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"We must never forget that we may also find meaning in life even when confronted 

with a hopelessness situation when facing a fate that cannot be changed." 

Frankl (1959, p.135) 
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Abstract 

Background: Suicide prevention efforts traditionally focused on identifying risk 

factors and reducing their mental health impacts. But increasing research attention 

seeks to explore suicide protective factors, which focuses on how individual 

differences, such as hope or resilience, can inform prevention strategies by reducing 

the salience of suicide risk factors. 

Aims and objectives: This thesis aims to explore the potential protective influence of 

perceptions of posttraumatic growth (PTG) pertaining to positive changes in 

worldviews, relationships, and identity after highly challenging life events. Previous 

research has consistently found negative associations between PTG and suicidal 

thoughts, but has not explained mechanisms underlining this relationship. This thesis 

examines the protective function of PTG through a theoretical framework that 

explains the formation of suicidal thoughts and behaviours: The Integrated 

Motivational-Volitional Model of Suicidal Behaviour (IMV).  

Method and results: Five empirical studies using both qualitative and quantitative 

methodologies were conducted. The first explored the personal experiences of 

veterans deployed on operational tours during their military service through semi-

structured interviews, finding that they identified PTG from their adverse 

experiences, reporting some risk factors specified by the IMV. The second examined 

associations between key suicide risk factors in the IMV (i.e., defeat and entrapment 

appraisals), suicidal ideation, and PTG within a sample of veterans, finding that PTG 

was negatively correlated with defeat and entrapment with large effect sizes, but 

was unrelated with suicidal thoughts. The third study examined a sample of 

community participants to determine whether PTG moderated relationships 

between (1) defeat and entrapment and (2) entrapment and suicidal ideation, 

derived from the pathways specified in the IMV. Perceiving PTG did not moderate 

either of these two relationships, but it has a direct effect on suicidal ideation, 

whereby higher PTG predicted lower levels of suicidal ideation (consistent with 

existing literature). The fourth study examined whether PTG attenuated the strength 

of the longitudinal relationships between (1) T1 burdensomeness and T2 



3 

burdensomeness and (2) T1 thwarted belongingness and T2 thwarted belongingness 

across six weeks in an at-risk community sample. It found that perceiving PTG from 

recent stressors reduced the strength of the relationship between T1 and T2 

burdensomeness levels. In study five, an experimental design with control and 

experimental groups was used to induce PTG utilising positive reappraisals about 

past adversity to investigate whether this manipulation results in reductions in 

burdensomeness levels from pre to post-test measure. There was not a significant 

impact of positive reappraisal manipulation on the reports of perceived 

burdensomeness across groups.  

Thesis findings: Overall, findings indicated that perceiving PTG from past adverse 

experiences did not function in the way that the IMV predicted, but it was negatively 

associated with suicidal ideation directly. The findings across five studies suggested 

that the protective influence of PTG against the development of suicidal thoughts 

might be through negative self-appraisals, such as burdensomeness.  

Implications: Given that PTG could be modified through training and interventions, 

the findings of this thesis may inform suicide prevention strategies after these results 

are confirmed with further research. For example, PTG training could reduce 

perceptions of burdensomeness, which is a robust and known risk factor for suicide.   
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Chapter 1 Introduction & Literature Review 

Posttraumatic growth (PTG) refers to the positive psychological changes resulting 

from struggling with adverse events, commonly reported in five different areas: 

greater appreciation of life, improved relationships with others, realising personal 

strength, identifying new possibilities, and spiritual change (Tedeschi & Calhoun, 

1996). Some recent research has pointed out that perceived PTG is associated with a 

protective function in reducing suicidal ideation (e.g., Bush et al., 2011; Strader, 

2019). These findings are encouraging in highlighting the potential protective effect 

of PTG against suicidal thoughts and the potential application of this positive 

psychology phenomenon in suicide prevention strategies. However, the mechanisms 

underlying this relationship are unclear and have not been addressed by previous 

research.  

This thesis addresses a fundamental question in the newly-developing suicide 

resiliency field pertaining to PTG: Does PTG have a protective role against the 

development of suicidal thoughts?  

1.1. Aim and rationale 

The main aim of the thesis is to explore the protective influence of PTG in relation to 

suicidal ideation. I am particularly interested in understanding its protective function 

and when it happens. To address this gap, I use a well-validated suicide model, the 

Integrated Motivational-Volitional Model of Suicidal Behaviour (IMV), initially 

developed by O’Connor (2011) and refined by O’Connor and Kirtley (2018), as a 

framework to explore the protective function of PTG. 
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1.2. Chapter overview 

The current chapter will review the literature on suicide and theoretical frameworks 

explaining suicidal thoughts and behaviours. Afterwards, I will describe the IMV in 

detail and provide supporting evidence utilised this model because of its relevance 

to the current thesis. After this, I will focus on PTG and discuss the current debates 

about the measurement issues and its conceptualisation. I will then discuss the 

studies that examined PTG and suicide. In the end, I will justify the reason for 

choosing the IMV as a theoretical framework for the current thesis and describe the 

thesis map and research questions. 

1.3. Suicide 

1.3.1. Background 

Suicide has become a major health concern globally. An estimated 703,000 

individuals die by suicide worldwide in a year, accounting for more deaths than 

HIV/AIDS, breast cancer, war, and malaria. In 2019, suicide accounted for 1.3% of all 

fatalities, more than half of which (58%) were among victims under the age of 50. 

Given that suicide is preventable, and these numbers are high, the World Health 

Organization (WHO, 2021) recognises it as a public health priority, and aims to make 

suicide prevention a top priority on the global public health agenda. Additionally, it 

supports and encourages countries to develop comprehensive suicide prevention 

strategies, such as early identification, assessment and management of suicidal 

thoughts and behaviours, and fostering socio-emotional life skills. 

Addressing these calls, a vast body of research has focused on identifying risk factors 

for suicide to aid public health strategies and suicide prevention efforts. Recent 
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systematic reviews identified some of the widely examined suicide risk factors within 

various populations, such as previous mental health disorders and interpersonal 

violence among young adults (Gili et al., 2019; Miranda-Mendizabal et al., 2019), 

sleep problems among adolescents and young adults (Kearns et al., 2020), childhood 

maltreatment impacts in adults (Angelakis et al., 2019), hopelessness and 

alexithymia in individuals with obsessive-compulsive disorder (Albert et al., 2019), 

and stressful life events in adults (Howarth et al., 2020).  

However, it should be noted that not every individual exposed to one or more suicide 

risk factors actually think about or attempt suicide. Although the accumulation of 

these risk factors is likely to increase suicide risk, they have little predictive power 

and do not explain fully why people think about killing themselves and act on these 

thoughts (O’Connor & Nock, 2014). Therefore, a greater understanding of the 

psychological processes that underlies suicidal thoughts and behaviours is needed, 

so that suicide intervention efforts can target these underlying mechanisms and 

prevent suicidal thinking and attempts before they emerge.  

Over the last two decades, various theoretical frameworks have been developed by 

researchers to explain why people think about suicide and why individuals move 

along the pathway to suicide (i.e., from suicide ideation to creating a suicide plan, 

suicide attempts, and deaths by suicide). The following section explains some of the 

theoretical frameworks developed to conceptualise and study the formation of 

suicidal thoughts and behaviours.  

1.3.2. Theoretical frameworks  

Many suicide models have been put forward to conceptualise knowledge of suicidal 

ideation and behaviour, the most prominent of which are reviewed below, such as 



16 

Cry of Pain Model, Schematic Appraisal Model of Suicide, Interpersonal Theory of 

Suicide, Three-Step Theory of Suicide, Integrated Motivational-Volitional Model of 

Suicidal Behaviour. 

1.3.2.1. Cry of Pain (CoP) 

According to the Cry of Pain (CoP) model (Williams, 2001), suicide risk increases in 

the presence of defeat and entrapment appraisals, whereby the individual feels 

defeated in life, perceives no escape from the negative situation. If there are no 

rescue factors, such as social support and positive future thinking, the individual is 

highly likely to think about suicide as an escape from the unbearable situation. 

Rasmussen et al. (2010) tested this model among a group of participants who had 

self-harmed (N = 103), and matched controls (N = 37) to determine whether the 

triggers in the CoP model (defeat, entrapment, and no rescue) distinguish individuals 

who repeatedly self-harm from first-time self-harmers and matched controls.  

Rasmussen et al. (2010) found that the repeated self-harm group reported higher 

levels of defeat and lower levels of social support than individuals who self-harmed 

for the first time, and that both self-harm groups (repeated and first-time) reported 

higher levels of defeat and entrapment and lower levels of social support than the 

control group. These findings supported the CoP models’ assumptions, and 

emphasised the importance of including negative appraisals, such as defeat and 

entrapment, and protective factors, such as social support, during suicide risk 

assessments and interventions. 

Although this model provides key suggestions for the suicide risk through negative 

appraisals, it does not provide a comprehensive explanation of the rescue factors, or 

differentiate suicidal thoughts and behaviours as separate constructs.  
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1.3.2.2. Schematic Appraisal Model of Suicide (SAMS) 

The Schematic Appraisal Model of suicide (SAMS) was developed by Johnson et al. 

(2008, 2010) to build on the CoP model, aiming to facilitate therapeutic advances in 

patients with psychotic disorders who are at risk for suicide. This model focuses on 

appraisal processes and proposes two constructs associated with suicide risk: (1) 

situation appraisals, referring to defeat and entrapment appraisals triggered by 

stressful life events; and (2) self-appraisals, which are suggested to influence all the 

cognitive processes that lead individuals to suicide (e.g., perceptions of low self-

esteem and low self-worth). In addition to the negative self-appraisals, this model 

proposes that positive self-appraisals (e.g., one’s perceptions of ability to cope with 

emotions, solve problems and receive social support) are particularly protective and 

can provide resilience for individuals who are experiencing difficult life events.  

Johnson et al. (2010) tested whether positive self-appraisals buffer the impact of 

adverse life events against the development of suicidality in a sample of students 

with some degree of suicidal ideation. Their moderation analyses showed that 

positive self-appraisals (measured by the Resilience Appraisals Scale, developed by 

the same authors) interacted with stressful life events to predict lower levels of 

suicidality. In other words, stressful life events did not lead to increased levels of 

suicide risk for those who reported higher scores on positive self-appraisals, 

suggesting that such positive appraisals related to one’s perceptions of oneself 

weaken the impact of adverse events and protect against the increased suicide risk. 

Although the inclusion of positive self-appraisals as protective factors strengthens 

this model, it does not distinguish suicidal thoughts from behaviours and fails to 
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explain the mechanisms underlie the impact of self-appraisals on situation appraisals 

(Johnson et al., 2010).  

1.3.2.3. Interpersonal Theory of Suicide (IPT) 

The Interpersonal Theory of Suicide (IPT) (Joiner, 2005) describes the mechanisms 

underlining suicidal thoughts and behaviours separately, and focuses on the two 

interpersonal constructs for explaining suicidal ideation: thwarted belongingness and 

perceived burdensomeness. Thwarted belongingness refers to an unmet need for 

social connectedness, while perceived burdensomeness is defined as having beliefs 

of self-hatred and being liable to others (van Orden et al., 2010). Suicidal desire 

occurs in the presence of these negative perceptions related to interpersonal 

relationships. Furthermore, this model suggests that one can act on suicidal thoughts 

when the capability of suicide is high. This capability can be increased through 

elevated physical pain tolerance, habituation to pain, and fearlessness of death (van 

Orden et al., 2010).  

This theory has particularly attracted attention in research with military veterans due 

to their involvement in operational deployments and exposure to atrocities during 

combat, thus increasing acquired capability for suicide. Several studies tested the 

relationships between thwarted belongingness, perceived burdensomeness, and 

suicide desire in veteran samples and found that the interaction between 

burdensomeness and thwarted belongingness predicted suicidal ideation (van Orden 

et al., 2008; Monteith et al., 2013; Silva et al., 2017).  

In terms of its clinical application, Short et al. (2019) conducted a randomised control 

trial with experimental and control groups and tested a computerised intervention 

with community inpatient veterans to target burdensomeness and thwarted 
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belongingness thoughts. Their findings revealed that their intervention, which 

includes psychoeducation and cognitive bias modification, reduced these negative 

thoughts over three weeks compared to the control condition. They also found an 

indirect effect on reducing suicidality through decreasing burdensomeness thoughts. 

Despite some limitations (e.g., having a control condition without a treatment), this 

research demonstrated the importance of utilising empirically validated theoretical 

frameworks to develop suicide prevention strategies, as discussed throughout this 

thesis.  

Despite the strengths of the IPT model (e.g., suicidal thoughts and behaviours are 

separately explained), this model does not consider other different paths to suicidal 

thoughts and behaviours and other proximal risk factors which makes it a 

reductionistic approach (as discussed in Hjelmeland & Knizek, 2020) despite suicide 

being caused by complex interplay of biological, social and contextual factors. Also, 

this model does not consider protective factors that may buffer against the formation 

of suicidal thinking.  

1.3.2.4. Three-Step Theory of Suicide (3ST) 

The Three-step Theory of Suicide (3ST) (Klonsky & May, 2015) has a perspective 

consistent with the ‘ideation to action’ framework (Klonsky et al., 2017), similar to 

the IPT, in which the leading factors of suicidal ideation and suicidal behaviours are 

described as distinct processes. Also this model includes some protective factors, 

such as connectedness. 

Firstly, the model suggests that any source of pain (physical, emotional) and 

hopelessness can lead the person to have a decreased desire to live. The second step 

of the model highlights the protective role of connectedness which is described as 
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one’s attachment to someone, a job, any hobbies, or any meaningful purpose. If a 

person feels pain and perceives a lack of connectedness, the likelihood of suicidal 

ideation increases. The last step emphasises the capability of suicide (e.g., acquired 

capability) (again, similar to the IPT model). Once the desire for life decreases and 

the individual has the capability of attempting suicide, then suicidal thoughts are 

more likely to turn into suicidal acts.  

Dhingra et al. (2019) tested this model in a sample of 665 university students and 

supported its central assumptions. The interaction between psychological pain and 

hopelessness predicted suicidal desire, and connectedness was protective against 

ideation in those who reported high levels of pain and hopelessness. The capability 

of suicide also predicted suicide attempt history when controlled for current and 

lifetime suicidal ideation. However, they highlighted that the model lacks a clear 

explanation of the predictions related to when the transition from suicidal ideation 

will occur, and under what circumstances it is more likely to happen. Besides, as 

argued by Tsai et al. (2021), pain and hopelessness might share some similarities with 

other proximal factors that were key in other empirically tested suicide models, such 

as thoughts of defeat and entrapment.  

1.3.2.5. Summary 

These theoretical models offer essential explanations regarding the formation of 

suicidal thoughts and behaviours, each of which has its strengths and limitations. 

Some models do not distinguish suicidal ideation from suicidal behaviour (e.g., SAMS 

and CoP), which limits their application for the research that assesses suicidal 

ideation, particularly given that not every person with suicidal thoughts attempts 

suicide (Klonsky & May, 2015; Nock et al., 2008). Besides, some models employed a 
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narrow perspective regarding the suicide driving factors, such as interpersonal 

factors (Joiner, 2005). Although the majority of these models were empirically tested 

and supported by research, as discussed above, they have a limited scope and fail to 

build on the expanding body of empirical evidence. 

The IMV addressed these issues and aimed to create a new integrated model to 

combine the knowledge already gathered from the dominating suicide models. For 

example, this model includes components of defeat and entrapment from the CoP 

model and SAMS; perceived burdensomeness and thwarted belongingness from the 

IPT; acquired capability from the IPT and 3ST,1 and hopelessness from 3ST; and 

coping from SAMS. It thus provides a comprehensive explanatory framework for the 

psychology of the suicidal mind in recognising suicide as the outcome of a complex 

interplay of biological, psychological, environmental, and cultural factors. This model 

also distinguishes separate constructs within the continuum of suicide (i.e., suicidal 

thoughts and suicidal behaviours), while some models (e.g., CoP and SAMS) focus 

only on the psychological factors that form risks for suicide, and do not consider the 

difference between suicidal ideation and suicide attempts. The IMV also has broader 

scope by including separate volitional moderators. 

Since the IMV provides a theoretical framework to test research questions of the 

current thesis, it is explained in detail below.  

 

1 IMV also expands the scope of acquired capability through the inclusion of separate volitional 

moderators that influence acquired capability, such as exposure to suicide, physical pain sensitivity, 

fearlessness about death, and mental imagery, which will be explained below. 
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1.3.3. Integrated Motivational-Volitional Model of Suicidal Behaviour (IMV) 

As mentioned previously, the IMV was developed by O’Connor (2011), and was 

further modified by O’Connor and Kirtley (2018). It provides a clear understanding 

regarding the formation of suicidal thoughts and behaviours, considering biological 

background factors, triggering events, risk and protective factors. The IMV proposes 

three phases through suicide; pre-motivational phase, motivational phase and 

volitional phase, as displayed in Figure 1.1.  

Figure 1.1 
Integrated Motivational-Volitional Model of Suicidal Behaviour (IMV)  

 
Note. Adapted from O’Connor & Kirtley (2018) 

1.3.3.1. Pre-motivational phase 

The first phase highlights background factors (pre-existing individual vulnerabilities, 

such as perfectionism), environmental factors (e.g., inconsistent parental attitudes, 

financial problems), and triggering events (e.g., traumatic life events). These factors 

are likely to make the individuals vulnerable to suicide risk, and provide background 

context in which suicidal thoughts and behaviours may develop (O’Connor, 2011). 
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For example, socially prescribed perfectionism refers to people having unreasonably 

high expectations of themselves, and it has been empirically associated with suicide 

risk (Smith et al., 2018). There is evidence showing an association between suicide 

risk and socioeconomic status, another pre-motivational phase construct (e.g., 

environmental factors) (Lorant et al., 2018). Negative life events are another 

background risk factor in this phase, and evidence revealed positive associations 

between adverse experiences and suicide previously. For example, MacLaughlin et 

al. (2012) conducted a systematic review of papers that examined intimate partner 

abuse and suicidality and found a strong relationship between them. Similarly, 

Serafini et al. (2015) systematically reviewed the literature and found that the 

number of adversities and negative life events experienced (e.g., violence, familial, 

and school-related problems) were related to suicidal behaviour in a group of young 

people aged 10-25 years. To investigate the effect of negative bonding with parents 

during childhood, Zortea et al. (2020) conducted an online cross-sectional study with 

730 young adults. They found that remembering more negative memories of 

interaction with parents is associated with reports of a higher sense of defeat.  

Although cross-sectional, these studies support the idea that background 

vulnerability factors, such as childhood environment, and negative life events, are 

likely to increase the suicide risk and may trigger defeat appraisals.  

1.3.3.2. Motivational phase 

The second phase was derived from Williams’ (2001) CoP model, as this phase 

focuses on the psychological processes that lead to the emergence of suicide 

ideation, such as defeat and entrapment appraisals. For example, after a triggering 

life event, a person might have perceptions of defeat and humiliation from the 
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challenging event, which may then lead to the feelings of being trapped and unable 

to see an escape from the negative situation, in which case they may realistically 

consider suicide to be a solution. Specifically, the model suggests that entrapment 

appraisals mediate the relationship between defeat appraisals and suicidal ideation. 

The model proposes a range of moderators within this phase that influence the 

transition from defeat to entrapment, i.e., ‘threat-to-self’ moderators moderators; 

and from entrapment to suicidal ideation, i.e., motivational moderators. Moderators 

are constructs that affect the strength and direction of the relationships between 

variables. As shown in Figure 1.1, threat to self moderators, such as social problem 

solving, coping, rumination, and memory biases, are suggested to moderate the 

relationship between defeat and entrapment and influence the first pathway in the 

motivational phase. In addition, motivational moderators, such as perceived 

burdensomeness, thwarted belongingness, future thoughts, goals, resilience, social 

support and attitudes towards suicide are suggested to interact with entrapment 

appraisals to predict suicidal ideation.  

There has been a growing body of research testing the suggested relationships within 

this phase of the model. For example, Lucht et al. (2020) tested the main predictions 

of the IMV in a German high-risk sample with psychiatric inpatients. They found that 

entrapment mediated the relationship between defeat and suicidal ideation. Owen 

et al.’s (2018) longitudinal study with bipolar disorder patients also supported this, 

showing that defeat indirectly predicted suicidal ideation through entrapment at a 

four-month follow-up. 

Dhingra et al. (2016) utilised a structural equation model (SEM) to assess the IMV in 

a large sample of students in the UK (N = 1809). Their model (based on the IMV’s 
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assumptions) explained a significant amount of variance in defeat (79%), entrapment 

(83%), and suicidal ideation (61%). As expected, defeat predicted entrapment with a 

large effect size; entrapment predicted suicidal ideation with a medium effect size. 

They also found that brooding rumination, as a threat to self moderator, was 

positively associated with entrapment, while other motivational moderator, such as 

perceived burdensomeness, thwarted belongingness, and emotional stability 

(suicide resiliency sub-scale), predicted suicidal ideation significantly (as per 

expectations). It should be noted that Dhingra et al. (2016) examined the direct effect 

of the moderators on the suggested outcome variables, and they did not look at the 

moderating effects due to the limitations in the number of analyses they could run 

via their primary analysis. 

The moderators within this phase can weaken or strengthen the relationships 

between the key variables in the model (defeat, entrapment, and suicidal ideation). 

Particularly, some protective moderators in the model are argued to be protective 

against the development of suicidal ideation through influencing the pathways. For 

example, coping (a threat to self moderator) may provide the defeated person a 

context to manage negative feelings and buffer against the entrapment feelings. 

Being resilient (a motivational moderator) may help the individual with entrapment 

feelings to easily recover from the adversity, thus protecting against suicidal ideation. 

These protective moderators have an important role within the model, as they can 

prevent the formation of negative perceptions and suicidal thoughts, which requires 

further empirical assessments.Below studies are few examples of how protective 

factors have been examined within the context of IMV. 
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In a cross-sectional study, Wetherall et al. (2019) tested whether entrapment 

mediates the relationship between defeat and suicidal ideation while including trait 

resilience as a motivational moderator within the analysis. Participants consisted of 

422 university students. They found that entrapment mediated the relationship 

between defeat and suicidal thoughts, while resilience moderated the entrapment-

suicidal ideation relationship. These findings supported IMV’s key assumptions, and 

suggested that entrapment is a key mechanism to explain how defeat appraisals 

resulting from life events may lead to suicidal ideation. Furthermore, their 

moderation results indicated that at low levels of resilience, higher entrapment was 

related to higher suicidal ideation, whereas at high levels of resilience they were not 

associated with each other. In other words, resilient individuals are less likely to 

report suicidal ideation even they report higher levels of entrapment, suggesting a 

protective function.  

Li and colleagues tested IMV in a group of Chinese adolescents (2021). Particularly 

they examined whether suicide resilience plays a moderating role within the 

entrapment-suicidal ideation pathway. In terms of suicide resilience, they measured 

three types of suicide resilience: internal protection (i.e., positive feelings about 

oneself), external protection (i.e., positive beliefs about seeking support from 

others), and emotional stability (i.e., positive beliefs about one’s ability to regulate 

negative emotions). Their findings showed that these three types of suicide resiliency 

interacted with entrapment in predicting suicidal ideation, suggesting that 

entrapment is positively associated with suicidal ideation in individuals with low 

levels of suicide resiliency. Individuals high in these suicide resiliency types seem to 

have the ability to recover from life stressors and are less likely to report suicidal 
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ideation even when feeling higher levels of entrapment. By understanding these 

resiliency domains, researchers and practitioners can develop and implement 

intervention strategies that target these aspects of suicide resiliency and protect 

individuals against suicide even when they are at greater suicide risk (i.e. intense 

entrapment feelings), thus helping to reduce the incidence of suicide.  

Furthermore, IMV suggests that future-related constructs, such as goals and future 

thinking, act as motivational moderators in the model and can buffer against the 

transition from entrapment to suicidal ideation. Following this, Tucker et al. (2016) 

tested the moderating role of hope in the IMV in a sample of 174 students with 

recent suicidal ideation and found significant interaction between hope and 

entrapment. Particularly, entrapment and suicidal ideation were positively 

associated with low and moderate levels of hope; however, this relationship was not 

significant when hope scores were high. These findings indicated that individuals 

who set goals and have the motivation to achieve these goals (i.e., hope) are at lower 

risk for suicidal thoughts even if they are feeling trapped because of negative life 

circumstances, suggesting a protective function of hope.  

The findings of these key studies by Tucker et al. (2016), Li et al. (2021) and Wetherall 

et al. (2019) are highly related to my own research, as they also focused on suicide 

resiliency and examined suicide protective factors within the context of a well-

validated suicide model. Such an approach expands existing knowledge and offers a 

clearer explanation of why and where the protective influence of these factors 

happens within the suicide continuum. Understanding their protective function 

through the IMV will be likely to inform suicide prevention efforts once their findings 

are confirmed with further research, particularly with longitudinal studies. Thus, 



28 

suicide intervention strategies could start naturally considering these factors within 

the treatments as part of evidence-based practice for healthcare professionals.  

Notably, Jobes and Joiner (2019) highlighted the importance of considering suicidal 

ideation on its own as a treatment target. They illustrated their point using the 

iceberg metaphor of Geulayov et al. (2018), whereby suicide deaths and attempts 

represent the tip of the iceberg, but suicidal thoughts represent the larger piece of 

the iceberg below the water, which includes individuals suffering suicidal misery in 

silence. They recommend that suicide intervention designs should consider the 

triggers for suicidal ideation itself and how the influencing factors interact with 

suicidal ideation over time. Indeed, the IMV, at this point, provides a comprehensive 

framework related to the risk and protective factors that influence suicidal ideation, 

the larger piece of the suicide iceberg below the surface of the water.  

1.3.3.3. Volitional phase 

As suggested by some of the models (e.g., 3ST, IPT), driving factors for suicidal 

thoughts and behaviours should be distinguished to draw a clearer picture of risk and 

protective factors for ideation and behaviours. The last phase of the IMV recognises 

the difference between the two and focuses on the behavioural actualisation of 

suicidal ideation. It argues that volitional moderators govern the transition from 

suicidal ideation to suicidal behaviour, some of which include easy access to means 

of suicide, exposure to the suicide of others (e.g., family members), acting 

impulsively, increased physical pain tolerance, fearlessness about death, and past 

history of self-harm or suicidal behaviours. 

There is growing evidence to supporting the differentiation between the triggers for 

suicidal ideation versus suicidal behaviour. For example, Dhingra et al. (2015) found 
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a significant difference between suicide attempters and ideators in relation to their 

scores in the volitional factors, such as fearlessness about death, impulsivity, and 

exposure to suicidal behaviour. However, the two groups did not differ on any 

variables in the motivational phase moderators.  

Furthermore, another cross-sectional study by O’Connor et al. (2012) looked at the 

differences in motivational and volitional variables in a group of 5,604 adolescents 

separated into three groups (self-harm enactors, self-harm ideators, no self-harm 

history). They compared the scores of motivational and volitional moderators across 

groups and found that volitional phase moderators (e.g., exposure to suicide within 

family and friends, descriptive norms, and impulsivity) distinguished ideators from 

the enactors. 

1.3.3.4. Summary 

As briefly outlined above, the assumptions of the IMV have been validated with 

different groups of people, providing a promising framework for the understanding 

of suicidal thoughts and behaviours. Importantly, one of the promising sides of the 

IMV is that it suggests potential pathways from triggering factors to suicidal thoughts 

and suicidal behaviours, including moderators that affect these pathways. This 

detailed framework of the suicidal mind provides future research directions to 

understand how and when risk and protective factors come into play and affect the 

suicidality of the person. Although suicide research has mainly focused on identifying 

risk factors, exploring protective factors through this practical framework is also an 

essential avenue for research (O’Connor & Nock, 2014). Thus, we can understand 

what can buffer against the development of suicidal ideation for a distressed 



30 

individual and when, which can then inform more effective intervention efforts to 

reduce the risk. 

To address this gap, the current thesis explores the protective function of 

posttraumatic growth (PTG) through the IMV to provide a detailed understanding of 

its relationship with suicidal ideation, as evidenced in previous research (e.g., Bush 

et al., 2011). The following section describes PTG itself, and evaluates relevant 

literature on its relationship with well-being and suicide.  

1.4. Post-traumatic growth (PTG) 

1.4.1. Background and definition 

Negative life events can have a powerful impact on individuals’ lives. There has been 

increasing evidence from meta-analysis studies showing the negative outcomes of 

traumatic and stressful life events on well-being, such as post-traumatic distress 

disorder and depression (e.g., Mandelli et al., 2015; LeMoult et al., 2020). However, 

within the past three decades, researchers have turned their attention toward 

potential positive outcomes, since adverse experiences do not exclusively lead to 

negative consequences all the time.  

Shakespeare-Finch and Beck (2014) conducted a meta-analysis where they aimed to 

clarify the relationship between negative and positive outcomes of adversity. They 

concluded that negative outcomes (e.g., distress and PTSD) and positive ones (e.g., 

perceptions of positive post-trauma changes) could co-occur, and only focusing on 

the negative side of post-adversity may limit and lead to slow recovery. Thus, the 

recognition of the positive outcomes along with the negative impact of the adversity 
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can provide a more balanced perspective on the negative experiences and their 

effects on wellbeing and patients’ lives in general.  

1.4.2. Measuring PTG 

There have been discussions in the PTG field related to its conceptualisation and 

measurement. It is essential to explain these discussions here, to conceptualise PTG 

in the context of its measurement in this thesis.  

1.4.2.1. PTG as a real change 

Tedeschi and Calhoun (1996) first conceptualised PTG to capture the positive 

psychological changes individuals reported as a result of the struggle with highly 

challenging life circumstances. They argued that PTG involves transformative life 

changes and results in genuine growth following the adversity, subject to two 

conditions: (1) the process of identifying positive change, and (2) the positive 

outcomes of the identification of these changes (e.g., life satisfaction and improved 

well-being). To measure these changes, they developed the PTG Inventory (PTGI), a 

questionnaire that reflects the types of benefits mentioned in the existing literature, 

such as a greater appreciation of life (e.g., living the moment to the fullest and 

appreciating each moment), meaningful interpersonal relationships with others (e.g., 

improved relationships with friends and family), increased sense of personal strength 

(e.g., perceiving oneself as stronger than before), changed priorities (e.g., finding 

new opportunities/perspectives in life), and a richer spiritual life (e.g., greater 

engagement with spirituality or a higher power).  

Table 1.1 shows some example items from the PTGI. It asks participants to think 

about a negative life event that happened in their lives and answer questions based 

on this event. For each question, they are required to indicate to what extent they 
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think they have changed positively as a result of the adverse experience, ranging 

from 0 (I did not experience this change as a result of my crisis) to 5 (I experienced 

this change to a very great degree as a result of my crisis). 

Table 1.1 
Five domains of the PTGI measure with example items  

PTGI domain Example item 

Relating to others I learned a great deal about how wonderful people are 

New possibilities I established a new path for my life 

Personal strength I discovered that I’m stronger than I thought I was 

Appreciation of life I have a greater appreciation for the value of my own life 

Spiritual change I have a better understanding of spiritual matters 

Note. Items from the PTGI by Tedeschi and Calhoun (1996) 

However, some researchers have questioned whether it actually measures genuine 

changes, given the retrospective nature of the questions. Such retrospective 

measurement requires participants to recall their memories and the self before the 

event, to evaluate how they have changed after the event, how much of the change 

is due uniquely to the adverse event, and to score it in a range of no change 

experienced to a very great degree of change experienced (Ford et al., 2008; 

Jayawickreme & Blackie, 2014). An ideal study design exploring genuine PTG changes 

would require a longitudinal design with baseline measures taken before the adverse 

life event. Given the practical difficulties in estimating when adversity is likely to 

occur, PTGI has continued to be used by researchers. 

Important research into this debate was published by Frazier et al. (2009), who 

designed a longitudinal study with a retrospective measure of PTG (i.e., PTGI) as well 

as its current-standing version with adapted items (C-PTG). The adapted version 
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asked participants to think about the past two weeks and indicate how they are 

feeling. Example items include ‘I have appreciated each day’, ‘I have had a strong 

religious faith’. 1281 participants completed T1 and T2 measures, with 186 of them 

reporting adverse experiences between T1 and T2. As mentioned above, choosing 

this sub-sample (N = 186) with individuals that experienced adversity since the 

baseline measure (T1) offered a solution for measuring the genuine growth.  

Change scores for the current-standing version of PTGI were calculated by 

subtracting T1 scores from T2 scores on the C-PTG. The authors then examined how 

perceptions of PTG (i.e., retrospectively measured by PTGI) and actual PTG were 

associated within this sub-sample. The findings showed that actual growth (i.e., 

measured longitudinally by the current-standing version of PTGI) was associated with 

decreased distress pre-trauma to post-trauma and unrelated to coping. However, 

perceptions of PTG (measured retrospectively) were related to positive 

reinterpretation coping and increased distress (Frazier et al., 2009).  

Another similar longitudinal research with 64 college students supported Frazier et 

al.’s (2009) findings, reporting that actual PTG was related to decreases in distress 

and unrelated to coping while perceived PTG was related to the avoidance coping 

and increased distress (Boals et al., 2019). These two studies indicated that 

retrospective measurement of PTG does not necessarily reflect genuine (actual) 

growth, but rather perceptions of growth, as they were unrelated to each other, and 

were related to different mechanisms. 

Taken together, these findings suggested that retrospective self-reports of PTG (i.e., 

perceptions of/perceived PTG) and actual PTG measured longitudinally (i.e., as 

genuine changes from pre-trauma to post-trauma) represent separate constructs 
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and are related to different outcomes. Perceived PTG has been found to be related 

to distress and coping strategies, whereas genuine PTG was associated with 

decreased distress, but was unrelated to coping.  

1.4.2.2. Perceptions of PTG as coping process 

Maercker and Zoellner (2004) described a two-component model of PTG. According 

to their theory, PTG has a constructive side, as initially argued by Tedeschi and 

Calhoun (2004), which aids in functional adjustment after traumatic experiences. The 

other side of PTG is self-deceptive and illusory, which might be linked to avoidance 

and wishful thinking. Maercker and Zoellner (2004) argued that these two PTG 

components have different relationships to adjustment; while the positive aspect of 

PTG is associated with healthy adjustment, the illusionary, self-deceiving aspect of 

PTG may be linked to denial.  

However, Zoellner and Maercker (2006) emphasised that PTG does not always lead 

to maladjustment; in contrast, it might serve as a coping strategy and help people to 

manage emotional distress. The question arises of how PTG can be adaptive and how 

it can help individuals to cope with distressing situations. In other words, why do 

people hold such positive perceptions about adversity and attribute positive 

meanings to the negative events? 

Taylor (1983) argued that when people experience challenging events, they make 

efforts to maintain their psychological functioning by utilising cognitively adaptive 

thoughts, such as self-enhancement cognitions. For example, in several studies with 

cancer patients, self-enhancement cognitions (e.g., becoming more compassionate, 

being able to take charge of their lives) were found to protect individuals from the 

negative impacts of threatening situations, since positive illusions were associated 
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with better psychological adjustment (e.g., Taylor et al., 1992; Taylor et al., 2000). 

Taylor et al. (2000) concluded that people’s reporting of growth in response to 

challenging life events might represent exaggerations and illusions that are designed 

to help the individuals themselves to cope with distressing thoughts and feelings.  

McFarland and Alvaro (2000) tested this idea and conducted several experimental 

studies to examine self-enhancement motivations. Participants were asked to think 

about the most stressful event they experienced, or the most negative life event that 

had happened to an acquaintance. They then evaluated and rated the victim’s 

‘current-standing’ and ‘past-standing’ (two years prior to the negative event) based 

on 27 positive adjectives (such as honest, mature, strong coping skills, and 

compassionate). They found that current-standing scores on the ratings were not 

different across two victim groups (themselves or their acquaintances); however, 

participants rated their own pasts more negatively than they rated those of their 

acquaintances.  

These findings suggested that individuals who experience challenging experiences 

are motivated to derogate their past selves through building a past that allows them 

to see an improved self. Their findings supported Taylor’s (1983) claims related to 

self-enhancement cognitions, which was attributed to the underlying mechanism of 

these illusory cognitions (misremembering the past to provide a context for the 

perceived improvement). Based on this understanding, perceptions of PTG may 

represent self-enhanced illusions that help individuals manage distress when they 

are faced with a threatening experience. Relevantly, such self-enhanced self-

perceptions may reduce the threat of adverse experiences on self-concept (Taylor & 
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Brown, 1988), such as negative appraisals of the situation and the self that increases 

the suicide risk (e.g., defeat appraisals). 

Similarly, Tennen and Affleck (2002) conceptualised retrospectively measured PTG 

as an active coping process, and not as an outcome of adversity, as argued by 

Tedeschi and Calhoun (2004). Tennen and Affleck (2002) argued that the search for 

evidence of benefits when individuals try to make sense of their negative experiences 

may act as a coping strategy (i.e., benefit-finding). Furthermore, when reflecting back 

on the past adverse experiences and reminding oneself about the benefits gained 

from the past may act as a coping strategy as well (i.e., benefit-reminding). These 

individuals may use these perceptions of benefits in times of distress and comfort 

themselves. For example, one can perceive a stronger self as a result of a past 

negative experience, and when subsequently faced with another recent adversity, 

this person may remind themselves about the benefits that they gained previously 

to help cope with the current stressors: ‘I have been through difficulties in the past, I 

handled that, I am strong enough to handle this current problem’. 

For example, in their study with 89 women with fibromyalgia (i.e., chronic pain 

syndrome), Tennen and Affleck (1999) examined the daily use of benefit-reminding 

in relation to daily pain and mood. Every night during the study, participants were 

asked to describe how much they had ‘reminded’ themselves of some benefits that 

have come from living with chronic pain using a seven-point Likert-type scale (ranging 

from 0 ‘not at all’ to 6 ‘very much’). Their results showed that days with more benefit-

reminding were accompanied by significant differences in mood, specifically 

increased levels of happiness, being active, and feeling lively. These findings 
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indicated that finding benefits and reminding these benefits can improve individuals’ 

emotional well-being.  

Overall, retrospectively measured PTG appears to be the continued process of coping 

in the presence of a threatening situation rather than the result or outcome of 

successful coping (Infurna & Jayawickreme, 2019), and may have an adaptive effect 

on psychological adjustment and well-being.  

Indeed, a key meta-analytic review by Helgeson et al. (2006) examined the 

relationship between benefit-finding and psychological health (e.g., coping, distress, 

depression, anxiety) in 87 cross-sectional studies and found that benefit-finding was 

associated with better mental health outcomes, such as well-being (with large effect 

sizes) and lower depression. It was also associated with avoidant thoughts about the 

stressor, supporting the ongoing coping aspect of these perceptions.  

In a longitudinal study with 141 adolescents and young adults diagnosed with cancer 

within the past four months, Husson et al. (2017) found that perceiving PTG from 

their challenging experiences during the treatment measured at six-month follow-up 

predicted better mental health and lower psychological distress at 24-month follow-

up. Stallard et al. (2021) assessed the associations between anxiety, well-being, and 

PTG within a sample of 385 carers of children aged 6-16 in Portugal and the UK during 

the COVID-19 pandemic. They conducted a cross-sectional online survey where they 

asked the carers whether there are any positives to come out of the pandemic and 

the social distancing restrictions (as a PTG measure). Although they did not use PTGI, 

they asked participants to reflect on past adverse experiences, thus their perceptions 

of growth. They found that the number of identified positive outcomes was 

correlated with less anxiety and improved well-being. They compared two groups 
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(who said ‘yes’ or ‘no’ to the PTG question) and found that there is a significant 

difference in well-being scores, with lower well-being scores in the non-PTG 

identified group.  

Based on the existing and expanding literature on PTG and well-being, it can be 

argued that perceiving PTG from adverse experiences seems to have a beneficial 

impact on well-being because of its function in helping individuals to manage 

distress. Considering the adaptive function of perceiving PTG either through self-

enhanced cognitions (Taylor, 1983) or finding/reminding benefits coping strategy 

(Tennen & Affleck, 2002), its relationship with suicide has attracted increasing 

attention over the past decade. 

1.5. PTG and suicide 

Given the potential adaptive function of perceived PTG, several studies have 

examined the relationships between PTG and suicidality in different populations, 

such as veterans and earthquake survivors.  

For example, Bush et al. (2011) conducted a cross-sectional study with 5,302 

deployed US veterans to test the relationships between PTG, suicidality, combat 

exposure, and PTSD. Participants were asked to think about their operational 

deployments and adverse experiences while answering the PTGI questions. Their 

analyses revealed that higher levels of PTG predicted lower levels of suicidal ideation 

when controlling for other suicide risk factors, such as PTSD, depression, and 

substance use. They concluded that PTG resulting from combat-related experiences 

might make service members suicide-resilient individuals.  



39 

Gallaway et al. (2011) conducted a cross-sectional study with 1,834 US veterans who 

were deployed to operational tours in Iraq to assess the relationships between PTG, 

mental health, and recent suicidal ideation. Participants were instructed to think 

about their deployment experiences to respond to PTGI items. For the suicidal 

ideation questions, they were asked whether they had had thoughts of killing 

themselves within the four weeks or at the time of the survey. They categorised 

participants into two groups based on their responses for each variable (e.g., 

depression: yes/no, recent suicidal ideation: yes/no), and analysed the differences in 

means and SDs across subgroups. They found that reporting recent suicidal ideation 

was significantly associated with reporting lower levels of PTG compared to the non-

suicidal subgroup, after adjusting for demographic and military characteristics (e.g., 

deployment history, combat experience, army rank, the intensity of combat). They 

concluded that soldiers who do not attribute positive meanings to their adverse 

experiences might be at greater risk of severe psychological adjustment post-

deployment.  

Another cross-sectional research study within a similar population was conducted 

recently. Strader (2019) examined the relationships between PTG, combat exposure, 

and suicide in a sample of 423 veterans in the US, particularly examining whether 

perceiving PTG moderated the impact that combat exposure has on suicide risk. 

Although moderation analysis found no significant impacts, findings regarding the 

direct effect of PTG were consistent with existing evidence (Bush et al., 2011; 

Gallaway et al., 2011): perceiving PTG was associated with lower levels of suicidal 

thoughts. These studies indicated that PTG might protect veterans against suicide 
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risk, but further research is needed to understand the function of PTG against suicidal 

thoughts.  

Importantly, Yu et al. (2010) examined the relationship between PTG and suicide risk 

in a non-veteran sample. They conducted a cross-sectional study with 623 high 

school students and earthquake survivors in China (one month after the Sichuan 

earthquake) using PTGI. For the suicidal ideation questions (two items), students 

were retrospectively asked whether they were thinking about suicide before and 

since the earthquake. The change score (post suicidal ideation vs. pre suicidal 

ideation) was used as an indicator for increased or reduced suicidal ideation since 

the earthquake. Findings showed that 57.4% of the sample indicated reduced suicide 

ideation since the earthquake, and this was significantly associated with higher levels 

of PTGI scores.  

Although these studies revealed consistent findings (i.e., a negative association 

between PTG and suicidality), they failed to provide an explanation regarding the 

mechanisms underlying this relationship. There is evidence that suggests PTG can 

function as a coping mechanism in response to the negative experiences (Taylor et 

al. 1983; Tennen & Affleck, 2002), and it is plausible that it could play a role in the 

reduction of suicidal ideation. One may argue that PTG may function as a coping 

mechanism and therefore influence the relationship between key risk factors of 

suicidal ideation. This research gap is key to advancing the existing knowledge but 

requires a detailed examination through a theoretical model of suicide. To address 

this gap in the literature, I chose IMV as a framework to test the protective influence 

of PTG in relation to suicide. IMV is a comprehensive theoretical framework that aims 

to explain the complex interplay of motivational and volitional factors that lead to 
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suicidal behaviour. It is relatively a new model and some of its concepts, such as 

coping strategies, are not well-defined and require further exploration. Given that 

PTG perceptions are viewed as coping mechanism, the initial aim in this thesis is to 

examine it as a moderator within the motivational phase of the model, which places 

‘coping’ among one of the moderators. 

It is important to note here that this thesis focuses on understanding the relationship 

between PTG and suicidal ideation in detail, not mainly testing IMV and its 

assumptions. In other words, the focus was PTG and its protective function initially. 

Then I utilised IMV to see whether PTG could be integrated within this theoretical 

framework. 

1.6. The rationale for using IMV in the current thesis 

There are a number of reasons for choosing the IMV as a framework to test the 

protective influence of PTG against suicidal thoughts. 

Firstly, as mentioned above, the IMV combined pre-existing suicide models, which 

strengthened its main predictions. It provides a comprehensive explanation for the 

psychology of the suicidal mind recognising suicide as a complex interplay of biology, 

psychology, environment, and culture. It provides a framework with a clear pathway 

from background risk factors to suicide attempts and describes how separate 

constructs contribute to the formation of suicidal thoughts and behaviours (i.e., 

moderators) by analysing suicidal thoughts and behaviours as separate processes. 

Given that PTG was associated with suicidal ideation in the previous research, a 

model that acknowledges the distinction between suicidal ideation and behaviour is 
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a better fit for my research. It is also a well-validated model, and a growing body of 

evidence supports its assumptions.  

Secondly, as this thesis explores the role of PTG in relation to suicidal ideation, 

previous findings regarding the negative associations between PTG and suicidal 

ideation (e.g., Bush et al., 2011) were promising. However, a key limitation of these 

studies is that they were not driven by theoretical models, which makes the potential 

research implications for suicide prevention strategies unclear. It is not clear under 

what conditions perceiving PTG may provide protection against suicidal thoughts. 

Thus, exploring the function of PTG within the framework of the IMV would aid the 

understanding of when its protective influence occurs against suicidal ideation. 

Finally, this model considers protective factors (in addition to risk factors) as 

moderators that may weaken the relationships between key risk factors, such as 

defeat and entrapment. Given that the risk-focused approach is one-sided, a model 

that includes protective factors is needed in the suicide field to inform suicide 

prevention efforts (O’Connor & Nock, 2014). I am assessing PTG as a protective factor 

against suicidal thoughts, and a model that considers protective factors along with 

risk factors is highly germane to the purposes of this research. 

1.7. Conceptualisation of PTG in this thesis 

As emphasised by Jayawickreme and Blackie (2014), researchers examining PTG 

should recognise the distinction between actual PTG and self-reported/perceptions 

of PTG, and carefully interpret their findings depending on the design of their studies. 

For example, if researchers are using retrospective measures in the studies, then they 

measure perceptions of PTG, the associated findings and relevant clinical 
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implications should be interpreted accordingly. I note here that I measured PTG 

retrospectively in my empirical chapters using PTGI, thus I consider PTG as a coping 

process within the current thesis.  

1.8. Thesis structure 

The current chapter reviewed existing research relevant to the research aim, 

providing the broader background context and justification of why this subject is vital 

to explore, and the research gap I address with the studies I conducted.  

Chapter 2 covers an exploratory qualitative study investigating Armed Forces 

veterans’ personal experiences when they were deployed on operational tours in 

Iraq, Afghanistan, and Northern Ireland and when they left the service. I used 

Interpretative Phenomenological Analysis to explore veterans’ personal experiences 

to understand how these individuals experience suicide risk factors and PTG 

during/after their service in the Armed Forces.  

Chapter 3 examines the relationships between defeat, entrapment, suicidal ideation 

and PTG in a sample of UK veterans. 

Chapter 4 explains a study utilising the general population, which achieved a bigger 

sample size and examined whether PTG is a threat to self moderator or motivational 

moderator within the motivational phase of the IMV.  

Chapter 5 focuses on the relationship between PTG and two interpersonal suicide 

risk factors: perceived burdensomeness and thwarted belongingness: I explored the 

protective influence of PTG on these risk factors longitudinally (six-week short-term 

longitudinal study).  
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Chapter 6 is the final empirical chapter, in which I aimed to expand on the findings 

of the longitudinal study explained in the preceding chapter by conducting an 

experimental study utilising positive reappraisals about past adversity to promote 

PTG. I then assessed the relationship between positive reappraisal manipulation and 

interpersonal risk factors.  

Chapter 7 is the general discussion section where I discussed the findings from a 

broader perspective with studies’ strengths and limitations, evaluated research, 

theoretical and clinical implications and provided suggestions for future research. 

1.9. Research questions 

This thesis aims to address one broader research question with a more specific sub-

question: 

Based on the existing evidence (e.g., Bush et al., 2011), what are the mechanisms 

underlying the protective influence of PTG against suicidal ideation?  

To answer this question, I utilise IMV to examine the potential protective role of PTG 

within the motivational phase. Precisely, I aim to address the following research 

questions: 

• Is perceiving PTG from stressful experiences associated with lower levels of 

suicidal ideation? 

• Does perceived PTG from stressful experiences act as a motivational phase 

moderator in the IMV (i.e., a threat to self-moderator or motivational 

moderator)?  
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1.10. Reflections on conducting research during the COVID-19 

pandemic 

Following the first emergence of coronavirus cases at the end of 2019, (World Health 

Organisation (WHO) declared the coronavirus disease (COVID-19) as a global 

pandemic in March 2020.  

Several research studies within this thesis have been affected by the COVID-19 

pandemic. Studies within chapters 2, 3 and 4 were conducted before the COVID-19 

pandemic, while the remaining (chapters 5 and 6) were run during the pandemic.  

I had several discussions with my supervisors about the ethical implications of 

running research studies during the COVID-19 pandemic, when support services in 

the UK (both professional and social levels) were unavailable like before (Johnson et 

al., 2020). Accordingly, I had to make some amendments to these two studies to 

minimise the potential negative impact of the questions in the survey on participants’ 

well-being during an ongoing pandemic. 

Chapter 5: The first phase of the longitudinal study in chapter five was 

conducted within the second half of October 2020, when there were 

restrictions on socialising due to lockdown rules. People were prohibited 

from meeting more than six people for social gatherings, which applied 

indoors and outdoors. Pubs, bars and restaurants had shut after 10 pm until 

6 am. The second phase of the longitudinal study took place within the last 

ten days of November, during the second national lockdown. At this time, 

high-street shops were told to stay closed, and people were allowed to meet 
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indoors with the ones in their ‘support bubble’ only. People could leave home 

to meet one person from outside their bubble outdoors. 

The study participants were individuals from economically deprived areas in 

the UK as they were shown to be at greater suicide risk (e.g., Griffiths et al., 

2014). Since the questions in my survey included sensitive questions (e.g., 

negative perceptions of the self, feeling like a burden, depression), I had to 

consider participants’ well-being while designing the study (e.g., clear 

instructions in the information and debrief sheets, keeping the survey short 

by excluding non-primary questionnaires) (see the heading 5.2.5 for the 

ethical considerations for this study). 

Chapter 6: Data collection for the experimental study occured between 

December 2020 and June 2021. During this period, the UK government 

reintroduced another nationwide lockdown until March 2021. After March, 

England began a phased exit from national lockdown, cautiously easing the 

restrictions. At first, I designed a three-phase experimental study with in-

person assessments, recruiting participants with a greater risk for suicide by 

employing a pre-screening for depression. However, due to COVID-19-related 

restrictions (e.g., lockdowns, social distancing) and uncertainties at the time, 

I redesigned the study. I had a single online survey with participants from the 

general population and students instead of individuals with depression.  

Broader reflections: Conducting PhD research during a pandemic has been 

challenging since I had limited time to complete my thesis and COVID-19 

restrictions were unpredictable. However, I believe that these challenges 

(e.g., redesigning the studies and considering ethical issues relevant to the 
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current world circumstances) helped me to improve my problem-solving skills 

related to conducting research which is helpful when managing 

unprecedented challenges in real life.  
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Chapter 2 Qualitative study with veterans 

2.1. Chapter Introduction 

As mentioned in the Introduction chapter, this thesis aims to examine the 

relationship between perceptions of post-traumatic growth and suicidal thoughts 

through the lens of the Integrated Motivational Volitional (IMV) Model of Suicidal 

Behaviour. I initially aimed to investigate these relationships within a sample of 

veterans deployed to operational tours while serving in the UK Armed Forces.  

Why veterans? 

The reason for selecting this group for research is that deployed veterans encounter 

various traumatic experiences and other specific features of environmental and 

social processes (e.g., reintegration problems when becoming a civilian), which put 

them at risk for suicide (Rozanov & Carli, 2012).  

Firstly, they are exposed to and participate in traumatic environments (i.e. conflicting 

with legitimate armed forces). For example, Hoge and colleagues (2006) found that 

more than 70% of military personnel deployed to Iraq reported violent experiences; 

being shot, handling dead bodies, witnessing one's death or injury or killing an enemy 

combatant. Given that the IMV (O’Connor & Kirtley, 2018) poses that traumatic and 

stressful life experiences provide context for suicide through triggering negative 

appraisals of the situation and self, more research is needed to understand veterans’ 

challenging experiences and how they perceive these negative experiences. 

Secondly, personnel leaving the military are likely to experience struggles related to 

reintegration into civilian life. This reintegration process involves a variety of 

challenges, such as financial/employment-related issues and difficulties in making 
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new friends (Iversen et al., 2011). For example, thwarted sense of belongingness is 

one of the risk factors for suicidal thoughts (Joiner, 2005; O’Connor & Kirtley, 2018). 

If one does not feel like one belongs to someone or somewhere, this would increase 

the risk of thinking about suicide, especially when distressed. To put this into context, 

ex-military personnel lived in an environment where they had friends and engaged 

with work-related tasks and daily activities within military settings (dinner with 

friends, hobbies). Once they leave the service, they become civilians and lose all 

these activities, thus facing challenges when reintegrating into society. This is likely 

to impose the risk of not belonging to the civilian community or even feeling like a 

burden to others, another risk factor for suicidal thoughts, according to IMV. Indeed, 

a qualitative study with veterans showed that thwarted sense of belonging and 

perceptions of being a burden is commonly reported in the interviews, indicating that 

these negative perceptions exist in ex-military personnel (Brenner et al., 2008). For 

example, one of the participants in Brenner’s study (2008) reported that he became 

a ‘nobody’ after returning to his civilian life, whereas he gained respect and rank 

while serving in the military. O'Connor and colleagues (2017) conducted a cross-

sectional study with 134 suicidal veterans recruited from the Veterans Affairs 

Medical Center. They found that veterans had a stronger desire to be dead than alive 

when feeling disconnected and isolated from others (i.e., higher levels of thwarted 

belongingness).  

In the UK, studies showed that serving military personnel are more likely to report 

mental health problems compared to the UK general population (Goodwin et al., 

2015), such as PTSD, which was associated with higher rates of suicide in this 

population (Ramchand et al., 2015; Jakupcak et al., 2009). Although military 
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personnel serving in the UK military reportedly has a lower suicide rate compared to 

the general population in the UK (Fear et al., 2008), there is research that found 

increased suicide risk in individuals with mental health problems (Pinder et al., 2011) 

and those who have left the military service at a younger age and with a short length 

of service experience when compared to the general UK population (Kapur et al., 

2009). Considering the previously mentioned suicide risk factors, such as social 

isolation, trauma exposure, and hesitance to seek professional support (Murphy et 

al., 2014), more research should explore the personal experiences of the challenges 

experienced by ex-military personnel and how they make sense of these experiences.  

Taken together, existing evidence indicate that veterans are at higher risk for 

experiencing a variety of risk factors specified in the suicide models (i.e., the IMV). 

Thus, it is vital to understand such triggering factors and appraisal processes that lead 

to such negative thoughts within this population in the UK.  

Focus on perceptions of post-traumatic growth 

As mentioned in the Introduction chapter, focusing on suicide risk factors is a one-

sided approach to suicide prevention. It has been suggested to recognise the 

importance of protective factors that reduce the likelihood of suicide (Rabon et al., 

2018), however, there is little research examining them. Given the increased risk for 

suicidal thoughts and behaviours in veteran populations due to the above reasons, 

examining protective factors within these populations becomes crucial to inform 

suicide prevention strategies. 

Indeed, most veterans reported perceptions of PTG as a result of their military career 

(Tsai et al., 2015; Palmer et al., 2017; Pietrzak et al., 2010a) and evidence 

documented a negative relationship between perceptions of post-traumatic growth 
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(PTG) and suicidal ideation in military populations, indicating a potential protective 

function (Bush et al., 2011; Gallaway et al., 2011; Strader, 2019).  

As a first step, this qualitative study aimed to understand facilitating processes of 

such positive perceptions among deployed veterans since qualitative examination 

might provide rich and in-depth information about how veterans experience positive 

appraisals concerning negative experiences and how perceptions of post-traumatic 

growth manifest.   

2.1.1. Aims and Objectives of this study 

The main aim of the current study is to understand the transitional and stressful life 

experiences veterans encountered during their military career and what meaning 

they attribute to the experiences. Since negative appraisals of situations and the self 

is key for suicide models (e.g., the IMV), qualitatively examining individual accounts 

of lived experiences will allow me to elucidate relevant suicide risk factors (i.e., 

appraisal systems) when they make sense of challenging experiences. This study's 

findings may provide a context to reflect on whether the IMV can be utilised to test 

the suggested relationships within this population.  

I examine whether perceptions of positive changes are reported by the participants 

when asked about reflecting on past adverse experiences. Given the protective 

function of perceptions of post-traumatic growth against suicidal thoughts (Bush et 

al., 2011), examining how it is experienced and manifested within this at-risk group 

is vital.  

Indeed, most of the PTG research has focused on US veterans (Mark et al., 2018), and 

a qualitative exploration of the UK Armed Forces veteran populations is limited. For 

example, Palmer et al. (2017) conducted an Interpretative Phenomenological 
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Analysis (IPA; Smith et al., 2009) study with eight UK veterans who have received 

treatment for PTSD to explore PTG experiences within this group. They pre-screened 

participants with higher PTGI scores from a larger dataset and conducted qualitative 

interviews. Their participants were asked about their thoughts on the positive 

changes since experiencing military traumas. Following IPA, their findings revealed 

two key themes: growth development and growth experience. The ‘growth 

development’ theme explains participants’ understanding of posttraumatic growth 

that emerged as a result of challenging experiences. For example, participants 

reported that reaching a crisis point played a role in seeking support and 

consequently perceiving growth with the help of other promoting factors, such as 

active commitment to change and being open to new experiences. The second key 

theme uncovers the areas of life in which their participants identified posttraumatic 

growth. The sub-themes within this key theme were aligned with the domains of 

PTGI. For example, their participants reported greater appreciation of the world 

around them (e.g., finding happiness in small things), increased connection with 

other people and re-evaluation of a sense of purpose (e.g., changed sense of self, 

feeling more powerful). However, it should be noted here that their participants 

already scored higher on the PTGI measure (i.e., greater levels of perceiving PTG), 

and their PTG perceptions might reflect an outcome of their PTSD treatment rather 

than unique reports of PTG resulting from military experiences. 

Importantly, the current qualitative examination of positive perceptions without pre-

screening individuals based on PTGI scores will allow me to explore to what extent 

veterans reflect on their experiences and identify unique positive changes. I will also 
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investigate whether these perceptions align with the existing domains of PTGI, given 

that I will use PTGI in the next quantitative chapter within a group of veterans.  

The rationale for conducting an IPA study 

As highlighted by Gutierrez and colleagues (2013), the vast majority of available 

literature on challenging experiences reported by veterans is quantitative (e.g., Barr 

et al., 2019; Edwards et al., 2021; Pietrzak et al., 2010a, 2010b; Thomas et al., 2016; 

Tsai et al., 2015). While such information provides a valuable overview of risk and 

protective factors for mental health outcomes, it does not allow for a detailed 

understanding of the cognitive processes and appraisals that are key for suicide 

models as well as perceptions of post-traumatic growth. Therefore, an exploratory 

qualitative method of investigation (i.e., IPA; Smith et al., 2009) was chosen for this 

initial exploratory study since qualitative research methods allow participants to 

share complex and nuanced experiences, as well as they can highlight novel insides 

about the interest of phenomena that cannot be examined in quantitative work. 

2.1.2. Research questions 

Research question: How do veterans make sense of key transitional experiences 

encountered during the course of their military career? 

Related to this primary research question, the following areas of interest were 

explored:  

(1) What are the risk factors experienced by veterans? 

(2) What positive outcomes are identified by veterans as a result of adverse 

military-related experiences?  

The research questions in this study call for an approach focusing on the individual’s 

lived experience to uncover, describe and interpret the subjective personal meaning 
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regarding the challenging time points during and after military service. I focused 

these research questions broadly since my focus is to explore the interest of 

phenomena (i.e., negative appraisal processes in relation to the negative experiences 

and positive outcomes of serving in the military) without imposing any assumptions 

on participants. This approach permits an increased understanding of this population 

before I design a study to test my assumptions quantitatively, utilising the IMV and 

the retrospective measure of PTG within the next chapter.  

2.2. Method 

Because the focus of this chapter was lived experiences of veterans, Interpretative 

Phenomenological Analysis was applied as the analysis of the interviews.  

2.2.1. Interpretative Phenomenological Analysis (IPA) 

IPA is a recently developed approach to qualitative inquiry that focuses on examining 

individuals’ major life experiences and mainly how they make sense of these 

experiences (Smith et al., 2009). IPA commonly utilises semi-structured interviews to 

gather information around personal experiences through open-ended questions with 

follow-up prompts. It does not follow strict rules or steps during the analysis process 

by providing flexible guidelines. Instead, it focuses on personal experiences and how 

each individual is processing them. To examine personal accounts of lived 

experiences in a detailed manner, IPA uses small sample sizes to find a reasonably 

homogeneous population. It is based on three main theoretical foundations (Smith 

et al., 2009). 1) Phenomenology offers an account of lived experience in its own 

terms rather than one dictated by theoretical expectations, 2) ‘Double hermeneutic’ 

approach allows the researcher to make sense of the participant who is trying to 
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make sense of what is happening to them through a process of interpretative activity, 

3) IPA is idiographic in a sense that it studies each case’s specific experience before 

moving on to more general statements.  

Epistemological Standpoint 

As mentioned above, IPA follows the idea of being phenomenological, reflecting the 

individual’s world view, and being interpretative, requiring the researcher to walk 

alongside the participant while holding a questioning stance to have a different 

perspective on the human experience.   

In the current study, I took a critical realist position that argues that reality exists 

independently from our experiences and perceptions while assuming knowledge is 

not objective (Finlay, 2006). Taking this epistemological stance allowed me to 

generate the knowledge derived from each veteran’s experience regarding the 

meaning-making of the phenomenon being investigated (Braun & Clarke, 2013), 

which is essential given that the meaning-making process associated with 

traumatic/highly challenging experiences differs across each person.  

IPA and the current study 

I recruited UK veterans who experienced operational deployments while serving to 

examine how they make sense of challenging experiences encountered during their 

military careers. Through a double hermeneutic approach, IPA allowed me to 

understand the complex interplay of factors that are key for suicide models (e.g., 

IMV), such as thinking patterns, appraisals of challenging situations, and cognitive 

processes when making meaning of the experiences. Particularly, I utilised IPA to 

provide an understanding of the cognitive processes that 1) may trigger poorer 
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mental health (e.g., suicidal thoughts) and 2) may assist the progress of identifying 

perceptions of post-traumatic growth. 

2.2.2. Recruitment and Participants 

The Royal Air Force Association is a charity that supports a range of military 

personnel, such as veterans who left the military a while ago, reservists and serving 

personnel2. I collaborated with their welfare team, and they helped to recruit 

participants for the current study.  

With the approval of the University of Nottingham’s ethics review panel (S1094), the 

participants of the study were recruited through the snowball sampling technique 

and the gatekeeper, the Royal Air Force Association (RAFA) in Leicester. RAFA 

advertised the study on their social media channels (e.g., Twitter), with study 

information and instructions on how willing individuals could contact the researcher. 

Recruitment was not topic-blind: participants have been explicitly informed about 

the nature of the interviews and the extent to which sensitive questions would be 

asked, such as current or previous suicide ideation.  

The inclusion criteria were being 1) a veteran, 2) deployed to one or more operational 

tours while serving, and 3) 18 years and older.  

Nine participants were interviewed, but due to technical problems in the recorder, 

one participant’s recording was corrupted, leaving eight interviewees (2 females, age 

range 49-66, M= 57 years, SD= 6.45) (Table 2.1 shows the demographic 

characteristics of participants). All participants were white ex-service personnel and 

 

2 www. rafa.org.uk.  

I would like to thank Royal Air Force Association, Dr Prema Nirgude and Rory O’Connor for their 

incredible support for this research study.  
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had an experience of active service (e.g., in Northern Ireland, Iraq, and Afghanistan). 

I anonymised all the personal details and replaced them with different names.  

Table 2.1 
Participants’ Characteristics 

 Service Age 

when 

joined 

Age 

when 

left 

Reason to 

leave 

Employment Current 

mental 

conditions 

Marital 

status 

JON RAF 19 48 Voluntary 

early 

release 

Employed - Divorced 

STEVE RAF 22 50 Voluntary 

early 

release 

Employed - Married 

ANDY RAF 19 54 Completion 

of 

engagement 

Employed - Married 

CARL Royal 

Navy 

16 39 Voluntary 

early 

release 

Employed - Married 

ADAM Army 15 22 Voluntary 

early 

release 

Retired - Divorced 

EMMA RAF 22 38 Completion 

of 

engagement 

Employed - Divorced 

JEN RAF 25 53 Voluntary 

early 

release 

Employed - Married 

BEN RAF 17 23 Completion 

of 

engagement 

Retired - Married 

 

2.2.3. Measures 

Participants completed a socio-demographic form, visual analogue scale (before and 

after the interview) and a safety plan when necessary.  

Demographic Form: Participants were asked to provide demographic 

information, such as age, gender, ethnicity, education level marital and employment 

status. I also collected information related to their military career, such as the year 
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of joining and leaving the military, age when they joined, operational deployment 

history and the reason for leaving the service.  

Visual Mood Analogue Scale (VAS): This scale, described by Biddle et al. 

(2013), was used to determine participants' feelings before and after the interview 

to understand the impact of taking part in the interview. At the beginning of the 

interview, each participant’s current emotional state was measured by their ratings 

range from 0-10 (from 0, indicating poor emotional state - illustrated with a sad face; 

to 10, indicating the best possible emotional state - illustrated with a smiling face). 

Ratings helped respondents conceptualise subjective feelings by allowing them to 

give themselves a score out of ten. Once the interview was completed, participants 

were presented with this scale again and asked to rate their emotional states. I 

calculated the difference between pre and post-interview VAS scores to assess 

whether there had been distress raised due to the interview questions and, thus, to 

take appropriate action (e.g., safety plan).  

Safety Plan: A safety plan (Stanley and Brown, 2012) was in place if 

participants were to become distressed during the research (considering their rating 

on the Visual Analogue Scale) or state that they were experiencing distress due to 

engaging in the research. For each item of the plan, participants would discuss their 

opinions with the interviewer to have an individual plan in case of the emergence of 

suicidal thoughts or behaviours. This safety plan focuses on distraction techniques 

(e.g., doing exercise, reading self-help books), relaxation techniques (e.g., yoga, 

meditation, mindfulness), social factors (e.g., meeting friends, support groups), and 

professional support (e.g., Samaritans, therapists, GP referral). However, none of the 
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participants reported increased distress due to the interviews. Therefore, I did not 

introduce this safety plan to any of the participants.  

2.2.4. Procedure 

The interview schedule was developed based on the study’s research questions, 

aiming to elicit answers corresponding to the interest of phenomena (i.e., 

perceptions of positive changes resulted from military career, risk factors for suicidal 

thoughts and behaviours). Questions were structured regarding timeline and 

included: Participants’ lives before and just after they joined the service to examine 

any adjustment-related struggles, participants’ experiences of operational 

deployments to understand traumatic/ challenging experiences related to serving in 

the military, and participants’ lives after they left the service and become veterans, 

to capture transition problems or other difficulties they may have experienced. The 

interview schedule is shown in Appendix A. The researchers also used probing and 

follow-up questions to understand the lived experience and enable participants to 

tell their stories. The research team (one undergraduate student and the main 

researcher) received training and practised administering the interview with the 

project supervisors. 

Interested participants contacted me via email. They were informed about the study 

and that they could withdraw any time before the transcription process since the 

researchers had removed all identifiable information during transcription. According 

to participants' convenience, interviews took place either at RAFA or the University 

of Nottingham. Following consent, participants completed the demographic form 

and other questionnaires and were interviewed by the primary researcher or the 
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research assistant3, with interviews lasting between 36-88 minutes. I ensured to 

minimise the risk of distressing participants during the interview using a visual mood 

scale before and after. Seven participants indicated a positive mood at the beginning 

and ended the interview with either the same or a higher number (i.e., they exhibited 

an increase in the positive mood); only one participant indicated a two-point 

decrease in mood rating (from 9 to 7 out of 10), who was then invited to reflect on 

the change of score. He anticipated that his distress was transient and did not 

necessarily indicate a negative experience related to the interview content. 

I provided relevant information regarding support services and welfare staff at RAFA, 

and in the end, they were paid an inconvenience allowance for their time and travel 

expenses (See the information sheet, consent form, demographic questions and the 

debrief letter in Appendix B) 

2.2.5. Analysis steps 

Interviews were audio-taped with a password-protected recorder and were 

subsequently transcribed verbatim (the transcription protocol is described in 

Appendix C) and were then analysed through Interpretative Phenomenological 

Analysis by following steps identified by Smith and Osborn (2008) (see Table 2.2 

below for the IPA steps). In IPA, the analysis involves identifying themes within each 

transcript (e.g., the idiographic nature of the analysis) while taking an interpretative 

approach. I started the analysis by reading the first transcript several times to 

familiarise myself with the content. I then started to make notes on the margins of 

 

3 First of all, I would like to thank the research assistant for her support during this project. The main 
responsibility of the research assistant was transcribing the interviews. She also participated in the 
interviews as an observer and conducted one of the interviews. However this interview’s recording 
was lost due to the problem in the recorder, thus not included in the analysis. 
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the printout and identified the codes, which are followed by a collation of similar 

codes and, consequently, sub-themes and themes. I repeated these steps 

independently for each transcript and looked at similar patterns across cases to 

finalise the theme structure.  

Table 2.2 
IPA steps for data coding and creating themes 

Stage Process 

1 
Reading the first transcription (the richest in detail) 

and initial noting (coding) 

2 
Developing emergent themes within the first 

transcript 

3 
Searching for connections across emergent themes 

to reduce the volume of details  

4 
Moving to the next case and repeating the first four 

steps for the remaining transcriptions 

5 Looking for patterns across cases 

 

2.2.6. Reflexivity of the researcher 

To acquire a fresh perspective on participants' experiences, I made notes of any 

intense emotional feelings in a reflective journal during the analysis process, as 

recommended by Smith et al. (2009) and Levitt et al. (2018). As I am new to IPA 

research, keeping a reflective journal helped me to examine my assumptions, beliefs, 

and other subjective feelings that may impact the analysis phase. 

My intellectual curiosity has significantly influenced my decision to work with this 

particular population (i.e., UK veterans). However, at some points of the analysis, I 

felt like an outsider as I do not have any connections with the military either here or 

in my home country. Therefore, I made conscious efforts to understand the British 

military culture before I started the analysis. For example, I have become a member 

of the charity I was working with, so I received magazines which I found helpful in 
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understanding the culture of the UK military. I discussed this reflexivity with some 

other colleagues who were conducting qualitative research in a similar context. This 

reflexivity enabled me to reflect on whether the questions I asked or did not ask 

during the interviews influenced the image I drew and the conclusions I made, which 

might have shaped the analysis to some extent. 

2.3. Findings and Discussion 

Analysis of the interviews revealed three superordinate themes:  

1) Adjusting in and out of military routine,  

2) Traumatic experiences caused by deployments, 

3) Reflections on the value of military-related experiences (see Figure 2.1 for 

the thematic map).  

In this section, themes and supporting evidence are presented. Smith and Osborn 

(2008) noted that combining result and discussion parts for each theme provides a 

more coherent discussion of the findings. Therefore, I followed their guidance in 

presenting the findings for each theme with a separate discussion and evaluated the 

themes by linking them to the past literature. I anonymised all the personal details 

and replaced them with different names. Personal information other than names was 

replaced with ***. 
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Figure 2.1 
Thematic map showing themes and sub-themes 

 

2.3.1. Superordinate theme: Adjusting in and out of military routine 

This theme covers transitional points in veterans’ lives, such as when they joined the 

military, returning home between deployments, and once they left the service. All 

participants reported some challenging experiences while adjusting to these 

transitional experiences.  

Understanding the new routine, military rules and culture when joined is the first 

step of the participants’ adjustment. Adam explains what his new daily routine 

involves and talks about the challenges of using a firearm when very young:  

‘We had to learn each weapon of the infantry… we started from 
scratch, how to strip it down, how to clean it. And then we had to go 
fire it and we fired it at 15 and the kick, you know, it nearly broke your 
shoulder (*gun noise*)... You had to learn all this, it takes a long 
while…’ ADAM 
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Jen worked two years as a *** in a school before she joined the military, and she says 

this had made her transition harder as understanding military discipline was 

challenging for her: 

‘I was probably more questioning because I hadn’t come straight from 
school or university… And it’s all about making sure that you 
understand the culture etc. So for me, that transition (to the military 
life) was maybe a bit harder.’ JEN 

Carl described his childhood environment, where he responded physically when 

there was an argument. He explains that leaving these habits behind and 

understanding military rules and culture was challenging at first as he says: 

‘It was difficult to adapt to stick all of these rules and when you’re 
challenged, it’s not a physical response. If somebody upset you, you 
couldn’t thump them. It was a different environment to what I was 
brought up in.’ CARL 

After coming home from operational deployment, some veterans reported some 

post-deployment adjustment issues. These challenges were commonly related to 

family and partners. For example, Carl was talking about relationship problems with 

his partner once he was back from a stressful deployment: 

‘You just came straight back (from the deployment). I was expecting 
to come back and have this massive emotional reunion, seeing my 
partner. But when she come to the door, she just give me the children 
and say: I’ve had the children for nine months, believe me it’s your 
turn! And you just think, ehh that wasn’t what I expected.’ CARL 

Jon was talking about his disappointment when he realised that his absence would 

not cause significant changes in his family when he was away deployed: 

‘Shock horror, you know, what you want the world stop spinning 
when you’re away, you want to at least be missed whereas you get 
the sense that you weren’t even missed, you know you were just 
gone. That was quite clear to me that life could go on.’ JON 
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The participants reported emotional, sometimes difficult experiences once they left 

the military and became a civilian. Working in the military for a long time and leaving 

that routine and friends behind is challenging for many veterans. 

For example, Andy was talking about how he felt emotional on his last day in the 

military service: 

‘It was very emotional that last day, all my stuff was in the car, 35 years 
photographs and everything… Once I got home, I realised that’s the 
end of that chapter.’ ANDY 

Financial and other issues, such as relationship problems, are also reported by many 

leaving military personnel. Jon talks about these problems are common and says 

returning to civilian life is more challenging than serving in operational deployments: 

‘The difficulty and negative aspect of it is when you come home, 
where there is no money, you’re not given the resources that you 
need. The problems weren’t when they’re away (deployed), the 
problems were when they come back.’ JON 

As an example of what Jon said above, leaving the service triggered suicidal thoughts 

for Ben as he struggled to find a job. He used to have a regular income, routines and 

a layout when he was in the forces. However, when he left the military after nine 

years of serving, everything changed.  

‘I came back and I couldn’t settle down to jobs. I went into several 
chef works, couldn’t cope with that, couldn’t cope with that all. So I 
lost that good job I have been in (being in the Air Force), and then I 
didn’t feel stable. I wasn’t working, and my wife was working, and that 
was difficult.’ BEN 

As he stated, he changed a couple of jobs resulting in an unstable life. He evaluated 

this situation and considered himself as a failure as his wife was contributing to the 
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house income, whereas he was not. He could not cope with these negative feelings, 

which then led him to think about suicide. 

‘I think I felt a failure about a lot of things, I think there was a time 
when I lost a job… And I was suicidal that time.’ BEN 

Ben also planned his suicide and expressed how an individual can be rational while 

planning their suicide during a suicidal crisis.  

‘I actually planned to commit suicide… I thought I couldn’t drown 
myself, I’m scared of water, and I don’t know if I am going to shoot 
myself. I thought. It’s amazing when you’re feeling suicidal how 
rational you can be about things.’ BEN 

Importantly, losing the friendship they used to have for many years is another major 

challenge for veterans. Once they are out of the military, they desire to maintain their 

existing friendships since they struggle to rebuild new friendships and enter into a 

society where they would socialise. For example, Ben talked about the difficulty in 

losing that camaraderie in the end: 

‘You went to your breakfast, there’s people talk to you, if you went 
for lunch, there’s people you can talk to, and suddenly, you come out 
of the forces and you don’t have these people around you. … This 
must be a huge thing.’ BEN 

On the other hand, Emma struggled to settle into her new life after she left the 

military. She had moved many times, and it took her long to feel like she belonged 

somewhere: 

‘I moved to a village, and I’m very much involved with that 
community. This is probably the first time since I left the Air Force that 
I really felt settled and being part of something… So it has taken seven 
years I felt like I belong anywhere again. I didn’t expect it to be quite 
difficult. I wasn’t crying the whole time, but I’ve missed that 
camaraderie.’ 
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Importantly, the majority of the participants reported some barriers to seeking 

support from professionals and loved ones. This seems to be mainly because of the 

fact that non-military people will not understand their experiences, which may tap 

into the failed sense of belonging to society. For example, Jon was asked where he 

would turn to get support when needed, and he said he would call his friends and 

also military charities, but not his physician: 

‘I wouldn’t go to my GP. I think I would feel intolerant of going to a GP 
that doesn’t have experience of the world that I’ve lived in.’ JON 

Similarly, some participants do not prefer to share their memories or emotions with 

others. For example, Adam mentioned the difficulties in sharing his feelings with his 

wife: 

‘At home, when the bombings came at Manchester… and they 
showed you people screaming running, there’s tears coming down, 
and my Mrs sat there, sort of, and she says where are you going? And 
I didn’t tell her, I had to go upstairs because I was so upset and I sort 
of burst out crying… I can’t talk about it [military-related experiences] 
with my partner, ’cos she doesn’t understand, so I get no support 
there.’ ADAM 

Carl also preferred not to share his memories with other non-military individuals, 

particularly negative ones, with others : 

‘If it was a bad experience, why would you keep sharing it? So, I tend 
not to talk about it in detail, and if there’s a funny bit to it, I would 
emphasise the funny bit of it, not the seriousness of it, and if you see 
people that have been shot and you see people that in terrible sort 
of… in pieces really, then why would you share that with somebody? 
So I don’t see a need to.’ CARL 

 

According to some participants, although there is a more open approach to mental 

health nowadays, it was different in the past. It was common to assume that military 
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personnel can manage any difficulties they experience, causing mental health stigma 

and negative consequences for veterans adjusting to civilian life.  

‘I think because it was very early in those days there was not the 
realisation that it [professional psychological support] was needed.’ 
STEVE 

‘In them days you were expected to cope, to get on with it. They, they 
think you’re a soldier, you gotta get on with it, it’s like when you went 
to the dentist, they didn’t give you an anaesthetic cos you’re a soldier, 
do a filling no anaesthetic… I think nowadays it’s got better, with PTSD 
and everything, but in them days you just had to put up with it and 
everything.’ ADAM 

 

Discussion 

This theme covers transitional challenges reported by the participants, such as 

joining the Armed Forces and understanding the routine, deployments to the 

operational tours, and leaving the military and becoming a veteran.  

The first transition to the military environment could be particularly challenging for 

some due to the difficulties in understanding the military routine and discipline. 

Newly recruited soldiers are expected to understand the norms and behave 

accordingly. As noted by Jackson et al. (2012), newcomers are immersed in intensive 

training, in which their civilian status is broken, and a new military identity is forged. 

Also, there might be some unique features that would make this transition harder. 

For example, Fiedler et al. (2004) showed that some personality traits and features 

(e.g., anti-social, paranoid traits) have a negative impact on adjustment to military 

life. Some study participants reported that adapting to the military rules could be 

difficult since there were no rules and routines in participants’ lives before they 

joined. 
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Furthermore, some veterans reported that returning from operational deployments 

poses another challenge for their romantic relationships. As supported by the 

interview data, many military personnel have romantic expectations for their 

reunion when they return from deployment (Yerkes & Holloway, 1996). Changes at 

home when they were absent (such as differences in daily routines and at-home 

partners’ changed priorities) could result in dyadic distress and affect both partners’ 

mental well-being (Renshaw et al., 2008). The data from the interviews also 

supported this argument and showed that returning personnel face specific 

challenges when returning home between deployments.  

The last transitional time period in veterans’ military career is when they leave the 

service and become a civilian. The current interview data provided some examples 

related to the failed sense of belonging to civilian life. The UK military is structured 

to ensure its personnel have a robust military identity, with strong social connections 

with other personnel promoting peer support (Hatch et al., 2013). However, when 

serving personnel leave the service, they lose such an essential source of support 

which cause problems related to reintegration into society. For example, previous 

evidence showed that feeling like an alien and failure in reintegration into civilian life 

are common among veterans (Ahern et al., 2015). Importantly, if veterans do not feel 

that they belong within civilian society, this would influence their well-being since 

belonging is an important protective factor against suicide risk (Joiner, 2005). Given 

the increased risk of experiences of thwarted belongingness within this population, 

few qualitative studies (e.g., Brenner et al., 2008; Lusk et al., 2015) have explicitly 

examined whether perceptions of being a burden and a sense of low belongingness 

are relevant in a group of leaving military personnel and showed that intense feelings 
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of belongingness, burdensomeness to family are reported in their interviews 

(Brenner et al., 2008). A qualitative examination of such negative feelings provided a 

detailed understanding of the dynamics of these thoughts, such as the loss of 

relationships and the importance of a sense of shared understanding with comrades 

in the military, which results in disconnection from the civilians. Brenner et al. (2008) 

conducted a study with deployed veterans who had a history of seeking mental 

health services. Although I had taken a broader approach in the recruitment (i.e., not 

focused on mental health history), I supported these findings as well, suggesting such 

negative appraisals are experienced within veteran populations.  

In addition, leaving military service and disconnecting from the military environment 

poses a challenge for leaving personnel to seek professional and emotional support 

from non-military people. The current findings suggest that some veterans cannot 

express their feelings or negative memories with loved ones, friends and 

professionals as they think others will not understand. Given that women are more 

willing to talk about their emotions then men (i.e., verbalise their emotions and share 

them with others) (Brody & Hall, 2008) and that the high proportion of serving 

personnel in the UK Armed Forces are men (around 89%) (Ministry of Defence, 2019), 

difficulties in expressing emotions and sharing memories might be a severe problem 

in this population. Shared understanding seems the key to seeking support for those 

in need and creates a barrier to seeking professional support as the participants 

emphasised that non-military people are not the ones they want the help from. The 

current findings supported previous studies positing the presence of such barriers 

(Hoge et al., 2004; Pietrzak et al., 2009). Therefore, steps should be taken to promote 

expressing emotions, particularly for male ex-service personnel, to minimise suicide 
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risk. It might be useful to promote mental health care support services within veteran 

charities, where veterans would turn the most when in need.  

Another commonly reported problem for leaving military personnel is related to 

civilian employment issues once left. As emphasised by Gordon et al. (2020), the 

conditions of military employment are not comparative with non-military 

employment as veterans experience feelings of inadequacy and a loss of feeling 

meaningful (e.g., serving for the country) (Ahern et al., 2015) which would cause 

employment problems for veterans and make their transition harder. Importantly, 

such employment problems are risk factors for mental health problems and 

suicidality among leaving personnel (Doyle & Peterson, 2005; Elliott et al., 2011; 

Resnik et al., 2012). The current study also showed that employment problems after 

leaving the service could play a triggering role for suicidal thoughts, which was in line 

with previous research (e.g., Denneson et al., 2014; Resnik et al., 2012). Importantly, 

suicide theories put negative appraisals at the centre of their frameworks. For 

example, feeling defeated and humiliated is one of the key risk factors for suicidal 

thoughts, according to the IMV (O’Connor & Kirtley, 2018). Ben had suicidal thoughts 

when he left the service, where he felt unstable and experienced several job losses. 

He felt like a failure about lots of things at the time. He could not work, and his wife 

was working – so he saw himself as a failure and an unsuccessful man. He could not 

handle the situation and wanted to die and escape from this unbearable stress. He 

planned his suicide but did not attempt it. One can speculate that if he could evaluate 

the situation differently, he might not have been suicidal and could have managed 

the distress of losing a job. This example may support the IMV’s assumption 
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regarding the role of defeat appraisals and emphasises how the meanings we 

attribute to the situations affect our psychological well-being.  

In sum, veterans who have been in operational deployment/s are likely to experience 

multiple transitional challenges throughout their careers. This theme explained such 

challenges from their perspective and how they make evaluations of these 

difficulties. Focusing on the lived experiences related to transitional challenges 

permitted us to examine the interplay of factors that influence personal evaluations, 

such as specific triggers (e.g., job loss) and appraisal processes resulting from the 

triggers (e.g., negative appraisals, such as feeling like a failure), suggesting suitability 

for utilising the IMV within this population to explore research questions.  

2.3.2. Superordinate theme: Traumatic experiences caused by deployments 

This theme covers challenging experiences related to serving in operational 

deployments, their impact on mental well-being and how participants of the current 

study responded to those negative experiences. There are two sub-themes clustered 

within this superordinate theme, and each of them will be explained with examples, 

followed by a discussion section. I should note here that these two sub-themes are 

interrelated; thus, a double arrow is placed in the thematic analysis map to reflect 

the relationship between these sub-themes. Traumatic experiences and their 

negative consequences were explained within the first sub-theme, and the ways 

participants manage distress raised by these negative experiences are described 

within the second sub-theme. They might be related from a broader perspective (i.e., 

one needs to face a stressor to activate coping mechanisms to deal with the distress), 

however, they reflect different cognitive processes, thus classified as two separate 

sub-themes within this superordinate theme. 
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i. Trauma exposure and its psychological impact 

ii. Coping strategies for managing military-related distress 

2.3.2.1. Sub-theme: Trauma exposure and its psychological impact 

This sub-theme explains participants’ accounts of challenging experiences/memories 

regarding deployments and aftermath and how these experiences affected them.  

Deployment to an active service might be challenging for some. These individuals are 

more likely to confront challenging situations during their active duty, such as 

exposure to dead bodies and losing friends. Carl had been treating injured people in 

the battle zone and explained the difficult times he had been through while serving 

as a healthcare provider: 

‘You’ve got somebody that’s injured and they’re screaming, and that 
can be quite, sort of, puts you on edge a bit… you can remember 
people screaming. And I saw somebody that was hanged, but they 
were dead, and we just had to cut them down… I saw two people who 
had their heads chopped off, by a vehicle accident, a vehicle and an 
aircraft…’ CARL 

When Adam was asked to tell if he had been in challenging situations during his 

deployment to Northern Ireland during the Troubles, he started to cry and talked 

about an explosion that he saw: 

‘I was going to the cookhouse and there was a massive explosion. It 
threw me back into our accommodation, and what it was, the IRA 
[Irish Republican Army] had come to the church next door and a 
graveyard, and they came to the wall of where we were and threw a 
satchel bomb over, and it blew the cookhouse, one of the cooks came 
out with his arm missing [crying]… a leg on the floor. I think they killed 
three people. And we had no choice, we had to go and sort it all out.’ 
ADAM 

Emma gave examples of adverse situations a military person might experience during 

the course of duty: 
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... ‘I do have friends that were pilots who said they were finally in 
transport aircraft bringing you back the bodies. Friends say ‘I cannot 
bring back another plane full of dead bodies’, knowing the impact on 
their families...’ EMMA 

Exposure to death and losing people to an enemy attack might sometimes cause 

individuals to think about death; as it happens to others, it might happen to them. 

Steve emphasised the fear of ‘being the next one’ a couple of times during the 

interview. 

‘We lost three RAF regiment gunners to one rocket attack… basically 
a direct hit from a rocket on an airbase, massive, I mean the rockets 
could land anywhere, it’s just unfortunate it landed right on this bed 
space of the three guys… It’s a little bit of that gnawing in the back of 
your head, so the next time it happens, the next time there’s a rocket 
attack, one could land on, on me…’ STEVE 

Serving in the active service, conflicting with legitimate forces might violate some 

individuals’ moral or ethical beliefs (Litz et al., 2009). Such morally injurious events 

include failing to prevent death (i.e., survivor guilt) which led Adam to think about 

suicide after his friend’s loss: 

‘The only time I thought about it (suicide) in the past was when Dan, 
you know the 20-year-old lad, he got shot, and I just think why him, 
you know? It’s difficult.’ 

‘I’ve been to his tombstone and everything, and just think ‘you’re 20 
years’ old for God’s sake, why him?’ And then you know, ‘why not 
me?’… I could join him, couldn’t I? ADAM 

Emma said she struggled with the idea of killing people: 

‘The reality that you might have to use the weapon and potentially 

give them life-threatening injuries or kill them. I really struggled with 

that. I think that’s part of why I left the Air Force in the end. Because 

I couldn’t get round to the fact that I could be expected to kill 

somebody.’ EMMA 
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The majority of the participants also reported some lasting effects of such challenges. 

For example, some said their awareness of the outside world has increased (i.e., 

heightened awareness), and they have become more conscious of the things around 

them. For instance, two veterans stated that they have been more aware of louder 

sounds, such as cars backfiring, which reminds them of the sound of incoming 

mortars. Similarly, another participant said that freezer doors in a supermarket 

reminded him of an incoming mortar, mainly when he left the service. 

‘If you go to Iceland [a supermarket store in the UK] and you take your 
frozen food out of the freezer. And that door – [hits the table] – shuts 
down back, and it seals itself on the rubber. That sound is not a good 
one. Because that sound – for me it’s a sound of an incoming mortar. 
So you hear that – you think – hmm – you hear a car backfire, but – 
not anymore, but I am very aware.’ JON 

On the other hand, some veterans commonly reported that when they watch the 

news about terrorist attacks (e.g., the Manchester attack during the Ariana Grande 

Concert in 2017), they are likely to remember challenging memories in the military.  

‘When it happens, the bombings in France, in England, the tube 
bombings, they all bring it back, and I look at the news and I have to 
go out the room, ’cos I can’t, you know… It brings flashbacks, sort of…’ 
ADAM 

2.3.2.2. Sub-theme: Coping strategies for managing military-related distress 

This sub-theme explains coping strategies that the participants use to manage 

distress caused by adverse experiences. One of the most consistently reported 

coping strategies was emotional support from others, particularly from unit 

members during active service and afterwards. For example, Ben defines the support 

he used to get while he was in the forces as a natural self-help group and the 

importance of maintaining it, especially for the people who left the service: 
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‘When you’re in the forces, you have natural self-help group… If I was 
going for a meal at night there’s all people to talk to… It was very much 
a natural self-help group and very active.’ BEN 

‘Absolutely you have some very good friends, it’s a very bonding 
experience going through. You’re out in November where there’s 
frost on the ground, huddled together to keep warm and having to get 
on with things that push you outside of your comfort zones. But 
you’ve got that support around you…’ EMMA 

Jen was talking about how important it is to look after others when deployed. She 

says: 

‘I was a fairly senior officer, so had to make sure that my subordinates 
were looked after properly.  But it was a team effort because you were 
all in the same boat. ‘ 

Moreover, she talks about how she helped another person when she was also 

distressed: 

‘There was a couple of dead people close by and then another person 
was clearly panicking. I had to make sure that he was looked after 
properly. He was given some counselling in *** but I had to make sure 
that he was properly looked after when he came back to the UK… You 
tend to help each other out.’ 

Despite leaving the Armed Forces, the majority of the participants still meet with 

their friends from the military, keeping that camaraderie: 

‘35 years in the air force, I had quite a few contacts and friends, which 
we still regularly meet every June for the last 10 years. … We reminisce 
you know, talk about old times, the stories that make us laugh still 
now.’ ANDY 

‘I get support from all the lads (friends from the military) I see now, 
I’m on Facebook with them. I rang one of them this morning about 
this reunion in July, it’s nice to talk to him.’ ADAM 
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Keeping distance from the situation and the feeling was also reported by some 

veterans as a helpful coping strategy. Steve was talking about losing three people in 

his regiment, and he explained how he managed to overcome this situation: 

‘It’s like, it didn’t happen when I was there, although the rockets were 
coming in when I was there, it was a case of ‘well it’s not me’. It’s an 
initial ‘I got away with it’ but then, of course, you start thinking about 
the families of the three, not least the individual. I didn’t know them 
so that probably helped a little bit. They weren’t on any unit, they 
hadn’t worked with me at all.’ STEVE 

Emma, who struggled with the idea of killing people, was using the term ‘ordnance’ 

instead of ‘dropping a bomb’ to avoid unpleasant feelings about the action. 

‘We even detach ourselves from the emotion of it by calling it 
‘ordnance’ instead of ‘dropping a bomb’, blowing. We just sense our 
terminology that we are used to, I don’t know, self-preservation to 
protect ourselves.’ EMMA 

Carl also says he did not prefer to engage with the negative memories actively and 

preferred not to talk about them (i.e., avoidance). 

‘I think I’ve put the bad stuff, I sort of put away. I’m sure at some point 
it’ll all come up but I’ve sort of put it to one side. I tend not to go to 
reunions.’ CARL 

When faced with a difficult situation, some people accept and experience the 

emotion fully, without attempting to alter or control the negative feelings. Jon said: 

‘I am not gonna sit around home and cry. Because it is not gonna 
change the matter of fact, which is somebody’s died, or X or Y or Z has 
happened.’ JON 

Carl had seen somebody die by suicide by putting a weapon into his mouth and said: 

‘They put a gun into their mouth and shot themselves, and that was 
pretty horrific, and it’s funny because you deal with that and then you 
know, there’s absolutely nothing you can do about it… it was just 
about going ‘well, I can’t do anything about that’. CARL 
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Discussion 

This superordinate theme, encountering and coping with traumatic experiences, is 

supported by two sub-themes:  

1) trauma exposure and its psychological impact 

2) coping strategies for managing military-related distress. 

As evidenced in the literature and mentioned in the introduction, operational 

deployments increase the risk of mental health problems and suicide. The first sub-

theme supported this claim and showed that serving in the military and being 

deployed to operational duties resulted in encountering challenging situations and 

influenced participants’ psychological well-being. Due to the nature of the study and 

adapting the phenomenological approach to the analysis, I was able to identify how 

participants made sense of these triggering experiences. Given that negative 

subjective appraisals are the critical risk factors for suicide (e.g., IMV), the findings 

within this theme revealed essential points to consider regarding how to support 

deployed veterans. 

Firstly, despite the small sample size (n=8), two participants reported past suicidal 

thoughts triggered by challenging experiences during active service and after leaving 

the service. For example, Adam lost his friend while on active duty, triggering suicidal 

thoughts. He evaluated the situation as if he could save him, resulting in feelings of 

shame and guilt of being the survivor. He explained his thoughts: ‘Why him? Why not 

me?’. 

Adam’s negative feelings could be linked to ‘moral injury’, which clinicians reported 

to be fairly common among support-seeking veterans in the UK (Williamson et al., 
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2019). It is proposed that military personnel who participate in or witness situations 

that violate their moral sense of right or wrong (e.g., killing enemy combatants, being 

unable to prevent peers’ deaths) may experience moral injury (Litz et al., 2009), 

which causes intense feelings of guilt and shame. This finding aligns with quantitative 

accounts (e.g., Bryan et al., 2013), qualitative findings (e.g., Currier et al., 2015), and 

reviews (e.g., Gaudet et al., 2016) related to the sense that moral injury could be 

experienced and increase the suicide risk.  

Adam felt guilty and blamed himself because of his friend’s death. This traumatic 

experience (as a background factor in the pre-motivational phase of the IMV) might 

have resulted in sensitivity to signals of defeat and humiliation and a sense of being 

a failure which might be triggered by unrealistic expectations (e.g., saving his friend) 

(O’Connor, 2011). Thus, he could not cope with these negative feelings and wanted 

to end his own life. 

Another explanation of his guilt feelings could be made through perceptions of being 

a burden. According to IPT and IMV (Joiner, 2005; O’Connor & Kirtley, 2018), 

perceived burdensomeness is a major risk factor for suicidal thoughts. Van Orden et 

al. (2010) expanded the meaning of this construct and argued that perceived 

burdensomeness comprises two dimensions of interpersonal functioning. Beliefs 

that 1) the self is so faulty that it is a liability to others and 2) they lack self-value 

involve self-hatred cognitions. It could be argued that the loss of a friend might have 

triggered self-hate cognitions for Adam, such as feeling useless and thus increased 

the perceptions of being a burden. Consequently, he had thought of ending his life 

as he could not cope with these negative feelings.  
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On the other hand, Steve lost three of his colleagues but did not express such 

negative feelings as he evaluated the situation differently. His initial thought was: 

‘it’s not me. I got away with it’. Jon was talking about his friends who were killed in 

Basra, and he said that that was the norm which became normal. It should be noted 

here that comparing different incidents is not the aim of the argument, but subjective 

appraisals and personal interpretations regarding the event is the critical point. An 

explanation for Steve and Jon’s responses to their traumatic experiences could be 

related to how they appraised the situation. O’Connor and Kirtley (2018) put such 

negative appraisals of distressing events in the centre of the IMV, highlighting their 

impact on psychological well-being. 

Nevertheless, a negative appraisal of the event is not the endpoint in many 

circumstances. According to Lazarus and Folkman (1984), individuals try to make 

meaning of challenging experiences, followed by coping responses to handle the 

negative emotions generated by personal evaluations of the event. Although it is not 

a primary focus of this thesis, the second sub-theme of the superordinate theme 

explains coping mechanisms utilised by veterans and how they managed the 

unpleasant experiences they encountered while serving and after they left the 

service. Since coping is defined as constantly changing cognitive and behavioural 

efforts to manage specific demands exceeding an individual’s resources (Lazarus and 

Folkman, 1984), a qualitative approach allowed me to understand these coping 

processes following unique stressors.  

Previous evidence showed that receiving emotional support from unit members was 

associated with less suicidal thoughts in military groups (Pietrzak et al., 2010b; Skopp 

et al., 2011), indicating its protective function. Therefore, it is essential to understand 
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how veterans utilise social support when feeling low. The current findings showed 

that participants have consistently reported some aspects of the ‘emotional social 

support’ coping strategy. They emphasised how essential it was to have such 

camaraderie and called it a ‘natural self-help group’. They were approaching friends 

when they felt distressed as they shared the same understanding and knew that their 

‘mates’ would understand them better than family. 

In terms of other coping responses, some veterans reported that mental and 

behavioural disengagement from the stressful situation (e.g., not thinking about the 

event) reduced the emotional impact of stressful situations. Although cognitive-

behavioural avoidance strategies were associated with increased distress, according 

to previous research with veterans (Tsai et al., 2012), Bonanno and Burton (2013) 

argue that the use and functional benefits of any specific type of coping strategy will 

vary across people and situations. This suggests that such coping strategies (e.g., 

avoidance) may help some people with healthy adjustment. Such examples were 

reported by some of the participants and reported as helpful, which may support 

their argument. 

As Lazarus and Folkman stated (1984): vulnerability arises from being in specific 

environmental contexts (e.g., operational deployments) that interact with relevant 

personal factors (negative subjective appraisals). Therefore, they emphasise the 

need for the person to be studied across diverse incidents and contexts. Utilising IPA, 

I could provide understanding regarding the challenging experiences of veterans who 

had been in a combat zone during deployments and the coping strategies that were 

used. This approach allowed me to understand the extent to which veterans 
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evaluated and appraised military-specific threatening situations and how they 

manage/managed challenging time points.  

2.3.3. Superordinate theme: Reflections on the value of military-related 

experiences  

This superordinate theme with two sub-themes explains the reflections of being a 

veteran and what this identity brings into veterans’ lives. When participants were 

asked about their overall experience as a veteran, they explained that their military 

career ended up with many valuable positive outcomes despite all the adversity. 

These positive experiences have been categorised below, with example quotations 

given within each category.  

2.3.3.1. Sub-theme: Changed outlook on the world and other people 

It is reported that serving in the military and the struggles of active combat brought 

some positives to veterans’ lives and their outlook on the world. For instance, Jen 

explained one of the challenging moments and how that adverse event promoted 

positive lessons that she took from it: 

‘I had to deal with the family having been killed in a fire in the house. 
And then there’s another individual who had been very seriously 
injured in a climbing accident. And that all happened within the same 
day. That, to me, was you tend to value life a bit more, not take 
everything so much for granted. It gives me a better appreciation of 
what I’ve got in my own personal life… And I think it’s given me a very 
broader outlook on life and makes you a bit more… I think consider a 
new value. You have your core values and that’s a good moral 
compass to live by.’ JEN 

She also said that these positive lessons learned from difficult experiences help her 

feel better when she feels low or when she is reminded of those difficult times (e.g., 

while watching the news about the Manchester bombing in 2017). 



83 

When Carl was asked about any changes that resulted from his times in the military, 

he emphasised that his service experience helped him to have a different perspective 

on what is important in life. 

I’ve got a clear understanding of right and wrong and I’ve got my own 
values, kind of like a code of conduct really… I’ve got a different 
perspective on what is important and what is not important, and for 
me, it’s around my family being content, my family being happy, not 
having worries, and just general life. CARL 

He also explains that those positive changes as a result of adversity led him to live in 

the moment and not worry about things that have not happened, highlighting the 

potential protective influence of these positive perceptions. 

‘You never quite know what’s round the corner or what’s coming your 
way… You can worry about something that hasn’t happened, you can 
catastrophise about something, but what I try to do is to go on as if it 
didn’t happen.’ CARL 

When asked, Jon talked about the positive outcomes of serving in the military; 

understanding the importance of keeping calm when faced with distress: 

‘In the past, I might have been less inclined to deal with stuff calmly. 
If there was a problem running around, going ‘OH MY GOD OH MY 
GOD! This is awful’ would scare everybody. Maybe that’s the 
leadership role. You can’t just stand with the fact ‘this is dreadful’. You 
have to keep calm.’ JON 

Some veterans reported improvements in their relationships with others as well as 

increased empathy. For instance, Adam explained how he became a more tolerant 

person and felt sympathy with other people, whereas he used to be intolerant of 

others, particularly of people who supported the IRA. 

… ‘I’m more sort of tolerant of people. I was angry, and I can say I’ve 
actually been back to Northern Ireland… I don’t feel anger at that, I 
just feel pity, and realise they’ve lost people, they’ve got brothers, 
everyone’s got a mother and everything, I think if the IRA and I met 
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up, I think we’d have a laugh more than anything, although they’ve 
killed our people, and naturally, we’ve had to kill gunmen and things, 
I think we’d have a laugh and reminisce about the old days.’ ADAM 

Jon emphasised that he realised the importance of friendship and its meaning to him 

and said he would go to his friends to get help if he felt down in the future: 

‘I think friendship has become more important to me than the family 
actually… Family’s always been important to me. But I think my friends 
are probably more important than they were before… So I think 
there’s something that friendship is provided over the years and… it’s 
just unconditional there’s no bells attached to it, it’s just what it is.’ 
JON 

He also explains that he changed his perspective towards people, becoming more 

open, and he would not judge people based on how they look anymore: 

‘I think I’m far less likely to judge somebody based upon someone 
else’s evidence. Arab is good this one is worse – I just wouldn’t do 
that, I would look at everything – with a wider view. So I wouldn’t 
pigeonhole as much as I might have done before. That’s judging the 
person unfairly.’ JON 

2.3.3.2. Sub-theme: Positive outcomes and emotions concerning the self 

This sub-theme covers participants’ perceptions of positive outcomes related to 

themselves resulting from serving in the military. Some of the participants reported 

that having been through difficult times in the military seems to contribute to their 

resilience. Jon said: 

‘I think I’ve got far more resilience now than I had when I was younger. 
But I think the experiences and the many experiences from operations 
that I’ve been through have probably contributed to my resilience.’ 
JON 

Emma mentioned her deployment to another country and the difficulties she had 

been through there. But, at the same time, she said that those challenges helped her 
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become a stronger person, which seems to play a protective role if she has been 

through similar challenges (i.e., benefit-reminding). 

‘For me, that very much increased my personal resilience, because 
there were some support mechanisms, and now I think if I can move 
to a different country and cope making a life for myself here then I can 
do anything. And I think that’s really very encouraging, despite you 
might still have your moments of self-doubt. You have to remember, 
‘I can achieve everything’.’ EMMA 

Similarly, Andy said that he learned to deal with difficulties through his career in the 

military, because of which he can manage to cope with other challenges in his life 

actively.  

‘That was the most stressful time for me but the most rewarding 
without a doubt. Because you learn so much about yourself, you learn 
that when it comes down to it, you can, you can perform… It makes 
you realise when you’ve been under pressure, you think ‘well hang on 
a minute, this shouldn’t be happening, I need to be doing something 
about this’.’ ANDY 

He also explains how the military has made him more organised and confident, which 

then makes it easy to cope with the problems: 

‘You just gotta organise. If you’ve got problems, they’ve got to be 
sorted, so get them sorted, and if you can’t sort them straight away, 
have a plan whereby in time, or on certain days, they will be sorted. 
The problem may not go away for two or three weeks, but the fact 
you’ve got a plan in place, so you know it will happen, you’re not 
winging it on a prayer. You put in a plan, and that’ll ease a lot of 
tension.’ ANDY 

Some veterans expressed being proud to serve their country, which might buffer the 

impact of negative experiences and memories of combat.  

‘I feel proud of what I’ve done. On November 11th, went down to the 
local town remembrance parade… I felt quite proud then, sort of had 
my medals on, and people were coming up and saying ‘well done’ and 
all the rest of it, and ‘thank you’, and asking me what the medals were 
for, and I thought, well, actually, that’s very nice.’ STEVE 



86 

‘I’m pleased I’ve served, served the country. I’ve got the medal, I’m 
proud.’ ADAM 

Also, serving in the military and having all related experiences promoted pro-social 

behaviours for some veterans. For example, Emma says she is pleased as she’s 

working in a military charity and helping other veterans: 

‘I realised that there is a reality around wanting to support your 
colleagues, that teamwork. I feel very privileged to be doing what I’m 
doing now, helping fundraise to support and provide welfare services 
for potentially people I served with or people who have served.’ 
EMMA  

Jen talked about being a befriender for those who struggle is like paying back to the 

Armed Forces. She says: 

‘It (serving in the Armed Forces) makes you want to go the extra mile 
to help somebody out… I’ve become a befriender as well – I find it very 
rewarding. Both my veterans are in their 90s. I visit them, and they 
really appreciate it. I want to carry on that.’ JEN 

Discussion 

Given the mental health benefits of positive interpretations of adverse experiences 

(e.g., Schok et al., 2008), one of the focuses of this study was to understand whether 

UK veterans report any positive outcomes of their military career and how these 

positive perceptions manifest. Many of the study participants reflected on their 

experiences and identified some benefits of serving in the military. The sub-themes 

outlined in the results section partially contain some domains in the territory of 

posttraumatic growth and expand it. For example, the ‘greater appreciation of life’, 

and ‘relating to others’ dimensions share some commonalities with the theme 

’changes in outlook on the world and other people’, whilst the ‘positive outcomes 
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and emotions concerning the self’ theme is aligned with the ‘identifying new 

possibilities’ and ‘realising personal strength’ domains of PTGI.  

A recent qualitative study (Palmer et al., 2017) also examined how PTG takes form in 

a group of veterans following PTSD treatment (provided by a veteran charity, lasted 

six weeks and involved 15 one-to-one and 55 group sessions). Treatment focused on 

working on trauma memories related to military service. Themes described the lived 

experiences of PTG following trauma and were partially in line with my themes (e.g., 

connecting to others, acceptance of nuance in adverse events and emotions). 

However, it should be noted that their study participants’ responses to the interview 

questions might reflect the perception of changes related to PTSD treatment rather 

than unique perceptions of PTG. Also, they pre-screened their participants based on 

their PTGI scores measured previously. They recruited the participants for the 

interviews if they had higher scores on the PTGI measure.  

However, I was interested in how participants see their negative experiences and 

what positive meaning they assign to those experiences regardless of their past 

treatment. Also, I was interested in whether any aspects of posttraumatic growth 

naturally emerged from the interviews. Thus, my focus was on a greater picture of 

reflections of being a veteran, not specifically on PTGI domains. Nevertheless, 

findings indicated that UK veterans identify positive changes in line with the common 

PTG measures when reflecting back on their adverse experiences related to their 

military career. 

In line with previous quantitative studies (Pietrzak et al., 2010a; Tsai et al., 2015; 

Murphy et al., 2017) and a systematic review (Mark et al., 2018; Habib et al., 2018), 

the findings of the current study showed that veterans report some forms of 
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posttraumatic growth and evaluate stressful experiences in positive terms. However, 

it is also essential to evaluate the function of such positive reappraisals. For example, 

in a systematic review of studies, Schok et al. (2008) found that veterans who 

appraised their combat zone experiences positively reported better psychological 

adjustment. Taking a positive outlook on negative experiences through positive 

reframing may prevent poorer mental health outcomes.  

The findings within this theme also supported this argument to some extent. 

Veterans of this study were able to reframe the challenging situation to change their 

perspective on how they see the world, themselves and others. Some of them also 

reported that they have become stronger because of challenges in their career and 

mentioned that knowing ‘how strong they currently are’ helps them overcome daily 

stressors (i.e., benefit-reminding), indicating the importance of such self-enhanced 

perceptions. It is important to note that I do not argue that the presence of growth 

denotes the absence of distress. Still, some aspects of positive perceptions can go 

along with distress and, more importantly, may promote well-being, as evidenced in 

the literature (Schok et al., 2008).  

Overall, this study indicated that subjective evaluations of the situations and self are 

vital to making sense of threatening events related to the military. The interviews 

and themes resulting from the IPA covered some of the negative appraisal processes 

which were also specified by the IMV. When reflecting back on the adverse 

experiences and their military career, the participants of this study also identified 

positive outcomes in alignment with the commonly reported aspects of PTG, such as 

perceiving a stronger self, and having better relationships with others. 
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2.3.4. Limitations  

This study has several limitations. Firstly, some participants left the military service 

more than ten years ago and might have struggled to recall their military-related 

memories. Secondly, I used convenience sampling and recruited the participants 

through a military charity (e.g., RAFA) which presents potential limitations. Some of 

the veterans were working in the charity at the time of the interviews and were well-

adjusted to their civilian lives. Research on veterans struggling with reintegration into 

their lives after leaving the military could be targeted to understand their lived 

transition experiences. Also, the mean age for the study participants was 57, whereas 

younger veterans who left the service recently are at the most risk for suicidal 

thoughts and behaviours (Kapur et al., 2009). I could not reach younger veterans 

since the members of the charity I was working with were mainly older veterans. This 

might be because the younger veterans are likely to feel more uncomfortable seeking 

care from veteran charities as they would feel not fitting into these organisations 

(Ouimette et al., 2011). Therefore, it is crucial for future research to examine how 

younger veterans evaluate and understand their challenging experiences and 

whether they assign positive meanings to those experiences. Furthermore, it is 

crucial for future research to explore negative self-appraisal in a veteran population 

with suicidal ideation. This might provide a clearer understanding of the experiences 

of defeat and entrapment and how suicidal thoughts are triggered by these 

appraisals.    
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2.4. Conclusion of the chapter 

The current study explored how veterans make sense of the challenging experiences 

related to their military careers. Findings provided an understanding of the personal 

evaluations of the events and perceptions of positive outcomes of serving in the 

military.  

The themes identified showed that veterans encountered many challenges, including 

adjustment problems and traumatic experiences. Some of them interpreted these 

adverse experiences negatively, triggering poorer mental health. Importantly, two 

out of eight participants (25%) reported past suicidal thoughts because of military-

related experiences. To manage distress during and after the deployments, they used 

different coping strategies, with some perceiving positive changes, potentially 

resulting from a positive reinterpretation of the events and self-enhancement 

cognitions.  

Despite the limitations (e.g., older veterans, veterans without current suicidal 

ideation), the present qualitative exploration showed that 1) negative appraisals of 

the self and others can be triggered by military-related stressor exposure and may 

influence mental health of veterans and 2) identified positive changes were aligned 

with the domains of PTGI.  

Although the study participants did not report suicidal ideation at the time of the 

interview, our findings indicated that some of the IMV components seem relevant to 

this population when distressed, given the specific trauma exposure and its 

consequences (e.g., moral injury, self-blame). However, further qualitative research 

is needed to understand the temporal relationships between IMV components while 
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suicidal ideation is present. This might further clarify the suitability of this model in 

this population. 

In addition, PTGI seems to be a suitable tool to measure and capture posttraumatic 

growth experience within the UK veteran populations. The following chapter will 

explore the role of posttraumatic growth through the IMV.   
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Chapter 3 Correlational Study with Veterans 

3.1. Chapter Introduction 

In the previous qualitative study, I explored the personal experiences of a group of 

UK veterans with operational deployment experience. I was particularly interested in 

exploring whether posttraumatic growth is reported within this sample and whether 

suicide risk factors are experienced due to their service in the UK Armed Forces. 

Although it was a relatively small sample size, two out of the eight veterans reported 

past suicidal thoughts due to their experiences while serving and since leaving the 

service. Furthermore, many participants also reported some suicide risk factors 

identified by the IMV (O’Connor & Kirtley, 2018), despite my focus not being on the 

IMV in the interviews. Some examples of these risk factors are experiencing highly 

challenging/traumatic life events, lack of social support after they left the military, 

sense of failed belonging in civilian life, pointing out the increased suicide risk within 

this population.  

Besides, when asked to reflect back on past experiences related to their military 

career, veterans reported some degree of perceptions of posttraumatic growth, 

showing its relevance within this population.  

Since identifying risk and protective factors for suicidal thoughts among veterans 

should be a priority for research (Levi-Belz & Zerach, 2018), theoretical models 

should be utilised to provide explanations for the underlying mechanism of risk and 

protective factors and their associations with suicidal thoughts and behaviours.  

Given that perceptions of PTG are suggested as a protective factor for suicidal 

thoughts and behaviours among military personnel in past research (Bush et al., 
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2011), it is now essential to explore the underlying mechanism of this relationship, 

as it was not uncovered in the past research. To explore this research gap, I used the 

IMV as a baseline for my research (for the reasons previously stated in the 

Introduction chapter) to explore the relationships between key variables in the IMV 

and PTG. 

3.1.1. The aim of the current study and hypotheses 

The current study investigates: 

1) how IMV variables are related to each other in a group of deployed 

veterans 

2) how perceiving posttraumatic growth as a result of past adverse 

experiences in the military is related to suicidal ideation within the context of 

the IMV. 

According to the IMV, two types of moderators can influence and prevent the 

transition from defeat to entrapment and from entrapment to suicidal ideation 

(Figure 3.1). I argue that PTG could act as one of the moderators in this model. The 

idea for examining PTG as a protective moderator for suicidal ideation is 

strengthened through existing research indicating an inverse relationship between 

perceived PTG and suicidal thoughts (Yu et al., 2010; Bush et al., 2011) and the coping 

aspect of PTG (e.g., Taylor, 1983; Tennen & Affleck, 2002). 
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Figure 3.1 

The motivational phase of the IMV  

 

This study was planned to test the moderating effect of PTG within two populations: 

veterans and the general population. However, I could not reach a sufficient number 

of veteran participants to test the moderating effects. The main reason for failing to 

achieve the targeted sample size (based on a priori power analysis4) is the difficulty 

in reaching veterans through social media and online advertising. I had posted study 

details on many Facebook pages that veterans follow as well as some other local 

community Facebook groups. In addition, I contacted different charities, and some 

agreed to advertise my study on their social media channels, such as Twitter. Royal 

Air Force Association (RAFA) in Leicester played an essential role in promoting our 

study, through which many participants completed my study. Nevertheless, I could 

not reach enough participants to test the moderating effects.  

 

4 Power analysis (Faul et al. 2007) indicated that I needed 493 participants to test PTG as a threat to 

self moderator. Furthermore, 2619 participants would be needed to test PTG as a motivational 

moderator. Please see the OSF pre-registration for further information on power analysis.  

https://osf.io/nhtku/?view_only=d46ee0956f0249f696183e4f7305ef55. 

 

 

https://osf.io/nhtku/?view_only=d46ee0956f0249f696183e4f7305ef55
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3.1.2. Revised research questions and hypotheses: 

Due to the recruitment problems mentioned above, we, as a research team, revised 

the research questions as follows: 

1) What are the relationships between IMV variables in a veteran population? 

2) What are the associations between perceptions of PTG resulting from past 

adverse experiences (while serving in the military) and three key components 

of the IMV, namely, defeat, entrapment, and suicidal ideation? 

I expected to find the proposed relationships suggested by the IMV: 

H1: There will be a significant positive relationship between defeat and 

entrapment. 

H2: There will be a significant positive relationship between entrapment and 

suicidal ideation. 

I also expect negative correlations between perceived PTG and IMV variables.  

H3: There will be a significant negative relationship between perceived PTG 

and defeat, entrapment and suicidal ideation.  

Depression and anxiety measures were included in the survey as they were planned 

to be added in the moderation analyses as covariates. However, since I revised my 

research questions, I will include these measures to examine their correlational 

relationships with other IMV variables as well as PTG.  

H4: There will be significant positive associations between depression and 

anxiety and the IMV variables. Depression and anxiety will be inversely linked 

to perceived PTG. 
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3.2. Method 

This study has a cross-sectional design where participants completed an online 

survey. The research questions, hypotheses, and analytical strategy were pre-

registered on the Open Science Framework prior to data collection. The registration 

and the information about the project can be found through this link: 

https://osf.io/nhtku/?view_only=d46ee0956f0249f696183e4f7305ef55. 

3.2.1. Participant recruitment 

Inclusion criteria for taking part in this study were: 

- Being a veteran from one of the UK military services.  

- Experiences of active military duty as part of their service.  

- Veterans that are aged 18 or over.  

Participants were recruited via 1) opportunity sampling: posters, social media 

(Twitter, Facebook groups), and 2) external organisations, such as charities. 

Particularly, I had the full support of the Royal Air Force Association (RAFA) in 

Leicester to recruit our participants from their member database. RAFA acted as the 

gatekeeper by emailing/mailing the study information to members who have 

indicated to RAFA that they wish to be contacted about research opportunities. This 

allowed RAFA to safeguard its members’ contact information. Interested participants 

have clicked the link in charities’ advertisements and completed the survey. They 

were asked to contact the research team directly if they had any questions. 

Additionally, each participant had an anonymous code associated with their data. 

This allowed the researcher to identify participant’s data if they wished to withdraw 

from the study. 

https://osf.io/nhtku/?view_only=d46ee0956f0249f696183e4f7305ef55
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3.2.2. Participants and Procedure 

Overall, 102 veterans accessed the survey link; however, 34 (33.3%) had not 

answered any questions, indicating they had just opened the survey and closed the 

window without completing the questionnaire. The age range of the remaining 68 

participants was between 33-84, with a mean of 54.76 (SD=13.32). The average time 

since they left the Armed Forces was 22 years ago (year range= 1957-2019; M= 2000, 

SD=15.23). Fifty-one participants identified as male (75%) and 17 as female. All 

participants self-identified as White (98.5%) except for one who identified as other – 

English/South American. 26 of the veterans left the service due to competition of 

engagement (38.2%), 19 due to voluntary early release (27.9%), 13 medically retired 

(19.1%) and nine due to other reasons (e.g., marriage, pregnancy).   

3.2.2.1. Participant compensation 

Participants were entered into a prize draw by writing their email addresses once 

they completed the study. To ensure the anonymity of the data and prevent linking 

the data to individuals’ email addresses, I obtained email information in a separate 

survey in Qualtrics, which was accessed through the button at the end of the survey.   

3.2.3. Ethical considerations 

Ethical approval was obtained from the School of Psychology’s ethics committee 

(S1179). Any veterans with deployment experience could take part regardless of 

whether they have had a mental health condition in the past or not. However, 

participants might have mental health conditions either in the past or at the time of 

the recruitment (depression, posttraumatic stress disorder), mainly due to their 

involvement in combat zones. 
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I took several steps to minimise the unexpected negative consequences of taking part 

in this study. Firstly, participants were explicitly informed in the information sheet 

(see Appendix D for the materials) and the recruitment letter that they would be 

asked potential stressful life event questions related to their experiences, i.e. 

previous or current suicide ideation. Secondly, the information sheet strongly 

emphasised the voluntary nature of participation in this study. Thirdly, at the end of 

the survey, I provided participants with a comprehensive list of support services 

(including the services recommended by RAFA) and an email of the researcher in case 

they wish to contact the researcher later. Samaritans’ number was stated on each 

page of the survey. The researcher also sent the study materials to Rory O’Connor 

(Director of Welfare & Policy in RAFA) to ask for his feedback/advice on the materials 

(necessary arrangements had been made considering the feedback). 

3.2.4. Materials 

Participants completed the study online using Qualtrics, including these measures in 

the presented order: 

Demographic form: collects demographic information, such as gender, age, 

marital and employment status. 

Military-related demographic form: I collected military-related 

characteristics from every participant. These include the year they joined and left the 

service and why they left (e.g., medically retired, competition of engagement).  

Defeat Scale: This scale assesses the sense of failed struggle and losing rank, 

with higher scores indicating greater feelings of defeat (Gilbert and Allan, 1998). An 

example item from the scale: ‘I feel defeated by life’. Participants were asked to 

answer these questions considering the past year and responded on a five-point 
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Likert scale ranging from ‘never’ to ‘always’. The scale has an excellent Cronbach’s 

alpha reliability score of .97. 

Entrapment Scale: This scale assesses perceptions of being unable to escape 

from an adverse situation (Gilbert and Allan, 1998). An example item from the scale: 

‘I am in a situation I feel trapped in’. The questions asked whether participants 

experienced any of these perceptions during the past year on a five-point Likert scale, 

ranging from ‘not at all like me’ to ‘extremely like me’. Higher scores indicated 

greater feelings of entrapment during the past year. Reliability for this scale was high 

(α = .97) 

Depressive Symptom Index – Suicidality Subscale (DSISS): This scale has 4-

items in which frequency and intensity of suicide ideation and impulses are assessed. 

Higher scores indicate greater severity of suicide ideation during the past year (Joiner 

et al., 2002). Scores on each item range from 0 to 3 (e.g., "I do not have thoughts of 

killing myself" to "I always have thoughts of killing myself"). This scale’s reliability 

score was excellent (α = .93).  

28 (41,2%) out of 68 participants reported at least some degree of suicidal ideation 

within the past year (i.e. DSISS scores are one or greater). 

Posttraumatic Growth Inventory – Short Form (PTGI-SF): This 10-item scale 

(Cann et al., 2010) was used to assess perceived positive outcomes in response to 

the stressful events that veterans experienced while serving in the Armed Forces. 

Participants were asked to think about the most challenging experience during their 

time in the military service, and they responded to PTGI questions based on that 

experience. The PTGI-SF has 2-items on the following domains of PTG: personal 

strength, appreciation of life, relating to others, new possibilities and spiritual 
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change. Respondents answered each item on a six-point scale, ranging from (0) ‘I did 

not experience this change as a result of the event' to (5) 'I experienced this change 

to a very great degree as a result of the event'. An example item from the scale 

includes: 'I have a greater appreciation for the value of my own life'. The scale’s 

reliability score was .86. 

Hospital Anxiety and Depression Scale: This scale5 was used to assess 

symptoms of anxiety and depression (Zigmond and Snaith, 1983) on a 4-point scale, 

indicating the strength of agreement with each item (from 0 to 3). It consists of 14 

questions, of which 7 correspond to the anxiety subscale (example item: ‘Worrying 

thoughts go through my mind’ with these possible answers: a great deal of the time, 

a lot of the time, from time to time- but not too often, only occasionally) and 7 

correspond to the depression subscale (example item: ‘I have lost interest in my 

appearance’ with these possible answers: definitely, I don't take as much care as I 

should, I may not take quite as much care, I take just as much care as ever). The 

reliability score for the anxiety sub-scale was .92;  for the depression sub-scale, it was 

.89.  

3.2.5. Data Analytic Strategy 

To explore the revised research questions, I conducted a partial correlational analysis 

to examine the associations between PTG and the IMV variables, defeat, 

entrapment, suicidal ideation while controlling for depression and anxiety scores. I 

 

5 These variables were included in the survey as they were specified as covariates in the planned 

moderation analysis. I did not run the moderation analysis, nevertheless, I included depression 

and anxiety in the correlation analysis to explore their relationships with PTG and other IMV 

variables. 
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was particularly interested in the relationship between PTG and suicidal ideation as 

well as two key risk factors for suicide according to the IMV, namely, defeat and 

entrapment.  

As an exploratory analysis, I conducted a simple linear regression analysis to explore 

the predictive influence of the study variables on suicidal ideation, using 

bootstrapping approach set at 1000 samples. I included suicidal ideation as the 

outcome variable; defeat, entrapment, PTG, depression and anxiety as the 

predictors. All analysis was conducted in SPSS 28. 

3.3. Results 

3.3.1. Preliminary Analysis 

The cut-off point for survey completion rate was determined as 75% (Wetherall et 

al., 2019), meaning that participants’ data were excluded if they did not complete at 

least 75% of each scale. This resulted in excluding 34 (33.3%) of 102 participants' data 

before we ran the analysis. There were not any significant differences in age (t(84) = 

.60, p =.992), gender (χ² (1) = .034, p = .855) and ethnicity (χ² (1) = .260, p = .610) 

between the excluded data (N=34) and our data (N=68).  

After removing those whose completion rate was below 75% for each scale, 0.73% 

of data were missing. The missing data patterns were checked against demographic 

characteristics. There was no systematic bias in the missingness of any of the 

measures, indicating that missingness is at random. Therefore, we applied the 

Expectation Maximisation (EM) technique to replace missing items in the scales (see 

OSF registration).  
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3.3.2. Correlations between variables 

Pre-analysis checks were examined (linearity, outliers). Skewness and kurtosis values 

indicated that the data for entrapment, suicidal ideation and depression scales were 

not normally distributed. Since I did not recruit participants from clinical groups, our 

data in these scales were positively skewed (i.e. scores were closer to zero), which 

were not successfully corrected by either square root transformation or log 

transformation.  

Therefore, I conducted correlation and regression analyses using a bootstrapping 

approach set at 1000 that deals with potential bias in the data, such as skewness. It 

is a robust method to handle assumption violations by resampling and drawing large 

numbers of smaller samples within the dataset (Field, 2017).  

Partial correlations between study variables, while controlling for depression and 

anxiety scores, are presented in Table 3.1 below. As hypothesised, defeat was 

significantly correlated with entrapment (H1), and entrapment was significantly 

correlated with suicidal ideation with large effect sizes6 (H2). PTG was negatively 

associated with defeat and entrapment with large effect sizes, while it was not 

significantly related to suicidal ideation (H3).  

 

 

 

 

6 Effect size interpretations were based on Gignac & Szodorai’s (2016) categories of effect size. 
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Table 3.1 
Correlations, means and standard deviation of defeat, entrapment, suicidal ideation 
and PTG 

Variable 1 2 3 4 

1. Defeat -    

2. Entrapment .393 

[.186, .551] 

-   

3. Suicide Ideation .099 

[-.147, .315] 

.535 

[.312 .725] 

-  

4. PTG -.300 

[-.493, -.078] 

-.338 

[-.543, -.136] 

-.035 

[-.286, .216] 

- 

M 25.29 21.22 1.87 21.15 

SD 14.00 17.65 2.50 10.18 

Range 0-64 0-64 0-12 0-50 

Note. Bootstrapped bias corrected and accelerated (BCa) confidence intervals are reported in 

brackets. N=68 

To test whether the study variables predict suicidal ideation, I conducted an 

exploratory regression analysis. The overall regression model was statistically 

significant (R2 = .66, F(5, 62) = 23.68, p<.001). I found that only entrapment and 

depression significantly predicted suicidal ideation, indicating that individuals with 

higher levels of depression and entrapment are more likely to think about suicide. 

PTG did not predict suicidal ideation (see Table 3.2 for the regression findings). 

Table 3.2 
Regression analysis on suicidal ideation with defeat, entrapment, PTG, depression 
and anxiety scores  

Variable B SE 95% BCa 

1. Defeat -.031 .033 [-.104, .051] 

2. Entrapment .117 .020 [.080, .156] 

3. PTG .026 .021 [-.017, .060] 

4. Anxiety -.080 .088 [-.368, .009] 

5. Depression .280 .086 [.108, .415] 

Note. Unstandardised parameter estimates are presented. Bootstrapped bias corrected and 

accelerated (BCa) confidence intervals are reported. N=68 
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3.4. Discussion 

This study addressed two main research problems:  

1) the associations between IMV variables in a group of UK veterans 

2) the relationships between these variables and perceived PTG in this population. 

The correlations between the IMV variables 

To address the first research question, I examined the relationships between IMV 

variables: defeat, entrapment, suicidal ideation while controlling for depression and 

anxiety scores. Although I could not explore the dynamic relationships between 

these variables due to the design of the study (i.e., cross-sectional correlational 

study), the results supported the IMV's assumptions. IMV suggests that defeat will 

be related to entrapment. In the current study, we also found that defeat and 

entrapment are correlated with a large effect size (r=.39), indicating that individuals 

feeling defeated/humiliated by adverse life events are likely to feel trapped. These 

results are in line with past studies which found similar associations between these 

two variables (e.g., Dhingra et al., 2016; Russel et al., 2018)  

In addition, the significant correlation between entrapment and suicidal ideation 

(r=.53) indicates that when one feels trapped because of adverse life circumstances, 

then one is likely to think about suicide, supporting past evidence (Dhingra et al., 

2016, Wetherall et al., 2019).  

Results showed that defeat was not associated with suicidal ideation, which 

strengthens IMV’s assumptions regarding the mediating role of entrapment between 

defeat and suicidal ideation as supported by previous research (e.g., Dhingra et al., 

2016; Wetherall et al., 2022). In addition, regression analysis indicated that not 
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defeat but entrapment predicted suicidal ideation, suggesting entrapment as 

proximal risk factor for suicidal thoughts. Overall, these results strengthen the 

mediating role of entrapment within the motivational phase of IMV, despite other 

research failed to support its mediating function (Ng et al., 2016, Tucker et al., 2016). 

Correlations between perceived PTG and the IMV variables 

To address the second research question, I examined the correlations between 

perceived PTG and IMV variables, defeat, entrapment, suicidal ideation, while 

controlling for individuals' depression and anxiety levels. 

Correlational analysis revealed significant negative relationships between 

perceptions of PTG from a past adverse event and defeat and entrapment; while 

controlling for the influence of depression and anxiety scores. The effect sizes for 

these relationships were large, and the results indicated that veterans who perceive 

positives when reflecting on past adverse experiences are less likely to feel defeated 

and trapped. Thus, identifying positive outcomes resulting from adversity seems to 

be associated with less negative appraisals regarding the self, others and the 

negative situations. Veterans who perceive and interpret adverse events with 

positive terms can positively re-frame the challenging points in their lives (e.g., 

positive reappraisal), which is likely to help them cope with life struggles. Thus, they 

do not feel defeated or trapped because of those negative life circumstances. These 

findings may support the idea by Taylor (1983), who argues that self-enhanced 

perceptions about stressful experiences may aid recovery. Also, facilitating 

psychological resilience through using previous experiences as a resource for coping 
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(e.g., benefit reminding) may lead to enhanced well-being (Zoellner and Maercker, 

2006) and reduced risk for defeat and entrapment appraisals.  

The results indicated that PTG was not associated with suicidal ideation, however, 

the overall findings are significant because of several reasons. Firstly, defeat and 

entrapment are two key triggering factors for suicidal thoughts, according to the 

IMV. Evidence showed that defeat and entrapment predicted suicidal thoughts cross-

sectionally (Wetherall et al., 2019) and longitudinally (Ng et al., 2016; Owen et al., 

2018).  

Specifically, Levi-Belz and Zerach (2018) found in their cross-sectional study with 

Israeli veterans that entrapment may serve as a significant suicide risk mechanism 

for this population. They found that moral injury experiences, particularly self and 

betrayal-based thoughts (e.g., I acted in ways that violated my own moral code or 

values), were significantly associated with entrapment, which subsequently 

associated with higher levels of suicidal thoughts and behaviours. In the previous 

qualitative chapter, some participants reported similar moral injury-related thoughts 

during the interviews. For example, Emma said, “The reality that you might have to 

use the weapon and potentially give them life-threatening injuries or kill them… I 

really struggled with that”. Given that such thoughts are common for veterans (e.g., 

Williamson et al., 2019) and may lead to entrapment appraisals (Levi-Belz & Zerach, 

2018), it is crucial to understand what may prevent these individuals from 

experiencing entrapment.  

Notably, I found a significant negative relationship between perceived PTG and 

entrapment, suggesting that such positive perceptions might decrease individuals 

feeling trapped. In other words, perceiving posttraumatic growth might play a role 



107 

as a coping effort and reduce the formation of negative appraisals, entrapment, thus 

reducing the suicide risk. If perceiving PTG from adverse military experiences 

weakens the impact of defeat and entrapment appraisals, it might be utilised for 

future suicide prevention interventions. However, the first step would be to 

understand the relationships between PTG, defeat, entrapment and suicidal ideation 

better. 

Bush et al. (2011), for example, found that perceptions of PTG predicted suicidal 

thoughts, however, the underlying mechanism of this relationship was missing. 

Based on the current study results, one can speculate that PTG may reduce negative 

feelings, such as defeat and entrapment, in turn reducing the likelihood that suicidal 

thoughts emerge. However, based on these correlational relationships, it would not 

be possible to explore the exact role of PTG in the IMV since I was not able to examine 

its protective function within the IMV due to the small sample size.  

Based on these findings, it has now become more critical to explore whether the 

protective influence of PTG is in the motivational phase of the model, given its 

association with defeat and entrapment.  Further research with sufficient resources 

(e.g., time and finances) is needed to understand the relationship between IMV 

constructs and perceived PTG among veterans, which could provide information 

about the function of PTG in times of distress (i.e., when feeling defeated and 

trapped) for this at-risk population. 

3.4.1. Limitations and strengths 

This thesis chapter explored the associations between PTG and IMV variables within 

a veteran population. The first limitation of this study is the small sample size, 

because of which our planned moderation analyses could not be conducted. It is now 
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crucial to examine in a larger sample size whether perceptions of PTG interact with 

the key constructs of the IMV (e.g., defeat and entrapment). Examination of this 

could provide insight into the role of PTG and the underlying mechanism of the PTG-

suicide ideation relationship, thus enlightening potential recovery strategies for 

those at suicide risk.  

Another limitation of this study could be related to the characteristics of our veteran 

participants. Most participants have left the military and become veterans long ago 

(on average, 22 years ago). This might have made it difficult for them to remember 

past adversities when serving and caused recall bias. But this would not significantly 

impact PTG reports as we were interested in whether they could perceive positives 

rather than real pre-post trauma changes (i.e., Tedeschi & Calhoun, 2004), which 

would be a cognitively demanding task.  

Furthermore, nearly all participants were White (98.5%), primarily male (75%). And 

the mean age of our sample was 55, which limits the generalise findings to the 

younger female veterans from different ethnic backgrounds. It is recently discussed 

that younger veterans who left the military a short time after joining are at more risk 

for mental health problems, particularly suicide risk (Kapur et al., 2009). Therefore, 

examining these relationships in a population of younger veterans who left the 

military at a young age is crucial.  

Despite these limitations, the current study is informed by a previously validated 

suicide model (O’Connor & Kirtley, 2018) and demonstrates the importance of 

examining the protective function of PTG against suicide ideation, given the 

associations between PTG and key suicide risk factors. 
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3.5. Conclusion of the chapter 

This thesis chapter explored the relationships between IMV variables within a UK 

veteran sample. I also examined the associations between perceptions of PTG and 

IMV variables: defeat, entrapment, suicidal ideation, depression and anxiety. I found 

significant negative associations between PTG and defeat and entrapment but not 

with suicidal ideation. This may indicate that perceptions of posttraumatic growth 

could decrease the risk for negative feelings about oneself or the situation (i.e., 

defeat and entrapment appraisals), reducing the risk for suicidal thoughts. However, 

given that this was a correlational study with a small sample size, further research is 

needed to explore the suggested moderating effect of PTG. The next chapter 

addresses this and examines the moderating effect of perceived PTG on defeat–

entrapment and entrapment–suicidal ideation relationships with larger sample size. 
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Chapter 4   

Moderating Role of PTG in the Motivational Phase of the IMV 

The Method and Results sections of this chapter have been used from this article: 

Yasdiman, M. B., Townsend, E., & Blackie, L. E. R. (2022). Examining the Protective 

Function of Perceptions of Post-traumatic Growth Against Entrapment and Suicidal 

Ideation. Journal of Affective Disorders, 300, 474-480. 

https://doi.org/10.1016/j.jad.2021.12.118 

4.1.  Chapter Introduction 

In the previous chapter, I examined the associations between perceived PTG and IMV 

components (e.g., defeat, entrapment, suicidal ideation) within a sample of UK 

veterans deployed to operational tours while serving in the military. I found that 

perceived PTG resulting from past adverse experiences during military service was 

negatively correlated with defeat and entrapment appraisals. As highlighted in the 

previous chapter, it is now critical to explore the moderating effects of PTG within 

the context of the IMV. Thus, we can examine if perceived PTG protects against the 

development of suicidal thoughts by influencing other known risk factors for suicide.  

Exploring the moderating role of PTG within the IMV 

The moderators specified by the IMV are suggested to strengthen or weaken the 

transition from defeat to entrapment and from entrapment to suicidal ideation. As 

mentioned in the Introduction chapter, Tucker et al. (2016) and Wetherall et al. 

(2019) examined the protective function of hope and resilience. These studies 

showed that hope and resilience acted as motivational moderators and weakened 

https://doi.org/10.1016/j.jad.2021.12.118
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the relationship between entrapment and suicidal ideation even at greater levels of 

entrapment due to stressful experiences. These studies’ results indicated that 

resilient and motivated individuals to achieve their goals (i.e., a higher degree of 

hope) are at a lower risk of developing suicidal thoughts even when they feel trapped 

because of adverse life circumstances. These findings highlight the utilisation of the 

IMV in identifying and testing protective factors that may decrease the risk for the 

formation of suicidal thoughts. Continued research is now needed to enhance such 

findings through this theoretical framework to aid prevention efforts. Previous 

evidence revealed a significant relationship between PTG and less suicidal thoughts 

in a sample of military personnel (Bush et al., 2011; Strader, 2018) and college 

students (Sheline, 2013). However, as mentioned before, the critical problem with 

these findings is that it remains unclear how PTG can play a potential buffering role 

in decreasing the suicide ideation risk and how PTG relates to the key risk factors 

identified by the IMV, such as defeat and entrapment. Therefore, the current study 

aims to fill this gap by exploring the function of PTG through the motivational phase 

of the IMV in a group of community participants.  
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Figure 4.1 The motivational phase of the IMV with the moderators 

 

4.1.1. The aims and hypotheses of the current chapter 

As emphasised by O’Connor and Kirtley (2018), the IMV can be a starting point for 

the development of intervention since they address potential mechanisms that may 

cause suicidal ideation and behaviours. They suggested targeting examining some 

other factors within the motivational phase of the model to increase the likelihood 

of suicide interventions being effective. The present study followed this idea and 

aimed to examine the role of PTG within the motivational phase of the model.  

Firstly, I will examine whether perceptions of PTG resulting from past adversity 

interact with defeat appraisals in predicting feelings of entrapment (i.e., threat to 

self-moderator). The idea of testing PTG as a ‘threat to self moderator’ was 

strengthened through past research that conceptualised PTG as a coping response 

(Jayawickreme & Blackie, 2014). It is also in line with the view that perceiving benefits 

may reduce the threat of challenging experiences on self-concept (i.e., feelings of 

defeat/humiliation) (Taylor & Brown, 1988). For these reasons, I argue that if an 

individual perceives and reports positive changes in their identity, relationships, their 

outlook on the world as a result of past adverse experiences (e.g., feeling stronger 
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than before), they are less likely to feel trapped even if they are feeling defeated 

because of the current negative challenges.  

Secondly, considering past evidence that revealed a direct negative relationship 

between PTG and suicidal thoughts (Bush et al., 2011; Yu et al., 2010), I will also test 

PTG as a motivational moderator of the IMV to examine whether perceived PTG 

interacts with entrapment appraisals and weakens the transition from entrapment 

to suicidal ideation.  

In contrast to the last two chapters that have focused on UK veterans, a general 

population will be utilised in the current and following chapters to examine the 

research questions, mainly due to difficulties in recruiting veteran participants. 

Given that the IMV was developed to apply across various populations (O’Connor, 

2011), and to our knowledge, this is the first study examining the role of PTG within 

the IMV, recruiting participants from a community sample well suited for the 

research purposes. Indeed, examining risk and protective factors within the 

community samples is also an essential target within the suicide field since some 

individuals experience suicidal misery often in silence (Jobes & Joiner, 2019) and do 

not seek treatment (e.g., Jollant et al., 2022). This has been illustrated with an iceberg 

metaphor, where the tip of the iceberg represents suicide deaths, the second 

observable part as individuals who presents to the clinical services due to suicidal 

and self-harmful behaviours. The below part of the iceberg that is hidden under the 

water represents suicidal and self-harmful thoughts and behaviours that occur within 

the community which do not receive professional treatment and remain unseen 

(e.g., Geulayov et al., 2018, Jollant et al., 2022), underlining the importance of suicide 

research in community settings to reduce suicide deaths.  
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In addition, general population samples are important in studying suicide because 

they provide a comprehensive representation of the population and allow for a 

broader understanding of suicide patterns and trends. Thus, findings revealed from 

general population samples may help to ensure that these findings are 

representative and can be generalised to the wider population, which is crucial when 

trying to understand the complex issues surrounding suicide and suicidal mind. 

Moreover, studying the general population helps to identify the factors that may be 

contributing to the high incidence of suicide in certain groups and to identify 

populations that are at high risk. This information can then be used to develop 

targeted prevention and intervention strategies and allocate resources where 

needed most.  

Thus, understanding risk and protective factors within community samples becomes 

crucial to promoting evidence-based community prevention strategies.  

4.1.2. Hypotheses of the study 

In summary, given the calls for exploring suicide protective factors (e.g., O’Connor & 

Nock, 2014; Rabon et al., 2018), this thesis aims to advance the existing knowledge 

on the PTG-suicidal ideation relationship and fill the research gap regarding the 

protective role of posttraumatic growth against suicidal thoughts.  

In the current chapter, I will examine whether perceiving PTG from past adverse 

experiences interacts with other known risk factors for suicide and acts as a 

motivational-phase moderator (see Figure 4.1 above) within a group of community 

participants. These are the hypotheses of the current study: 

H1: I hypothesised that PTG would interact with defeat appraisals and hamper the 

transition from defeat to entrapment (Figure 4.2). In other words, individuals high in 
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PTG would report lower suicidal ideation even when they feel defeated and 

humiliated.  

H2: I also examined an alternative hypothesis to determine if PTG interacted with 

entrapment appraisals to hamper the transition from entrapment to suicide ideation. 

In other words, individuals high in PTG would report lower suicidal ideation even 

when they experience feelings of entrapment (Figure 4.3).  

Figure 4.2 
Moderation Hypothesis: PTG as a Threat to Self-Moderator in the IMV 

 

Figure 4.3 
Moderation Hypothesis: PTG as a Motivational Moderator in the IMV 

 

4.2.  Methods 

In order to follow a transparent scientific approach, the research questions, 

hypotheses, and analytical strategy were pre-registered on the Open Science 

Framework prior to data collection. The registration DOI is: 10.17605/OSF.IO/NHTKU 

Entrapment Suicidal 

ideation 

ideation 
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4.2.1. Participants 

Non-clinical samples are widely employed as a proxy for clinical samples in model 

testing studies (Pelton & Cassidy, 2017), which is essential given the hidden nature 

of suicidal thoughts and the fact that most people who think about suicide do not 

seek treatment (Bruffaerts et al., 2011). As a result, I collected a large community 

sample for this study. 

To examine the research questions in a methodologically rigorous manner, I 

conducted an a priori power analysis using G*Power (Faul et al., 2009) to determine 

the required sample size (see the OSF registration). The power analysis indicated that 

493 participants were required to test the first hypothesis, and 2,619 were required 

to test the second hypothesis. I conducted the moderation analysis in line with our 

pre-registered hypothesis for the H2 (i.e., PTG interacts with entrapment and 

predicts suicide ideation); however, I note here that the analyses were 

underpowered, and caution should be applied when interpreting the theoretical 

significance of the findings for H2. 

730 participants started the survey; however, 239 were excluded for the reasons 

stated in the ‘data analytic strategy’ section below (e.g., missing data). The remaining 

521 participants consist of 315 females (60.5%) and 193 males (13 of whom did not 

identify as male or female), with an age range of 18-82, M = 30.4 years, SD = 13.6. Of 

the 521 participants, 445 identified as White, 40 as Asian, 17 as mixed race, ten 

individuals used the open-text option, and nine did not provide their ethnicity. A total 

of 309 participants (59.3%) reported at least some degree of suicidal ideation during 

the past year (i.e., suicidal ideation scores higher than zero).  
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4.2.2. Procedure and Materials 

All data were collected through a cross-sectional questionnaire administered online 

using Qualtrics software. The study was advertised online, including Prolific, Reddit, 

and Facebook. Recruitment was not topic-blind; participants were informed that the 

survey contained some questions about suicidal thoughts. We highlighted that we 

were recruiting participants with or without mental health challenges. After 

participants had read the information sheet and given consent (see Appendix D for 

the study materials), they provided their age, gender and ethnicity, followed by the 

questionnaires outlined in the next section and finished with a positive mood 

induction task. Participants recruited via Prolific were compensated with £1.70 (in 

accordance with prolific payment recommendations). Participants recruited through 

other platforms were offered the opportunity to be entered into a raffle to win one 

of the 16 Amazon vouchers (£20). Ethical approval was obtained from the authors’ 

School Ethics Committee prior to data collection (S1179).  

Participants completed the questionnaires in the order specified below: 

Defeat Scale: The 16-item Defeat Scale developed by Gilbert and Allan (1998) 

was used to assess participants’ feelings of failed struggle, losing rank, and defeat in 

the past year on a five-point Likert scale, ranging from 'never' to 'always'. Higher 

scores indicate greater feelings of defeat. A sample item from the scale is "I've felt 

like I have lost important battles in life." Cronbach's Alpha for the present sample was 

.96. 

Entrapment Scale: The 16-item Entrapment Scale developed by Gilbert and 

Allan (1998) was used to assess participants’ perceptions of being unable to escape 

feelings of defeat and rejection in the past year on a five-point scale, ranging from 
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'not at all like me' to 'extremely like me'. Higher scores indicate greater feelings of 

entrapment. A sample item from the scale is "I have been in a situation I am trapped 

in." Cronbach's Alpha here was .95. I should note here that a psychometric evaluation 

was initially conducted on this scale, and it was found to have two sub-components 

of entrapment: external and internal. External entrapment refers to feeling trapped 

by external factors such as difficult relationships or financial problems (e.g., I’m in a 

relationship I can’t get out of), while internal entrapment refers to feeling unable to 

change negative aspects of oneself (e.g., I feel powerless to change myself). 

However, further use of the scale has shown conflicting results and it is now believed 

that entrapment may be a single, interconnected concept rather than two separate 

sub-components (Tucker et al., 2016; Taylor et al., 2011) 

Suicidal Ideation: The Depressive Symptom Index – Suicidality Subscale 

(DSISS) measured the frequency and intensity of suicide ideation and impulses during 

the past year. Scores on each item range from 0 to 3 (e.g., “I do not have thoughts of 

killing myself” to “I always have thoughts of killing myself”). Higher scores indicate 

greater severity of suicide ideation during the past year (Joiner et al., 2002). 

Cronbach’s Alpha here was .91. 

Stressful Life Event: The Trauma History Screen (THS) was used to determine 

the most distressing and challenging life event participants had experienced in their 

lifetime (Carlson et al., 2011). Participants were asked to indicate whether the event 

in the 14-item checklist (e.g., a really bad car, boat, train or aeroplane accident) 

occurred (‘yes’ or ‘no’). They were then asked to think about the selected event and 

briefly describe what happened. Finally, participants were asked how much the event 

bothered them emotionally; ratings were from 1 (‘not at all’) to 5 (‘very much’). 
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Examples of the events that participants reported included the sudden death of loved 

ones, sexual and physical abuse, car accidents with injuries, and suicide attempts.  

Post-traumatic Growth: The 10-item Post-traumatic Growth Inventory – 

Short Form (PTGI-SF; Cann et al., 2011) was used to assess participants’ perceptions 

of positive outcomes occurring in response to the distressing life event that they 

reported in the previous question (i.e., THS). The PTGI-SF has 2-items on the 

following domains of PTG: personal strength, appreciation of life, relating to others, 

new possibilities and spiritual change (Tedeschi & Calhoun, 1996). Respondents 

answered each item on a 6-point scale, ranging from (0) ‘I did not experience this 

change as a result of the event’ to (5) ‘I experienced this change to a very great degree 

as a result of the event’. An example item from the scale includes: ‘I have a greater 

appreciation for the value of my own life’. Cronbach’s Alpha here was .90. 

Anxiety and Depression: The Hospital Anxiety and Depression Scale (HADS) 

was used to assess symptoms of anxiety and depression (Zigmond & Snaith, 1983) on 

a 4- point scale indicating the strength of agreement with each item (from 0 to 3). It 

consists of 14 questions, of which seven correspond to the anxiety subscale (example 

item: ‘Worrying thoughts go through my mind’ with these possible answers: a great 

deal of the time, a lot of the time, from time to time- but not too often, only 

occasionally) and seven correspond to the depression subscale (example item: ‘I have 

lost interest in my appearance’ with these possible answers: definitely, I don’t take as 

much care as I should, I may not take quite as much care, I take just as much care as 

ever). Cronbach’s Alphas were .84 and .82 for anxiety and depression, respectively. 
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4.2.3. Data Analytic Strategy 

All pre-registered analyses were conducted in SPSS 24. The cut-off point for survey 

completion rate was determined as 75% (Wetherall et al., 2019); thus, an individual’s 

data were excluded if they did not complete at least 75% of each scale. Two hundred 

and eighteen participants (28.68%) out of 760 were excluded. There were not any 

significant differences in age (t(688) = 1.32, p =.168), gender (2(2) = 2.15, p = .341) 

and ethnicity (2(5) = 8.99, p = .110) between the excluded data (N=218) and 

retained data (N=542). I performed an Expectation Maximisation technique to 

replace missing items in the data for participants who met or exceeded the 75% 

threshold. After removing those for whom the completion rate was below 75% for 

each scale, 0.16% of data were missing. The missing data patterns were checked 

against demographic characteristics. There was no systematic bias in the missingness 

of the following measures; Entrapment Scale, PTGI-SF, DSISS, and HADS, indicating 

that missingness is at random. Therefore, we applied the Expectation Maximisation 

(EM) technique to replace missing items in these scales. This technique is an iterative 

way to approximate the set of data parameters when the data are not complete. We 

found that the missingness in the Defeat Scale was not missing at random; therefore, 

we did not impute data for the missing items (N=15, 0.17% of the whole observations 

of defeat measure) in the defeat scale.  

Bivariate correlation analyses were conducted to test simple relationships between 

study variables. As can be seen in the correlations table below, defeat and 

entrapment were highly significantly correlated (r= .84). We ran our pre-registered 

analyses despite this high correlation, given the theoretical importance of the 

distinction between these two variables in the IMV. This analysis strategy is 
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consistent with other published research that has similarly found a high correlation 

(e.g., Tucker et al., 2016). 

I used Hayes’ PROCESS macro for SPSS (2012) to explore our primary and secondary 

moderation hypotheses to test the interaction between 1) PTG and defeat and 2) 

PTG and entrapment. The PROCESS macro uses regression to test moderation 

effects. This method calculated the conditional effect of defeat on entrapment at 

different values (-1 SD, +1 SD) of the moderator (i.e. PTG) with bootstrapping set at 

5000 samples. Z-standardization was also performed to facilitate the interpretation 

of the regression weights (Hayes, 2018). I examined outliers and ensured the data 

met the regression assumptions required before conducting moderation analyses 

(i.e., normality of residuals, homoscedasticity, VIF scores and outliers). I identified 

outliers in the data by calculating Mahalanobis and Cook’s distance and Leverage 

values (Cohen et al., 2013) and removed 21 participants’ data that exceeded the cut-

off scores for two or more of these values7. All regression assumptions were met 

except for homoscedasticity. I, therefore, report heteroscedasticity-consistent 

standard errors (HC4; Hayes & Cai, 2007) to account for this violation. I controlled for 

the influence of depression and anxiety in all analyses. 

 

7 We used numerous outlier indicators to balance removing a portion of our sample against the 

possibility that the discrepant data points have an undue influence. 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6300714/#bib0070
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4.3.  Results 

4.3.1. Correlations 

Correlations between all variables are presented in Table 4.1. All variables were 

significantly associated with each other in the predicted directions. Suicide ideation 

was positively correlated with defeat, entrapment and anxiety with large effect sizes 

and depression with medium effect sizes (Gignac & Szodorai, 2016). PTG was 

negatively associated with defeat and suicide ideation with medium effect sizes, and 

it was negatively correlated with entrapment, anxiety and depression with small 

effect sizes (Gignac & Szodorai, 2016). 

Table 4.1 
Means, Standard Deviations and Correlation Coefficients of All Study Variables  

Variable 1 2 3 4 5 6 

1. Defeat -      

2. Entrapment .836** -     

3. Suicide Ideation .628** .661** -    

4. PTG -.213** -.163** -.245** -   

5. Anxiety .636** .712** .506** -.107* -  

6. Depression .718** .669** .470** -.142** .596** - 

M 28.85 26.91 2.73 17.84 10.17 6.89 

SD 13.80 16.53 2.82 11.76 4.63 4.27 

Range 0-64 0-64 0-12 0-50 0-21 0-21 

Note. * p<.05, ** p<.01. N=521; N= 506 for defeat scale. 

4.3.2. Main hypothesis testing 

To examine the first hypothesis (H1) that PTG would moderate the relationship 

between defeat and entrapment, I conducted a moderated regression analysis using 
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model 1 of Hayes’ (2012) PROCESS macro with defeat as the predictor variable (X), 

entrapment as the outcome variable (Y), PTG as the moderator (M) and depression 

and anxiety as the covariates (CZ). The overall regression model was significant 

(F(HC4) [5,500] = 435.224, p=.000, R2=.756) accounting for 75.6% of the variance. 

However, PTG did not interact with defeat to predict entrapment (p = .366). The only 

significant predictors of entrapment were defeat (B = .739) and anxiety (B = .1.031), 

such that higher scores of defeat and anxiety predicted higher entrapment (see Table 

4.2). 

Table 4.2 
Regression Analysis on Entrapment with Defeat, PTG, Anxiety and Depression scores  

Variable B 
SE 

(HC4) 
T value P value  95% CI 

1. Defeat .739 .046 15.835 .000 [.6476, .8310] 

2. PTG .013 .033 .415 .678 [-.0516, .0793] 

3. Defeat*PTG .002 .002 .903 .366 [-.0025, .0068] 

4. Anxiety 1.031 .126 8.170 .000 [.7834, 1,2794] 

5. Depression .225 .131 1.706 .088 [-.0340, .4840] 

Note. Unstandardised parameter estimates are presented. HC4: Heteroscedasticity-consistent 

standard errors. N=506 

 

Although underpowered, I examined our secondary hypothesis (H2) to explore 

whether PTG would moderate the relationship between entrapment and suicide 

ideation. I conducted a moderated regression analysis using model 1 of Hayes’ (2012) 

PROCESS macro with entrapment as the predictor variable (X), suicide ideation as the 

outcome variable (Y), PTG as the moderator (M) and depression and anxiety as the 

covariates (CZ). The overall regression model was significant (F(HC4) [5,515] = 
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103.752, p=.000, R2=.462) accounting for 46.2% of the variance. However, PTG did 

not interact with entrapment to predict suicidal ideation (p = .09) (see Error! 

Reference source not found. below for the conditional effects of entrapment on 

suicidal ideation at low, moderate and high levels of PTG). I found that PTG had a 

direct effect on suicide ideation (B = -.035), indicating that individuals with higher 

scores of PTG are less likely to report suicidal thoughts during the past year. 

Furthermore, entrapment predicted suicide ideation (B = .097), with higher 

entrapment associated with higher suicidal ideation (see Table 4.3) 

Figure 4.4.  
Conditional effects of entrapment on suicidal ideation at low (- 1 SD) and high levels 
(+ 1 SD) of PTG 

 

Note. Depression and anxiety scores have been added as covariates in the moderation 

analysis. 
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Table 4.3 
Regression Analysis on Suicidal Ideation with Entrapment, PTG, Anxiety and 
Depression scores  

Variable B 
SE 

(HC4) 
T value P value  95% CI 

1. Entrapment .097 .009 10.344 .000 [.0789, .1159] 

2. PTG -.035 .008 -4.219 .000 [-.0516, -.0188] 

3. Entrapment*PTG -.000 .000 -1.707 .088 [-.0018, .0001] 

4. Anxiety .041 .028 1.476 .140 [-.0138, .0972] 

5. Depression .016 .037 .437 .662 [-.0577, .0907] 

Note. Unstandardised parameter estimates are presented. HC4: Heteroscedasticity-consistent 

standard errors. N= 521 

 

4.3.3. Exploratory Factor Analysis 

In parallel with previous research (e.g., Tucker et al., 2016), I found a high correlation 

between defeat and entrapment. Indeed, there has been an ongoing debate on the 

conceptual relationship between defeat and entrapment; while some argue that 

they should be considered as a single construct (Griffiths et al., 2014), whereas others 

argue that they are separate suicide risk factors (O’Connor & Kirtley, 2018). To 

address this potential multicollinearity issue between defeat and entrapment scales, 

I assessed the structure of defeat and entrapment scales through exploratory factor 

analysis (EFA) on items of both scales (32 items). Firstly, I checked whether our data 

are suitable for an EFA. Bartlett’s test confirmed that conducting an EFA was 

appropriate (χ2 [496] = 13686.428, p = .000). Kaiser-Meyer-Olkin measure of 

sampling adequacy indicated an adequate participant:item ratio of 15.8:1 

(KMO=.974). The first five initial eigenvalues were 17.590, 1.962, 1.257, 1.142, .744. 
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The decision about the number of factors to extract was based upon parallel analysis 

(PA; Preacher and MacCallum, 2003). PA creates random datasets with the same 

number of cases and variables as the actual dataset. An EFA is then performed on 

each dataset, and any factors within the actual dataset with eigenvalues that exceed 

those that emerge in less than 5% of PA datasets are defined as having not arisen 

due to chance variation within the data. I used the SPSS syntax provided by O’Connor 

(2000) to conduct PA. The first five eigenvalues for 95% of the thousand randomly 

generated datasets were equal to or less than 1.56, 1.48, 1.42, 1.38 and 1.33. Only 

the first two eigenvalues exceeded chance values (17.59, 1.96), suggesting two 

factors should be extracted.  

As a further test, an EFA was conducted with forced two-factor extraction, using 

oblique rotation, assuming these two constructs were correlated. The forced two-

factor solution indicated that defeat, internal and external entrapment (see method 

section for the explanation of these sub-components of entrapment scale) were 

highly related constructs.  

Importantly, defeat items and internal entrapment items were loaded on Factor one, 

whereas external entrapment items were loaded on Factor two with loadings greater 

than .6 (see Table 4.4 below).  

4.3.4. Exploratory Moderation Analysis 

Previous research suggested combining the defeat and entrapment scales, but we 

only found evidence for internal entrapment items loading into Factor 1 with defeat 

items. 
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Table 4.4 
Factor Loadings and Communalities Based on an EFA with Direct Oblimin Rotation 
and Two Factor Solution for Defeat and Entrapment Scales’ Items 

 

Items 

Component Communalities 

Factor 1 Factor 2 

Defeat 1 .747 .367 .558 

Defeat 2 .664 .216 .462 

Defeat 3 .838 .436 .703 

Defeat 4 .630 .226 .409 

Defeat 5 .762 .412 .581 

Defeat 6 .730 .488 .551 

Defeat 7 .778 .492 .618 

Defeat 8 .796 .400 .634 

Defeat 9 .633 .223 .414 

Defeat 10 .826 .406 .682 

Defeat 11 .826 .390 .683 

Defeat 12 .811 .344 .664 

Defeat 13 .814 .387 .663 

Defeat 14 .808 .429 .653 

Defeat 15 .781 .438 .612 

Defeat 16 .779 .339 .611 

Entrapment 1 (E)  .692 .720 .662 

Entrapment 2 (E) .713 .714 .677 

Entrapment 3 (E) .201 .653 .450 

Entrapment 4 (E) .624 .741 .631 

Entrapment 5 (E) .781 .609 .670 

Entrapment 6 (E) .598 .656 .525 

Entrapment 7 (E) .723 .654 .633 

Entrapment 8 (E) .428 .729 .535 

Entrapment 9 (E) .678 .780 .715 

Entrapment 10 (E) .489 .818 .676 

Entrapment 11 (I) .776 .557 .638 

Entrapment 12 (I) .798 .446 .639 

Entrapment 13 (I) .758 .516 .597 

Entrapment 14 (I) .773 .582 .645 

Entrapment 15 (I) .783 .514 .631 

Entrapment 16 (I) .840 .564 .731 

Note. Principal Component Analysis with Direct Oblimin rotation. (I): Internal  

Entrapment items; (E): External Entrapment items. Communalities - extraction  

column: proportion of variance of each variable that can be explained by the  

factor 
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As an exploratory analysis, I replicated the moderation analyses with the combined 

defeat and internal entrapment scale to demonstrate whether the predicted 

moderation is found when this conceptual similarity is taken into account: I examined 

whether PTG moderated the relationship between ‘combined defeat-internal 

entrapment’ and ‘suicidal ideation’ relationship (H3). 

The exploratory analysis revealed that the model is significant (F(HC4) [5,500] = 

105.6235, p=.000, R2=.463); however, PTG did not interact with defeat & internal 

entrapment in predicting suicidal ideation (see Table 4.5 below).  

Table 4.5 
Regression analysis on suicidal ideation with combined defeat & internal 
entrapment, PTG, anxiety and depression scores 

Variable b value 
S.E 

(HC4) 
T value P value  95% CI 

1.Defeat&internal 

entrapment 
.078 .007 6.165 .000 [.0630, .0938] 

2. PTG -.029 .008 -3.679 .000 [-.0450, -.0137] 

3.Defeat&internal 

entrapment*PTG 
-.000 .000 -1.343 .179 [-.0012, .0002] 

4. Anxiety .079 .029 2.736 .006 [.0225, .1368] 

5. Depression -.030 .035 -.852 .394 [-.1011, .0399] 

 

Finally, I ran another moderation analysis with the external entrapment scale to 

examine whether PTG moderated the relationship between the ‘external 

entrapment’ and ‘suicidal ideation’ relationship (H4). 

Findings revealed that the model is significant (F(HC4) [5,515] = 85.612, p=.000, 

R2=.421); however, PTG did not interact with external entrapment in predicting 

suicidal ideation (see Table 4.6 below).  



129 

Table 4.6 
Regression analysis on suicidal ideation with external entrapment, PTG, anxiety and 
depression scores 

Variable b value 
S.E 

(HC4) 
T value P value  95% CI 

1. External entrapment .119 .015 7.606 .000 [.0886, .1504] 

2. PTG -.040 .008 -4.769 .000 [-.0576, -.0240] 

3.External 

entrapment*PTG 
-.001 .000 -1.569 .117 [-.0031, .0004] 

4. Anxiety .091 .028 3.190 .001 [.0350, .1471] 

5. Depression .063 .038 1.662 .097 [-.0116, .1390] 

 

4.4.  Discussion 

In the current thesis chapter, I investigated whether perceptions of PTG as a result 

of past adverse experiences function to reduce the saliency of suicidal ideation 

through interacting with defeat and entrapment appraisals. To my knowledge, the 

present study is the first exploration of the role of perceptions of PTG within the IMV 

and to examine the interaction between PTG and key suicide risk factors outlined in 

the IMV (i.e., defeat and entrapment). Contrary to the expectations, I did not find 

PTG to moderate the relationship between defeat and entrapment or entrapment 

and suicide ideation. However, I found that perceptions of PTG had a negative direct 

effect on suicidal ideation when controlling for entrapment, depression and anxiety. 

The relationships between IMV variables 

In parallel with the model’s assumptions and the previous chapter’s findings, I found 

significant positive correlations between defeat and entrapment, and entrapment 

and suicidal ideation with large effect sizes (see Table 4.1 above). Furthermore, 

regression analyses revealed that high levels of defeat predicted higher levels of 



130 

entrapment. This indicates that if one feels defeated by adverse life events, then one 

is likely to feel trapped. Also, higher scores on the entrapment scale predicted more 

severe levels of suicidal ideation during the past year, indicating that people who feel 

trapped because of adverse experiences are likely to think about suicide, supporting 

the assumptions of the IMV and other studies’ findings (Dhingra et al., 2016; 

Wetherall et al., 2019).  

The moderating role of perceptions of PTG 

Based on the primary hypothesis, I expected that PTG would interact with defeat 

appraisals and predict lower levels of entrapment: Individuals who perceive benefits 

from their past adverse experiences would have reported less entrapment even 

when they feel defeated by negative life circumstances. I also hypothesised a 

significant moderating effect of perceptions of post-traumatic growth on 

entrapment and suicidal ideation relationship. However, I failed to support both 

hypotheses. 

A possible theoretical explanation for the lack of moderation effects found in the 

primary hypothesis may be the conceptual relationship between defeat and 

entrapment which has attracted criticism in the literature. Some argue that they 

should be considered as distinct constructs (e.g., Williams, 1997; O'Connor & Kirtley, 

2018), while others suggest considering two constructs as a single factor (e.g., 

Johnson et al., 2008; Griffiths et al., 2014). In line with the study in the previous 

chapter, I found a robust positive correlation between our predictor (defeat) and the 

outcome variable (entrapment). I decided to proceed despite the high correlation 

since this is the key assumption of the model I have been testing and the fact that 
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this has been a strategy used in previous studies (Dhingra et al., 2016; Tucker et al., 

2016). However, this high correlation has implications for the conceptualisation of 

the key driving factors in the model and might have influenced the ability to detect 

the effect of PTG on the association between defeat and entrapment. Therefore, I 

conducted an exploratory factor analysis to address this. I found that defeat and 

internal entrapment items were loaded onto one factor while external entrapment 

items were loaded onto the second factor.  One could explain this finding as the fact 

that both defeat and internal entrapment are guided by beliefs/thoughts about 

oneself  while external entrapment reflects external factors not related to the self 

(Taylor et al., 2011). Indeed, Höller et al. (2022) investigated the associations 

between defeat, internal and external entrapment and suicidal ideation 

prospectively over 2 years in a group of 308 psychiatric patients in Germany. Their 

findings showed that defeat and internal entrapment was associated with each other 

and defeat predicted a change in not external but internal entrapment over time, 

highlighting the conceptual similarities between these two constructs. Although IMV 

does not differentiate internal and external entrapment in the motivational phase, I 

conducted exploratory moderation analyses considering the factor analyses and 

assessed the moderating role of PTG on the relationship between 1) combined 

defeat-internal entrapment scale and suicidal ideation and 2) external entrapment 

and suicidal ideation. Both analyses indicated non-significant moderation effects. 

This showed that although the high correlation and conceptual similarities between 

defeat and internal entrapment were considered, PTG still did not have a moderating 

effect within the IMV. Thus, it does not seem that the conceptual similarity between 
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defeat and entrapment can account for why PTG did not moderate the predicted 

relationships.  

Another difference between this study and past research that has examined 

moderators in the IMV is the characteristic differences of the moderators. Previously 

tested moderators, such as resilience and perfectionism (Wetherall et al., 2019), 

hope (Tucker et al., 2016), and optimism (McLean, 2020), were measured as 

personality traits, while other moderators involve thought patterns (e.g., a sense of 

burdensomeness, rumination), perceptions/appraisals about the distressing 

situation (e.g., coping processes and PTG). It might be possible that personality traits, 

such as resilience, are stable patterns of adjustment following distressing events 

(Bonanno, 2012), while appraisal processes are influenced by one’s social 

environment (Joseph & Linley, 2005), such as perceptions of available social support. 

It may be possible that perceptions of PTG can have a protective influence when 

other conditions also support and facilitate the appraisal process. For example, 

experiencing a great deal of distress without available resources may leave 

individuals unable to perceive PTG, thus influencing the role of PTG against negative 

appraisals about the self and the situation.  

The direct negative effect of perceived PTG on suicidal ideation 

I did not support the secondary hypothesis: PTG is not moderating the entrapment – 

suicidal ideation relationship. Although not significant, the effect was marginal, and 

the analysis was significantly underpowered. Thus, future research should explore 

this research question in a larger sample size.  However, this moderation analysis 

revealed an important relationship between PTG and suicide ideation in a community 
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sample: PTG had a negative direct effect on suicide ideation, indicating that 

individuals with high perceived PTG are likely to experience fewer suicidal thoughts 

while controlling for depression, anxiety, and entrapment, supporting previous 

studies with different samples. For example, Bush et al. (2011) found a negative 

relationship between PTG and suicidal thoughts within a sample of US military 

personnel. Their results showed that lower scores in PTGI (those who are less likely 

to identify benefits from past adversities) predicted higher levels of suicidal ideation 

when controlling for a variety of suicide risk factors, such as PTSD, depression, 

combat exposure, and substance abuse.  

Given this direct effect and the non-significant moderating effect of PTG within the 

motivational phase of the IMV, it could be argued that perceptions of PTG when 

reflecting on past adverse experiences may decrease the risk for developing suicidal 

thoughts by influencing other risk factors that we were not able to study here, such 

as a failed sense of belonging, feeling a burden. This idea is strengthened by the 

recent research where the authors (Blevins, 2019; McKinney et al., 2017) pointed out 

the role of perceived PTG in improving the perceptions regarding the sense of 

connectedness to others and social self-worth. For example, Blevins (2019) 

conducted a cross-sectional study with US veterans and explored the relationships 

between perceived PTG, thwarted belongingness and burdensomeness. The results 

of their research showed a negative direct effect of PTG on thwarted belongingness 

and perceived burdensomeness. These suggest that identifying post-traumatic 

growth resulting from combat-related traumas is likely to mitigate the suicide risk 

conveyed through the two key suicide drivers according to the suicide models, such 

as the IMV and IPT. These results indicate that the effect of PTG might be indirect by 
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affecting other risk factors in the IMV. However, this research utilised a cross-

sectional design which could limit the interpretations of their results. Further 

research could use longitudinal designs to address this limitation to provide a more 

precise understanding of the role of perceived PTG within the context of suicide 

models by exploring its relation to other known suicide risk factors.  

4.4.1. Limitations 

It is important to note some of the limitations of the current study. Firstly, the second 

moderation analysis was underpowered as it required more than 2500 participants 

based on the a-priori power analysis. Because of financial and time constraints, I 

could not reach the required sample size. Still, it is crucial to examine perceived PTG 

as a motivational moderator of the IMV with a larger and sufficiently powered 

sample size. 

Secondly, participants were asked how they have been feeling during the past year 

when answering the questions on defeat, entrapment and suicidal ideation scales 

and they answered PTG questions based on a lifetime adverse experience. It might 

be useful for future research to look at the influence of perceived PTG resulting from 

a recent stressor on the risk factors concerning participants’ current feelings in order 

to reduce the impact of recall bias. 

The correlational nature of the design would not allow me to conclude causal 

relationships between PTG and suicidal ideation within this population. Further 

research could utilise longitudinal design to understand whether perceiving PTG 

reduces suicidal ideation over time to understand its impact on suicidal ideation. 
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Finally, most of the sample consisted of individuals who identified as White, so 

exploring the research questions within a group of participants from diverse ethnic 

backgrounds would be another future research direction.  

4.5.  Conclusion of the chapter 

The current study used a theoretical framework to examine the effect of PTG in a 

community sample since using a comprehensive model of suicide is vital to continue 

to move the field of suicidology forward. Perceptions of PTG were tested as a threat 

to self-moderator and a motivational moderator within the IMV. However, the 

analyses revealed non-significant moderating effects. Perceived PTG negatively 

affected suicidal ideation, indicating that individuals who identify benefits from past 

adverse experiences are less likely to report suicidal thoughts within the past year. 

Given that this relationship has been consistently found within different populations, 

it is crucial to understand the underlying mechanism. Based on the recent research 

(Blevins, 2019), it would be crucial to examine whether perceptions of PTG have an 

indirect impact on suicidal ideation through influencing other IMV moderators (e.g., 

sense of failed belongingness and burdensomeness) throughout the pathway. 

Examination of this longitudinally could provide insight into the role of PTG and the 

underlying mechanism of the PTG-suicidal ideation relationship. In the next chapter, 

I will address these relationships through a longitudinal design. 
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Chapter 5  Longitudinal examination of PTG on perceived 

burdensomeness and thwarted belongingness 

 

The Method and Results sections of this chapter have been used from this article: 

Yasdiman, M. B., Townsend, E., & Blackie, L. E. R. (2022). Examining the Protective 

Influence of Posttraumatic Growth on Interpersonal Suicide Risk Factors in a 6-Week 

Longitudinal Study. Frontiers in Psychology [under review].  

 

5.1. Chapter Introduction 

In the previous thesis chapter, I examined whether perceptions of posttraumatic 

growth played a moderating role within the motivational phase of the IMV (i.e., a 

threat to self moderator and motivational moderator) and found non-significant 

moderating effects. However, perceived PTG predicted lower levels of suicidal 

thoughts, indicating a potential protective role of PTG when controlling for 

depression, anxiety and entrapment.  

Yet, it remains unclear how perceived PTG influences suicidal thoughts. It is, 

therefore, essential to further explore the relationship between PTG and suicidal 

thoughts using a theoretical model framework, IMV, to clarify the underlying 

mechanism of the protective influence of PTG. The current study builds on the 

previous chapter and examines whether PTG has a protective function on suicidal 

ideation indirectly by attenuating some of the interpersonal risk factors that 

strengthen the pathway between entrapment and suicidal ideation in the IMV. 
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As will be detailed in the following section, Blevins (2019) found a negative 

association between PTG and two motivational moderators in the IMV: perceived 

burdensomeness and thwarted belongingness. This suggests that PTG might reduce 

suicidal ideation by weakening the suggested entrapment-suicidal ideation pathway 

in the IMV. Before explaining the rationale for this assumption, first, I will describe 

three IMV motivational moderators: perceived burdensomeness, thwarted 

belongingness and hope, and include relevant evidence on how these constructs 

affect suicidal ideation. This will be followed by the rationale and aim of the current 

study. 

Perceived burdensomeness, thwarted belongingness and hope as moderators in 

the IMV  

Perceived burdensomeness (PB) has been defined as perceiving oneself to be 

ineffective and incompetent, which leads to feelings of being a liability to other 

people (Joiner, 2005). Thwarted belongingness (TB) has been defined as an unmet 

need to belong, resulting in failed connectedness (Van Orden et al., 2012). 

The IMV considers these factors as motivational moderators within the motivational 

phase (see Figure 5.1 below), strengthening the relationship between entrapment 

and suicidal ideation. For example, when an individual feel trapped and feels like a 

burden to others, the risk of formation of suicidal thoughts increases. Similarly, if an 

individual has a sense of failed connectedness to others, suicidal ideation risk 

increases in the presence of entrapment appraisals.  
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Figure 5.1 
Perceived burdensomeness and thwarted belongingness as motivational 
moderators in the IMV 

 

Currently, there is growing evidence examining these risk factors within the context 

of suicidal thoughts and behaviours. Van Orden et al. (2006) conducted a cross-

sectional study with 343 psychology clinic outpatients in the US. Although they used 

a one-item measure for burdensomeness, they found that PB predicted numbers of 

past suicide attempts and suicidal thoughts above and beyond the levels of 

hopelessness, another strong predictor of suicide risk. In an online community 

sample with 480 participants, Forkmann and Teismann (2017) found that PB 

predicted suicidal ideation cross-sectionally, supporting other evidence (De Beurs et 

al., 2019; Donker et al., 2014). These studies emphasised the importance of including 

PB and TB when assessing suicide risk and argued that a sense of belonging and low 

levels of burdensomeness might protect against suicidal ideation. It should also be 

noted that these risk factors are perception-based (misperceptions) rather than a fact 

(Joiner et al., 2009) and thus can be altered through intervention strategies, such as 

psychotherapies (Levi-Belz & Aisenberg, 2021) 

Hope has been defined by Snyder (2002) as setting goals, identifying strategies to 

achieve them and having the motivation to achieve one’s goals. There has been an 

increased amount of research examining hope in relation to well-being and 



139 

particularly suicide. For example, Davidson et al. (2009) looked at the relationships 

between trait hope and interpersonal suicide risk factors and found a negative 

association, indicating that individuals with high hope tended to have lower levels of 

burdensomeness and thwarted belongingness. On the other hand, Tucker et al. 

(2016) examined the protective moderating role of trait hope through the IMV. They 

tested whether hope is a motivational moderator and found that entrapment and 

suicidal ideation were positively correlated at low levels of hope, whereas unrelated 

at high levels of hope, indicating a protective and buffering role of hope against 

suicidal ideation when entrapment levels were high.  

In the following section, I will explain the relationship between these risk and 

protective factors and PTG and provide an explanation of their inclusion within the 

present study. 

Posttraumatic growth, perceived burdensomeness, thwarted belongingness and 

hope 

Recently, Blevins (2019) conducted a cross-sectional correlational study with 215 US 

veterans who experienced combat exposure in Iraq and Afghanistan. They 

hypothesised that perceived PTG (measured by PTGI) would be negatively associated 

with TB and PB. Their regression analysis results supported their hypothesis and 

revealed a negative direct effect of PTG on TB (b=-2.56, p<.001) and PB (b=-2.59, 

p<.001). These findings indicated that perceptions of PTG as a result of past military-

related traumatic experiences predicted lower levels of negative perceptions 

regarding burdensomeness and belongingness. They concluded that posttraumatic 

growth could be an essential aspect of post-trauma suicide resilience since such 
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positive perceptions may mitigate the suicide risk triggered by these two thwarted 

interpersonal needs.  

In other words, individuals who perceive benefits from adverse experiences might be 

protected from experiencing suicidal thoughts; as such positive perceptions may act 

as a coping strategy and influence the interpersonal risk factors. For example, 

perceiving posttraumatic growth as a result of a challenging event (e.g., a greater 

understanding of life, improved relationships with others) may enable individuals to 

flexibly change their perspective on their self-deprecating thoughts related to their 

relationships with others ('I am not a burden'). However, longitudinal work is needed 

to expand these cross-sectional findings and to examine if perceiving PTG decreases 

these interpersonal risk factor scores over time.  

The rationale for the exploratory analysis for hope is based on the positive 

correlations between PTG and hope (e.g., Salloum et al., 2019) and the evidence that 

indicates trait hope as a motivational moderator in the IMV (Tucker et al., 2016). It 

might be possible that finding benefits from adversity and reminding oneself of these 

benefits when distressed might help individuals to cope with the difficulty (e.g., 

Tennen & Affleck, 2002) and thus lead to increases in one’s state of hope (e.g., 

motivation to reach their goals) over time. Initially, hope was conceptualised as a 

personality trait, but it can also be depicted as a temporary state linked to current 

events and specific moments (Snyder et al., 1996; Martin-Krumm et al., 2015). To 

understand the influence of PTG on hope, I conceptualised hope as a state construct 

and used the State Hope Scale, as detailed in the methods section. 
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5.1.1. Current Study  

In the current study, I aimed to expand Blevins’ (2019) cross-sectional findings by 

investigating whether perceiving PTG from a recent stressful life event would 

decrease the levels of PB and TB and increase state hope levels over six weeks in a 

sample of individuals at-risk for suicidal ideation. In particular, I will examine whether 

perceived PTG mediates the relationship between burdensomeness levels at time 1 

and time 2 (see Figure 5.2), between thwarted belongingness at T1 and T2 (see Figure 

5.3) and between state hope at T1 and T2 (see Figure 5.4) while adjusting for 

depression and anxiety. I predict that wave 1 scores of these constructs will be highly 

correlated with the respective wave 2 scores, however PTG will mediate these 

relationships and reduce the strength of the relationships for PB and TB and increase 

the strength of the relationships for state hope. 

I examined whether perceiving posttraumatic growth from recent stressful events 

during a national COVID-19 lockdown 1) reduced PB and TB levels 2) increased state 

hope levels across 6-weeks within an at-risk population of individuals living in 

economically deprived areas in the UK. This population has been chosen because the 

study investigates whether the activation of PTG thoughts could play a role as a 

coping mechanism when facing negative experiences and thus influence other 

suicide risk factors. In order to understand the temporal connections between PTG 

and burdensomeness, a group of participants who are more likely to experience 

stressors during the data collection would fit better with the current study’s design 

and approach. Thus, we will be able to identify whether PTG perceptions resulting 

from the recent stressors influence negative appraisals of the burdensomeness over 

time. 
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Griffiths et al. (2014) also used a similar recruitment strategy and found that over 

half of their participants reported clinically relevant levels of psychopathology, 

indicating that individuals who live in deprived areas are a clinically meaningful 

group. This group has been further identified as a vulnerable and at-risk group during 

the COVID-19 pandemic (Gratz et al., 2020; Raj et al., 2021), indicating the 

importance of research examining factors supporting resiliency within this group. 

A short-term longitudinal design (six weeks) was used within this thesis chapter since 

Riberio et al. (2016) emphasised the need for research with shorter timeframes from 

their meta-analysis of longitudinal studies on suicidality. It is possible for time-

varying factors, such as perceptions of growth based on recent negative experiences 

to have a stronger impact over short intervals, and that impact may decrease over 

longer time periods because of the challenge of detecting a significant effect over a 

long period of time. The initial signal of PTG’s influence may be obscured by the 

accumulation of other factors that could contribute to the outcome being studied, 

making it difficult to accurately identify the original signal. For these reasons, similar 

to Goldstein et al. (2012), a 6-week follow-up interval was chosen for the current 

study because it is believed to be a suitable time frame during which various 

psychosocial factors, potentially associated with suicidal thoughts and behaviours, 

may be exerting their effects (Goldstein et al., 2012). 

Hypotheses: 

H1: Perceptions of PTG from a recent stressor will reduce the strength of the 

relationships between T1 and T2 perceived burdensomeness scores over six 

weeks.  
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H2: Perceptions of PTG from a recent stressor will reduce the strength of the 

relationships between T1 and T2 thwarted belongingness scores over six 

weeks. 

H3 (exploratory): Perceptions of PTG from a recent stressor will increase the 

strength of the relationships between T1 and T2 state hope scores over six 

weeks. 
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Figure 5.2 
PTG mediating the relationship between perceived burdensomeness (PB) at T1 and 
perceived burdensomeness (PB) at T2 

 

Note. Anxiety and depression were considered as covariates 

 

Figure 5.3 
PTG mediating the relationship between thwarted belongingness (TB) at T1 and 
thwarted belongingness (TB) at T2 

 

Note. Anxiety and depression were considered as covariates 

Figure 5.4 
PTG mediating the relationship between state hope at T1 and state hope at T2 

 

Note. Anxiety and depression were considered as covariates 
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I should note here that the main objective of the thesis was to understand the 

relationship between post-traumatic growth (PTG) and suicidal ideation (i.e., not 

particularly testing the IMV model). In the previous chapter, a negative association 

was found between PTG and suicidal ideation, but no moderating effect of PTG was 

observed within the IMV model. To further understand the protective role of PTG 

against suicidal ideation, this chapter focused on examining its association with some 

other IMV’s motivational risk factors based on the existing literature (Blevins, 2019), 

but did not include other key variables such as entrapment and suicidal ideation. The 

design and findings of this study are exploratory (at micro-level) and could provide a 

basis for future studies to expand and include other key IMV variables. 

For example, if found significant, one could argue that perceiving PTG would 

influence the effect of these motivational moderators on entrapment, thus 

weakening the transition from entrapment to suicidal ideation. Therefore, future 

research could expand the current study and examine the longitudinal relationships 

between perceived PTG, burdensomeness, thwarted belongingness, hope, 

entrapment and suicidal ideation.  

5.2. Method 

I pre-registered the design, hypotheses, and data analytic plan on OSF. The URL can 

be accessed here: 

https://osf.io/qhpd9/?view_only=b9a5783098ec4207b7a7d63043247232  

However, I changed our hypotheses and adapted our data analytic plan accordingly 

after data collection. Initially, I had planned to examine the influence of PTG on 

moderators in the IMV, examining the relationship of PTG on PB, TB and hope while 

https://osf.io/qhpd9/?view_only=b9a5783098ec4207b7a7d63043247232
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controlling for baseline measures of PB, TB and hope. On reflection, I consider PTG 

as an active process and that the IMV can be used to explore temporal dynamics 

between risk and protective factors. Thus I decided to explore whether perceiving 

PTG reduces or increases the levels of some IMV moderators. 

This longitudinal study with a revised analysis plan allowed us to test these 

hypotheses, albeit in a short timeframe, but within a context that reflects the 

temporal pathways specified in the IMV. The analyses should therefore be 

considered exploratory and will require further replication.  

5.2.1. Design 

This study employed a two-wave longitudinal design. Data were collected at wave 1 

(T1) in October 2020 and 6-weeks later at wave 2 (T2) in December 2020 during 

national lockdowns in the COVID-19 pandemic. One hundred and seventy 

participants in some of the most income-deprived areas in the UK completed the T1 

and T2 questionnaires.  

5.2.2.  Participants 

Two hundred and twelve participants aged 18 or older were recruited from income-

deprived areas in the UK8 according to the Ministry of Housing, Communities, and 

Local Government (2019) on Prolific and were financially compensated according to 

Prolific payment guidelines. Included areas are Middlesbrough, Liverpool, Knowsley, 

Kingston upon Hull, Manchester, Blackpool, Birmingham, Burnley, Blackburn with 

Darwen, and Hartlepool. To recruit participants that live in these areas, I screened on 

 

8 These were some areas within Middlesbrough, Liverpool, Knowsley, Kingston upon Hull, Manchester, 

Blackpool, Birmingham, Burnley, Blackburn with Darwen, and Hartlepool. 
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the postcode of their current residency. Prolific does this screening automatically, 

with researcher parameters (i.e., the researchers did not collect postcode information 

from participants). To maximise the reliability and generalizability of the results, I 

employed attention check questions in our survey (Oppenheimer et al., 2009) (e.g., 

"Select 'I experienced this change to a very great degree' for this item", "Please select 

'Very true for me' for this item"). Participants' data were excluded from analyses if 

they failed to follow half of the attention check questions. I also used this strategy as 

one of the inclusion criteria for the T2 survey to have only the participants who paid 

attention to the items in the T1 questionnaire. I informed participants about these 

questions in the information sheet.  

The final sample consisted of 170 participants who completed both waves. The mean 

age of the sample was 37.65 (SD= 12.50, with an age range from 18 to 73). Most of 

the sample was female (N=91; 53.5%), and 86.5% (N=147) identified as White, 6.5% 

as Asian, 2.9% as Black, and 4.1% answered in the open-text box. Most of the sample 

were in full-time employment (N=99, 58.2%), while 27 were in part-time 

employment (15.9%). The remaining participants chose 'other' or 'unemployed and 

not seeking job' options. The mean scores of T1 PB and TB were 11.25 (6.66) and 

28.41 (12.82), respectively. The mean scores of these two interpersonal risk factors 

are comparable to Cero et al. (2015) within a sample of psychiatric in-patients (i.e., 

11.73 (11.33) for PB and 24.07 (13.61) for TB) and higher than the means Cero et al. 

reported for an undergraduate sample (i.e., 2.06 (4.31) for PB and 10.63 (9.40) for 

TB). This suggests that participants in this sample were an at-risk group with high 

levels of interpersonal suicide risk factors of PB and TB. 



148 

5.2.3. Power Analyses 

I ran a Monte Carlo posthoc power analysis using the power estimator tool 

developed by Schoemann et al. (2020) because I deviated from our pre-registered 

data analytic plan, as justified above. These analyses were to find the power we had 

to observe mediation when including the covariates and with our set sample size of 

n = 170. The analyses showed we were sufficiently powered at 0.83 to detect the H1 

mediation involving PB, but insufficiently powered at 0.25 to detect the H2 mediation 

involving TB and at 0.28 to detect H3 mediation involving hope.  

5.2.4. Procedure and Materials 

Ethical approval was obtained from the authors’ School Ethics Committee prior to 

data collection (S1279). Participants were recruited via the UK Prolific website in 

exchange for financial compensation based on Prolific payment recommendations. 

The T1 survey was completed online via a Qualtrics survey link through Prolific. This 

online survey contained the information sheet, consent form (see Appendix E for the 

study materials), and the T1 questionnaires (as outlined below). Participants were 

asked to provide their Prolific ID, which was used (i) to pay participants – it is a 

requirement that researchers ask for this and prolific uses this ID to ensure 

researchers only see anonymised data (ii) to invite them for the second wave, and 

(iii) if participants wish to withdraw their data from the study after participation, by 

emailing the researcher their Prolific ID. After six weeks, the same participants were 

invited to take part in the T2 Qualtrics survey via the Prolific website. At the end of 

both surveys, participants were presented with funny images to elicit a positive 

mood (Göritz, 2007), relevant UK support services, and the researchers’ contact 

information.  
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Demographic information: Questions on age, gender, ethnicity, and 

employment status were collected.  

Interpersonal Needs Questionnaire: This 15-item questionnaire assesses 

whether people are feeling a burden to others or experiencing a low sense of social 

belongingness (Van Orden et al., 2008) during the past few days. An example item 

from the burdensomeness (PB) sub-scale is 'These days, I think my death would be a 

relief to the people in my life' and one from the belongingness (TB) sub-scale is 'These 

days, I feel disconnected from other people'. Participants answered each item on a 

seven-point scale ranging from: (1) 'Not at all true for me' to (7) 'very true for me'. 

Cronbach's Alpha for the PB scale was .94 and for TB was .93 at T1 (and 94 and .92, 

respectively at T2). 

State Hope Scale: This 6-item scale measures Snyder's cognitive model of 

hope which defines hope as "a positive motivational state that is based on an 

interactively derived sense of successful (a) agency (goal-directed energy), and (b) 

pathways (planning to meet goals)" (Snyder et al., 1996). Cronbach’s Alpha for the 

state hope scale was .88 at T1 and .92 at T2. 

Hospital Anxiety and Depression Scale (HADS): This scale was used in the T1 

survey to assess symptoms of anxiety and depression (Zigmond & Snaith, 1983) on a 

4- point scale (from 0 to 3) during the past week, with higher scores indicating greater 

symptoms of anxiety and depression. It consists of 14 questions, of which 7 

correspond to the anxiety subscale, and 7 correspond to the depression subscale. 

Cronbach's Alphas were .85 and .82 for anxiety and depression, respectively. 

Post-Traumatic Growth Inventory: This measure was used within the T2 

survey because our hypotheses are about the potential beneficial value of 
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perceptions of PTG from adversity rather than if genuine PTG manifests over time. 

Participants were first asked to think about a stressful life event that had happened 

to them recently. They were given 15 seconds before proceeding to the next page. 

After that, they were presented with the 21-item PTGI measure and asked to answer 

questions referring to the recent stressor they thought about on the previous page. 

This scale assessed perceived positive changes as a result of stressful events on the 

following subscales: personal strength, appreciation of life, relating to others, new 

possibilities, and spiritual change (Tedeschi & Calhoun, 1996). Respondents 

answered each item on a 6-point scale, ranging from (0) 'I did not experience this 

change as a result of the event' to (5) 'I experienced this change to a very great degree 

as a result of the event'. An example item from the scale includes: 'I have a greater 

appreciation for the value of my own life'. Cronbach's Alpha here was .94. 

5.2.5. Ethical considerations 

Since the participants were purposively sampled from the most deprived areas of the 

UK, they might experience mental health conditions during the data collection period 

or struggled with adverse life stressors. It should be noted that the data collection 

for the current study was completed during an ongoing COVID-19 pandemic. During 

the W1 and W2 data collection, the lockdown rules had been eased in the UK; 

therefore, people could socialise with their friends outside, and social and 

professional support was more available at the time of data collection9.  

 

9 T1 data were collected in October 2020. There was a rule of six due to the COVID-19 pandemic: 
indoor and outdoor gatherings above six people was banned in England. T2 data were collected 6-
weeks later in December 2020 after the second lockdown was ended.  At the time of T2 survey, 
people live in the specified areas were able to meet with maximum of six others in the outdoor 
settings, such as parks. Shops and personal care businesses were open during the time of both data 
collection. 
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To minimise the potential unexpected negative consequences of taking part in this 

study, I took several steps, including an information sheet stating clearly what the 

nature of the study involves. Participants were explicitly informed in the information 

sheet that they would be required to think about a recent stressful experience that 

may lead to perceived growth (while completing PTGI) and answer questions related 

to their mental health state (e.g., depression, anxiety, feeling burden). Second, the 

information sheet strongly emphasised the voluntary nature of participation in this 

study and made it clear that participants could skip any question on the scales they 

did not want to answer. Third, at the end of the survey, I provided participants with 

a comprehensive list of support services and the researcher's email in case they 

wished to contact me later. In addition, the number of Samaritans was stated on each 

page of the survey for the people who left the survey early and did not see the other 

support services. Finally, I also included a mood booster task at the end of the surveys 

to enhance participants' moods. 

5.2.6. Data Analytic Strategy 

The analyses were conducted using SPSS 28 and the PROCESS macro plug-in on SPSS 

to test mediation (Hayes, 2012). 

Data Preparation  

Forty-two participants were either excluded (n = 14) or did not return to participate 

in wave 2 (n = 28). Participants were excluded if their ID at wave 1 and wave 2 could 

not be matched (n = 8) or if their completion rate was less than the a priori criterion 

of 75% of the full survey (n = 6; Wetherall et al., 2019). Item-level missing data were 

checked for each questionnaire, and there were no missing data issues. There were 
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no significant differences in the mean age between the retained sample (n = 170; M 

= 37.67, SD = 12.44) and the excluded sample (M = 34.92, SD = 12.19), t(197) = 1.066, 

p= .14. Nor were there any significant differences between the samples in gender, 

χ2(1) = .315, p= .574.  

5.3. Results 

5.3.1. Descriptive Statistics and Correlations 

Table 5.1 reports the mean (M), standard deviation (SD), and Pearson correlations 

between PTG, T1 PB, T2 PB, T1 TB, T2 TB, T1 hope, T2 hope, depression and anxiety 

using bootstrapping set at 1000 samples, which is a robust method to deal with 

skewness in the data (Field, 2017). PB at T1 and T2 were significantly positively 

correlated with large effect sizes, indicating that higher perceptions of burden at 

wave 1 were also associated with higher perceptions of burden at wave 2. PTG was 

positively associated with PB at T1 with medium effect size and negatively associated 

with PB at T2 with a small effect size. PB at T1 and T2 were positively associated with 

depression and anxiety with large effect sizes. PTG was positively associated with 

hope at T1 and T2 with small effect sizes.  

The effect size interpretations are based on Gignac & Szodorai (2016)’s categories of 

effect size (small: 0.10, medium: 0.20, large: 0.30). 
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Table 5.1 
Means, standard deviations, and correlations coefficients between PTG, depression, 
anxiety, and burdensomeness 

Variable 1 2 3 4 5 6 7 8 9 

1. PTG -         

2. Burden1 .226** 

[.088, 

.350] 

-        

3. Burden2 -.155* 

[-.284, -

.024] 

.528** 

[.374, 

.684] 

-       

4 Belong1 -.110* [-

.277, 

.061] 

.527** 

[.415, 

.643] 

.528** 

[.420, 

.635] 

-      

5 Belong2 -.141* [-

.288, 

.014] 

.425** 

[.271, 

.571] 

.610** 

[.494, 

.717] 

.832** 

[.772, 

.883] 

-     

6 Hope1 .096* [-

.058, 

.246] 

-.388** 

[-.504, -

.264] 

-.442** 

[-.553, -

.333] 

-.611** 

[-.701, -

.513] 

-.479** 

[-.598, -

.355] 

-    

7 Hope2 .147* [-

.013, 

.303] 

-.235** 

[-.362, -

.099] 

-.409** 

[-.526, -

.292]  

-.394** 

[-.521, -

.256] 

-.390** 

[-.517, -

.258] 

.443** 

[.299, 

.581] 

-   

8. Anx .207** 

[.055, 

.357] 

.355** 

[.219, 

.481] 

.311** 

[.208, 

.425] 

.449** 

[.312, 

.570] 

.376** 

[.232, 

.511] 

-.478** 

[-.601, -

.313] 

-.211** 

[-.358, -

.077] 

-  

9. Dep .008 

[-.153, 

.177] 

.408** 

[.274, 

.542] 

.381** 

[.225, 

.528] 

.651** 

[.552, 

.738] 

.514** 

[.396, 

.629] 

-.657** 

[-.742, -

.557] 

-.313** 

[-.442, -

.173] 

.605** 

[.493, 

.694] 

- 

M 35.00 11.68 10.17 28.41 27.67 29.86 27.47 7.81 5.84 

SD 22.46 6.68 6.14 12.82 13.13 8.42 9.76 4.15 3.98 

Range 0-105 6-42 6-42 9-63 9-63 6-48 6-48 0-21 0-21 

Note. *p<.05 **p<.001, Burden1 = Perceived burdensomeness at T1, Burden2= Perceived 

burdensomeness at T2, Belong = Thwarted belongingness, Hope = State hope, Anx= Anxiety, Dep= 

Depression. Bootstrapped confidence intervals are presented in brackets [lower CI, upper CI]. 

5.3.2. Mediation Analyses 

Before examining whether PTG mediated the relationship between PB at T1 and T2, 

I examined whether the data met the assumptions required for regression (e.g., 

outliers, normality and homoscedasticity). I did not identify any extreme cases that 

exceeded the cut-off scores when using a conservative strategy requiring cases to 
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exceed cut-off scores of at least 2 or more of these outlier statistics: Mahalanobis 

distance, Cook's distance and Leverage. Thus, no participants were excluded. I did 

identify violations of both the normality of the residuals and homoscedasticity 

assumptions. To correct these issues, I followed recommendations made by Field 

(2017) and used the bootstrapping procedure and reported the heteroscedasticity-

consistent standard errors (HC4; Hayes & Cai, 2007) in the mediation.   

I tested the H1 mediation using the PROCESS macro (Hayes, 2017; using model 4; 

2000 resamples). I regressed PB at T1 (X) onto PTG (M) and PB at T2 (Y), entering 

anxiety and depression as covariates. As predicted, the direct effect of PB T1 on PB 

T2 (Figure 5.5) was significant and positive. The indirect pathway between PB T1 and 

T2 via PTG was significant (indirect effect, b = -.064, SE = .025, 95% BCa CI= [-.1181, -

.0157]), therefore PTG did mediate the relationship between PB T1 and T2. As 

expected, the relationship between PB T1 and T2 remained significant (b = .405, p = 

.004, BCa CI = [.1298, .6799]) when PTG was entered into the regression, indicating 

partial mediation. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6300714/#bib0070
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Figure 5.5 
PTG mediating the relationship between T1 perceived burdensomeness and T2 
perceived burdensomeness 

 

Note. Unstandardised regression coefficient (b) values are reported. Depression and anxiety 

were controlled in the analysis. The indirect effect is not associated with a p value (see Hayes, 

2017).  

Although the power was not enough for conducting mediation analyses for thwarted 

belongingness and hope, I exploratory ran two analyses to test the H2 and H3. Results 

should be interpreted carefully due to the lack of power to conduct these mediation 

analyses.  

I tested the H2 mediation using the PROCESS macro (Hayes, 2017; using model 4; 

2000 resamples). I regressed TB at T1 (X) onto PTG (M) and TB at T2 (Y), entering 

anxiety and depression as covariates. The direct effect of TB T1 on TB T2 (Figure 5.6) 

was significant and positive. The indirect pathway between TB T1 and T2 via PTG was 

not significant (indirect effect, b = .013, SE = .012, 95% BCa CI= [-.0110, .0399]), thus 

PTG did not mediate the relationship between thwarted belongingness T1 and T2.  

Finally, I tested the H3 mediation using the PROCESS macro (Hayes, 2017; using 

model 4; 2000 resamples). I regressed Hope at T1 (X) onto PTG (M) and Hope at T2 

(Y), entering anxiety and depression as covariates. The direct effect of Hope T1 on 

Hope T2 (Figure 5.7) was significant and positive. The indirect pathway between hope 

T1 and T2 via PTG was not significant (indirect effect, b = .030, SE = .025, 95% BCa CI= 
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[-.0144, .0863]), thus PTG did not mediate the relationship between hope levels at 

T1 and T2.  

Figure 5.6  
PTG mediating the relationship between T1 thwarted belongingness and T2 
thwarted belongingness 

Note. Unstandardised regression coefficient (b) values are reported. Depression and anxiety were 

controlled in the analysis. The indirect effect is not associated with a p value (see Hayes, 2017).  

Figure 5.7  

PTG mediating the relationship between T1 hope and T2 hope 

 

Note. Unstandardised regression coefficient (b) values are reported. Depression and anxiety were 

controlled in the analysis. The indirect effect is not associated with a p value (see Hayes, 2017).  

 

5.4. Discussion 

The current study aimed to examine whether perceiving posttraumatic growth as a 

result of recent adversity during the COVID-19 pandemic influences the levels of 
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three motivational moderators in the IMV, namely perceived burdensomeness, 

thwarted belongingness and hope, across six weeks. It should be noted that I 

explored these relationships within a group of individuals who live in economically 

and socially deprived areas during an ongoing COVID-19 pandemic and lockdowns. 

Therefore, they were more likely to experience adverse life circumstances and at 

greater risk for suicide (Griffiths et al., 2014) 

Given that the analyses for TB and hope were underpowered, I only interpret the 

results for PB here. However, with a sufficiently powered sample, the influence of 

PTG on TB and hope levels over time should be explored to examine whether reports 

of PTG influence changes in these IMV moderators.  

Posttraumatic growth and perceived burdensomeness 

Mediation analysis showed that perceiving posttraumatic growth from recent 

stressors partially mediated the levels of negative thoughts related to 

burdensomeness (e.g., I am a burden to others) over six weeks from T1 to T2.  

According to the IMV (O’Connor & Kirtley, 2018), burdensomeness strengthens the 

relationship between entrapment and suicidal ideation as it acts as a motivational 

moderator. As expected, our analysis showed that burdensomeness at T1 was 

positively associated with burdensomeness at T2, however, PTG attenuated this 

positive association over time. The results of the present study supported the past 

evidence that indicated a negative association between PTG and burdensomeness 

(Blevins, 2019) and expanded it as I looked at these relationships longitudinally over 

six weeks. These findings also build on the previous chapter’s findings, where I found 

a negative association between PTG and suicidal ideation but was not able to provide 
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an explanation for the underlying mechanism of this relationship. These results 

complement the previous chapter’s findings and suggest that perceived PTG may not 

influence defeat-entrapment or entrapment-suicidal ideation relationships, but its 

protective influence might operate through other moderators, such as the 

motivational moderator of the IMV: perceived burdensomeness. 

Furthermore, the mediation analysis revealed a positive association between T1 

burdensomeness and PTG that was measured at T2. This finding is consistent with 

previous research, which showed a positive relationship between perceived PTG and 

distress (Shakespeare-Finch & Lurie-Beck, 2014). This suggests that individuals can 

use perceiving posttraumatic growth as a coping strategy when trying to manage 

high levels of distress from challenging experiences. 

A potential explanation for the overall mediation analysis results could be 

summarised as follow: When individuals experience adversity and start to feel a 

burden to others, they try to cope with these negative feelings through identifying 

benefits and reminding themselves of these benefits (posttraumatic growth) to 

manage emotional distress. Since discovering benefits from adversity requires 

cognitive restructuring of the event, individuals may comfort themselves in 

challenging times by reframing their negative thoughts and thinking about the 

benefits (i.e., Tennen & Affleck, 2002; Taylor, 1983) instead of feeling like a burden. 

For example, learning about one's strength in the face of adversity as well as gaining 

insight into the meaning of life and the importance of relationships may buffer 

against negative feelings, particularly feelings concerning being a valuable member 

of society. Such perceived benefits thus may assist individuals in having a greater self-

value.  
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5.4.1. Implications and Future Directions 

Although this chapter represents exploratory findings, when supported by future 

research and different designs, these results could have clinical implications for 

suicide prevention efforts.  

I should note here that burdensomeness cognitions have been found as a robust 

predictor of suicidal thoughts and behaviours while controlling for other risk factors, 

such as depression and hopelessness (Van Orden et al., 2006; Hill & Pettit, 2014; 

Hains et al., 2019). However, suicide models suggest that PB is a modifiable risk factor 

(Joiner, 2005; O’Connor & Kirtley, 2018) and, therefore, not stable and will vary over 

short time periods (Kleiman et al., 2017). If perceiving PTG from adverse experiences 

exerts a robust protective function on reducing burdensomeness, then it might 

inform psychosocial suicide interventions to reduce the risk by treating 

burdensomeness-related cognitions.  

Van Orden et al. (2006) emphasised that these burdensomeness thoughts can be 

linked to cognitive distortion and include 'labelling' oneself without adequate facts 

to back it up. However, if one can cognitively reframe the adverse experiences and 

identify benefits/use these perceived benefits in times of difficulties, then feelings of 

burdensomeness could be lessened by making the 'label' less stable. Thus, such 

negative thoughts could be restructured and interpreted differently, such as 'I have 

been through difficult times, but I now have stronger relationships with others, and 

I actually contribute to the well-being of them'.  

Once confirmed with further research, it may be an essential target for therapists to 

integrate some aspects of posttraumatic growth into the existing therapies (e.g., 
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cognitive-behavioural therapy or emotion regulation psychotherapy; see Roepke et 

al., 2018), and these therapies have been found to be effective in decreasing the risk 

for self-harm repetition over time (Witt et al., 2021), which is a known risk factor for 

suicide (Guan et al., 2012; Hawton et al., 2003).  

5.4.2. Limitations  

Despite the promising findings within this chapter, the present study has some 

limitations that should be noted here. First, our analyses for thwarted belongingness 

and hope were underpowered and should be examined in a sufficiently powered 

sample. Secondly, the participant recruitment focused on individuals from 

economically deprived areas, thus, limited to generalising the results to other 

settings. Future studies could examine these relationships within the community 

samples and explore the relationship between PTG and PB. Furthermore, this study 

was conducted during an ongoing COVID-19 pandemic, therefore, it should be 

replicated in a non-pandemic climate where there are no national lockdowns. Finally, 

although I examined longitudinal and temporal relationships between PTG and 

burdensomeness, this does not reflect a causal relationship between the constructs. 

As emphasised by Rogers and colleagues (2017), experimental designs could be a 

helpful avenue in investigating how perceptions of burdensomeness might be 

influenced following emotion inductions. For example, inducing positive emotions 

about the negative experience to promote PTG might provide a further 

understanding of the impact of PTG on the reports of burdensomeness and the 

causal link between these variables. Thus, utilising an experimental design would 

expand the current longitudinal findings and help to clarify whether increases in the 
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reports of PTG following relevant experimental manipulation (i.e., positive 

reappraisal of the past event) would  decrease burdensomeness thoughts.   

Despite these limitations, this study revealed important results regarding the 

potential protective influence of PTG against suicidal thoughts in a group of 

participants living in some of the most income-deprived areas and at greater risk of 

suicide (Griffiths et al., 2014). Thus, if future research does replicate these findings, 

there could be significant advancements in researchers’ understanding of suicide 

resiliency that could inform suicide interventions and prevention efforts.  

5.5. Conclusion of the chapter 

Given that previous research indicated negative associations between PTG and 

perceived burdensomeness and thwarted belongingness (Blevins, 2019), the current 

chapter of the thesis examined whether the protective function of perceived PTG on 

suicidal ideation is indirect through influencing perceived burdensomeness; an 

interpersonal risk factor for suicide act as a motivational moderator in the IMV. 

Mediation analysis revealed that perceived PTG partially mediated the relationship 

between levels of burdensomeness across six weeks from T1 to T2, indicating its 

potential protective role against suicide risk through influencing burdensomeness 

cognitions. These results may have important clinical implications, as discussed 

above; however, further research should examine the relationship between these 

two through an experimental design to address the current study's limitation 

concerning causality between these two constructs. The next chapter addresses this 

limitation where I examined the impact of positive reappraisals about a past adverse 
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experience on the changes in burdensomeness and thwarted belongingness levels 

from pre to post-measure. 
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Chapter 6  Experimental examination of positive reappraisal 

manipulation on perceived burdensomeness and thwarted 

belongingness 

6.1. Chapter Introduction 

In the previous thesis chapter, I investigated whether perceptions of PTG mediated 

the changes in the interpersonal suicide risk factors in the IMV over six weeks. Results 

showed that perceiving posttraumatic growth from a recent adverse experience 

mediated the relationships between perceived burdensomeness (PB) scores across 

six weeks, suggesting that identifying benefits from recent adversity may have a 

protective function against suicide risk through influencing burdensomeness 

cognitions. In the previous chapter, I discussed potential explanations of these 

findings and practical implications that may inform the IMV and suicide intervention 

efforts. However, it is essential to examine further the relationship between PTG and 

interpersonal suicide risk factors within an experimental setting to understand the 

function of PTG in the IMV and confirm previous study findings.  

The current chapter investigates the relationship between PTG, PB and TB by 

manipulating participants’ perceptions of a past stressful life event. I am particularly 

interested in the influence that positive reappraisals (i.e., positively reframing a past 

stressful experience and finding benefits from it) have on the perceptions of 

burdensomeness and thwarted belongingness. The previous chapter examined these 

relationships with a longitudinal design across six weeks, whereas this study will 

investigate whether positive reappraisal manipulation to induce PTG with an 
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experimental design can immediately change the perceptions of burdensomeness 

and thwarted belongingness. 

Perceiving posttraumatic growth through reappraisals 

Cognitive reappraisal 

Cognitive reappraisal has been defined as construing and reframing an emotion-

eliciting situation in a way that alters its emotional impact (Gross & John, 2003). It is 

one of the fundamental mechanisms for reporting posttraumatic growth (e.g., Nolen-

Hoeksema & Davis, 2002). For example, in an experimental study, Orejuela-Davila 

and colleagues (2019) examined the role of two emotion regulation strategies, 

cognitive reappraisal and distraction, on PTG within a sample of 109 undergraduate 

students with a traumatic life experience. Participants completed the PTGI based on 

the traumatic experience within the past six months and took part in the emotion 

regulation choice (ERC) task (Sheppes et al., 2014). The task involves participants 

choosing to implement distraction (i.e., the disengagement of attention from 

negative emotions) or reappraisal (i.e., interpreting the meaning of emotional 

content of the stimuli) in response to 50 negative pictures (image intensity varied 

across low, moderate and high). Participants were first presented with the negative 

image, followed by a choice screen where they indicated which strategy (e.g., distract 

or reappraise) they would like to use to decrease the negative effect caused by the 

image. Results showed that when the intensity of negative stimuli increased, 

participants selected to use reappraisal more frequently, and the increased use of 

this strategy resulted in increased perceptions of PTG. This evidence indicates that 
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the reappraisal emotion regulation strategy is likely to support the reports of PTG 

when the negative valence of the stimuli increases.  

Provided that cognitive reappraisal is a proactive emotion regulation strategy, 

individuals with stressful experiences can cognitively reframe their experiences, 

change their perspectives of the stressful event and reduce negative emotions 

related to the event by seeing the experience as an opportunity to grow, learn about 

themselves and the world, which may, in turn, facilitate PTG. 

Positive reappraisal 

Positive reappraisal is another aspect of cognitive reappraisal and refers to reframing 

a situation to see it in a positive light (Folkman & Moskowitz, 2000). It is a cognitive 

emotion regulation strategy that refers to a re-engagement with the stressor event 

(Garland et al., 2009) and attempting to construe the event more positively, which 

may result in identifying benefits, thus, posttraumatic growth. Indeed, a meta-

analysis of 103 studies (Prati & Pietrantoni, 2009) examined the role of optimism, 

social support and coping strategies in contributing to posttraumatic growth and 

found that positive reappraisal produced the largest effect size compared to social 

support, optimism and spirituality, which had moderate effect sizes. A recent 

systematic review of 281 studies examined the factors that foster the emergence of 

posttraumatic growth (Henson et al., 2021). Some examples of the included studies’ 

samples were firefighters, cancer survivors, refugees, veterans, homeless people, 

and natural disaster survivors living in a variety of countries such as the US, Australia, 

Japan, Poland, Germany, Portugal, and France (Henson et al., 2021). Their findings 
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supported the positive association between positive reappraisal coping and 

posttraumatic growth. In addition, they suggested that some factors might indirectly 

affect PTG, such as optimism and social support, while positive coping strategies, 

such as positive reappraisal, promote and influence PTG more directly.  

Furthermore, experimental studies of positive reappraisal suggest that it is 

associated with subjective wellbeing. For example, Shiota and Levenson (2012) 

experimentally induced positive reappraisal10 while participants watched negative 

video clips. They found that positive reappraisal tended to increase the ratio of 

positive to negative affect, leading to a more positive overall valence. This suggests 

that positive reappraisals might lead to positive emotion in the face of a distressing 

event, improving psychological wellbeing. Witvliet and colleagues (2010) examined 

the effect of benefit-focused reappraisals on subjective feelings within a sample of 

individuals with a past interpersonal offence experience. They asked participants to 

think about the adverse experience and reframe it as an opportunity to become 

stronger and learn11. They then measured subjective emotions, such as emotional 

valence, arousal, joy, and gratitude. Their findings showed that benefit-focused 

reappraisal manipulation increased positive valence, gratitude, and joy ratings.  

 

10 They asked participants to ‘think about positive aspects’ of what they are seeing. 

11 Their (Witvliet et al., 2010) instruction was: ‘For the next two minutes, try to think of your offence 

as an opportunity to grow, learn, or become stronger. Think of benefits you may have gained from 

your experience such as self-understanding, insight, or improvement in a relationship. During your 

imagery, actively focus on the thoughts, feelings, and physical responses you have as you think about 

positive ways you benefited from your experience.’  
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These studies suggest that positively reframing a negative situation and focusing on 

the benefits may stimulate a positive emotional shift and decrease the negative 

effect of the adverse experience. However, the impact of the positive reappraisals 

has not been examined within the context of IMV and suicidal thoughts. Given the 

mental wellbeing benefits of cognitive and positive reappraisal (e.g., King & dela 

Rosa, 2019), individuals may perceive growth as a result of positive appraisal 

induction, thus managing negative emotions and cognitions (e.g., burdensomeness, 

lack of connectedness) caused by the event by positively reframing it. This may then 

lead to reducing suicide risk through influencing the burdensomeness-entrapment 

or thwarted belongingness-entrapment pathways in the IMV. Indeed, the previous 

chapter examined the PTG-interpersonal risk factors correlations with a longitudinal 

design and found that perceiving PTG reduced burdensomeness levels across six 

weeks. In the current study, I will examine the relationships through an experimental 

study where I will induce PTG-related thought processes when thinking about past 

adversity. Given the time and resources available for this PhD work, this initial work 

focuses on the immediate impact of positive reappraisal on the changes in 

interpersonal risk factors, PB and TB.  

An exploratory examination of the influence of positive reappraisal on positive mental 

health and hope 

In addition to the interpersonal relationship variables, I will examine the effect of 

positive reappraisal manipulation on state hope and positive mental health scores as 

exploratory analyses. As discussed in the previous chapter, it is possible that 

perceptions of PTG might have an influence on individuals’ state hope levels across 
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time. However, I could not examine this suggested relationship in the previous 

longitudinal mediation study because of the lack of power. Therefore, in the current 

experimental study, I will examine whether the activation of PTG-related perceptions 

through positive reappraisals results in higher state hope levels in the experimental 

group after the experimental positive reappraisal manipulation. 

Positive mental health refers to social, emotional, and psychological wellbeing (Keyes 

et al., 2002) and is measured by the Positive Mental Health Scale developed by Lukat 

et al. (2016). The main reason for including this construct within my exploratory 

analyses was to investigate whether perceived PTG through positive appraisals 

impacts positive mental health, which was recently found as a significant 

motivational moderator in the IMV by Teismann and Brailovskaia (2020). These 

researchers found a significant moderating effect of positive mental health on the 

entrapment and suicidal ideation relationship within an online community sample, 

suggesting a protective function: individuals with a low level of positive mental 

health are more likely to suffer from suicidal thoughts when they are experiencing 

entrapment appraisals compared to the individuals who have high positive mental 

health scores. Furthermore, given that PTG has been linked to mental wellbeing 

previously (e.g., Helgeson et al., 2006; Husson et al., 2017), I wanted to activate PTG-

related thought processes in the experimental group through positive reappraisals 

about the past adverse experience and examine whether this manipulation has any 

influence on positive mental health, a significant motivational moderator within the 

IMV. For example, it could be argued that posttraumatic growth can promote 

positive mental health through perceptions of psychological resilience, support from 
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others, thus, helping individuals develop greater coping skills and providing them 

new perspectives for managing difficult life stressors.  

6.1.1. The aim of the current study 

This study has an experimental design with experimental and control groups. 

Participants in the experimental group will be asked to utilise positive reappraisals 

about a past adverse experience in order to activate PTG-related perceptions, while 

control group participants will be asked to describe the event.  

The primary aim is to examine the associations between positive reappraisal 

manipulation and two motivational moderators in the IMV (i.e., moderating the 

pathway from entrapment to suicidal ideation): perceived burdensomeness and 

thwarted belongingness. Since I found that PTG mediated the relationships in PB 

levels across six weeks in the previous chapter, I hypothesise that being in the 

experimental group will be related to reporting less burdensomeness than the 

control group. Although there was no significant association between PTG and 

decreased TB in the previous chapter, this might have resulted from the lack of 

power, as discussed previously. Following Blevins’ (2019) findings concerning the 

negative association between PTG and TB, I predict that inducing PTG through a 

positive reappraisal task will be associated with decreases in TB levels.  

Similarly, given that I had not sufficient power in the previous longitudinal study to 

examine the influence of PTG on state hope levels across six weeks, I will explore the 

relationship between PTG and state hope within the current experimental study. As 
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described above, I will examine the effect of positive reappraisal manipulation on 

positive mental health scores as another exploratory analysis.  

I consider the potential impact of the baseline levels of the outcome variables when 

conducting the analyses since participants’ baseline levels of PB, TB, state hope and 

positive mental health scores might differ across groups and could influence the 

results. Therefore, I will add the pre-measures of the outcome variables as covariates 

to control the influence of the baseline levels. Depression will be controlled within 

all the analyses in parallel with previous suicide research (Wetherall et al., 2019).  

All measures (both pre and post) will be placed within one online survey, including 

the experimental/control group task between the pre and post-measures. In the 

previous study, I examined the longitudinal influence of PTG on the outcomes across 

six weeks. In the current experimental study, I will explore whether experimentally 

inducing PTG has an immediate effect on the outcome variables.  

I should note here that the current study does not measure entrapment and suicidal 

ideation, but instead focuses on understanding whether post-traumatic growth 

(PTG) is associated with motivational moderators. The study explores the association 

between four moderators in IMV and positive reappraisal intervention (to promote 

PTG), due to previous literature linking PTG with burdensomeness, thwarted 

belongingness, hope, and positive mental health. Future studies can consider 

including entrapment and suicidal ideation once the influence of PTG on motivational 

risk factors is better understood. 
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6.1.2. Hypotheses of the current study 

6.1.2.1. Experimental manipulation check 

As for the manipulation check analyses, I predict that there will be a significant 

difference in the reports of the current state of posttraumatic growth, with the 

experimental group reporting higher levels of current-standing posttraumatic growth 

as a result of positive reappraisal manipulation.  

In addition, I predict that the control group will report increases in negative affect 

and decreases in positive affect from pre-test to post-test, while for the experimental 

group, the negative and positive affect will not be affected due to the positive 

reappraisal manipulation.  

6.1.2.2. Main hypothesis12 

H1: Being in the positive reappraisal group (vs control group) will be negatively 

associated with the perceived burdensomeness scores when controlling for 

depression and pre-measures of the burdensomeness scores.  

H2: Being in the positive reappraisal group (vs control group) will be negatively 

associated with the thwarted belongingness scores when controlling for depression 

and pre-measures of the thwarted belongingness scores.  

H3 (exploratory): Being in the positive reappraisal group (vs control group) will be 

positively associated with the state hope scores when controlling for depression and 

pre-measures of the state hope scores.  

 

12 Since I used bootstrapped regression analyses rather than ANCOVA due to the assumption 
violations, I used regression-related terminology while writing up the hypotheses, such as associations 
instead of group differences.  
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H4 (exploratory): Being in the positive reappraisal group (vs control group) will be 

positively associated with the positive mental health scores when controlling for 

depression and pre-measures of the positive mental health scores.  

6.2. Method 

This study was pre-registered on the Open Science Framework prior to data 

collection to follow a transparent scientific approach (the registration DOI is: 

10.17605/OSF.IO/GRK28). The method, design and research questions remained as 

stated in the pre-registration. However, I deviated from the pre-registration 

concerning the main analyses since the data violated several ANCOVA assumptions. 

To improve the analysis and aid the interpretation of the results, I changed the 

analysis from ANCOVA to regression to use the bootstrapping technique, which is 

robust to assumption violations (Field, 2017), such as non-normal distribution of 

residuals13.  

6.2.1. Design 

This experimental study has a mixed design with repeated measures of the outcomes 

in two groups (control and experiment). Participants were randomly assigned one of 

the two groups (positive reappraisal vs control) using Qualtrics’ ‘randomiser’ feature. 

Participants completed one online questionnaire with the pre-measures, followed by 

 

13 Also, I did not run pre-registered regression analysis for positive future thinking; because the task I 

used within the survey (MacLeod et al., 1998, 2005) had not been used in an online anonymous setting 

before as it originally includes verbal interaction between the researcher and the participant (e.g., 

participants have verbally presented their responses and asked to rate each one on how likely they 

think it is to happen in the future). 
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the experimental phase, with the positive reappraisal or control group tasks (detailed 

below), and the post-measurement of the outcome variables. 

6.2.2. Participants 

6.2.2.1. Participant Recruitment 

Due to the changes in the data analysis, I conducted a post hoc power analysis to 

examine whether the power is sufficient for the current regression analyses (see pre-

registration for the a-priori power analysis). Post hoc power analysis was conducted 

using G*Power 2 (Faul et al., 2014), with a medium effect size of .15, an alpha of .01, 

a sample size of 231 and a total of 3 predictors (grouping variable, pre-test measure 

of the outcome variable and depression). As a result, statistical power achieved an 

appropriate level of .99.   

In total, I recruited 267 participants who are 18 or older via (i) the Research 

Participation Scheme (RPS) of the University of Nottingham, School of Psychology; 

(ii) opportunity sampling, with recruitment posters and social media (e.g., Facebook 

groups); and (iii) snowballing, whereby participants were asked to pass on our 

contact information to friends they think may be interested and eligible to participate 

in the study. Some of the data were excluded, as explained in the data analytical 

strategy section. The mean age of the final sample (N=231) was 19.18 (SD= 1.95). 

84.8% of the sample was female (N=196). 78.4% (N=181) of the sample were 

identified as White, 10.8% Asian, 3.9% Black, and 6.9% Other. Student participants 

gathered through the University of Nottingham Research Scheme programme were 

given one course credit point if they completed the study. Other participants (who 
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were not recruited through RPS) were entered into a prize draw to win one of the 

five Amazon vouchers (£10 each). 

6.2.3. Materials 

Participants were presented with the information sheet, followed by a consent form 

(see Appendix F). Also, I asked participants to create a unique code if they wish to 

withdraw their data from the study after participation by emailing the researcher 

(e.g., participants created a code by giving their month of birth, house, or flat 

number, and their current age). They then completed the questionnaire within the 

same Qualtrics survey. Participants were assigned to the groups randomly, using the 

random allocation feature of Qualtrics. The measures used in the questionnaire are 

outlined below.  

Demographic Questions. I collected demographic information, including age 

and gender.  

Patient Health Questionnaire (PHQ-8). This scale (Kroenke et al., 2001) 

measures the severity of depression on a 4-point scale ranging from ‘not at all’ to 

‘nearly every day’. An example item from the scale is: ‘Feeling bad about yourself, or 

that you are a failure, or have let yourself or your family down’. Cronbach’s Alpha for 

the scale was .88.  

Current Standing Post-Traumatic Growth Inventory (C-PTGI). This scale 

assesses individuals’ current-standing posttraumatic growth experience regardless 

of past traumatic experiences (Frazier et al., 2009). Participants were asked to reflect 
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on their current feelings (rather than reflecting on past adversity) while answering 

each statement on a six-point scale ranging from (0) ‘not at all’ to (5) ‘very great 

degree’. For example, retrospective measure of PTG (i.e., PTGI) has an item for 

‘changed priorities’ domain: ‘I changed my priorities about what is important in life’ 

for which participants are asked to think about past adverse experiences and answer 

this item referring back to that event. However, C-PTGI does not ask participants to 

think about past adversity, instead it asks participants their current thoughts about 

the items, such as ‘I know my priorities about what is important in life’. I used this 

scale as a manipulation check to examine if C-PTGI scores are higher after positive 

reappraisal manipulation in the experimental group. Since I examined the immediate 

impact of the positive reappraisal induction, using the current standing version of 

PTGI fit better considering the pre-post study design. Cronbach’s Alpha for this scale 

was .91. 

Interpersonal Needs Questionnaire. This 15-item questionnaire assesses 

whether people have feelings of a burden on the people and failed belongingness 

during the past few days (Van Orden et al., 2012). An example item from the 

perceived burdensomeness sub-scale is 'These days, I think my death would be a 

relief to the people in my life' and from the thwarted belongingness sub-scale is 

'These days, I feel disconnected from other people'. Participants answered each item 

on a seven-point scale ranging from: (1) 'Not at all true for me' to (7) 'very true for 

me'. Cronbach's Alpha for the PB scale was .93 and for TB was .90 at pre-measure. At 

post-measure, they were .94 and .89, respectively. 
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State Hope Scale. This 6-item scale measures Snyder et al.'s cognitive model 

of hope (1996), which defines hope as "a positive motivational state that is based on 

an interactively derived sense of successful (a) agency (goal-directed energy), and (b) 

pathways (planning to meet goals)" (Snyder et al., 1996). Cronbach’s Alpha for the 

state hope scale was .85 at the pre-test and .90 at the post-test). 

Positive Mental Health Scale. This 9-item unidimensional scale assesses 

emotional, psychological and social aspects of wellbeing (Lukat et al. 2016). 

Participants respond to statements such as ‘I am often carefree and in good spirits’, 

‘I am in good physical and emotional condition’ on a 4-point Likert scale ranging from 

(0) ‘do not agree’ to (3) ‘agree’. Cronbach's alphas at pre and post-measures were 

.89 and .92, respectively. 

The Positive and Negative Affect Scale (PANAS). This five-point Likert scale 

consists of ten positive and then negative words that reflect different emotions, such 

as interested, afraid, jittery, and irritable (Watson et al., 1988). This scale was placed 

before and after the experimental/control group task, where all participants 

indicated how they felt before and after the tasks, with higher scores indicating 

greater negative or positive affect. I used this scale as a manipulation check to 

examine whether participants’ positive and negative affect scores differed across 

groups as a result of the experimental/control tasks. Cronbach's alphas for positive 

and negative affect were .90 and .91 at the pre-measure, respectively. They were .92 

and .92 at the post-measure, respectively. 
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6.2.4. Procedure 

Ethical approval was obtained from the authors’ School Ethics Committee prior to 

data collection (S1250). Participants completed one online questionnaire with three 

blocks: 1) pre-test measures, 2) either experimental or control tasks and 3) post-test 

measures (See Figure 6.1  

The design of the study 

 for the visualisation of the design and  

Table 6.1 for the pre and post measures of the study). Since all three blocks were 

completed within one single survey, participants were presented with the 

experimental phase right after the pre-measure questions. Similarly, participants 

were presented with the post-measure questions right after the 

experimental/control group tasks. In the end, all participants were presented with a 

debrief sheet and the details of support services. As a positive mood induction, all 

participants were presented with short cartoons based on evidence that cartoons are 

particularly effective in eliciting a positive mood (Goritz, 2007). 

Figure 6.1  
The design of the study 

 

Note. Participants completed these stages within one survey.  
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Table 6.1 
Pre and post measures of the study 

Note. Participants completed these three blocks within one survey.  

6.2.4.1. Positive reappraisal instructions for the participants in the experiment group  

(Adapted from Grisham et al., 2011; Troy et al., 2010):  

Please give yourself enough time to think about a stressful life event you have experienced 

in the past, where you felt powerless to change things or aspects of yourself. To help keep 

your identity private, please do not share the names of people (including yourself) involved 

or any places or locations of where it happened.  

Please briefly explain the situation below.  

----------------------------------------------------------  

You just thought about a stressful life event. Even though a situation may be painful in the 

moment, in the long run, it might sometimes make us reflect on things about ourselves and 

our experiences that we find helpful in the future.  

Pre-test measures Post-test measures 

Demographic Form Current Standing - Post-Traumatic Growth 

Inventory 

PHQ-8 Interpersonal Needs Questionnaire  

Interpersonal needs questionnaire  State hope scale 

State hope scale Positive mental health scale 

Positive mental health scale  

Pre-PANAS Post-PANAS 
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Now, we would like you to think about the stressful experience again, and this time, try to 

reframe the event by adopting a perspective that enables you to extract the positive aspects 

from the situation. The positive aspects could be lessons you have learnt that might help you 

in the future if the same situation was to arise, or it could be a positive change in how you 

view yourself, others, and situations from this point forward. For example, you might feel 

grateful or appreciative of certain aspects of your life as a result of overcoming this stressful 

experience.  

In other words, try to think about the situation in a more positive light. Examine what you 

have learnt and think about any benefits you may have gained from your experience, such 

as self-understanding, insight, improvement in a relationship, or greater appreciation of life.  

 

6.2.4.2. Control Group Instructions: 

Rather than presenting a mundane control group task, such as asking about future 

plans, I asked control group participants to describe an adverse event that happened 

in the past. The main reason for this control group task choice is that I wanted to 

activate experimental group participants’ PTG-related thought processes when 

thinking about an adverse event compared to the control condition where 

participants wrote solely about the facts of their adverse experience. Thus, I 

expected to examine the influence of perceptions of PTG resulting from positive 

reappraisals on suicide risk and protective factors when all participants were thinking 

about a negative experience and when such cognitive reappraisals are not activated 

in the control group participants. 
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The control task instructions are stated below: 

Please give yourself enough time to think about a stressful life event you have experienced 

in the past, where you felt powerless to change things or aspects of yourself.  

You just thought about a stressful life event. Now, we would like you to describe the event. 

Please tell us what happened, when it happened, and why this situation made you feel 

powerless. To help keep your identity private, please do not share the names of people 

(including yourself) involved or any places or locations of where it happened.  

----------------------------------------------------------  

6.2.5. Data Analytical Strategy 

All analyses were conducted using SPSS 28. 

6.2.5.1. Data preparation and handling missing data 

I followed a previously published paper’s guide for missing data (Wetherall et al., 

2019) and excluded one’s data if one did not complete at least %75 of each scale 

(N=36). Thirty-five participants did not answer any questions within the survey, 

indicating they had started the survey and closed their windows without answering 

any survey questions. One participant did not answer any questions in the post-INQ 

questionnaire. In total, I excluded 36 participants’ data from the dataset based on 

Wetherall et al.'s guide (2019), resulting in a sample of 231 participants. There was a 

significant difference in age (t(241) = 7.754, p <.000) between the excluded data 

(N=36) and retained data (N=231). The mean age for excluded participants (M= 

25.20) was higher than the included participants’ mean age (M= 19.18), suggesting 
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that student participants are more likely to complete the survey than community 

participants. There was not any difference in gender (χ2(3) = .156, p = .692) between 

the excluded and included participants. After excluding these participants’ data, 

there were not any other item-level missing data. I then examined potential outliers 

in the data by calculating Mahalanobis and Cook's distance and Leverage values, 

which resulted in not excluding any data. 

6.2.5.2. Statistical Strategy 

Pre-registered manipulation check. Firstly, I conducted a two-way mixed ANOVA to 

examine the group*time interaction to see the changes in the pre and post-PANAS 

scores across groups (i.e., the effectiveness of positive reappraisal manipulation). I 

then assessed whether inducing positive reappraisal resulted in higher reports of PTG 

by looking at the differences in the current standing PTG mean scores between 

groups, using independent samples t-test.  

Pre-registered correlation analyses: Secondly, I performed correlation analyses to 

examine the relationships between the grouping variable (experimental vs control), 

current state of PTG and the outcome variables: PB, TB, state hope and positive 

mental health.  

Regression analyses: Deviating from the pre-registration, I conducted regression 

analyses with the grouping variable (control vs experimental) as the predictor and 

post-measures of PB, TB, state hope and positive mental health as the outcome 

variables. I examined the relationships between the predictor variable and the 

outcome variables through regression analyses with a bootstrapping method which 



182 

is a robust method to handle assumption violations by resampling and drawing large 

numbers of smaller samples within the dataset (Field, 2017). I included pre-measures 

of the outcome variables as covariates in each regression model to control for their 

baseline influence on the post-measure. Depression scores were used as a covariate 

variable in all analyses in parallel with other suicide research (Wetherall et al., 2019). 

Through four separate multiple regression analyses, I tested whether inducing 

positive reappraisal to activate PTG-related beliefs about past adversity is associated 

with burdensomeness, thwarted belongingness, state hope and positive mental 

health. I dummy coded the grouping variable by recoding the control group as ‘0’ and 

the experimental group as ‘1’ to examine the predictive function of this categorical 

variable. Since I performed multiple regression analyses, I used a Bonferroni adjusted 

alpha level of .01 while interpreting the results to reduce the risk of increasing type 

1 error. 

i. Dependent/outcome variable: Perceived burdensomeness scores at post-test  

Independent/predictor variable: Grouping variable (experimental vs control)  

Covariates: Perceived burdensomeness scores at pre-test and depression  

ii. Dependent/outcome variable: Thwarted belongingness scores at post-test  

Independent/predictor variable: Grouping variable (experimental vs control)  

Covariates: Thwarted belongingness scores at pre-test and depression  

iii. Dependent/outcome variable: State hope scores at post-test  

Independent/predictor variable: Grouping variable (experimental vs control)  

Covariates: State hope scores at pre-test and depression  

iv. Dependent/outcome variable: Positive mental health scores at post-test  
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Independent/predictor variable: Grouping variable (experimental vs control)  

Covariates: Positive mental health scores at pre-test and depression  

6.3.  Results 

There were no significant differences between groups in terms of participants’ ages 

(t(226)= 1.129, p= .130) and gender (χ2(3) = 2.064, p = .559). Depression scores were 

also not significantly different across groups (t(229)= .138, p= .445).  

6.3.1. Positive reappraisal manipulation effectiveness 

I used the Positive and Negative Affect Scale (PANAS) before and after the 

experimental phase to examine positive and negative affect changes as an 

experimental manipulation check. Differences between group changes over time 

(i.e., Group × Time) regarding positive and negative affect scores were tested through 

a mixed ANOVA where time was the within-subject variable, and the group was the 

between-groups factor. I was particularly interested in the interaction between time 

and group to examine if the positive reappraisal manipulation was effective and 

when its effect was significant (e.g., pairwise comparisons). 

Mixed ANOVA resulted in a significant interaction between time and group for the 

positive effect (F(1, 229) = 11.371, p< .001). Pairwise comparisons showed that 

positive affect significantly decreased for the control group (pre_M= 29.504; 

post_M= 25.684; p< .001), whereas it did remain almost the same for the 

experimental group (pre_M= 27.325; post_M= 26.149; p= .05). This indicates stability 

in a positive mood when participants were told to use positive reappraisals about a 

past adverse experience when thinking about it. However, control group 
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participants’ positive mood decreased when they were asked to describe the 

negative experience (See Figure 6.2 below). 

Figure 6.2 
Positive affect scores before and after the experimental/control group tasks across 
groups 

 

Note. Error bars were reported based on 95% confidence intervals. Positive affect score is 

the dependent variable. 

There was also a significant interaction between time and group in terms of negative 

affect scores (F(1, 229) = 14.980, p< .001). Pairwise comparisons showed that 

negative affect significantly increased for the control group (pre_M= 19.667; 

post_M= 21.444; p<.001), whereas it did not significantly change for the 

experimental group (pre_M= 17.693; post_M= 16.781; p= .07). This indicates that 

participants in the experimental group preserves a positive mood when they think 

about past adversity and positively reappraise it, whereas control group participants’ 

mood decreased when they were asked to describe the event without a positive 

reappraisal manipulation (See Figure 6.3 below). 
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Figure 6.3 
Negative affect scores before and after the experimental/control group tasks across 
groups 

 

Note. Error bars were reported based on 95% confidence intervals. Negative affect score is 

the dependent variable. 

In addition, to examine if the positive reappraisal manipulation induced higher PTG 

in the experimental group, I compared the means of current-standing PTG scores 

across groups with an independent samples t-test. However, they were not 

significantly different between the experimental and control groups (t(229) =.630, p= 

.53) (See Table 6.2 for the current standing PTG means and SDs).  
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Table 6.2 
Means (standard deviations) of the variables at post-test across groups 

Variables  Control group (N=117) Experimental group (N=114) 

Current state of PTG 71.33 (15.12) 69.95 (15.20) 

Burdensomeness 10.27 (6.35) 9.39 (6.41) 

Thwarted belongingness 22.71 (9.99) 23.12 (11.27) 

Hope 32.12 (8.09) 32.16 (8.06) 

Positive mental health 28.81 (5.34) 27.50 (5.90) 

Depression 8.57 (5.20) 8.44 (5.78) 

6.3.2. Correlations  

A point-biserial correlation with bootstrapping technique (set as 1000) was 

conducted to examine the relationship between grouping variable, post measures 

and positive and negative affect differences. The correlations between the group and 

the outcome measures were not significant (See Table 6.3 below, ps>.05). There was 

a negative correlation between the group and negative affect difference with a 

medium effect size (r = -.248); and a positive correlation between the group and 

positive affect (r = .217) with a medium effect size. This suggested that when 

participants were told to use positive reappraisal when reflecting on the past adverse 

experience, their 1) negative affect levels from pre to post will be less likely to 

increase, and 2) positive affect levels from pre to post are less likely to decrease when 

they were instructed to think about a negative event.  

Current standing scores of PTG were highly and negatively correlated with T2 

burdensomeness, T2 thwarted belongingness scores and depression with large effect 

sizes. Current state of PTG was positively correlated with T2 state hope and T2 

positive mental health scores with large effect sizes (Gignac & Szodorai, 2016).  
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Table 6.3 
Correlations, mean scores, standard deviations of the variables 

Variable 1 2 3 4 5 6 7 8 9 

1.Group -         
2.PB2 -.068 

[-.196, 
.067] 

-  
 

     

3.TB2 .014 
[-.110, 
.137] 

.588** 
[.460, 
.692] 

- 
 

     

4.Hope2    
.002 
[-.127, 
.132] 

-
.568** 
[-.656, 
-.462] 

-
.590** 
[-.682, 
-.482] 

- 

     

5.PMH2 
.059 
[-.071, 
.192] 

-
.639** 
[-.710, 
-.548] 

-
.650** 
[-.743, 
-.549] 

.737** 
[.660, 
.803] 

-     

6.C-PTG 
-.042 
[-.167, 
-.184] 

-
.608** 
[-.690, 
-.512] 

-
.679** 
[-.758, 
-.581] 

.702** 
[.609, 
.781] 

.779** 
[.710, 
.837] 

-    

7.Dep 
-.009 
[-.133, 
.109] 

.588** 
[.465, 
.683] 

.465** 
[.347, 
.575] 

-
.580** 
[-.682, 
-.470] 

-
.681** 
[-.749, 
-.588] 

-
.507** 
[-.612, 
-.385] 

-   

8.N/Aff -
.248** 
[-.352, 
-.134] 

-.043 
[-.169, 
.081] 

-.055 
[-.173, 
.067] 

.051 
[-.069, 
.175] 

.035 
[-.094, 
.161] 

.022 
[-.085, 
.129] 

-.056 
[-.209, 
.094] 

-  

9.P/Aff 
.217** 
[.100, 
.324] 

.109 
[.008, 
.205] 

.163* 
[.060, 
.273] 

-.140* 
[-.255, 
-.019] 

-.133* 
[-.243, 
.000] 

-.132* 
[-.234, 
-.030] 

.138* 
[.004, 
.255] 

-
.331** 
[-.468, 
-.195] 

- 

M - 9.82 22.97 32.13 27.16 70.59 8.49 .45 -2.51 
SD - 6.37 10.63 8.05 5.61 15.13 5.48 5.43 6.09 

Note. *p<.05, **p<.01. Group is categorised as 0 (control group) and 1 (experimental group). 
PB2= Perceived burdensomeness at T2, TB2= Thwarted belongingness at T2, Hope2= State 
hope at T2, PMH2= Positive mental health at T2, C-PTG= Current-standing score of 
posttraumatic growth measured at T2, Dep= Depression scores measured at T1, N/Aff= 
Negative affect; represents the negative affect difference between pre and post measure 
scores. P/Aff= Positive affect; represents the positive affect difference between pre and post-
measure scores. Bootstrapped confidence intervals are presented in brackets [lower, upper]. 

6.3.3. Regression Analyses 

Four separate multiple linear regression analyses were conducted to test the main 

hypotheses. As detailed in the data analytical strategy, bootstrapped linear 

regression analyses examined whether the group (participants were assigned 
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[experimental and control]) predicted PB, TB, state hope and positive mental health 

at post-measure while controlling for baseline levels of respective outcomes and 

depression scores14.  

Testing the predictive function of positive reappraisals on post-perceived 

burdensomeness scores 

I conducted a multiple regression analysis with pre-burdensomeness, depression and 

the grouping variable as the predictors and the post-burdensomeness scores as the 

outcome variable.  

The overall model was significant (F(3, 230) = 266.01, p < .001). Results showed that 

being assigned to the experimental or control group did not predict PB scores at post-

measure, controlling for baseline burdensomeness levels and depression (B = -.289, 

p = .493) (See Table 6.4). Depression was also not a significant predictor of post-

burdensomeness scores (B= .033, p= .548) 

Testing the predictive function of positive reappraisals on post-thwarted 

belongingness scores 

I conducted another simple regression analysis with pre-thwarted belongingness 

scores, depression and the group variable as the predictors and post thwarted 

belongingness scores as the outcome variable.  

The overall model was significant (F(3, 230) = 265.68, p < .001). Results showed that 

being assigned to the experimental or control group did not predict thwarted 

belongingness scores at post-measure, controlling for baseline belongingness levels 

 

14 I have included additional hierarchical regression analyses in Appendix G, where I entered the pre-
test measures in the first step of the regression model;  depression and group variable in the second 
step of the regression model in order to see the R2 changes in the models. 
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and depression (B = -1.147, p = .085) (see Table 6.4). Depression was also not a 

significant predictor of post-thwarted belongingness scores (B= .062, p= .358) 

 

Exploratory analysis: Testing the predictive function of positive reappraisals 

on state hope scores 

I conducted a simple regression analysis with pretest scores of state hope, depression 

and the group variable as the predictors and post scores of state hope as the 

outcome variable.  

The overall model was significant ( F(3, 229) = 193.42, p < .001). Results showed that 

being assigned to the experimental or control group did not predict state hope scores 

at post-measure, controlling for baseline state hope levels and depression (B = .826, 

p = .156) (see Table 6.4). Depression was also not a significant predictor of post state 

hope scores (B= -.080, p= .199) 

Exploratory analysis: Testing the predictive function of positive reappraisals 

on post-positive mental health scores 

Final regression analysis examined whether the group predicted post-positive mental 

health scores, with pre-positive mental health scores and depression added into the 

model. The overall model was significant (F(3, 230) = 345.30, p < .001). Results 

showed that being in the experimental or control group did not predict positive 

mental health scores at the post-measure, controlling for baseline positive mental 

health levels and depression (B = -.221, p = .500) (see Table 6.4). Depression was also 

not a significant predictor of post-positive mental health scores in the final model (B= 

-.068, p= .110).     
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Table 6.4 
The summary of the separate multiple linear regression of post-test scores on pre-
test scores, depression, and group variable 

Outcome variables 
 

Post perceived 

burdensomeness 

Post thwarted 

belongingness 

Post state 

hope 

Post positive 

mental health 

B CI B CI B CI B CI 

P
re

d
ic

to
rs

 

Depression .033 
[-.078, 

.145] 
0.62 

[-.069, 

.188] 
-.080 

[-.202, 

.037] 
-.068 

[-.152, 

.020] 

Pretest 

scores of   

the variable 

.861 
[.689, 

.992] 
.913 

[.846, 

.979] 
.861 

[.736, 

.965] 
.950 

[.871, 

1.030] 

Group -.289 
[-1.123, 

496] 
-1.147 

[-2.576, 

.137] 
.826 

[-.335, 

1.975] 
-.221 

[-.852, 

.397] 

Note. Group is the primary predictor and represents the grouping variable that participants were 

assigned. It is dummy coded: 0 as control, 1 as experimental. Bootstrapped unstandardized 

coefficients and confidence intervals were reported in the table.  

6.4.  Discussion 

The current study examined whether inducing positive reappraisals to activate 

perceptions of PTG was associated with perceived burdensomeness and thwarted 

belongingness levels, state hope, and positive mental health scores. Results revealed 

non-significant relationships between being assigned one of the conditions (i.e., 

engaging with positive reappraisals vs control group task) and the outcome 

measures: Positive reappraisal of the past adverse experience did not predict 

perceived burdensomeness, thwarted belongingness scores, state hope and positive 

mental health scores. I discussed the interpretations of the individual findings below 

and potential explanations for the null findings. 
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Positive reappraisal manipulation and perceived PTG  

I examined the manipulation effectiveness using pre and post-PANAS. Results 

indicated that participants in the control group reported decreases in the positive 

affect scores, whereas there were not any significant changes in the participants’ 

positive affect scores in the experimental group. This finding is in parallel with past 

research that examined the effect of positive reappraisal on positive affect in HIV 

patients (Lee et al., 2014; Finkelstein-Fox et al., 2020; Siegel et al., 2007) or in a group 

of adolescents with challenging experience (Rood et al., 2012), suggesting the 

adaptive function of positive reappraisals in increasing positive affect. Also, as 

expected, participants in the control group reported increases in the negative affect 

scores from pre-test to post-test, while experimental group participants’ negative 

affect scores did not change from pre to post-measure, indicating that positively 

reframing past negative experiences preserved participants’ mood. Indeed, this 

finding supports Garnefski et al.’s findings (2002). Their experimental study looked 

at the use of emotion regulation strategies within two samples: adults from a clinical 

population (people with high levels of depression and anxiety) and matched controls. 

They found that positive reappraisal was reported significantly more often within the 

matched control group than in the clinical group, which suggests that positive 

reappraisal may protect against the onset of mood-related disorders characterised 

by intense experiences of negative affect (Garnefski et al., 2002). 

On the other hand, unexpectedly, the positive reappraisal manipulation did not 

result in significant changes in the C-PTGI scores across groups, indicating that 

positive reappraisal induction caused changes in mood across groups but not in the 

reports of current standing levels of posttraumatic growth. This is an important issue 
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in the present study since the main aim was to induce PTG through promoting 

positive reappraisals.  

One explanation might be related to the choice of the PTG measure. I used the 

current standing measure of PTGI (Frazier et al., 2009) to examine if the activation of 

PTG-related thought processes results in a higher current state of PTG in the 

experimental group compared to the control group. However, since I asked 

participants to think about a past adverse experience and positively reframe the 

situation that happened in the past, it may be possible participants’ perceptions of 

the past adversity were affected by the experimental manipulation (i.e., perceived 

PTG about past adversity) but not the current state of PTG thoughts (i.e., measured 

by C-PTGI). Future research with a similar design might consider using PTGI and 

compare how participants’ perceptions of past adversity concerning PTG are 

different across groups.  

Another explanation might be related to the nature of the control group’s task, 

where participants were asked to describe an adverse experience that happened in 

the past, which had been used by other researchers. For example, in their 

experimental study Stanton et al. (2002) randomly assigned 60 cancer patients into 

three groups where participants were asked to write about 1) their deepest thoughts 

about being diagnosed with cancer, 2) positive emotions and thoughts related to 

their cancer experience, or 3) facts of their cancer experience (control condition). 

However, I did not check if the participants in the control group used positive 

reappraisal while describing the adverse experience. It may be possible that these 

participants are using cognitive reappraisal strategies to cope with the negative 

emotions that arise from the adversity while only describing the event, even though 
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I did not ask them to do so. Further research might include a neutral control condition 

where the participants do not think about a past negative experience. 

In addition, running one single online survey with a post-test immediately completed 

following the experimental task might have caused a failure to induce PTG for the 

participants in the experimental group. In my study, I asked participants in the 

experimental group to think about a past adverse experience and positively reframe 

it. They then reported the current standing levels of the PTG experience. However, 

finding benefits just after the positive reappraisal instructions might be challenging 

for some. For example, individuals may not have the motivation or ability to 

accurately complete this cognitive task (Gower et al., 2022), particularly when they 

are given a short time to reflect on these benefits. For example, some positive 

reappraisal interventions include an hour-long training with the researcher who 

teaches participants how to apply reappraisal instructions to their personal 

experiences and to complete the tasks (Pogrebtsova et al., 2017) and some other 

interventions involve 2 weeks (Lancastle & Boivin, 2008) or 4-8 weeks of practice 

(e.g., Michell & Heads, 2015). 

Or some participants might have experienced some barriers to identifying PTG from 

the recent adverse experience within a short-term period that we could not control. 

For example, some underlying factors might influence participants’ ability to find 

benefits from recent stressors from pre-measure to post-measure within the same 

survey. Sears et al. (2003) studied the relationship between positive reappraisal 

coping, mood, identifying benefits and posttraumatic growth in a group of women 

living with breast cancer. They found that benefit finding (i.e., identifying benefits 

from the adverse situation), positive reappraisal coping, and posttraumatic growth 
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are related but distinct constructs, with identifying benefit as a non-significant 

predictor of PTG and positive reappraisal coping being a significant predictor of PTG. 

Authors argued that regular use of benefit-related information as a coping strategy 

(i.e., positive reappraisal coping) reflects more intentional attempts to achieve 

positive outcomes. In contrast, simple identification of benefits does not require such 

an effortful process and is more likely to be a passive expectancy of the positive 

outcomes. It is therefore possible in our study that participants in the experimental 

group only identified some benefits from their adverse experiences but did not 

engage in an effortful process of actively trying to derive meaningful benefits from 

those experiences, which, in turn, might have resulted in similar scores in current 

standing PTG across groups.  

Positive reappraisal and interpersonal suicide risk factors 

I found that assigning people into the experimental group and telling them to use 

positive reappraisals of the recent adversity did not predict decreases in the PB and 

TB scores while controlling for depression and the pre-measures of these outcomes. 

Although I found that PTG reduced the reports of burdensomeness after six weeks in 

the previous chapter, and Blevins (2019) found negative associations between PTG 

and burdensomeness in their cross-sectional study, I did not support and extend 

these findings in the current experimental study. One main explanation might be 

related to the failure to induce higher reports in the current state of PTG in the 

experimental group (as discussed above). Yet, there are several other explanations 

for these null results that future research may address and consider so that they can 

advance the research into the influence of PTG on these risk factors. 
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Firstly, although the current research followed the idea by Hill and Pettit (2014), who 

emphasised the importance of developing large-scale prevention-based programs 

(such as internet-based interventions to reach a larger and more varied sample size) 

to reduce PB and TB cognitions by focusing on cognitive restructuring or problem-

solving strategies, examining the effect of a brief positive reappraisal intervention on 

two suicide risk factors in a non-clinical population might need further consideration.  

More precisely, studying clinical variables (i.e., PB and TB) in a mainly student sample 

might have caused a floor effect in the current study. It is possible that relationships 

that involved TB and PB were attenuated due to the lower levels of these constructs 

experienced within my sample (see Table 6.3 for the mean scores for these variables). 

Secondly, our participants participated in the pre and post-measure within one 

online survey. It might be possible that assigning participants into different groups 

did not create a difference in post-measures of the PB and TB across groups because 

of the short-time period. Although PB and TB levels highly fluctuated even within 15 

minutes across studies with high-risk populations (Kleiman et al., 2017; Parrish et al., 

2021), no research, to the author’s knowledge, has found such short-time 

fluctuations in non-clinical groups.  

Also, giving instructions through an online survey may have resulted in not greatly 

engaging with the reappraisal task. It is possible that some participants struggled to 

identify benefits from their recent adverse experiences with an online positive 

reappraisal induction, which may consequently prevent decreases in the 

misperceptions about the inter-personal relationships (i.e., perceiving self as a 

burden, sense of failed belonging), particularly during an ongoing pandemic, when 

the PB and TB levels were expected to be higher (Gratz et al., 2020) due to lockdowns 
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and social distancing rules. Therefore, an extension to the intervention length, as well 

as a longer gap between pre and post-measures, would be useful to advance the 

theoretical and practical understanding of the suggested relationships.  

6.4.1. Limitations 

I discussed some of the limitations above while interpreting the results, such as the 

nature of the control group’s task and the gap between pre and post-measures. 

There are a couple of other limitations that should be noted here.  

First, most of the sample was university students, which is not representative of at-

risk populations. Replications should include people who are at risk for suicide (e.g., 

who have higher levels of PB and TB) to clearly understand the influence of positive 

reappraisal induction on these two risk factors. Indeed, the initial recruitment plan 

has been revised because of the COVID-19 pandemic. I initially targeted individuals 

who have mild to moderate levels of depression (PHQ scores between 5-14) to obtain 

a sample with a wide range of life experiences, particularly more stressful life 

circumstances that are likely to increase the risk of exposure to adversity. However, 

recruiting individuals with mild to moderate depression scores (i.e., initial 

recruitment plan) online would raise ethical issues since the study task (e.g., asking 

details about past adversity) could influence individuals’ mood during an ongoing 

pandemic and a lockdown during which the support services might not available as 

usual (Tromans et al., 2020). Future research could explore these relationships within 

at-risk populations to give more insight into these suggested associations.  

Also, I initially planned three separate phases for the current study (e.g., baseline: 

pre-measures; 1 week later: experimental phase; 1 week later: post-measures), 
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however, given the COVID-19 pandemic and lockdown rules, I had to conduct this 

study online rather than in-person testing and through one single survey. A similar 

design with an in-person experimental setting with multiple sessions with the 

participants, thus with an extended gap between pre-intervention and post-

intervention, would advance the theoretical and practical understanding of the 

suggested relationships.  

Although using a repeated measures design is a strength of this study, longitudinal 

studies with more extended time between assessments are needed to further 

understand the temporal relationships between positive reappraisals, posttraumatic 

growth, PB, TB, hope and positive mental health. 

6.5.  Conclusion of the chapter 

This thesis chapter examined the influence of positive reappraisals of a past stressor 

on the reports of burdensomeness and thwarted belongingness. Although positive 

reappraisal induction resulted in mood differences across experimental and control 

groups, there was no difference in the current state of PTG scores between the 

groups, indicating positive reappraisal task did not result in perceiving posttraumatic 

growth in the experimental group. It should be noted that since I could not find any 

significant differences in C-PTGI scores (as a result of positive reappraisal induction) 

across groups, findings and potential explanations for the null findings should be 

interpreted carefully.  

The main hypotheses were also not supported since being in the experimental group 

did not predict decreases in misperceptions related to burdensomeness and 

belongingness and increases in state hope and positive mental health scores. 
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Although I did not replicate/extend the previous chapter’s findings, the theoretical 

importance of our research question should not be ignored. A better explanation of 

our findings would only be possible after improving the design and replicating the 

study in multiple sessions and in-person experimental settings. Replication with an 

improved design to address the issues discussed would offer an opportunity to 

answer our questions which would contribute new knowledge to the literature on 

PTG, burdensomeness and thwarted belongingness. Also, such research could inform 

the IMV and where PTG could be placed in the motivational phase of the model. If 

our hypotheses are confirmed with improved experimental design findings, this 

could inform intervention and prevention strategies.  
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Chapter 7  General Discussion 

Although research into suicide risk factors has yielded key findings for potential 

clinical applications (e.g., Berman, 2017; Turecki et al., 2019), this approach seems 

one-sided. As emphasised by de Beurs et al. (2019), protective factors have been 

poorly researched, albeit they can offer potential opportunities for suicide 

prevention. To address this research gap, more studies have begun examining 

protective factors to inform suicide prevention strategies to respond to the call for 

assessing suicide resiliency factors (de Beurs et al., 2019; Franklin et al., 2017; 

Holman & Williams, 2022; Wingate et al., 2006).  

7.1. Overview of thesis aims 

Yu et al. (2010), Bush et al. (2011), and Gallaway et al. (2011) addressed an important 

new avenue for suicide resiliency research: the potential protective role of PTG 

against suicidality, as they found a negative association between PTG and suicidal 

ideation in a group of earthquake survivors and military service members. For 

example, Bush et al. concluded that higher levels of PTG might be protective against 

suicide among military service members, since perceiving PTG based on past adverse 

experiences may make them more suicide-resilient.  

As discussed in Chapter 1, perceptions of PTG can function as a form of self-

enhancement cognition. Taylor (1983) argued that individuals can employ cognitive 

reappraisal strategies to hold positive views about themselves, which may then help 

them to maintain and bolster self-esteem and self-worth (Taylor et al., 2000; Park & 

Boals, 2021), thus aiding psychological adaptation following challenging events. 
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Perceiving growth as a function of self-enhancement thoughts can dampen the 

impact of the adverse experience on negative appraisals of the self and the situation. 

This might be one explanation for the mechanism behind the association between 

PTG and suicidal thoughts. However, this explanation is only speculative and not 

guided by a theoretical or empirical approach. Therefore, additional research into 

this relationship utilising theoretical models was required to explore the link 

between the two constructs. 

To address this gap in suicide resiliency research and expand previous findings on this 

topic (e.g., Bush et al., 2011), this thesis examined whether PTG has a protective 

function against suicidal thoughts as specified in the IMV. Utilising a theoretical 

framework of a well-validated suicide model (the IMV), I conducted five empirical 

studies with qualitative and quantitative methodologies. 

I will briefly summarise each chapter’s key findings first, followed by the theoretical, 

methodological and clinical implications. In the final part, I will provide suggestions 

for future research and evaluate the strengths and limitations of the studies 

conducted within this thesis. 

7.2. Summary of thesis findings 

The table below contains a summary and conclusion for each chapter (Table 7.1). The 

initially targeted population of the current thesis was UK veterans who have 

experienced operational deployments while serving in the military. It was intended 

to explore the potential protective role of PTG against suicidal ideation within this 

population, as discussed in Chapter 2. Before undertaking a quantitative 

investigation of the research questions, I decided to explore personal experiences 
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within this population related to suicidal thoughts, triggers, and PTG. To provide an 

understanding of these unique experiences, I conducted face-to-face interviews with 

eight war veterans. Utilising IPA (Smith et al., 2009), the findings showed that PTG is 

reported by veterans when they reflect on the adversities in the military service.  

These findings supported Palmer et al.’s (2017) study, which indicated that the 

qualitative reports of PTG are very similar to the domains of PTGI, aligned with the 

existing literature. Notably, several suicide risk factors were also reported by eight 

participants, with two of whom reported past suicidal thoughts due to adverse 

experiences related to their service experience. Overall, the findings indicated that 

PTGI is a suitable questionnaire to examine PTG experiences within this population, 

and some of the reported risk factors were specified within the IMV, showing that it 

is a relevant model to be utilised within this population.  

Given that veterans reported some aspects of PTG and are at greater risk for suicide 

due to adverse experiences in the military (e.g., Bullman & Scneiderman, 2021), I 

proceeded to examine the potential protective role of PTG within this population in 

Chapter 3. The rationale for the studies in this thesis is based on past cross-sectional 

correlational research that assessed the PTG-suicide relationship (e.g., Bush et al., 

2011; Strader, 2019). I aimed to expand those findings to provide an understanding 

of the function of PTG within the context of the IMV (O’Connor & Kirtley, 2018). I 

hypothesised perceived PTG being either a ‘threat to self moderator or ‘motivational 

moderator in the motivational phase of the IMV. However, given the small sample 

size, I looked at the correlations between key suicide risk factors in the IMV (e.g., 

defeat, entrapment, suicidal ideation) and perceptions of PTG.  
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I found that PTG was negatively correlated with defeat and entrapment with large 

effect sizes. Although negatively associated, the relationship between PTG and 

suicidal ideation was not significant. These findings suggested that perceiving PTG 

might interact with key pathways within the motivational phase of the IMV, such as 

defeat and entrapment, thus protecting against the development of suicidal 

thoughts by dampening the impact of these risk factors, which is an area needing 

further exploration. 

Chapter 4 examined PTG as a moderator within the motivational phase of the IMV 

with a larger dataset (N = 521) collected from a community sample, in order to 

achieve the required sample size for statistical power. The results showed no 

significant interactions between PTG and defeat in predicting entrapment; or 

between PTG and entrapment in predicting suicidal ideation. It should be noted here 

that I achieved a sufficiently powered sample size to assess whether PTG is a threat 

to self moderator in the IMV, but not for testing PTG as an motivational moderator 

in the model (which would require a sample size of 2619 participants). Therefore, it 

is possible that the interaction between PTG and entrapment was not significant due 

to the lack of power. However, I found a negative direct association between PTG 

and suicidal ideation, supporting past evidence indicating a potential protective 

function of PTG against suicidal ideation (e.g., Bush et al., 2011; Gallaway et al., 

2011).  

Overall, these findings suggested that PTG may not have a moderating role within 

the motivational phase of the IMV. Given the null moderating findings, I shifted my 

focus onto the other risk factors within this phase (e.g., other moderators) through 

which the influence of PTG on suicidal thoughts may emerge. Specifically, Chapter 5 
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examined the influence of PTG on perceived burdensomeness (PB) and thwarted 

belongingness (TB) (motivational moderators in the IMV) in a longitudinal design, 

based on existing cross-sectional research that showed a negative association 

between PTG and these two interpersonal risk factors (Blevins, 2019). I conducted a 

six-week longitudinal study and found that perceiving PTG from stressful experiences 

reduced the strength of association between burdensomeness at T1 and T2 in a 

group of people who live in the most financially deprived areas in the UK (and who 

are thus at greater risk of suicide). This finding indicated that the protective influence 

of PTG might be through reducing the impact of negative self-appraisals, such as 

feeling oneself to be burden. 

Following the longitudinal study findings (i.e., that PTG mediated the decreases in 

burdensomeness levels over time), I tested the relationships in an experimental 

setting, as reported in Chapter 6 I presented experimental group participants with 

positive reappraisal instructions while thinking about a past adverse experience, 

whereas control group participants were only told to describe the event. I then 

looked at the post-measure scores of PB and TB. In contrast to the findings in Chapter 

5, I failed to replicate the longitudinal study findings in an experimental setting, 

potentially because of the design issues detailed in Chapter 6.  
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Table 7.1 

Summary of the key findings 

Chapter Design Key findings 

1 

 
Literature review  

There is a need to investigate protective factors by utilising 
suicide models to inform suicide prevention efforts. Given the 
negative association between PTG and suicidal thoughts found in 
past studies, PTG needs to be examined as a protective factor 
within the context of a suicide model to clarify its protective 
function.  

2 

 

Qualitative (IPA) 
study with UK 
veterans 

UK veterans deployed to operational tours are at greater risk for 
suicide because of the adverse experiences and triggers that still 
exist after many years, such as losing friends during combat and 
transition problems after leaving the service. The study 
participants also identified some benefits from their military 
experiences perceiving PTG, which supported existing research. 

3 

 

Cross-sectional 
correlational 
study with UK 
veterans 

I examined the correlations between the key risk factors and 
PTG. I found that PTG was negatively associated with defeat and 
entrapment with large effect sizes and not significantly 
correlated with suicidal ideation. 

4 

 

Cross-sectional 
moderation 
study in a 
community 
sample 

PTG did not act as a threat to self moderator in the IMV 
unexpectedly. However, it predicted lower levels of suicidal 
ideation, consistent with previous findings, indicating a potential 
protective role against developing suicidal thoughts.  

5 

 

A short-term 
longitudinal 
study using 
mediation 
analyses in an at-
risk sample 

Perceiving PTG from a recent stressor during the COVID-19 
pandemic mediated the levels of perceived burdensomeness 
from T1 to T2 over six weeks in a group of people who live in the 
most financially and socially deprived areas in the UK. 

6 

 

Pre-test post-test 
experimental 
study in a 
community 
sample 

Positive reappraisal manipulation resulted in higher positive 
affect within the experimental group compared to the control 
group; however, the current-standing PTG scores were not 
different, indicating a failure in inducing PTG in the experimental 
group. Being in the experimental group was not associated with 
burdensomeness, thwarted belongingness, at post-test. 

7.3. Theoretical implications 

The present thesis yielded two broad results:  

(1) Perceived PTG was negatively correlated with some of the key risk factors of 

suicide in the IMV, such as defeat, entrapment, and suicidal ideation (e.g., see 
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Chapters 4 and 5). However, PTG did not act as a threat to self or motivational 

moderator in IMV but predicted lower levels of suicidal ideation in a community 

sample, confirming past research findings in different populations (e.g., Gallaway et 

al., 2011; Sheline, 2013, Strader, 2019).15  

(2) Perceptions of PTG reduced burdensomeness thoughts over time, suggesting that 

the protective influence of PTG against suicidal ideation may be through these 

negative appraisals. These longitudinal results supported the findings of a cross-

sectional study by Blevins (2019), which showed a negative association between PTG 

and burdensomeness.  

I expected PTG to play a role within the motivational phase of the IMV as a 

moderator, since there are conceptually similar constructs suggested to be the 

moderators within this phase, such as coping, hope, resilience and optimism. 

Assessment of these moderators in the IMV yielded important and significant results, 

affirming previous studies (e.g., McLean, 2020; Tucker et al., 2016; Wetherall et al., 

2019). However, reflecting on the nature of these protective moderators in the IMV, 

I noticed that they are measured as personality traits, and are therefore likely to be 

stable over time. Perceiving PTG is an appraisal-based coping strategy; self-

enhancement cognitions are activated when confronting with distress to maintain 

psychological adjustment (Taylor, 1983). Consequently, this may influence other 

 

15 It should be noted here that the analysis for PTG as a motivational moderator was underpowered, 

therefore future research should examine this with a larger sample size, to see whether PTG acts as a 

motivational moderator in the IMV.  
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negative self-appraisals (e.g., burdensomeness), raising the question of whether IMV 

is the most appropriate suicide model to test the protective influence of PTG. 

After I critically reflected on the broader findings, I considered the possibility of 

testing the role of PTG through the SAMS as a recommendation for further research. 

As mentioned in Chapter 1, SAMS (Johnson et al., 2008) built on the CoP model 

(Williams, 2001) to facilitate therapeutic advances for patients with psychotic 

symptoms and focuses on the appraisal systems. According to the SAMS, positive 

self-appraisals (appraisals of one’s ability to cope with emotions) and negative self-

appraisals (low self-worth) directly impact the situation appraisal system. 

Specifically, positive self-appraisals reduce the negative influence of stressful life 

events on suicidality outcomes, whereas negative self-appraisals increase the impact 

of stressful experiences on suicide risk. Given that the core of perceiving PTG requires 

positive appraisals about oneself, it can be categorised as another aspect of positive 

self-appraisal.  

In addition, in the current thesis, I suggested that PTG may influence other negative 

self-appraisal systems (e.g., I am a burden to others). Therefore, a model that focuses 

on appraisals could be an alternative model to test the function of PTG. Indeed, in 

similar research, Johnson et al. (2010) tested the SAMS model within a non-clinical 

student population with at least some degree of past or present suicidality, and 

found that for students with high or moderate levels of positive resilience appraisals 

(e.g., ‘I can usually find a way of overcoming problems’), increased levels of stressful 

life events did not lead to increases in suicidality, indicating a protective function of 

positive self-appraisals. One can speculate that perceiving PTG from stressful life 
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events acts like resilience appraisals and would buffer the impact of the influence 

that adverse events on suicidality.  

However, some points should be noted here that limit the utilisation of SAMS to test 

the role of PTG. Firstly, SAMS argues that positive self-appraisals confer resilience in 

the face of stressful situations, suggesting that positive self-appraisals hinder the 

negative appraisal of the traumatic experience (e.g., feeling defeated). However, it 

does not explain the mechanisms by which positive self-appraisals may have their 

impacts on these negative situation appraisals (Johnson et al., 2010), such as defeat 

and entrapment.  

Secondly, this model was initially developed to aid interventions for psychosis 

patients. Although Johnson et al. (2010) tested this model within the student 

population, risk factors and therapeutic implications were initially explained within 

the context of psychotic disorders (Johnson et al., 2008), which may limit its 

utilisation for the general public or other clinical groups.  

Thirdly, the IMV was developed after the SAMS, and subsumes its core assumptions, 

such as those relating to defeat and entrapment, and some self-appraisal constructs, 

such as burdensomeness and positive future thinking.  

Taken these reflections together, SAMS would benefit from being expanded to 

become a more comprehensive model, explaining how stressful events and 

appraisals interact to influence other suicide risk factors established by prior 

research. Although some of these points can be addressed by future research, the 

IMV still appears to be the most appropriate model to test the function of PTG, since 

it uncovers potential interactions between event-related appraisals, self-appraisals, 

other risk and protective factors.  
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Nevertheless, more research is needed on whether appraisal-based protective 

factors can be integrated within IMV as moderators and interact with the key risk 

factors (defeat and entrapment) within the motivational phase. If protective factors 

are found to be indirectly influencing suicidal ideation by affecting other self-

appraisals, the authors of the IMV (O’Connor & Kirtley, 2018) should address this 

separately, to point out potential theoretical applications of the model for assessing 

protective factors. Indeed, recent research suggested that suicide protective factors 

are more likely to influence suicidal ideation indirectly through negative appraisals 

and cognitions, such as PB.  

Oakey-Frost et al. (2022) conducted a cross-sectional network analysis,16 and 

examined the interrelations between protective factors (e.g., optimism, meaning in 

life, hope, social support), risk factors (e.g., suicide cognitions, negative affect), and 

suicidal ideation within a sample of 557 undergraduate students with a history of 

suicidal ideation. One of their findings was that increases in the trait hope results in 

decreased suicide cognitions (e.g., ‘the world would be better without me’), which 

suggested that protective factors may decrease the risk for the activation of the 

suicidal belief system, such as burdensomeness cognitions. Given that I found that 

PTG mediated decreases in burdensomeness over time, the effect of PTG might be 

similar to that of the trait hope on suicide cognitions reported by Oakey-Frost et al. 

(2022), which suggests that perceiving PTG is not a moderator in the IMV’s 

 

16 Network analysis provides the direct and indirect relationships and strengths of the relationships 

between nodes (as constructs and factors included in the study), which act within a broader network 

and influence other constructs within the network (de Beurs et al., 2019). The significant relationship 

between the nodes means that their relationship holds even after controlling for other specified nodes 

within the network.  
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motivational phase, but it may protect individuals through buffering against the 

activation of negative self-cognitions.  

It should be noted that predicting suicide is a complex and challenging task, as there 

is no single cause for suicidal thoughts and behaviours. As argued by some of the 

suicide researchers, theories that attempt to explain why suicides occur might be 

considered simplistic, while suicide is a complicated and fluid concept and is affected 

by biological, psychological, environmental and social factors (e.g., Hjelmeland & 

Knizek, 2019; Paniagua et al., 2010). A critical meta-analytic review by Franklin and 

colleagues (2017) targeted to provide a summary of examined risk factors by 

reviewing 365 longitudinal studies from the past 50 years that attempted to predict 

suicide-related outcomes. Their findings revealed an unexpected finding: existing risk 

factors weakly and imprecisely predict suicidal thoughts, and behaviours and the 

predictive ability has not improved in the last 50 years. Furthermore, most studies 

had very long follow-up periods (over 5-10 years), but even longer intervals did not 

result in better predictive ability. These results indicate that the precise prediction of 

suicide risk will need a complicated combination of factors, potentially more than 50 

(Franklin et al., 2018), with many of them being variable over time. These findings 

highlight the need for developing specific algorithms to determine suicide risk, as 

there is no universal algorithm for predicting suicide risk precisely (Franklin et al., 

2017).  

Nock and colleagues (2019) also support this approach and argue that small sets of 

risk factors within the suicide theories do not perform well in predicting suicide risk. 

They explain that these risk factors are sensitive but lack specificity about who is at 

most risk why and when, since not everyone experiencing suicide risk factors (e.g., 



210 

hopelessness, depression, acquired suicide capability and suicidal thoughts) ends up 

dying by suicide.  

In sum, although suicide theories are essential to further develop suicide research as 

they target to provide an understanding of the suicidal mind, they seem to be 

incomplete. One could expand the existing findings by focusing on risk algorithms 

(i.e., rather than focusing on a single risk/protective factor; Franklin et al., 2017) 

guided by validated suicide theories, thus, may provide a greater understanding of 

the combined effect of the risk and protective factors on suicide risk. For instance, 

the protective influence of PTG perceptions on negative appraisals could be 

examined through network analyses, as applied by Oakey-Frost et al. (2022). Thus, 

the role of PTG within a broader network could reveal further knowledge on its 

associations with other factors within a broader network.   

7.4. Methodological implications 

Since I measured PTG retrospectively, I conceptualised it as perceptions of change 

resulting from illusory self-enhanced cognitions, rather than as a genuine change 

following adversity. Considering this conceptualisation when interpreting the 

findings, one can speculate that perceptions of growth through self-enhancement 

might help individuals to feel confident about themselves and maintain self-esteem 

(Park & Boals, 2021; Taylor et al., 2000), thus reducing burdensomeness cognitions.  

In other words, challenging life events may threaten individuals’ self-esteem and self-

confidence and thus may result in feeling a burden to others. However, if one uses 

cognitive reappraisal strategies and reframes the adverse event in a more positive 

light using positive illusions, this will then increase the chance of recovery (e.g., 
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Taylor, 1983), and protect them from negative evaluations of burdensomeness. Thus, 

perceiving growth following challenging experiences might prevent the development 

of suicidal ideation by interrupting the cycle of negative thoughts related to 

burdensomeness and relationships with others. To illustrate, one can perceive having 

a more significant and deeper connection with others because of the past challenging 

experience (i.e., PTG). These self-enhanced perceptions (e.g., ‘I now have great 

friends who care about me’) may prevent this person from thinking they are a burden 

and liable to them.  

Indeed, Dufner et al.’s (2019) meta-analytic review examining the function of self-

enhancement concerning well-being revealed that when people view themselves in 

an unrealistically positive light, this benefits their adjustment and psychological well-

being, supporting Taylor’s (1983) claim related to its protective function to support 

psychological functioning. Furthermore, Dufner et al. (2019) found that self-

enhancers are likely to report higher levels of life satisfaction, positive affect (i.e., 

subjective experience of positive mood), and lower levels of depressive symptoms, 

emphasising the beneficial side of self-enhanced cognitions on mental well-being.  

There is further evidence that shows some functional value in perceiving PTG from 

adverse experiences, even when the changes are not genuine and only reflect 

positive illusions (Greenberg et al., 2021; Helgeson et al., 2006). These findings are 

promising: even if people just believe that they have changed following adversity, 

this appears to maintain psychological functioning in the presence of threatening 

situations. However, further longitudinal research is crucial to understand when 

perceiving positive changes is adaptive and protective against negative self-

appraisals, such as feelings of burdensomeness.  
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7.4.1. Perceptions of growth – are they always adaptive? 

There has been increased research now showing that actual change and perceived 

change are not associated with each other (as discussed in Chapter 1), claiming that 

they are separate constructs and different responses to challenging events, as they 

are differently related to psychological adjustment (e.g., Boals et al., 2018; Boals & 

Schuler, 2018, 2019; Frazier et al., 2009; Maercker & Zoellner, 2004), or that they are 

not related at all (Park & Sinnott, 2018). For example, Frazier et al.’s (2009) 

longitudinal study showed that genuine PTG17 was associated with decreased 

distress, while perceived PTG was related to both positive coping strategies and 

increased distress. Boals et al. (2019) followed a similar methodological approach 

and reached similar conclusions, finding that PTG perceptions were associated with 

increases in distress and with higher levels of avoidance coping, while actual PTG was 

related to decreases in distress and was unrelated to coping.  

I previously suggested that perceiving growth following adverse experiences may 

promote well-being and decrease suicide risk through influencing negative appraisals 

in the IMV, given its promotion of positive reappraisals and self-enhanced cognitions. 

However, one may argue that PTG perceptions are associated with cognitive 

avoidant strategies and make individuals not think about the adversity, serving the 

function of denial and suppression. However, it may also serve as an active and 

ongoing coping effort to reduce acute stress through avoidance and denial (Maercker 

& Zoellner, 2004). Although denial, avoidance, and suppression have been 

 

17 They measured PTG prospectively using current-standing version of PTGI, whereby they recruited 

participants with a traumatic experience between baseline measure and T2 measure (the study was 

explained in the introduction chapter in detail). 
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categorised as ‘maladaptive coping strategies’ in the broader emotion regulation 

literature (Aldao, 2013), they may serve adaptive functions depending on the 

context.  

To illustrate, Sheppes et al. (2012) found in their experiments that when the intensity 

of the emotional stimuli was high, individuals tended to choose an early 

disengagement strategy, whereas the intensity was low, and individuals tended to 

choose a later-stage disengagement strategy. From this perspective, one’s 

perceptions of PTG resulting from adverse experiences can act as an active continued 

coping process with the stressor and result in enhanced illusory cognitions, which 

may serve as disengagement from the stressor. Indeed, the key aspect of emotion 

regulation and coping is that healthy adaptation to the stressor requires flexibly 

choosing the regulation strategy in order to respond to changing situational 

demands. As emphasised by Bonanno and Burton (2013, p. 605), categorising 

emotion regulation strategies as beneficial or maladaptive is due to a ‘fallacy of 

uniform efficacy’, since ‘flexibly adapting one’s behaviour across different stressor 

situations is equally if not more important than the ability to use any single strategy’.  

However, caution is still needed when interpreting our broader results when clinical 

applications are considered. The studies within this thesis were the initial step to 

understanding PTG and suicide relationship, but longitudinal research with 

retrospective measures of PTG is needed to conclude the protective influence of 

perceived PTG on negative self-appraisals over time (i.e., longitudinal study with 

three or more time points), to understand when and where perceiving PTG influence 

the temporal pathways to suicide. 



214 

7.5. Clinical implications 

As mentioned in the previous section, our findings are initial examinations and 

require further exploration and replication. Once we ensure that perceiving PTG from 

challenging life events is adaptive and beneficial for mental well-being (e.g., assessing 

through longitudinal and experimental studies), then clinical services might utilise 

these findings. This section firstly focuses on the existing positive psychology 

interventions and then evaluates potential clinical applications that can utilise the 

current thesis’ findings.  

7.5.1. Existing positive psychology interventions 

PTG is one of the concepts within positive psychology. It would be helpful to discuss 

the existing positive psychology interventions to provide a context for the potential 

clinical applications of the thesis’ findings.  

There has been a growing interest in suicide resiliency factors and interventions 

recently that focus on modifying some suicide protective factors to decrease the 

suicide risk. For example, gratitude (i.e., noticing and appreciating the positive in life) 

has been consistently linked to lower levels of suicidal thoughts and behaviours 

among college students (Kaniuka et al., 2021a), adolescents (Rey et al., 2019), sexual 

minority groups (Kaniuka et al., 2021b), veterans with mental illness, and students 

with PTSD (Umucu et al., 2022).  

Huffman et al. (2014) conducted an important feasibility study with an inpatient 

sample of suicidal patients using different positive psychology exercises to determine 

their impact on patients’ hopelessness and optimism. For instance, participants were 

asked to recall a kind act from others and write a letter to describe their feelings of 

gratitude. For the personal strength intervention, participants were asked to reflect 
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on their personal strengths and select one strength (e.g., perseverance) to be 

deliberately used within the next 24 hours. They were then asked to write about how 

they used this strength and the outcomes.18 For ‘counting blessings’, participants 

recalled three events within the past week for which they were grateful and recorded 

these events in detail.  

Huffman et al. (2014) found that using gratitude letters and reflecting on the 

strengths was associated with reductions in hopelessness and increases in optimism 

from pre- to post-test. In addition, they concluded that positive psychology exercises 

were well accepted by suicidal inpatients and were associated with improvements in 

clinically relevant short-term outcomes. However, this newly integrated ‘positive 

psychology and suicide intervention’ research is in its infancy, and needs more RCTs 

and longitudinal studies. Nevertheless, Hirsch et al. (2018) discussed these issues in 

detail, and concluded that Huffman et al.’s (2014) exploratory work is key in the 

‘positive psychological approach to suicide’ field, showing the feasibility of such 

positive psychology interventions to decrease suicide risk. 

7.5.2. Can PTG be integrated into suicide interventions? 

The findings of this thesis showed that perceived PTG may be one of the protective 

factors in suicide interventions, and its influence might be through influencing 

burdensomeness cognitions.  

 

18 Given that greater appreciation and realising personal strength are two aspects of PTG, I should 

note here that these brief interventions are very relevant to potential clinical implications of the thesis 

findings, considering the perceptions of posttraumatic growth as benefit finding and benefit 

reminding. 
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I should note here that PB has been found to be a robust suicide risk factor, as 

numerous studies have claimed that the feeling of being a burden to others is the 

most critical mechanism when it is included with TB in multivariate or path analyses 

(de Beurs et al., 2019; Hill & Pettit, 2012; Van Orden et al., 2008). In their prospective 

study with psychiatric inpatients, Forkmann et al. (2020) found that only PB had a 

significant main effect on suicide attempts within the 12-month interval when TB was 

also included in the regression analysis. Thus, particularly PB appears to be a vital 

component for clinicians working in suicide prevention. Once the current thesis’ 

findings are confirmed, suicide prevention strategies can consider the integration of 

some aspects of PTG into the existing therapies to reduce PB-related thoughts, 

thereby reducing suicide risk. 

In the experimental study reported in Chapter 6, I attempted to induce PTG by 

manipulating participants’ appraisals about past adverse experiences, but the 

experimental manipulation did not promote perceptions of PTG among the 

experimental group participants. One explanation could be that inducing positive 

reappraisals of a past adverse experience with a brief experimental task might not 

be sufficient to promote PTG. Consequently, more detailed and long-lasting PTG 

interventions are needed to induce PTG and see its effect on PB. 

Considering Huffman et al.’s (2014) findings related to the benefits of gratitude 

letters and reflecting on personal strengths, written interventions could promote 

PTG and its relevant aspects. For example, two domains of the PTGI are appreciating 

each day more and realising personal strength, so individuals could be asked to write 

about an adverse experience and reflect on some positive aspects of the event 

through similar interventions to those deployed by Huffman et al. (2014), such as 
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gratitude letters, counting blessings, and reflecting on personal strength. The effect 

of such training then could be examined based on the pre- and post-intervention PB 

scores. Although the thesis chapters included individuals from different populations, 

future pilot intervention research could utilise a group of participants who are at-risk 

for experiencing negative life events, such as people with low socio-economic status 

(e.g., Griffiths et al., 2014). PTG interventions could encourage those individuals to 

reflect on their negative experiences and help them to reframe the event as a 

challenge that they have overcome, thus provide a source of personal growth, 

strength, and resilience. Thoughts of posttraumatic growth might then reduce the 

reports of burdensomeness. 

Importantly, Roepke (2014) conducted a meta-analysis of studies to examine 

whether existing psychosocial interventions promote PTG and revealed that 

interventions including CBT and written exposure foster increased PTG, although 

they do not directly target PTG as a primary outcome. Although this meta-analysis 

did not differentiate whether the outcome is perceptual or genuine PTG, it showed 

that written interventions and cognitive restructuring can enable individuals to 

identify PTG.19 After assessing the benefits of PTG intervention on PB thoughts in 

individuals with negative life experiences, the second step would be the transition of 

such PTG intervention into the existing suicide prevention therapies.  

Specifically, a well-supported treatment framework, the Collaborative Assessment 

and Management of Suicidality (CAMS), mainly focuses on preventing suicide 

 

19 However, as Roepke and Zikopouolos (2021) highlighted, more research is needed to understand 

the circumstances under which these PTG-oriented interventions may or may not be helpful. 
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through working with the client to understand the driving factors for suicidal 

thoughts and behaviours (Jobes, 2012). In this Assessment, clients complete some 

quantitative ratings of theoretically derived suicide risk factors, such as adversity, 

psychological pain and negative self-appraisals. Throughout the treatment, the 

clinician and the client work together on identifying and treating suicidal drivers to 

reduce their impact on the client. It aims to deeply understand the suicidal drivers 

and explore alternative and adaptive ways of coping with the pain and negative self-

appraisals (e.g., PB). 

PTG exercises through the afore-mentioned techniques (e.g., gratitude letters) can 

be utilised at this point as one of the adaptive ways of coping and provide the client 

with a different perspective to look at their negative thoughts about PB. Indeed, the 

CAMS treatment framework is supported by a range of randomised controlled trials 

(e.g., Ellis et al., 2017; Jobes et al., 2017), and has been found to be superior to other 

treatments (e.g., treatment as usual) in reducing suicidal ideation, distress, and 

hopelessness levels by a recent meta-analysis (Swift et al., 2021). Promoting PTG-

related appraisals as a coping mechanism within this treatment framework may point 

to exciting new possibilities to reduce PB cognitions and thus suicide prevention. 

However, I should note here again that these clinical implications can be examined 

only if our findings are confirmed with further longitudinal and experimental 

research. Once we clearly understand the function of the PTG within the IMV and its 

relationship with the negative self-appraisals, the next step would be to think about 

its clinical utility in the existing and well-validated intervention strategies, such as 

CAMS (Jobes, 2012).  
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7.6. Future directions 

Although promising, the findings resulting from this thesis should be confirmed with 

further research. One potential idea for further research on this topic could be 

testing the relationship between perceived PTG and PB through a longitudinal design 

with more than two time points (i.e., three or four), to examine whether identifying 

PTG from adverse experiences consistently improve individuals’ well-being through 

decreasing the PB thoughts over time. Such long-term longitudinal designs could help 

to track changes in suicidal thoughts over time (e.g., in a year) and understand the 

relationship between PTG and changes in the severity of suicidal thoughts.  

Another possibility would be testing these relationships through an experimental 

design with multiple groups, where some participants will receive PTG training 

similar to the interventions used by Huffman et al. (2014), while others are in a 

control condition. Exploring the long-lasting effect of PTG training on PB with three 

or more time points could provide a detailed context for the function of PTG 

perceptions over time. This research can be conducted within non-clinical groups; 

once confirmed, its feasibility and application to clinical groups could be evaluated 

through qualitative focus group research with suicide intervention experts and 

therapists. 

In addition, some study hypotheses were not tested reliably because of the lack of 

statistical power. The effect sizes of the previously tested moderators in the IMV 

were quite small. Since I based my power analyses on past relevant research, an 

unrealistically large sample size would be required relative to the time restrictions 

and resource limitations of this postgraduate research project. Bigger research 

projects that have sufficient financial resources could examine whether PTG acts as 
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a motivational moderator in the IMV (Chapter 4), and/or whether they reduce the 

TB levels over time (Chapter 5). If such research reveals significant findings, then it 

may have theoretical implications, as it may inform the IMV.  

7.7. Strengths and limitations 

One of the key strengths of the thesis is testing the protective function of PTG 

through a comprehensive and well-evidenced suicide model (e.g., Dhingra et al., 

2016; Wetherall et al., 2019), which identifies key risk factors and moderators that 

influence the pathways that lead to suicidal ideation (O’Connor & Kirtley, 2018). 

The second strength is related to focusing on suicide resiliency as opposed to suicide 

vulnerability. The identification of risk factors has been prioritised in past research 

(Franklin et al., 2017); however, research into protective factors is also essential to 

improve suicide prevention strategies (Rabon et al., 2018). To address this research 

gap, I examined PTG as a potential protective factor and found some promising 

results which require further examination.  

Thirdly, the studies within this thesis followed a transparent and robust research 

approach, using large sample sizes, Open Science Framework pre-registrations and 

power analyses calculations strengthened the designs and the conclusions reached. 

Nevertheless, the studies conducted within this thesis include some limitations that 

should also be considered, which are specified and analysed within each constituent 

chapter. The following discussion explains some broader limitations that future 

research could consider.  

As is typical in psychology research, the questionnaires used in this thesis to measure 

suicidal ideation and other risk factors were retrospective, thus there is an intrinsic 
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likelihood of recall bias when answering the survey questions. Recent improvements 

in data collection and analysis, such as ecological moment assessments (EMA) 

(Kleiman et al., 2017) could be utilised to improve the research on the relationships 

between PTG, PB, and suicidal ideation. Repeatedly collecting data at high 

frequencies can reduce recall bias, increase the reliability (due to repeated 

measurements) and ecological validity as data collection occurs within a natural 

environment (Hufford, 2007). The approach would enable real-time investigation of 

how an individual's thoughts of burdensomeness evolve over time, and whether 

perceptions of growth increase to cope with these negative thoughts. 

Another limitation of the studies in this thesis is using a PTG measure, PTGI, that only 

includes positive items. Some PTG researchers argued that measures with items that 

are positively worded, and response scales that only contain reporting of positive 

changes might increase the risk of over-reporting PTG (Boals & Schuler, 2018; Boals 

& Glidewell, 2023). Therefore, it is crucial for further research to conduct more 

empirical research in this area, to ensure the protective function of PTG before these 

findings are translated into suicide intervention treatments.  

Since this thesis is the first to test the role of PTG in the IMV, the studies undertaken 

utilised mainly community samples to examine the research questions. Future 

research could replicate these findings within at-risk populations and clinical samples 

utilising longitudinal designs to examine causal relationships.  

Finally, I had not assessed the nature and impact of the events that participants 

considered when responding to PTGI questions. It might be possible that some 

recently experienced events had been very impactful, which would make perceiving 

PTG more challenging when asked. Further research can examine the relationships 
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in a group of individuals who have been through a similar challenging experience to 

control for the nature and impact of the event. 

7.8. Conclusions 

Perceiving PTG from stressful life experiences appears to be a potentially protective 

factor against suicidal ideation, since existing evidence has consistently found a 

negative association between PTG and suicidal outcomes in various populations. 

Therefore, PTG requires particular attention in suicide resiliency research. Although 

the research within this thesis was an initial exploration of PTG within the IMV and 

requires further replications, it provided a thorough investigation of PTG within the 

context of a well-validated suicide model. The results supported existing evidence, 

and showed that PTG was negatively linked to suicidal ideation in a community 

sample, and further suggested that the protective influence could be through 

negative self-appraisals, such as burdensomeness-related thoughts. Further research 

needs to examine these relationships longitudinally with a sufficiently powered 

sample; but also utilising a theoretical framework, such as IMV and following a 

transparent research approach as illustrated within the studies conducted in this 

thesis. Once confirmed with longitudinal and experimental research, then this 

knowledge could be translated into clinical interventions. 



223 

References  

Ahern, J., Worthen, M., Masters, J., Lippman, S.A., Ozer, E. J., & Moos, R. (2015). The 

challenges of Afghanistan and Iraq veterans’ transition from military to civilian life and 

approaches to reconnection. PLOS One, 10(7), e0128599. 

Albert, U., De Ronchi, D., Maina, G., & Pompili, M. (2019). Suicide risk in obsessive-

compulsive disorder and exploration of risk factors: a systematic review. Current 

neuropharmacology, 17(8), 681-696. 

Aldao, A. (2013). The future of emotion regulation research: Capturing context. Perspectives 

on Psychological Science, 8(2), 155-172. 

Angelakis, I., Gillespie, E. L., & Panagioti, M. (2019). Childhood maltreatment and adult 

suicidality: a comprehensive systematic review with meta-analysis. Psychological 

medicine, 49(7), 1057-1078. 

Barr, N., Kintzle, S., Alday, E., & Castro, C. (2019). How does discharge status impact suicide 

risk in military veterans? Social Work in Mental Health, 17(1), 48-58. 

Baumeister, R. F. (1990). Suicide as escape from self. Psychological review, 97(1), 90. 

Biddle, L., Cooper, J., Owen-Smith, A., Klineberg, E., Bennewith, O., Hawton, K., ... Gunnell, 

D. (2013). Qualitative interviewing with vulnerable populations: Individuals' experiences of 

participating in suicide and self-harm based research. Journal of Affective Disorders, 145(3), 

356-362.  

Blackie, L. E., & Hudson, N. W. (2022). Trauma Exposure and Short‐Term Volitional 

Personality Trait Change. Journal of Personality. 

Blevins, C. L. (2019). Posttraumatic Growth and Suicide in Veterans: The Impact of Mental 

Health Stigma and Interpersonal Needs (Doctoral dissertation, The University of North 

Carolina at Charlotte).  

Boals, A., & Schuler, K. L. (2018). Reducing reports of illusory posttraumatic growth: A revised 

version of the Stress-Related Growth Scale (SRGS-R). Psychological Trauma: Theory, 

Research, Practice, and Policy, 10(2), 190-198. 

Boals, A., & Schuler, K. (2019). Shattered cell phones, but not shattered lives: A comparison 

of reports of illusory posttraumatic growth on the Posttraumatic Growth Inventory and the 

Stress-Related Growth Scale—Revised. Psychological Trauma: Theory, Research, Practice, 

and Policy, 11(2), 239. 

Boals, A., Bedford, L. A., & Callahan, J. L. (2019). Perceptions of change after a trauma and 

perceived posttraumatic growth: A prospective examination. Behavioral Sciences, 9(1), 10. 



224 

Boals, A., & Glidewell, S. D. (2023). Encouraging inflated reports of posttraumatic growth: 

the presence of a wording effect on self-reports of posttraumatic growth. Anxiety, Stress, & 

Coping, 1-13. 

Bonanno, G. A. (2012). Uses and abuses of the resilience construct: Loss, trauma, and health-

related adversities. Social Science and Medicine, 74(5), 753. 

Bonanno, G. A., & Burton, C. L. (2013). Regulatory flexibility: An individual differences 

perspective on coping and emotion regulation. Perspectives on psychological science, 8(6), 

591-612. 

Braun, V., & Clarke, V. (2013). Successful qualitative research: A practical guide for beginners. 

Thousand Oaks, CA: Sage. 

Brenner, L., Gutierrez, P., Cornette, M., Betthauser, L., Bahraini, N., & Staves, P. (2008). A 

qualitative study of potential suicide risk factors in returning combat veterans. Journal of 

Mental Health Counseling, 30(3), 211-225. 

Brody, L. R., & Hall, J. A. (2008). Gender and emotion in context. In M. Lewis, J. M. Haviland-  

Jones, & L. F. Barrett (Eds.), Handbook of emotions, 338-349. New York: Guilford. 

Bruffaerts, R., Demyttenaere, K., Hwang, I., Chiu, W. T., Sampson, N., Kessler, R. C., Alonso, 

J., Borges, G., de Girolamo, G., de Graaf, R., Florescu, S., Gureje, O., Hu, C., Karam, E. G., 

Kawakami, N., Kostyuchenko, S., Kovess-Masfety, V., Lee, S., Levinson, D., … Nock, M. K. 

(2011). Treatment of suicidal people around the world. Br J Psychiatry; 199(1), 64–70. 

Bryan, C. J., Morrow, C. E., Etienne, N., & Ray‐Sannerud, B. (2013). Guilt, shame, and suicidal 

ideation in a military outpatient clinical sample. Depression and anxiety, 30(1), 55-60. 

Bullman, T., & Schneiderman, A. (2021). Risk of suicide among US veterans who deployed as 

part of Operation Enduring Freedom, Operation Iraqi Freedom, and Operation New 

Dawn. Injury epidemiology, 8(1), 1-9. 

Bush, N. E., Skopp, N. A., McCann, R., & Luxton, D. D. (2011). Posttraumatic growth as 

protection against suicidal ideation after deployment and combat exposure. Military 

medicine, 176(11), 1215-1222. 

Calhoun, L.G., Cann, A., & Tedeschi, R.G. (2010). The posttraumatic growth model: 

Sociocultural considerations. In T. Weiss & R. Berger (Eds.), Posttraumatic growth and 

culturally competent practice (pp. 114). Hoboken, NJ: John Wiley224 

Cann, A., Calhoun, L. G., Tedeschi, R. G., Taku, K., Vishnevsky, T., Triplett, K. N., & Danhauer, 

S. C. (2010). A short form of the Posttraumatic Growth Inventory. Anxiety, Stress, & 

Coping, 23(2), 127-137. 

Carlson, E. B., Smith, S. R., Palmieri, P. A., Dalenberg, C., Ruzek, J. I., Kimerling, R., Burling, T. 

A., & Spain, D. A. (2011). Development and validation of a brief self-report measure of 

trauma exposure: The Trauma History Screen. Psychological assessment, 23(2), 463. 



225 

Cero, I., Zuromski, K. L., Witte, T. K., Ribeiro, J. D., & Joiner, T. E. (2015). Perceived 

burdensomeness, thwarted belongingness, and suicide ideation: Re-examination of the 

Interpersonal-Psychological Theory in two samples. Psychiatry Research, 228(3), 544-550. 

Cleare, S., Wetherall, K., Eschle, S., Forrester, R., Drummond, J., & O'Connor, R. C. (2021). 

Using the integrated motivational-volitional (IMV) model of suicidal behaviour to 

differentiate those with and without suicidal intent in hospital treated self-harm. Preventive 

medicine, 152, 106592. 

Cohen, J., Cohen, P., West, S. G., & Aiken, L. S. (2013). Applied multiple regression/correlation 

analysis for the behavioral sciences. Routledge. 

Currier, J. M., McCormick, W., & Drescher, K. D. (2015). How do morally injurious events 

occur? A qualitative analysis of perspectives of veterans with PTSD. Traumatology, 21(2), 

106. 

Davidson, C. L., Wingate, L. R., Rasmussen, K. A., & Slish, M. L. (2009). Hope as a predictor of 

interpersonal suicide risk. Suicide and Life‐Threatening Behavior, 39(5), 499-507. 

De Beurs, D., Fried, E. I., Wetherall, K., Cleare, S., O'Connor, D. B., Ferguson, E., ... & O'Connor, 

R. C. (2019). Exploring the psychology of suicidal ideation: A theory driven network 

analysis. Behaviour research and therapy, 120, 103419. 

Denneson, L. M., Teo, A. R., Ganzini, L., Helmer, D. A., Bair, M. J., & Dobscha, S. K. (2015). 

Military veterans' experiences with suicidal ideation: Implications for intervention and 

prevention. Suicide and Life‐Threatening Behavior, 45(4), 399-414. 

Dhingra, K., Boduszek, D., & O'Connor, R. C. (2016). A structural test of the Integrated 

Motivational-Volitional model of suicidal behaviour. Psychiatry Research, 239, 169-178. 

Dhingra, K., Boduszek, D., & O’Connor, R. C. (2015). Differentiating suicide attempters from 

suicide ideators using the Integrated Motivational–Volitional model of suicidal 

behaviour. Journal of affective disorders, 186, 211-218 

Dhingra, K., Klonsky, E. D., & Tapola, V. (2019). An empirical test of the three‐step theory of 

suicide in UK university students. Suicide and Life‐Threatening Behavior, 49(2), 478-487 

Donker, T., Batterham, P. J., Van Orden, K. A., & Christensen, H. (2014). Gender-differences 

in risk factors for suicidal behaviour identified by perceived burdensomeness, thwarted 

belongingness and acquired capability: cross-sectional analysis from a longitudinal cohort 

study. BMC psychology, 2(1), 1-10. 

Doyle, M. E., & Peterson, K. A. (2005). Re-entry and reintegration: Returning home after 

combat. Psychiatric Quarterly, 76(4), 361-370. 

Dufner, M., Gebauer, J. E., Sedikides, C., & Denissen, J. J. (2019). Self-enhancement and 

psychological adjustment: A meta-analytic review. Personality and Social Psychology 

Review, 23(1), 48-72. 



226 

Edwards, E. R., Barnes, S., Govindarajulu, U., Geraci, J., & Tsai, J. (2021). Mental health and 

substance use patterns associated with lifetime suicide attempt, incarceration, and 

homelessness: A latent class analysis of a nationally representative sample of US 

veterans. Psychological services, 18(4), 619. 

Elliot, M., Gonzalez, C., & Larsen B. (2011). US military veterans transition to college: Combat, 

PTSD, and alienation on campus. Journal of Student Affairs Research and Practice, 48(3), 279-

296. 

Ellis, T. E., Rufino, K. A., & Allen, J. G. (2017). A controlled comparison trial of the 

Collaborative Assessment and Management of Suicidality (CAMS) in an inpatient setting: 

Outcomes at discharge and six-month follow-up. Psychiatry Research, 249, 252–260. 

doi:10.1016/j. psychres.2017.01.032 

Faul, F., Erdfelder, E., Buchner, A., & Lang, A. G. (2009). Statistical power analyses using G* 

Power 3.1: Tests for correlation and regression analyses. Behavior research methods, 41(4), 

1149-1160. 

Faul, F., Erdfelder, E., Lang, A.-G., & Buchner, A. (2007). G*Power 3: A flexible statistical 

power analysis program for the social, behavioral, and biomedical sciences. Behavior 

Research Methods, 39(2), 175–191. https://doi.org/10.3758/BF03193146 

Fear, N. T., Ward, V. R., Harrison, K., Davison, L., Williamson, S., & Blatchley, N. F. (2009). 

Suicide among male regular UK Armed Forces personnel, 1984–2007. Occupational and 

environmental medicine, 66(7), 438-441. 

Fiedler, E. R., Oltmanns, T. F., & Turkheimer, E. (2004). Traits associated with personality 

disorders and adjustment to military life: Predictive validity of self and peer reports. Military 

medicine, 169(3), 207-211. 

Field, A. P. (2017). Discovering Statistics Using IBM SPSS Statistics, 5th Edn. London: SAGE. 

Finkelstein-Fox, L., Park, C. L., & Kalichman, S. C. (2020). Health benefits of positive 

reappraisal coping among people living with HIV/AIDS: A systematic review. Health 

Psychology Review, 14(3), 394-426. 

Finlay, L. (2006). The body's disclosure in phenomenological research. Qualitative research 

in psychology, 3(1), 19-30. 

Folkman, S., & Moskowitz, J. T. (2000). Positive affect and the other side of coping. American 

psychologist, 55(6), 647. 

Ford, J. D., Tennen, H., & Albert, D. (2008). A contrarian view of growth following 

adversity. Trauma, recovery, and growth: Positive psychological perspectives on 

posttraumatic stress, 297-324. 

Forkmann, T., & Teismann, T. (2017). Entrapment, perceived burdensomeness and thwarted 

belongingness as predictors of suicide ideation. Psychiatry research, 257, 84-86. 

https://psycnet.apa.org/doi/10.3758/BF03193146


227 

Forkmann, T., Glaesmer, H., Paashaus, L., Rath, D., Schönfelder, A., Stengler, K., ... & 

Teismann, T. (2020). Interpersonal theory of suicide: prospective examination. BJPsych 

open, 6(5), e113, 1-7. 

Frankl, V. (1959). Man's search for meaning. NY: Simon & Schuster. 

Franklin, J. C., Huang, X., Fox, K. R., & Ribeiro, J. D. (2018). What suicide interventions should 

target. Current Opinion in Psychology, 22, 50-53. 

Franklin, J. C., Ribeiro, J. D., Fox, K. R., Bentley, K. H., Kleiman, E. M., Huang, X., Musacchio, 

K. M., Jaroszewski, A. C., Chang, B. P., & Nock, M. K. (2017). Risk factors for suicidal thoughts 

and behaviors: A meta-analysis of 50 years of research. Psychological bulletin, 143(2), 187. 

Frazier, P., Tennen, H., Gavian, M., Park, C., Tomich, P., & Tashiro, T. (2009). Does self-

reported posttraumatic growth reflect genuine positive change? Psychological 

Science, 20(7), 912-919. 

Gallaway, M. S., Millikan, A. M., & Bell, M. R. (2011). The association between deployment‐

related posttraumatic growth among US army soldiers and negative behavioral health 

conditions. Journal of clinical psychology, 67(12), 1151-1160. 

Garland, E., Gaylord, S., & Park, J. (2009). The role of mindfulness in positive 

reappraisal. Explore, 5(1), 37-44. 

Garnefski, N., Van Den Kommer, T., Kraaij, V., Teerds, J., Legerstee, J., & Onstein, E. (2002). 

The relationship between cognitive emotion regulation strategies and emotional problems: 

comparison between a clinical and a non‐clinical sample. European journal of 

personality, 16(5), 403-420. 

Gaudet, C. M., Sowers, K. M., Nugent, W. R., & Boriskin, J. A. (2016). A review of PTSD and 

shame in military veterans. Journal of Human Behavior in the Social Environment, 26(1), 56-

68. 

Geulayov, G., Casey, D., McDonald, K. C., Foster, P., Pritchard, K., Wells, C., ... & Hawton, K. 

(2018). Incidence of suicide, hospital-presenting non-fatal self-harm, and community-

occurring non-fatal self-harm in adolescents in England (the iceberg model of self-harm): a 

retrospective study. The Lancet Psychiatry, 5(2), 167-174. 

Gignac, G. E., & Szodorai, E. T. (2016). Effect size guidelines for individual differences 

researchers. Personality and individual differences, 102, 74-78. 

Gilbert, P., & Allan, S. (1998). The role of defeat and entrapment (arrested flight) in 

depression: an exploration of an evolutionary view. Psychological Medicine, 28(3), 585–598. 

Gili, M., Castellví, P., Vives, M., de la Torre-Luque, A., Almenara, J., Blasco, M. J., ... & Roca, 

M. (2019). Mental disorders as risk factors for suicidal behavior in young people: A meta-

analysis and systematic review of longitudinal studies. Journal of affective disorders, 245, 

152-162. 



228 

Goldstein, T. R., Ha, W., Axelson, D. A., Goldstein, B. I., Liao, F., Gill, M. K., Ryan, N. D., Yen, 

S., Hunt, J., Hower, H., Keller, M., Strober, M., & Birmaher, B. (2012). Predictors of 

prospectively examined suicide attempts among youth with bipolar disorder. Archives of 

general psychiatry, 69(11), 1113-1122. 

Goodwin, L., Wessely, S., Hotopf, M., Jones, M., Greenberg, N., Rona, R. J., ... & Fear, N. T. 

(2015). Are common mental disorders more prevalent in the UK serving military compared 

to the general working population?. Psychological medicine, 45(9), 1881-1891. 

Gordon, K., Burnell, K., & Wilson, C. (2020). Outside the military “bubble”: Life after service 

for UK ex-armed forces personnel. Frontiers in Public Health, 8, 50. 

Goritz, A. S. (2007). The induction of mood via the WWW. Motivation and Emotion, 31(1), 

35-47.  

Gower, T., Pham, J., Jouriles, E. N., Rosenfield, D., & Bowen, H. J. (2022). Cognitive biases in 

perceptions of posttraumatic growth: A systematic review and meta-analysis. Clinical 

Psychology Review, 94, 102159. 

Gratz, K. L., Tull, M. T., Richmond, J. R., Edmonds, K. A., Scamaldo, K. M., & Rose, J. P. (2020). 

Thwarted belongingness and perceived burdensomeness explain the associations of COVID‐

19 social and economic consequences to suicide risk. Suicide and Life‐Threatening 

Behavior, 50(6), 1140-1148. 

Greenberg, J., Tsai, J., Southwick, S. M., & Pietrzak, R. H. (2021). Can military trauma promote 

psychological growth in combat veterans? Results from the national health and resilience in 

veterans study. Journal of Affective Disorders, 282, 732-739. 

Griffiths, A. W., Wood, A. M., Maltby, J., Taylor, P. J., & Tai, S. (2014). The prospective role of 

defeat and entrapment in depression and anxiety: A 12-month longitudinal study. Psychiatry 

Research, 216(1), 52-59. 

Grisham, J. R., Flower, K. N., Williams, A. D., & Moulds, M. L. (2011). Reappraisal and 

rumination during recall of a sad memory. Cognitive Therapy and Research, 35(3), 276-283. 

Gross J. J., John, O.P. (2003). Individual differences in two emotion regulation processes: 

Implications for affect, relationships, and well-being. Journal of Personality & Social 

Psychology, 85(2), 348–362. 

Guan, K., Fox, K. R., & Prinstein, M. J. (2012). Nonsuicidal self-injury as a time-invariant 

predictor of adolescent suicide ideation and attempts in a diverse community 

sample. Journal of consulting and clinical psychology, 80(5), 842. 

Gutierrez, P. M., Brenner, L. A., Rings, J. A., Devore, M. D., Kelly, P. J., Staves, P. J., ... & Kaplan, 

M. S. (2013). A qualitative description of female veterans’ deployment‐related experiences 

and potential suicide risk factors. Journal of clinical psychology, 69(9), 923-935. 



229 

Habib, A., Stevelink, S. A. M., Greenberg, N., & Williamson, V. (2018). Post-traumatic growth 

in (ex-) military personnel: review and qualitative synthesis. Occupational Medicine, 68(9), 

617-625. 

Hains, A., Janackovski, A., Deane, F. P., & Rankin, K. (2019). Perceived burdensomeness 

predicts outcomes of short‐term psychological treatment of young people at risk of 

suicide. Suicide and Life‐Threatening Behavior, 49(2), 586-597. 

Hatch, S. L., Harvey, S. B., Dandeker, C., Burdett, H., Greenberg, N., Fear, N. T., & Wessely, S. 

(2013). Life in and after the Armed Forces: social networks and mental health in the UK 

military. Sociology of health & illness, 35(7), 1045-1064. 

Hawton, K., Zahl, D., & Weatherall, R. (2003). Suicide following deliberate self-harm: long-

term follow-up of patients who presented to a general hospital. The British Journal of 

Psychiatry, 182(6), 537-542. 

Hayes, A. F. (2012). PROCESS: A versatile computational tool for observed variable 

mediation, moderation, and conditional process modelling. 

http://www.afhayes.com/public/process2012.pdf 

Hayes, A. F. (2017). Introduction to mediation, moderation, and conditional process analysis: 

A regression-based approach. Guilford publications.  

Hayes, A. F. (2018). Introduction to mediation, moderation, and conditional process analysis: 

A regression-based approach. Guilford publications. 

Hayes, A. F., & Cai, L. (2007). Using heteroskedasticity-consistent standard error estimators 

in OLS regression: An introduction and software implementation. Behavior research 

methods, 39(4), 709-722. 

Helgeson, V. S., Reynolds, K. A., & Tomich, P. L. (2006). A meta-analytic review of benefit 

finding and growth. Journal of consulting and clinical psychology, 74(5), 797. 

Henson, C., Truchot, D., & Canevello, A. (2021). What promotes post traumatic growth? A 

systematic review. European Journal of Trauma & Dissociation, 5(4), 100195. 

Hill, R. M., & Pettit, J. W. (2012). Suicidal ideation and sexual orientation in college students: 

The roles of perceived burdensomeness, thwarted belongingness, and perceived rejection 

due to sexual orientation. Suicide and Life‐Threatening Behavior, 42(5), 567-579. 

Hill, R. M., & Pettit, J. W. (2014). Perceived burdensomeness and suicide‐related behaviors 

in clinical samples: Current evidence and future directions. Journal of Clinical 

Psychology, 70(7), 631-643. 

Hirsch, J. K., Rabon, J. K., & Chang, E. C. (2018). Applied resiliency and suicide prevention: A 

strengths-based, risk reduction framework. In J. K. Hirsch, J. K. Rabon, & E. C. Chang (Eds.), A 

positive psychological approach to suicide: Theory, research, and prevention (Chapter 13) 

(pp. 301–319). Cham, Switzerland: Springer 

http://www.afhayes.com/public/process2012.pdf


230 

Hjelmeland, H., Knizek, B. L. (2019). The emperor’s new clothes? A critical look at the 

interpersonal theory of suicide. Death Studies, 44(3), 168–178.  

Hoge, C. W., Auchterlonie, J. L., & Milliken, C. S. (2006). Mental health problems, use of 

mental health services, and attrition from military service after returning from deployment 

to Iraq or Afghanistan. Jama, 295(9), 1023-1032. 

Hoge, C. W., Castro, C. A., Messer, S. C. et al. (2004). Combat duty in Iraq and Afghanistan, 

mental health problems, and barriers to care. N Engl J Med, 351, 13-22. 

Holman, M. S., & Williams, M. N. (2022). Suicide risk and protective factors: a network 

approach. Archives of Suicide Research, 26(1), 137-154. 

Howarth, E. J., O’Connor, D. B., Panagioti, M., Hodkinson, A., Wilding, S., & Johnson, J. (2020). 

Are stressful life events prospectively associated with increased suicidal ideation and 

behaviour? A systematic review and meta-analysis. Journal of affective disorders, 266, 731-

742. 

Höller, I., Rath, D., Teismann, T., Glaesmer, H., Lucht, L., Paashaus, L., Schoenfelder, A., 

Juckel, G., & Forkmann, T. (2022). Defeat, entrapment, and suicidal ideation: Twelve‐month 

trajectories. Suicide and Life‐Threatening Behavior, 52(1), 69-82. 

Huffman, J. C., DuBois, C. M., Healy, B. C., Boehm, J. K., Kashdan, T. B., Celano, C. M., ... & 

Lyubomirsky, S. (2014). Feasibility and utility of positive psychology exercises for suicidal 

inpatients. General hospital psychiatry, 36(1), 88-94. 

Hufford, M. R. (2007). Special methodological challenges and opportunities in ecological 

momentary assessment. In A. A. Stone, S. Shiffman, A. A. Atienza, L. Nebeling (Eds.), The 

science of real-time data capture: Self-reports in health research. (pp. 54–75). Oxford 

University Press. 

Husson, O., Zebrack, B., Block, R., Embry, L., Aguilar, C., Hayes-Lattin, B., & Cole, S. (2017). 

Posttraumatic growth and well-being among adolescents and young adults (AYAs) with 

cancer: a longitudinal study. Supportive Care in Cancer, 25(9), 2881-2890. 

Infurna, F. J., & Jayawickreme, E. (2019). Fixing the growth illusion: New directions for 

research in resilience and posttraumatic growth. Current Directions in Psychological 

Science, 28(2), 152-158. 

Iversen, A. C., van Staden, L., Hughes, J. H., Greenberg, N., Hotopf, M., Rona, R. J., ... & Fear, 

N. T. (2011). The stigma of mental health problems and other barriers to care in the UK 

Armed Forces. BMC health services research, 11(1), 31.  

Jackson, J. J., Thoemmes, F., Jonkmann, K., Lüdtke, O., & Trautwein, U. (2012). Military 

training and personality trait development: Does the military make the man, or does the man 

make the military?. Psychological science, 23(3), 270-277. 



231 

Jakupcak, M., Cook, J., Imel, Z., Fontana, A., Rosenheck, R., & McFall, M. (2009). 

Posttraumatic stress disorder as a risk factor for suicidal ideation in Iraq and Afghanistan war 

veterans. Journal of Traumatic Stress: Official Publication of The International Society for 

Traumatic Stress Studies, 22(4), 303-306. 

Jayawickreme, E., & Blackie, L. E. (2014). Post–traumatic growth as positive personality 

change: Evidence, controversies and future directions. European Journal of 

Personality, 28(4), 312-331. 

Jobes, D. A. (2012). The Collaborative Assessment and Management of Suicidality (CAMS): 

An evolving evidence-based clinical approach to suicidal risk. Suicide and Life-Threatening 

Behavior, 42, 640–653.  

Jobes, D. A., & Joiner, T. E. (2019). Reflections on suicidal ideation. Crisis: The Journal of Crisis 

Intervention and Suicide Prevention, 40, 227–230. 

Jobes, D. A., Comtois, K. A., Gutierrez, P. M., Brenner, L. A., Huh, D., Chalker, S. A., . . . Crow, 

B. (2017). A randomised controlled trial of the Collaborative Assessment and Management 

of Suicidality versus enhanced care as usual with suicidal soldiers. Psychiatry: Interpersonal 

and Biological Processes, 80, 339–356. doi:10.1080/ 00332747.2017.1354607 

Johnson, S., Dalton-Locke, C., Vera San Juan, N., Foye, U., Oram, S., Papamichail, A., Landau, 

S., Olive, R. R., Jeynes, T., Shah, P., Rains, L. S., Lloyd-Evans, B., Carr, S., Killaspy, H., Gillard, S. 

& Simpson, A. (2021). Impact on mental health care and on mental health service users of 

the COVID-19 pandemic: a mixed methods survey of UK mental health care staff. Social 

psychiatry and psychiatric epidemiology, 56, 25-37. 

Johnson, J., Gooding, P. A., Wood, A. M., & Tarrier, N. (2010). Resilience as positive coping 

appraisals: Testing the schematic appraisals model of suicide (SAMS). Behaviour research 

and therapy, 48(3), 179-186. 

Johnson, J., Gooding, P., & Tarrier, N. (2008). Suicide risk in schizophrenia: Explanatory 

models and clinical implications, The Schematic Appraisal Model of Suicide 

(SAMS). Psychology and Psychotherapy: Theory, Research and Practice, 81(1), 55-77. 

Joiner Jr, T. E., Van Orden, K. A., Witte, T. K., Selby, E. A., Ribeiro, J. D., Lewis, R., & Rudd, M. 

D. (2009). Main predictions of the interpersonal–psychological theory of suicidal behavior: 

Empirical tests in two samples of young adults. Journal of abnormal psychology, 118(3), 634. 

Joiner, T. E. (2005). Why people die by suicide. Harvard University Press. 

Joiner, T. E., Pfaff, J. J., & Acres, J. G. (2002). A brief screening tool for suicidal symptoms in 

adolescents and young adults in general health settings: reliability and validity data from the 

Australian National General Practice Youth Suicide Prevention Project. Behaviour research 

and therapy, 40(4), 471-481. 



232 

Jollant, F., Hawton, K., Vaiva, G., Chan-Chee, C., du Roscoat, E., & Leon, C. (2022). Non-

presentation at hospital following a suicide attempt: a national survey. Psychological 

medicine, 52(4), 707-714. 

Joseph, S., & Linley, P. A. (2005). Positive adjustment to threatening events: An organismic 

valuing theory of growth through adversity. Review of general psychology, 9(3), 262-280. 

Kaniuka, A. R., Kelliher Rabon, J., Brooks, B. D., Sirois, F., Kleiman, E., & Hirsch, J. K. (2021a). 

Gratitude and suicide risk among college students: Substantiating the protective benefits of 

being thankful. Journal of American college health, 69(6), 660-667. 

Kaniuka, A. R., Job, S. A., Brooks, B. D., & Williams, S. L. (2021b). Gratitude and lower suicidal 

ideation among sexual minority individuals: Theoretical mechanisms of the protective role 

of attention to the positive. The Journal of Positive Psychology, 16(6), 819-830. 

Kapur, N., While, D., Blatchley, N., Bray, I., & Harrison, K. (2009). Suicide after leaving the UK 

Armed Forces—A cohort study. PLoS medicine, 6(3), e1000026. 

Kearns, J. C., Coppersmith, D. D., Santee, A. C., Insel, C., Pigeon, W. R., & Glenn, C. R. (2020). 

Sleep problems and suicide risk in youth: A systematic review, developmental framework, 

and implications for hospital treatment. General hospital psychiatry, 63, 141-151. 

Keyes, C. L., Shmotkin, D., & Ryff, C. D. (2002). Optimising wellbeing: the empirical encounter 

of two traditions. Journal of personality and social psychology, 82(6), 1007. 

King, R. B., & dela Rosa, E. D. (2019). Are your emotions under your control or not? Implicit 

theories of emotion predict well-being via cognitive reappraisal. Personality and individual 

differences, 138, 177-182. 

Kleiman, E. M., Turner, B. J., Fedor, S., Beale, E. E., Huffman, J. C., & Nock, M. K. (2017). 

Examination of real-time fluctuations in suicidal ideation and its risk factors: Results from 

two ecological momentary assessment studies. Journal of abnormal psychology, 126(6), 726. 

Klonsky, E. D., & May, A. M. (2015). The three-step theory (3ST): A new theory of suicide 

rooted in the “ideation-to-action” framework. International Journal of Cognitive 

Therapy, 8(2), 114-129 

Klonsky, E. D., Qiu, T., & Saffer, B. Y. (2017). Recent advances in differentiating suicide 

attempters from suicide ideators. Current opinion in psychiatry, 30(1), 15-20. 

Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). The PHQ‐9: validity of a brief depression 

severity measure. Journal of general internal medicine, 16(9), 606-613. 

Lancastle, D., & Boivin, J. (2008). A feasibility study of a brief coping intervention (PRCI) for 

the waiting period before a pregnancy test during fertility treatment. Human 

Reproduction, 23(10), 2299-2307. 



233 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. Springer publishing 

company. 

Lee, M., Nezu, A. M., & Nezu, C. M. (2014). Positive and negative religious coping, depressive 

symptoms, and quality of life in people with HIV. Journal of Behavioral Medicine, 37, 921–

930. 

LeMoult, J., Humphreys, K. L., Tracy, A., Hoffmeister, J. A., Ip, E., & Gotlib, I. H. (2020). Meta-

analysis: exposure to early life stress and risk for depression in childhood and 

adolescence. Journal of the American Academy of Child & Adolescent Psychiatry, 59(7), 842-

855. 

Levi-Belz, Y., & Aisenberg, D. (2021). Interpersonal predictors of suicide ideation and 

complicated-grief trajectories among suicide bereaved individuals: A four-year longitudinal 

study. Journal of affective disorders, 282, 1030-1035. 

Levi-Belz, Y., & Zerach, G. (2018). Moral injury, suicide ideation, and behavior among combat 

veterans: The mediating roles of entrapment and depression. Psychiatry research, 269, 508-

516. 

Levitt, H. M., Bamberg, M., Creswell, J. W., Frost, D. M., Josselson, R., & Suárez-Orozco, C. 

(2018). Journal article reporting standards for qualitative primary, qualitative meta-analytic, 

and mixed methods research in psychology: The APA Publications and Communications 

Board task force report. American Psychologist, 73(1), 26. 

Li, X., Ren, Y., Zhang, X., Zhou, J., Su, B., Liu, S., Cai, H., Liu, J., & You, J. (2021). Testing the 

integrated motivational-volitional model of suicidal behavior in Chinese 

adolescents. Archives of suicide research, 25(3), 373-389. 

Litz, B. T., Stein, N., Delaney, E., Lebowitz, L., Nash, W. P., Silva, C., & Maguen, S. (2009). 

Moral injury and moral repair in war veterans: A preliminary model and intervention 

strategy. Clinical Psychology Review, 29(8), 695–706. 

Lorant, V., de Gelder, R., Kapadia, D., Borrell, C., Kalediene, R., Kovács, K., ... & Mackenbach, 

J. P. (2018). Socioeconomic inequalities in suicide in Europe: the widening gap. The British 

Journal of Psychiatry, 212(6), 356-361. 

Lucht, L., Höller, I., Forkmann, T., Teismann, T., Schönfelder, A., Rath, D., ... & Glaesmer, H. 

(2020). Validation of the motivational phase of the integrated motivational–volitional model 

of suicidal behavior in a German high-risk sample. Journal of affective disorders, 274, 871-

879. 

Lukat, J., Margraf, J., Lutz, R., van der Veld, W. M., & Becker, E. S. (2016). Psychometric 

properties of the positive mental health scale (PMH-scale). BMC psychology, 4(1), 1-14. 

Lusk, J., Brenner, L. A., Betthauser, L. M., Terrio, H., Scher, A. I., Schwab, K., & Poczwardowski, 

A. (2015). A qualitative study of potential suicide risk factors among Operation Iraqi 



234 

Freedom/Operation Enduring Freedom soldiers returning to the continental United States 

(CONUS). Journal of clinical psychology, 71(9), 843-855. 

MacLeod, A. K., Pankhania, B., Lee, M., & Mitchell, D. (1997). Depression, hopelessness and 

future-directed thinking in parasuicide. Psychological Medicine, 27, 973-977.  

Maercker, A., & Zoellner, T. (2004). The Janus face of self-perceived growth: Toward a two-

component model of posttraumatic growth. Psychological Inquiry, 15(1), 41-48. 

Mandelli, L., Petrelli, C., & Serretti, A. (2015). The role of specific early trauma in adult 

depression: A meta-analysis of published literature. Childhood trauma and adult 

depression. European psychiatry, 30(6), 665-680 

Mark, K. M., Stevelink, S. A., Choi, J., & Fear, N. T. (2018). Post-traumatic growth in the 

military: a systematic review. Occup Environ Med, 75(12), 904-915. 

Martin-Krumm, C., Delas, Y., Lafrenière, M., Fenouillet, F., & Lopez, S. J. (2015). The structure 

of the State Hope Scale. The Journal of Positive Psychology, 10(3), 272-281. 

McFarland, C., & Alvaro, C. (2000). The impact of motivation on temporal comparisons: 

coping with traumatic events by perceiving personal growth. Journal of personality and social 

psychology, 79(3), 327. 

McKinney, J., Britton, P. C., and Hirsch, J. K. (2017). Posttraumatic Growth and Suicide in 

Veterans: Impact of Interpersonal Needs and Depression. Poster presentation. 125th Annual 

Conference of the American Psychological Association, Washington, D.C. 

McLaughlin, J., O’carroll, R. E., & O’connor, R. C. (2012). Intimate partner abuse and 

suicidality: a systematic review. Clinical psychology review, 32(8), 677-689. 

Mclean, J. (2020). Exploring the role of protective factors in the development of suicidal 

ideation and behaviour [Doctoral dissertation, University of Glasgow].   

https://core.ac.uk/download/pdf/334814232.pdf 

Ministry of Defense (2019). Suicides in the UK Regular Armed Forces: Annual Summary and 

Trends Over Time 1 January 1984 to 31 December 2018. Retrieved from: 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment

_data/file/789799/20190328_UK_AF_Suicide_National_Statistic_2019_O.pdf 

Ministry of Housing, Communities and Local Government (2019). The English Indices of 

Deprivation 2019 (IoD2019). Retrieved from:  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment

_data/file/835115/IoD2019_Statistical_Release.pdf  

Miranda-Mendizabal, A., Castellví, P., Parés-Badell, O., Alayo, I., Almenara, J., Alonso, I., ... & 

Alonso, J. (2019). Gender differences in suicidal behavior in adolescents and young adults: 

systematic review and meta-analysis of longitudinal studies. International journal of public 

health, 64(2), 265-283. 

https://core.ac.uk/download/pdf/334814232.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/789799/20190328_UK_AF_Suicide_National_Statistic_2019_O.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/789799/20190328_UK_AF_Suicide_National_Statistic_2019_O.pdf


235 

Mitchell, M., & Heads, G. (2015). Staying well: A follow up of a 5-week mindfulness based 

stress reduction programme for a range of psychological issues. Community Mental Health 

Journal, 51(8), 897-902. 

Monteith, L. L., Menefee, D. S., Pettit, J. W., Leopoulos, W. L., & Vincent, J. P. (2013). 

Examining the interpersonal–psychological theory of suicide in an inpatient veteran 

sample. Suicide and Life‐Threatening Behavior, 43(4), 418-428. 

Mrazek, P. & Haggerty, R. (1994). Reducing Risks for Mental Disorders: Frontiers for 

Preventive Intervention Research. 372 (National Academy Press). 

Murphy, D., Weijers, B., Palmer, E., & Busuttil, W. (2015). Exploring patterns in referrals to 

Combat Stress for UK veterans with mental health difficulties between 1994 and 

2014. International Journal of Emergency Mental Health and Human Resilience, 17(3), 652-

658. 

Murphy, D., Palmer, E., Lock, R., & Busuttil, W. (2017). Post-traumatic growth among the UK 

veterans following treatment for post-traumatic stress disorder. BMJ Military Health, 163(2), 

140-145. 

Ng, R. M., Di Simplicio, M., McManus, F., Kennerley, H., & Holmes, E. A. (2016). ‘Flash-

forwards’ and suicidal ideation: A prospective investigation of mental imagery, entrapment 

and defeat in a cohort from the Hong Kong Mental Morbidity Survey. Psychiatry 

research, 246, 453-460. 

Nock, M. K., Borges, G., Bromet, E. J., Cha, C. B., Kessler, R. C., & Lee, S. (2008). Suicide and 

suicidal behavior. Epidemiologic reviews, 30(1), 133-154. 

Nock, M. K., Ramirez, F., & Rankin, O. (2019). Advancing our understanding of the who, when, 

and why of suicide risk. JAMA Psychiatry, 76(1), 11-12. 

Nolen-Hoeksema, S., & Davis, C. G. (2002). Positive responses to loss: Perceiving benefits and 

growth. In C. R. Snyder & S. J. Lopez (Eds.), Handbook of positive psychology (pp. 598-607). 

New York: Oxford University Press. 

O'Connor, S. S., Carney, E., Jennings, K. W., Johnson, L. L., Gutierrez, P. M., & Jobes, D. A. 

(2017). Relative impact of risk factors, thwarted belongingness, and perceived 

burdensomeness on suicidal ideation in veteran service members. Journal of Clinical 

Psychology, 73(10), 1360-1369. 

O’Connor R. C. (2011). Towards an integrated motivational-volitional model of suicidal 

behaviour. In: R. C. O’Connor, S. Platt, J. Gordon (Eds.), International Handbook of Suicide 

Prevention (pp. 181-198). Hoboken, NJ: Wiley. 

O’connor, B. P. (2000). SPSS and SAS programs for determining the number of components 

using parallel analysis and Velicer’s MAP test. Behavior research methods, instruments, & 

computers, 32(3), 396-402. 



236 

O’Connor, R. C. (2011). The integrated motivational-volitional model of suicidal behavior. 

Crisis. Canada. doi.org/10.1027/0227-5910/a000120 

O’Connor, R. C., & Kirtley, O. J. (2018). The integrated motivational–volitional model of 

suicidal behaviour. Philosophical Transactions of the Royal Society B: Biological 

Sciences, 373(1754), 20170268. 

O’Connor, R. C., & Nock, M. K. (2014). The psychology of suicidal behaviour. The Lancet. 

Psychiatry, 1(1), 73–85. doi.org/10.1016/S2215-0366(14)70222-6 

O’Connor, R. C., Rasmussen, S., & Hawton, K. (2012). Distinguishing adolescents who think 

about self-harm from those who engage in self-harm. The British Journal of 

Psychiatry, 200(4), 330-335. 

O’Keefe, V. M., & Wingate, L. R. (2013). The role of hope and optimism in suicide risk for 

American Indians/Alaska Natives. Suicide and Life‐Threatening Behavior, 43(6), 621-633. 

Oakey-Frost, N., Cowan, T., Moscardini, E. H., Pardue-Bourgeois, S., De Beurs, D., Cohen, A., 

... & Tucker, R. P. (2022). Examining the Interrelationships Among Suicide Cognitions, Suicidal 

Ideation, and Theoretically Derived Protective Factors. Archives of Suicide Research, 1-18. 

Oppenheimer, D. M., Meyvis, T., & Davidenko, N. (2009). Instructional manipulation checks: 

Detecting satisficing to increase statistical power. Journal of experimental social 

psychology, 45(4), 867-872. 

Orejuela-Dávila, A. I., Levens, S. M., Sagui-Henson, S. J., Tedeschi, R. G., & Sheppes, G. (2019). 

The relation between emotion regulation choice and posttraumatic growth. Cognition and 

Emotion. 

Ouimette, P., Vogt, D., Wade, M., Tirone, V., Greenbaum, M. A., Kimerling, R., ... & Rosen, C. 

S. (2011). Perceived barriers to care among veterans health administration patients with 

post-traumatic stress disorder. Psychological Services, 8(3), 212. 

Owen, R., Dempsey, R., Jones, S., & Gooding, P. (2018) Defeat and Entrapment in Bipolar 

Disorder: Exploring the Relationship with Suicidal Ideation from a Psychological Theoretical 

Perspective. Suicide and Life Threatening Behavior, 48 (1), 116-128. ISSN 0363-0234 

Palmer, E., Murphy, D., & Spencer-Harper, L. (2017). Experience of posttraumatic growth in 

UK veterans with PTSD: A qualitative study. BMJ Military Health, 163(3), 171-176. 

Paniagua, F. A., Black, S. A., Gallaway, M. S., & Coombs, M. A. (2010). The interpersonal 

psychological theory of attempted and completed suicide. Bloomington, IN: AuthorHouse. 

Park, C. L., & Boals, A. (2021). Current assessment and interpretation of perceived 

posttraumatic growth. In F. J. Infurna & E. Jayawickreme (Eds.), Redesigning research on 

posttraumatic growth (pp. 12–26). Oxford University Press. 



237 

Parrish, E. M., Chalker, S. A., Cano, M., Moore, R. C., Pinkham, A. E., Harvey, P. D., ... & Depp, 

C. A. (2021). Ecological momentary assessment of interpersonal theory of suicide constructs 

in people experiencing psychotic symptoms. Journal of psychiatric research, 140, 496-503. 

Pelton, M. K., & Cassidy, S. (2017). Are autistic traits associated with suicidality? A test of the 

interpersonal‐psychological theory of suicide in a non‐clinical young adult sample. Autism 

research, 10(11), 1891-1904 

Pietrzak, R. H., Goldstein, M. B., Malley, J. C., Rivers, A. J., Johnson, D. C., Morgan III, C. A., & 

Southwick, S. M. (2010a). Posttraumatic growth in veterans of operations enduring freedom 

and Iraqi freedom. Journal of affective disorders, 126(1-2), 230-235. 

Pietrzak, R. H., Goldstein, M. B., Malley, J. C., Rivers, A. J., Johnson, D. C., & Southwick, S. M. 

(2010b). Risk and protective factors associated with suicidal ideation in veterans of 

Operations Enduring Freedom and Iraqi Freedom. Journal of affective disorders, 123(1-3), 

102-107. 

Pietrzak, R. H., Johnson, D. C., Goldstein, M. B., Malley, J. C., & Southwick, S. M. (2009). 

Perceived stigma and barriers to mental health care utilisation among OEF–OIF veterans. 

Psychiatric Services, 60, 1118–112. 

Pinder, R. J., Iversen, A. C., Kapur, N., Wessely, S., & Fear, N. T. (2012). Self-harm and 

attempted suicide among UK Armed Forces personnel: Results of a cross-sectional 

survey. International Journal of Social Psychiatry, 58(4), 433-439. 

Pogrebtsova, E., Craig, J., Chris, A., O'shea, D., & González‐Morales, M. G. (2018). Exploring 

daily affective changes in university students with a mindful positive reappraisal 

intervention: A daily diary randomised controlled trial. Stress and Health, 34(1), 46-58. 

Prati, G., & Pietrantoni, L. (2009). Optimism, social support, and coping strategies as factors 

contributing to posttraumatic growth: A meta-analysis. Journal of loss and trauma, 14(5), 

364-388. 

Preacher, K. J., & MacCallum, R. C. (2003). Repairing Tom Swift's electric factor analysis 

machine. Understanding statistics: Statistical issues in psychology, education, and the social 

sciences, 2(1), 13-43. 

Rabon, J. K., Hirsch, J. K., & Chang, E. C. (2018). Positive psychology and suicide prevention: 

an introduction and overview of the literature. In J. K. Hirsch, J. K. Rabon, & E. C. Chang (Eds.), 

A positive psychological approach to suicide: Theory, research, and prevention (Chapter 1) 

(pp. 1–15). Cham, Switzerland: Springer 

Raj, S., Ghosh, D., Singh, T., Verma, S. K., & Arya, Y. K. (2021). Theoretical mapping of suicidal 

risk factors during the COVID-19 pandemic: a mini-review. Frontiers in psychiatry, 11, 

589614. 



238 

Ramchand, R., Rudavsky, R., Grant, S., Tanielian, T., & Jaycox, L. (2015). Prevalence of, risk 

factors for, and consequences of posttraumatic stress disorder and other mental health 

problems in military populations deployed to Iraq and Afghanistan. Current psychiatry 

reports, 17, 1-11. 

Rasmussen, S. A., Fraser, L., Gotz, M., MacHale, S., Mackie, R., Masterton, G., ... & O’Connor, 

R. C. (2010). Elaborating the cry of pain model of suicidality: Testing a psychological model 

in a sample of first‐time and repeat self‐harm patients. British Journal of Clinical 

Psychology, 49(1), 15-30. 

Renshaw, K. D., Rodrigues, C. S., & Jones, D. H. (2008). Psychological symptoms and marital 

satisfaction in spouses of Operation Iraqi Freedom veterans: relationships with spouses' 

perceptions of veterans' experiences and symptoms. Journal of family psychology, 22(4), 

586. 

Resnik, L., Bradford, D. W., Glynn, S. M., Jette, A. M., Johnson Hernandez, C., & Wills, S. 

(2012). Issues in defining and measuring veteran community reintegration: proceedings of 

the Working Group on Community Reintegration, VA Rehabilitation Outcomes Conference, 

Miami, Florida. Journal of Rehabilitation Research & Development, 49(1). 

Rey, L., Quintana-Orts, C., Mérida-López, S., & Extremera, N. (2019). Being bullied at school: 

Gratitude as potential protective factor for suicide risk in adolescents. Frontiers in 

Psychology, 10, 662. 

Riberio, J. D., Franklin, J. C., Fox, K. R., Bentley, K. H., Kleiman, E. M., & Chang, B. P. (2016). 

Self-injurious thoughts and behaviors as risk factors for future suicide ideation, attempts, 

and death: A mental-analysis of longitudinal stuidies. Psychol Med, 46, 225-36. 

Roepke, A. M. (2014). Psychosocial interventions and posttraumatic growth: A meta-analysis. 

Journal of Consulting and Clinical Psychology, 83, 129–142. 

Roepke, A. M., & Zikopoulos, A. (2021). Post-Traumatic Growth Interventions. In F. J. Infurna 

& E. Jayawickreme Eds.), Redesigning Research on Post-Traumatic Growth: Challenges, 

Pitfalls, and New Directions, (Chapter 3) (pp. 28-46). Oxford University Press. 

Roepke, A. M., Tsukayama, E., Forgeard, M., Blackie, L., & Jayawickreme, E. (2018). 

Randomized controlled trial of SecondStory, an intervention targeting posttraumatic growth, 

with bereaved adults. Journal of Consulting and Clinical Psychology, 86(6), 518. 

Rogers, M. L., Kelliher-Rabon, J., Hagan, C. R., Hirsch, J. K., & Joiner, T. E. (2017). Negative 

emotions in veterans relate to suicide risk through feelings of perceived burdensomeness 

and thwarted belongingness. Journal of affective disorders, 208, 15-21. 

Rood, L., Roelofs, J., Bögels, S. M., & Arntz, A. (2012). The effects of experimentally induced 

rumination, positive reappraisal, acceptance, and distancing when thinking about a stressful 

event on affect states in adolescents. Journal of abnormal child psychology, 40(1), 73-84. 



239 

Rozanov, V., & Carli, V. (2012). Suicide among war veterans. International journal of 

environmental research and public health, 9(7), 2504-2519. 

Russell, K., Rasmussen, S., & Hunter, S. C. (2018). Insomnia and nightmares as markers of risk 

for suicidal ideation in young people: investigating the role of defeat and 

entrapment. Journal of clinical sleep medicine, 14(5), 775-784. 

Salloum, A., Bjoerke, A., & Johnco, C. (2019). The associations of complicated grief, 

depression, posttraumatic growth, and hope among bereaved youth. Journal of Death and 

Dying, 79(2), 157-173. 

Sandford, D. M., Thwaites, R., Kirtley, O. J., & O’Connor, R. C. (2022). Utilising the Integrated 

Motivational Volitional (IMV) model to guide CBT practitioners in the use of their core skills 

to assess, formulate and reduce suicide risk factors. the Cognitive Behaviour Therapist, 15. 

Schoemann AM, Boulton AJ, Short SD (2020) Monte Carlo power analysis for indirect effects. 

https://schoemanna.shinyapps.io/mc_power_med/. Accessed 12 June 2022  

Schok, M. L., Kleber, R. J., Elands, M., & Weerts, J. M. (2008). Meaning as a mission: A review 

of empirical studies on appraisals of war and peacekeeping experiences. Clinical Psychology 

Review, 28(3), 357-365. 

Sears, S. R., Stanton, A. L., & Danoff-Burg, S. (2003). The yellow brick road and the emerald 

city: benefit finding, positive reappraisal coping and posttraumatic growth in women with 

early-stage breast cancer. Health Psychology, 22(5), 487. 

Serafini, G., Muzio, C., Piccinini, G., Flouri, E., Ferrigno, G., Pompili, M., ... & Amore, M. (2015). 

Life adversities and suicidal behavior in young individuals: a systematic review. European 

child & adolescent psychiatry, 24(12), 1423-1446. 

Shakespeare-Finch, J., & Lurie-Beck, J. (2014). A meta-analytic clarification of the relationship 

between posttraumatic growth and symptoms of posttraumatic distress disorder. Journal of 

anxiety disorders, 28(2), 223-229. 

Sheline, K. T. (2013). The moderating role of posttraumatic growth on suicide risk among 

trauma exposed undergraduate students (Doctoral dissertation, Colorado State University). 

Sheppes, G., Scheibe, S., Suri, G., Radu, P., Blechert, J., & Gross, J. J. (2014). Emotion 

regulation choice: a conceptual framework and supporting evidence. Journal of Experimental 

Psychology: General, 143(1), 163. 

Shiota, M. N., & Levenson, R. W. (2012). Turn down the volume or change the channel? 

Emotional effects of detached versus positive reappraisal. Journal of Personality and Social 

Psychology, 103(3), 416. 

Short, N. A., Stentz, L., Raines, A. M., Boffa, J. W., & Schmidt, N. B. (2019). Intervening on 

thwarted belongingness and perceived burdensomeness to reduce suicidality among 

veterans: Subanalyses from a randomised controlled trial. Behavior therapy, 50(5), 886-897. 



240 

Siegel, K., & Scrimshaw, E. W. (2007). The stress moderating role of benefit finding on 

psychological distress and wellbeing among women living with HIV/AIDS. AIDS and Behavior, 

11, 421–433.  

Silva, C., Hagan, C. R., Rogers, M. L., Chiurliza, B., Podlogar, M. C., Hom, M. A., ... & Joiner, T. 

E. (2017). Evidence for the propositions of the interpersonal theory of suicide among a 

military sample. Journal of Clinical Psychology, 73(6), 669-680. 

Skopp, N. A., Luxton, D. D., Bush, N., & Sirotin, A. (2011). Childhood adversity and suicidal 

ideation in a clinical military sample: Military unit cohesion and intimate relationships as 

protective factors. Journal of Social and Clinical Psychology, 30(4), 361-377. 

Smith J. A., Flowers P. & Larkin M. (2009). Interpretive Phenomenological Analysis: Theory, 

Method and Research, Sage Publications: London. 

Smith, J.A., & Osborn, M. (2008). Interpretative phenomenological analysis. In: J. Smith (Ed.), 

Qualitative psychology: A practical guide to research methods (pp. 53- 80). London: Sage 

Smith, JA, Flowers, P, Larkin, M. (2009). Interpretative phenomenological analysis: theory, 

method and research. London: SAGE. 

Smith, M. M., Sherry, S. B., Chen, S., Saklofske, D. H., Mushquash, C., Flett, G. L., & Hewitt, P. 

L. (2018). The perniciousness of perfectionism: A meta‐analytic review of the perfectionism–

suicide relationship. Journal of personality, 86(3), 522-542. 

Snyder, C. R. (2002). Hope theory: Rainbows in the mind. Psychological inquiry, 13(4), 249-

275. 

Snyder, C. R., Sympson, S. C., Ybasco, F. C., Borders, T. F., Babyak, M. A., & Higgins, R. L. 

(1996). Development and validation of the State Hope Scale. Journal of personality and social 

psychology, 70(2), 321.  

Stallard, P., Pereira, A. I., & Barros, L. (2021). Post-traumatic growth during the COVID-19 

pandemic in carers of children in Portugal and the UK: cross-sectional online survey. BJPsych 

Open, 7(1). 

Stanley, B., & Brown, G. K. (2012). Safety planning intervention: A brief intervention to 

mitigate suicide risk. Cognitive and Behavioral Practice, 19(2), 256-264.  

Stanton, A. L., Danoff-Burg, S., Sworowski, L. A., Collins, C. A., Branstetter, A. D., Rodriguez-

Hanley, A., ... & Austenfeld, J. L. (2002). Randomized, controlled trial of written emotional 

expression and benefit finding in breast cancer patients. Journal of Clinical Oncology, 20(20), 

4160-4168. 

Strader, M.A. (2019). Moderating effects of post-traumatic growth on suicidal ideation after 

combat exposure [Doctoral Dissertation, Georgia Southern University]. 

https://digitalcommons.georgiasouthern.edu/cgi/viewcontent.cgi?article=2906&context=e

td. 

https://digitalcommons.georgiasouthern.edu/cgi/viewcontent.cgi?article=2906&context=etd
https://digitalcommons.georgiasouthern.edu/cgi/viewcontent.cgi?article=2906&context=etd


241 

Swift, J. K., Trusty, W. T., & Penix, E. A. (2021). The effectiveness of the collaborative 

assessment and management of suicidality (cams) compared to alternative treatment 

conditions: A meta‐analysis. Suicide and Life‐Threatening Behavior, 51(5), 882-896. 

Taylor, P.J., Wood, A. M., Gooding, P.A., Johnson, J., & Tarrier, N. (2009). Are defeat and 

entrapment best defined as a single construct? Personality and Individual 

Differences, 47, 795-797. 

Taylor, S. E. (1983). Adjustment to threatening events: A theory of cognitive adaptation. 

American Psychologist, 38, 1161-1173.  

Taylor, S. E., & Brown, J. D. (1988). Illusion and well-being: A social psychological perspective 

on mental health. Psychological Bulletin, 103, 193–210. 

Taylor, S. E., Kemeny, M. E., Aspinwall, L. G., Schneider, S. G., Rodriguez, R., & Herbert, M. 

(1992). Optimism, coping, psychological distress, and high-risk sexual behavior among men 

at risk for acquired immunodeficiency syndrome (AIDS). Journal of personality and social 

psychology, 63(3), 460. 

Taylor, S. E., Kemeny, M. E., Reed, G. M., Bower, J. E., & Gruenewald, T. L. (2000). 

Psychological resources, positive illusions, and health. American Psychologist, 55(1), 99–109.  

Taylor, P. J., Gooding, P., Wood, A. M., & Tarrier, N. (2011). The role of defeat and 

entrapment in depression, anxiety, and suicide. Psychological Bulletin, 137(3), 391–420. 

Tedeschi, R. G., & Calhoun, L. (2004). Posttraumatic growth: A new perspective on 

psychotraumatology. Psychiatric times, 21(4), 58-60. 

Tedeschi, R. G., & Calhoun, L. G. (1996). The Posttraumatic Growth Inventory: Measuring the 

positive legacy of trauma. Journal of traumatic stress, 9(3), 455-471. 

Tedeschi, R. G., & Calhoun, L. G. (2004). Posttraumatic growth: Conceptual foundations and 

empirical evidence. Psychological inquiry, 15(1), 1-18. 

Tedeschi, R. G., & Kilmer, R. P. (2005). Assessing strengths, resilience, and growth to guide 

clinical interventions. Professional Psychology: Research and Practice, 36(3), 230–237. 

https://doi.org/10.1037/0735-7028.36.3.230 

Tedeschi, R. G., & McNally, R. J. (2011). Can we facilitate posttraumatic growth in combat 

veterans? American Psychologist, 66, 19–24. https://doi.org/10.1037/a0021896. 

Teismann, T., & Brailovskaia, J. (2020). Entrapment, positive psychological functioning and 

suicide ideation: A moderation analysis. Clinical psychology & psychotherapy, 27(1), 34-41. 

Tennen, H., & Affleck, G. (2002). Benefit-finding and benefit reminding. In C. R. Snyder& S. J. 

Lopez (Eds.), Handbook of positive psychology (pp. 548-597). New York: Oxford University 

Press. 



242 

Tennen, H., & Affleck, G. (2002). Benefit-finding and benefit-reminding. In C. R. Snyder & S. 

J. Lopez (Eds.), Handbook of positive psychology. (pp. 584–597). New York, NY US: Oxford 

University Press. 

Thomas, V. J., & Bowie, S. L. (2016). Sense of community: is it a protective factor for military 

veterans? Journal of social service research, 42(3), 313-331. 

Tromans, S., Chester, V., Harrison, H., Pankhania, P., Booth, H., & Chakraborty, N. (2020). 

Patterns of use of secondary mental health services before and during COVID-19 lockdown: 

observational study. BJPsych Open, 6(6). 

Troy, A. S., Wilhelm, F. H., Shallcross, A. J., & Mauss, I. B. (2010). Seeing the silver lining: 

cognitive reappraisal ability moderates the relationship between stress and depressive 

symptoms. Emotion, 10(6), 783. 

Tsai, J., El-Gabalawy, R., Sledge, W. H., Southwick, S. M., & Pietrzak, R. H. (2015). Post 

traumatic growth among veterans in the USA: results from the National Health and 

Resilience in Veterans Study. Psychological Medicine, 45(1), 165-179. 

Tsai, J., Harpaz-Rotem, I., Pietrzak, R. H., & Southwick, S. M. (2012). The role of coping, 

resilience, and social support in mediating the relation between PTSD and social functioning 

in veterans returning from Iraq and Afghanistan. Psychiatry: Interpersonal & Biological 

Processes, 75(2), 135-149. 

Tsai, M., Lari, H., Saffy, S., & Klonsky, E. D. (2021). Examining the three-step theory (3ST) of 

suicide in a prospective study of adult psychiatric inpatients. Behavior therapy, 52(3), 673-

685. 

Tucker, R. P., O'Connor, R. C., & Wingate, L. R. (2016). An investigation of the relationship 

between rumination styles, hope, and suicide ideation through the lens of the integrated 

motivational-volitional model of suicidal behavior. Archives of suicide research, 20(4), 553-

566. 

Turecki, G., Brent, D. A., Gunnell, D., O’Connor, R. C., Oquendo, M. A., Pirkis, J., & Stanley, B. 

H. (2019). Suicide and suicide risk. Nature reviews Disease primers, 5(1), 1-22. 

Tyndal, T., Zhang, I., & Jobes, D. A. (2022). The Collaborative Assessment and Management 

of Suicidality (CAMS) stabilisation plan for working with patients with suicide 

risk. Psychotherapy, 59(2), 143. 

Umucu, E., Lo, C. L., Lee, B., Vargas-Medrano, J., Diaz-Pacheco, V., Misra, K., ... & Gadad, B. 

S. (2022). Is gratitude associated with suicidal ideation in veterans with mental illness and 

student veterans with PTSD symptoms?. The Journal of nervous and mental disease, 210(1), 

26-31. 



243 

Van Orden, K. A., Cukrowicz, K. C., Witte, T. K., & Joiner Jr, T. E. (2012). Thwarted 

belongingness and perceived burdensomeness: construct validity and psychometric 

properties of the Interpersonal Needs Questionnaire. Psychological assessment, 24(1), 197. 

Van Orden, K. A., Lynam, M. E., Hollar, D., & Joiner, T. E. (2006). Perceived burdensomeness 

as an indicator of suicidal symptoms. Cognitive Therapy and Research, 30(4), 457-467. 

Van Orden, K. A., Witte, T. K., Cukrowicz, K. C., Braithwaite, S. R., Selby, E. A., & Joiner Jr, T. 

E. (2010). The interpersonal theory of suicide. Psychological review, 117(2), 575. 

Van Orden, K. A., Witte, T. K., Gordon, K. H., Bender, T. W., & Joiner Jr, T. E. (2008). Suicidal 

desire and the capability for suicide: tests of the interpersonal-psychological theory of 

suicidal behavior among adults. Journal of consulting and clinical psychology, 76(1), 72-83. 

Watson, D., Clark, L. A., & Tellegen, A. (1988). Development and validation of brief measures 

of positive and negative affect: the PANAS scales. Journal of personality and social 

psychology, 54(6), 1063. 

Wenzel, A., & Beck, A. T. (2008). A cognitive model of suicidal behavior: Theory and 

treatment. Applied and preventive psychology, 12(4), 189-201. 

Wetherall, K., Cleare, S., Eschle, S., Ferguson, E., O’Connor, D. B., O’Carroll, R. E., & O’Connor, 

R. C. (2018). From ideation to action: Differentiating between those who think about suicide 

and those who attempt suicide in a national study of young adults. Journal of affective 

disorders, 241, 475-483. 

Wetherall, K., Robb, K. A., & O'Connor, R. C. (2019). An examination of social comparison and 

suicide ideation through the lens of the integrated motivational–volitional model of suicidal 

behavior. Suicide and Life‐Threatening Behavior, 49(1), 167-182. 

Wetherall, K., Cleare, S., Eschle, S., Ferguson, E., O'Connor, D. B., O'Carroll, R. E., & O'Connor, 

R. C. (2022). Predicting suicidal ideation in a nationally representative sample of young 

adults: a 12-month prospective study. Psychological medicine, 52(14), 3168-3175. 

WHO (2021) Suicide worldwide in 2019: global health estimates. Geneva: World Health 

Organization; 2021. https://www.who.int/publications/i/item/9789240026643 

Williams, J. M. G. (1997). The cry of pain. London: Penguin 

Williams, J. M. G. (2001). Suicide and attempted suicide: understanding the cry of pain. 

London: Penguin. 

Williamson, V., Greenberg, N., & Murphy, D. (2019). Moral injury in UK armed forces 

veterans: a qualitative study. European journal of psychotraumatology, 10(1), 1562842. 

Wingate, L. R., Burns, A. B., Gordon, K. H., Perez, M., Walker, R. L., Williams, F. M., et al. 

(2006). Suicide and positive cognitions: Positive psychology applied to the understanding and 

https://www.who.int/publications/i/item/9789240026643


244 

treatment of suicidal behavior. In T. E. Ellis (Ed.), Cognition and suicide: Theory, research, and 

therapy (pp. 261–283). Washington, DC: American Psychological Association.  

Witt, K. G., Hetrick, S. E., Rajaram, G., Hazell, P., Salisbury, T. L. T., Townsend, E., & Hawton, 

K. (2021). Interventions for self‐harm in children and adolescents. Cochrane database of 

systematic reviews, (3). 

Witvliet, C. V., Knoll, R. W., Hinman, N. G., & DeYoung, P. A. (2010). Compassion-focused 

reappraisal, benefit-focused reappraisal, and rumination after an interpersonal offense: 

Emotion-regulation implications for subjective emotion, linguistic responses, and 

physiology. The Journal of Positive Psychology, 5(3), 226-242. 

Yerkes, S., & Holloway, H. (1996). War and homecomings: The stressors of war and of 

returning from war. In R. Uranso & A. Norwood (Eds.), Emotional aftermath of the Persian 

Gulf War (pp. 25–42). Washington, DC: American Psychiatric Press. 

Yu, X. N., Lau, J. T., Zhang, J., Mak, W. W., Choi, K. C., Lui, W. W., & Chan, E. Y. (2010). 

Posttraumatic growth and reduced suicidal ideation among adolescents at month 1 after the 

Sichuan Earthquake. Journal of Affective Disorders, 123(1-3), 327-331. 

Zigmond, A. S., & Snaith, R. P. (1983). The hospital anxiety and depression scale. Acta 

psychiatrica scandinavica, 67(6), 361-370. 

Zoellner, T., & Maercker, A. (2006). Posttraumatic growth in clinical psychology—A critical 

review and introduction of a two-component model. Clinical psychology review, 26(5), 626-

653. 

Zortea, T. C., Gray, C. M., & O’Connor, R. C. (2020). Perceptions of Past Parenting and Adult 

Attachment as Vulnerability Factors for Suicidal Ideation in the Context of the Integrated 

Motivational–Volitional Model of Suicidal Behavior. Suicide and Life‐Threatening 

Behavior, 50(2), 515-533. 

 



245 

Appendices 

Appendix A: Interview Questions 

Primary interview question Sample probing questions 

Why did you decide to join 
UK Armed Forces (AF)? 

What was it about the AF that made you want to join?  
How did you feel after you made the decision?  
Do you think you would make the same decision about 
joining the AF now? 

What your transition to being 
active personnel involved?  

What did you find the most difficult or challenging thing to 
adjust to when you first  
started in AF?  
Was it particularly challenging to leave your home and join 
the AF. How did you  
feel at that time?  
Can you tell me what your average day involved? 

What did you find as 
particularly challenging about 
your experiences during 
deployment? 

Did you experience any combat injuries?  
Did you witness any particularly difficult situations?  
Is there a particular occasion while in active duty that 
stands out in your memory?  
How this event affected you emotionally?  
Sometimes, the impact of such an event might not change 
over time. Does this  
memory still have a significant impact on you now? 

What did you do to try and 
cope with these experiences 
[or the memories of these 
experiences?  

Did you ever try to cope using ways that you or other 
people thought were extreme or risky?  
Did you ever think about hurting yourself or about taking 
your own life?  
Did you get any kind of support to help you cope with these 
experiences/memories? 

Do the memories of your 
time in active service still 
affect you today?  

Have you ever had thoughts of suicide or self-harm because 
of challenging events/memories. 

What was your experience of 
leaving the service and 
returning to civilian like for 
you? 

Since leaving the service, do you feel differently about any 
aspects of your life?  
Are there any lasting negative changes to your life since 
leaving the service?  

What you have found 
positive or rewarding from 
your time in AF?  

What kinds of things do you like about being a veteran?  
What value does being a veteran add to your life now? 

Have you learnt anything 
positive about yourself, 
others and the world because 
of your experiences in the 
military? 

Do you think your personality and how you see yourself has 
changed?  
Has your outlook on life changed?  
Have your relationships with other people changed? 
improved in any meaningful way? 

Do you think about the 
positive lessons you have 
taken from your negative 
experiences when you feel 
low or upset? 

Do you find it helps you cope with your emotions?  
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Appendix B: Chapter 2 - Study Materials 

Information Sheet 

What are the Mental and Physical Health Challenges Encountered by Veterans? 

Ethics Approval Number S1094/S1112/S1146 

Researchers:   Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk 

   Evie Horsley, lpyeh6@exmail.nottingham.ac.uk 

Supervisors:   Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk 

   Dr Laura Blackie, laura.blackie@nottingham.ac.uk 

What is this study about? 

This is an invitation to take part in a research study that explores the mental and physical 

health challenges experienced by veterans during active military service and since leaving 

the service. We are interested in understanding the extent to which these challenges 

negatively impact on the quality of your life, and what you do to try and manage these 

challenges. 

Before you decide if you wish to take part, it is important for you to understand why the 

research is being done and what it will involve. Please take time to read the following 

information carefully.  

What does this study involve? 

In this study, we are interested in understanding whether veterans' experiences while they 

were in active combat duty have affected their mental and physical health since their return 

from service. In addition, we are interested in what kind of coping strategies veterans have 

found effective in managing issues associated with their war memories. In short, we are 

interested in the transition you made from active service to civilian life and how you have 

coped with any challenges experienced during this transition.  

 

If you participate, you will attend an interview with the researcher lasting approximately 

between 60-90 minutes in which you will be asked questions related to your experience as 

military service personnel. The researcher will ask you questions about your time in the 

military, including any significantly distressing mental and/or physical health challenges you 

may have experienced during deployment in active military service or since leaving the 

military. We are interested in this research project in exploring the transition you made from 

active military service to civilian life and how you have coped – or continue to cope - with 

any challenges you may have encountered. Please note that the questions will cover some 

sensitive topics, such as the extent to which you have thought about or acted on thoughts of 

self-harm and/or suicide as a result of your experiences in active military service or since 

leaving the military.  
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We understanding that discussing these topics may be sensitive and potentially distressing 

and we would like to reassure you now that you are under no obligation to participate. You 

may withdraw from the study at this point now by informing the researcher. If you wish to 

participate, we would like to reassure you that you can withdraw at any time during the 

interview without receiving a penalty and you not have to answer any question you do not 

wish to answer.  

 

With your consent, this interview will be audio-recorded in order to allow the researcher to 

produce a transcript which will then be analysed by the researcher. The audio recording will 

be transferred to a password protected computer accessible only by the research team after 

the interview, at which time the audio recording will be deleted from the portal recording 

device. We will protect your identity by storing the recording under a random ID number, 

not by anything related to your personal identity. The audio recording will be deleted entirely 

once the research team have transcribed your interview into written form. During which 

time, the research team will delete any potentially identifiable information, such as names 

of people or places from your transcript. You can request for your interview data to be 

removed from analysis up until the transcription process has taken place and the original 

audio recording has been deleted.  

 

The whole interview procedure will last approximately 60-90 minutes. If any disclosed 

information that might put you at risk of harm is foreseen, this will be discussed with you 

and a plan will be made for you to find a suitable support services. The researcher may also 

be required to disclose this information to the appropriate agencies. 

Who is eligible to participate?  

We aim to speak to around 50 veterans. Eligible participants must meet the following 

criteria: 

a) identify yourself as having been a veteran from one of the UK military services,  

b) have been deployed and experienced active military duty. 

Do you have to participate? 

Participation in this study is totally voluntary and you are under no obligation to take part. If 

you do decide to take part, you will be given this information sheet to keep and be asked to 

sign a consent form. You are free to withdraw at any point before or during the study with 

no penalty. If you decide you wish to withdraw your interview data, please email the named 

researcher on the email given on the first page. However, it is only possible for us to identify 

your interview while we have the audio recording. The audio recording is deleted with any 

information linking the interview to your identity after transcription has taken place. 

You will be compensated with £20 in cash to contribute towards your travel costs and your 

time. 

How will my data be used and stored? 
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All information which is collected about you during the course of the research will be kept 

on a password protected computer and is strictly confidential and used for research 

purposes only. The actual audio-recording will be destroyed after transcribed. Access to the 

interview transcript will be limited to the research team involved in this project.  Any 

information about you which leaves the research unit will have your name and address 

removed during transcription; so that you cannot be recognised from it. Any summary of the 

interview content, or direct quotations from the interview, that are made available through 

academic publication or other academic outlets will be anonymized so that you cannot be 

identified, and care will be taken to ensure that other information in the interview that could 

identify yourself is not revealed. A separate privacy statement will be given to you to outline 

how the research team will store and protect your data in accordance with GDPR regulations.  

What will happen to the results of the research study? 

We aim for the results from this research study to be published in an academic journal and 

it might also be presented as a paper at academic conferences. We will anonymise all the 

interviews before this happens so that nobody will be able to personally identify you.  

 

If you have any questions or concerns please don’t hesitate to ask now. We can also be 

contacted after your participation at the above address. 

 

If you have any complaints about the study, please contact: 

Stephen Jackson (Chair of Ethics Committee) 

stephen.jackson@nottingham.ac.uk  
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Consent Form 

What are the Mental Health Challenges Encountered by Veterans?  

Ethics Approval Number S1094/S1112/S1146 

Researchers:   Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk 

   Evie Horsley, lpyeh6@exmail.nottingham.ac.uk 

Supervisors:   Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk 

   Dr Laura Blackie, laura.blackie@nottingham.ac.uk 

 

     The participant should answer these questions independently: 

 

Have you read and understood the Information Sheet?    YES/NO  

Have you had the opportunity to ask questions about  

the study?         YES/NO 

Have all your questions been answered satisfactorily?    YES/NO 

Do you understand that you are free to withdraw from  

the study? (at any time and without giving a reason)    YES/NO 

I give permission for my data from this study to be shared  

with other researchers provided that my anonymity is  

completely protected.         YES/NO 

I understand that the interview will be audio-recorded and I  

give permission for the recording.       YES/NO 

I give permission to the extracts from the interview are to be  

published in academic conferences or papers provided  

that my anonymity is protected.       YES/NO 

I understand that the information about me will be kept in  

a secure database. If data is transferred to others it will be  

made anonymous. Data will be kept for 7 years after the 

results of this study have been published.          YES/NO 

I agree to take part in the study.       YES/NO 

 

 “This study has been explained to me to my satisfaction, and I agree to take part. I 

understand that I am free to withdraw at any time.” 

Signature of the Participant:     Date: 

Name (in block capitals) 

 

I have explained the study to the above participant and he/she has agreed to take part. 

Signature of researcher:     Date: 
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Demographic Questions 
 

1. Age (in years): ________ 

 

2. Gender (circle one): 

 1) Male 

 2) Female 

 3) Other 

 4) Prefer not to say 

3. Ethnicity: 

 1) Black African 

 2) Black Caribbean 

 3) Pakistani 

 4) Bangladeshi 

 5) Chinese 

 6) Indian 

 7) White British 

 8) White European 

 9) Other (please specify): ___________________ 

 10) Prefer not to say 

4. Religion: 

 1) No religion or belief 

 2) Atheism 

 3) Christianity 

 4) Judaism 

 5) Buddhism 

 6) Islam 

 7) Hinduism 

 8) Sikhism 

 9) Other (please specify): ___________________ 

 10) Prefer not to say 

5. Marital Status: 

 1) Single, never married 

 2) Married 

 3) Co-habiting 

 4) Widowed 

 5) Divorced 

 6) Separated 

 

6. Employment Status: 

 1) Employed 

 2) Not employed - looking for work 

 3) Not employed - not looking for work 

 4) Not employed - retired 

 5) Other (please specify): ____________ 
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7. What is the highest level of education you have completed? (i.e. high school, 

undergraduate, postgraduate, doctoral degree) 

_________________________________________________ 

 

8. Do you have any of the following? 

 Hearing impairment  

 Visual impairment 

 Physical or mobility impairment 

 Learning or intellectual impairment 

 Long-term illness or physical health condition 

 Mental health condition 

 Other (please specify) : _________________________________ 

 

9. Are you currently serving in the armed forces? 

1) Yes    

2) No 

10. Are you a veteran? 

1) Yes    

2) No 

 

11. If yes, when did you serve?  Year of joining ___________ 

     Year of leaving ___________ 

 

12. How old were you when you joined the service? 

_______________________ 

 

13. Please give details about your deployments.  

______________________________________________ 

 

14. Why did you leave the armed forces? 

1) Completion of engagement 

2) Voluntary early release 

3) Administrative discharge 

4) Medically retired 

5) Other (please specify): _________________________________ 
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Experimental Debrief Information 

University of Nottingham 

Name of Researchers:  

Meryem Betul Yasdiman 

Evie Horsley 

 

Email of Researchers: 

meryem.yasdiman@nottingham.ac.uk 

lpyeh6@exmail.nottingham.ac.uk 

 

Name of Supervisors:  

Prof Ellen Townsend 

Dr Laura Blackie 

Email of Supervisor: 

ellen.townsend@nottingham.ac.uk 

laura.blackie@nottingham.ac.uk  

What are the Mental Health Challenges Encountered by Veterans? 

Thank you for your participation. 

 

Thank you for taking part in this research study and telling us about your experiences of being a veteran. 

We appreciate your help in our research study, which explores the mental and physical health challenges 

veterans face, and the extent to which these challenges may lead some veterans to think about or act on 

thoughts of self-harm and/or suicide. We intend for these findings to contribute to the existing body of 

research aimed towards therapeutic treatment for veterans in distress.   

We aim to analyse these interviews after transcription while keeping your identity anonymised. The results 

of this study might be published in academic journals and in the researcher’s PhD thesis. 

We have compiled a list of national organisations you can contact for further support below. You are 

always welcome to contact the researcher, Meryem Betul Yasdiman, for any advice on accessing more 

local services or further signposting via email: 

meryem.yasdiman@nottingham.ac.uk  

If as a result of participating in this research study you felt distressed about any aspects of your life, there 

are a number of support services you may contact: 

• Royal Air Force Association Welfare Support https://www.rafa.org.uk 

• British Red Cross https://www.redcross.org.uk/ 

• Let’s Talk Well-Being is based in Nottinghamshire, Derbyshire, & Leicestershire and provides 

assessment and treatment for mental health conditions. 

http://www.nottinghamshirehealthcare.nhs.uk/letstalkwellbeing   

• Samaritans has a National Help Line that is open 24 hours. Tel: 116 123 

If you have any complaints about the study, please contact: 

Stephen Jackson (Chair of Ethics Committee) 

stephen.jackson@nottingham.ac.uk 

 

http://www.nottinghamshirehealthcare.nhs.uk/letstalkwellbeing
mailto:stephen.jackson@nottingham.ac.uk
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 Appendix C: Transcription Protocol 

 Explanation Format 

Person speaking Person speaking is indicated by their 
initials at the start of the sentence. In 
capitals, followed by a full stop. 
Interviewer: I 

Participant: P 

I. 

P.  

Overlapping Speech Both parts of speech will be indicated by 
square brackets at the point of overlap 

[…overlapping speech…] 

Emphases Used to indicate where a word has been 
stressed. Italicized. 

Capitalised where the greater volume is 
used 

Stressed word 

CAPITALS 

Dubious 
Transcription 

Used when the transcriber cannot hear 
recording or when the transcriber does 
not understand what has been said. 
Words are interpreted and bolded, 
italicised and underlined.  

….Dubious transcription…. 

Gaps in recording Used where material has not been taped 
(NR).  

Parenthesis with approx. length of time.  

(Participant might want to take a break 
or not being recorded at some point.) 

{3:42 NR} 

 

Verbal fillers Used when some fillers have been used.  Erm. Er. Mm. mm-hm 

Laughing, coughing Used when the interview is interrupted 
by laughs, coughs etc. 

((laughs)) ((coughs))  

((general laughter)) when 
multiple speakers laughing at 
once. 

Spoken 
Abbreviations 

When someone speaks an abbreviation RAF etc. 

Short Pauses  (.) 

Long Pauses  ((pause)) 
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Appendix D: Chapter 3 and 4 – Study Materials  

Information sheet for veteran population 
Understanding Mental Health in Veterans 

Ethics Approval Number S1179 

Researcher:  Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk 

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk 

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

What is this study about?  

This is an invitation to take part in a research study that explores how veterans cope with 

significant challenges in their lives as the result of their military service and the extent to 

which these challenges might causes negative consequences for mental health, including 

suicidal thoughts. We are interested in understanding the risk factors that may lead to 

mental health challenges and the protective factors involved in supporting people. Before 

you decide if you wish to take part, it is important for you to understand why the research is 

being done and what it will involve. Please take time to read the following information 

carefully.  

What does this study involve?  

If you choose to participate, you will be asked to complete a demographic information sheet 

that will collect some information about you (e.g., age, gender) and your military experience 

(e.g., which military service, length of service). You will then be asked to complete a number 

of questions that ask about whether you have experienced any negative thoughts and 

feelings in the past year, including the extent to which you have experienced symptoms of 

depression or suicidal thoughts. We will also ask you questions about how you typically try 

to cope with challenges. Some questions will ask how you cope with challenging experiences 

and or memories related to your deployments once you face them and now and whether 

you have identified any positive changes to your personality or lifestyle related to your 

military experience. The whole procedure will last approximately 30-40 minutes. We would 

like to invite you to answer all questions as honestly as possible. There are no right or wrong 

answers, so answer intuitively and do not spend too much time pondering. You do not have 

to answer any question if you do not wish to answer.  

Who is eligible to participate?  

You do not need to experience mental health issues to take part. Eligible participants must 

meet the following criteria: 

a) identify yourself as having been a veteran from one of the UK military services 

b) have been deployed and experienced active military duty  

c) aged 18 or over  

mailto:meryem.yasdiman@nottingham.ac.uk
mailto:ellen.townsend@nottingham.ac.uk
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Do you have to participate?  

Please note that the questions will cover some sensitive topics, such as the extent to which 

you have thought about suicide as a result of your experiences. However, participation in 

this study is totally voluntary and you are under no obligation to take part. You are free to 

withdraw at any point before, during or after the study with no penalty. If you decide you 

wish to withdraw your data, please email the named researcher on the email given above 

stating your anonymous code you will write at the beginning. You will be entered into a prize 

draw to win 1 of 16 Amazon gift cards (£20).  

How will my data be used and stored?  

You do not provide your name at any point of the research, however, you will be asked to 

provide your email address in order to enter the prize draw. This information will be collected 

through different survey which is not linked to your survey responses. Other information 

which is collected about you during the course of the research (e.g., age) is strictly 

confidential and used for research purposes only. Only the research team will have access to 

the data and at will be stored in compliance with the Data Protection Act. Post-analysis data 

may be made publicly available to the wider scientific community and this data will be 

anonymised, and non-identifiable. A separate privacy statement will be presented to outline 

how the research team will store and protect your data in accordance with GDPR regulations. 

As an online participant in this research, you should be aware there is always the risk of 

intrusion by outside agents, i.e., hacking, and therefore the possibility of being identified.  

What will happen to the results of the research study?  

We aim for the results from this research study to be published in an academic journal and 

it might also be presented as a paper at academic conferences. If you have any questions or 

concerns please don’t hesitate to ask now. We can also be contacted after your participation 

at the above address. If you have any complaints about the study, please contact: Stephen 

Jackson (Chair of Ethics Committee) stephen.jackson@nottingham.ac.uk  
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Information Sheet for general population sample  
 

Understanding Mental Health 

Ethics Approval Number S1179 

Researcher:  Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk 

Supervisors: Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk 

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

What is this study about?  

This is an invitation to take part in a research study that explores how people cope with 

significant challenges in their lives and the extent to which these challenges might causes 

negative consequences for mental health, including suicidal thoughts. We are interested in 

understanding the risk factors that may lead to mental health challenges and the protective 

factors involved in supporting people. Before you decide if you wish to take part, it is 

important for you to understand why the research is being done and what it will involve. 

Please take time to read the following information carefully.  

What does this study involve?  

If you choose to participate, you will be asked to complete a demographic information sheet 

that will collect some information about you (e.g., age, gender). You will then be asked to 

complete a number of questions that ask about whether you have experienced any negative 

thoughts and feelings in the past year, including the extent to which you have experienced 

symptoms of depression or suicidal thoughts. We will also ask you questions about how you 

typically try to cope with challenges. Some questions will ask how you cope with challenging 

experiences and or memories related to stressful life events once you face them and now 

and whether you have identified any positive changes to your personality or lifestyle related 

to these stressful events.  

The whole procedure will last approximately 30-40 minutes. We would like to invite you to 

answer all questions as honestly as possible. There are no right or wrong answers, so answer 

intuitively and do not spend too much time pondering. You do not have to answer any 

question if you do not wish to answer.  

Who is eligible to participate?  

You do not need to experience mental health issues to take part. Eligible participants must 

meet the following criterion: 

a) Aged 18 or older.  

Do you have to participate?  

mailto:meryem.yasdiman@nottingham.ac.uk
mailto:ellen.townsend@nottingham.ac.uk
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Please note that the questions will cover some sensitive topics, such as the extent to which 

you have thought about suicide as a result of your experiences. However, participation in 

this study is totally voluntary and you are under no obligation to take part. You are free to 

withdraw at any point before, during or after the study with no penalty. If you decide you 

wish to withdraw your data, please email the named researcher on the email given above 

stating your anonymous code you will write at the beginning.  

You will be entered into a prize draw to win 1 of 16 Amazon gift cards (£20).  

How will my data be used and stored?  

You do not provide your name at any point of the research however you will be asked to 

provide your email address in order to enter the prize draw. This information will be collected 

through different survey which is not linked to your survey responses. Other information 

which is collected about you during the course of the research (e.g., age) is strictly 

confidential and used for research purposes only. Only the research team will have access to 

the data and at will be stored in compliance with the Data Protection Act. Post-analysis data 

may be made publicly available to the wider scientific community and this data will be 

anonymised, and non-identifiable. A separate privacy statement will be presented to outline 

how the research team will store and protect your data in accordance with GDPR regulations.  

As an online participant in this research, you should be aware there is always the risk of 

intrusion by outside agents, i.e., hacking, and therefore the possibility of being identified.  

What will happen to the results of the research study?  

We aim for the results from this research study to be published in an academic journal and 

it might also be presented as a paper at academic conferences. If you have any questions or 

concerns please don’t hesitate to ask now. We can also be contacted after your participation 

at the above address.  

If you have any complaints about the study, please contact: Stephen Jackson (Chair of Ethics 

Committee) stephen.jackson@nottingham.ac.uk  
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GDPR Statement for both studies  

School of Psychology GDPR Statement  

Research Participant General Data Protection Regulation (GDPR) Privacy Notice  

For information about the University’s obligations with respect to your data, who you can 

get in touch with and your rights as a data subject, please visit:  

https://www.nottingham.ac.uk/utilities/privacy.aspx  

Why we collect your personal data  

The University of Nottingham is collecting your personal data for research purposes, as 

outlined in the participant information sheet. The legal basis for processing your personal 

data on this occasion is Article 6(1a) consent of the data subject. The basis for processing 

your sensitive personal data on this occasion is Article 9(2a) the data subject has given 

explicit consent to the processing.  

How long we keep your data  

The University may store your data for up to 25 years and for a period of no less than 7 years 

after the research project finishes. The researchers who gathered or processed the data may 

also store the data indefinitely and reuse it in future research. Measures to safeguard your 

stored data were described in the participant information sheet under the heading “How 

your data will be used and stored”.  

Who we share your data with  

Anonymised extracts of your data may be disclosed in published works that are posted online 

for use by the scientific community, and with other researchers. Your data may also be stored 

indefinitely on external data repositories (e.g., the UK Data Archive) and be further processed 

for archiving purposes in the public interest, or for historical, scientific or statistical purposes. 

It may also move with the researcher who collected your data to another institution in the 

future.  
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Consent Form for both studies  

Study Title (veteran or general population)  

Ethics Approval Number S1179 

Researcher:  Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk  

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk 

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

Please read the following information carefully before deciding if you wish to participate:  

• I have read and understood the Information Sheet.  

• I have been provided with the email addresses of the researchers and had the 

opportunity to ask questions about the study.  

• If I have asked questions they have been answered satisfactorily.  

• I understand that I am free to withdraw from the study at any time and without 

giving a reason.  

• I give permission for my data from this study to be shared with other researchers 

provided that my anonymity is completely protected.  

• I have read and understood the privacy statement that outlines how my data will be 

stored and protected according to GDPR regulations.  

“This study has been explained to me to my satisfaction, and I agree to take part. I 

understand that I am free to withdraw at any time.”  

Do you agree to participate in this research study?  

□ YES: By ticking this box I authorize that I agree with the statements above and that 

I agree to take part. I understand that I am free to withdraw at any time by closing 

my browser window.  

□ NO: I do not agree to take part in this survey.  

If you have any concerns or complaints about the study, please contact: Stephen 

Jackson (Chair of Ethics Committee)  

stephen.jackson@nottingham.ac.uk  

mailto:meryem.yasdiman@nottingham.ac.uk
mailto:ellen.townsend@nottingham.ac.uk
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Debrief Statement for the veteran sample 

 

Understanding Mental Health in Veterans 

Researcher:  Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk  

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk  

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

Thank you for your participation.  

Thank you for taking part in this research study and telling us about your experiences. We 

appreciate your help in our research study. In this study, we were focused on understanding 

the factors that may protect veterans from experiencing suicidal thoughts. We are examining 

whether there are specific coping styles and patterns of thinking that help veterans maintain 

a healthy mental state. We intend for these findings to contribute to the existing body of 

research aimed towards therapeutic treatment for veterans in distress.  

None of the responses you have provided will be used to identify you as an individual; data 

collected from all veterans will be analysed together. The results of this study might be 

published in academic journals and in the researcher’s PhD thesis.  

We have compiled a list of national organisations you can contact for further support below. 

You are always welcome to contact the researcher, Meryem Betul Yasdiman, for any advice 

on accessing more local services or further signposting via email: 

meryem.yasdiman@nottingham.ac.uk  

If as a result of participating in this research study you felt distressed about any aspects of 

your life, there are a number of support services you may contact:  

Royal Air Force Association Welfare Support https://www.rafa.org.uk British Red Cross 

https://www.redcross.org.uk/ 

Samaritans has a National Help Line that is open 24 hours. Tel: 116 123  

Other useful organisations: www.time-to-change.org.uk/what-are-mental-health- 

problems/mental-health-help-you/other-useful-organisations  

If you have any complaints about the study, please contact: Stephen Jackson (Chair of Ethics 

Committee) stephen.jackson@nottingham.ac.uk 
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Debrief Statement for the general population sample 

Understanding Mental Health 

Researcher:  Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk  

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk  

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

Thank you for your participation.  

Thank you for taking part in this research study and telling us about your experiences. We 

appreciate your help in our research study. In this study, we were focused on understanding 

the factors that may protect people from experiencing suicidal thoughts. We are examining 

whether there are specific coping styles and patterns of thinking that help people maintain 

a healthy mental state. We intend for these findings to contribute to the existing body of 

research aimed towards therapeutic treatment for people in distress.  

None of the responses you have provided will be used to identify you as an individual; data 

collected from all participants will be analysed together. The results of this study might be 

published in academic journals and in the researcher’s PhD thesis.  

We have compiled a list of national organisations you can contact for further support below. 

You are always welcome to contact the researcher, Meryem Betul Yasdiman, for any advice 

on accessing more local services or further signposting via email:  

meryem.yasdiman@nottingham.ac.uk  

If as a result of participating in this research study you felt distressed about any aspects of 

your life, there are a number of support services you may contact:  

• British Red Cross https://www.redcross.org.uk/  

• Samaritans has a National Help Line that is open 24 hours. Tel: 116 123  

• Other useful organisations: www.time-to-change.org.uk/what-are-mental-health- 

problems/mental-health-help-you/other-useful-organisations  

If you have any complaints about the study, please contact: Stephen Jackson (Chair 

of Ethics Committee) stephen.jackson@nottingham.ac.uk 

 

mailto:stephen.jackson@nottingham.ac.uk
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Appendix E: Chapter 5 – Study Materials  

Information Sheet for T1 measure  

Stressful life experiences and well-being 

Ethics Approval Number S1279 

Researcher:  Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk 

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk  

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

What is this study about?  

This is an invitation to take part in a research study that will investigate stressful life 

experiences and their impact on individuals’ well-being. Before you decide if you wish to take 

part, it is important for you to understand why the research is being done and what it will 

involve. Please take the time to read this information carefully and ask any questions you 

may have before choosing whether to participate. You may email the researcher directly if 

you have questions using the email address provided at the top of this page.  

What does this study involve?  

We are interested in understanding how stressful life events can affect individuals’ mental 

health. Our research mainly aims to understand how the experience of stressful life 

experiences influences how we think about the future, how close and connected to others 

we feel, and how we set and reach our goals.  

If you choose to participate in this study, you will be asked to answer demographic questions 

(e.g., age, gender, and ethnicity) and questions about your well-being, including symptoms 

of depression and anxiety. Other questions ask about the quality of your relationships with 

others, how you feel when you think about the future, and how you set and meet your goals. 

In the end, you will be presented a debriefing sheet where you will be informed about the 

nature of our study, available support services should you require, and some exam howlers 

to lighten your mood.  

Your participation in the study will last around 10 minutes. We would like to invite you to 

answer all questions as honestly as possible. There are no right or wrong answers, so respond 

intuitively and do not spend too much time pondering. You do not have to answer any 

question if you do not wish to answer. Please note that some of these questions will ask 

about potentially sensitive topics (as described above), and you can choose to leave blank 

any question you do not wish to answer without providing us with a reason.  

mailto:ellen.townsend@nottingham.ac.uk
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If you complete this study, you will be compensated £0.90 for your time. In line with payment 

procedures of Prolific you must submit your completion URL at the end of the survey in order 

to be compensated.  

After four weeks, we will invite you to participate in the second phase of our study, which is 

very similar to this one, but there is no obligation for you to participate in both studies. Please 

note that there are some questions inside the survey that will check you are paying attention 

to instructions. If you fail to answer these questions correctly you will not be invited to the 

second part of our study and your responses will not be included in our analysis.  

Who is eligible to participate?  

Eligible participants must be:  

(a) Aged 18 or older,  

(b) Living in one of these areas: Middlesbrough, Liverpool, Knowsley, Kingston upon Hull, 

Manchester, Blackpool, Birmingham, Burnley, Blackburn with Darwen, and Hartlepool. This 

information is determined based on information that you have given to Prolific. We have set 

prolific to advertise this study only to people that live in one of these areas.  

Do you have to participate?  

Please note that the questions will cover some sensitive topics, such as the extent to which 

you experience depression and anxiety symptoms and unpleasant feelings, such as the 

feeling of being a burden to others. Participation in this study is voluntary, and you are under 

no obligation to take part. You are free to skip or refuse to answer any question in the 

questionnaires without providing us with a reason. You are free to withdraw at any point 

before or during the study without providing us with a reason. However, please note that we 

may still analyse the data you have provided before you withdrew. If you decide you wish to 

withdraw your data after participation, please email the named researcher (either via 

prolific) or on the email given above, stating your Prolific ID, and your data will be removed.  

How will your data be used and stored?  

We will not ask you to provide your name; however, you will be asked to write your Prolific 

ID which will help the research team to find your responses if you request for your data to 

be removed from the analysis. Please note that this can be done up until the point where we 

delete your Prolific ID (approximately within eight to nine months after your participation) to 

ensure the data is fully anonymised.  

Why we collect your personal data?  

The University of Nottingham is collecting your personal data for research purposes, as 

outlined in this participant information sheet. The legal basis for processing your personal 

data on this occasion is Article 6(1a) consent of the data subject. The basis for processing 
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your sensitive personal data on this occasion is Article 9(2a) the data subject has given 

explicit consent to the processing.  

How long we keep your personal data?  

For information about the University’s obligations with respect to your data, who you can 

get in touch with and your rights as a data subject, please visit:  

https://www.nottingham.ac.uk/utilities/privacy.aspx  

The University may store your data for up to 25 years and for a period of no less than 7 years 

after the research project finishes. The researchers who gathered or processed the data may 

also store the data indefinitely and reuse it in future research.  

If participants (i) complete the following wave/s of the study, (ii) would not like to take part 

in the following phase, or (iii) request to withdraw their data, their Prolific ID information 

will be removed from the data to ensure anonymity.  

By this point, all personal information which is collected about you during the research (e.g., 

age, gender, and ethnicity) is strictly confidential and is used for research purposes only. Only 

the research team will have access to the data, which will be stored in compliance with the 

Data Protection Act (1998). Post-analysis data may be made publicly available to the wider 

scientific community, and this data will be anonymised, and you will not be identifiable. As 

an online participant in this research, you should be aware there is always the risk of 

intrusion by outside agents, i.e., hacking, and therefore the possibility of being identified.  

What will happen to the results of the research study?  

We aim for the results of this research study to be published in an academic journal, and it 

might also be presented as a paper at academic conferences. If you have any questions or 

concerns, please don’t hesitate to ask now by using the email provided for the lead 

researcher at the top of this page. We can also be contacted after your participation at the 

above addresses.  

If you have any complaints about the study, please contact: Stephen Jackson (Chair of Ethics 

Committee), stephen.jackson@nottingham.ac.uk  
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Information Sheet for T2 measure  

Stressful life experiences and well-being 

Ethics Approval Number S1279 

Researcher: Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk 

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk  

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

What is this study about?  

This is an invitation to take part in the second phase of a research study investigating how 

individuals’ appraisals of stressful life experiences affect their well-being. You are eligible to 

take part in this study since you participated in the first phase of this study four weeks ago. 

If you have any questions about this study or the previous one you participated in, please 

email the researcher with the email address above. Before you decide if you wish to take 

part, it is important for you to understand why the research is being done and what it will 

involve. Please take the time to read this information carefully and ask any questions you 

may have before choosing whether to participate.  

What does this study involve?  

In this study, we are interested in understanding whether how you interpret and appraise 

recent stressful life events affects how you feel about your future, goals, and relationships 

with others. If you choose to participate, you will be asked to think about a recent stressful 

experience and answer some questions referring to that event. It is possible that some 

people might feel distressed while thinking about a negative experience. Please note that 

you can withdraw at any time if you feel uncomfortable while answering these questions or 

skip any questions if you do not wish to answer them, without providing us with a reason. 

After this questionnaire, you will be asked to complete other questions related to your future 

and the quality of your relationships with others and setting goals. In the end, you will be 

presented a debriefing sheet where you will be informed about the nature of our study and 

available support services, and you can enjoy some exam howlers to lighten your mood.  

Your participation in the study will last around 10 minutes. We would like to invite you to 

answer all questions as honestly as possible. There are no right or wrong answers, so respond 

intuitively and do not spend too much time pondering. You do not have to answer any 

question that you do not wish to answer. If you complete this study, you will be compensated 

£0.90 for your time. In line with payment procedures of Prolific you must submit your 

completion URL at the end of the survey in order to be compensated.  

Who is eligible to participate?  

Eligible participants must be: 

(a) Aged 18 or older. 

(b) Participants from the first online study who paid attention to our study instructions  
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Do you have to participate?  

Please note that the questions will cover some sensitive topics, including your experiences 

of difficulties, and unpleasant feelings (e.g., feeling like a burden to others). Participation in 

this study is voluntary, and you are under no obligation to take part. You are free to skip or 

refuse to answer any question in the questionnaires without providing us with a reason. You 

are free to withdraw at any point before or during the study without providing us with a 

reason. However, please note that we may still analyse the data you have provided before 

you withdrew. If you decide you wish to withdraw your data, please email the named 

researcher (either via prolific) or on the email given above, stating your Prolific ID.  

How will your data be used and stored?  

We will not ask you to provide your name; however, you will be asked to write your Prolific 

ID, which will help the research team to find your responses if you request for your data to 

be removed from the analysis. Please note that this can be done up until the point where we 

delete your Prolific ID (approximately within eight to nine months after your participation), 

to ensure the data is fully anonymised.  

If participants (i) complete all the waves of our study or (ii) request to withdraw their data, 

their Prolific ID information will be removed from the data to ensure anonymity.  

By this point, all personal information which is collected about you during the research (e.g., 

age, gender, and ethnicity) is strictly confidential and is used for research purposes only. Only 

the research team will have access to the data, which will be stored in compliance with the 

Data Protection Act (1998). Post-analysis data may be made publicly available to the wider 

scientific community, and this data will be anonymised, and you will not be identifiable. As 

an online participant in this research, you should be aware there is always the risk of 

intrusion by outside agents, i.e., hacking, and therefore the possibility of being identified.  

Why we collect your personal data?  

The University of Nottingham is collecting your personal data for research purposes, as 

outlined in this participant information sheet. The legal basis for processing your personal 

data on this occasion is Article 6(1a) consent of the data subject. The basis for processing 

your sensitive personal data on this occasion is Article 9(2a) the data subject has given 

explicit consent to the processing.  

How long we keep your personal data?  

For information about the University’s obligations with respect to your data, who you can 

get in touch with and your rights as a data subject, please visit:  

https://www.nottingham.ac.uk/utilities/privacy.aspx  
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The University may store your data for up to 25 years and for a period of no less than 7 years 

after the research project finishes. The researchers who gathered or processed the data may 

also store the data indefinitely and reuse it in future research.  

What will happen to the results of the research study?  

We aim for the results from this research study to be published in an academic journal, and 

it might also be presented as a paper at academic conferences. If you have any questions or 

concerns, please don’t hesitate to ask now. We can also be contacted after your participation 

at the above address. If you have any complaints about the study, please contact: Stephen 

Jackson (Chair of Ethics Committee) via email: stephen.jackson@nottingham.ac.uk  

 



268 

Consent Form for Both Measures  

Stressful life experiences and well-being 

Ethics Approval Number S1279 

Researcher: Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk 

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk  

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

Please read the following information carefully before deciding if you wish to participate:  

• I have read and understood the Information Sheet.  

• I have been provided with the email addresses of the researchers and had the 

opportunity to ask questions about the study.  

• If I have asked questions, they have been answered satisfactorily.  

• I understand that I am free to withdraw from the study at any time and without 

giving a reason.  

• I give permission for my data from this study to be shared with other researchers 

provided that my anonymity is completely protected.  

• I understand how my data will be stored and protected according to GDPR 

regulations.  

“This study has been explained to me to my satisfaction, and I agree to take part. I 

understand that I am free to withdraw at any time.”  

Do you agree to participate in this research study?  

□ YES: By ticking this box, I authorise that I agree with the statements above and that 

I agree to take part. I understand that I am free to withdraw at any time by closing 

my browser window.  

□ NO: I do not agree to take part in this survey.  

 

 

mailto:ellen.townsend@nottingham.ac.uk
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Debriefing Sheet for T1 survey 

Researcher:  Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk  

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk  

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

Thank you for taking part. We appreciate your help in our first study, asking questions about 

your well-being, future thoughts, and your relationship with others. This will help us to see 

the long-term changes in these aspects when you to take part in the next survey, to which 

you will be invited in four weeks, if you are eligible based on the criteria outlined in the study 

information sheet. This second phase of our study will be again conducted online, and you 

will receive an invitation via Prolific. We intend for the findings of our research to contribute 

to the existing body of research aimed towards therapeutic treatment for people 

encountering challenging life events. None of the responses you have provided will be used 

to identify you as an individual; data collected from all participants will be analysed together. 

The results of this study might be published in academic journals and the researcher’s PhD 

thesis.  

We have compiled a list of national organisations you can contact for further support below. 

You are always welcome to contact the researcher, Meryem Betul Yasdiman, for any advice 

on accessing more local services or further signposting via email: 

meryem.yasdiman@nottingham.ac.uk  

If as a result of participating in this research study, you felt distressed about any aspects of 

your life, there are a number of support services you may contact:  

• In an emergency: Dial 999 for emergency services  
• Samaritans has a National Help Line that is open 24 hours. Tel: 116 123 or email 

jo@samaritans.org to be connected to professionally trained staff.  
• HOPELineUK (PAPYRUS): https://papyrus-uk.org/ If you are a young person (under 

35 years) at risk of suicide or are worried about a young person at risk of suicide use 
the Hopeline: 0800 0684141 or send a text message to 07786 209697 or 
emailpat@papyrus-uk.org to be connected to professionally trained staff.  

• Kooth (online counselling service for young people): https://kooth.com/  
• Mind https://www.mind.org.uk/ There is a yellow “I need urgent help” button at the 

top of the page, which is a tool for people who need urgent help.  
• Sane http://www.sane.org.uk/what_we_do/support/helpline SANEline is a national 

out-of-hours mental health helpline offering specialist emotional support, guidance 
and information to anyone affected by mental illness, including family, friends and 
carers.  

• The Mix (essential support for under 25s) https://www.themix.org.uk/get-support 
Call 0808 808 4994 (4-11 pm every day), email, messenger and chat also available.  

• Other useful organisations: www.time-to-change.org.uk/what-are-mental-health-
problems/mental-health- help-you/other-useful-organisations 

If you have any complaints about the study, please contact: Stephen Jackson (Chair of Ethics 
Committee) stephen.jackson@nottingham.ac.uk  
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Debriefing Sheet for T2 Survey 

 

Researcher:  Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk  

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk  

Dr Laura Blackie, laura.blackie@nottingham.ac.uk  

 

Thank you for taking part in the second phase of our research study and telling us about your 

experiences. We appreciate your help in our research, which explores the impact of stressful 

life events on people’s well-being. We are interested in examining individual differences in 

how people interpret stressful life experiences and the influence this has on people’s mental 

health. In particular, we asked about both the risk factors and the protective factors that are 

associated with developing (or protecting against) suicidal thoughts, such as a low sense of 

belonging, feeling a burden to others.  

Background: In some cases, after stressful situations, individuals can reframe the situation 

to find a silver lining or take a positive lesson from an otherwise negative situation. This is 

called post-traumatic growth (PTG). We are interested in understanding whether perceiving 

positive changes as a result of struggling with challenges helps individuals to have more 

positive thoughts about their future, and enhances their ability to change plans and goals 

when faced with barriers. We also examine whether perceiving positive changes after a 

stressful life event increases individuals’ sense of connectedness to other people and 

reduces feelings of burdensomeness.  

Design: To investigate this research question, we designed a longitudinal study with two 

time-point measures conducted four-weeks apart. We will examine whether there are 

changes in all the well-being measures described above across the two time- points and 

whether people who report higher levels of post-traumatic growth from a recent stressful 

life experience greater changes in their well-being. We recruited participants from a variety 

of postcodes in the UK. This enabled us to have a broad representation of different 

socioeconomic statuses in our sample. It is important for researchers to understand the 

impact of stressful life experiences on mental health in a broader representation of social 

groups within the UK.  

With this design, we will be able to examine the potential protective role of post- traumatic 

growth in decreasing the risk for emerging suicidal thoughts. We intend for these findings to 

contribute to the existing body of research aimed towards therapeutic treatment for people 

experiencing stressful life events and having suicidal thoughts.  

None of the responses you have provided will be used to identify you as an individual; data 

collected from all participants will be analysed together. The results of this study might be 

published in academic journals and the researcher’s PhD thesis.  

mailto:laura.blackie@nottingham.ac.uk
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We have compiled a list of national organisations you can contact for further support below. 

You are always welcome to contact the researcher, Meryem Betul Yasdiman, for any advice 

on accessing more local services or further signposting via email: 

meryem.yasdiman@nottingham.ac.uk  

If as a result of participating in this research study, you felt distressed about any aspects of 

your life, there are a number of support services you may contact:  

• In an emergency: Dial 999 for emergency services  

• Samaritans has a National Help Line that is open 24 hours. Tel: 116 123 or email 

jo@samaritans.org to be connected to professionally trained staff.  

• HOPELineUK (PAPYRUS): ) https://papyrus-uk.org/ If you are a young person (under 

35 years) at risk of suicide or are worried about a young person at risk of suicide use 

the Hopeline: 0800 0684141 or send a text message to 07786 209697 or email 

pat@papyrus-uk.org to be connected to professionally trained staff.  

• Kooth (online counselling service for young people): https://kooth.com/  

• Mind https://www.mind.org.uk/ There is a yellow “I need urgent help” button at the 

top of the page, which is a tool for people who need urgent help.  

• Sane http://www.sane.org.uk/what_we_do/support/helpline SANEline is a national 

out-of-hours mental health helpline offering specialist emotional support, guidance 

and information to anyone affected by mental illness, including family, friends and 

carers.  

• The Mix (essential support for under 25s) https://www.themix.org.uk/get-support 

Call 0808 808 4994 (4-11 pm every day), email, messenger and chat also available.  

• Other useful organisations: www.time-to-change.org.uk/what-are-mental- health-

problems/mental-health-help-you/other-useful-organisations  

If you have any complaints about the study, please contact: Stephen Jackson (Chair of Ethics 

Committee), stephen.jackson@nottingham.ac.uk 

 

 

mailto:stephen.jackson@nottingham.ac.uk
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Appendix F: Chapter 6 – Study Materials  

Information sheet 
 

Exploring how stressful life experiences influence individuals’ well-being 

Ethics Approval Number s1250 

 

Researcher:  Meryem Betul Yasdiman, lpxmbya@nottingham.ac.uk  

Supervisors:  Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk 

                    Dr Laura Blackie, laura.blackie@nottingham.ac.uk 

 

What is this study about? 

This is an invitation to take part in a research study that will investigate the impact of stressful 

experiences on individuals’ well-being. Before you decide if you wish to take part, it is 

important for you to understand why the research is being done and what it will involve. 

Please take the time to read this information carefully and ask any questions you may have 

before choosing whether to participate. You may email the researcher directly if you have 

questions using the email address provided at the top of this page. 

  

What does this study involve? 

We are interested in understanding how stressful life events can affect individuals’ mental 

health. Particularly, our research aims to understand whether differences in interpreting the 

stressful event affects our mental health and well-being. If you choose to participate in this 

study, you will be asked to answer demographic questions (e.g., age, gender) and questions 

about your mental health, including the extent to which you are experiencing symptoms of 

depression, how much you feel supported by others around you, the extent to which you 

feel powerless to change things in your life and how you are feeling when you think about 

the future. 

 

Then, you will be asked to think about a stressful experience from your past. You will be 

asked to briefly describe the event and explain what happened, when it happened, and the 

impact it had on you. Some participants will be asked to write about the situation, attempting 

to extract any positive aspects from their experience. For example, some situations might 

encourage people to appreciate certain aspects of their lives or relationships.  It is possible 

that some people may find it difficult to reframe a stressful event in a positive way or to 

describe the event. This might be affected by how you are feeling now or the 

intensity/negativity of the event. You can stop at any time if you feel uncomfortable while 

doing this task and skip any questions you do not wish to answer. 

After this task, you will be asked questions about your well-being, how much you feel 

supported by others around you, you are feeling when you think about the future. 
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Please note that some of these questions will ask about sensitive topics, and you can choose 

to leave blank any question you do not wish to answer without providing us with a reason. 

Your participation in the study will last around 40-45 minutes. You will be entered into a prize 

draw to win an Amazon vouchers (£10). If you are a first-year psychology student at the 

University of Nottingham, you will be given 1 course credits for your participation. 

 

Who is eligible to participate? 

Eligible participants must meet the following criterion: a) Aged 18 or older. 

Do you have to participate? 

Please note that the questions will cover some sensitive topics, such as the extent to which 

you deal with difficulties and challenges, and the experience of unpleasant feelings, such as 

feeling a burden to others. Participation in this study is totally voluntary, and you are under 

no obligation to take part. You are free to skip or refuse to answer any question in the 

questionnaires without providing us with a reason. You are free to withdraw at any point 

before or during the study without providing us with a reason or encountering a penalty or 

affecting your statutory rights (including your academic profile for UoN students). If you 

decide you wish to withdraw your data, please email the named researcher on the email 

given above stating your unique identifier you will write at the beginning of this survey. 

How will your data be used and stored? 

For information about the University’s obligations with respect to your data, who you can 

get in touch with and your rights as a data subject, please visit:  

https://www.nottingham.ac.uk/utilities/privacy.aspx 

You will not be asked to provide your name at any point of the survey however, you will be 

asked to provide your email address in order to be entered into the prize draw. UoN students 

will receive course credits for participation. 

 

You can request for your data to be removed from analysis up until the point where we 

delete any identifier and email information (within one-year of your participation), to ensure 

the data is fully anonymised.   

Why we collect your personal data: 

The University of Nottingham is collecting your personal data for research purposes, as 

outlined in this participant information sheet. The legal basis for processing your personal 

data on this occasion is Article 6(1a) consent of the data subject. The basis for processing 

your sensitive personal data on this occasion is Article 9(2a) the data subject has given 

explicit consent to the processing. 

How long we keep your personal data: 
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Once participants let the researcher know that they would like to withdraw their data, their 

unique identifier and email information will be removed from the data to ensure anonymity. 

By this point all personal information which is collected about you during the course of the 

research (e.g., email, age) is strictly confidential and is used for research purposes only. Only 

the research team will have access to the data, and it will be stored in compliance with the 

Data Protection Act. 

Post-analysis data may be made publicly available to the wider scientific community and this 

data will be anonymised, and non-identifiable. As an online participant in this research, you 

should be aware there is always the risk of intrusion by outside agents, i.e., hacking, and 

therefore the possibility of being identified. 

What will happen to the results of the research study? 

We aim for the results from this research study to be published in an academic journal, and 

it might also be presented as a paper at academic conferences. 

 

If you have any questions or concerns please don’t hesitate to ask now by using the email 

provided for the lead researcher at the top of this page. We can also be contacted after your 

participation at the above addresses. 

If you have any complaints about the study, please contact: Stephen Jackson (Chair of Ethics 

Committee) stephen.jackson@nottingham.ac.uk  
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Consent Form 
  

Please read the following information carefully before deciding if you wish to participate:  

·       I have read and understood the Information Sheet.  

·       I have been provided with the email addresses of the researchers and had the 

opportunity to ask questions about the study.  

·       If I have asked questions they have been answered satisfactorily.  

·       I understand that I am free to withdraw from the study at any time and without giving a 

reason.  

·       I give permission for my data from this study to be shared with other researchers 

provided that my anonymity is completely protected.  

·       I have read and understood the privacy statement that outlines how my data will be 

stored and protected according to GDPR regulations.  

“This study has been explained to me to my satisfaction, and I agree to take part. I 

understand that I am free to withdraw at any time.”  

  

Do you agree to participate in this research study?  
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Experimental Debriefing Information 

 
School of Psychology 

University of Nottingham 

  

Researcher: Meryem Betul Yasdiman, meryem.yasdiman@nottingham.ac.uk 

Supervisors: Prof Ellen Townsend, ellen.townsend@nottingham.ac.uk 

Dr Laura Blackie, laura.blackie@nottingham.ac.uk 

  

Exploring how stressful life experiences influence individuals’ well-being 

Thank you for taking part. We appreciate your help in our study in which you have been 

asked to complete a series of questionnaires that ask questions about your well-being, 

coping strategies, your relationship with others, and your mood. This study explores the 

impact of stressful life events on the factors that may affect one’s mental health, such as 

coping when feeling distressed. We particularly aim to provide an understanding of the 

differences in interpreting stressful life experiences and whether how we appraise these 

events affect our well-being. Therefore, some participants of this study were just asked to 

describe their personal experiences, while others were asked to reappraise the challenging 

event in a more positive way to find benefits (e.g., greater appreciation of their lives) from 

the experience. This will allow us to understand the impact and value of engaging in positive 

reappraisals for mental well-being. 

We intend for the findings of our study to contribute to the existing body of research aimed 

towards therapeutic treatment for people encountering challenging life events. None of the 

responses you have provided will be used to identify you as an individual; data collected from 

all participants will be analysed together. The results of this study might be published in 

academic journals and in the researcher’s PhD thesis. 

 

We have compiled a list of national organisations you can contact for further support below. 

You are always welcome to contact the researcher, Meryem Betul Yasdiman, for any advice 

on accessing more local services or further signposting via email: 

meryem.yasdiman@nottingham.ac.uk 

 

If as a result of participating in this research study you felt distressed about any aspects of 

your life, there are a number of support services you may contact: 

- In an emergency: Dial 999 for emergency services 

- Samaritans has a National Help Line that is open 24 hours. Tel: 116 123 or 

email jo@samaritans.org to be connected to professionally trained staff. 

- HOPELineUK (PAPYRUS) on 0800 0684141 or send a text message to 07786 209697 to be 

connected to professionally trained staff. 

- Harmless (user led support service for self-harm). Harmless.org.uk 

- Cripps medical centre: 01158468888 

- Kooth: https://kooth.com/ 

- You can self-refer to the Nottingham ‘Let’s talk wellbeing’ service  

https://www.nottinghamshirehealthcare.nhs.uk/letstalkwellbeing 

mailto:ellen.townsend@nottingham.ac.uk
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- Other useful organisations: www.time-to-change.org.uk/what-are-mental-health- 

problems/mental-health-help-you/other-useful-organisations 

Student Minds: https://www.su.nottingham.ac.uk/volunteering/volunteering- 

opportunities/student-led-projects/mentalwealth/ 

 

Nottingham counselling service: 01159501743 

Nottingham University Nightline: 01159514985 

  

If you have any complaints about the study, please contact: Stephen Jackson (Chair of Ethics 

Committee) stephen.jackson@nottingham.ac.uk  
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Appendix G: Additional Regression Analyses (Chapter 6) 

 

In order to address the examiners’ comment on the regression analyses, I performed four 

hierarchical multiple regression analysis using bootstrapping method set at 1000 samples.  

1) I entered pre-test burdensomeness scores in Step 1 and included depression 

and group variable in Step 2. Post-test burdensomeness was the dependent 

variable. Findings showed that at Step 1 pre-burdensomeness scores 

contributed significantly to the regression model (F (1,229) = 800.69, p< 

.001)) and accounted for 78% of the variation in post-burdensomeness 

scores. Introducing Depression and grouping variable did not explain a 

significant variation in post-burdensomeness scores (F (2,227) = .481, p= 

.618, R2 change= .001) 

 

2) I entered pre-test thwarted belongingness scores in Step 1 and included 

depression and group variable in Step 2. Post-test thwarted belongingness 

was the dependent variable. Findings showed that at Step 1 pre-

belongingness scores contributed significantly to the regression model (F 

(1,229) = 786.46, p< .001)) and accounted for 77% of the variation in post-

belongingness scores. Introducing Depression and grouping variable did not 

explain a significant variation in post-belongingness scores (F (2,227) = 

.481, p= .142, R2 change= .004) 

 

3) I entered pre-test hope scores in Step 1 and included depression and group 

variable in Step 2. Post-test hope was the dependent variable. Findings 

showed that at Step 1 pre-hope scores contributed significantly to the 

regression model (F (1,228) = 572.192, p< .001)) and accounted for 82% 

of the variation in post-hope scores. Introducing Depression and grouping 

variable did not explain a significant variation in post-hope scores (F (2,226) 

= 1.864, p= .157, R2 change= .005) 

 

4) Finally, I entered pre-test positive mental health (PMH) scores in Step 1 and 

included depression and group variable in Step 2. Post-test PMH was the 

dependent variable. Findings showed that at Step 1 pre-PMH scores 

contributed significantly to the regression model (F (1,229) = 1026.456, p< 

.001)) and accounted for 82% of the variation in post-PMH scores. 

Introducing Depression and grouping variable did not explain a significant 

variation in post-PMH scores (F (2,227) = 1.679, p= .189, R2 change= 

.003) 
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