perspective that behavioral regulation contributes to 

religiosity’s protective effect. However, these findings were not seen with the Acquired 

Capability or Fearlessness About Death measures, suggesting that the behaviorally protective 

effects of religiosity, though observed, may not carry over into internalized, self-reported 
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perspectives of physical pain tolerance and fearlessness about death. Similarly, exploratory 

investigations found no associations between Perceived Burdensomeness and religiosity. Of note 

however, Perceived Burdensomeness was negatively correlated with Presence of Meaning in 

Life, which in turn, was strongly associated with religiosity. Therefore, the findings of this study 

suggest that Perceived Burdensomeness may negatively measure meaning and social worth 

components, which are not of religious nature, and are only indirectly associated with religiosity 

through Meaning in Life. 

Regarding the constructs of Hopelessness and Meaning in Life, both demonstrated at 

least partial independent mediating effects of extrinsic and intrinsic religiosity on suicidal 

behavior, and Meaning in Life was the only construct to fully independently mediate all 

dimensions of religiosity. These findings support the theoretical hypotheses that the non-

religious constructs of Hope and Meaning independently contribute to the protective effect of 

religiosity on suicidal behavior. On the other hand, the significant paths of both indirect effects 

did not survive the multiple mediator models, suggesting that they may have essentially 

explained the same (or similar) variance of the association between religiosity and suicidal 

behavior. This stands in contrast to Thwarted Belongingness, which explained variance above 

and beyond the total indirect effect. Still, Meaning in Life was repeatedly found to have the 

strongest association with religiosity, even when Thwarted Belongingness was accounted for. 

Limitations 

One major limitation of this study is that it was purely correlational and cross-sectional. 

Therefore, results from this study are unable to make any empirical claims of causality; rather, 

this study is only able to explore and better explain the purely observed associations between 

religiosity and suicidal behavior. Though unable to claim whether more religiosity causes less 

suicidal behavior, this study was nevertheless able to explicate the association between 

religiosity and suicidal behavior into measurable and objectively comparable non-religious 

psychological constructs, and at the same time test those constructs’ validity through their ability 

to statistically explain the known protective factor. This study was therefore unable to show 

whether religiosity causes suicidal behavior, but was able to help us better understand why 

religiosity is associated with such. A potential future direction would be to introduce a 

longitudinal aspect into the study design by having two time-points for measurement, so that a 
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direction of effect could be investigated (i.e., if religiosity/potential mediators predict future 

suicidal behavior, or if suicidal behavior predicts future religiosity/potential mediators). 

Another limitation of this study is that it relied solely on self-report and retrospective 

measures. All measures used in this study have been shown to be internally consistent and 

externally supported; however, they are all still inherently susceptible to participant effects (e.g., 

response sets, hypothesis guessing and social desirability bias). The measures of this study were 

also limiting in that they may not fully or accurately explicate the ontology of religiosity or the 

other constructs, and that they also may be confounded by other, unknown constructs not 

examined in this study. For example, unexamined, purely sociological effects (e.g., 

socioeconomic status, geographic location, etc.) could mediate or moderate the relationships 

found in this study. Further research would need to include these additional third variables in 

order to rule in/out their effects.  

Future Directions 

In light of the above findings, Thwarted Belongingness and Meaning in Life seem to play 

particularly salient roles in the association between religiosity and suicide. Trait behavioral 

dysregulation and Hopelessness also were found to contribute effects; however, these effects 

were limited in strength and saliency from the other proposed factors. Additionally, Perceived 

Burdensomeness may have a contributory effect through its association with Meaning in Life. 

Given that Meaning in Life was the strongest and most robust factor associated with religiosity, 

and that Thwarted Belongingness was the most salient factor associated with the suicidal 

behavior after controlling for all other effects, one proposed path for future research may be to 

test a sequential mediation model, such that religiosity positively predicts Meaning in Life, 

which in turn negatively predicts Thwarted Belongingness, which in turn positively predicts 

suicidal behavior. An additional model might include Perceived Burdensomeness in the second 

step, parallel to Thwarted Belongingness, and/or a third path of behavioral dysregulation (e.g., 

DIS-20) from religiosity to suicidal behavior, to account for the extrinsic association. The three 

main effects coinciding on suicidal behavior can then also be interacted. Such a model might 

better integrate the predictions of the interpersonal theory of suicide with this study’s findings of 

the protective roles of religiosity and Meaning in Life. 
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Conclusion 

Although religiosity is generally associated with less suicidal behavior, for an individual 

who is suicidal, religiosity is not only an unreliable clinical indicator of his/her current suicide 

risk, but is likely an inappropriate therapeutic goal to encourage. For some, religion can serve as 

a source of social integration, behavioral regulation, life coherence, and hope; yet for others, 

especially for those struggling with suicidal thoughts and feelings, religion can be a significant 

source of guilt, stress, and agitation. In contrast, the relationships between both extrinsic and 

intrinsic religiosity and suicidal behavior can be significantly accounted for by psychological 

constructs including Thwarted Belongingness, trait behavioral disinhibition, Hopelessness, and 

the Presence of Meaning in Life. These psychological constructs are more proximal and specific 

indicators of suicide risk than is religiosity, and are likely to be much more malleable and more 

therapeutically useful targets for change. 
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APPENDIX A 

 

FOOTNOTES 

 
1 There are many instances when people express these moral objections to suicide and 

then die by suicide within the following hours or days. Even if an individual endorses these 

beliefs, there is no guarantee that he/she is “safe” from suicide, and clinicians should not view it 

as such. 

2 Participants excluded from analyses due to religious affiliation and age (n = 64) did not 

significantly differ from the final remaining sample with regard to mean levels of the main 

outcome variable (i.e., SBQ-R) or of any of the predictors (i.e., INQ-TB, ACSS, BHS, MLQ-P). 

3 Standardized confidence intervals are presented here. Unstandardized confidence 

intervals did not include zero.  
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APPENDIX B 

 

TABLES 

 
Table 1 

Means, Standard Deviations, and Inter-correlations between Variables Used in Analyses 

  1 2 3 4 5 6 7 8 9 10 11 12 

1.  Organized RA -            

2.  Non-Organized RA .645** -           

3.  Intrinsic Religiosity .705** .647** -          

4.  Religiously Affiliated .635** .417** .586** -         

5.  ROS-Int .671** .637** .824** .464** -        

6.  ROS-ExS .377** .185** .420** .311** .370** -       

7.  ROS-ExP .567** .488** .688** .574** .543** .433** -      

8.  Age -.079 .021 .014 -.096* -.021 -.107* -.009 -     

9.  Male -.028 -.040 -.081 .012 -.046 .035 -.117* -.012 -    

10.  BDI -.159** -.088 -.116* -.109* -.112* -.082 -.052 .044 -.084 -   

11.  BDI w/o #9 -.160** -.088 -.115* -.109* -.112* -.082 -.050 .045 -.085 .999** -  

12.  BAI -.009 .010 .009 -.032 .020 -.024 .048 .073 -.133** .544** .548** - 

13.  INQ-TB -.048 -.067 -.115* -.088 -.124* .058 -.134** -.042 .099* .497** .495** .394** 

14.  INQ-PB -.044 -.034 -.046 -.047 -.076 .082 -.098* -.087 .029 .507** .500** .365** 

15.  ACSS -.047 .030 -.036 .007 -.050 -.050 -.094 -.025 .453** .020 .016 -.087 

16.  ACSS-FAD -.034 .057 .008 -.023 -.001 -.094 -.075 -.011 .228** .013 .009 -.108* 

17.  PPES -.101* -.082 -.058 -.015 -.035 -.021 -.110* .042 .364** .135** .136** .106* 

18.  DIS-20 -.146** -.091 -.062 -.040 -.092 .055 .025 -.074 .076 .454** .453** .404** 

19.  BHS -.140** -.090 -.146** -.102* -.108* -.013 -.157** .010 .046 .573** .571** .378** 

20.  MLQ-P .297** .231** .309** .264** .250** .097* .220** -.021 -.009 -.409** -.406** -.260** 

21.  MLQ-S -.092 -.039 -.023 -.146** -.039 -.077 -.023 .038 -.146** .228** .228** .129** 

22.  SBQ-R -.146** -.035 -.148** -.199** -.138** -.129** -.093 .079 -.038 .561** .548** .379** 

23.  DSI-SS -.049 -.023 -.061 -.069 -.086 -.040 -.056 -.011 -.042 .481** .459** .207** 

  1 2 3 4 5 6 7 8 9 10 11 12 

M 2.90 2.30 8.59 0.70 23.26 6.30 9.52 18.86 0.32 7.86 7.75 11.15 

SD 1.37 1.59 3.96 0.46 6.02 2.58 3.25 1.18 0.47 7.86 7.64 9.40 

n 422 422 422 424 419 420 421 424 424 420 420 419 
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Table 1 – Continued 

  13 14 15 16 17 18 19 20 21 22 23 

13.  INQ-TB -           

14.  INQ-PB .486** -          

15.  ACSS .039 .098* -         

16.  ACSS-FAD .043 .070 .781** -        

17.  PPES .078 .130** .394** .168** -       

18.  DIS-20 .359** .404** .019 -.054 .261** -      

19.  BHS .544** .543** .024 .038 .118* .410** -     

20.  MLQ-P -.419** -.287** .027 .010 -.096 -.283** -.469** -    

21.  MLQ-S .118* .121* -.179** -.181** -.022 .169** .138** -.179** -   

22.  SBQ-R .396** .379** .117* .113* .131** .289** .361** -.304** .197** -  

23.  DSI-SS .234** .484** .078 .085 .047 .266** .361** -.240** .159** .622** - 

  13 14 15 16 17 18 19 20 21 22 23 

M 20.23 7.74 40.79 14.11 40.92 34.89 2.54 25.16 24.49 4.54 0.23 

SD 9.49 4.42 12.57 6.12 6.94 8.35 3.07 6.01 6.77 2.42 0.97 

n 418 417 417 418 420 421 413 421 421 423 408 

Note. RA = Religious Activity, as measured by the Duke University Religion Index (DUREL); 
ROS = Religious Orientation Scale (-Int = Intrinsic ; -ExS = Extrinsic Social; -ExP = Extrinsic 
Personal); BDI = Beck Depression Inventory (w/o #9 = Item #9 excluded); BAI = Beck Anxiety 
Inventory; INQ = Interpersonal Needs Questionnaire (-TB =  Thwarted Belongingness; -PB = 
Perceived Burdensomeness); ACSS = Acquired Capability for Suicide Scale (-FAD = 
Fearlessness About Death); PPES = Painful and Provocative Events Scale; DIS-20 = 
Disinhibition subscale of the Triarchic Psychopathy Measure; BHS = Beck Hopelessness Scale; 
MLQ = Meaning in Life Questionnaire (-P = Presence; -S = Search); SBQ-R = Suicidal Behavior 
Questionnaire – Revised; DSI-SS = Depression Symptom Inventory – Suicidality Subscale. 

* p < .05 **p < .01 
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Table 2 

Adjusted Mean Differences between Religiously Non-Affiliated (i.e., Atheist, Agnostic, or None) and Affiliated (i.e., Christian) Groups 

 Atheist/Agnostic/None (n = 128)  Christian (n = 296)     

 M SD MAdj. SE  M SD MAdj. SE  F p d 

Organized RA 1.586 (0.828) 1.599 (0.093)  3.473 (1.144) 3.467 (0.061)  279.454 < .001 1.796 

Non-Organized RA 1.297 (0.899) 1.311 (0.126)  2.735 (1.622) 2.728 (0.082)  87.887 < .001 1.007 

Intrinsic Religiosity 5.078 (2.872) 5.097 (0.277)  10.122 (3.349) 10.114 (0.182)  226.629 < .001 1.617 

SBQ-R 5.273 (3.034) 5.251 (0.213)  4.227 (2.023) 4.237 (0.139)  15.732 < .001 0.426 

INQ-TB 21.496 (9.621) 21.545 (0.845)  19.680 (9.394) 19.659 (0.552)  3.457 0.064  

INQ-PB 8.056 (5.190) 8.056 (0.395)  7.601 (4.038) 7.601 (0.259)  0.919 0.338  

ACSS 40.654 (13.457) 40.797 (1.011)  40.853 (12.183) 40.791 (0.665)  < .001 0.996  

BHS 3.016 (3.603) 3.019 (0.277)  2.333 (2.791) 2.332 (0.181)  4.269 0.039 0.224 

MLQ-P 22.748 (6.753) 22.821 (0.522)   26.204 (5.349) 26.173 (0.341)   28.557 < .001 0.576 

 

Note. RA = Religious Activity, as measured by the Duke University Religiosity Index; SBQ-R = Suicidal Behavior Questionnaire – 
Revised; INQ-TB/ PB = Interpersonal Needs Questionnaire - Thwarted Belongingness/ Perceived Burdensomeness; ACSS = Acquired 
Capability for Suicide Scale; BHS = Beck Hopelessness Scale; MLQ-P = Meaning in Life Questionnaire – Presence. Adjusted Means 
control for effects of age, gender and race. 
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Table 3 

Fit Statistics for Full Multiple Mediator Models 

 
χ2/df 
(< 3) 

CFI 
(> .95) 

TLI 
(> .95) 

RMSEA 
(< .05) 

SRMR 
(< .08) 

Organized Religious Activity 2.519 0.997 0.866 0.060 0.007 
Non-Organized Religious Activity 0.096 > 0.999 1.083 < 0.001 0.001 
Intrinsic Religiosity 2.508 0.997 0.867 0.060 0.006 

Note. The direct path (i.e., c’) was omitted in each model to allow for 1 degree of freedom. 
Values in parentheses are generally accepted conditions of good fit (Schreiber, Nora, Stage, 
Barlow, & King, 2006). 
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Table 4 

Standardized Path Coefficients and Effect Sizes for the Mediation between Religiosity (DUREL) and Suicidal Behavior (SBQ-R) 

    Organized Religious Activity (R2 = .249)   Non-Organized Religious Activity (R2 = .245)   Intrinsic Religiosity (R2 = .249) 

    a b a*b % Total % Indirect   a b a*b % Total % Indirect   a b a*b % Total % Indirect 

Total Effect   -0.149      -0.043      -0.165   

Multiple Model                  

 Direct Effect   -0.072 48.3%     0.014 -29.2%     -0.076 46.1%  

 Total Indirect   -0.077 51.7%     -0.057 118.8%     -0.092 55.8%  

 INQ-TB -0.069 0.284 -0.020 13.2% 25.4%  -0.086 0.278 -0.024 49.8% 41.9%  -0.135 0.278 -0.038 22.7% 40.8% 

 ACSS -0.035 0.175 -0.006 4.1% 8.0%  0.056 0.178 0.010 -20.8% -17.5%  0.001 0.178 0.000 -0.1% -0.2% 

 BHS -0.145 0.165 -0.024 16.1% 31.1%  -0.103 0.168 -0.017 36.1% 30.4%  -0.157 0.167 -0.026 15.9% 28.5% 

 MLQ-P 0.293 -0.093 -0.027 18.3% 35.4%  0.223 -0.117 -0.026 54.4% 45.8%  0.308 -0.093 -0.029 17.4% 31.1% 

Single Models                  

 Direct Effect   -0.120 80.5%     -0.008 16.7%     -0.111 67.3%  

 INQ-TB -0.070 0.41 -0.029 19.5%   -0.085 0.417 -0.035 72.9%   -0.133 0.404 -0.054 32.7%  
                   

 Direct Effect   -0.143 96.0%     -0.053 110.4%     -0.165 100.0%  

 ACSS -0.036 0.164 -0.006 4.0%   0.055 0.174 0.010 -20.8%   0.001 0.171 0.000 0.0%  
                   

 Direct Effect   -0.097 65.1%     -0.006 12.5%     -0.11 66.7%  

 BHS -0.145 0.358 -0.052 34.9%   -0.100 0.372 -0.037 77.1%   -0.154 0.356 -0.055 33.3%  
                   

  Direct Effect     -0.065 43.6%         0.026 -54.2%         -0.078 47.3%   

 MLQ-P 0.293 -0.287 -0.084 56.4%   0.223 -0.311 -0.069 143.8%   0.308 -0.283 -0.087 52.7%  

Note. Controlling for age, gender, and race. All significant paths are presented in bold (i.e., bias-corrected bootstrapped 95% 
confidence interval of unstandardized effect did not include zero). INQ-TB = Interpersonal Needs Questionnaire - Thwarted 
Belongingness; ACSS = Acquired Capability for Suicide Scale; BHS = Beck Hopelessness Scale; MLQ-P = Meaning in Life 
Questionnaire - Presence.
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APPENDIX C 

 

FIGURES 

 

Figure 1. Full multiple mediator model of the relationship between religiosity (i.e., DUREL) and 
likelihood for suicidal behavior (i.e., SBQ-R). Solid arrows indicate hypothesized significant 
relationships; dashed arrows indicate hypothesized non-significant relationships. Letters indicate 
standardized path coefficients. Thwarted Belongingness (i.e., INQ-TB), Acquired Capability 
(i.e., ACSS), Hopelessness (i.e., BHS) and Presence of Meaning in Life (i.e., MLQ-P) were 
hypothesized to fully mediate the total relationship (path c), such that with their inclusion in the 

model, the direct relationship (path c’) would be reduced to non-significance. Each mediator’s 
specific indirect effect (path ai×bi) was also hypothesized to be significantly different from zero. 
In all tested models, age, gender, and race were included as controls, and mediator errors were 
allowed to co-vary. 
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Figure 2. Standardized path analysis models for (a) total effects, (b) multiple mediating effects, and (c) independent single mediating 
effects of each dimension of religiosity on suicidal behavior. All models control for age, gender, and race. DUREL1 = Organized 
Religious Activity; DUREL2 = Non-Organized Religious Activity; DUREL345 = Intrinsic Religiosity. See Table 2 for other 
abbreviations. Non-significant paths are dashed (i.e., unstandardized bootstrapped CI crossed zero). In single models, partial 
mediation is highlighted in green, full mediation is highlighted in yellow.  
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Figure 3. Standardized multiple mediator path analysis models for (a) original study hypotheses; (b) prediction of current suicide risk 
(i.e., DSI-SS); and (c) mediation of the Allport-Ross Religious Orientation Scale (ROS). All models control for age, gender, and race. 
DUREL1 = Organized Religious Activity; DUREL2 = Non-Organized Religious Activity; DUREL345 = Intrinsic Religiosity. See 
Table 2 for other abbreviations. Non-significant paths are dashed.  
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Figure 4. Standardized single mediation path analyses for alternate measures of (a) Behavioral Regulation (i.e., ACSS); and (b) 
Meaning (i.e., MLQ-P). All models control for age, gender, and race. DUREL1 = Organized Religious Activity; DUREL2 = Non-
Organized Religious Activity; DUREL345 = Intrinsic Religiosity. See Table 2 for other abbreviations. Non-significant paths are 
dashed. Partial mediation is highlighted in green, full mediation is highlighted in yellow. 
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APPENDIX D 

 

IRB APPROVAL 
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Informed Consent Text 

 

Thank you for considering to participate in this study! This study consists only of an online 

survey regarding interpersonal and existential perspectives about life. This study is being 

conducted by Matthew Podlogar, B.A., who is a Clinical Psychology Ph.D. student at FSU.  

 

Background Information: 

The purpose of this study is to better understand the relationship between people’s interpersonal 
and existential perspectives about life and their experience of certain thoughts and behaviors. 

 

Procedures: 

If you agree to be in this study, you would be asked to complete a single series of self-report 

questionnaires. In total, the questionnaires should take approximately 30 minutes to complete. 

 

Risks and benefits of being in the Study: 

The risks in this study are minimal. Some people may experience some anxiety, frustration, or 

become emotionally upset when the questionnaires. Some of the questions you'll be asked to 

respond to are about suicide. In the event that you respond to some questions in a way that 

suggests you may benefit from further resources, the study principal investigator (Matthew 

Podlogar) may contact you to provide those resources, if necessary or at your request. 

 

Although the direct benefits to you are minimal, this research can be very helpful for society and 

the scientific community's understanding of mental health. 

 

Compensation: 

If you are a student who signed up for course credit and you complete all the questionnaires, you 

will receive 0.5 credits toward your course research participation requirements. 

 

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: 
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The researcher conducting this study is Matthew Podlogar. If you have any questions now or 

later, you are encouraged to contact him XXXXXXXXXXXXXXX. You may also contact the 

faculty advisor for this study, Dr. Thomas Joiner, at XXXXXXXXXXXXXXX. 

 

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 XXXXXXXXX 

XXXXXX XXXXXXXXXXXXXXX, or by email at XXXXXXXXXXXXXXX. 

 

Comprehension Questions: 

Please read the following questions and select the correct answer. All answers can be found in 

the consent form above. You will have two attempts to correctly answer all of the questions: 

 

1. What are the risks of this study? 

____  This study has absolutely no risk 

____  The risks of this study are minimal. Risks include how I may emotionally react to the 

questionnaires. 

____  Moderate risk. I may be required to do things I don’t want to. 
 

2. What are the benefits of this study? 

____  There are no benefits of this study. 

____  I will receive a new form of beneficial therapy. 

____  I will receive minimal direct benefits in the form of education, but society may benefit 

from my responses. 

 

3. What sort of compensation will you receive for participating in this study? 

____  I will receive 1 research credit for completing the survey. 

____  I will be paid $20 for my time. 

____  I will receive $1 for every survey question that I answer. 

 

4. Are you required to participate? 

____  Once I begin the survey, I am required to answer all questions and to finish. 

____  Once I begin the survey, I do not have to answer all questions, but I am required to finish. 

____  Even after I begin the survey, I am not required to answer any question I don’t want 
to nor am I required to finish, because my participation is voluntary. 

 

5. Who can I contact if I have additional questions about the study? (check all that apply) 

____  The Principal Investigator of the study (Matthew Podlogar) 

____  The faculty advisor of the study (Dr. Thomas Joiner) 

____  The FSU IRB 
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Statement of Consent: 

By typing your name in the box below, you are acknowledging that you have read the above 

information and understand the nature of the research project, are at least 18 years of age, 

consent to participate in this study and that your participation is voluntary. You will then be 

directed to a separate page where you may begin the study. Your name will never be connected 

to your survey responses. If you do not wish to participate, you may leave this page now or at 

any time during the survey. 

 

Please save or print a copy of this information to keep for your records.  

 

Thank you again for considering to participate in this study! 
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