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STATEMENT OF THE PROBLEM

{At present, suicide continues to remain one of the!top
ten leading causes of death in the United States‘(Beck,
’ Kovaks, & Weissman, 1979). In human terms,'this reflects a
conservative estimate of 23.5 to 28,000 suicides per year
in this country alone.‘ Thus, Neuringer's (1974) estimate
of one suicide each helf-hour is no longer accurate. At‘
this time, an estimate of one suicide every twenty minutes
would be more correctb N

‘Ameng adolescents; the Suicide rate hes been'steadily
increasing. While suicide stillltende to be more commonlin
those over forty, the aiarming increase»ih'the fifteen to'
twenty-four year age group has resulted in su1c1de becoming
the third leadlng cause of death in thlS group (Welssman,
1974). In adolescent males,‘only acc1dents clalm more
lives (U.S. Bureauvef the Census; 1976).

Indeed, these ratee‘represent merely the tip of the
iceberg. Lesskconservative'estimates attributedés-many as
75,600 deaths per year to suicide; with as many as 250,000
attempts annually (Litmah & Wold, 1974). Sﬁicide ideation
appears to be even more common. In a poll of viewers

watching a program on suicide, fifty-five percent 1nd1cated



that they had seriously contemplated suicide at some point
in thefr lives,(Warner¥Amex~Qube Poll, 1980). - More
dramatically, Stengel (1964) has asserted that, "there are
few if any individuals to whom the idea of suicide has ﬁot
occurred"r(p.lZ).

Thus, one is compelled to agree with the statement by
Welu (1977) that, "we are currently faced with a serious;
endemic threat to publie health which shows no eigns of
abatement" (p.1l7). . Despite the obvious import of this
situation, Kovacs, Beck, and Weissman noted in 1975 that
there were are still'no-specific and practical guidelines
to therapeutic interventions for the elleViation of
suicidal behavior.

It is the conteﬁtion of this author, that the
continuing validity of this statement by Kovacs et al.
(1975) is due in large part to the lack of a widely
accepted paradigm for conceptualizing suicidal behavior.
Recently, however, a number of inVestigetors (Clum,
Patsiokas, & Luscomb, 1979; Schotte & Clum, 1982) have
integrated the existing literature in the area of suicide
and proposed a life stress-cognitive rigidity model which
appears to hoid promise for}both explaining suicidal

behavior and for developing effective psychotherapeutic



interventions in this area.

This paper reviews the evidence for this mddel and
presents the results of a research ptoject designed to
evaluate the specific nature of problem-solving skills
within a sample offsuicidal psychiatric patients. The
implications of the findings of research in this area as .
they apply to theories of suicide and therapeutic

interventions will also be discussed.



LITERATURE REVIEW

INCIDENCE RATES

Generally, the rate of suicide in this country ranges
from twelve tohthirteen per one hundred thousand poéulatioh
(U.S. Bureau of the Census, 1976), or 23.5-28,000 suicides
per year. As noted previously, this reflects one suicide
each twenty minutes in the United States alone.

A review 6f gévernment data (U.S. Bureau of the
Census, 1976) reveals that despite a telatively stable
'suicide rate ranging from ll—13/100,000 in this country,
there have been severaivtemporafy upwérd‘trends. For
example, in the period from 1905 to 1915, the suicide rate
rose from 12.2-16.2/100,000 before decreasing to
12.3/100,000 in 1918. The suicide rate then remained
relatively stablelunti111926;lwhen it began to climb from
12.0 to 17.4/100,000 in 1932. This depression‘era incfease

in suicide reduced to pre-trend levels over the following

ten years. Since that time, the suicide rate has remained ~—~

fairly constant, although there has been a mildly
increasing trend during the 1970's. This latter trend,

although it has been much discussed in the popular press,



reflects a relatively mild increase, in historical
perspective, from a rate of 11.6/100,000 to a high bf'
13.3/100,000 in 1977.

SEX DIFFERENCES

71In both the Unites States and foreign countries
suicide rates are highef fof males than quwgemales, with
méles tending to commit Suicide three to four times more
often than females;(U.S.Bureau of the Census, 1976). |
_suicide attempting, however, is mdre‘coﬁmon among women
than among méﬁx(Bancroftv& Maréack; 1977; Bogard, 1970;
Greer et al., i966; Shneidman et‘al., 1970). - A possible
exception to this,,however, was noted by Kreitman (1977)
who found equal ratés of attemptingifor older single
persons and for individﬁais with a prior history of suicide
attempts. " These sex diffeiehcéé are one of thermost stable
findings in the éuicide literature (Shnéidman & Farberow;
1961). 1In gehérél; as the potéhﬁial lethality of the
suicide method increases, the sex ratio of males to females
~increases monotonically (Marks, 1978). This differencevin
parasuicide methods employed-does nqt appear to fully
account for the discrepancy in suicide rates among maies

and females, leading Linehan (1978) to suggest that



differences among suicide completion and attempt rates
might be due in part to differences in sex-role

expectations.

REGIONAL VARIATIONS

The suicide rate within the United States also
displays regional variation (U.S. National Center for
ﬁealth Statistics,'l978). Individuals résiding in the
mountain states (e.g. Montana, Idaho, Wyoming, Colorado,
New Mexico, Arizqna, Utah and*Nevadaf'have a rate nearly
double that of those in the mtd—atlanticfregiOn (e.g. New
York, New Jeréey and Pennsylvania). In fact, Nevada has a
rate triple that of New Jerséy (24.8 vs 7.2/100,000), the

lowest state.

.CULTURAL VARIATIONS

The rate of suicide among males in the United States
(25.0/100,000)‘is less than'in many western‘nations, with
the highest incidence reported (47.2/100,000) being in
Austria (World Health Organization, 1980). Other western
countries which surpass the United States are Switzerland
(43.5/100,000), West Germany (37.7/100,000), Denmark

(36.0/100,000), Sweden (33.1/100,000),‘France



(29.8/100,000), Japan (29.2/100,000) and Belgium

- (28.4/100,000). A'similar pattern can be found among
female suicides, with nine western natidns,showing suicide
rates higherithan the ﬁnited Stateé (World Health |
Organization, 1980). Thus, although the'raﬁe of suicide
among Americans is disconcertingly high, it is considerably
lower than iﬁ many western nations; ‘Similar data is not

available for éommunist block nations.

AGE DIFFERENCES‘

| The rate ofbsuicide,also varies.with age, and it’ié
here‘where we see pe;haps the most‘distréssing statistics.
LAﬁong young, whité males aged fifteen to twentyefour, |
suicide 1is the se¢ond leading CaUSe‘of‘deatﬁ; preceded only

by accidents (U.S. Natibnal Center fof Health Statistics,

1978). y@ithin'this agesgroup}'the rate of suicide has also
been iné;easing gradually among whité males aged fifteen to
- twenty-five_ since lQSOL;Qith a more‘dramatic incfease in

. the incidence rate from 13.9 to 22.9/100,000 in the period
from 1970 to 1977 (Linden & Breed, 1976;VU;S.>Bureau of the'v

Census, 1976). . Among adolescents, suicide is more frequent

among college students than among comparable persons who
, \ v

are not attending college; the rates appearing to be



particularly high for those completing graduatebwork
(Seidan, 1966). The rate of attempted suicides has also
been increasing in this age group (Davis, 1979). White |
females and non-white malesrin this group have also
demonstrated increases, although thesekhave been less
pronounced. Intere§tingly, suicides among non-white
females in this age brgcket have decreased nearly
twenty-five percenttin‘thé same period. The increase in
.the suicide rate‘among young white maies has been largely
balanced out bY’é smalludecreasé in the suicide rate among
white malesjagedithirty—five to sixty-four. White males
over the agevof sixty—fouf cdntihug to have the highest -

il

incidence of Suicide'completion.‘RSuicide attempting, on

N\ L

the other hand, decreases with age, with the peak incidence
. ~A=E .

N\

occurring before‘the agé of thirtyE(Lester, 1972;

Shneidman, 1976).

RACIAL DIFFERENCES

Suicide stiil'rehains higher among whites in this
country than among non-white segments of the population
(U.S.‘National Center for Health Statistics, 1978). White
males suicide at a rate neérly double that of non-white

males and among females the difference is slightly greater



(U.S. National Center for Health Statistics, 1978).
Suicide attempting, however, appears to be more frequent
among non—whife'females than among whites as a whole
(Park%n, 1974; Pederson et al., 1973; Tuckman & Youngman,

1968).

SUICIDE METHODS

jThe most cqmmon meéhod for suicide in the United
Statés among maiés is gunshot, accounting fot sixty—-three
percent of the toﬁal. Poisoning and hanging follow in |
decending order, each écCodnting for apéroximately fifteen
percent. Miécellaneaous-methods (e.g; jumping from high
places; wrist slashing, etc.) aCCbunt’for the remaining
five to ten percenﬁ (U.s. National Center.for Health
Statistics, 19785. Amoﬁgvfemalés, poisoning is the most
common method fdllowed'élosely by gunshot, accounting for
forty and thirty-six percent respecti&ely; Hanging is the
chosen method in another twelve percent of the cases and
miscellaneous causes account for slightly over ten percent

(U.S. National Center for Health Statistics, 1978).

MODAL SUICIDE

Taken as an aggregate, these statistics reflect a
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modal suicide of a white male, sixty-five or older, living‘
in the Midwest who cbmmits suicide with a firearm. This
can be contrasted with the modal suicide atteﬁpter, a young
female who ingests e nonfiethal q;qgwdeeage. In fact, this
latter attempter'is‘sobeommen as tg_eVoke ghly‘minima1

professional intervention (Hankoff, 1975).

SUMMARY

As mentioned earlier, the'rates listed,here may well
represent merelyithe tip. of Ehe iceberg.’\Lessrconeervative.
~estimates attribute'as many‘as'§5,000>deaths per year in‘
this country to suicide.With‘anywherevfrom 50-250,000
attempts (Farberow &.Shneidmah/3196l: Litman & Wold, 1974;
Parker & Stengei, 1965}‘Shneidman, 197Qf Stengel, 1968).
Dublin (1963) has suggeefed thaﬁ one éereent of the
population have attempted suicide at eome time;‘leading to
an estimate of over two-million living attempters. Even
more dramatic, studies aimed at a compreheneive count of
attempted suicides within avgiveh populationfsuggest a rate
of fifty or more attempts per each fataiityi(FOx,vl976;
Wexler et al., 1978). Of those who attempt suicide,
anywhere from thirty to fifty percent will go on to attempt

again within one year (Clum, Luscomb, & Patsiokas, 1979).
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In addition, if the estimates are accurate, ten to.twenty
percent of thoée who attempt will eventually die by suicide
(Cohen, Motto, & Seidan, 1966; Dorpat & Ripley, 1967;
Kreitman,'l977). Combined these figures_givé risé to a
prediction of anyWhere from 400,000 to 1.4 million |
pétential suicides in this country élone.

There have been hofepidemeologic studies to date of
the incidence rate for suicide ideation in the general
population. The resﬁlts of a recent telévisioh sﬁrvey
(Warner-Amex Qube Poll,nl980), however, suggest that the
number is quite high. in resﬁénse to Questions following a
televised panel discussion OnISuicide; fifty-five percent
of the fespondents indicated that they had contémplated
suicide at some poiﬁt'in t';lr,lei’r‘lives., More‘draﬁatic is
Stengel's (1964) has'assertioh that,‘"there ére few if any
individuals to whom the-iaea of suicide has not occurred”
(p.12).

‘ "The number of deaths by}suibide in thé’Unitéd States
and abroad, the apparently high rate of suicide attempts
and the frequency of suicide ideation in the population all
lend credence to the assertion by Welu (1977) that, "we ére
currently faced with a serious, endemic threat to public

health which shows no signs of abatement" (p.17). In fact,
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it appears that suicide and attempted'suicidé are

inbreasing throughout most of the world (Brown, 1979).

METHODOLOGICAL PROBLEMS

iThe study of suicidél behavior poses humerous
methddological problems. ~Perhaps foremost among these is
the lack of_accessibility'tokSuicide‘compléters: In order
to compensate for the Ungvailébility of thesé éubjécts
several methodé are emPloYed.&

First aﬁong these:is the method of residﬁals
(Shneidman & Farberow, 1960). Here, the suicide completer
is studied thfdugh énalysis'of personal articles such as
diaries, suicide notes,,intérviews with family members,
etc. Naturally, most méasufement instfumentsvemployed ih
suicide researchb(é;g. éelf—report measures) cannot be
employed and mﬁch of thevdaté is both retrOSpeétive and
subject to distortions. Poor experimentallcontrol,'
observational distortion and questionable validity have
contributed to the numerous contradictory findings obtained
with this method.

Prospective research procedures, however,rafe often
rendered infeasible by the relatively low base rate for

Y

suicide completion (around 11/100,000).‘ For this reason,
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suicide attempters are often employed as they have a huch'
higher’bese rate for eventual suicide completion (Motto,
1965). | |

- Attempts to generalize from one category of‘sﬁicidal
behavior, such as suicide attempters, to suicide completers
are fraught with difficulties. Although this method has
superficial face validity, eXperimentel evidence (Farberow,
1950; Murphy, l977{ Stengel,'l964) tends to contradict the -
view that the only diffetenee‘between these two groﬁps is'
one of intensity orhlethality-of,method.“

We aleo do‘ﬁot know if meesurement taken following a
suicide attempt accurately reflects the state of the
individual prior to attempting suicide. Not Oniy can
environmental'feedbeek about the attempt impact on the
individual, their different,treatmeht in the hospital (e.g.
suicide precautions and securitY) may also have an effect.
Thus, control subjects must be catefully Selected'to'
reflect these variables.

Finally, as we shall see in the next section, there is
even difficulty in defininé_suicidal behavior. Thus, as
Linehan (1978) points out, @methodological problems exist

at almost every level" (p.231)
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DEFINITIONS

In the past, it has been cbmmon fer researchers te
-classify su1c1dal behavior as falling 1nto -one of four
categories; completlon,-attempt, gesture or threat. The’
difficulty with such systems has been their reliance on the
concept of intent (Kreitman et al., l969).5fThat is, such
.an approach requlres a dlfferentlatlon between those
individuals who engage 1n self lnjurlous behavior(s) with
the 1ntent to die and those.lnd1v1duals-who engage in
| topographlcally SLmllar behav1ors, but who do not intend to
die.  Thus, as Douglas’ (1967) p01nts out, motlvatlon or
intention 1is centraljtoﬂthe notions of su1c1de gesture and
attempt. Unfortunately} as Linehan (1978) nbtes, there is
much disagreement among researchers, clln1c1ans, coroners
and government off1c1als/agenc1es as to what constltutes
1ntent. | |
o In response to the difficulties inherent in
distinguishing between those who engage in suicide gestures
and true suicidesiand suicide attempts, Kreitman and
associates (1969) have suggested the term tparasuicide"bbe
applied to allbdeliberate, self-injurious acts. This.

concept does not require motivational inferences and is

intended to cover any "non-fatal act in which an individual
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deliberately causes selffihjury-or ihgests a substance inv
excess of anydprescribed or generally recognized
therapeutic dosage" (Kreitman, 1969; p.3). Parasuicide,
then, is simply a behavioral analogue of-suicide
‘attempting, independent of motivational‘inferehoes.

The Task Force for the Natlonal Instltute of Mental
Health's Center for Studles of Su1c1de Prevention has
adopted a 31m11ar approach (Beck et al., l973° Pokorny,
1974). They have proposed a- trlpartlte, mult1ax1al
cla551f1cat10n in whlch sulcldal behav1or is classified
according to three categorresrfe.g. completed suicide,
suicide‘attempt and suicidalfideas); Additionaily, suicide
attempts and ideation are rated for potential medical
lethality of the.COntemplated orvactdal method and the
individuals‘intent to’diegr |

Thus, although thesehproposed classifications no
longer attempt to distinouiSh between suicide attempts and
suicidal gestures, there'is still’a‘stated‘interest in
quantifying the individual's degree of intent to die.
Several investiéators’(KeSSel, 1966; Stengel, 1964) have
noted that many persons who engage in behavior described as
attempted suicide have little or no intention of dying.

For example, Stengel (1964) has identified individuals who
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have taken lethal dosages of medication but have done se in
such a way as to maximize the chance of envi:onmental |
intervention. Additionally, many so called suicide
attempters deliberately ingest sublethal dosages (Kessel;
1966). |

In,reséonse-to these observed differences,in intention
to die, a.nunber of inﬁeetigators have developed'measures
which seek to quantifyasuicide intent.‘ Thus, rather than
attemping nominalvelassification and itfs attendant
difficulties,'researchers have also tegdn to develop a
variety of interVal scale measures which can be employed to
rank order subjects within a sample of'to'make comparisons
between samples. |

An example of’thiS»type of measurenent~instrument is
the suicide intent assessment methed’developed by Freeman
et al. (1974). In this system, each individuals’
self-injurious behavior is rated on tWo.five point rating
scales. On the first scale, the behavior is rated by
lethality from zero to five depending on the method
employed. Criterion are provided for assigning the rating.
On the second scale, the individual receives a tating from
zero to five depending on the degree of rescuability. _An

individual who engages in the behavior in the presence of
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others would receive the lowest score, whereas aﬁ indiviual
whovexpends‘efforts tb prevént rescue would réceive the
highest score. The ¢ombination of these two scores then
yields the degree of ihtention to die for that indiVidual's”
self-injurious act. Similar means for réting intent have
been developed by other researchers er.both parasuicides
(Beck, Hermaﬁ;:& Shuyler, 1973) ahd.suiciderideators (Beck
et al., 1979). - |

In this paper;-we will refer to iﬁdividuals who engageb
in self—injuridus behévior as'parasuiéidés accofdinévto
~Kreitman's (1969) usage:of the term. "Suicidé‘ideator"
. wili be used to refer Eo\thdse persons who either threaten
suicide or whd‘admit'to“current thoughts:of engaging in
self—injurioﬁs behavior: Invadditiqn, the more general
term "suicidal beha§ior":ﬁill,be employed to denote a
category of.individuals which includes suiéide»ideators,

parasuicides and suicides.

MODELS OF SUICIDE

Over the years, numerous models of'suicidal'behavior
have been generated bybboth psychologiqal and SOCiological
researchers. Whilela det;iled reviewvof thesgbmodelsjig

beyond the scope of this paper, a brief Qverview may helpv
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to place the model espoused here in clearer perspectlve./ e
For the sake of organlzatlon, Llnehan s (1978)
classification of theoretical approaches»to suicide wili bev

' employed;

SOCIOLOGICAL THEORIES

These theories’ tend to view su1c1de from the
perspective of an 1nd1v1dual s role w1th1n a soc1al
structure. 'Foremost among these,\from a hlstorlcal
- perspective is Durkhelm s (1951) model of su1c1de in Wthh

su1c1dal behav1or is sald to result from an. 1nteractlon | iv
between soc1al groups and 1nd1v1dualsjr Socletal ‘structure

_ was said to~produce SUlClde 1f elther disrupted (i.e.

anomlc su1c1de) ‘as 1n the case of the Great Depress1on in
this country, or 1f the structure vielded excessive |
regulation (i.e. fatallst;c_su1c1de), such as mlght be ther
case in the”suicides of'slaves._‘In:addition, Durkheim
discussed the importanceiof'the individual'stinvolvement inu‘
the social structure as playing a role 1n su1c1de, elther
through over-involvement (i.e. altruistic su1c1de) in whlch
martyrdom or self—sacrifice occur, or through 1nadequate
involvement (i.e; egoisticvsuicide) arising fromvpoor

integration of social groups.. The latter form of suicide
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was considered by‘Durkhéim to be the primary féctor in
suicide within European cultures. Similar views have been
put forth by others (Shneidman, 1976).v

Although sociological theories have evolved over the
years to include an inéreasing‘number of fécﬁOrs} such as
social meaning, the stability and durability of social
relationships,-énd sodial festraint“(Henry &‘Short; 1954;
Gibbs & Martin, 1964; Doﬁglas,,l967) they have proven to be
more useful in thewpredictiOﬁ ahd éxplanatibn of suicide:
rates within and between cultﬁres than they have been in
either the prediCtion‘offtreatment ofjsuicidal behavior
within individualé. Thus, inféractionai approéches
focusing on such factors as social Sdppdrt, have gaihed
more recent prominenCé. “Bfaucht's (1979) reseafch, to be
discussed later ih‘thishpaper,’is ah example of such an

approach.

PSYCHODYNAMIC THEORIES
Psychodynamic»thedries are by far the moStvnumerous in
‘the literature on'suicidél behavior. In general, these
theories view suicide as the product of unconscious
motivation, most often arising from aggressive urges

‘directed against an introjected and ambivalently viewed
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love object (e.g. anger turned inward). An example of this
approach is Menninger's (1938) view that all suiéides
involve the wish to kill,>the wish to be‘killed and the
wish to die.

Research onkthe role of aggression in Suicide has been
mixed, however. For exémple, despite the fact that suicide
is said to reflect anger tﬁrned'inward, many"Suicides occur
following homicide (West; 1966) . ‘Fufthefmore, analyses of
suicide hotes,have not tendea-to reveal'hostiie]mgtives.
(Farberow & Shhéidman, 1957). Most troﬁblésome, perhéps,
for'psychodynamic‘thedriéé are the diffi¢ulties inherént'in'

asessing unconscious motivations in an empirical manner.

BIOLOGICAL THEORIES

Biological theories of suicidé:have focused on eithef
the role of genetic or biochémical factors in producing
suicidal behavior. Genetic réseafch, however, has’showﬁ’:‘
that identical twin paifs do not tend to be concordant for
suicide. 1In a follow—up study of identical twihs in which
one member of the pairbhad committedféuicide, Kallman et
‘al. (1949) found all surviving'twins to be discordant as to
suicide as much as forty-nine years later. Although it

appears that biogenic amines (Zis & Goodwin, 1982) and
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endocrine abnormalities (Sachar, 1982) play a role in
affective disorders,_the’relationship between biochemical

factors and suicidal behavior is as yet unclear.

COGNITIVE AND ‘I__.EARNING THEORIES
. Cognitive theories‘hgvevfocused‘oh either suicide as

an attempt at communication or the role of cognitive
variables in predisposing,individuals to'suicidélkbehavior;ﬁ
In the former,tparasﬁicide is viewed as ahrattempt by the
individual to céhVéy,to_his environment that something is -
fundamentally wrong with.his/her life cir¢umstahées |
(Douglas, 1967; Farberow'& Shneidman, 1961; Kreitman et
al., 1970). .Douglaé'»(l967)’observation‘that parasuicide
can convey speéific‘méaning in many>subcultures.is in
keéping with operaht médels in which parasuicide is‘viewed
in terms of it's potentiél for eliciting help-giving
behavior from the envirqnment (Bostock & Williams; 1974).
Other reSearéhérs‘hEGEWEHEéh'tHis approach one step
further, aséerting that ’éuicidél behavior can be viewed as
an attempt at probfém—solving-(Appelbaum, 1963; Basecﬁ,

1965; Kovacs et al., 1975b; Maris, 1971; Stengel; 1960,

1964). As shall be discussed later'in'this paper, however,
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there has been very little systematic investigation of this
viewpoint. |

In addition to the role of suicidal behavior as an
operant, learning.theorists have also discussed the
importanceﬁof modeling in suicide (Diekstra, 1973). It is
assumed that in order‘forlpatashicide or sﬁicide to be
chosen as a potential problemQSleing strategy; that
behavior must belleafned As we shall, discuss'at a later
point, there is ev1dence that modellng plays a role in the
development of su1c1dal behav1or. |

‘A sudden shift ln'locus of control‘has also been
hypothesized as a precipitating‘factorbinisuioidal behavior
(Zubin, l974);>although the research’ongthis variable has
been contradictoty to suCh'e'View‘(Luscomb,-Clum, &
Patsiokas 197?). Coghitiﬁe&tigldity appears tohhold more
promise as-an‘explanatory variable in sUicide, and in the
literature review-later we will review the evidence for
this factor. :

Flnally, Beck (1963) has advocated hopelessness as the
“most important predisposing varlable in su1c1dal behav1or.
His theory holds that certain distortions in thinking
result in the individual's coming to View his/her situation

as both intolerable and unlikely to change. Thus, suicide



-23-

comes to be viewed as a potential solution. It should be
noted that these-cegnitive distortions can lead the
indiyidual to view:their situation’as inté;e?abiéf deSpite
objective evidence to the contfery.' In this way, Beck's
view point can be differentiatedrffom other theorists who
have discussed Suicidal-behavior as attempts to‘communicate
>distress or to solve‘personalgppoblems._ While_hopelessneSs
has proven to be:closely;allied‘with suiCidalebeheVior
(Beck et al., 1975; TR |

Kovacs, et al;,'1975; Minkoff et,ale, 1973; Motto;
1977; Schotte‘&;Clum,.iQBZ;:Steele, 1977;fwetze1,,r976),\'
there are no‘studies to‘date'wﬁieh evaluate the role of |
Beck's cognitive”diStoftions in*biéduciné”this‘setmof

negative expectatibns'intsuicidal‘subjects;

EXPERIMENTAL MODEL

The model of'suicidel~behaviof preseﬁted'in this papef
“and elsewhere (Schotte_& Clum, 1982) ceﬁpiﬁes»a number of
the variables discussed by cognitivesand 1eefning theorists
as playing a role in suicidal behavier.‘,Basically, this
model focuses on the effeets Of'modeling influences,
negative life events, cogniEive rigidity, problemesolving

and hopelessness.
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In the absence of data suggesting an ihnate basis for
suicidal behavior, we are forced to assume that it is
learned. That is, parasuicide ot suicide as behaviors are
learned as a result of either informational or vicarious
learning.ﬁ:Within this culture, individuals'are'eXposed to
suicide thfough many channels. Suicides are,commonly
reported in the‘media;‘e5§ecially follbwing the death of a
public figure or the”obSeryatioﬁ of a Shift in suicide
rates or patterhs.‘ Many,of‘us are eXposéa more directly to
suicidal models, such as family members, friends or
co-workers. Inaeed, it Qould,be‘diffiéﬁlt if not
impossible ﬁo escape“equsure‘to suicide. A humber of
invéstigators (Diekstra, 1973; Linehan; 1978; Phillips,
1979) have discussed theiimportande‘of modeling fér the
emergence of suicidal behavior. | |

A second assumption of tﬁis model'is that suicidal
behavior emerges in respOnse tobprolongéd'pe;iods of
negative life streés.v Séveral researchers (Cochrahe &
Robertson, 1975, Jacobson & Tribe, 1972; Paykel et al.,
1975; Schotte & Clum, 1982) have investigated levels of
life stress in both parasuicides and suicide ideators,
suggésting that negative life events are higher in these

persons than in comparison groups. Yet as Benner et al.
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(1980) have noted,‘the consequenees of streés cannot be
understood solely through examination of the stressors'
alone. 1In order to better understand the relatidnships
between stressful life events and psychopathology
mediational variables.mustlﬁe'identified.'v
- The model presented here asserts that cbgnitive»
'rigidity mediateszthe'relatiohship between stress and
suicidal behavioré' Itlis‘hypqthesiredthat'deficits in the
capacity for flexible thinking interfere with the
individual's abiiity tebengage‘in effeetive
problem—solving;,thereby'rendering them espeéially
vulnerable torthe:effeets of‘life strees;'.When:faced'with
problems, suieidai individuals-are believed less likelyvto
- generate potential“selutions and'ere, therefore, more
likely to view seifédestrﬁctive‘beheVior as a viable
alternative. While reseerch has‘proviaedsevidenee for the
notion that parasuicides are more rigid in their thinking
* ~“than are their non-suicidal peers (Breed, 1963, 1972;
Zevenson, 1972; Neuringer, 1964;-Patsiokas, Clum, &
Luscomb, 1979), less attention has been paid to their
actual problem-solving abilities or the nature of»their
deficits in this area (Schotte & Clum, 1982). Most

importantly, it has not been shown that this rigidity
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effects their ability to generate solutions for personal
problems. |
The fourth assumption of this model is that these

deficits in divergent thinking and problem—solvingrskills
produce increasing levels of hopelessness in the‘individnal
confronted with continuing levels of high life stress.
That is, it is hypothe51zed that an 1nab111ty to
effectlvely cope with pers1stent negatlve life events
‘results in the development of a belief that such a pattern
cannot be changed»through less drastic'action., Thus,
hopelessness is.considered to be the immediatefprecursor to
suicidal behaviOr,» | o |

':In summary,»thepmodel_preSented herepsuggests that
suicidal behaVior arises:when individnals who have been ;q&.w
exposed to suicidal models are placed under hlgh levels of
life stress with which they are cognltlvely unprepared to‘l
cope. Hopelessness then arlses,;leadlng the,lnd1v1dual to
‘consider suiCide or paraSﬁicide as;increasingly attractive
strategles for resolv1ng their problematlc s1tuatlon As
we shall see, there is some ev1dence for each of these

propositions.
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MODELING

Durkheim (1951) discussed several historical incidents
which allude to the importance of modeling in suicidal
behavior. In the 1700's fifteen hospital patients hung
themselves from the samé hook in a dark passageway. In the
second case, a number of soldiers all shot thémsélves in
the same sentry box in Bbuibgne. In béth insfanCes,
'remoVal of the particualr théical.structuré involved ended
the series of death. Sucﬁ Feéidemics" still occur.
Willard (l972)»hés”feportéd a series of fbur‘suicides.in‘é»
small country jail boraefing an American Indian
reservation, in which four yéuths hangéd‘themselves from
the same pipe over a twelve ﬁohth period. - The much
publicized self;incineratioﬁ of a Bhuddist'monk in Viet Nam
during the early 1960's>rééul£ed in'é>trend for selection
of that method in the Unitedbsﬁates by bolitical protestors
over the next year.

Research on the effects of/publicitybon sﬁicidal
behavior has prodﬁced similarvfindings. In a sé?ies of
‘studies Phillips (1974, 1977, 1978, 1979) has shown that
the number of deaths by suicide, automobile and sméll
aircraft accidents all.increase in the period immediately

- following newspaper reports of suicide. These
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relationships are most marked in the areas geegrephicaliy”
closest to.the incident and most exposed to the newspaper
publicity (1974, 1979). Publicity of murder-suicides
result in increaseseofvmulti—passenger‘automobile-
fatalities whereas publicized suicide resuits in’more
deaths of young men driving alone (Phillips, 1979).

Similar results have been‘aemonstrated forrmurder?suicide'
publicity and multifaﬁality,-non—coﬁmereial piane crashes.
Suicide attempters also tend more.often than ﬁoneattemptefs
to be linked socially-withesignificant others who‘have alSo'
attempted suicide (Kreitman et al., 19705. Other studies
have found that the suicide'rate ie higher‘among familY'
members of suicide completers,(MoSs & Hamilton, 1957) and -
that this finding mey cut across generaﬁional lines
(Pokorny, 1968). bTheseefindings lend a great deal of
support to Phillips (l979),¢onclusion that‘suggestion,
imitation and modeling can pley an impqrtant role in the

frequency of suicidal behavior.

LIFE STRESS
Since the development of easily administered and
- widely accepted stimulus measures of stress which

operationalize stress in terms of recent life changes (such
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as the Schedule'of Recent Life EXperience;‘Holmes & Rahe,
71967), interest in the felatibnship between environmental
stress and subsequent physical and psychological
disturbance has been on the upéwing (Cochrane & Robertson,
1975). Correlations have been obtained between life change'
and a wide variety of physical illnesses, including sudden
cardiac death (Rahe & Lind,'l97;), ﬁyocardial infarction
(Edwards, 1971; Theorell & Rahe, 1971), and seriousness of
chronic illness (Wyler, Masuda & Holmes, 1971). Positive 
results have aléo béen‘obtained‘iﬁ studieé of the

| psychological co?relateévof lifeféhange,.Such as depressiqn“'
(Sarason, Johnson, & Siegel, 1978). It should not be
surprising, theh,»that a relationship‘has aiso been
observed between:life‘stress,and;Suicidal behavior
(Braucht, 1979; Cochraneu&‘Rébe;tson, 1975; Jacobsbn &
Tribe, 1972; Luscomb, Clﬁm, & Patsiokas, 1980; Paykel,
Prusoff, & Myers,»l975;’Schotte & Clum, 1982).

The earliest demonétratién‘ofba relaﬁionéhip,between
life stress and’suicidai behavior wasvobtainéd‘in‘an
uncontrolled study conducted by Jacobson and Tribe (1972).
j These’investigators observed that a wide variety of
potentially stressful evénts (such as marital discord,

financial difficulties, and employment problems) preCeded:'
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deliberate self—injurious'behaviof in the sample with which
they were working. Unfortunately, the lack of a control
group prevented these researchers from concluding that
their subjecté had experienced stressful life events in
excess of other psychiatric and normal samples.

This shortcoming was dealt with by Paykel, Prusdff,
and Myers (1975) who, in a well-controlled stﬁdy employing
both normal and depressive contfols, collected data on a
moderately sized group ofvparasuicides} Specifically,
Paykel and his coileagués administefed a structured
interview to fifty-three'rand¢mly selected parashicides to
ascertain the frequency of sixty-one different life events
during the six mdnths prior tb their parasuicide. The rate
of occurrence of thése évents was then'compared to their
frequency in the norﬁal and depres$i§e groups. Analyses
performed indicated that'the”paréSuicides had reported four
times as many‘ﬁnpleasant life-eveqts»than-had normals, and
one and one-half times the number. reported by the
depressives prior to the onset of their depression. In
addition, a marked peaking of events was observed in the
month precedihg their deliberate self-injurious behavior.

Several methodological problems, hoWevér, threaten the

validity and generalizability of these findings. First,
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the majority of the sample was female (37 of 53). Sécond,
no attempt was made to control for or assess the role of
age and social class variables in producing the results
obtained. Thus, the demographic comparability.of the thrée
groups is in question. Third, and perhaps most serious,
the data on the normal and depressive controls wefe
collected three years after the experimental data were
obtained.

| Working in' Scotland, Cochrane and Robertson (1975)
designed a studf to control for the pdten;ial confounds
introduced by'sex and social élass variables. Subjects in-
this investigation were males equally disﬁfibuted between
young (undef twenty—five)iahd‘older (over_forty),,manual
(similar to blue collar)‘and non—manﬁal (similar to white
collar) workers. A~fifty-thrée item life events checklist
of their own construction-(COcHrahe & Robertson, 1973) was
administered to 100 parasuicides divided into these
categories and to an equal number of controis matched on
the basis of age and occupational status. = The results
showed that the paraSuicides had undergone far more
negative life events in the year prior to their
self-injurious behavior than had the matched controls. As

in the Paykel et al. (1975) study, pleasant 1ife events did
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not significantly differ in frequency.

iSchotte and Clum (1982), as part of a larger study of
college student suicide ideators, administered the Life
Experiences Survey (Sarason, Johnson & Siegel, 1978) to
both college students who admitted to reeent suicide
ideation and to a control group of students who denied
recent suicide ideation.’ Scores on this measure were found
to be significantly correlated'with level of depression,
ievel of hopelessness and‘degree of sdiéide intent: In
addition, as in previouS’research‘(Cochrane & Robertson,
.1975; Jacobson & Tribe, 1972; Paykel, Prusoff & Myers,
1975) negative life events were the crucial factor,
positiGely rated life events did not differ significantly
between the two groups;;gFinally, life events which
occurred in the previods’siﬁ months differed significantly
between ideators and non-ideators, whereas those in the
past seven months to one year did not.~ This is similar to
the peakiné of.evente reported by Paykel et a1. (1975).

In a more complex analysis of the relationship between
negative life events and parasuicide, Braucht (1979) sought
to extend the findings in this area by evaluatiné'the
interaction between lifevstress and social support.

Braucht employed census tract data as a means of
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operationalizing secial support in terms of demographic
similarity to members of one's community. Braucht
hypothesized that'parasuicides would: 1) tend to
experience negativeklife stress in excess of the norm for
their community; 2) experience stressors different from.
those experienced by other members of their community; and,
3) tend to bevdemographically’dissimilar to community
residents. It is assumed thet these latter two factors
would attenuate the stress reduction effects of social
support. |

In order to'eccomplish this;“Braucht eegmented the
Denver, Colorédo area into fourlneighbqrhood cluster
dimensions on the\basis of.the census ' tract data; these
were poor minority, elderly isolaﬁe,hrootless renter‘and
destitute male. Oh'ﬁhe basis‘of theee-dimenéions a
proximity cluster analysiseyielded seven‘distinct
neighborhoods. _

Data collected on a large (N=659) sample of
parasuicides were then analyzed by neighborhood. The
results obtained showed that the parasuicides tended to
differ from their immediate neighbors on at least two of
the four neighborhood dimensions and also tend to

experience different types and levels of life stress. That
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is, they were both demographically dissimilar and prone to
different sources of environmental stress. Finally, the
levels of stress reported by ﬁraucht are highly similar to
those obtained by Paykel et al. (1975), lending further
support to their findings. |

Although membership in.demographically similar
communitiés appears to reducefthe impact'of environmentalL
stress, little attention has been paid to the potential
effects of social support in the area of suicidél behavior.
This is unfortunate, because a number of investigations
have suggested that social suppért may play an important
rolé in suicidal behaviér. For example, suiéide rateé ére
higher for immigrants than they:ére fof natives of their
new country or for individuals who remain in their old
country (Coombs & Miller;:l§75)% ih addition, the.Suicide
rates for blacks and wﬁites aré inQersely related to their
proportions within a‘given population (Davis, 1979). The‘
mechanism(s) by which social support reduces the impact of
life stress, however, is not well understood. Further
understanding of this relationship could yield héightened
~levels of prediction.
- The only negative findings in this area came in a

study by Luscomb et al. (1978) with male parasuicides in a
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Veterans Administration Hospital sample. These
investigators found that while a measure of life stress was
discriminative for older parasuicides, scores on this scale
were no higher in the younger parasuicides than in‘the
controi group. Thus, the results of this study are in
marked contrast to those obtained in other research
(Braucht, 1979; Cochrane & Robertson, 1975; Jacobson &
Tribe, 1972;‘Paykel, Prusoff, & Myers, 1975; Schotte &
Cium, 1982). The reasons for this diScfepancy aré not
known. |

Overall however; the first assertion of the model
appears to have received a reasonable degfee of empirical
support. Parasuicides, and suicide ideators, report levels
of life stress in,ekéess of those repo;téd by depressive
and normal controls‘(Braﬁcht, 1979; Cochrane & Robertson,
1975; Jacobson & Tribe, 1972; Paykel, Prusoff, &’Myers,
1975; Schotte & Clum, 1982). :In addition,‘these negative
life events appear to peak in thewsevefal months preceding
the onset of sﬁicide ideation,or parasuiéide (Paykel,
Prusoff, & Myers, 1975; Schotte & Clum, 1982). Finally,
there is reason to believe that the stressors they
experience may be different than those experienced by other

members of their community and that parasuicides themselves
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tend to be demographically dissimilar to‘their;neighbors
(Braucht, 1979). This>latter finding suggests.that they
are less likely to benefit from the stress attenuating |
influences of sociél support.

The relatidnship between stressful life eVehtsvand
suicidal behavior is not one to one. Thus, although some
investigators (Ddhrénwénd & Dohrenwend, 1979) have argued
that our ability to‘predict respoﬁSes to stress would
increase with advances in the precision with which we
measure stressfﬁl évents,‘éssessment"of stress fromra
stimulus perséective»has.limited predictive:utility. As
Benner et al. (1980) haVé pointed out, "even in extreme
circumstances the conséquences.of stress cannot be
understood merely ih terms of the'stfessful‘eveht“ (p.22).
In order to heighten dufvlevel of prediction and to
increase our understénding of the role of stress in
producing physical and psychological diSturbances, it is
necessary that we'idéntify,the prbcesséS/factors‘within the
individual which mediate these relatibnships.

For this reason, research in the area of suicide needs
not only to focus on ﬁhe levels and types of environmental
stress with which the suicidal individual must cope, but

also to identify those processes or factors which attenuate
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the individuals ability to effectively adapt té these
sources of stress. As we shall seé in the next section,
cognitive rigidity holds promise as a potential mediating
variable in the relationship between life stress and

suicidal behavior.

CdGNITIVE RIGIDITY

As noted previoﬁsly,'the,idéé that suicidal idividuals
are more rigid}ahd inflexible in their:thinkingithan are
non-suicidal pérsdns, is a popular clinical observation
(Binswanger, 1958; Cavan, 1928; Dublin &vﬁunzel, 1933;
Levenson & Neurihger,:l974; Menninger,_l§38} Muhl, 1927;
Shnéidman,vl957). It is'assuﬁed that this cognitive factor
mediates the relatidﬁsﬁip~between lifé;stress and suicidal
behavior by rendering thé ihdividual‘ihcapéble of engaging
in the flexible mode of thinking necessary to generate
potential alternative solutions to the,problems they face.
In tﬁe absence of“alternaﬁives, the individuql'is more
likely to experiencé‘feelings of hopeleésness ahd to
consider suicide as a potential solution.

Psychologicél research has shown that some individuals
do indeed have difficulty overcoming set habits of

responding (Cowen, Weiner, & Hess, 1953) and that this
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rigidity can become enhanced under conditions of stress and
anxiety (Appelzweig, 1954; Brown,}1953; Ross, Rupel, &
Grant, 1953). For the purposes of this paper, however, it
is necessary that we demonstrate a link between £his
individual difference and suicidal behavior.

In research employing the California F Scale (Adorno}
Frenkel-Brunswick, Levenson, & Sanford, 1950) and the
Rokeach Map Test (Rokeach, 1948) as indicés‘of‘coghtive
rigidity, Neuringer,(l964) coﬁpared this variable across
parasuidides, psychosomatic and normal controis.
Parasuicides weré indeedwfoundrﬁb be more rigid as
evidenced by higher scores on the F Scale and fewer shifts
on the Map Test. Unfortunately, the:e is‘some question as
to whether or not the F Scale in particular is a valid
measure of cognitive rigidity; vALthough purported by itfs
developers (Adorno et él.; 1950) to identify.individuals
who are disposed'to thinking in terms varigid categories,
independent inveétigators (Appeizﬁeig, 1954; Cowen &
Thompson, 1951; French, 1955) have found the relationship
between the F Scale and other measures of cognitive
rigidity to be less than clear cut.

More recently, Levenson (1972) reasoned that if

suicidal persons are less flexible in their thinking, then
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this should be evidenced on several measures of creativity
developed by Getzels and Jackson (1962). The first of
these, the Unusual Uses Test, consists of a list of five
common objects (a brick, pencil, paper ciip,lﬁoothpick and
a newspaper) for which the subjects are provided the most
common usage and requested to generate as many other
possible uses as éhey can. The Word Association Test, on
the other hand, is composed of twepty—five words, each of
which has several different connotations. ’Réspdndents ére
asked to listvaé mény of the meanings fdr each word as they
can. Individuals who are deficient in the capacity to
engage in divefgent thinking should perform‘pootly on these
measures as they require the géhération of new and
different uses for objects as well as‘words.

Neuringer administéred thése tasks, the Unusual Uses
Test and the Word Association Test, to paraéuicides,
psychiatric and hospitaliZed normal controls, On both of -
significantly below that of eithér the psychiatric 6r
nofmal controls. If these tasks, as Getzels and Jackson
assert, measure an individual's ability to use the
environment in a broad and flexible manner, then it appears

that cognitive rigidity may discriminate parasuicides from
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other populations.

At the same time that this research was
conducted,.Breed (1972) published a model of suicide based
- on his previous research using interview rating scéles.
While admitting that the concept of cognitive rigidity was
in need of clarification, Breéd's findings led him to
include it as a primary factor in his model. In accord
'wiﬁh the paradigm espoused here, Breed noted that his
subjects "seemed unable tovbend or change;..they were
constricted, without the flexibiliﬁy to try new paths"
(1972, p.7).

In order- to increase}the‘reliabilty with which
cognitive rigidity can be assesséd, seVerél investigators
(Wilson, Christensén, Merrifield, & Guilford, 1975) have
developed a revised version bf the 6nusual Uses Test, the
Alternate Uses Test. Usihg a relatively unaltered format,
Wilson et al. have provided increased standardization
through the inclusion of a scofing manual. Low and high
scores on this measure reflect cognitive rigidity and
flexibility, respectively.

Operationally defining rigidity in terms of scores on
the Alternate Uses Test, Patsiokas et al. (1979)

investigated the discriminative utility of this and other
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cognitive measures (e.g. field dependence and impulsivity)
in differentiating parasuicides from non-suicidal
psychiatric patients in a Veterans Administation Hospital
sample. A stepwise discriminant analysis found cognitive
rigidity to be the best, single distinguishing feature of
the parasuicides.

In a test}of this model within a sample of college
student suicide ideators, Schotte and Clum (1982), did not
obtain a significant difference between the ideafers and a
non-ideating control group on the Alternate Uses Test.

Although the exact reasons for this negative finding
cannot be specified, other research (Gotlib:& Asarnow,
1979) hasvshown that the,reiationship between impersonal
problem-solving £asks and other psychological variables,
such as learned helplessness, is not always robust. An
alternative possibility is‘thatqthe low level of suicide
intent in the sample employed was not sufficient to
generate group differences. Finally, it could bewthat this
is a varieble with which generalization from one category
of suicidal behavior (suicide ideators) to another
(parasuicides) is not valid.

Nevertheless, the results of several research studies

(Breed, 1963, 1972; Levenson, 1972; Neuringer, 1964;
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Patsiokas, Clum, & Luscomb, 1979) do suggest a relationship
between cognitive rigidity and parasuicide. Whether this
relationship holds for suicide ideators as well is in

question.

PROBLEM—SOLVING

A number of investigators (Appelbaum, 1963; Grollman,
1971; Levenson & Neuringer, lQ?l;-Neuringer, 1961; Schotte,
& Clum, 1982; Stengel‘& Cook; 1958) have discussed suioide

and parasuicide as an attempt at.problem-solving. As
Maris'(l97l) has suggested, parasuicide can be
conceptualized as the persohs attempt to oope.with a
difficult life situation.

Very little attention, however, has been devoted ﬁo
evaluating the problem-solving skills’of suicidal
individuals. 1In fact;‘to date, there have only been two
published investigations in this area.

In the first, Levenson and Neuringer (1971) employed
the WAIS Arithmeticosﬁbtest and the Rokeach Map Test as
measures of problem-solving in adolescent parasuioides,
Although they found that the parasuicides performed less
well on these measures than did control subjects, the

choice of impersonal problem-solving tasks such as these
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leads to questions of generalizablility. As noted
previously, the relationship between such measures and
psychological disturbance is not clear (Gotlib & Asarnow,
1979). |

In the second study, Schotte and Clum (1982)
administered an interpersonal problemeOIVing taSk, the
Means-End Problem-Solving Procedure (Platt, Spiveck &
Bloom, 1971), to colilege student suicide ideators. This
measure requireslthat the_respehdents address themselves to
hypothetical real-life problem situations, thereby
assessing theif’ability totengage‘in effective
problem-solving behavior. The‘feeults of this study ;howed
that those subjects who perfermed_poorly on this measure
and who reported a high number of recent.negative.life
events had the hiéhest levels of hopelessness and suicide
intent. o

Thus, there is some evidence that suicidal persons may
have deficits in problem-solving skills and'ﬁhat these
deficits may be related fo‘levels of hopelessness'and
suicidal intent in suicide ideators. Yet this study does
not address the complexity of effective problem-solving as
conveyed by such ivestigators as Goldfried and D'Zurilla

(1971). Rather, the Means-End Problem-Solving Procedure
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allows for assessment of interpersonal problem-solving
skills after the fact. That is, the measure evaluates the

" respondent's implemented solution, it does not assess

the processes whereby that solution is generated} evaluated
or implemented.

Goldfried and D'Zurrilla (1971), in their discussion
of the application of problem-solving to behavior
modification idéntify a nﬁmber of_stages in the
problem—-solving process. Specifically, these steps include:
1) a general set or orientation towards problems in which
the individual believes that problems are a normal part of
life, are solvable‘and are not responded to automatically
or impulsively; 2) prpblem identification, definition and
formulation; 3) generation of potential alternative
solutions; 4) evaluation'of alternatives and decision
making; and, 5) implementation and verification.

Ineffective problem-solving may arise from skills
deficits at any one or more of these stageé.' For example,
the individual may have unrealistic expectations concerning
problematic situations. 1In the case of suicidal subjects,
there is ample evidence for negative expectations of their
ability to solve problems. These individuals also tend to

adopt a "why-do-these-things—-always-happen-to-me"
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attitude, further distorting their view of problematic
situations. 1In additioh, impulsivity or automatic
‘responding also tends to be characteristic of this
population (Jacobizner, 1960; Kessel, 1967; Lourie, 1966).
All of these factors suggest that the suicidal individual's .
general cognitivé set towards problems is not concordant
with effective problem-solving.

Much less information is available concerning the
remaining steps in the'problem—solvingrprocess among
suicidal individuals. Although research discussed
previously suggests that these individuals are excessively
rigid in their approach to problems, the implications of
this finding for interpersonal problem-solving remain
untested. Nor hés research been directed towafd assessing
their problem identification,'aecisidn making or
implementation skills. Thus, although previous
investigations suggest poor problem—solﬁing, the specific
nature of problem—solving deficits in thése'individuals
have not yet been identified. /

In the present study, attempts will be made both to
replicate the findings of Schotte and Clum (1982) and to
provide a preliminary analysis of the problem-solving

process in a sample of hospitalized psychiatric patients
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judged at risk for suicidal behavior. Therefore, in
addition to a global assessment of problem-solving skill
(e.g. the Means-End Problem-Solving Procedure), a more
specific evaluation aimed at addressing the problem—Solving“

process will be conducted.

HOPELESSNESS

Clinical observéfion‘of parasuicides has led a number
of investigators'to agree with the,popglar notion that such
persons engage in deliberate‘self—injurious behavior out of
a subjective sense of "béing at the end of one's rope."

Thus, folloﬁing‘an-inténsive study of fifty.
parasuicides, Beck (1963) concluded that suicide ideation
" in these individﬂals appéared to be directly related to
their perceiving curréntViife situaﬁioné as being unlikely
to change significantly in the fuﬁure. Indeed, these
persons tended to state that they had come to view suicide
as the only viable solution to their‘hopeleSS'situations.

The vast majo:ity of the work on this constrﬁct has
been conducted by Beck and his colleagues at the University
of Pennsylvania. In their earliest research onvthe
relationship between hopelessness and suicide, Minkoff,

Bergman, Beck, and Beck (1973) administered the Generalized
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'Expectancies Scale (Vatz, Winig, & Beck,kl969), the Beck
Depression Inventory'(Beck et al., 1961), and the Suicide
Intent Scale (Beck et al., 1973) to sixty-eight
hospitalized parasuicides. Using the Generalized
Expectancies Scale as a crude measure of hopelessness,
Minkoff et al. found that negative expectations toward the
future were more highly correlated with suicide intent than
was the subject's levelyof dépreSSion per se.

At approximately the same point in time, Beck and
Lester (1973) factor analyzed the‘Beck,Depression_Inventory
scores of a sample of hospitalized depressives. The
‘results of this analysis réﬁealed five‘fastors, althoughi
only the fiist is of intsrest,tovus here. On this factor,
two variables, labelled‘suicidal wishes and pessimism, had
loadings greater fhah';SOL on the basis of this finding
and the findings of Minkoff et al. (1973) it appeared that
pessimistic‘attitudes might play a role in the developmeht'
of suicidal ideations and behavior.

Combined with similar findings from other factor
analytic studies (Beck & Ohanessian, 1974; Pichot &
Lemeriere, 1964), the identification of a factor in
" depression inventory responses which reflects'hopelessness

and suicidal ideation led Beck and his colleagues to
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develop a more specific measure of hopelessneés; the
Hopelessness Scale (Beck, Weissman, Lester, & Trexler,
1974). , |

Beck et al., in keeping with Stotland's (1969)
conception of hopelessnesé; operationalized the construct
in terms of a set of negative expectations toward the
‘future, Data obtained with a number of psychiatric
populations indicated that this new ﬁeaéure‘hadJ
satisfactory intérnal consistency, temporal stability and
construct-validity;

In one oflthe first studies conducted with this new
measure, Wetzéi:(l976) adminiStered'thé Hopelessness Scale,
Zung's (1964) Sélf—Rating DepreSsion Scale and a
self-report meaéure'of suicide riskvto three groups df
subjects; forty-eight pafasuiéideé, fifty—six suicide
ideators and fifty noﬁ-ideating controls. In addition,
each subject was interviewed by Wetzel within forty-eight
hours of hospitalization and rated on Beék'eﬁ al.'s (1973)
Suicide Intent Scale. Finally, a padketvcontaining a
second copy of the experimental measures was given to eadh
subject to be filled out and returned one month after

admission.
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The results of this study indiéatéd that depression
and hopelessness were higher in the parasuicides and
suicide ideators than in the non-ideating chtrol subjects.
Levels of depression and hopelessness were also able to
discriminate between those subjects rated high and low on
suicide intent. Most impdrtantly, hopelessness was more
highly correlated with4suicide intent than was depression.
When the variance attrib#table to depression was partialled
out, hopelessness still corfelated significantly with
suicide intent.‘ In fact} whén the level Qf hopelessness
was‘statistically controlled fér, there was no significant
correlation between depression and suicide intent in the
suicide ideators.

Working concurrently with‘Wetzel, Beck, Kovacs, and
Weissman (1975) conductedfa’éimilar study in a large sample
(N=384) of parasuicides. Within forty-eight hours of their
admission,»each subject was interviewed first by an
experienced clinician and then by a fesearCh?assistanty
The clinician rated each subject on the*Suicide~Intent
Scale.and on informal, eight-point rating scéles of
depression and hopelessness. The research assistant then
administeredlthe Hopelessness Scale and the Beck Depression

Inventory. Clinical ratings of depression and hopelessness
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were well-correlated With the self-report scales. In
accord with the research previously cited, hopelessness was
a better pred;ctor of suicide intent than was depression.
It also appeared, once again, that hopelesshess ser#ed to
mediate the'depression—parasuicide relationship.

In a further systematic replication of Minkoff et al.
(1973), Kovacs,_Beck; and Weissman (1975) found that
hopeléssness was a Significantly,better predictor of the
level of suiéide intent in a group of ninety ‘suicide
ideators than-was depression. Furthermore, Hopelessness
Scale scores were a much better indicator;of'the éxtent to
which the subjécts viewed their current life situations as
intolerable than was the level of depreésion.

Schotte and Clum (1982) found scores on the
Hopelessness .Scale to be the‘singledbéﬁt predictor of the
level of suicide intent in coliege studen£~suicide
ideators, accounting for forty-four percent of the variance
in scores on Beck et al.'s (1979) Scale‘for Suicide
Ideators. Once again, hopeleséness was a better predictor
than the level of dépression.

Other research has shown that suicide risk and
ideation increase with increasing levels of hopelessness

(Motto, 1977) and that hoplessness is a salieht feature in



-51-

Black parasuicides as well as Whites (Steele, 1977).
Hopelessness, then, has received perhaps the strongest
empirical support of any of the variables in this model of
suicidal behavior. It appears that negative expectationsv
concerning the ability to solve one's problems play an
important role in both suicide ideation and parasuicide.

- From thié perspective,_suicide can be seen as a means of
coping with what thé individﬁal perceives to be an
intolerable siﬁuation fonvwhich.there is 'little chance of

improvement.

SUMMARY OF THE MODEL/EXPERIMENTAL HYPOT,HETSES

Both popular clinical folklore (BinsWanger, 1958; ‘
Cavan, 1928; Dublin & Bunzel, 1933; Menﬁinger, 1938; Muhl,
1927; Shneidman, 19575 énd research fihdings (Breed, 1972; ,
Levenson, 1972; Neuringer, 1964; Patsiokas, Clum, & |
Luscomb, 1979)'suggest a‘felationship between cognitive
rigidity and parasuicide. It may'well be that thé relative
deficit in the ability df parasuicides to engage in
divergent thinking serves to render such individuals
incapable of effectively coping with the high levels of
environmental stress observed in this population by a

number of investigators (Braucht, 1979; Cochrane &
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Robertson, 1975; Jacobson & Tribe, 1972; Luscomb, Clum, &
Patsiokas, 1978; Paykel, Prusoff,'& Myers, 1975; Schotte &
Clum, 1982).

Should this be the case, the negative expeétations
toward the future held by these individuals are
understandable. Without the cépacity to genefate
alternative solutions to the problems facing thém, it is
ndt surprising that feelings of hopelessness begin to
develop.

Yet the clearvimplication of this model, that suicidal
indiViduals haVe.problem—solviné skillsvaeficits, has
received very little a;téntioh.v Tt is not clear how the
deficit in problem solving’skillé identifiéd by Levenson
and Neuringer (1971) relate tovinterpersonal
problem—solving in these,indiﬁiduals.‘ As Gotlib and
Asafnow (1979) have poihted out, the relationship between
impersonal and interpersonal problemfsolving skills is
comp}ex.~ |

Previous researchWSy this author (Schotte & Clum,
1982) revealed increased levels of suicide_intent aang
college student suicide ideators who wére both poor
problem-solvers and who reported higher levels of life

stress. Although offering tentative support for this model
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in a sample of suicide ideators, no attempt was made in
this study to identify the specific nature of
problem—solving deficits in these subjects. Thus, we do
not know if these subjects had more difficulty in

' genereting alternative solutions to their problems, as the
model would predict, or if their level of hopelessness
interfered with their implementation.

The present etuay seeks to teetbthis model within a
sample of hospitalized psychiatric patients who have been
placed on “suicide'predautions/obserﬁation" by hospital
staff. Levels of life stress, depression, hopeleesness and
suicide intent wiil be eQeluated as will the subject's
ability to engage in flexible:thinking and effective
interpersonal problem?solving. Unlike previous research,
an attempt will be made te identify-specific
problem-solving deficits within this sample which might be
employed to deve;op more effective treatment strategies.

Thus, it isvhypothesized thatVsﬁbjects placed on
suicidal observation status will,‘in cemparison to
non-suicidal control subjects: 1) report being socially
connected to more suicide attempters and/or completers; 2)
report higher levels of negative life stress on the Life

Experiences Survey (Sarason et al., 1978); 3) score in the
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cognitively rigid direction on the Alternate Uses Test
(Wilson et al., 1960); 4) be able to generate fewer
potential solutions to their own interpersonal problems; 5)
provide fewer.relevant means for solving probléms on the
Means-End Problem-Solving Procedure (Platt.et al., 1971L)
and on a modified version of this test of the authors own
construction; and, 6) score higher on Beck et al.'s (1974)

Hopelessness Scale.



METHOD

SUBJECTS:

A total of 100 hospitalized psychiatric patients were
recruited for participation in this research project. Data
was collected at two hospitals, a Veterans Administration
Hospital in Southwestern Virginia and a State Hospital in
Southeastern Pennsylvania. Of these 100 subjects, 72 were
male and 28 were female. Subjects ages ranged from 20 to
48, with a mean age of 29.9. The majority of the subjects,
85%, were diagnosed by hdspital staff as having a
Schizophrenic disorder, with the next most frequent
diagnosis (10%) being Major Depressive Disorder. A summary
of demographic infqrmation for the two gfoups is presented
in Table 1. vFor the purposes of this study, suicidality
was operationally defined as éSsignment by hospital staff
to "suicidal precautions."” This‘assignment was‘made by
ward treatment team members on the basis of self-injurious
behavior, attempts at.self—ihjurious‘behavior,'suicide
threats or expressed suicide ideation in combination with
perceived hopelessness. In addition, all subjects in the

experimental group admitted to current suicide ideation to

-55~
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"the investigator. Fifty subjects met these criteria for

- inclusion in the study. Experimental subjects were tested
on the experimental measures within seventy-two hours of
being assigned to suicide precautions. Non-suicide
ideating control subjects were matched as closely as
possible for length of hdspitalization, number of
psychiatric hospitalizations, hospital, age, sex, race and
psychiatric diagnosis. 'Three subjééts were excluded from
the study as a result of their inability to complete the
experimental meagures and 6ne subject declined to

participate.

PROCEDURE:

Subjects were prpvided with a Certificate of Informed
Consent which detailea the nature aha purpose of the
reéearch project. Following an explanation of this form
and response to any questions which the subjects Posed, the
experimental measures Qere administered.

~ First, a short interview was conduéted in order to
obtain information on the subjects demographic background
(e.g. age, sex, race, length of hospitalization, number ofb
previous hospitalizations, employment and marital status),

number of known attempted suicides and number of known -
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compléted suicides. The investigator then questioned each
subject concerning the presence of current suicide ideation
for the purpose of completing Beck et al.'s (1979) Scale
for Suicide Ideators. Following completion of this
measure, the Life Experiences Survey (Sarason, Johnson, &
Siegel, 1978) was presented. Subjects then went on to
complete the Alternate ﬂses Test (Wilson et al., 1960), the
Zung Self-Rating DeprésSion Scale (Zung, 1965) and the
Hopelessness Scale (Beck et al., 1974). ‘The Means~-End
Problem-Solving Procedure (Platt et al., 1971) and a
modified version of the Meané—Ehd Problém—Solving Procedure
of the investigator's own construction were then orally
administered to each subject.

Following completion of the exéerimental measures all
subjects were debfiefed by the.inﬁestigator. The total
time needed for each subject to complete the experimental

procedure ranged from one to two hours.

MEASURES

Scale for Suicide Ideators (SSI): This

nineteen-item, interviewer-rated measure was developed by
Beck, Kovacs, and Weissman (1979) as a means for assessing

and quantifying the degree of suicide intent in individuals



-58-~

who admit to the presence of current suicide ideations.
Items cover the frequency and duration of thoughts of
suicide, strength of wishes to live and die, current desire
for‘active or passive suicide attempts, detérrents to
attempting suicide, the presence of a suicide plan,
preperation for a suicide attempt and the degree of
disclosiveness of the subject during the interview. 1In
addition, two items c0ncerning_£He presence of prior
suicide attempts’ and the intent to die associated with the
last attempt aré presented, althéﬁgh they are not included
in the total 5core. Eéch.item;ié,rated by the interviewer
on a scale of 0 to 2, yielding a totalspdssible score range
of 0 (no suicide intent) to 38 (maximum suicide intent).

In a validation study with ninety hospitalized suicidé
ideators, Beck et al.b(l979) demonstréted good interrater‘
reliability (r=.83) and internal'consisteﬁcy (KR-20=.89)
with this measure. 'This scale also appears to be sensitive.
to changes in suicide intent over time and total scores on
this scale are well-correlated with levels of hopelessness
(Wetzel, 1976). A factor analySis of thevresponses given
by suicide ideators has yielded the following three

meaningful factors; active suicidal desire, passive suicide
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desire and specific plans for suicide. A copy of this
scale is included in appendix A.

Life Experiences Survey (LES): The LES (Sarason,

Johnson, & Siegel, 1978) is a sixty-item stimulus’measure
of stress which operationalizes life stress in terms of
recent life changes or events. Respondents are provided
with a list of fifty-seven life events (ten of which are
specific to college Studén;s) and three blank spaces in
which the subject may note eventsvwhich he/she has
éxperienced but-Whiéh afeknotrinclﬁdéd in the list
presehped. The respondent is requested to indicate whether
or not they have experienqed,each event'and whén that event
-occurred (e.qg. in the past zero to six'months or seven
months to one yeér).

Additionally, they'are instructed to indicate the
impact each event had on them dn a seven-point, anchored
scale ranging from -3 ("extremely negative") to +3
("extremelY’positive“). Summary scores can be computed for
positive, negative and total life change for the previous
six months and seven months to one year. The developers of
this scale‘report acceptable temporal stability of
respondent ratings of positive (r=.53), negative (r=.88)

and total scores (r=.64) over a five to six week
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test-retest pefiod. A number of extra-test cofrelates,
including level of depression and degree of psfchological
adjustment, have been reported for the negaﬁive life events
scores of the 354 subjects on whom»the scéle was validated.
A copy of this measure is included in appéndix B. |

Alternate Uses Test (AT): Adapted from Getzel and

Jackson's (1962) measurev0f creativity, the Unusual Uses
Test, this six—item‘test’is intended to assess the
respondent's degree of cognitive fiexibility or rigidity. -
Subjects are ptovided with a list of sixVCOmmon objects
(such as a brick, a pencil, a paper clip,,é'tire, a pair of
eyeglasses and a button) and the most common use for each
item. The subjéct is thenkinstrﬁcted to generate and list
as many as éix different uses for each of these objects.
The test is divided_into tﬁoysectibns, each of which has
three items. Subjects‘are timed, with four minutes
allotted for each of the two sectiods.b‘Wilson et al.
(1975) have prdvided'a‘standardized scofiﬁg manual for the
AT. Possible scores on this measure may range from 0 to
36, indicating cognitive rigidity and flexibility,
respectively. A copy of this measure is included in

Appendix C.
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Self-Rating Depression Scale (SDS): This

tWenty-item self—repdrtkinventory developedvby Zuhgv(l965)'
incorperates the affective, cognitive and physiological
symptoms typical of depression. Each item is presented in -
four-choice, anchored format ranging from 1 ("a little of
the time") to 4 ("most of the time"). One hélf of’thé
items on this inVentbry are reverse-scored. An,indéx of
the total SDS score can be cémputed for each respondent by
dividing that perépns tétal‘Score by the maximum possible‘
total score of eighty; Thus; SDS index ééores may range
frpm 25 to_lOO.,Zuﬁg (1965) héSureported satisfacfory
levels of discriminant andaempifical validity, as well as
demonstratingbthaﬁ SDS index‘sdéfes’are Sehsitive to
changes in the level of dépréssionlreéulting from treatment
or the passage Of'timé. AfcdpyJof’this.measure‘is included
in Appendix D. |

Hopelessness Scale (HS): This measure was

developed as a‘me£hod-for aSséssing the dégree tb'which an
individual's cbghitive schemas are dominéted>by negative
expectations toward the future. As such, it is thouéht by
it's developers (Beck, Weissman, Lester, & Trekler, 1974)
to reflect the degree to which the respondent views his/her

problems to be unsolvable. The HS is a twenty-item self
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inventory, présented in true;false format. One-half of the
items are reverse scored. Total scores may range from 0 to
twenty, with higher scores indicating hopelessness. This
scale has been found to correlate well with interyiewer
ratings of hopelessness (Wetzel et al.;_1975) and suicide
intent in suicide ideato:s (Kovacs et al., 1975; Schotte &
Clum, 1982) and infparasuicidés (Beck et al., 1975} Minkoff
et al., 1973). The~HS.also appears tq be sensitive to
changes in self—rated‘suicidé.risk overvtime (Wetzel,
1976). A copyvof this meaSure is included#inﬂAppendix E.

Means-End Pxoblem-Solvingkaocedure,(MEPS):

Developed by Platt, Sinaék, and Bloom (1971), this
interpersonal’problem-solving meaéure.pregents the
respondent with ten'situations for whichié beginning
(stated need)'and‘endihg (deéired outcoﬁe) are provided.
The subject is then féqUesfed to write or tell a story in
which the protagonist goes about acheiving the desired
outcome. Stbries éan be écored for a number of factors
including relevant means, enumerations of means, obstacles,
enumerations of obstacles, irrelevant means, no means and
the presence or absénce of explicit ﬁime in the story.
Some investigators (Gotlib & Asarnow, 1979; Platt &

Spivack, 1975; Schotte & Clum, 1982) have focused on the
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relevancy ratio (e.g. the'ratio of relevant to irrelevant
and no means) as a reflection'of the overall degree of
problem-solving skills. Scores on this measure are not
highly correlated with general intelligence; as evidenced
by the lack of significant correlation with WAIS Vocabulary
subtest scores (Gotlib & Asarnow, 1979). Plattyet al.

(1971) provide a scoring manual with normative data, The
MEPS can be reliably scored, as indiéated'by the high

degree of interrater reliability 6btaihed by both the
developers (r=.98) énd other investigators {r=.94; Schotte

& Clum, 1982). ‘Testhetest reliability-isﬂsatisfactory forib
five weeks (r=.64) and»éight months (r=;43) and- the MEPS_-
appears to haVe-gbod internal cohsistehty (KR—ZC#;BZ). The
MEPS can be adminiStéred either oraliy or in written form.

As in previous résearchv(Gctlib &‘Asarnow, 1979), only five
of the MEPS stories were‘édministéred in this study as a
means of reducing the overall testing time required. A
copy of this measure’is‘included in Appendix F.

Modified Means-End Problem-Solving Procedu:e' I

(Modified MEPS): The MEPS, although a satisfactory

measure of general problem-solving skills, does not provide
a method for aséessing the stage at which problem-solving

deficits occur. Because this study is concerned both with
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evaluating the interpersonal problem—sol&ing skills ef
suicidal psychiatric patients and with attempting to
identify the specific nature of problem-solving deficits in
this sample, a modified Yersion of the MEPS of the
investigators own construction was administered to each
subject. This measure was designed to assess the following
five specific steps in the problem-solving process: 1)
identifying problems_&hen they arise; 2) generating
potential alternative solutions to problems identified; 3)
evaluating the pros and cons of each alternative solution{
4) selecting the solution with the highest pro to con ratio
(e.g. the minimax principle); ahd, 5) implementing and
evaluating the selected alternative solution. According to
this model, deficits in problem—selVing may arise at one or
more of these steps in the process.~This scale, the
Modified MEPS, has seven steps; First, subjects are
requested to list as many as ten problems which they
believe helped'lead to their.current hospitalization (e.g.
problem identification). This provides an indication of
their ability to identify life problems, with the number of
problems identified reflecting their skills in this stage
of problem~-solving. The first interpersonal problem

provided by the subject is then designated the target
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problem and the subject is asked to list as many as six
possible solutions to this problem (e.qg. generatihg
alternative solutions). Then, subjects are asked‘to
provide a subjective probability ofvsuccess for each
‘alternative on a zero ("no chance of success") to'ten
("definitely would succeed") scale. This fating should
prévide an indication_of’the subjects degree of
hopelessness. Next;lthe“respondeht isvinstructed to list
up to six pros and cons for eéch alternative and to rate
them on a seven—point, anchored scale ranging from -3
("extremely negative") to +3 ("extremely poéitive"). Theée
pro-con ratings should also reflect thé éubject's level of
hopelessness. Finally, the target problem is placed‘in
MEPS format (e.qg. stéted need and desired outcome) and the
subject is requested to ﬁéll a story in which the
protagonist goes about solving the problem. This story is
scored for the number of previously generated alternatives
which the subjeét employs in attempting to solve the
presented problem as well as the standard MEPS scoring
indices. Due to it's complekity, this meaéure was orally
administered to the subjects. Scores for relevant means,
enumeration of means, obstacles and irrelevant means on

this scale are significantly correlated with their MEPS

4
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counterparts. A copy of this measure is included in

Appendix G.



RESULTS

The results of this study were analyzed in a two-step
process utilyzing the Mutlivariate Analysis of Variance
(MANOVA) and stepwise, multiple regression procedures of
the Statistical Analysis System (SAS, 1982). The
vmultivariate analysis of variance was performed to test the
experimental hypotheses énd to evaluate the efficacy of the
matching criteria fofithe ekpéfiméntal and control groups.
Stepwise multipié regression'analyses were then conducted
for both group membership (e.g. suicidal vs. non-suicidal)
and level of suicide intent as assessed by the Scale for
Suicide Ideatérs. These latter analyses were conducted in
order to ascertain the reiative contribution of éach of the
experimental variables to both suicidality énd suicide
intent.

A significant overall effect er group mémbership
(e.g. suicide ideators, non-suicide ideators) was obtained
with MANOVA [Wilks' criteria, F(23}7’6)=4.72, p<.001]. A
summary of this analysis is presented in Table 1.

No significant between group differehces were obtained

for any of the variables for which the experimental and

-67-
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control groups wefe matched (e.g. sex, age, race, length of
hospitalization, number of previous hospitalizations and
psychiatric diagnosis). Perhaps most importantly, the two
groups did not differ in their level 6f depression as
assessed by the Zung Self-Rating Depreséion Scale (Zung,l
1965).

In an attempt to assess the impact of modeling effecﬁs
on suicide ideation;.the‘number of suicide attempters and
completers known to ééch subject was compared. The suicide
ideators did not,significantly‘diffef.frqm the non-ideating
control subjeéﬁsfon éithér of'thése variables.The MANOVA
procedure did, howévér, reveal sighificant,group effects
for eight of the dependent variables.

Scores on‘ﬁhe Life Experiences‘éurVey (Sarason, -
Johnson & Siegel, 1978)'forvthe th'gréups significantly
differed for the total negativé life events in the year
preceding their current}bsychiatric hospitalization |
[F(1,99)=29.12, p<.0001]. Suicide ideators reported a
level of negétiVe life stress 62% higher than that
perceived by the‘non-ideating control subjects.- A éummary
of this analysis is presented in Table 2.

The suicide ideators obtained significantly‘lower

scores on the Alternate Uses Test (Wilson et al., 1975)
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than control‘groupvsubjects [F(1,99)=10.26, p<.001].
Ovefall, the noh—ideating controls were able to generate an
average of 60% more alternate uses for the objects provided
on this test. Thus, the hypothesis that suicidé ideators
would demonstrate less flexibility of thinking}oh this
measure was confirmed (see Table 3).

A relative deficit in problem-solving skills, as
indicated by poorer perfbrmance on the Means-End
ProblemQSolving Procedure, waé observed,in the suicide
ideators (see Table 4). As a result'of their inability ﬁo
provide as many relevant means as‘the non-ideators
[F(1,99)=7.28, p<.0l1l], rélevancy ratios wefe loWer for the
ideators. The nohfideators provided_74% more relevant
means thén the expérimental,group subjects on this measure.
On the other MEPS variabies‘scored (e;g; enumeration of
means, obstacles, enumeration of‘obstacles, irreievant
means and no means).the ideators did not differ
significantly ffom'the control group'éubjects.

On the Modified MEPS, seVeral differéncés were
observed between the two groups. The suicide ideators,
when presented with an interpersonal problem from their own
lives, were not able tokgenerate as many potential

alternative solutions as were the non-ideating controls
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[F(l;99)=12.88, p<.001]1. The noneideators were able to
generate anvaverage'0f 60% more potential solutions for
their problems than the suicide ideators. The resultsvof
this analysis are‘depicted in Table 5. |

Once generated, the suicidal subjects did not view
their alternative solutions as being any less likely to be
effective in selvinglthe_problemsjpresehted nor did they
-expect that feﬁer positive benefits weula accrue from their
attempﬁs. These subjects did, however,»list a greater
number of cons.for each alternative thahvdid the
non-suicidal subjects-[sbi,so>%33.34, p<.051.

Iﬂ addition, the suicidal subjects were also less
likely to employ the alternatives”they generated'when
solving the target‘pfcblem [F(1,80)=38.76, p<.0001]. Thus,
when asked to tell a story in which the subject solves a é
- problem from their own iife; these individuals ere less
likely to include the potential solutions within their
repertoires. A summary of this ahalysis is presented in
Table 6. |

'Perhapsvas a result of their ability to generate a
greater number of potential solutions, their tendency to
anticipaﬁe a greater_nﬁmber of negative consequences and

the lower rate at which they employ the alternatives they
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have generated, the suicidal subjects also had fewer
relevant means in their stories than did the experimental
subjects.[F(l,99)=8.02, p<.01l]. 1In addition, the suicide
ideators tended to include a greater number of irrelevant
means in attempting to solve their problems than did the
non-ideating controls [F(1,99)=9.06, p<.0ll]. These results
are summarized in Tablesv7_and 8.

Finally, the suieide‘ideatofeMreported a 56% higher
level of hopelesSness thanethe non—ideatofsb(seeeTable 9).
This difference in}gfoup_means for Hopeleésness Scale
Scores was_statistically signifieant‘[F(i,99)=15.94,
p<.0001]. |

In summary, the MANOVA revealed groﬁp differences
between ideators’and’non-ideators on a nﬁmber of the
dependent measures;”;Suicide*ideatorsvwere found’to report
higher levels of negative life4stress prior to their
hospitalization. They were also more cognitively rigid
than their nen—ideatingbpeers on an impersenal measure of
problem-solving skills, and this rigidity wes also
reflected in a relative deficit in their ability to
generate potential solutions to their own interpersonal
problems. These subjects were also more likely to identify

cons associated with the solutions they generated and less
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often employed these solutions in problem-solving attempts.
They tended to employ fewer relevant means in attempting to

solve problems on both the MEPS and the Modified MEPS and

when it came to their own interpersonal problems, they were -

more likely to implement means which were irrelevant to the
problem at hand. Finally, although no more depressed,‘the
ideators were significantly more hopeléss than their
non-ideating peers. | o

In the second stage’of data analyéis, stepwise,
multiple regression analees were condﬁctéd in order to
obtain the best statistical modéls for'predicting both
group membershi§ (e.g.,suicidal vs. non-suicidal) and level
of suicide intent as measured bY'Beck“et al.'s (1979) Scale
for Suicide Ideators.. These analyses Were performed for
both the entire sampie (ﬁ'=n100), ihcluding subjects with
missing data, and for a:émaller éub—sémple (N = 81) which
excluded these subjects.i This was neccessary as those
subjects who were not able to presént alternatives on the
Modified Means-End Problem—Solving Procedure feceiVed
missing data values on subsequent measures of estimates of
subjective probability of success, pro-con ratings and

number of alternatives employed.
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In a stepwise, multiple regression analyses of the
entire sample which emplyed level of suicide intent as the
criterion variable, a three variable model including
Hopelessnéss Scale scores, ﬁotal negative life stress
reported on the Life Experiences Survey‘(Sarason, Johnson,
& Siegel, 1978) and the number of potential alternative
solutions generated on the Modified MEPS was able to
account for nearly 52% of thé‘variance.‘

The same analysis pefformed'on‘a smaller sub-sample
which excluded those subjects‘with missing data on Modified
MEPS scores, yiélded a significant three_nariable model in
which the number of altéinatives,éﬁployed on the Modified
MEPS, Hopeleséness Sdale{ééorés'and méan'C6nirating on the
Modified MEPS écCountéd for 56.5% of the variance in
suicide intént. A summnry’bfnthe regression analyses with
suicide intent as the cfiﬁefion is presented in Tables 11

‘and 12,

A stepwise regression analysis of the entire sample
employiné group membership (e.g. suicidal or non-suicidal)
as the criterion, revealed a significant three variable
model including negative life stress on the LES, number of
alternatives generated on the Modified MEPS and Hoplessness

Scale scores. This model accounted for 41% of the
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variance (see Table 13).

When this analysis was performed on the smaller
sub—sample, the best model obtained was a significant three
variable model including'the number of alternatives
employed on the Modified Meps, negative life events scores
on the LES and Hopelessness scale scores. This three
variable model accounted for 54% of the variance. A
summary of regressionianalyses eméloYingkgrbup membership
as the criterion is presented in Tablewl4.

Although therresults'of-the regression analyses
conducted vary depending on the criterion variable employed
(e.g. suicidal vs; non—suicidal or level of suicide intent)
and sample size, they doJSuggest‘the importance of negative
life stress, problem*solving‘deficitéjand hopelessness in
suicidal risk. 1In additibn; of the variables on which the
suicidal subjects differed from the non-suicidal subjects,
negative life stress, hopelessness and interpersonal
problem—solviné skills appear to be more important than
impersonal problem-solving skills or more global measures
(e.g. number of relevant or irrelevant means) in accounting

for these differences.



" DISCUSSION

Discussions of suicide in the clinical literature
(Binswanger, 1958; Cavan, 1928; Dublin & Bunzel, 1933;
Menninger, 1938; Muhl, 1928; Shneidman, 1957) ﬁake ffequent
reference to the seemingly rigid fashion in which suicidal
-individuals view their world. Overall, these investigators
appear to be in fair agreement that suicidal behavior
arises when individuals with reétricted capacity to engage
in divergent thinking aré placéd under'high levels of
environmental stress. |

Indeed, a number of empirical investigations
(Levenson, 1972; Neuringer, 1964; Patsiokas,<zlum &
Luscomb, 1979) have found thaﬁ parasﬁicidés are more
cognitively rigid on‘a vériety of measures than are their
non-suicidal peers.r Motto (1977),asserts that this finding
reflects the suicidal ihdividual's inability to adapt to
life change which, as Levenson (1972) points out, is likely
to result in that ﬁerson becoming increasingly helpless or
hopeless. } Thus, this modél asgerts that when individuals
who are cdgnitively rigid are placed under conditions of

high stress they are likely to become helpless or hopelesi)
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and, as a consequence of this, to engage in suicidal
_behavior.

The presence of high levels of life stress, or life
change, in the lives of both suicide ideators (Schotte &
Clum, 1982) and'parasuicides (Braucht, 1979; Cochrane &
Robertson, 1975; Jacobson & Tribe, 1972; Luscomb, Clum, &
Patsiokas, 1979; Paykel, Prusoff, & Myers; 19755 has been
well-documented. Prolonged periods of life stress or, in
particular, negative’iife’events (such ‘as losses, financial
pressures and inferpersonal conflicts) appear to precede
both suicidal ideation and pa;asuicide. ’This study further
supports these findings. Suicidal individuals reported a
62% higher level 6f negative 1ife events in the Year
preceding their‘hOSpitalization thanla matched control
group. This is pafticulafly interesting in that the
difference in the levelé of negetinevlife stress reported
is highly/similar to the differences pbserved in previous
research contrasting parasuicides to non-suicidal
depressives (Paykel, Prusoff, & MYers, 1975). As in
research by other investigators (Cochrane & Robertson,
1975; Paykel et al., 1975; Schotte & Clum, 1982), the
results of this study indicate that negative life events

are the culprit, the degree of positive life change is not
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predictive of suicidal béhavior.

Furthermore, the level of negative life stress
reported was found to correlate‘éositively with the degree
of suicide intent as assessed by Beck et al.'s (1979) Scale
for Suicide Ideators and with the level of hopelessness in
this sample. That is, as negative life stress increased,
so too did both hopelessness and suicide intent; It
appears thét as thé nuﬁbéf of problems the individual faced
increased their cénfidence in their'ability’to overcome
these problems decreased.

The model preSentéd in this~paper'asserts that
cognitive rigidity serves to mediate this relationship
between negative life evénts, hopelessness and suicidal
behavior. As has been n¢ted previously, there is an
increasing body of evideﬁce which supports the contention
that parasuicides, at leaSt, are mdre'cognitively rigid
than non-suicidal control subjects (Levenson, 1972;
Neuringer, 1964; Patsiékas, Clum, & Luscomb,>1979). This
study extends these findings by demonstrating a relative
deficit in divergent thinking in a sample of hospitalized,
psychiatric patients placed on_suicide observation status.
Suicidal subjects in this sample were found to be

significantly more rigid on the Alternate Uses Test (Wilson
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et.al., 1975) than matched controls.

Cognitive rigidity on the Alternate Uses Test has now
been demonstrated in both subjects considered at risk for
suicide and in parasuicides (Luscomb, Clum, & Patsiokas,
1979). Combined with the findings ofJinvestigations
employing other means for assessing this construct
(Levenson, 1972; Neuringer, 1964), these findings provide
strong suppOrt for tﬁé notion that suicidal indiviauals
tend to be rigid and,inflexible in their approach to
problem-solving. |

Most important, however, is the finding that this
rigidity iébalso evidénced in the suicidai‘subjects'
inability to Qenefate potéhtial’SOlutions for theif own
life problems. These subjects‘generated féwer than half as
many alternative solutiohs fot”tﬁeir life problems than‘a
comparably depressed control group. Thus, this study
demonstrated rigidity on both impersonal (e.g. the
Alternate Uses Test).and interpefsonal (e.g. the Modified
"Means-End Problem-Solving Procedure) problem—sblving taéks.
As was the case with negative life stress, this variable
. was found to contribute significantly to the prediction of
suicide intent on Beck's (1979) Scale for Suicide Ideators.

The deficits in problem-solving ability among suicidal
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subjects do not, however, stop here. These subjects are
~also more likely to focus on the potential negative
ramifications of their attempts at problem—selving than are
non-suicidal controls. That is, whenbasked to list ther |
pros and cons of a given alternative, they generate a
larger number of cons than do their equally depressed, yet
non-suicidal peers. Although no causal relationship has
been established, it may’be that this factor contributes te
the finding that they are also less likely to attempt to
employ the alterﬁatiVes they generate.

In addition to these findings, the suicidal subjecte
were, overall, observed tb be poorer pfoblem—sol?ers'on the
Means-End Problem-Solving Procedure (Platt, Spivack, &
Bloom, 1971) than the non-suicidal subjeets. On this
measure, the control gfoup membere provided an average of
74% more relevant meehs~for solving the problems presented
than the suicidal subjects. The suicidal subjects stories
were no less complex thanethose of’the.COntrdl subjects,
that is there were no differences in the number of
enumerations of means, obstacles or enumerated obstacles,
rather, they were simply less capable ofvimplementing
effective solutions. This difference in the number of

relevant means was also observed on the Modified-MEPS.
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Overall, the suicidal subjects displayed deficits in
problem-solving on both the MEPS and the Modified MEPS
procedures. They were less able to generate potential
solutions for interpersonal problems, including those
selected from their own lives on the Modified MEPS. They
were also more likely to focus on the negative consequences
of these alternatives and to fail to employ theh when
solving their probléms. ‘Additibnally,.on both measures of
interpersonal problem—solving skills, these subjects were
unable to implement as ﬁany effective-meéns of
problem-solving.

Thus; difficulties in problem-solving were observed at
several stages of thé process. First, althdugh equally
able to identifyrproblems whén_they occur, the suicidal
subjects are less well equippéd tojgeherate potential
solutions for these problems; Second, once genefated, the
suicidal subjects tend to expect a higherrnumber of
negative COnSequéﬁéééj“br‘sideueffects, of attempting to
implemenﬁ_these solutions. It is not surérisingy then,
that these subjects eﬁploy fewer of their alternatives in
attempting to solve the problem(s) at hand. Finally, in
the last stage of problem-solving, implementation, these

individuals resort to a higher number of irrelevant
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attempts and a lower number of potentially effective
solutions.

As hypothesized, suicidal individuals are poorer
problem-solvers than equally depressed, non-suicidal
controls. Specifically, it appears that their deficits in
divergent thinking (e.g. cognitive rigidity), their
tendency to focus on negative ramifications and their
lowered liklihood of impleméhting;alternétives generated
render them relatively iheffectuai-problem—solvers. This
finding appears tozrépresent several key‘deficits in the
problem-solving procéss.of suicidal subjects. VThus, it
appears that the process breaks down atkseveral stages. It
should also be'noted that the dépressed‘subjeCts employed
for comparison in_this study aré alsd likély to be poor
problem—solvers’(éotiib &;ASéfnoQ, 1979), suggesting that
the relative deficiﬁs observed would be more marked if
compared to the problem-solving skills of normals.

Within this sémple( negative life ét;ess and rigidity
in interpersbnal problem—solving were found to bé primary
factors in accounting fqr levels of suicide intent. The
greater the level of negative life stress and the more
pronounced the degree of cognitive rigidity, the higher the

observed level of suicide intent in these subjects. This
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is in accord with previoue research (Schette &dClum,vl982)
with suicide ideators, in which those subjects'Who were the
poorest problem-solvers and who experienced the highest
levels of negative life stress had the highest 1evel of
suicide intent. The findings in regard to negative
expectations for potential solutions and decreased
implementation extend our knowledge of the problem—solving‘
process in these subjeCts

As Motto (1977)'has ddted; suicidal individuals do
indeed appear to pe eognitively unprepared to deal with the
high levels of iife streSs which they repert eXperiencing.
If previous reSearch onlthe relationship of stress to
cognitive rigidity (Appelzweig, 1954; BroWn, 1953{ Ross,
Rupel & Grant, 1953) is'generalizablewto‘clinical‘eases,
then it could be,likely thaﬁ Ehis rigidity increases
further under conditions:of highﬁlife stress., Thus, the
individuals rigidity may serve tb both magnify and create
stress through interfering with the subjects'ability to
engage in effective problem—solving. |

This study also assessed the impact of modeling in the
subjects' selection of suicide as a potential
problem-solving strategy. Specifically, the number of

suicidal models with which the subjects were socially'
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connected was evaluted. On this variable no significant
differences were observed between the suicidal and the
non-suicidal subjecﬁs. Thus, it appears that both groups
of subjects were exposed to suiﬁidal models.

As in research by other investigators (Beck et al.,
1975; Kovacs et al., 1975; Minkoff et al., 1973; Motto,
1977; Schotte & Clum, 1982; Steele, 1977; Wetzel, 1976) the
suicidal subjects in £his sample Wére‘significantly more
hopeless than the non-suicidal controls. Although
Hopelessness Scéie_Scores were found to be.negétively
correlated With both thé humber of relevaht;means and thé
number of no méans (e.g. Simply-not attempting‘tolsolve the
problem) on the MEPS, the contribution of this variable to
suicide intent appears,rhbwever, to‘be independent of
cognitive rigidity. Inffacf, hopelessneSs was not
significantly correlated with either the number of
alternatives generated or scores on the Alternate Uses
Test. Rather, it appears.that'hopeleSSneés effected the
subjects degfee of engagement in éttemptihgvto solve
problems. That is, as hopelessness increased so too did
‘the number of irrelevant means employed and the number of
occasions on which the subjects simply did not try to solve

the problem presented. It was not correlated with their
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ability to engage in effective problem—soiving when they
attempted to do so. Thus, hopelessness contributed
independently to suicide intent.

Hopelessness was also correlated with the level of
negative life stress experienced. It is as if the subjects:
when exposed to continuing levels of negative life stress
with which they do not have the cognitive capacity to cope,
become increasingly hopéless‘and, as a result of this,
simply quit trying to SOlve their problems. Hopelessness,
then, appears less to be the resuit’of §oor problemQéolving
skills than it is a Variable which, yhen present, further g
réduces the’individual's‘ability‘ﬁo engage in effective
problem—solvihg. “ 

This findiné’ié:important in that it éuggests that thév
hopelessness obsefved‘in'this population has roots
independent of the problem-solving déficits obsérved. That
is, these subjects are boﬁh poor problem—solVers and
hopeless. Bdth variables appear to cbntribute
independently to the level of suicide intent.: Ifrviewed.in
terms of Goldfried and D'Zurrilla's (l97l),model of
problem~solving, these high levels of hopelessness cah be
said to interfere with the individual maintainiﬁg an

effective general cognitive set regarding problematic
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situations. Thus, rather than'viewing problems as normal
occurances with which we can cope, these ihdividuals appear
to view them as both uhsolvable and unlikely to change.
Combinéd with the findings discussed previously, this
suggests that suicidal individuals have deficits at nearly
every stage of ﬁhe problem—solving process.

The research preseﬁﬁed here does not address the
source of hopelessneés in théSe subje¢ts.. It may well be
that the cognitive distortions postulated by Beck (1979)
must be considered in addition to aiding the suicidal
patient in developing'effectivé.pfoblem—soiving skills.
Thus, it may be necessafy to'gUide the pétient in
generating, evaluating and'implementing_potential
alternative solutions to the p#oblemsﬂthey face and to
address their negative Orientatiqn toward problem
situations in general.‘ Althdugh Beck addresses both of
these aspects of therapy with the suicidal patient, .further
research into the role of Beck's cognitive distorti@ns in
the production of hopelessness is desireable.

To summarize, this study supports previous research
(Levenson, 1972; Neuringer, 1964; Patsiokas, Clum, &
Luscomb, 1979) demonstrating rigidity of thinking in

suicidal subjects. It appears that these subjects are
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deficient in the ability to generate, evaluéte and
implement potential solutions for the problems they face,
thereby rendering them especially vulnerable to the high
levels of negatiVe life stress observed here and elsewhere
(Braucht, 1979; Cochrane & Robertson, 1975; Jacobson &
Tribe, 1972; Luscomb, Clum, & Patsiokas, 1979; Schotte &
Clum, 1982). Although modeling'effects probably play a
role in the individﬁal's‘seléctibhlbf suicide as a
potential solution to chrbnic negative iife stresé, the
overabundance of potential modeling sources in this culture:
would appear to make it»difficulﬁ to'assess the impact of
this variable in smaller samples. Hopeléésness, rather
than resulting from these factors, appears to contribute
independently to the developmént of'suicide intent.

Further research is ﬁeceésary to more clearly elucidate the

role of this variable.
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~ TABLE 1

Summary of Démographic Variables

Hospital
VA (n)
State (n)

Number of .
Hospitalizations

Sex
Male (n)
Female (n) :

Age

Race
White (n)
Non-White (n)

‘Diagnosis
Schizophrenia
Major Depression

Score on Scale
for Suicide
Ideators

Suicidal
Subjects

27
.23

16.34
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Non-Suicidal
Subjects

26
24

3.38
36

14
31.7

.84



TABLE 2

MANOVA
Overall Test for Significance Between Suicidal

and Non-Suicidal Subjects

Wilk's Criterion

':L = DET(E)/DET(H+E) = 0.412
Exact F = (1-L)/L*(NE+Q-P)/P
F(23,76) = 4.72

PROB. > F = 0.0001
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TABLE 3

F Test Comparing Suicidal and Non-Suicidal Subjects

Source

Between Groups

Error

Corrected Total..

‘Source DF

Group 1

on Negative Life Events

DF

98

99

F Value

29.12

" Sum of Squares

1823.29
6136.82
7960.11

Prob. > F

10.0001
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Mean Sguares

1823.29

62.62



TABLE 4

F Test Comparing Suicidal and Non-Suicidal Subjects

on the Alternate Uses Test

Source DF Sum of Squares Mean Squares
Between Groups 1 104.04 104.04

Error 98 993.32 . 10.14
Corrected Total 99 -  1097.36 |

Source DF - F Value Prob. > F

Group 1 10.26  0.0018
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TABLE 5

F Test Comparing Suicidal and Non-Suicidal Subjects

on MEPS Relevant Means

Source DF» Sum of Squares . Mean Squares
Between Groups = 1 16.00 - 156.00
Error : - 98 215.24 2.19
Corrected Total 99 .-231.24

Source DF F Value Prob. > F .

Group 1 7.28 0.0082
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TABLE 6

F Test Comparing Suicidal and Non-Suicidal Subjects

on Modified MEPS Alterhatives Generated

Source

Between Groups

Error

Corrected Total

Source DF

Group 1

DF

98

F Valﬁe

8.0

Sum of Squares
9.61

117.38

126.99

~ Prob. > F

0.005
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Mean Squares

9.61

1.20



TABLE 7

F Test Comparing Suicidal and Non-Suicidal Subjects

on Modified MEPS Alternativestmployed

Source DF Sum of Squares Mean Squares
Between Groups 1 . 58.64 58.64

Error 79 91.35 1.15 -
Corrected Total 80 L 150.00

Source  DF ~ F Value Prob. > F

Group 1 58.6 0.0001
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TABLE 8

F Test Comparing Suicidal and Non-Suicidal Subjects

on Modified MEPS Relevant Means

Source DF - Sum of Squares Mean Squares
Between Groups 1 38.44 ’ 38.44

Error S 98 292.52 2.98
Corrected Total 99 330.96

Source DF . F Value = Prob. > F

Group 1 12.88 ~ .0005
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TABLE 9

F Test Comparing Suicidal and Non-Suicidal Subjects

on Modified MEPS Irrelevant Means

Source

Between Groups

Error

Corrected Total

Source DF

Group 1

DFE

98

F Value

Sum of Squares Mean Squares

2.56 2.56
27.68 0.28
30.24
Prob. > F

.005
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TABLE 10

F Test Comparing Suicidal and Non-Suicidal Subjects

on Hopelessness Scale Scores,

Source DF Sum of Squares Mean Squares
Between Groups = 1 361.00 361.00
Error \ .98 1411.76 ' 14.41
Corrected Total 99 | 1772.76

Source DF " F Value Prob. > F

Group 1 25.06 0.0001
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TABLE 11

Stepwise Multiple Regression Summary Table

Criterion = Scale for Suicide Ideators (N = 100)

Variable Entered R Squared F P>F
Hopelessness T 0.34 40.34 .0001
Alternatives Generated*; o

(Mod. MEPS) . 0.49 5.33 .05
Negative Life Events - 0.51’ | v29?48 .0001
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TABLE 12

Stepwise Multiple Regression Summary Table

Criterion = Scale for Suicide Ideators (N = 81)
Variable Entered R Squared F P>F
Alternatives Employed = |
(Mod. MEPS) | . 0.32 46.91  .0001
Hopelessness | ~0.54 - 30787 .0001
Mean Con Ratingi

(Mod. MEPS) S 0.56 4.13 .05
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TABLE 13

Stepwise Multiple Regression Summary Table

Criterion = Suicidal vs. Non-suicidal (N

Variable Entered R Squared
Negative Life Events 0,22

Alternatives Generated
(Mod. MEPS) o ©0.34

Hopelessness - ‘ A 0.41
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F

16.79

. 17.05

11.28

= 100)

o
v
jrd

(]
o
. O
o
[

.0001

.001



TABLE 14

Stepwise Multiple Regression Summary Table

Criterion = Suicidal vs. Non—suicidal (N = 81)

iro
v .
=

Variable Entered ‘R Squared F

Number of Alternatiyes " |

Employed (Mod. MEPS)  0.39 9.30 .005
Negative Life Ex}enjtrs‘ © 0.50 ‘45.80 .0001
Hopelessness 0.54 7.16 .01

-116-


















-122-

2.119
Number of
Alternatives
| Employed

40 -

Suicidal Non-suicidal

Group Means: Number of Alternatives Employed
on Modified Means-End Problem-Solving

FIGURE 6






. | | , o o

‘ > _ n .E
| . S=
. S . R . o2
: o o | | 5 =9
| NE €5
, , , // U nvv.mw
| | o o NN & @&

| _ R suw
! RN S I =







l.

APPENDIX A
Scale for Suicide Ideators

Wish to live.

0. Moderate to strong.

1. Weak.

2. None.
Wish to die.

0. None.

1. Weak.

2. Moderate tbrstrong.
Reasons fbrili§ing/dying,‘

0. Fér livingloutweigh dying.
1. About equal} S

2. For dying‘odfweigh living.
Desire to make aéti&e,éuicide‘aﬁtémpt;
0. None. | | |
1. Weak.

2. Moderate to strong.

-Passive suicidal behavior.

0. Would take precautions to save life.

1. Would leave life/death to chance.
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2. Would avoid steps necessary to save or maintain
life.-‘
6. Time dimension: duration of suicide ideation/wish.
0. Brief, fleeting periods. |
1. Longerbperiods.
2. Continuous (chronic) or almost continuous.
7. Time dimension: fréquency.
0. Rare, occasioﬁal; |
1. Intermitﬁant.‘
2. Persistéﬁﬁvor continuous.
8. Attitude téward ideation/wish.
0. Rejecting. |
1. Amibivalent or indifferent.
2. Accepting. .
9. Control ovef suicide éction/acting—out wish.
0. Has sense of control. |
1. Unsure of control.
2. Has‘ncféehéé"of‘cohtrol.
10. Deterrents’to active attempt.
0. Would not attempt because of a deterrent.
1. Some concern about deterrents.

2. Minimal or no concern about deterrents.
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11. Reason for contemplated attempt.
0. To mahipulate the environment: attention, revenge.
1. Combination of 0 and 2.
2. Escape, surcease, solve problems.
12. Method: specificity/planning of contemplated attempt.
0. Not considered.
1. Considered but détails not worked out.
2. Details worked out/well-formulated.
13. Method: Availébility/opportuniﬁy'for contemplated.
attempt. o
0. Method not available, no opportunity.
1. Methoa would také time;'effort} opportunity
not readiiy,available.
2a. Method and opportunity available}
2b. Future opportunity or availability of method
anticipated.
14. Sense of capability to carry out attempt.
0. No courage, too weék, afraid, incompétent,
1. Unsure 6f'courage, competence. |

2. Sure of courage, competence.



_129_

15. Expectancy/anticipation of actual attempt.
0, No.
1. Uncertain, not sure.
2. Yes.
16. Actual preperation for contemplated attempt.
0. 'None.
1. Partial preperation (e.g. started to collect pills).
2. Complete (e;g. had pills, loaded gun).
17. Suicide Note. | |
0. None.
1. Started but notfcompletéd, thought‘about;
" 2. Completéd.
18. Final acts in anticipation of death (e.g. insurahce,
will). | | | |
0. None.
1.  Thought about of made some arrangements.
2. Made definite plans or completed arrangements.
19. Deception/concealmént of contemplated attempt.
0. Revealed ideas openly.
1. Held back on revealing.

2. Attempted to deceive, conceal, lie.



APPENDIX B
Life Experiences survey

Listed below are a number of events which sometimes bring
about change in the lives of those who experience:them and
which necessitate social readjustment. Please check thosé
events which you have experienced in the recent past and
indicate the time period dﬁring which you havé expereinced
each eveht. Be sﬁre that all checkmarks are‘directly across
from the items to which they corresppohd. |

Aléo, for each'of the items 1isted'below; please indicafe
ﬁhe extent Fo which youbViewed'thé event as having either a
positive or a negative impact on your life at the time the
evenﬁ occurred.. That is, indicate thévtype and extentvof
the impact the eventjhadr A rating of3¥3 woﬁld>iﬁdicate
that the event had an extremely negéﬁive impaét, a rating of
0 a neutral impact, and a +3 would indicate an extrémely
positive impact.

0 to © mos.

Section 1 6 mos to 1l yr. Rating
1. Marriage -3 -2 ~-10123
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Section 1 6 mos to 1l yr.
2. Detention in jail
or comparable

institution.
Death of spouse.
Major change in

sleeping habits.

‘-Death of a clbse

family membe::
a. mother. |
b. father.
c. brother.
d. sister.

e. grandmother;

- £. grandfather.

g. spouse.

h. other.

. Major change in

eating habits.
Foreclosure on
mortagage or

loan.



Section 1 6 mos to l yr. Rating
8. Death of a

close friend. -3 -2 -1
9 Outstanding

personal

acheivement. v ‘ : -3 -2 -1
10. Minor law | |

violation. . o | -3 -2 -1
11. Male: | |

wife/girlfriend's

pregnancy. s ‘ -3 -2 -1
12. Female: prégnancy; H,{‘f -3 -2.-1
13. Changed work

situation. L J =3 _2'_1
14. New job. ‘ - | | -3 -2 -1
15. Serious illness or |

‘injury of close |

family member:

a. father. ' -3 _2'_1

b. mother. -3 -2 -1

c. brother. | -3 -2 -1

d. sister. : . -3 -2 -1



0
Section 1 6 mos
e. grandmother.l
f. grandfather.
g. spouse.‘.
h. other.

16. Sexual difficulties.

17. Trouble with employef}

18. Trouble with-in—laws.

19. Major change in
financial éﬁatus.

20. Major change in
closeness ofifamily
member. |

21. Gaining a new fémiiy
member.

22. Change of residence.

23. Marital seperation.

24. Major change in
church activities.

25. Marital reconciliation.
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.Rating
-2 =1
-2 -1
-2 -1
-2 =1
-2 -1
-2 -1
-2 -1
-2 -1
-2 -1
-2 -1
-2 -1
-2 =1 i
-2 -1
-2 -1

T T =
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0 to 6 mos.
Section 1 ‘ 6 mos to 1l yr.
26. Major change in

27.

28.

29.

30.

31.

32.

33.

34.

35.

number of arguments

with spouse. -3

Married male:

change in wife's work

outside home. | :‘ - =3
Married female:_change |
in husband's work. o -3

Major change in

recreation. ‘ . ’ -3

Borrowing mbre than
10,000 dollars. =3
Borrowing less than
10,000 dollars. | -3

Being fired from a

job. ' -3

Male: wife/girlfriend

having an abortion. -3
Female: having abortion. -3
Major personal illness

or injury. -3



Section 1

36.

37.

38.
39.

40~.

41.

42.

43.

44,

45.

46.

47.
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0 to ©6 mos.
6 mos tol yr.
Major change in,éocial |
activities,
Major change in living
conditions of family.
Divorce.
Serious injury or‘illdéss
of close friend.
Retirement.
Son or daughﬁer leaviﬁgb
home. |
Ending of formai
schooling; |
Seperation from spdﬁse‘
Engagement, - .
Breaking up with
boyfriend/girlfriend.
Leaving home for firsf
time.
Reconciliation with

boyfriend/girlfriend.

Rating
-2 -1
-2 -1
._2 ._.l
-2 -1
-2 -1
-2 -1
-2 -1
-2 -1
-2 -1
-2 -1
-2 -1
-2 -1

0
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Other recent experiences which

have had an impact on your.life.

List:
48. -3 -2 10123
49, L ' -3 -2-1012 3

50. - . -3-2-10123




APPENDIX C
Alternate Uses Test

In this test, you will be asked to consider some commmbn
objects. Each object has a common use, which will be
stated. You are to list as many as>six other uses for which
the objects or parts of the objects COuld‘serve,
Example:

Given: A NEWSPAPER}(used_for reading). You might think

of the following uses for a newspaper.>
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Notice that all of the uses listed are different from
eachother and different from the primary use of a newspaper.
Each acceptible use must be different from the others and
from the stated use.

Do not spend too much time on any one item. Write down
those uses that occur to you and go on to others in the same
Part. You may return to the incomplete.items in a Part if
time for that Part'pérmits.

There are two Parts to this test, with three items per

Part. You will have four minutes for eéch Part.

STOP HERE. WAIT FOR FURTHER INSTRUCTIONS.
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Part 1
List as many as six'possible uses for each of the folloWing;

| objects.

1. SHOE (used as footwear)

2. BUTTON (used to fasten things)
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STOP HERE.

WAIT FOR FURTHER INSTRUCTIONS.
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Part II
List as many as six possible uses for each item.

4., WOODEN PENCIL (used for writing)

5. AUTOMOBILE TIRE (used on the wheel of an automobile)
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APPENDIX D

Self-Rating Depression Scale

Please answer according to the following key:

1="a little of the time" 2="some of the time"

of the time" 4="most of the time."

1. I feel down-hearted and blue.

2. Morning is whén I feel the best.

3. I have crying spells or feel like it.

4, I have tfouble sleeping at‘night.

5., I eat as much‘as‘I used to.

6. I still eﬁjoy_séx. »I

7. I notice that I am loSing weight.

8. I have trouble with_constipation. |

9. My heart beats fastef than usuai.

10. I get tired for no réason.

11. My head'isfas clear as it used to be.

12. I find if easy to do the thihgs I
used to do. |

13. I am restless and-can't keep still.

14. I feel hopeful‘about the future.

-143-

3="a good

1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3

part



15.
ls.
17.
18.

19.

20.
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I am more irritable than usual.

I find it easy to make decisions.
I feel that T am useful and needed.
My life is pretty full.

I feel that others Qould be better
off if I were dead.

I still enjoy the things I used to

do.



10.

APPENDIX E
The Hopelessness Scale

I look forward to the fuﬁure with hope and enthusiasm. -
T F

I might as well give up because I can't make things
better for myself.‘ T F

When things ére going badly I am helped by knowing
that they can't stay that way‘forever. T F

I can't imagineiwhat my life wddla be like in ten
years., T F

I have enough time to accomplish the'things I most
want to do. T F

In the future, I expect to succeéd in what concerns
me most. f F o

My future seems dark tome. T F

I expect to get mdre of the good things in life than
the average person., T F

I just don't get thé>breaks, and there is no reason
to believe I will in the future. T F

My past experiences have prepared me well for the

future. T F
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11.

12.

13.

14.

15.

l6.

17.

18.

19.

20.
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All I cah see ahead of me is unpléasantness instead
of pleasantness. T F

I don't expect to get whatil really neéd. T F
When I look ahead to the future I expect I will be
happier than I am now. T F |
Things just won't work out the way I want them to.
T F

I have great faith in the future. T F

I never get what I want so it is foolish to want
anything.» Tv F

It is very unlikely that I will get ény real
satisfaction in the future. T F

The future seems vague and uncertain‘to me., T F
I can look;fofWard to mdre good times than‘bad
times. T F | |

There's no use in really trying to get something

I want because I probably won't get it. T F



APPENDIX F

Means-End Problem-Solving Procedure

Instrucitons

»

In this procedure we afe interested in your imagination.
You are to make up some stories. For each story you will be
given the beginning of the story and how the stéry ends.
Your job is to make up a story that connects the beginning
that is given to you‘with the ending given-you. - In other

words, you make up the middle of,thé"story.
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1. Mr. A. was listening to the people speak ét a meeting
about how to make things better in the‘neighborhood. He
wanted to say something important and have a chance to be a
leader too. The story ends with him beiné ele¢ted leader
and presentiné a speech. You begin the‘étory at the meeting

where he wanted to become a leader.
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2. H. loved his girlfriend very much, but they had many

arguments. One day she left him. H; wanted to make things
better. The story ends with evefything fine between him and:'
his girlfriend. You begin the story with his girlffiend '

leaving him after an argument.
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3. Mr. C. had just moved in that day and didn't know
anyone. Mr. C. wanted to have friends in the nei@hborhobd.
The story ends with Mr. C. having many good friends and
feeling at hbme in the neighborhood. You begin the story
with Mr. C. in his room immediately after arriving in the -

neighborhocod.
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4. A. noticed that his friends seemed to be avoiding him.
A. wanted to have friends and be liked. The story ends when
A.'s friends like him again. You begin where he first
notices his friepds avoiding him.
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5. One day K. was standing around with some 6ther people
when one of them said sbmething very nasty to him. K. got
very mad. K. got so mad he decided to get evenv' with the
other person. The Vsﬁory ends with K. happy because he g}ot"_
even. You begin the story when K. decided to bget- even.




APPENDIX G
Modified MEPS

SfEP ONE: Please list below as many‘as ten different
problems (such as marital problems, problems with friends or
emplo§ers, financial difficulties, etc.) which you feel
helped lead to YOur current hospitalization. Try to be as
specific as you can in déScfibing these problems.

1)

2)

3)

4)

5)
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6)

7)

8)

9)

10)
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STEP TWO: Please read the following situation. You are
given both a present situation and a desired outcome. Please
read this carefully, you will be using this situation

throughout the rest of this procedure.

PRESENT SITUATION:

DESIRED OUTCOME:
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STEP THREE: Now that you have read about the problem
situatién and the desired outcome, please list as many as éix>v
different things you could do to solve the problem. Thatbis,l
write down as many;aslsix different thingS'YOu could do to
reach the desired outcome. You will fihd space for each of

- your ideas on this page and on the five pages that follow;
the spaces in whichiyou Afe.té,write your answers are the ;

ones numbered from one to six.

1)

- —  — — —— i — ——— — —— — —— o — S — i~ — . —— —— " S D S AR i WS D R A S TR VED R S D S . —— - ————

Pros and Cons:
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-3 -2-10123
-3-2-10123
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2)

Pros and Cons:
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3)

Pros and Cons:
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4)

Pros and Cons:
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3)

Pros and Cons:
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6)

— . ——— A — — T T . G — S S — — —— S — " A — - — iy — G — " —— — — — — -} T —— e —— ——

Pros and Cons:
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STEP FOUR: Now that you have written doﬁn some of the thingsl
you think you cduld‘do>to solve the problem (to reach thé
desired outcomei, please go back and circle the nﬁmbefvbelow
each alternative which you believe is closest to how likely
that action would be to soive the problem. If-you think
there is no chance that it will work, circle the number 1.

If you think there isra fair chance that it ﬁill work, circle
the number 5. If you’arevsure‘it,Will'wbrk, circle the
number 10. Just circle any nuﬁber bétweén.o and 10 that you

think shows how likely that‘plan is to work.

STEP FIVE: Now that you have told us how iikely‘each plan is
to work, please go backbfdfthe different ideas you wrote down
and tell us what the Pros (good thihgs, benefits, etc.) of
each plan are, and what £he’Consv(bad things, costs, etc.)
are for each of these. For exémple, you may think one of
your ideas might-make someone mad,rthis‘would be a Con (bad
thing). Or, you miéht think one of youf ideas might make
soméone happy and solve the problém at the same time, this
would be a Pro (good thing). Please list as many as six Pros

and Cons for each plan you wrote down.



-163-

STEP SIX: Now go back and rate how important each Pro and
Con is. If a Pro is very good or important, circle the |
number 3. If it is only fairly important, circle the‘numberm‘
2. If it is only a little important or good, ciréle the
number 1. If a cénvis very bad, circle the -3. If it is
fairly bad, circle the -2. If it is only a little bad,

circle the -1. .Finally,'if it does not matter, circle the 0.
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STEP SEVEN: Now we would like you to write a story in which
you go about acheiving the desired outcome. That is, we want
you to write a story in which you solve the problem which,Yoﬁ‘x
have been working on in this task. Begin with the beginning‘
you are given and write the middle part of the story. Heré

are the beginning and ending for your story.

CONTINUE ON BACK OF PAGE IF NECESSARY
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PROBLEM-SOLVlNG>SKl£LS IN SUICIbAL
o PSYCHIATRIC PATIENTS |
, Dav1d Evert Schotte, M.,S.

(ABSTRACT)

Both popular clinicalpfolklore and the findingsyof
empirical research haveksuggested a relationshipVbetween
cognitive’rigidity and suicidal behavior;p.spéciﬁioally;vit
’has‘been hypotnesized that individuals deficientfin the "
’capaoity for-flexible thought;become increasingly
hopeleSSness;and'suicidal in the face of‘high’levels of
environmental stress. That is, these oersonsdare thotht“to
be cognltlvely unprepared to deal w1th negatlve life
events. The present study sought to evaluate this model
‘with hospltallzed psychlatrlcepatlents‘placed on sulcldalf_ .
precautions‘statuskby.hospital staff. éuioidal and : |

" non- suicidal control subjects completed measures of llfe’
stress, depre551on, cognltlve rlgldlty, hopelessness, and -
suicidal 1ntent In addltlon, these. subjects also
completed two measures of 1nterpersonal problem solv1ng.
Su1c1dal_subjeots were found to report hlgher~levels of
negative life-étressxintheﬁpfeViouS-yearvthan members of
the control group.':Sulcidal subjects were also |

significantly more.oognitively rigidkand‘this:rigldity



appears to have been reflected in their performance on the
interpersonal problem-solving meéSures. Overall, suicidal
subjects were observed £o be poorer problem-solvers than
the non-suicidal control group members on both measures of
interpersonal problem-solving skills. More specific
analyses showed that these subjects were no£ able to
generate as many potenﬁial solutions to interpersonal
problems from theif own lives and when asked to evaluate
these solutions, the suicidal subjects tepded'to rate them
more negatively than did. the control subjects.‘ Suicidal
subjects were also less likely than control subjects to
employ ﬁhese alternatives when subsequenfly attempting to
solve the presented problem. Additionally, the suicidal
subjeéts tended more often to implement irrelevant
solutions. Although the suicidal subjects were
significantly more hopeless than the non-suicidal squects;
it appears that this variable contributed ihdependently to
the level of suicide intent, rather than resulting from
cognitive rigidity and ihterpersonal problem-solving
deficits; Resulﬁs are interpreted as supportingiBeck's
'(1979) viewpoint that both deficits in prOblem—Solving
skills and hopelessness need to be addreSsed‘iﬁ the

treatment of suicidal patients.
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