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Abstract 

Current ethical guidelines state that decisions about research should be based on 

a risk-benefit analysis of the best available current evidence (The National Health and 

Medical Research Council, 2007). However, research suggests that decisions about 

suicide research are not based on the evidence (DuBois et al., 2012). Rather, ethics 

committees have been described as “paternalistic” (DuBois et al., 2012; p. 2224), and 

“generally resistant” to suicide research (Lakeman & Fitzgerald, 2009b, p. 13), and 

ethical decisions are often based on fears and untested assumptions (DuBois et al., 

2012). Furthermore, research investigating attitudes about suicide research has shown 

that ethics committees, suicide researchers, and health professionals fear that exposure 

to suicide content may increase an individual’s risk of engaging in suicidal thoughts or 

behaviours (Bajaj et al., 2008; Lakeman & Fitzgerald, 2009a, Lakeman & Fitzgerald, 

2009b). Thus, the present thesis aims to provide a stronger evidence base on the benefits 

and risks of the effects of exposure to suicide content on participants to inform ethical 

decision-making associated with the management of suicide research. 

Study 1 examined whether exposure to suicide-related content resulted in 

changes in distress, suicidal ideation, or likelihood of engaging in suicidal behaviour 

using meta-analytic techniques. The findings indicated that exposure to suicide content 

resulted in small but significant reductions in suicidal ideation, and a lesser likelihood 

of engaging in suicidal behaviour. These findings suggest that exposure to suicide 

content offers some benefits to participants, and does not increase suicide risk.  

One limitation of Study 1 is that all studies used self-report data. Therefore, 

Study 2 investigates behavioural response patterns and utilisation of research safety 

protocols in two online surveys on suicide administered four weeks apart. Behavioural 

response patterns including overall survey drop-out rates, differential rates of drop-out 
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following suicide- and non-suicide-related survey questions, and use of research safety 

protocols specifically designed to allow participants to actively discontinue the survey 

in the event of experiencing survey-related distress by immediately accessing 

information about available help and support resources were examined. Results across 

these behavioural responses showed that survey participation did not cause participants 

undue distress. Furthermore, participants reported that they were more aware of and 

comfortable in accessing external support following participation. Importantly, 

participants who reported that answering some of the follow-up survey questions caused 

them to feel upset were more likely to have already made use of the help information 

provided in the initial survey, compared to participants who did not report feeling upset 

by the survey questions. Thus, the findings suggest that experiencing discomfort during 

participation may motivate participants to seek help.  

Although previous research suggests that participation in suicide research may 

motivate help-seeking behaviour (Whitlock, Pietrusza, & Purington, 2013), and Study 2 

provided support for this conclusion, no study has examined the effects of exposure to 

suicide content on participants’ likelihood of seeking help from others, while 

considering that participants may feel able to manage any distress they experience on 

their own. Therefore, Study 3 investigated participants’ distress management 

preferences using a pre-test / post-test quasi-experimental online survey design. 

Participants were randomised to the experimental condition, where respondents 

completed an online survey including suicide-specific questions, or to the control 

condition, where respondents completed an almost identical survey which did not 

include suicide-related content. Moreover, as research has shown that suicidal 

individuals report a preference for self-management of mental health issues (Hom, 

Stanley, & Joiner Jr., 2015), Study 3 also examined whether there were any differential 
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effects on participants with a history of suicidality. Results showed that regardless of 

whether participants responded to suicide-related questions or not, participants 

overwhelmingly preferred to manage any survey-related distress on their own. 

Additionally, to the extent that participants experienced higher distress after survey 

completion, this was associated with a higher likelihood of seeking help from others, 

primarily from informal sources such as family and friends rather than health 

professionals. Again, this suggests that participation in suicide research is generally no 

more than mildly discomforting, and at a similar level than non-suicide related 

psychological research, and to the extent that some discomfort is experienced, this may 

motivate help-seeking.  

Together, the current findings indicate that participation in suicide research 

offers significant benefits to participants including reductions in suicidal ideation, and a 

lesser likelihood of engaging in suicidal behaviour. Furthermore, self-report data and 

behavioural data consistently showed that participants experienced very little distress 

following participation, and to the extent that participants did experience some 

discomfort, this was shown to be unrelated to exposure to suicide content. Moreover, 

the findings indicate that participation prompted an increase in help-seeking behaviour. 

These findings can directly inform and support ethical decision-making and risk-benefit 

analyses conducted by ethics committees involved in the management of suicide-related 

research. 
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General Introduction 

Overview 

Given the devastating global consequences of suicide, a substantial amount of 

research has been dedicated to further understand what leads an individual to experience 

suicidal thoughts and what motivates them to engage in lethal suicidal behaviour 

(Franklin et al., 2016). It is important to investigate also the effects that exposure to, and 

conversations about, suicide-related content in research settings may have on the people 

involved. Any research involving humans is governed by various codes of ethics and 

guidelines such as the Australian National Statement on Ethical Conduct in Human 

Research and the Belmont Report. These ethical guidelines set out a number of 

fundamental ethical principles to ensure research is ethically sound. One of the 

overarching goals of these guidelines is to ensure that participation in research does not 

lead to negative consequences for any of the individuals involved, be that the 

participants, the researchers, or the wider community. These guidelines also outline the 

roles and responsibilities of researchers and those reviewing the research, i.e., ethics 

committees, when designing, approving, managing, and conducting research.  

One important ethical guideline is that ethical decision making about research 

should be based on a risk-benefit analysis of the best available evidence (National 

Commission for the Protection of Human Subjects of Biomedical and Behavioral 

Research; The National Health and Medical Research Council, 2007). However, it has 

been argued that decisions related to the approval and management of proposed suicide 

research are not necessarily based on the available evidence, but instead on fears, 

stereotypes, and untested assumptions (DuBois et al., 2012). Furthermore, researchers in 

the area of suicide have argued that ethics committees are “generally resistant” to 
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suicide research (Lakeman & Fitzgerald, 2009a, p. 14), and have a tendency to be 

“paternalistic” and “overprotective” when reviewing and making decisions related to 

suicide research (Lakeman & Fitzgerald, 2009a, p. 13).  

Research surveying ethics committee members on the potential ethical problems 

associated with suicide research suggests that concerns about perceived negative effects 

of participation in suicide research may unduly influence ethical decision making in this 

area of research (Lakeman & Fitzgerald, 2009b). For example, one widely cited concern 

by 65% of ethics committee members surveyed was fear that participants’ suicidality 

may be increased or “reinforced” by bringing suicidal thoughts and behaviours to the 

forefront, or by bringing up distressing material (Lakeman & Fitzgerald, 2009b, p. 15). 

Moreover, many ethics committee members also reported a reluctance to include 

individuals who were currently suicidal in research for fear that it may increase risk or 

cause harm. Suicide researchers also appear to hold similar concerns regarding the 

potential harm of talking about suicide on participants (Lakeman & Fitzgerald, 2009a). 

Furthermore, suicide researchers worry about not being able to adequately respond to a 

person if they were distressed as a result of participation. Together, these concerns held 

by both ethics committee members and suicide researchers may mean that valuable 

research is not conducted, and fears about harm could lead to unnecessary restrictions 

and constraints on research designs which may ultimately hinder our understanding of 

suicide. 

Asking direct questions about suicide is also a confronting issue encountered in 

clinical practice. In order to accurately assess risk for suicide, clinicians are required to 

ask their patients about suicide and engage in risk management and safety planning 

where necessary (Silverman et al., 2015). Research investigating the effect of assessing 
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suicidality in patient samples has shown no significant negative effects of asking 

patients about suicide (DeCou & Schumann, 2017; Eynan et al., 2014; Reynolds, 

Lindenboim, Comtois, Murray, & Linehan, 2006). Furthermore, qualitative findings 

suggest that there may be benefits of asking about suicide including promoting self-

reflection and encouraging help-seeking (Biddle et al., 2012; Taylor et al., 2010). 

However, a systematic risk-benefit analysis of the impact of asking about suicide or 

exposure to suicide-related content in the context of participation in suicide research has 

not yet been undertaken. As such, the focus of the current thesis will be to investigate 

the benefits and risks of exposing participants to suicide-related content in research 

settings. The findings of the current thesis will provide a basis for guiding risk-benefit 

analyses required for ethical decision-making about research into suicide.  

The remainder of this chapter first reviews evidence from patient samples on the 

effects in of asking about suicide during research participation, including the benefits of 

doing so, and then reviews the current state of the evidence regarding the effects of 

exposure to suicide content on research participants from non-clinical samples. Next, it 

outlines the ethical considerations and procedures that are necessary in order to conduct 

ethical human research, while considering the views from ethics committee members, 

researchers, health professionals, and patients about the potential impact of asking about 

suicide. Finally, this chapter discusses the influence of such views on the 

implementation of research safety protocols. It ends by outlining the aims of the current 

thesis and the structure of the overall research program. 

Effects of Asking About Suicide in Patient Samples 

Previous research indicates that in general there are no significant negative 

effects of asking patients about suicide, however there is variability across different 
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studies. A number of studies have examined the effects of asking about suicide in 

patient samples following discharge from hospital after a near-fatal suicide attempt or 

following suicidal ideation resulting in a hospital admission. For example, a study by 

Cedereke, Monti, and Ojehagen (2002) investigated whether two telephone contacts in 

addition to treatment as usual, compared to no intervention between 1-12 months after a 

suicide attempt, influenced participants’ likelihood of re-engaging in suicidal behaviour 

in the following year. At the one-month follow-up, all patients responded to questions 

about their mental health functioning including questions related to their current 

problems and questions about suicidal behaviour. Following this, two hundred and 

sixteen adults were randomised to the intervention group (N = 107; two telephone 

contacts at 4 and 8 months), or to the control group (N = 109; no telephone contacts). At 

1- and 12-months after the suicide attempts, all participants, irrespective of group, were 

asked questions about whether they had engaged in suicidal thoughts or behaviour. The 

telephone interventions delivered at four and eight months sought to increase 

participants’ motivation to engage in treatment and involved encouraging participants to 

continue with, or re-engage in treatment, supporting participants with finding suitable 

treatment options, and assisting in life-threatening situations. The interviewers also 

asked participants’ about suicidal behaviour, distress, and other psychological problems. 

The results showed that the number of participants in the intervention group (17%) who 

reattempted suicide between the 1- and 12-month assessments did not differ from those 

in the control group (17%). At the 12-month follow-up, both the intervention and 

control groups reported similar significant reductions in levels of suicidal ideation 

(Cedereke et al., 2002).  
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Similarly, a study by Vaiva and colleagues (2006) assessed the impact of 

contacting individuals admitted to hospital following a near-fatal suicide attempt. At 

baseline assessment, participants were asked about their hospital admission, as well as 

detailed questions about their suicide attempt and mental health. Participants were then 

randomised to one of three conditions: (1) a telephone contact one month after the 

suicide attempt; (2) a telephone contact three months after the suicide attempt; or (3) a 

control group where participants did not receive any telephone contacts. Telephone 

contacts aimed to increase compliance with treatment, provide brief crisis support, and 

detect individuals at high risk of suicide. At the end of the study period, all participants 

were contacted 13 months after their suicide attempt and asked to report whether they 

had made a suicide attempt since the baseline assessment. The results showed that the 

number of participants in the three-month follow-up group (17%) who reattempted 

suicide did not significantly differ from controls (Vaiva et al., 2006). However, 

participants in the one-month follow-up group (12%) were significantly less likely to 

have reattempted suicide in the previous 12 months, compared to those in the control 

group (22%) These findings suggest that being repeatedly exposed to suicide related 

questions at follow-ups in the year following a near-fatal suicide attempt is associated 

with a reduced likelihood of reattempting suicide. 

Moreover, a study by Biddle and colleagues (2012) investigated the effects that 

participation in detailed interviews on suicide had on participants’ wellbeing. The 

sample included 40 females and 23 males who had recently been discharged from 

psychiatric hospital following a suicide attempt, or who had made a suicide attempt in 

the last two years, or had recently self-harmed. Prior to the interview, participants 

responded to a Visual Analogue Scale (VAS) which measured their current wellbeing 
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and was described as: “How happy or sad [you] are feeling right now”, with scores 

ranging from ‘0’ to ‘10’ (Biddle et al., 2012). Following this, participants were asked 

about their choice of suicide method, and their beliefs and attitudes about self-harm. 

After the interview, participants completed the VAS for a second time. The mean 

change in wellbeing was positive with more than half of the participants reporting an 

increase in wellbeing from pre- to post-interview, which was typically an increase of 

one or two points on the 11-point scale. A small number of participants report no 

change from pre- to post-interview (21%). However, a fifth of participants (22%) 

reported a decrease in wellbeing after the interview. Interestingly, the researchers noted 

that even if participants appeared “distressed” during the interview, this did not 

necessarily mean that they would report a decrease in wellbeing after the interview, as 

some participants who appeared this way actually reported increased wellbeing 

following interview participation (Biddle et al., 2012).  

Additional research has also investigated post-assessment changes in patients’ 

self-reported urges to suicide following discharge from an inpatient psychiatric facility 

due to current suicidal ideation or a near-fatal suicide attempt (Eynan et al., 2014). 

Participants were assessed for baseline levels of suicidal ideation during their hospital 

admission and then again at 1-, 3-, and 6-month follow up assessments. Results showed 

that mean suicidal ideation ratings significantly decreased from baseline to 1-month, 3-

month, and 6-month assessments. Changes in urges to suicide from pre- to post-

assessment were also examined. Nine out of the total 290 interviews (3.1%) were 

associated with an increase in urge to suicide following interview participation. It is 

important to note that urge to suicide ratings were at the low end of the scale (scale 0-7) 

with a mean rating of less than 2.0 across the duration of the study. Most interviews 
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(87.9%) led to no change in urge to suicide, and decreases in urge to suicide were 

reported in approximately ten percent of interviews. At the end of the 6-month follow-

up assessments, no participant reported an increase in urge to suicide following 

participation (Eynan et al., 2014). Overall, the findings by Biddle and colleagues 

(2012), and Eynan and colleagues (2014) suggest that involvement in suicide-related 

research can lead to beneficial effects for some participants such as improvements in 

wellbeing, however, a small number of individuals did report decreases in wellbeing 

following participation.  

Other studies of individuals with mental health problems have found similar 

results. A study by Reynolds and colleagues (2006) investigated immediate changes in 

participants’ self-reported levels of suicidality and general distress following 

involvement in research assessments which asked about suicidal behaviour and 

psychological functioning. The study also examined the influence of these assessments 

on suicidality and distress over a two year period. The sample comprised 63 women 

who had been diagnosed with borderline personality disorder and had engaged in at 

least two instances of non-suicidal self-injury, or had attempted suicide in the previous 

five years. The typical study protocol included 12 months of psychotherapy (dialectical 

behavioural therapy or “non-behavioural treatment”) followed by 12 months of follow-

up assessments. Assessments were conducted at screening, intake, and then at four-

monthly intervals for the remainder of the study. At the beginning of each assessment, 

participants were asked to rate their “suicidality” by responding to the following 

questions: “On a scale of 1 (low) to 7 (high): (1) What is your urge to harm yourself 

now?; and (2) What is your intent to kill yourself right now?” (Reynolds et al., 2006, p. 

22). Participants’ levels of general distress were also measured using the following 
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item: “On a scale of 1 (low) to 7 (high), What is your level of distress right now?”. At 

the end of the assessment, participants were asked to re-rate their suicidality and 

distress. Simple change scores were calculated by subtracting a participant’s start of 

assessment rating from their end of assessment rating. To examine the percentage of 

assessments which were associated with changes in suicidality or distress, assessments 

were categorised into one of the following three categories: “increase”, “decrease”, or 

“no change” assessments. Of the total 764 suicidality assessments, 16.4% of 

assessments were classified as an “increase” assessment and 17.5% were classified as a 

“decrease” assessment. However, the most frequent category of assessment was a “no 

change” assessment which occurred for 66% of all suicidality assessments, and was 

significantly more likely to occur compared to an “increase” or “decrease” assessment. 

The researchers also analysed changes in participants’ self-report ratings of distress. In 

general, participants experienced significantly more variability in distress ratings, 

compared to suicidality ratings. Out of the total 764 assessments, 31% were categorised 

as an “increase” assessment, 33% were categorised as a “decrease” assessment, and the 

remainder were categorised as a “no change” assessment.  

The researchers also investigated the influence of a single assessment session 

which asked in-depth questions about suicide. The results showed that 30% of 

participants reported higher levels of suicidality at the end of the assessment, with a 

mean change score of 1.05. Moreover, nearly a quarter of participants (24%) reported 

decreased suicidality, and again the most common assessment category was a “no 

change” assessment, which occurred for 46% of the assessment sessions. Furthermore, 

in reference to changes in distress after a single assessment session, 30% of participants 

reported an increase in distress (mean change score = 1.63), a further 41% reported a 
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decrease (mean change score = -1.71), and 29% of participants reported no change in 

distress (Reynolds et al., 2006).  

Together, the findings indicated that changes in suicidality following a suicide 

assessment were equally likely to indicate a decrease as they were to reflect an increase 

(Reynolds et al., 2006). Furthermore, changes in ratings were more likely to occur for 

distress ratings, compared to suicidality ratings, suggesting that distress levels were 

more susceptible to change following a suicide assessment compared to suicidality 

(Reynolds et al., 2006). Taken together, findings by Eynan and colleagues (2014), and 

Reynolds and colleagues (2006) showed that changes in self-reported ratings of 

suicidality in two high risk populations were small in magnitude and relatively less 

common, compared to changes in distress ratings. However, in both studies, a number 

of individuals did report either an increase in distress or suicidality following a suicide 

assessment. 

Additionally, a study by Crawford and others (2011) examined whether 

screening for suicidal ideation among adults who attend primary care settings with signs 

of depression led to increases in the incidence of feeling that life is not worth living. 

Participants were randomised to screening for suicidal ideation and behaviour (N = 

230), or health and lifestyle questions (N = 213), and were interviewed via phone 10-14 

days apart on two occasions. At the start of the interview, participants were asked 

questions on either suicidal ideation and behaviour, or health and lifestyle depending on 

the randomisation (Crawford et al., 2011). During the follow-up interview, all 

participants were asked the following question: “In the last 2 weeks: Have you felt that 

life was not worth living?”. Follow-up data were examined to investigate the impact of 

screening for suicidal ideation on likelihood of experiencing subsequent suicidal 
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ideation. At the follow-up interview, 46 out of the 164 participants (28%) randomised to 

screening for suicide questions reported having thought their life was not worth living in 

the previous two weeks, compared to 45 of the 187 participants (24.1%) who responded 

to questions about health and lifestyle (Crawford et al., 2011, p. 380). Furthermore, 

more than 45% of participants who were randomised to baseline screening for suicidal 

ideation and who reported having thought about ending their life at baseline denied 

having this thought at the follow-up interview (Crawford et al., 2011, p. 381). 

Moreover, one participant who responded to health and lifestyle questions reported 

having attempted suicide at the follow-up interview, but no participant randomised to 

screening for suicidal ideation had reporting doing so. Taken together, these findings do 

not support the view screening for suicidal ideation increases feelings that life is not 

worth living. This data provides evidence that screening for suicidal ideation does not 

have a negative impact on the likelihood of subsequent suicidal ideation in the short 

term. In fact, the findings suggest being screening for suicidal ideation may be 

associated with benefits.  

In summary, the above studies employing quantitative methods indicated that in 

general, there are no significant detrimental effects of asking patients about suicide, 

however a number of individuals may be negatively impacted. Furthermore, it appears 

that participation in suicide research may offer some benefits such as improvements in 

wellbeing and a lesser likelihood of engaging in future suicidal behaviour. However, to 

date no study has directly investigated whether participation in suicide-related research 

leads to benefits, instead all studies have aimed to show that there are no detrimental 

effects of participation, and if beneficial or “positive” effects of participation were 

observed, these tend to be reported in an add-on way. Therefore, one central aim of the 
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current thesis is to directly examine the benefits as well as the risks of exposure to 

suicide-related content in research settings.  

Benefits of asking about suicide in patient samples. As mentioned above, 

quantitative findings suggest that participants may experience some beneficial effects as 

a result of taking part in suicide-related research (Biddle et al., 2012; Vaiva et al., 2006). 

Moreover, qualitative findings also suggest that participation in suicide research may 

offer benefits to participants. A study by Taylor and colleagues (2010) investigated the 

subjective experiences of individuals with schizophrenia spectrum disorder diagnoses 

who had taken part in a study examining factors predicting vulnerability to suicide. 

Participants responded to three open-ended questions: (1) “How did you find it talking 

about the issues raised in the study?”; (2) “What was your general experience like, 

taking part in this study?”; and (3) “How do you feel about research in this area?”. 

Negatively valenced comments about participation were infrequent (15.2%, 8.9%, and 

2.5% for Question 1, 2, and 3, respectively), in comparison to positively valenced 

comments which were more common (45.6%, 48.1%, 60.8% for Question 1, 2, and 3, 

respectively). A qualitative thematic analysis identified themes present in the data. The 

first theme identified was altruism – which included comments relating to a wish to 

participate in research in the hope that it may be of help to others in the future (Taylor et 

al., 2010, p. 346), and a desire to help others with similar mental health issues and 

experiences. The second theme was the value of being involved in research (Taylor et 

al., 2010, p. 346). This theme reflected the idea that the research was necessary and 

worthwhile. The third theme was referred to as the “therapeutic effect” which 

participants explained had occurred as a result of taking part in the research. Notably, 

participants commented that participating in the interview was cathartic and led to 
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“relief and release [of feelings]” as it gave them the opportunity to talk to someone 

about their mental health issues and other related experiences (Taylor et al., 2010, p. 

346). Participants’ comments also reflected increased self-awareness and awareness of 

previous problems. The fourth theme identified was “enjoyable experience”, with 

several participants stating that they enjoyed being involved in the study. The fifth 

theme identified was “negative experiences”. A number of participants made comments 

suggestive of negative experiences as a result of study involvement such as 

experiencing distress as a result of discussion of their mental health problems. 

Importantly, participants commented that although they experienced some difficulty in 

discussing these topics, they felt that the questioning and research was acceptable. The 

final theme was the “need to be heard”, with participants revealing that their 

involvement in the study had given them the opportunity to talk about their experiences 

and had given them a “voice” (Taylor et al., 2010). Thus, five of the six themes 

identified related to positive rather than negative outcomes. 

Relatedly, a study by Biddle and colleagues (2012) examining the effects that 

participation in detailed interviews on suicide had on participants’ self-reported 

wellbeing (already mentioned above), also examined participants’ subjective 

experiences of taking part in the interviews and asked participants to elaborate on any 

changes in wellbeing. Analysis of participant comments revealed a number of beneficial 

effects as a result of participation. For instance, more than three quarters of participants 

who reported a positive score change on the wellbeing measure from pre- to post-

interview also commented that participating in the interview had offered them an 

opportunity to talk in depth about their problems with someone who was interested in 

them. Some participant commented that this was an unusual experience for them. 
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Moreover, participants’ comments reflected a number of themes similar to those 

described above in Taylor and colleagues (2010) findings. For example, participants 

said that they enjoyed the experience of participating, and many mentioned a strong 

desire to contribute to research, regardless of whether they reported a change in 

wellbeing or not (Biddle et al., 2012). Again, participants believed that the research was 

worthwhile and essential, and even those participants who reported reductions in 

wellbeing following participation believed that any distress they experienced was 

overshadowed by their wish to be involved in and contribute to research in the area. 

Consistent with Taylor and colleagues (2010) findings, participants felt that talking in 

depth during the interview led to a “cathartic” release of feelings with some participants 

believing this might be helpful in the long term (Biddle et al., 2012). Additional 

participant comments suggested that talking in depth and being asked to reflect on 

sensitive topics had provided them with a new perspective and helped them to work 

through difficult experiences. Similarly, other comments indicated that talking at length 

led participants to assimilate the research interview with a therapeutic encounter, with 

one participant stating: “I feel like you’ve been my counsellor” (Biddle et al., 2012, p. 

359). 

A qualitative review of 13 published studies found no significant increases in 

suicidal ideation in community and at-risk samples following exposure to suicide 

content (Dazzi, Gribble, Wessely, & Fear, 2014). 

In summary, findings from quantitative (Crawford et al., 2011; Reynolds et al., 

2006) and qualitative (Biddle et al., 2012; Taylor et al., 2010) studies suggest that there 

are more benefits than significant negative effects of exposing patients to suicide-related 

content. However, there is substantial variability within these studies with respect to 
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sample type, the methods employed to measure the effects of exposure, and the nature 

of the exposure (e.g., fixed response questions vs. open ended questions). Furthermore, 

despite a large number of patients reporting no negative effects of participation, or even 

some positive effects, in each individual study a proportion of participants reported 

some detrimental effects as a result of participation, such as higher levels of suicidal 

ideation following exposure to suicide content. Yes, quantitative (Eynan et al., 2014; 

Biddle et al. 2012) and qualitative (Taylor et al. 2010) findings have shown that 

participation in research on suicide may provide a context where issues pertaining to 

mental health and suicide can be discussed in a confidential, open, and nonjudgmental 

way which individuals find cathartic and therapeutic. The findings also suggest that 

participation can offer participants other benefits such as finding value in being 

involved in research and enjoying the research experience. Next, the evidence is 

reviewed on whether this same conclusion can be made for individuals from non-

clinical samples who participate in suicide related research.  

Effects of Asking About Suicide in Non-Patient Samples 

Findings from qualitative studies suggest that the benefits reported by 

individuals from patient samples may generalise to non-clinical research settings. A 

study by Rivlin, Marzano, Hawton, and Fazel (2012) examined the effects of 

participating in in-depth interviews on suicidal behaviour. The sample was comprised of 

120 prisoners who had made a “near-lethal” suicide attempt (cases) and 120 matched 

prisoners who had never made a suicide attempt (controls). Participants completed a 

Visual Analogue Scale (0-10; “worst imaginable mood” to “best imaginable mood”), a 

measure of general wellbeing, before and after taking part in a semi-structured interview 

to measure changes in self-reported mood. Participants were also asked how “difficult”, 
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“upsetting”, and “enjoyable” the interview had been, and asked questions about their 

general experience of participation. In males, the median wellbeing score for prisoners 

who had made a suicide attempt significantly increased from 4.0 to 5.0 from the start to 

the end of the interview. Similarly, males who had not attempted suicide also reported 

increases in median wellbeing scores from 7.0 to 8.0. For female prisoners who had 

attempted suicide, wellbeing scores measured at the start of interview (median score = 

5.0) did not differ to those measured at the end of the interview, whereas females who 

had not attempted suicide significantly increased on wellbeing scores from the start 

(7.0) to the end (7.5) of the interview. Overall, these findings suggest that participation 

led to increased wellbeing for a majority of participants, and no group reported a 

decrease in wellbeing. 

Analysis of participants’ responses to questions asking about experiences of 

participation also revealed a number of themes suggestive of beneficial effects as result 

of participation (Rivlin et al., 2012). Importantly, these findings appeared to mirror the 

findings described above by studies employing clinical samples (see Biddle et al. 2012; 

Taylor et al., 2010). For example, prisoners reported enjoying participation, made 

mention of the beneficial effect of talking in depth with another person about their 

experiences, and expressed hope their involvement may be of value to others in the 

future (Rivlin et al., 2012). Other prisoners also described similar emotional 

consequences of participation as those reported in studies employing clinical samples 

(Taylor et al., 2010), including feelings of relief and catharsis as a result of talking. 

Moreover, while some individuals found it difficult to talk about their experiences, 

overall they considered the process to be cathartic. Again, as seen in Taylor and 

colleagues (2010) study, participants likened their participation to a therapeutic 
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encounter and reported that the experience had made them think more deeply (Rivlin et 

al., 2012). In addition, the nature of the research environment also enabled participants 

to experience benefits which may not have been available if they had not been involved 

in the study. For instance, one participant reported “[The interviewer] [was] better than 

my counsellor… at least you talk…” (Rivlin et al., 2010, p. 58). However, similar to the 

theme of “negative experiences” identified in Taylor and colleagues (2010) study, the 

prisoners also expressed some discomfort at the level of inquiry about sensitive issues, 

and one participant mentioned that they did not know the interviewer well enough to 

discuss these issues (Rivlin et al., 2012).  

Other qualitative studies have investigated the effects of responding to suicide-

related questions in an online survey context, where participants would not have had the 

opportunity to experience the perceived benefits that stem from the interpersonal 

encounter with a sympathetic interviewer (Whitlock, Pietrusza, & Purington, 2013). A 

total of 14,372 university students responded to survey questions about suicidal 

behaviour, self-harm, and general psychological distress. Participants also responded to 

the following two questions on a 5-point Likert scale: (1) “Answering some of the 

questions on this caused me to feel upset (level of upset)”; and (2) “Answering some of 

the questions on this survey caused me to think more deeply about my life (depth of 

thinking)”, and were then asked to elaborate on their responses (Whitlock et al., 2013, p. 

22). The researchers combined the two survey reflection questions (“level of upset” and 

“depth of thinking”) to further examine the effect of survey participation on 

participants, and created “survey response categories”. The results indicated that a small 

proportion (2.7%) of individuals were categorised as having had a “negative 

experience”. Moreover, 29.9% had a “positive experience”, 33.6% reported “no effect” 
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of participation, and the remaining 20.7% were unsure or ambivalent about their survey 

experience. A total of 13.1% reported their survey experience was “hard but thought-

provoking”.  

Moreover, analyses on individuals with a history of psychological distress (i.e., 

self-reported suicidal ideation or behaviours, non-suicidal self-injury, or elevated 

psychological distress) showed that these individuals were more likely to report greater 

levels of discomfort with the survey, compared to individuals without this history 

(Whitlock et al., 2013). Interestingly, these individuals were also significantly more 

likely to report that the survey had led them to think more deeply about their lives. In-

depth analysis of open-ended comments from individuals with a history of distress 

again revealed beneficial effects of survey participation similar to those discussed 

above. For example, participants conveyed appreciation for the opportunity to be 

involved and participate in the study, expressed hope their participation could be of use 

to others, and believed the research was worthwhile (Whitlock et al., 2013). This also 

mirrors literature explaining reasons why individuals agree to participate in research 

(Slegers et al. 2015). Furthermore, participants placed in the “hard but thought-

provoking” category reported increase self-awareness as a result of participation. Other 

qualitative comments suggested that survey participation may have resulted in increased 

motivation to continue with mental health treatment (i.e., “… these questions led me to 

consider why counselling is good…”; Whitlock et al., 2013, p. 27), while other 

comments indicated that participation may have led to internal reflections about the 

need to re-engage in therapy. These findings suggest that experiencing distress or 

uncomfortable feelings in the context of participation in suicide research may motivate 

participants to be more likely to seek, or consider seeking external support, however no 
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study has explicitly tested the effects of exposure on help-seeking intentions or 

behaviours.  

Finally, there were some comments suggestive of negative experiences as a 

result of participation like those expressed by participants in the studies described above 

(e.g., Rivlin et al., 2012; Taylor et al., 2010). For instance, one participant with a history 

of psychological distress reported the survey had reminded them of painful memories, 

while another reported feeling “kind of upset” (Whitlock et al., 2013, p. 27). It is 

unclear, however, how long this experience of being “upset” lasted (Biddle et al., 2012).  

In summary, findings from qualitative studies (Rivlin et al., 2012; Whitlock et 

al., 2013) exploring participants’ subjective experiences of participating in suicide 

research indicated that there are benefits of participation similar to those reported by 

studies employing clinical samples (see Biddle et al., 2012; Taylor et al., 2010). For 

example, research participants also reported that participation had been “cathartic”, with 

many participants likening their research experience to a therapeutic encounter, while 

others were appreciative of the opportunity to help and contribute to the wellbeing and 

betterment of others. Additional findings also indicated that participation may have 

motivated or encouraged participants to seek, or re-engage with sources of support.  

Despite these encouraging findings using primarily qualitative methods that 

there are benefits associated with exposing research participants from non-clinical 

samples to suicide-related content, it is possible that these benefits may not be 

applicable when employing more rigorous quantitative methods. 

To the extent that participation in suicide related research may be associated 

with both benefits and risks to the research participants, the next section of this chapter 

will review the ethical guidelines on how to balance these benefits and risks in 
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determining restrictions and safety protocols for ensuring that the welfare of research 

participants is protected.   

Review of Considerations and Responsibilities of Ethics Committees 

One central responsibility of human research ethics committees is to ensure that 

participation does not lead to negative consequences for the individuals involved. The 

following are two widely recognised sets of guidelines on how to conduct ethical human 

research.  

Belmont Report. The Belmont Report (1974), released by the US Congress’s 

National Commission for the Protection of Human Subjects (National Commission for 

the Protection of Human Subjects of Biomedical and Behavioral Research), is an ethical 

framework designed to guide human research. There are three basic ethical principles 

discussed: (1) respect for persons; (2) beneficence; and (3) justice. Respect for persons 

states that individuals should be offered autonomy to determine what will or will not 

happen to them, and those with reduced autonomy should be offered protection. 

Furthermore, the guidelines state that the informed consent process should include 

adequate information such that individuals are able to fully understand the research 

procedures as well as ensure participants agree to participate voluntarily without 

coercion.   

The second principle, beneficence, states that participants must be treated 

ethically and protected from harm. Under this principle, researchers must ensure that 

they: (1) do no harm; and (2) maximise the potential benefits and minimise the potential 

harms. Furthermore, when determining whether the risks are justified, a risk-benefit 

assessment involving two components must be carried out. The first component is 

determining the type and scope of the risks and benefits. The Belmont Report states that 
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the determination of the types of potential harms and benefits should include physical as 

well as psychological, social, legal, and economic harms. The second component of the 

risk-benefit assessment involves a “systematic, non-arbitrary analysis of the risks and 

benefits” associated with the research (National Commission for the Protection of 

Human Subjects of Biomedical and Behavioral Research, p. 9). The final basic ethical 

principle outlined is Justice. This principle states that the selection of potential 

participants should be just and fair, and also underpins the notion that all groups, 

regardless of wealth or circumstance, should benefit from the applications of the 

research.  

National Statement on Ethical Conduct in Human Research. The Australian 

National Statement on Ethical Conduct in Human Research (2007; ‘National 

Statement’) aims to “promote ethically good human research” by following a number of 

key guidelines including research merit and integrity, justice, beneficence, and respect 

(The National Health and Medical Research Council, 2007, p. 6). Research merit and 

integrity is the first principle outlined. In order for proposed research to be ethically 

justifiable and have merit, it must be justified by the possible benefits it offers, such as 

contribution of knowledge in a specific area or advancements to communities. Research 

with merit must also be grounded in and developed following an in depth examination 

of current and previous literature.  

The second principle outlined in the National Statement is Justice. Research that 

is just “takes into account the scope and objectives of the proposed research” (The 

National Health and Medical Research Council, 2007, p. 10), and considers the 

selection and exclusion of participants in a way that is fair. Research that is just also 

ensures the recruitment of participants, distribution of benefits to participants, and 
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access to these benefits is fair (The National Health and Medical Research Council, 

2007, p. 10; italics added by author). 

The third principle, beneficence, encapsulates the notion that any potential 

benefits of the research to either the individual or wider community must justify the 

potential discomfort or harms to participants (The National Health and Medical 

Research Council, 2007, p. 10). Furthermore, the National Statement asserts that 

researchers are responsible for designing the research to “minimise the risks of harm or 

discomfort to participants” and to “clarify the potential benefits and risks of the 

research” (The National Health and Medical Research Council, 2007, p. 11). 

Importantly, the National Statement clearly states that when determining the presence, 

probability, and severity of risks, judgments made by researchers and those reviewing 

the research should be “based on the available evidence” (The National Health and 

Medical Research Council, 2007, p. 13). Furthermore, in some cases, research can offer 

direct benefits to participants, their families, or other groups they identify with, and in 

this way participants may be willing to take on a higher risk than they otherwise would 

(The National Health and Medical Research Council, 2007, p. 14). 

The final principle, Respect, involves consideration of the “welfare, beliefs, 

perceptions, customs and cultural heritage” at an individual and societal level (The 

National Health and Medical Research Council, 2007, p. 11), as well as the privacy and 

confidentiality of participants and their communities. Finally, in order to be respected, 

participants must be given the autonomy to make their own decisions throughout their 

research involvement, and those participants who are unable to do so must be provided 

protection (The National Health and Medical Research Council, 2007, p. 11).  
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Together, the overarching principles of the Belmont Report and National 

Statement define the responsibilities and procedures that researchers and ethics 

committees must adhere to in order to ensure ethically sound research is conducted. 

Most central to the current thesis are the principles of justice and beneficence. That is, 

any possible benefits of the research must be evaluated relative to the potential risks, 

and this risk-benefit analysis must be based on the available evidence. It is the role of 

those overseeing the research, such as ethics committees or institutional review boards, 

to manage these competing demands, and evaluate the potential risks that research 

participation may pose against the benefits that participation may offer. Although 

ethical decisions about research should be based on a risk-benefit analysis of the best 

available evidence, when it comes to the consideration and management of proposed 

suicide research, rather than decisions being based on the best available evidence, 

decisions appear to be influenced by fears, stereotypes, and untested assumptions 

(DuBois et al., 2012; Omérov, Steineck, Dyregrov, Runeson, & Nyberg, 2013; 

Whitlock et al., 2013). For example, research investigating the views of ethic committee 

members, suicide researchers, and health professionals on the potential effects of 

participating in suicide research suggests that decision making in suicide research may 

be impacted by assumptions rather than evidence about the potential for asking about 

suicide to increase an individual’s thoughts of suicide, and consequently their risk for 

suicide (Lakeman &Fitzgerald, 2009a; Lakeman & Fitzgerald, 2009b). 

Viewpoints on the Impact of Asking about Suicide 

Views of ethics committees. Survey research has investigated the views of 

ethics committee members regarding the ethical problems that may arise when 

involving suicidal individuals in research (Lakeman & Fitzgerald, 2009b). Members of 
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human research ethics committees from Australia, Canada, Ireland, New Zealand, and 

the United Kingdom responded to questions about the potential risks, benefits, and 

ethical problems associated with suicide research. Central to the current thesis, the 

results of this survey indicated that the majority of respondents (65%) believed 

participants’ “suicidality” may be increased or “reinforced” by bringing suicidal 

thoughts and behaviours to the forefront, or by asking participant to bring up distressing 

material (Lakeman & Fitzgerald, 2009b, p. 15). Ethics committee members also 

expressed concerns about the potential for researchers to experience heightened distress 

if a participant was to attempt or die by suicide following research participation, as well 

as concerns about researcher competency in managing difficult situations. Moreover, 

approximately 10% of respondents believed that participants should not complete 

questionnaires without another person being present. In response to questions about the 

potential ethical problems, most responses appeared to refer to hypothetical cases. 

Respondents mentioned issues such as challenges in weighing up the risks and benefits 

of research, and difficulty assuring research would lead to benefits. However, 

respondents also recognised that it may be just as difficult to predict harm. Ironically, 

some ethics committee members made note of the challenges of improving knowledge 

about suicide when certain subgroups of the population were systematically excluded 

(Lakeman & Fitzgerald, 2009b, p. 15), yet ethics committees were more likely to 

exclude these particular groups (Lakeman & Fitzgerald, 2009a). 

At the same time all ethics committee members were able to identify at least one 

benefit of involving suicidal individuals in research, including benefits for the suicidal 

individual, health professionals, and the wider society (Lakeman & Fitzgerald, 2009b). 

More than half of the respondents commented that involving suicidal individuals would 
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increase understanding of suicide more generally and in relation to specific subgroups, 

as well as enhance identification, treatment, and prevention of suicide. Furthermore, 

more than half of the respondents also believed that participation in research could be of 

direct benefit to the suicidal individual, either by giving them to opportunity to be 

assessed and referred for treatment, or to enhance self-understanding (Lakeman & 

Fitzgerald, 2009b, p. 15). Approximately one fifth of respondents outlined ways in 

which research participation had the potential to be therapeutic for participants. These 

included giving participants the chance to “exercise altruism”, convey hope, gain self-

awareness, and have the opportunity to talk in depth and be listened to (Lakeman & 

Fitzgerald, 2009b, p. 15). These views relating to potential benefits on offer to 

participants are not unlike those actual benefits reported by participants involved in 

suicide research studies discussed above (see discussion on Biddle et al., 2012; Rivlin et 

al., 2012; Taylor et al., 2010). 

Ethics committee members were also asked to provide suicide researchers with 

recommendations on how to manage potential ethical problems. A number of 

respondents mentioned that ethics committees had a tendency to be “paternalistic”, and 

others stated that ethics committees tended to “err on the side of caution and 

conservatism” (Lakeman & Fitzgerald, 2009b, p. 16). Other recommendations by ethics 

committee members included seeking consent from suicidal individuals to liaise with 

their health professional prior to study participation if any elevated risk was indicated 

(e.g., GP, psychiatrist). Interestingly, other members commented that this course of 

action in itself was fraught with ethical issues and was again paternalistic.  

Views of researchers. A subsequent survey conducted by the same researchers 

examined the views of suicide researchers working in the United States or United 
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Kingdom on conducting research in the area of suicide (Lakeman & Fitzgerald, 2009a). 

Researchers were asked to report any problems they had anticipated at the beginning of 

the research process, ethical problems they had encountered, and how these problems 

were managed. Similar to the views expressed by ethics committees (Lakeman & 

Fitzgerald, 2009b), a number of researchers conveyed concern that talking about suicide 

could increase an individual risk for suicide. Furthermore, several researchers believed 

that ethics committees were “generally resistant” to suicide research being conducted 

and stated that ethics committees’ tendencies to be “paternalistic” and overly 

“conservative” led to challenges in constructing good research procedures (Lakeman & 

Fitzgerald, 2009a, p. 13). Finally, researchers reported anticipating difficulty in 

accessing the population of interest (i.e., suicidal individuals), expressed concern 

participants might experience distress during participation, and predicted issues 

managing the demands of ethics committees. 

Views of health professionals. Research also suggests that health professionals 

hold the belief that asking about suicide has the potential to increase an individual’s risk 

for suicide. For example, a study by Stoppe, Sandholzer, Huppertz, Duwe, and Staedt, 

(1999) examined primary care physicians’ responses to written case vignettes on 

depressed elderly patients. The first vignette was on a “mildly depressed otherwise 

healthy old patient”, and the second was on a “severely depressed patient with co-

morbid physical health issues”. The findings showed that 23.1% and 25.4% of 

physicians reported that they would not ask the first or second patient about suicide, 

respectively. Out of the physicians who would not ask, 18.9% and 12.5% explained that 

their decision was due to a fear of inducing suicidal ideation in the first and second 

patient, respectively (Stoppe et al., 1999). Likewise, a study which asked general 
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practitioners about the impact of screening for suicidal ideation showed that 36% (N = 

37) of general practitioners believed that asking patients about suicidal behaviours could 

lead to increased suicidal ideation (Bajaj, Borreani, Ghosh, Methuen, Patel, & 

Crawford, 2008). Furthermore, 26% of general practitioners thought that screening 

vulnerable patients with signs of depression for suicidal ideation could trigger suicidal 

behaviour.  

Views of patients. In contrast, research has shown that patients may hold 

different views regarding the potential effects of asking patients about suicide. In the 

same study (Bajaj et al., 2008), nearly forty percent of patients reported feeling 

comfortable about being asked about suicide (38.6%; N = 39), and more than eighty 

percent believed that general practitioners should regularly ask depressed patients about 

suicide. Some patients also pointed out that doing so would give individuals the chance 

to talk about how they were feeling and give practitioners a more accurate view of the 

person’s mental health. Of the few patients who stated that general practitioners should 

not routinely ask their patients about suicide reported concerns about the impact that 

doing so may have on the individual’s mental health, believing that it “might give [the 

person] [suicide-related] ideas” (Bajaj et al. 2008, p. 231). 

To summarise, firstly, it appears that a large number of ethics committee 

members, researchers, and health professionals share similar – and perhaps exaggerated 

- concerns about the impact that exposure to, and conversations about suicide-related 

content may have on participants who take part in suicide research. However, it is also 

evident that ethics committees, suicide researchers, and especially patients also 

recognise the potential for participants to receive benefits as a result of being involved 

in suicide research. Secondly, it seems there is particular concern about the potential 
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impact that participation may have on individuals who are currently suicidal. It is 

against this backdrop that ethics committees require researchers to include often quite 

restrictive safety protocols in their research designs in order to manage perceived risk 

for suicide, with less regard to potential benefits.  

Research Safety Protocols 

 The concern that asking about suicide may lead to increased distress or trigger 

suicidal ideation is especially relevant in studies where participants have limited or no 

direct contact with the researcher such as in web-based survey designs. If a participant 

is negatively affected by the survey content, there is no one present to respond to, 

assess, and manage any increases in distress or risk they may experience. Due to the 

inherent restrictions of these online research designs, ethics committees may request 

researchers add in additional safety procedures to help support participants and manage 

any increased risk. For instance, Collins, Stritzke, Page, Brown, and Wylde (2017) who 

investigated the effect of mindfulness and zest for life on suicidal desire in an online 

survey were required to include a “Discontinue the survey” button on each survey page. 

The university ethics committees’ rationale for this was that if respondents felt 

distressed at any point during the survey, they should be able to withdraw their 

participation and be directed to information on help resources by clicking on this button, 

rather than only being able to view this information upon survey completion. The 

assumption was that more frequent use of this button would point to higher levels of 

distress experienced by respondents during participation. Therefore, if exposing 

participants to suicide-related content was particularly distressing, one would expect 

more frequent use of the “Discontinue the survey” button following suicide-specific 

questions, compared to other question types. This offers researchers the opportunity to 
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examine participants’ use of this button as a novel behavioural way of investigating 

participant distress in the context of participation in suicide research.  

Outline of Research Program 

The overall aim of the present thesis is to provide a stronger evidence base to 

guide and inform ethical decision making involved in the management and approval of 

suicide related research. Thisthesis will investigate both the benefits and risks of asking 

about suicide and exposure to suicide content in the context of research participation. It 

will also examine the impact of exposure to suicide content on distress management 

preferences and behaviours as previous research has suggested that participation in 

suicide research may offer help-seeking related benefits, and possibly motivate 

individuals to seek help (Whitlock et al., 2013). The findings will have important 

implications for ethics committees by evaluating and adding to the evidence base on 

which the cost-benefit analyses required for ethical decision making about suicide 

research must be based. 

Study 1 uses meta-analytic techniques to investigate the effects of exposure to 

suicide-related content on participants’ levels of distress, levels of suicidal ideation, and 

likelihood of attempting suicide following participation in suicide research.  This meta-

analysis is the first to also examine whether exposure to suicide-related content 

influenced participants’ likelihood of engaging in suicidal behaviour following 

participation. This is likely to be an important contribution as no other study has 

evaluated the impact on suicidal behaviour using these techniques, and the risks of 

exposure may differ given the processes underlying suicidal ideation and behaviour are 

said to be distinct (Klonsky & May, 2014).  
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Study 2 employs a novel approach of examining behavioural response patterns 

and utilisation of research safety protocols in two longitudinal online surveys on suicide 

to further investigate the impact of exposure to suicide content. This approach 

complements and extends the findings of Study 1 as the data used in the meta-analysis 

was based on self-report questionnaires. Study 2 examines whether participation caused 

participants undue distress by assessing overall survey drop-out rates, as well as the 

conditional probability of survey drop-out specifically following suicide related 

questions, and participants’ use of research safety protocol features specifically put in 

place based on the institutional review board’s assumption that distressed participants 

would need and hence use them. Furthermore, there are very few studies which examine 

the lasting effects of exposure to suicide content on participants, as many studies 

employ pre-test / post-test designs to examine the immediate effects of participation. As 

such, a follow-up survey was included and administered four weeks after the initial 

survey to investigate any residual effects of survey participation. Moreover, as previous 

qualitative research suggests that exposure to suicide content may act to motivate 

participants to seek help (Whitlock et al., 2013), the effects of participation on 

participants’ help-seeking attitudes and behaviours are also examined. 

Study 3 investigates the effects of responding to suicide-related survey questions 

on participants’ distress and distress management preferences using a pre- / post-test 

quasi-experimental online survey design. The addition of a control group allows for 

inferences about the direct effects of exposure to suicide content to be made. 

Furthermore, given that participants reported help-seeking-related benefits in Study 2 

and previous studies have also reported similar benefits (Whitlock et al., 2013), Study 3 

also examines changes in participants’ distress-management preferences as a function of 
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exposure to otherwise identical surveys, but that differ in that one includes suicide-

related questions and the other does not. Specifically, this is the first study to not only 

distinguish between informal and formal (e.g., professional) help resources, but also to 

account for participants’ preference to manage any survey-related distress on their own.  

The final chapter will provide a general discussion of the findings of this 

research. This discussion will consider the current findings in the context of ethical 

decision making procedures about the approval and management of suicide research.  
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Chapter 2 

The benefits and risks of asking research participants 

about suicide: A meta-analysis of the impact of exposure 

to suicide-related content 
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Abstract 

One obstacle potentially hindering research on suicide is the assumption that assessing 

suicide may make individuals more likely to engage in suicidal thoughts or behaviours; 

a concern expressed by ethics committees, researchers, and clinicians. However, 

decisions which are overly cautious and restrictive when approving research proposals 

will hinder important research in this area. The present aim was to conduct a meta-

analysis to examine whether asking about suicide or exposure to suicide-related content 

in research studies led to changes in participants’ levels of distress, suicidal ideation, or 

suicide attempts. A systematic search of peer-reviewed and unpublished literature from 

2000 to 2017 identified 18 studies. Exposure to suicide-related content led to 

significant, albeit small, reductions in suicidal ideation (g = -.13, p < .001) and a lower 

likelihood of engaging in suicidal behaviour (OR = .714, p < .05). The reduction in 

suicidal ideation was moderated by age such that adolescents showed nearly twice as 

large a reduction in suicidal ideation from pre- to post-exposure as adults did. Thus, 

evidence to date suggests that asking research participants about suicide does not 

increase risk, and may be associated with small benefits.  Ethics review boards should 

calibrate their consideration of the risks associated with participation based on the 

available evidence and relative to the cost of depriving potential participants of any 

benefits that participation may offer.  

Keywords: suicide research; risk-benefit assessment; institutional review boards; 

vulnerable research participants; ethical framework. 
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The benefits and risks of asking research participants about suicide: A meta-analysis of 

the impact of exposure to suicide-related content 

The assumption that assessing suicidality may ‘prime’ individuals and make 

them more likely to engage in suicidal thoughts or behaviours could limit research into 

suicide. Some health professionals believe that being exposed to suicide-related content 

may increase an individual’s risk of suicide (Bryan, Dhillon-Davis, & Dhillon-Davis, 

2009; Pearson, Stanley, King, & Fisher, 2001). For example, 36% of general medical 

practitioners believed that exposure to questions or information about suicidal 

behaviour could increase the likelihood of suicidal thoughts or acts (Bajaj et al. 2008), 

and 23.1% of primary-care physicians would not ask patients about suicide for fear that 

talking about it may induce suicidality (Stoppe, Sandholzer, Huppertz, Duwe, & Staedt, 

1999).  Analyses of video-recorded naturally occurring mental health assessments 

revealed that between 54% and 76% of patients were not routinely asked about self-

harm or suicide (McCabe, Sterno, Priebe, Barnes, & Byng, 2017; O’Reilly, Kiyimba, & 

Karim, 2016). There is a similar reluctance from researchers to broach the topic of 

suicide or include high risk individuals in their studies for fear that assessing suicide 

may make someone more likely to engage in suicidal thoughts or behaviours (Biddle at 

al. 2012; Bryan et al., 2009; Lakeman & Fitzgerald, 2009a; Pearson et al., 2001; Rudd 

et al., 2006).  

A second obstacle to research on suicide is the challenge of gaining approval 

from ethics committees, who may be overly conservative and restrictive in evaluating 

any potential harm that asking about suicide may have on participants. In one survey, 

65% of ethics committee members feared that suicidal thoughts or behaviours may 

intensify after participants had been exposed to suicide-related assessment protocols 
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(Lakeman & Fitzgerald, 2009b). There are particular concerns from both ethics 

committees and researchers about including “high risk” suicidal individuals in research, 

especially research that involves exposure to, and conversations about, suicide-related 

content. Evidently, both researchers and ethics committees share legitimate concerns 

that conducting suicide research might increase an individual’s risk of suicide, and 

therefore research studies must have protocols in place for the assessment and 

management of such risks.  

According to the Australian National Statement on Ethical Conduct in Human 

Research (2007; ‘National Statement’), researchers are responsible for designing 

research in a way that minimises the risks of harm or discomfort to participants, and 

clarifies the potential benefits (The National Health and Medical Research Council, 

2007). Further, in determining the likelihood and magnitude of said risks and benefits, 

researchers and ethical review bodies should “base their assessments on the available 

evidence” (The National Health and Medical Research Council, 2007, p. 15).  

Similarly, the Belmont Report (1979), an ethical framework to guide human research 

released by the US Congress’s National Commission for the Protection of Human 

Subjects, states that researchers should seek to “maximize possible benefits and 

minimizes possible harms for participants” (National Commission for the Protection of 

Human Subjects of Biomedical and Behavioral Research, p. 5). In addition, the report 

asserts that there should be a “systematic, non-arbitrary analysis of the risks and 

benefits” associated with the research (National Commission for the Protection of 

Human Subjects of Biomedical and Behavioral Research, p. 9). 

However, apprehensions about conducting studies in the area of suicide create a 

Catch-22 (Dazzi, Gribble, Wessely, & Fear, 2014). On the one hand, ethics committees 
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require evidence that the proposed study will not cause participants undue distress or 

prompt suicidal ideation, yet there is limited available research to help evaluate these 

concerns (Dazzi et al., 2014). What then is the evidence regarding the benefits and risks 

of participating in suicide-related research?  

A qualitative review of 13 published studies involving a range of community 

and at-risk samples found no significant increases in suicidal ideation among 

participants following exposure to suicide-related content (Dazzi et al., 2014).  A large 

study of 14,372 college students (42.8% female) investigated participants’ experiences 

of involvement in an online survey on suicide (Whitlock, Pietrusza, & Purington, 2013). 

In the overall sample, 13.2% had attempted suicide or seriously considered doing so, 

and about one in three participants reported experiencing moderate or high 

psychological distress, with the majority experiencing low distress.  A small percentage 

(2.7%) of participants reported “negative” experiences, while nearly 30% of participants 

viewed their participation as a “positive experience” (Whitlock et al., 2013). The 

remaining participants reported either “no impact”, felt “unsure” about the impact of the 

survey, or rated their experience as “hard but thought provoking”. Further, although 

participants with a history of suicidal thoughts or behaviours or elevated psychological 

distress reported higher levels of discomfort with the survey, these individuals were also 

three times more likely to indicate the survey inspired them to self-reflect and think 

more deeply about their lives. In response to open-ended follow up questions, 3.7% of 

participants responded with comments that were suggestive of negative implications as 

a result of participation. Moreover, none of these comments suggested that any of the 

respondents were at higher risk of engaging in suicidal behaviour. Instead, the 
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behavioural impact of participation that was mentioned was the intent to seek 

professional help (Whitlock et al., 2013).  

In sum, these findings suggest that the risks of participating in suicide-related 

research may apply to a very small minority of participants. This is balanced by a 

significantly larger subgroup reporting benefits such as initiating and receiving help 

because of their research involvement, despite also reporting some discomfort. 

Therefore, any ethical risk-benefit determination also requires consideration of the 

“ethics of doing nothing” (Omérov, Steineck, Dyregrov, Runeson, & Nyberg, 2013).  

One recent meta-analysis examined the iatrogenic risks of assessing suicidality 

(DeCou & Schumann, 2017). A key strength of this study is that studies were stratified 

according to the timing of their follow-up assessments, with the authors concluding that 

assessing suicidality did not result in any significant negative effects on immediate, 

short-term, or long-term follow-up assessments. Importantly, there were no significant 

iatrogenic effects of assessing suicidality even among high-risk or vulnerable groups 

such as those with a history of suicidal behaviour. One limitation of the meta-analysis 

by DeCou and Schumann (2017) was that it only evaluated the effect of assessing 

suicidality on levels of suicidal ideation and psychological distress, but did not examine 

the impact on suicidal behaviour. According to the ideation-to-action framework, the 

processes underlying suicidal ideation and behaviour are distinct (Klonsky & May, 

2014) and thus, suicidal behaviour needs to be considered.  

The aim of the current study was to conduct a meta-analysis to examine whether 

asking about suicide or exposure to suicide-related content in research studies led to 

changes in three relevant outcome variables: levels of distress, levels of suicidal 

ideation, and likelihood of attempting suicide following research participation.  
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Specifically, the current study sought to add to the existing knowledge by examining 

whether exposure to suicide-related content influenced likelihood of engaging in 

suicidal behaviour following participation in research exploring suicide. We also 

included several additional relevant studies investigating the impact of assessing 

suicidality which were not included in the DeCou & Schumann (2017) meta-analysis. 

Studies included in the current meta-analysis examined the above three outcomes using 

two different designs. One group of studies used within-participant designs to assess 

change from pre- to post- assessment. The other group of studies used between-group 

designs comparing participants who were exposed to suicide-related content with 

participants who were in a control condition, and therefore not exposed to suicide-

related content.  

Method 

Literature search 

 Several search methods were used to identify eligible studies published or 

available between 2000 and 2017. The electronic databases PsycINFO, MEDLINE, and 

ERIC were searched to identify studies that included at least one phrase in each of the 

following groups of search terms: (a) suicid*, (b) review, effect, harm, impact (c) 

assess*, question*, program, contact, and (d) iatrogenic, risk assess*. The reference 

section of each article was searched for any further articles meeting the inclusion 

criteria mentioned below. Two authors (CB, AP) independently reviewed the titles and 

abstracts of 261 studies to determine if they were eligible for inclusion, 227 studies did 

not meet our inclusion criteria. See Figure 2.1 for more detailed information on the 

search, retrieval, and inclusion process conducted to identify eligible studies. 

Inclusion and exclusion criteria 
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 Studies were included if they: (a) were original, empirical articles (not 

theoretical, systematic reviews, or meta-analyses); (b) were written in English; (c) 

directly or indirectly assessed the impact that suicide-related questions, information or 

discussions about suicide had on participants’ levels of suicidal ideation, distress, 

emotional state, or likelihood of attempting suicide; (d) provided a quantitative measure 

of the relevant dependent variable; and (e) provided sufficient statistical information in 

order to calculate effect sizes. Eleven authors were contacted for additional information; 

five authors responded, including four who provided additional data. The above 

procedures captured a total of 17 published studies were appropriate for inclusion. One 

unpublished study from a doctoral thesis was also included. Overall, 20 unique samples 

are represented in the following meta-analyses.  

Description of studies 

Individual study sample sizes ranged from 63 to 4133 (M = 659.60, SD = 

1165.10) and yielded a total sample size of N = 13,192. Seven studies did not provide 

data on gender (Aseltine, James, Schilling, & Glanovsky, 2007; Bender, 2012; 

Crawford et al., 2011; de Beurs, Ghoncheh, Geraedts & Kerkhof, 2017; Eynan et al., 

2011; Robinson et al., 2011; Vaiva et al., 2006), therefore the available data from the 

included studies comprised of 4,904 females and 2,966 males. The samples included in 

the final meta-analyses differed on several factors including age and sample type. See 

Table 1 for more detailed information on each study.  

Analytic Rationale 

Effect sizes were converted to Hedges’ g as it corrects for small sample sizes 

(Lipsey & Wilson, 2001). Hedges’ g can be interpreted using Cohen’s (1969) 

recommendations for d, with g = .20, .50, and .80 representing small, medium, and large 
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effects, respectively. For those studies where Hedges’ g effect sizes could not be 

calculated, odds ratios were used. Comprehensive Meta-Analysis Version 3 

(Borenstein, Hedges, Higgins, & Rothstein, 2005) was used to calculate individual 

effect sizes and to generate funnel plots, and Microsoft Excel was used to generate 

forest plots. A random effects model was chosen as it accounts for differences in effect 

sizes that arise because of sampling demographic differences and testing variables both 

between and within studies (Rosenthal, 1995). Three dependent variables were 

recorded: levels of distress, levels of suicidal ideation, and number of suicide attempts. 

 Means and effect sizes were coded such that higher levels of suicidal ideation 

and distress, and higher numbers of suicide attempts indicated less favourable 

outcomes. That is, positive g values indicate higher levels of distress and suicidal 

ideation, whereas negative g values indicate lower levels of distress and suicidal 

ideation. The heterogeneity between the selected studies was examined with Cochrane’s 

Q, Tau2, and I2 statistics and visually through funnel plots. Publication bias was 

examined visually using funnel plots and Egger’s test of asymmetry which indicated 

that publication bias was unlikely to have influenced any of the meta-analytic findings 

reported here. One study (Biddle et al., 2012) did not provide a p value, however as the 

confidence intervals provided for the mean ‘change’ distress scores from pre- to post-

assessment did not include zero, we conservatively assumed a p value of .05. 

Study Categorisation 

The extracted studies used two designs with three classes of outcomes (see 

Table 2).  The first subgroup of studies employed within-participant designs. That is, 

participants were assessed at two time points on the variables of interest (pre- and post-

exposure to suicide content). The second subgroup of studies employed between-groups 
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designs, by comparing participants in the experimental condition (i.e., participants were 

exposed to suicide-related content) with participants in the control condition (i.e., 

participants were not exposed to content related to suicide). 

Meta-Analysis Results 

Distress: Pre-Post Within-Group Comparison 

A total of eight published studies comprising 10 unique samples and 5,562 

participants were included in this meta-analysis (Biddle et al., 2012; Bryan et al., 2009; 

Cha et al., 2016; Deeley & Love, 2010; Gould et al., 2005; Harris & Goh, 2017; 

Reynolds et al., 2006; Rivlin, Marzano, Hawton & Fazel, 2012). Hedges’ g effect sizes 

and confidence intervals are presented in a forest plot (Figure 2). The Q-test was 

significant (113.02, p < .001), and the I2 statistic was 92.04, indicating that a large 

amount of variability was present between studies. The test of the null hypothesis was 

nonsignificant, with a small effect size (Hedges’ g = -.09, p = .165, 95% CI [-.21, .04]), 

indicating that exposure to suicide-related content did not result in significant changes 

in levels of distress from pre- to post- assessment.  

Given that there was significant heterogeneity present between the studies, a 

moderator analysis investigated possible between-study differences that could account 

for this heterogeneity (Higgins & Green, 2011). Four moderators were investigated: (1) 

sample type; clinical (clinical populations or individuals with a history of suicidal 

behaviour) or non-clinical (community samples); (2) format of exposure to suicide-

related content; interview context (e.g., in-person one-on-one interview) or non-

interview context (e.g., written self-report questionnaire including suicide questions); 

(3) sample size; small (N = 1-100); medium (N = 101-200); large (N = 201 or more); 

and (4) age (high school student sample or adult sample). Only format of exposure to 
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suicide-related content had a significant moderating effect on levels of distress from 

pre- to post- assessment (see Table 3), such that exposing participants to suicide-related 

content in a one-on-one interview context led to small, significant reductions in distress 

over time (Note: Three studies within the overall dataset were available to derive this 

finding). In contrast, participants exposed to suicide-related content in a non-interview 

context by responding to written self-report questionnaires did not show significant 

changes in distress.  

Distress: Experimental versus control between-group comparison - Immediate 

effects 

Five published studies and one unpublished1 study made up of 3,430 unique 

participants were included in the meta-analysis (Bender, 2012; de Beurs et al., 2017; 

Gould et al., 2005; Harris & Goh, 2017; Robinson et al., 2011; Rudd et al., 2006). 

Hedges’ g effect sizes and confidence intervals are shown in a forest plot (Figure 3). 

The Q-test was significant (14.21, p < .05), and the I2 statistic was 64.81, indicating 

large variability between studies. However, since the number of studies included in the 

meta-analysis was small (< 8), and the studies were unbalanced in terms of sample size, 

the power of Q and the precision of the I statistic was likely to be low (Von Hippel, 

2015). Nonetheless, we used a random-effects model to account for the presence of 

heterogeneity between effect sizes (Riley, Higgins, & Deeks, 2011). Exposing 

participants to suicide-related content did not lead to significantly higher levels of 

                                                             
1 The unpublished study included in this meta-analysis was conducted by Bender 

(2012). The author did not report the sample size for either the experimental or control 

group, but instead reported an overall sample size of 130. As participants were 

randomly assigned to each group, we assumed that each group consisted of 65 unique 

individuals. 
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immediate distress, compared to those not exposed to content on suicide, Hedges’ g = -

.01, p = .894, 95% CI [-.16, .14].  

 Two of the six studies included in the above analysis not only examined the 

effect of exposure to suicide-related content on immediate distress, but also on delayed 

distress (i.e., two days later). 

Distress: Experimental versus control between-group comparison - Delayed 

Effects 

One published (Gould et al., 2005) and one unpublished study (Bender, 2012) 

comprising 2,319 unique participants were included in the meta-analysis. The Q test 

was nonsignificant, and the I2 statistic was 0.00, suggesting that effects are unlikely to 

be attributed to differences between studies. Participants who were exposed to suicide-

related content did not report significantly higher levels of distress two days later, 

compared to participants who were not exposed to this content, Hedges’ g = .04, p = 

.293, 95% CI [-.04, .13] (see Figure 4). 

In summary, exposure to suicide-related content did not lead to significant 

changes in  individuals’ levels of distress from pre- to post-session exposure, and 

participants who were exposed to suicide-related content  did not differ from 

participants not exposed to such content in levels of distress immediately after exposure 

or two days later. Furthermore, the format of exposure to suicide-related content had a 

significant moderating effect on changes in distress. That is, participants exposed to 

suicide content in a one-on-one interview context reported significant reductions in 

distress over time, while those exposed to suicide content in a non-interview context 

reported no change in distress.  
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Suicidal Ideation: Pre-post within-group comparison 

Four published studies (Cedereke, Monti & Öjehagen, 2002; Cha et al., 2016; 

Eynan et al., 2014; Reynolds et al., 2006) involving 3,699 unique participants were 

included in the meta-analysis. The Q test found nonsignificant heterogeneity for these 

studies, and the I2 statistic was 0.00. In contrast to the non-significant changes in 

distress following suicide-related content, there were small significant reductions in 

levels of suicidal ideation over time from pre- to post- assessment, Hedges’ g = -.13, p < 

.001, 95% CI [-.16, -.10] (see Figure 5).  This reduction effect was moderated byage 

(adolescent or adult sample) such that adolescents showed nearly twice as large 

reductions in suicidal ideation from pre- to post-exposure as adults did (see Table 4). 

Suicidal Ideation: Experimental versus control between-group comparison 

A total of six published (Aseltine et al., 2007; Cedereke et al., 2002; Crawford et 

al., 2011; Gould et al., 2005; Law et al., 2015; Rudd et al., 2006) and one unpublished 

study (Bender, 2012) comprising 7,398 unique participants were included in the meta-

analysis. Odds ratio effect sizes and confidence intervals are presented in Figure 6. The 

Q-test was nonsignificant and the I2 statistic was 28.61. Participants exposed to suicide-

related content were no more likely to report higher levels of suicidal ideation than 

participants not exposed to this content, OR = .973, p = .749, 95% CI [.83, 1.15].  

Suicide Attempts: Experimental versus control between-group comparison 

Four published studies (Aseltine et al., 2007; Cedereke et al., 2002; Crawford et 

al., 2011; Vaiva et al., 20062) comprising 5,261 unique participants were included in the 
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meta-analysis. . The Q-test found nonsignificant heterogeneity for these studies, and the 

I2 statistic was 0.00. Consistent with the reduction in suicidal ideation found in the pre-

post within-group comparison, participants who were exposed to suicide-related content 

were significantly less likely to report a suicide attempt than individuals who were not 

exposed to suicide related content following research participation, OR = .714, p < .05, 

95% CI [.56, .91] (see Figure 7).  

Discussion 

The aim of the meta-analysis was to examine whether exposure to suicide-

related content in research studies led to; (1) changes in levels of distress; (2) changes in 

levels of suicidal ideation; and (3) changes in likelihood of attempting suicide following 

research participation. Results showed exposure to suicide-related content led to 

significant, albeit small, reductions in levels of suicidal ideation from pre- to post-

exposure. Moreover, participants in the experimental, suicide-related exposure 

conditions were significantly less likely to report a suicide attempt following research 

participation, compared to participants in the control, non-suicide-related exposure 

conditions. Results also indicated that participants exposed to suicide content in a one-

on-one interview context reported significant small reductions in distress from pre- to 

post-exposure, while those exposed to suicide content in a non-interview context 

reported no significant changes in distress. Taken together, the meta-analytic results 

                                                             
2 The Vaiva et al. (2006) study comprised two “intervention” groups; one 

intervention group received a telephone contact one month following a deliberate 

suicide attempt (self-poisoning), whilst the other intervention group received this 

contact after three months. Therefore, we collapsed the two intervention groups into one 

“experimental” group and compared this group with the no intervention “control” group 

as the only difference between the two interventions groups was the timing of the single 

telephone contact. 
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suggest that participation in suicide-related research is not associated with an increase in 

risk and may have some small benefits to participants.  

The only significant effects that emerged, albeit small, suggest that participants 

experienced some benefits from partaking in suicide-related research not only in terms 

of reduced suicidal ideation, but also in terms of reduced suicidal behaviour. This is 

important because there is now converging evidence that many established risk factors 

for suicide confer risk for suicide ideation only, and not for the progression to suicide 

attempts (Klonsky, Saffer, & Bryan, 2017). Therefore, showing that there is no change 

in ideation, as in previous reviews (e.g., DeCou & Schumann, 2017), is comforting but 

not sufficient, because the risks of exposure to suicide-related content in research 

studies could differ for different points along the ideation-to-action pathway. Hence, it 

is critical for ethical decision making to also evaluate the impact of exposure to suicide-

related content on the likelihood of suicidal behaviour. Reassuringly, the current meta-

analytic findings suggest that, compared to exposure to non-suicide related content, 

exposure to suicide-related content was associated with fewer subsequent reported 

suicide attempts. In an ethical framework where one must weigh the risks of harm or 

discomfort against the potential for benefits, the available evidence tips the scale in a 

clear direction; participation in suicide-related research confers small benefits along 

both the ideation and action components of the ideation-to-action pathway, and there is 

no evidence of risk associated with participation.  

With respect to distress, participants exposed to suicide-related content in a non-

interview context reported no change in distress, but those exposed to this content in a 

one-on-one interview context reported significant reductions in distress. One possible 

explanation for reductions in distress being found only reported in the interview context 
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may lie in the interpersonal nature of interviews. That is, a one-on-one research 

interview could have provided participants with the opportunity to talk about their 

issues in an open, confidential, and nonjudgmental environment (Taylor et al., 2010). 

This is supported by findings related to individuals’ subjective experiences of 

participating in suicide research, with participants likening the research interview to a 

therapeutic encounter, remarking that the interview process was “cathartic”, and stating 

that the interview had offered them the opportunity to talk through their experiences in 

depth, something they had not had the chance to do in the past (Biddle et al., 2012; 

Rivlin et al., 2012). Thus, although limited to the one-on-one interview context, the 

reductions in reported distress following exposure to suicide-related content further add 

to the benefits column of the risk-benefit analysis of participation in suicide-related 

research. 

According to the guidelines on ethical decision making in human research, 

researchers must minimise the risks and clarify the benefits of research for participants 

(e.g., The National Health and Medical Research Council, 2007). Moreover, if research 

can offer direct benefits to participants, the guidelines explicitly allow for the 

consideration that participants may be ready to assume a higher risk than they otherwise 

would (The National Health and Medical Research Council, 2007). That is, in 

exercising beneficence researchers must take into account both the potential risks and 

benefits of research to participants, while respecting the participants’ autonomy to 

provide informed consent. The process of resolving the profound tension between the 

obligation to minimise potential harm and to give maximum scope to participants’ 

freedom to accept risk in light of direct benefits to them must be guided by the available 

evidence. Previously, reviews of the available evidence concluded that there was no 
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evidence for any iatrogenic effects of exposure to suicide-related content in research 

studies (Dazzi et al., 2014; DeCou & Schumann, 2017). However, overly cautious 

ethical decision makers might dismiss this conclusion because a more conservative 

interpretation is that the absence of evidence for an effect is not the same as evidence 

for the absence of the effect. However, this objection becomes untenable if the available 

evidence shows the presence of significant effects, especially if these effects are 

benefits to participants such as reductions in suicidal ideation and behaviour. Although 

these significant reductions were only small in the current meta-analyses, arguably even 

small benefits to mitigating the risk of suicide for an individual are desirable. 

As the available evidence points to direct benefits of participation in research 

involving exposure to suicide-related content, this has implications for achieving the 

optimal balance between concerns for protection and concerns for justice and 

participant autonomy. Injustice arises when potential participants are denied access to 

suicide-related studies that could lead to reductions in suicide risk or improve lives, 

including those of vulnerable individuals. The present meta-analysis included studies 

with high-risk clinical samples, and where moderation analyses were possible (i.e., for 

the outcome of distress), the findings of benefits were not moderated by the clinical or 

non-clinical nature of the samples. Thus, these benefits are likely to be applicable also 

to individuals typically considered high risk. The implementation of additional 

safeguards for research presumed to increase vulnerability to harm should be based on 

the best available evidence – not stereotypes or untested assumptions (DuBois et al., 

2012). The assumption that exposure to suicide-related content might increase risk has 

not been substantiated. Instead, the only effects substantiated are small benefits. 
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There are several other examples where long-held assumptions about presumed 

vulnerabilities of potential research participants, when tested, were found to be 

unsubstantiated. For example, in research involving drug users a common ethical 

concern is that providing higher magnitude cash incentives might precipitate new drug 

use or unduly coerce drug users to provide consent to participate (Festinger et al. 2005). 

Because of this presumed risk that drug users might use this cash to go out and purchase 

drugs after their research participation, research is only approved if incentives are of 

low magnitude and non-cash. However, when putting this restrictive ethical assumption 

to the test, evidence showed that neither the mode (cash vs. gift card) nor magnitude 

($10 to $160) of follow-up payments increased rates of new drug use or perceptions of 

coercion (Festinger, Marlowe, Dugosh, Croft, & Arabia, 2008). Importantly, as with the 

current findings of significant benefits of participation in suicide-related research, 

Festinger and colleagues (2008) did not simply fail to reject the null hypothesis 

concerning new drug use and perceived coercion, but found significant effects for direct 

benefits to participants. That is, higher payments and payments in cash were associated 

with better follow-up attendance and improved participant satisfaction.  

Similarly, in research involving suicide-bereaved parents, ethical review boards 

may not approve this research based on the assumption that the contact might be 

distressing for some participants, but the evidence shows that benefits to participants 

clearly outweigh the risks (Omérov et al., 2013). Specifically, 95% of suicide bereaved 

parents compared to 92% of non-bereaved parents found the study valuable, and a large 

number of the suicide-bereaved parents perceived benefits of their participation 

including gratitude for the opportunity to relate experiences, hope their contribution 

improves care provision, and experience of being helped. Less than 1% of the parents 
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expressed distress related to the contact, and even among this small minority, this later 

turned for some into gratitude for the help received (Omérov et al., 2013). 

In sum, when the best available evidence shows that presumed risks of research 

participation are unsubstantiated, but instead participation is associated with benefits, 

the need for safeguards should not only be relaxed, but not doing so fails to uphold the 

ethical principle of justice, where potential research participants might be deprived of 

the opportunity to receive the benefits of participating in the research.  

The current meta-analysis has a number of strengths. Firstly, we were able to 

identify studies which examined outcome variables along different points of the 

“ideation-to-action” framework (Klonsky & May, 2014), including suicidal ideation and 

suicide attempts. Thus, this is the first quantitative analysis of the effects that 

participating in suicide-related research has on participants’ likelihood of attempting 

suicide, in addition to examining any effects on changes to suicidal ideation and distress 

experienced following exposure to suicide-related content. Secondly, given the large 

overall sample (N = 13,192) and no evidence of publication bias, the findings are likely 

to be representative of the research in this area. In addition, data were collected from 

participants across the lifespan (13-92 years) from a number of diverse samples 

including high school and college students, active military service men, individuals in 

primary care settings, as well as individuals with a history of suicidal behaviour.   

Limitations 

The findings should be interpreted with some limitations in mind. All studies 

included in the meta-analyses were approved by the appropriate ethics committees and 

had risk management protocols in place to manage any potential adverse events during 

participation. It may be that study designs which ethics committees foresaw as having 
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the potential to lead to detrimental effects were not approved, and therefore this sample 

of studies may be selective.  

A possible explanation for the participants who reported reductions in levels of 

distress or suicidal ideation over time in studies that employed a pre-post design is 

regression to the mean. However, this cannot be an explanation for the differences 

observed in the between-group designs where participants were randomly assigned to 

conditions.  

Inspection of the forest plot of the odds ratios in Figure 6 reveals some studies 

showing positive effect sizes (albeit non-significant) of increased suicidal ideation that 

appear larger than most of the (also non-significant) negative effect sizes of reduced 

suicidal ideation.  All of the three studies which showed the non-significant increase in 

risk involved participants with significant mental health issues (i.e., presented to the 

emergency department following a suicide attempt; or demonstrated signs of depression 

at a primary care service; or attended an outpatient psychiatric clinic), whereas the other 

four studies in this analysis which showed no risk used high school or university student 

samples. These non-significant trends might suggest that future research further 

investigate any possible moderating role of clinical versus non-clinical samples, 

although in the present study where moderation analyses were possible, no moderating 

effects of clinical versus non-clinical samples were found.  

Other biases may have impacted the findings. For example, as one of the 

inclusion criteria was that all studies must be written in English, language bias may 

have influenced the selection of available studies. Secondly, outcome reporting bias - 

the selective reporting of some outcomes but not others, depending on the nature and 

direction of the results may have influenced the selection of studies. Again, one of the 
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inclusion criteria was that studies provided sufficient statistical information required to 

calculate an effect size in the meta-analysis software program. Eleven authors were 

contacted for additional information as the primary data that had been reported was not 

sufficient to calculate an effect-size. Unfortunately, only five of these authors 

responded, and only four provided additional information 

Future directions 

In most studies included in the meta-analyses, participants responded to suicide 

questions in the context of other questions related to psychological problems such as 

depression and social support. It is unclear whether exposure to suicide content itself led 

to changes in distress, suicidal ideation, and attempts. One way to investigate the unique 

impact of this exposure is to examine differential drop-out behaviour during survey 

completion following suicide-related and non-suicide-related questions. For example, 

for online surveys where there is no immediate direct experimenter contact and support, 

and where participation may be anonymous, ethical review boards often require an 

“escape button” on each page of the survey where participants can opt to discontinue the 

survey at any time and be directed to a help page listing contact information for 

available resources for assistance. The assumption is that if any specific content causes 

distress, a participant can actively end their participation and access information about 

help resources immediately. Such specific drop-out decisions could be viewed as a 

behavioural indicator of an individual’s distress. Therefore, if participants are found to 

be more likely to drop-out of a study following suicide questions compared to non-

suicide questions, it would suggest that responding to the suicide content resulted in 

greater discomfort, and hence greater study drop-out than responding to non-suicide 

related content. However, if there are no differences in drop-out rates between suicide 
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and non-suicide related questions, it could be concluded that responding to suicide-

related questions is no more likely to lead to study drop-out, as a behavioural indicator 

of distress, compared to other types of questions. Such behavioural proxies of 

participant distress could complement extant studies relying exclusively on self-report 

measures.  

Given that previous studies have not always been explicitly designed to measure 

tangible benefits associated with participation in suicide research, it is conceivable that 

previous studies may have underestimated these benefits. This should be considered in 

the design of future studies to further examine what tangible benefits may be associated 

with participation in suicide research.  

Conclusions 

The findings of the current meta-analysis indicate that exposure to suicide-

related content during research studies is associated with reductions in suicidal ideation 

and a lower likelihood of attempting suicide after participation. Ethical decision making 

about research should be based on a risk-benefit analysis of the best available evidence 

and be guided by the principle to offer as many protections as necessary but as few as 

possible (DuBois e al., 2012). From the current findings it is evident that participation in 

suicide research may offer some benefits to participants and by not taking into account 

these benefits when requiring unnecessary additional safeguards based on 

unsubstantiated assumptions, we risk depriving participants of the benefits that 

participation might offer, and hinder important research being conducted. Therefore, the 

findings can assist ethical review boards reassessing how they evaluate and make 

decisions about suicide-related research, by reconceptualising their views of the 
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potential risks, and calibrating these risks relative to the potential benefits of 

participation in an evidence-based manner.  
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Table 2.1.  

Summary information on extracted studies including sample type, study design, and outcome measures. 

Study Sample  Aim of study Outcomes Outcome measure(s) 

Aseltine 

et al. 

(2007) 

4133 high school 

students 

Examine impact of a school-based suicide 

prevention program on suicidal behaviour, 

knowledge and attitudes towards 

depression and suicide, and help-seeking. 

Suicidal 

ideation 

 

 

Suicide 

attempts 

“During the past 3 months, did 

you ever seriously consider 

attempting suicide (yes or no)?” 

 

“During the past 3 months, did 

you actually attempt suicide (yes 

or no)?” 

Bender 

(2012) 

98 female and 49 

male undergraduate 

students 

Explore whether asking about suicidal 

ideation or suicidal behaviour in a school 

based screening program led to increases 

in distress or suicidal ideation. 

 

Distress 

 

 

 

Suicidal 

ideation 

Profile of Mood States (POMS) 

- Immediate 

- Persistent 

 

The Suicide Implicit Association 

Task (SI-AT) 

Biddle et 

al. 

(2012) 

40 females and 23 

males (participants 

had engaged in 

suicidal behavior or 

non-suicidal self-

injury) 

Investigate the experiences of individuals 

who participated in in-depth interviews on 

sensitive issues relating to suicide and self-

harm. 

Note: Data were collected from four 

studies that assessed the impact that 

interviews on suicide/self-harm had on 

participants’ emotional state. 

Distress Visual Analogue Scale (VAS); 

“How happy or sad you are 

feeling right now?” 

Bryan et 

al. 

(2009) 

286 males actively 

enlisted in the U.S. 

army 

Explore the impact of viewing video media 

as a part of a suicide prevention program 

on potentially vulnerable individuals 

(individuals were suicidal or endorsed 

Distress  The Positive and Negative 

Affective Schedule (PANAS) 

- Negative affect  
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knowing someone who had died by 

suicide). 

Cedereke 

et al. 

(2002) 

143 females and 73 

males who had been 

hospitalised following 

a suicide attempt  

Investigate whether two telephone contacts 

in addition to treatment delivered as usual 

compared to no intervention between 1-12 

months after a suicide attempt influenced 

repetition of suicidal behaviour. 

Suicide 

attempts 

Participants were asked if they 

had attempted to take their own 

life in previous 12 months. 

Cha et 

al., 

(2016) 

 

 

Sample 1: 2217 

female and 1087 male 

web-based 

respondents. Sample 

2: 63 female and 37 

male undergraduate 

students. 

Sample 3: 61 female 

and 28 male 

adolescent inpatients 

Investigate potential iatrogenic effects of 

viewing self-injurious thoughts and 

behaviours- related stimuli on participants. 

 

Note: This study was comprised of three 

unique unpublished studies that assessed 

the impact of viewing self-injurious 

thoughts and behaviours- related stimuli 

on participants’ distress and suicidal 

ideation. 

Distress 

 

 

Suicidal 

ideation 

Mood: “How would you rate 

your mood right now?” 

 

Desire to die: “How much do you 

want to die right now?” 

  
 

Crawford 

et al., 

(2011) 

306 females and 137 

males attending 

primary care services 

with signs of 

depression 

Investigate whether screening individuals 

who attended primary care services and 

had signs of depression for suicidal 

ideation led to increases in feelings that 

life was not worth living. 

Suicidal 

ideation 

 

 

Suicide 

attempts 

“In the last two weeks, have you 

felt that your life was not worth 

living/ wished you were dead?” 

 

“In the last two weeks have you 

attempted to take your own life?” 

de Beurs 

et al. 

(2016) 

301 university 

students 

Investigate the effect of questions about 

suicidal ideation on psychological 

wellbeing among healthy participants. 

Distress  The Positive and Negative 

Affective Schedule (PANAS) 

- Negative affect 

Deeley 

& Love 

(2010) 

98 female and 31 

male university 

students 

Examine the potential impact of negative 

mood induction through participation in 

suicidal ideation questionnaire research. 

Distress Mood Monitor: 

Single mood state rating 1 (very  

negative) to 6 (very positive) 
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Eynan et 

al. 

(2014) 

57 female and 63 

male psychiatric 

inpatients who had 

been recently 

discharged 

Examine post-assessment changes in self-

harm and suicide urges of participants. 

Suicidal 

ideation 

 

 

Suicide 

attempts 

‘Urge to suicide’: “Please rate 

your urge to suicide on a scale of 

0-7 (none to severe)” 

 

Self-reported suicide attempts 

Gould et 

al. 

(2005) 

1081 female and 1261 

male high school 

students 

Investigate whether asking about suicidal 

ideation or behaviour during a screening 

program caused distress or increased 

suicidal ideation in high school students, 

and among high-risk students endorsing 

depressive symptoms, substance use 

problems, or previous suicide attempts. 

Distress  

 

 

 

 

Suicidal 

ideation 

Profile of Mood States (POMS) 

- Baseline 

- Immediate 

- Persistent 

 

Suicidal Ideation Questionnaire 

Harris & 

Goh 

(2016) 

151 female and 108 

male individuals from 

a community sample 

Investigate the emotional impact of suicide 

assessment on participants. 

Distress  The Positive and Negative 

Affective Schedule (PANAS) 

- Negative affect 

Law et 

al. 

(2015) 

167 female and 81 

male individuals 

(30% met criteria for 

Borderline 

Personality Disorder)  

Examine whether frequent and repeated 

suicide assessment led to harmful 

consequences such as increased suicidal 

ideation, frequency of suicide attempts or 

self-harm. 

Suicidal 

ideation 

 

 

Suicide 

attempts 

“I thought about committing 

suicide in the last 60 minutes [or 

today].” 

 

“I tried to kill myself in the last 

60 minutes [or today].” 

Reynolds 

et al. 

(2006) 

63 females with a 

current diagnosis of 

borderline personality 

disorder and a history 

of previous suicidal 

behaviour in last 5 

years 

Explore changes in suicidal ideation and 

distress following an assessment of 

suicidality with a high-risk sample, and 

examine the patterns of changes over the 

course of repeated assessments over a two 

year period.  

Suicidal 

ideation 

 

 

Suicide 

attempts 

“What is your urge to kill 

yourself now/harm yourself 

now?” 

 

Suicide Attempt Self-Injury 

Interview (SASII) 
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Robinson 

et al. 

(2011) 

308 high school 

students 

Assess whether screening high school 

students for psychological distress, self-

harm or suicidal ideation caused 

participants distress. 

Distress  Profile of Mood States (POMS) 

- Depression subscale only 

Rivlin et 

al. 

(2012) 

116 female and 119 

male prisoners 

Investigate the effects of taking part in 

detailed interviews about suicidal 

behaviour and contributory factors. 

Distress Visual Analogue Scale (VAS); 

“How happy or sad you are 

feeling right now?” 

Rudd et 

al. 

(2006) 

75 female and 15 

male undergraduate 

students  

 

Compare the emotional impact of exposure 

to warning signs for suicide with exposure 

to warning signs for other medical 

conditions (e.g., diabetes), on measures of 

suicidal ideation and affect. 

Distress 

 

 

Suicidal 

ideation 

PANAS (Negative Affect 

schedule only) 

 

Beck Scale for Suicide Ideation 

(BSS) 

Vaiva et 

al. 

(2006)  

605 patients 

discharged from 

emergency 

department after 

attempted suicide by 

deliberate self-

poisoning 

Examine the effects over one year of 

contacting patients by telephone one 

month- or three months after discharge 

from an emergency department following 

deliberate self-poisoning, compared with 

treatment as usual. 

Suicide 

attempts 

Self-reported suicide attempts 
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Table 2.2. 

Summary of extracted studies included in meta-analyses by study design and outcome 

variable 

 

 

 

 

 

 

 

 

 

 

Study design Distress Suicidal ideation Suicide attempts 

Single group- 

Pre/Post data 

 

 

Biddle et al. (2012)  

Bryan et al. (2009)  

Cha et al. (2016) 

Deeley & Love (2010) 

Gould et al. (2005) 

Harris & Goh (2017) 

Reynolds et al. (2006) 

Rivlin et al. (2012) 

Cedereke et al. (2002) 

Cha et al. (2016) 

Eynan et al. (2014) 

Reynolds et al. (2006) 

 

 

Two groups- Post 

data  

 

 

Bender (2012)  

de Beurs et al. (2017) 

Gould et al. (2005) 

Harris & Goh (2017)  

Robinson et al. (2011) 

Rudd et al. (2006) 

Aseltine et al. (2007) 

Bender (2012) 

Cedereke et al. (2002) 

Crawford et al. (2011) 

Gould et al. (2005) 

Law et al. (2015) 

Rudd et al. (2006) 

Aseltine et al. (2007) 

Cedereke et al. (2002) 

Crawford et al. (2011) 

Vaiva et al. (2006) 
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Table 2.3.  

Mean effect sizes (g) and homogeneity statistics for change in distress levels from pre- to post-exposure to suicide content 

 

 

 

 

 

 

 

 

 

  Effect Size Statistics Homogeneity Statistics 

 N g 95% CI Z p Q (df) p Tau2 I2 

   Lower Upper       

Overall effect 10 -.183 -.268 -.099 -4.244 .000 113.02 (9) .000 .032 92.037 

Format of exposure           

Interview 3 -.262 -.366 -.157 -4.913 .000 1.739 (2) .419 .000 .000 

Non-interview 7 -.033 -.178 .112 -.441 .659 95.839 (6) .000 .033 93.739 
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Table 2.4.  

Mean effect sizes (g) and homogeneity statistics for change in suicidal ideation from pre- to post-exposure to suicide content 

 

 

 

 

 

 

 

  Effect Size Statistics Homogeneity Statistics 

 N g 95% CI Z p Q (df) p Tau2 I2 

   Lower Upper       

Overall effect 6 -.128 -.160 -.095 -7.732 .000 4.491(5) .423 .000 .000 

Age           

Adolescent sample 1 -.221 -.429 -.012 -2.074 .038 0(0) 1.000 .000 .000 

Adult sample 5 -.125 -.158 -.093 -7.501 .000 4.155(4) .385 .000 3.730 
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Figure 2.2. Forest plot examining participants’ pre and post-session levels of distress 

following exposure to suicide-related content. 
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Figure 2.3. Forest plot comparing experimental and control groups on levels of 

immediate distress following exposure to suicide-related content. 
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Figure 2.4. Forest plot comparing experimental and control groups on levels of delayed 

distress following exposure to suicide-related content. 
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Figure 2.5. Forest plot examining participants’ pre- and post-session levels of suicidal 

ideation following exposure to suicide-related content. 
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Figure 2.6. Forest plot comparing experimental and control groups on levels of suicidal 

ideation following exposure to suicide-related content. 
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Figure 2.7. Forest plot comparing experimental and control groups on likelihood of 

attempting suicide following exposure to suicide-related content. 
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Chapter 3 

Linking Chapter  
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One limitation of the analyses conducted in the previous chapter is that all 

studies relied on self-report data. Previous research on suicide has suggested that social 

desirability bias may effect participants’ willingness to honestly respond to items 

assessing their reactions to research participation (Harris & Goh, 2017). Furthermore, 

research has also shown that participants are generally unwilling to report negative 

study reactions (Miotto & Preti, 2008). Therefore, the aim of the subsequent study was 

to move beyond self-report data to investigate potential behaviour indicators of 

participant distress during survey completion by examining participants’ behavioural 

response patterns and utilisation of research safety features in online surveys. This 

method provides an alternative way of examining how participants experience 

involvement in suicide-related research.   
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Chapter 4 

Participants’ experiences of involvement in online suicide 

research: Behavioural response patterns and utilisation of 

research safety protocols  
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Abstract 

One concern when designing suicide research is whether asking about suicide increases 

distress or suicide risk in participants. This concern is relevant in online research as 

researchers cannot control the conditions under which participants complete web-based 

research. The aim of this study was to investigate behavioural indicators of distress 

during two online surveys on suicide. University students aged 17-74 years responded 

to a range of questions including positive, life-oriented questions, suicide-specific 

questions, potentially distressing questions on psychological functioning, and neutral 

demographic questions. Results showed overall drop-out rates in both surveys were low, 

and below expected for online surveys of a similar length on psychological constructs 

unrelated to suicide. Furthermore, participants were no more likely to drop-out 

following suicide-related questions compared to other question types, and use of the 

“Discontinue the survey” button was low in the initial survey and non-existent in the 

follow-up survey. Moreover, most participants were willing to complete a similar 

follow-up survey they knew would contain similar questions. Follow-up survey items 

revealed the experience of distress during participation may have motivated participants 

to seek help. These findings should be considered by ethics committees when 

conducting risk-benefit analyses on decisions related to the management of suicide 

research. 
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Participants’ experiences of involvement in online suicide research: Behavioural 

response patterns and utilisation of research safety protocols 

One concern when designing suicide research is whether asking about suicide 

creates distress or prompts suicidal ideation in research participants. Ethics committees 

fear that exposure to suicide content may lead to an increased risk for suicide in 

participants (Lakeman & Fitzgerald, 2009a), and researchers worry about including 

suicidal individuals in their research (Lakeman & Fitzgerald, 2009b). This issue is 

particularly relevant in online research as researchers cannot control the conditions 

under which participants complete web-based research (Whitlock, Pietrusza, & 

Purington, 2013). If participants are adversely impacted by participation in online 

research they may not have the ‘safety net’ of another person present to turn to, and help 

alleviate any distress they may experience in the same way that the presence of a 

researcher in an offline context can provide (British Psychological Society, 2007).  

Therefore, ethics committees require researchers to include specific safety 

protocols which take into account the nature and constraints of online research designs 

to ensure participant safety and wellbeing (The National Health and Medical Research 

Council, 2007). For example, in online surveys where there is no immediate direct 

experimenter contact and support, and where participation may be anonymous, ethical 

review boards may require an “escape” or “Discontinue the survey” button on each 

survey page. By choosing to click on this button, participants can opt to discontinue the 

survey at any time and directly access a help page listing contact information for 

available resources of assistance. This safety feature ensures if any specific content 

causes distress, a participant can actively end their participation and access information 

about help resources immediately. 
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Conclusions from previous reviews indicate that exposure to suicide content 

offers significant, albeit small, benefits to research participants, and do not support the 

conclusion that asking about suicide prompts undue distress or increases suicidal 

ideation or behaviours (Blades, Stritzke, Page, & Brown, 2018; Dazzi, Gribble, 

Wessely, & Fear, 2014; DeCou & Schumann, 2017). Furthermore, qualitative research 

using online (Whitlock et al., 2013) and offline (Rivlin, Marzano, Hawton, & Fazel, 

2012) methods has shown that participation in suicide research can lead to benefits such 

as promoting self-reflection or providing participants with an opportunity to talk 

through their experiences in a way they find “cathartic”. However, a limitation of 

previous studies is that they rely on self-report data. One way to move beyond self-

report data to investigate how participants experience involvement in suicide research is 

to examine behavioural response patterns and utilisation of research safety protocols in 

online surveys. 

One benefit of the online delivery of a survey is that it is possible to evaluate at 

what point during a survey participants choose to withdraw their participation by simply 

discontinuing (e.g., closing the browser) or by using the “Discontinue the survey” 

button. Firstly, one can examine if the drop-out rates from a suicide-related online 

survey are higher than those reported in systematic analyses of drop-out rates in online 

surveys on psychological constructs not related to suicide. Based on an algorithm by 

Hoerger (2010), 10% of participants would be expected to drop-out immediately after 

beginning a web-based survey, and an additional 2% of participants would be expected 

to discontinue after every subsequent 100 survey items administered. If it was the case 

that the two surveys administered in the current study were particularly distressing, then 

one would expect the drop-out rate to exceed 12-14% (i.e., 10% +2% for each 

additional 100 questions), given the initial and follow-up surveys comprised 118 and 
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114 items, respectively. As such, the first behavioural indicator of distress examined 

was the overall drop-out rate at the end of the survey. 

Secondly, differential drop-out rates can be examined to see whether participants 

are any more likely to drop out following certain types of questions. For example, if it is 

the case participants are more likely to drop out of a survey following questions about 

suicide compared to other types of questions, this would suggest that responding to the 

suicide content leads to greater discomfort, and therefore higher levels of study drop-

out, compared to responding to non-suicide related content. However, if there were no 

differences between the drop-out rates associated with suicide and non-suicide related 

questions, it could be concluded that responding to suicide-related questions is no more 

likely to lead to greater discomfort, and hence study drop-out, compared to other types 

of questions. Therefore, the second behavioural indicator of distress is the conditional 

probability that an individual would drop out of the survey following suicide-specific 

questions, given that they had not dropped out up until this point (i.e., the hazard rate). 

Thirdly, in the current study and in previous studies which have employed a 

“Discontinue the survey” button (e.g., Collins, Stritzke, Page, Brown, & Wylde, 2017), 

participants were explicitly told on the information sheet and prior to giving consent 

that, if at any time during the survey they felt distressed as a result of the questions, they 

could click on the “Discontinue the survey” button and immediately be redirected to a 

list of help resources located at the end of the survey. Therefore, one could assume that 

frequent use of the “Discontinue the survey” button would indicate greater levels of 

distress, and consequently a desire to access help information immediately. If specific 

survey questions such as those relating to suicide cause greater distress than other 

questions not related to suicide, then the behavioural response of selecting the 

“Discontinue the survey” button to access the help information should be more frequent 
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following suicide related content than following non-suicide related content. Therefore, 

use of the “Discontinue the survey” button could be viewed as a third behavioural 

indicator of distress. 

Finally, a fourth behavioural indicator of distress that could be examined is the 

number of participants who provide consent to be contacted to take part in a similar 

suicide related follow-up survey. If it is the case that participants are unduly distressed 

by the initial survey, one could assume that they would be less likely to volunteer to 

sign up to take part in a similar follow-up survey in the future. However, high levels of 

agreement to be contacted to participate in a follow-up survey would indicate that to the 

extent that participants experienced distress during the initial survey, this distress was 

not sufficient to stop them from wanting to complete a similar survey in the future. 

In sum, the aim of the current study was to investigate behavioural indicators of 

distress during two online surveys on suicide administered four weeks apart. If suicide-

related online surveys cause undue distress, it was expected: (1) overall survey drop-out 

rates would be higher than those expected for non-suicide related surveys, (2) the 

probability of drop-out after suicide-related questions would be higher than after non-

suicide related  questions, (3) use of the “Discontinue the survey” button would be 

greater following suicide-specific questions, compared to non-suicide-specific 

questions, and (4) willingness to be contacted to take part in a similar follow-up survey 

would be low.  

Method 

Participants  

Six hundred and seventy university students aged 17-74 years (median age = 22) 

took part in the initial survey. Of those who responded to the question on gender (N = 

593); 69% were female. Two hundred and forty-one students aged 17-74 years (M = 
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25.95, SD = 10.53) took part in both the initial and follow-up surveys; the majority 

(71%) were female. Out of the 647 participants who responded to the question on 

suicidal ideation in the initial survey, 314 participants (48.53%) reported having thought 

about suicide in the past year. Furthermore, out of the 641 participants who responded 

to the question on suicide attempts, 80 participants (12.48%) reported one or more 

lifetime suicide attempts. 

Procedure and Measures 

The Zest for Life at UWA: Engage, Belong and Seize the Day online survey was 

developed by the Health Promotion Unit in conjunction with the School of 

Psychological Science at the University of Western Australia. The aim of the university-

wide survey was to improve students’ university experience by looking at well-being, 

resilience, and psychological distress in order to better understand how to effectively 

support students. The survey was distributed to participants via an online email link 

which was sent to all students currently enrolled in the university. Participants were 

informed that participation was voluntary and anonymous, and would take 

approximately 15 minutes to complete.  

The information sheet informed participants they may find some survey 

questions distressing but they could choose to end their survey participation by selecting 

the “Discontinue the survey” button which was located at the bottom of each survey 

page. The inclusion of this button was to address a specific concern of the university 

ethics committee who feared that participants who simply dropped out of the survey by 

exiting their browser would do so without the provision of help resources and the 

encouragement to use this information if needed. Although this button was included 

there was nothing preventing participants from just closing their web browser and 

ending their participation without first accessing this help page. The help page provided 
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a list of free support services including contact details for crisis help lines, on-campus 

support, and community support. Participants were told that because the survey was 

anonymous, direct assistance or support for those whose responses were suggestive of 

an elevated risk of self-harm would not be possible, and therefore the same list of 

resources was provided to all participants at the conclusion of the survey. 

Next, participants were asked to create an eight-digit “unique code” consisting 

of their day of birth, month of birth, and the final four digits of their eight-digit student 

number. This allowed researchers to link initial and follow-up survey data without the 

need for respondents to reveal identifying information ensuring survey responses were 

completely anonymous. 

Participants then responded to a variety of questionnaire measures including (a) 

positive, life-oriented questions, (b) questions specific to death and suicide, (c) 

potentially distressing questions on general psychological functioning, and (d) neutral 

demographic questions. The survey began with a “positive” questionnaire, the Zest for 

Life Scale, which asked about an individual’s positive outlook and engagement with 

life. The survey began in this way because of explicit instructions by the university’s 

ethics committee who said the survey must start on a “positive” note. As such, the 

questionnaires were not counterbalanced. Next, participants responded to a block of 

suicide-specific questions such as frequency of suicidal ideation, number of previous 

suicide attempts, and current intention of dying by suicide. This was followed by 

questionnaires assessing non-suicide specific psychological distress such as 

hopelessness and interpersonal risk factors for suicide (thwarted belongingness, 

perceived burdensomeness). Next, participants responded to another positive 

questionnaire which assessed mindfulness, before responding to another block of 

questionnaires assessing non-suicide specific distress such as feelings of entrapment. 
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Finally, participants responded to a questionnaire on “flourishing”, followed by a 

number of neutral demographic questions. The positioning of the flourishing 

questionnaire near the end of the survey was also required by the university’s ethics 

committee to ensure the survey finished on a “positive” note. At the end of the survey, 

participants were given the option to agree to be contacted in four weeks’ time to 

complete a follow-up survey.  

The follow-up survey was distributed four weeks after the close of the initial 

survey. This survey was almost identical to the initial survey with a few minor 

differences. In the follow-up survey, participants were asked about the frequency of 

suicidal ideation and suicide attempts in the past four weeks. The delivery of the follow-

up survey also provided an opportunity to examine whether the findings of the initial 

survey could be replicated, and whether participating in the initial and follow-up 

surveys had a cumulative effect on participants. Participants were asked about any 

residual effects following participation in the initial survey, such as negative and 

positive ruminations related to the survey content, as well as any effects participation 

may have had on their awareness of, and level of comfort in, accessing avenues of 

support.  

The survey measures were administered in the following order. The number 

following the name of each questionnaire measure refers to its order in the survey as 

shown in Figure 1. 

Zest for Life Scale. (1)(ZLS; George, Stritzke, Page, & Brown, 2020). The 12-

item ZLS measures an individual’s zest for life, engagement with life, and positive 

outlook on life. Participants responded to statements such as “I look forward to each 

new day” on a 9-point Likert scale, with responses ranging from 0 (Not At All) to 8 

(Very Strongly).  
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Acquired Capability With Rehearsal for Suicide Scale. (2)(ACWRSS; 

George, Page, Hooke, & Stritzke, 2016). The seven-item ACWRSS measures an 

individual’s capability to engage in suicide, specifically measuring mental and 

behavioural preparedness, pain tolerance, and fear of death. Participants responded to 

statements indicating the degree to which they agreed with each statement, ranging from 

0 (Not at all) to 8 (Very strongly). An example item is “I have thought of ways to kill 

myself that would be the least difficult for me to pull off”.  

Self-Injurious Thoughts and Behaviors Items. (33, 4, 5, 6, 7, 8) Five items 

from the Self-Injurious Thoughts and Behaviors Interview (SITBI; Nock, Holmberg, 

Photos, & Michel, 2007) were used to measure the frequency of an individual’s suicidal 

thoughts, suicidal gestures, previous suicide attempts, non-suicidal self-injury ideation, 

and non-suicidal self-injury attempts. An example item is “How many times in the past 

year have you thought about suicide?”.  

Suicide Risk. (9, 10, 11). Arguably the most confronting questions were those 

assessing current suicidal intent and readiness. Current suicide risk was assessed using 

the following three items to measure an individual’s intent and likelihood of dying by 

suicide, and their readiness for doing so: (1) “I have no intention of killing myself in the 

near future”; (2) “It is very unlikely that I would suicide anytime soon”; and (3) “If I 

wanted to kill myself, I feel ready to do so”. Responses were made on a 9-point Likert 

Scale, ranging from 0 (Not at all) to 8 (Very Strongly).  

Interpersonal Needs Questionnaire. (12)(INQ; Van Orden, Witte, Gordon, 

Bender, & Joiner, 2008). The 15-item INQ contains two subscales: (1) thwarted 

                                                             
3 Note that prior to the presentation of the first SITBI item on the screen participant were told that the 

following questions would ask about “thoughts and experiences related to suicide and self-injurious 

behaviours”.  As participants had the opportunity to withdraw from the survey at this point using the 

“Discontinue the survey” button, we have treated this survey page as a separate suicide-related content 

page. 



BEHAVIOURAL RESPONSES IN ONLINE SUICIDE SURVEYS 

  96 

 

belongingness: the extent to which an individual feels connected to others, and (2) 

perceived burdensomeness: the extent to which an individual feels like a burden on 

others. Responses were made on a 7-point Likert scale, ranging from 0 (Not at all true 

for me) to 6 (Very true for me). Example items are “The people in my life would be 

happier without me” (perceived burdensomeness) and “I often feel like an outsider in 

social gatherings” (thwarted belongingness).  

Kessler Psychological Distress Scale. (13)(K-10; Kessler et al., 2002). The 10-

item K10 is a non-specific measure of psychological distress with a reference period of 

the past four weeks. Responses were made on a 5-point Likert scale, ranging from 1 

(None of the time) to 5 (All of the time). An example item is “In the past 4 weeks, about 

how often did you feel tired out for no good reason?”.  

Beck Hopelessness Scale (short version BHS). (14)(Forintos, Rózsa, Pilling, & 

Kopp, 2013).  Four items were included as a measure of an individual’s level of 

hopelessness. Participants responded to statements on a 4-point Likert scale from 0 (Not 

Typical) to 3 (Typical). An example item is “My future seems dark to me”.  

The Mindful Attention Awareness Scale (short version MAAS).(15) The 5-

item short version of the MAAS (short version MAAS: Van Dam, Earleywine, & 

Borders, 2010) adapted from the 15-item MAAS (Brown & Ryan, 2003) measured an 

individual’s level of mindfulness. Responses were made on a 6-point Likert scale from 

1 (Almost Never) to 6 (Almost Always). An example item is “I find myself doing things 

without paying attention”.  

Entrapment. (16)(Gilbert & Allan, 1998). 16 items were included to measure 

the degree to which an individual felt “entrapped”. Responses were made on a 5-point 
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Likert scale from 0 (Not at all like me) to 4 (Extremely like me). An example item is “I 

often have the feeling that I would just like to run away”.  

Ruminations about Antecedents of Suicide Scale. (17)(RASS; Brown, 

Stritzke, & Page, 2018). The 18-item RASS measures the degree to which a specific 

thought would remain in an individual’s mind. Responses were made on a 7-point 

Likert scale from 0 (Just fleeting) to 6 (All consuming). Fifteen items were adapted from 

the Interpersonal Needs Questionnaire (Van Orden et al., 2008) and three items were 

adapted from George et al.’s (2016) ACWRSS scale to measure the intensity of an 

individual’s ruminative thoughts about fearlessness of death, pain tolerance, and mental 

rehearsal for self-harm. An example item is “The people in my life wish they could be 

rid of me”.  

Flourishing Scale. (18)(Huppert & So, 2013). The 10-item flourishing scale 

measured an individual’s experience of life going well which is a combination of 

feeling good and functioning effectively. An example item is “Most days I feel a sense 

of accomplishment from what I do”.  

Demographic information. (19) Participants were asked about their gender, 

age, ethnicity, study mode (full-time or part-time), type and year of study (e.g., 

undergraduate), living arrangements, employment status, and membership with clubs or 

societies. 

Consent. (20) Following the questions on demographics, participants were 

asked if they consented to be contacted for a similar follow-up survey in four weeks’ 

time. As participants still had the opportunity to withdraw from the survey at this point 
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using the “Discontinue the survey” button, we have treated this item as the final content 

page. 

Participant feedback. The following questions were included only in the 

follow-up survey to examine any possible residual effects of participating in the initial 

survey administered four weeks prior. Participants responded to the following 

statements: (1) Answering some of the questions on this survey caused me to feel upset; 

(2) Answering some of the questions on this survey caused me to think more deeply 

about my life; (3) Between completing the first survey and this one, I found myself 

thinking again about some of the questions, and I found those thoughts upsetting; and 

(4) Between completing the first survey and this one, I found myself thinking again 

about some the questions, and I found those thoughts have helped me. Responses were 

made on a 5-point Likert scale, ranging from to 0 (Not at all true) to 4 (Very true) with 

higher scores indicating higher levels of agreement. Participants also responded to three 

‘Yes’/‘No’ questions which assessed individuals’ awareness of, and level of comfort in, 

accessing avenues of support: (1) “Participating in the survey has made me more aware 

of available support”; (2) “Participating in the survey has made me more comfortable 

in seeking help if I needed it”; and (3) “Since participating in the survey I have made 

use of the information regarding support for UWA students”. 

Results 

Out of the 647 participants who responded to the question on suicidal ideation in 

the initial survey, 314 participants (48.53%) reported having thought about suicide in 

the past year. Furthermore, out of the 641 participants who responded to the question on 

suicide attempts, 80 participants (12.48%) reported one or more lifetime suicide 

attempts. 
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Initial Survey 

Overall drop-out rate and drop-out as a function of question type. The 

overall pattern of drop-out across all measures was low and stable (see Figure 1). Out of 

the 670 participants who began the survey, 11.8 percent dropped out before the end of 

the survey. This is slightly below the expected drop-out rate of 12-14% for online 

surveys of similar length measuring non-suicide-related psychological constructs 

(Hoerger, 2010).  

The hazard rate is the probability that an individual will drop out of the survey at 

the point of a particular questionnaire, given that they have not dropped out of the 

survey up until this point. The hazard rate associated with the most direct questions on 

suicide which asked about an individual’s current intention and likelihood of dying by 

suicide, and readiness for doing so was zero.  

Use of “Discontinue the survey” button. During the initial survey, seven out of 

670 participants (1.04%) chose to withdraw from the survey by clicking on the 

“Discontinue the survey” button. Participants had been informed that clicking on this 

button would direct them to support resources. Importantly, no participant used this 

button following suicide-related questions.  Three participants actively withdrew before 

the start of the survey after reading the information page, one after entering a unique 

identification code (i.e., before commencing any survey questions), one after the zest for 

life questionnaire (i.e., first questionnaire of the survey which only included positive 

content), one after the entrapment questionnaire (i.e., in the last quarter of the survey 

after questionnaire number ‘16’), and one after the consent page for the follow-up 

survey (i.e., after the final page before the help resources page). In sum, four of the 

seven uses of the “Discontinue the survey” button occurred before commencing any 

survey questions, and one additional use occurred right after the first questionnaire 



BEHAVIOURAL RESPONSES IN ONLINE SUICIDE SURVEYS 

  100 

 

which only included positive content, of the remaining two button uses, one occurred at 

the very end immediately prior to the help page itself. None occurred after suicide-

specific questions.  

Consent for follow-up contact. The vast majority of participants (89.3%) 

agreed to be contacted for a follow-up survey they knew would contain similar 

potentially distressing questions and suicide-related content. 

Follow-Up Survey 

Overall drop-out rate and drop-out as a function of question type. Out of the 

241 participants who began the follow-up survey, twenty-six (10.8%) participants 

dropped out before the end of the survey. As such, the pattern of drop-out across survey 

items was almost identical to the pattern seen in the initial survey. Likewise, replicating 

the pattern in the initial survey of the probability of drop-out after the most direct 

suicide questions, the hazard rate associated with time intervals where participants 

respond to questions about their intention, likelihood, and readiness for suicide, was 

again zero.  

Use of “Discontinue the survey” button. No participant chose to withdraw 

from the survey by clicking on the “Discontinue the survey” button during the follow-up 

survey. 

Taken together, these findings indicate that there was no systematic drop-out as 

a function of responding to suicide-related web-based survey items during either the 

initial or follow-up survey. 

Self-reported levels of participant distress. Nearly ninety percent (89.6%) of 

participants reported little or no distress when asked whether answering follow-up 

survey questions had caused them to feel upset. A small proportion of participants 

(10.4%) endorsed experiencing discomfort in response to answering some questions on 
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the follow-up survey. To further understand individuals’ experiences of participating in 

the survey, participants were compared based on their responses to the following 

statement: Answering some of the questions on this survey caused me to feel upset. 

Participants responded to this statement indicating their level of agreement on a 5-point 

Likert scale from 0 (Not at all true) to 4 (Very true). Individuals who responded to the 

statement with a score greater than ‘2’ were placed in the “upset” group, and those who 

responded with a ‘2’ or less were placed in the “non-upset” group. The upset group was 

more likely to have experienced upsetting thoughts between the initial and follow-up 

survey compared to the non-upset group, however they were also more likely to have 

indicated the survey had caused them to think more deeply about their lives. On 

average, participants in both the upset and non-upset groups scored on the mid-range of 

the scale, indicating that they found the thoughts which came up between the initial and 

follow-up survey to be neither helpful nor unhelpful. Importantly, one third of 

participants in the upset group reported that participating in the initial survey made them 

feel more comfortable in seeking help, and 17% of participants had already made use of 

the support information provided since completing the survey.  

Discussion 

The aim of the current study was to examine behavioural response patterns and 

utilisation of research safety protocols in two online surveys to investigate the impact of 

exposure to suicide-related content in an online survey context. Results showed that 

overall survey drop-out rates in the initial and follow-up surveys were low. Indeed, the 

rates were slightly lower than what would be expected for online surveys of a similar 

length on psychological constructs not related to suicide (Hoerger, 2010). As the overall 

drop-out rates associated with the initial and follow-up survey did not exceed the 

predicted drop-out rate based on the number of survey items, then one could conclude 
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that responding to suicide-related questions in online surveys is no more distressing 

than responding to questions on other psychological constructs unrelated to suicide.  

Secondly, the probability of dropping out of the initial and follow-up survey was 

no more likely following suicide-specific items, compared to other types of survey 

items unrelated to suicide. As there was no difference between rates of drop-out 

following suicide-related items and non-suicide-related items, this indicates that 

responding to suicide questions is no more likely to lead to increased distress, and 

consequently a desire to drop-out, compared to other questions unrelated to suicide.  

Thirdly, use of the “Discontinue the survey” button which participants had been 

informed they could click on at any time if they felt distressed by the survey questions, 

and by doing so would be immediately directed to help information, was very low (n = 

7) in the initial survey. Importantly, no participant used this safety feature following 

suicide-specific questions. Furthermore, no participant made use of the button in the 

follow-up survey. The very low frequency of use of this button in the initial survey and 

total absence of use in the follow-up survey given that participants were told to use this 

button if they felt distressed by the survey content suggests that overall, participants did 

not feel unduly distressed by responding to the survey questions on two separate 

occasions. Moreover, given the button was not used following suicide-related questions, 

this suggests that these questions were no more likely to lead to greater distress and a 

desire to access help information immediately, compared to survey questions unrelated 

to suicide. Given that this button was not used by any participant in the follow-up 

survey, there was also no evidence of a cumulative effect of responding to suicide-

related content in online surveys twice over a four week period. It is possible, however, 

that although no participant made use of this button in the follow-up survey, participants 
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may have previously accessed and saved this information during the initial survey, and 

therefore did not need to click on the button again to re-access this information. 

Finally, participants reported high levels of agreement to be contacted to 

participate in a follow-up survey they knew would contain similar potentially 

distressing questions and content. Thus, any distress participants experienced in the 

initial survey was negligible and did not stop them from being willing to complete a 

survey of a similar nature for a second time.  

These findings have several implications for the safe conduct of suicide-related 

online research. Decisions on whether to include additional safeguards in research 

designs to reduce vulnerability to harm should be based on the best available evidence 

(Blades et al., 2018; DuBois et al., 2012). Overall, the present behavioural evidence 

suggests that in a sample of undergraduate university students, a significant proportion 

(48.53%) of which had reported thinking about suicide in the last 12 months and 

lifetime suicide attempts (12.48%), experienced little discomfort when answering 

assessment questions related to suicide in a self-administered survey. Dropout rate was 

low and was not differentially associated with suicide related items, nor did participants 

make use of the escape button following specifically suicide related content. This 

suggest that the current safety protocol was more than sufficient, and the use of 

additional features such as a ‘Discontinue the survey’ button linked to help resources 

was not utilized by participants in response to suicide related content. However, given 

that this help feature is not particularly onerous or restrictive for researchers to 

implement, its continued use can be justified as erring on the side of caution. 

Nonetheless, ethics committees should not impose overly restrictive additional 

safeguards if the available evidence suggests they are not being used by participants.  
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Furthermore, responses to follow-up survey items which investigated 

participants’ experiences of taking part in the surveys revealed participation in the 

current study led to beneficial effects for participants. For example, although a small 

number of participants reported feeling “upset” during the follow-up survey, these 

individuals were also more likely to indicate that the survey had caused them to think 

more deeply about their lives. This group of participants were also more likely to have 

made use of the support information provided in the initial survey in the previous four 

weeks, compared to participants who did not report feeling “upset” by the survey 

questions. Thus, participants’ experiences of feeling upset as a result of survey 

participation may have actually motivated them to seek help. These beneficial effects 

are consistent with previous research showing that completing an online survey on 

suicide provided participants with opportunities for self-reflection which for some led to 

reflections about the need to re-engage with or seek professional support (Whitlock et 

al., 2013). As such, this is a benefit against which the vulnerability to experiencing 

some distress when responding to suicide related content must be considered during an 

ethical cost-benefit analysis of safety protocols imposed on online suicide research 

(Blades et al., 2018; The National Health and Medical Research Council, 2007, p. 14). 

It should be noted however that the consequence of “thinking more deeply” following 

participation in the survey may have led to rumination, and could be a less positive 

outcome if this individual is not being appropriately supported. Similarly, the fact that 

participants were more likely to have sought outside help if they were upset by the 

survey questions could be interpreted to mean that the survey was so distressing it 

required individuals to seek outside help. 

Strengths and Limitations 



BEHAVIOURAL RESPONSES IN ONLINE SUICIDE SURVEYS 

  105 

 

The current study has a number of strengths. The novel approach of examining 

behavioural response patterns and utilisation of research safety protocols to assess the 

impact of exposing research participants to suicide-related content complements and 

extends existing studies which rely on self-report data. A second strength of the study 

was the longitudinal survey design which allowed for the examination of potential 

residual effects of participation in the initial survey in the subsequent four weeks. 

Finally, this study also examined the direct impact of participation in suicide research 

on participants’ help-seeking behaviour and utilisation of sources of support in the time 

following participation in the initial survey. 

The findings should be interpreted with some limitations in mind. First, the 

questionnaire measures in the surveys were not counterbalanced. This was due to 

instruction by the university’s ethics committee requiring a balance between “positive” 

(non-suicide) and “negative” (suicide-related) questions throughout the survey, and the 

positioning of certain types of questions such as beginning and ending the survey on a 

“positive” note. Given the fixed order of survey items, drop-out rates and use of the 

“Discontinue the survey” button may have been higher if these restrictions had not been 

put in place. For example, if the block of suicide questions had been positioned at the 

end of the survey rather than near the start of the survey following a “positive” 

questionnaire, fewer participants might have agreed to be contacted for a follow-up 

survey as a result of potential recency effects of negative affect prompted by the 

immediately preceding exposure to suicide related content (de Beurs, Ghoncheh, 

Geraedts, & Kerkhof, 2017).  

A second limitation of the current survey design was that it did not include a 

control group and therefore causal inferences about the effect of including suicide-

related content could not be made. However, a previous study which randomised 
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participants to complete an online survey which included suicide-related questions, or a 

near identical survey that did not include suicide-related questions to investigate the 

effects of responding to suicide questions on participants’ affect showed that regardless 

of which survey they completed, participants did not differ on negative affect measured 

at post-survey, after controlling for pre-survey negative affect (Harris & Goh, 2017). 

Furthermore, when asked to indicate which specific items had caused them distress, no 

participant made mention of any of the suicide-related questions but instead implicated 

questions on loneliness and social support (Harris & Goh, 2017).  

Finally, it should also be acknowledged that it was not possible to collect 

demographic information from those participants who chose to drop-out of the survey 

prior to the presentation of these questions 

Conclusions 

The current study examined behavioural response patterns and utilisation of 

research safety protocols in online surveys to investigate the impact of exposure to 

suicide-related content in an online survey context. The findings provide further 

evidence that exposure to suicide-related content in research studies offers benefits to 

university students, and did not support the conclusion that participating in online 

surveys on suicide is unsafe for this population. Based on the current findings, more 

restrictive protocols put in place by ethics committees would be uncalled particularly in 

light of the fact that participation offers benefits and there is no evidence that 

participants experience any undue distress during or in the four weeks after survey 

completion. Furthermore, the beneficial effects observed in the current study should be 

considered by ethics committees when conducting the risk-benefit analyses required for 

decision making about online suicide research. 
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One limitation of the previous study which investigated potential behavioural 

indicators of participant distress was that the survey design employed in the study did not 

include a control condition, where participants were not asked to respond to suicide-related 

survey items. As such, it was not possible to make causal inferences about the effects of 

responding to suicide-related content. Therefore, in order to investigate the impact of 

responding to suicide-related content, the subsequent study will employ a pre-test / post-test 

quasi-experimental online survey design where participants are randomly assigned to 

complete one of two surveys: (1) a survey which includes suicide-related content; or (2) an 

almost identical survey which does not include suicide-related content.  

Furthermore, as shown in the previous study, participants reported higher levels of 

awareness of, and level of comfort in, accessing avenues of support following survey 

participation. In the follow-up survey, participants also reported having made use of the help 

information that had been provided in the initial survey in the four weeks following survey 

completion. Moreover, participants who reported feeling “upset” during the follow-up survey 

were more likely to have made use of the support information, compared to participants who 

did not report feeling “upset” by the survey. These findings suggest that feeling upset 

following participation in suicide research may not necessarily be a negative outcome, and 

may motivate help-seeking behaviour. This idea is somewhat supported by previous 

qualitative research which showed that completing an online survey on suicide led to 

increased levels of self-reflection, and for some participants these reflections resulted in 

realisations about the need to re-engage with, or seek professional support (Whitlock, 

Pietrusza, & Purington, 2013). Together, these findings suggest that experiencing negative or 

uncomfortable emotions may motivate participants to seek help, and more broadly that 

participation in online surveys on suicide may offer help-seeking-related benefits to 
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participants. Therefore, the subsequent study will also investigate the effects of exposure to 

suicide content on participants’ distress management preferences e.g., professional help-

seeking.  
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Abstract 

Previous research has indicated that participation in suicide research may motivate help-

seeking behaviour (Whitlock, Pietrusza, & Purington, 2013). To date, no study has directly 

tested the impact of exposure to suicide-related content on participants’ likelihood of seeking 

help from others, whilst accounting for self-management of any distress experienced. The 

aim of the present study was to investigate participants’ distress management preferences, 

and examine whether there were any differential effects of survey participation on distress 

management preferences between those with and without a history of suicidality. The study 

employed a pre-test / post-test quasi-experimental online survey design. Participants were 

randomised to either an experimental condition, where participants responded to suicide-

specific questions, or a control condition, where participants responded to a similar survey 

without suicide-related content. Results showed that, regardless of condition, participants 

report a preference for managing distress on their own. Moreover, to the extent that 

participants did report higher distress, this was associated with a higher likelihood of seeking 

help from others. These findings suggest that exposure to suicide content in research settings 

may motivate help-seeking behaviours. Implications for how ethics committees view the 

benefits and costs of exposure to suicide-related content in research settings are discussed.  
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Impact of exposure to suicide content on distress management preferences in an online 

survey: Managing on one’s own versus seeking help from others 

Research into why people suicide involves careful practice to ensure research does not 

lead to harm. One regularly cited concern of ethics committees is that exposing participants 

to suicide-related content may lead to deleterious effects for participants, such as increased 

distress or risk for suicide (Lakeman & Fitzgerald, 2009a). Furthermore, there are specific 

concerns from both ethics committees and researchers about involving individuals who are 

currently suicidal or have a recent history of suicidal thoughts or behaviours for fear it may 

exacerbate risk (Lakeman & Fitzgerald, 2009a; Lakeman & Fitzgerald, 2009b).  

In the case of online research designs involving suicide content where participants 

have little or no direct contact with researchers, there is additional concern about participant 

safety and wellbeing (British Psychological Society, 2007). Hence, ethics committees may 

require additional safety protocols in online research designs. For example, in online surveys 

which include suicide-related items researchers have been asked to include a “Discontinue 

the survey” button on each survey page (e.g., Blades, Stritzke, Page, & Brown, 2019; Collins, 

Stritzke, Page, Brown, & Wylde, 2017). This safety feature is aimed to ensure that, if any 

specific survey content causes distress, participants can actively end their participation and 

immediately access information about help resources. 

Despite these concerns, recent meta-analytic findings indicated exposing research 

participants to suicide content led to significant, albeit small, benefits such as reductions in 

suicidal ideation, as well as a lesser likelihood of engaging in suicidal behaviour in the time 

following research participation (Blades, Stritzke, Page, & Brown, 2018). This meta-analysis 

also included samples commonly classified as “high-risk” including individuals recently 

discharged from the emergency department following a suicide attempt (Aseltine, James, 
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Schilling, & Glanovsky, 2007), individuals with borderline personality disorder (Law, Furr, 

Arnold, Mneimne, Jaquett, & Fleeson, 2015), and individuals with a history of suicidal 

thoughts and behaviours (Reynolds, Lindenboim, Comtois, Murray, & Linehan, 2006). 

Importantly, the findings showed that the benefits associated with exposure to suicide content 

were not moderated by sample type (e.g., clinical populations or individuals with a history of 

suicidal behaviour vs. non-clinical, community samples) (Blades et al., 2018). Thus, the 

benefits of exposure to suicide content were also relevant for individuals considered “high 

risk”.  

Another recent meta-analysis which investigated the iatrogenic effects of assessing 

suicidality found no significant negative effects on immediate, short-term (two days later) or 

long-term (two years later) follow-up assessments (DeCou & Schumann, 2017). Additional 

analyses also revealed no iatrogenic effects of assessing suicidality of participants considered 

to be “high risk” or from vulnerable populations. One limitation common to the studies 

included in the above meta-analyses is that they all relied on self-report data.  

One study employed an alternative approach to examine the effects of exposure to 

suicide content on participants by examining behavioural response patterns and utilisation of 

research safety protocols during participation in an initial and follow-up survey on suicide 

(Blades et al., 2019). There was no evidence that exposure to suicide-related content was so 

distressing that it would prompt participants to discontinue the survey. That is, (a) overall 

drop-out rates were low (~10%) in both the initial and follow-up survey, (b) the probability of 

dropping out of the survey following arguably the most confronting question on suicide (i.e., 

current intent for suicidal behaviour) was zero, and (c) use of a “Discontinue the survey” 

button to access help information was very low (7 out of 670; 1.04%) in the initial survey, 
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with none of these uses occurring after suicide-related questions, and not a single participant 

using this “safety” feature in the follow-up survey.  

Furthermore, items in the follow-up survey designed to investigate potential residual 

effects of participating in the initial survey indicated that although some participants (10.4%) 

reported feeling “upset” by some of the questions in the follow-up survey, these individuals 

were also more likely to say the survey caused them to think more deeply about their lives 

(Blades et al., 2019). Moreover, this same group of individuals were also more likely to have 

made use of the help information provided in the initial survey in the subsequent four weeks, 

compared to those participants who did not report feeling upset (17% vs. 10%). This may 

suggest that experiencing distress during or after survey completion may not necessarily be a 

“negative” outcome, and may in fact motivate individuals to seek help. 

If it is the case that experiencing distress in suicide-related research motivates 

participants to seek help then heightened distress in itself as a result of participation may not 

necessarily be a negative or harmful outcome. In fact, according to the Australian National 

Statement on Ethical Conduct in Human Research (2007; ‘National Statement’), if research 

can offer direct benefits to participants, participants may be willing to assume a higher risk 

than they otherwise would (The National Health and Medical Research Council, 2007). 

Moreover, the National Statement asserts researchers must balance the potential risks and 

benefits of research on participants, while respecting participants’ rights to autonomy and 

taking into account other important ethical principles such as respect and justice for 

participants. As argued by Blades and colleagues (2018), injustice occurs when would-be 

participants are systematically excluded from suicide-related research despite the fact that the 

available evidence suggests that participating in this research may result in decreased risk for 

suicide or improve lives, including for individuals considered to be vulnerable or “at-risk” 
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(Blades et al., 2018). Therefore, if it is the case that participation in suicide research offers 

benefits to participants but in accessing these benefits participants experience elevated 

distress, then ethics committees must take this evidence into consideration when conducting 

risk-benefits analyses required for ethical decision making about research. Furthermore, 

ethics committees must consider participants’ rights to autonomy and decide whether the risk 

of increased distress is justified by the potential benefits of the research (The National Health 

and Medical Research Council, 2007).  

Qualitative research has also shown that participation in suicide research may offer 

help-seeking-related benefits to participants by promoting self-reflection (Biddle et al., 2012; 

Rivlin, Marzano, Hawton, & Fazel, 2012; Whitlock, Pietrusza, & Purington, 2013). In a large 

qualitative study examining the effects of responding to online suicide-related survey 

questions, the findings showed that although participants with a history of suicidality 

experienced greater discomfort with the survey, they were also more likely to say the survey 

led them to think more deeply about their lives, compared to participants without a history of 

suicidality (Whitlock et al., 2013). Responses to open-ended follow up questions also 

indicated that survey participation may have prompted participants to consider seeking, or re-

engaging with professional sources of help. For example, when asked to expand on their 

experience of participation one participant stated “I realized that some things that seemed 

okay at the time [were] not…and there are parts of my life… I’ve never shared with anyone 

and I should” (Whitlock et al., 2013; p. 27). Similarly, another participant commented that 

participating in the survey had led him or her to realise that “[he / she] “may need to go back 

to therapy” (Whitlock et al., 2013; p. 27).  

Although some studies have included questions to investigate the impact of 

participation in suicide research on help-seeking (Biddle et al., 2012; Blades et al., 2019; 
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Rivlin et al., 2012; Whitlock et al., 2013), to date no study has explicitly examined the effects 

such exposure may have on participants’ likelihood of seeking help from specific 

professional or non-professional sources of support, while accounting for the possibility that 

participants may prefer, and feel capable of, managing any distress they might experience 

following exposure to suicide-related content on their own. The latter is in keeping with the 

important ethical principle of respecting participants’ autonomy, rather than making the 

presumption that participants ought to feel best advised to seek help from formal or 

professional sources. 

For example, 17% of participants who reported that participating in a suicide-related 

survey made them feel ‘upset’ had also made use of the support information in the four-week 

period following completion of the survey (Blades et al., 2019). There are a number of 

reasons why the remaining 83% of ‘upset’ participants did not make use of the help 

information. For example, even though 33% of ‘upset’ participants indicated that they felt 

“more comfortable in seeking help if they needed it” (Blades et al., 2019), some participants 

may have already been engaged with psychological services and therefore did not need to 

access additional support, while others may not have had time yet to make use of the 

information during the four-week period following survey participation. Yet another 

explanation for why participants may not have accessed help since participating in the initial 

survey is because they believed it was not necessary and they could manage any distress or 

negative feelings they experienced on their own.  

Previous research investigating barriers against professional help-seeking has shown 

people show a preference for self-reliance and self-management of mental health issues and 

other psychological difficulties (Czyz, Horwitz, Eisenberg, Kramer, & King, 2003; Gulliver, 

Griffiths, & Christensen, 2010). It is unclear whether this is also the case when it comes to 
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managing distress experienced in the context of research participation. It is possible that 

participants do not seek help from external sources of support because they feel that they can 

manage any distress they experience during research participation on their own. If this was 

the case in online surveys on suicide then one would expect participants to report a 

preference for self-managing any distress, rather than choosing to seek help from others. 

Thus, the first aim of the current study was to investigate whether participants reported a 

preference for managing any distress they experienced during the survey on their own, 

compared to seeking help from others, and whether this differed according to the presence or 

absence of suicide-related survey content. 

There is also evidence showing that even individuals who are suicidal report a 

preference for self-management of mental health problems (Hom, Stanley, & Joiner Jr., 

2015), and are more likely to report relatively lower levels of help-seeking from others, 

compared to individuals with lower levels of suicidality – a finding known as help-negation 

(Carlton & Deane, 2000; Gould, Velting, Kleinman, Lucas, Thomas, & Chung, 2004). As 

such, the second aim of the current study was to investigate if participants with a history of 

suicidal ideation and behaviours reported a preference for managing distress on their own, 

rather than seeking help from others, compared to participants without this history. Because 

only the experimental condition included questions about suicidal thoughts and behaviours, 

differences in preferred distress management strategies between participants with low and 

high risk of suicidality could only be examined in participants in the experimental condition 

(N = 320).  

The Present Study 

The current study employed a pre-test / post-test quasi-experimental online survey 

design (see Figure 1). Participants were randomised to one of the following two conditions: 
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(1) the experimental condition, where respondents completed an online survey which 

included suicide-specific survey items (e.g., frequency of suicidal ideation, number of 

previous suicide attempts, and current intention for suicidal behaviour); or (2) the control 

condition, where respondents completed an almost identical survey with the only difference 

being that it did not include any suicide-related survey content. First, all participants 

responded to questions asking about their current level of distress, and their preferences for 

managing this distress including seeking help from different sources of professional and non-

professional support (e.g., family, friends), as well as whether they would choose to manage 

this distress on their own. Next, participants were randomised to either the experimental or 

control condition. Following this, participants completed a variety of questionnaire measures 

including positive, life-oriented questions, potentially distressing questions on general 

psychological functioning, and neutral demographic questions, however only participants in 

the experimental condition also responded to suicide-related questions. At the end of the 

survey, all participants responded to the same distress and distress management preference 

survey items that they had completed at the start of the survey.   

Method 

Participants 

A power analysis was conducted using G*Power for the repeated measures ANOVA, 

with one between-subjects factor (experimental and control condition) and two within-

subjects levels (pre- and post-survey) (Faul, Erdfelder, Lang, & Buchner, 2007). Based on a 

power of 0.80, an alpha level of .05, and a small effect size (F = 0.1), the sample size 

required to detect a significant interaction between condition and changes in pre- and post-

survey distress and distress management preferences was calculated to be a minimum of 108.  
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The sample consisted of 663 university students aged 18 to 57 years (M = 21.51, SD = 

5.27). Of those who responded to the question on gender (N = 656), 72.41% identified as 

female. After completing the block of questions (demographics, distress, and distress 

management preferences) prior to randomisation to one of the two variants of the survey, 11 

participants had dropped out of the survey, leaving a total of 652 participants who were 

randomised into either the experimental condition (N = 324) or control condition (N = 328). 

Therefore, the current study provided sufficient statistical power. At the end of the survey, a 

total of 19 participants of the 663 who begun the survey had dropped out (overall drop-out 

rate = 2.87%).  

Procedure and Measures 

Participants enrolled in an undergraduate psychology unit were invited to complete an 

online survey during a laboratory class. On the information page participants were told they 

would be asked questions related to their feelings and behaviours associated with life, death, 

suicide, stress, and “flourishing”. Participants were also informed that participation was 

voluntary and confidential, and would take approximately 15 minutes to complete. On each 

page of the survey participants were given the option to withdraw from the survey by 

selecting the “I would like to exit the survey” button which was located at the bottom of the 

page. Upon selecting this option participants were directed to a help page listing numbers for 

crisis help lines, on-campus, and community support. This button was included in response to 

a specific concern expressed by the university ethics committee who feared participants who 

simply dropped out of the survey by exiting their browser would do so without the provision 

of help resources and the encouragement to use this information if needed. Although this 

button was included there was nothing preventing participants from just closing their web 

browser and ending their participation without accessing this help page. For the participants 
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who completed the entire survey without prematurely jumping to the help page by clicking on 

the “I would like to exit the survey” button, this same help page appeared at the end of the 

survey. 

Demographic information. Participants responded to questions on gender, age, and 

ethnicity. 

Distress. A single item measured participants’ current level of distress: “How 

distressed are you feeling right now?” on a 10-point Likert-type scale from ‘1’ (Not at all 

distressed) to ‘10’ (Extremely distressed).  

Distress management preferences. Participants responded to the following 

statement to measure distress management preferences: “How likely would it be that you 

would seek help from the following to help manage this distress…” on a 10-point Likert-type 

scale from ‘1’ (Not at all likely) to ‘10’ (Extremely likely); (1) “A family member”; (2) “A 

friend”; (3) “A peer trained in mental health”; (4) “A professional (e.g., GP, psychologist, 

UWA counselling service)”; and (5) “I would manage on my own”. 

Zest for Life Scale (ZLS; George, Stritzke, Page, & Brown, 2020). The 12-item ZLS 

measures an individual’s zest for life, engagement with life, and positive outlook on life. 

Participants responded to statements such as “I look forward to each new day” on a 9-point 

Likert scale, with responses ranging from ‘0’ (Not At All) to ‘8’ (Very Strongly).  

Flourishing (Huppert & So, 2013). The 10-item flourishing scale is a measure of an 

individual’s experience of life going well which is a combination of feeling good and 

functioning effectively. Responses were made on a 5-point Likert scale from ‘0’ (Strongly 

Disagree) to ‘4’ (Strongly Agree). An example item is “Most days I feel a sense of 

accomplishment from what I do”.  
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Suicide-Specific Items. Participants in the experimental condition responded to a 

series of suicide-related survey items which included questions about suicidal thoughts, 

behaviours, and attitudes about suicide including current readiness to engage in suicidal 

behaviour.  

Acquired Capability With Rehearsal for Suicide Scale (ACWRSS; George, Page, 

Hooke, & Stritzke, 2016). The seven-item ACWRSS measures an individual’s capability to 

engage in suicide, specifically measuring mental and behavioural preparedness, pain 

tolerance, and fear of death. Participants responded to statements indicating the degree to 

which they agreed with each statement, ranging from ‘0’ (Not at all) to ‘8’ (Very strongly). 

An example item is “I have thought of ways to kill myself that would be the least difficult for 

me to pull off”.  

Wish to Live/Wish to Die (Suicide Status Form; Jobes, Jacoby, Cimbolic, & Hustead, 

1997). An individual’s wish to live and wish to die were measured using two items. 

Participants responded to the following two statements on a 9-point Likert scale from ‘0’ (Not 

at all) to ‘8’ (Very Much): (1) “I wish to live to the following extent”, and (2) “I wish to die to 

the following extent”.  

Suicide risk. Current suicide risk was assessed using the following three items to 

measure an individual’s intent and likelihood of dying by suicide, and their readiness for 

doing so: (1) “I have no intention of killing myself in the near future”; (2) “It is very unlikely 

that I would suicide anytime soon”; and (3) “If I wanted to kill myself, I feel ready to do so”. 

Responses were made on a 9-point Likert Scale, ranging from ‘0’ (Not at all) to ‘8’ (Very 

Strongly). 

Self-injurious thoughts and behaviors. Five items from the Self-Injurious Thoughts 

and Behaviors Interview (SITBI; Nock, Holmberg, Photos, & Michel, 2007) were used to 
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measure the frequency of an individual’s suicidal thoughts, suicidal gestures, previous suicide 

attempts, non-suicidal self-injury ideation, and non-suicidal self-injury attempts. An example 

item is “How many times in the past year have you thought about suicide?”.  

Interpersonal Needs Questionnaire (INQ; Van Orden, Witte, Gordon, Bender, & 

Joiner, 2008). The 15-item INQ contains two subscales: (1) thwarted belongingness: the 

extent to which an individual feels connected to others; and (2) perceived burdensomeness: 

the extent to which an individual feels like a burden on others. Responses were made on a 7-

point Likert scale, ranging from ‘0’ (Not at all true for me) to ‘6’ (Very true for me). Example 

items are “The people in my life would be happier without me” (perceived burdensomeness) 

and “I often feel like an outsider in social gatherings” (thwarted belongingness).  

Kessler Psychological Distress Scale (K10; Kessler et al., 2002). The 10-item K10 is 

a non-specific measure of psychological distress with a reference period of the past four 

weeks. Responses were made on a 5-point Likert scale, ranging from 1 (None of the time) to 

5 (All of the time). An example item is “In the past 4 weeks, about how often did you feel 

tired out for no good reason?”.  

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

items from the 10-item MLQ were used to measure the presence of, and search for meaning 

in an individual’s life. Respondents were asked to indicate how true a particular statement 

was for them on a 7-point Likert scale ranging from ‘1’ (Absolutely true) to ‘7’ (Absolutely 

untrue). An example item is “I understand my life’s meaning”.  

Life satisfaction. One item measured an individual’s overall satisfaction with their 

life. Participants responded to the following item on an 11-point Likert scale from ‘0’ 

(Extremely Unhappy) to ‘10’ (Extremely Happy): “Taking all things together, how happy 

would you say you are?”. 
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Results 

Pre- and Post-Survey Distress as a Function of Survey Condition 

To examine whether participants differed on levels of distress as a function of 

condition over time, a 2 (condition; experimental, control) x 2 (time; pre-survey distress, 

post-survey distress) mixed-design ANOVA was conducted. There was no significant main 

effect of condition, F(1, 642) = 0.61, p = .436, η2
partial = .00), and no condition by time 

interaction, F(1, 642) = 0.08, p = .773, η2
partial = .00. Participants in the experimental and 

control conditions did not differ on levels of distress across pre- and post-survey time points. 

There was, however, a significant main effect of time, F(1, 642) = 9.46, p < .05 , η2
partial = 

.02, indicating that levels of distress significantly increased from pre- (M = 2.69, SD = 1.84) 

to post-survey (M = 2.87, SD = 2.09) regardless of condition. Therefore, any increases in 

distress cannot be attributed to the presence or absence of suicide-related content. 

Distress Management Preferences at Pre-Survey 

To examine whether participants reported preferences for any of the five specific 

distress management strategies prior to survey participation, a repeated measures ANOVA 

was conducted. There was a significant main effect of distress management preference, F(4, 

2604) = 260.23, p < .001, η2
partial = .29, indicating that participants had a strong preference for 

wanting to manage any distress they experienced on their own (see Figure 2). Furthermore, to 

the extent that participants reported wanting to seek help from others to manage their distress, 

they were most likely to seek help from informal sources of support such as friends and 

family, and least likely to seek help from professionals and peers trained in mental health. 

The pattern of distress management preferences at post-survey were nearly identical to that at 

pre-survey except that participants’ likelihood of seeking help from others was diminished 

relative to their likelihood of managing on their own.  
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Changes in Distress Management Preferences from Pre- to Post-Survey by Condition  

To examine whether participants’ distress management preferences changed as a 

function of condition over time, a 2 (condition; experimental, control) x 2 (time; pre-survey, 

post-survey) x 5 (distress management preference; manage on own, friend, family, 

professional, and peer trained in mental health) mixed-design ANOVA was conducted. There 

was no significant three-way interaction between condition, time, and distress management 

preference, F(4,2568) = 1.61, p = .170 , η2
partial = .00. There were, however, two significant 

two-way interactions.  

First, there was a significant interaction between distress management preference and 

time, F(4, 2568) = 41.39, p < .001 , η2
partial = .06 (see Figure 3). Follow-up paired-samples t-

tests revealed that participants’ likelihood of choosing to manage any distress they 

experienced on their own remained high and unchanged from pre- to post-survey, t(643) = -

0.90, p = .371, d = .04, whereas their likelihood of seeking help from others decreased from 

pre- to post-survey for each of the categorises of external support; friends, t(643) = 8.84, p < 

.001, d = .35; family, t(643) = 8.66, p < .001, d = .34; professionals, t(643) = 11.87, p < .001, 

d = .47; and peers trained in mental health, t(643) = 11.68, p < .001, d = .46. Therefore, to the 

extent that participants saw a need to manage their distress following survey completion, 

while they were moderately open to using distress management strategies which relied on 

external sources of support before completing the survey, participants saw less of a need to 

access these sources after survey completion. Instead, participants clearly preferred to 

manage any distress on their own both before and after completing the survey which was 

evident regardless of condition.  

The second significant two-way interaction was between condition and time, F(1, 

642) = 6.53, p < .05 , η2
partial = .01. In order to further examine this interaction, a composite 
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variable representing the average score across the five distress management preferences (i.e., 

manage on own, friend, family, professional, and peer trained in mental health) was created. 

Following this, we ran a 2 (condition; experimental, control) x 2 (time; pre-survey average 

distress management preference, post-survey average distress management preference) 

mixed-design ANOVA. Follow-up paired samples t-tests revealed while participants in both 

the experimental, t(319) = 7.25, p < .001, d = .41, and the control condition, t(323) = 9.22, p 

< .001, d = .52, reported significant reductions in their overall distress management scores 

from pre- to post-survey, these reductions were smaller for participants in the experimental 

condition, compared to those in the control condition (see Figure 4). These findings indicated 

that overall, participants reported less of a need to respond to, and manage their distress after 

completing the survey. This was evident regardless of condition, however, participants in the 

experimental condition reported relatively smaller reductions in overall distress management 

scores from pre- to post-survey, compared to participants in the control condition.  

What Predicts Distress Management Preferences at Post-Survey? 

The previous analyses showed that distress management preferences did not vary 

across the survey conditions and hence was not influenced by suicide-related content. 

Although there was a clear preference to manage any distress without using external sources 

of support, there was also some endorsement of turning to others for help, especially to 

informal sources such as friends and family. We had found that likelihood of managing 

distress on one’s own remained high and unchanged from pre- to post-survey, and while 

likelihood of utilising external sources of support declined from pre- to post-survey, it was 

still a moderately endorsed option. Hence, it was of interest to further examine what 

contributed to likelihood of managing on one’s own and likelihood of seeking help from 

others at post-survey. We therefore created a composite variable representing the average 
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score across the four external sources of support items and conducted two hierarchical 

regression analyses, with either the composite external help seeking score or the “manage on 

my own” item score as the outcome variable. 

First, it is important to note that the correlations between “help seeking from others” 

and “manage on own” was low and negative at pre-survey (r = -.17, p < .001), and near zero 

at post survey (r = -.03, p = .506). This suggests that these distress management strategies are 

not complementary but are independent, alternative preferences.  

What predicts endorsement of distress management “on one’s own” at post-

survey? To investigate what led a participant to choose to manage any distress they 

experienced on their own, a three-stage hierarchical regression analysis was conducted. In the 

first step, pre-survey distress, pre-survey likelihood of managing on own, and pre-survey 

likelihood of seeking help from others were entered simultaneously. In the second step, post-

survey distress was entered. In the third step, a post-survey distress by condition interaction 

term was entered. In the final step, post-survey likelihood of seeking help from others was 

added. Results of the hierarchical regression analysis are shown in Table 1. At Step 1, the 

model explained 37% of the variance in post-survey likelihood of managing on own, F(3, 

640) = 125.15, p < .001. However, only pre-survey likelihood of managing on one’s own 

contributed significantly to the model. At Step 2, adding post-survey distress to the model did 

not significantly explain additional variance. At Step 3, as expected, the addition of a post-

distress by condition interaction term did not explain a significant amount of additional 

variance in post-survey likelihood of managing own, nor did the inclusion of post-survey 

likelihood of seeking help from others at Step 4. Thus, only pre-survey attitudes about 

wanting to manage distress on one’s own predicted these same attitudes at post-survey. 
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Furthermore, any distress reported following the exposure to the survey did not change the 

pre-survey preference for managing on one’s own.  

What predicts endorsement of distress management by seeking “support from 

others” at post-survey? In the first step, as in the previous hierarchical regression analysis; 

but this time with seeking support from others as the outcome variable, pre-survey distress, 

pre-survey likelihood of seeking help from others, and pre-survey likelihood of managing on 

own were entered simultaneously. In the second step, post-survey distress was entered, 

followed by a post-survey distress by condition interaction term in the third step, and the 

post-survey likelihood of managing on own in the fourth step (see Table 2).   

At Step 1, the model explained 46.7% of the variance in post-survey likelihood of 

seeking help from others, F(3, 640) = 187.62, p < .001. Only pre-survey distress and pre-

survey seeking help from others contributed significantly to the model, although pre-survey 

seeking help from others was an over eight-fold stronger predictor compared to pre-survey 

distress. Interestingly, the addition of post-survey distress at Step 2 explained a small but 

significant amount of additional variance in post-survey likelihood of seeking help from 

others, ΔF(1, 639) = 4.75, p < .05. Moreover, when post-survey distress was added into the 

model, pre-survey distress was no longer a significant predictor of post-survey likelihood of 

seeking help from others. Again, as expected, at Step 3, the addition of a post-distress by 

condition interaction term did not explain a significant amount of additional variance in post-

survey likelihood of seeking help from others, nor did the inclusion of post-survey likelihood 

of managing on own at Step 4. 

In sum, attitudes about seeking help from others and managing on one’s own after 

completing the survey were primarily determined by the attitudes participants had reported 

prior to taking part in the survey. Furthermore, to the extent that participants reported 
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experiencing distress at post-survey, this distress also predicted participants’ attitudes about 

seeking help from others, however it was to a smaller extent. 

In order to assess if participants with a history of suicidal ideation and behaviours 

reported a preference for managing distress on their own, rather than seeking help from 

others, compared to participants without this history, we examined patterns of distress and 

distress management preferences of “low” and “high” risk participants who had been exposed 

to suicide-related content.  

Do Participants With and Without a History of Suicidal Ideation and Behaviours Differ 

in Their Distress Management Preferences? 

Recent history of suicidal ideation. In the experimental condition, 168 out of a total 

322 participants (52.2%) reported thinking about suicide in the past 12 months.  

Distress. To examine whether participants’ distress differed as a function of presence 

of suicidal ideation in the past 12 months, a 2 (suicidal ideation group; suicidal ideation in the 

past 12 months group, no suicidal ideation in the past 12 months group) x 2 (time; pre-

distress, post-distress) mixed-design ANOVA was conducted. There was a significant main 

effect of suicidal ideation group, F(1, 318) = 28.50, p < .001 , η2
partial = .08, indicating that 

participants who had thought about suicide in the past 12 months reported significantly 

higher levels of distress, compared to the participants who had not thought about suicide in 

the past 12 months at pre- and post-survey (see Table 3 for descriptive statistics). It should be 

noted that although participants with a recent history of suicidal ideation reported higher 

levels of distress at pre- and post-survey compared to participants without this history, 

average distress levels for participants with a history of suicidal ideation were well below the 

mid-point of the scale at pre- (M = 3.24, SD = 2.01) and post-survey (M = 3.44, SD = 2.20). 

There was also a significant main effect of time, F(1, 318) = 5.44, p < .05 , η2
partial = .02, 
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indicating that levels of distress increased for participants from pre- to post-survey. However, 

there was no significant suicidal ideation group by time interaction, F(1, 318) = 0.02, p = 

.901, η2
partial = .00, suggesting that the increases in distress were not due to the presence of 

recent suicidal ideation.  

Distress management preferences. To examine whether participants’ distress 

management preferences changed from pre- to post-survey as a function of presence of 

suicidal ideation in the past 12 months, a 2 (suicidal ideation group; suicidal ideation in the 

past 12 months group, no suicidal ideation in the past 12 months group) x 2 (distress 

management preference; manage on own, help from others) x 2 (time; pre-survey, post-

survey) mixed-design ANOVA was conducted. There was no significant main effect of 

suicidal ideation group, F(1, 318) = 0.08, p = .782 , η2
partial = .00. Furthermore, none of the 

interactions involving suicidal ideation group were significant (3-way interaction between 

Suicidal Ideation Group, Distress Management Preference, and Time, F(1, 318) = 0.00, p = 

.976 , η2
partial = .00; 2-way interaction between Suicidal Ideation Group and Distress 

Management Preference, F(1, 318) = 2.64, p = .105 , η2
partial = .00; 2-way interaction between 

Suicidal Ideation Group and Time, F(1, 318) = 1.66, p = .198 , η2
partial = .00).  

There was however a significant main effect of distress management preference, F(1, 

318) = 366.14, p < .001 , η2
partial = .54, a significant main effect of time, F(1, 318) = 16.93, p 

< .001, η2
partial = .05, and a significant distress management preference by time interaction, 

F(1, 318) = 30.42, p < .001 , η2
partial = .087. Follow-up paired samples t-tests revealed that 

both participants with, t(166) = 6.24, p < .001, d = .40, and without, t(152) = 4.69, p < .001, d 

= .30, a recent history of suicidal ideation reported moderate, significant reductions in 

likelihood of seeking help from others from pre- to post-survey. Conversely, both participants 

with, t(166) = -0.28, p = .782, d = .03, and without, t(152) = -1.30, p = .196, d = .10, a recent 
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history of suicidal ideation reported small, nonsignificant increases in likelihood of managing 

on own from pre- to post-survey (see Figure 5). 

Together, the findings indicated that regardless of whether participants had a recent 

history of suicidal ideation or not, they preferred to manage any distress they experienced on 

their own which remained stable throughout survey completion. Furthermore, to the extent 

that participants saw a need to seek help from others to manage their distress, while they were 

open to seeking help from external sources of support beforehand, participants saw less of a 

need to utilise these sources after participating in the survey, regardless of suicidal ideation 

group.  

History of suicidal behaviour. In the experimental condition, 40 out of a total of 320 

participants (12.5%) reported one or more lifetime suicide attempts. 

Distress. To examine whether participants’ levels of distress differed as a function of 

suicide attempt history, a 2 (suicide attempt history group; suicide attempt group, no suicide 

attempt group) x 2 (time; pre-distress, post-distress) mixed-design ANOVA was conducted. 

There was a significant suicide attempt history group by time interaction, F(1, 318) = 7.196, 

p < .05 , η2
partial = .022. Follow-up paired samples t-tests showed that participants with a 

previous suicide attempt reported moderate, significant increases in distress from pre- (M = 

4.03, SD = 2.13) to post-survey (M = 4.80, SD = 2.31), t(39) = - 2.58, p < .05, d = .41, 

whereas participants without a previous suicide attempt did not significantly differ in levels 

of distress from pre- (M = 2.56, SD = 1.75) to post-survey (M = 2.67, SD = 1.93), t(279) = - 

1.33, p = .185, d = .08. However, average distress ratings for participants with a history of 

suicidal behaviour were below the midpoint of the 10-point scale at pre- and post-survey.   

Distress management preferences. To examine whether participants’ distress 

management preferences changed from pre- to post-survey according to history of suicidal 
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behaviour, a 2 (suicide attempt group; suicide attempt group, no suicide attempt group) x 2 

(distress management preference; manage on own, help from others) x 2 (time; pre-survey, 

post-survey) mixed-design ANOVA was conducted. There was no significant main effect of 

suicide attempt group, F(1, 318) = 0.11, p = .736, η2
partial = .00. Furthermore, none of the 

interactions involving suicide attempt group were significant (3-way interaction between 

Suicide Attempt Group, Distress Management Preference, and Time, F(1, 318) = 0.00, p = 

.947 , η2
partial = .00; 2-way interaction between Suicide Attempt Group and Distress 

Management Preference, F(1, 318) = 0.66, p = .416, η2
partial = .00; 2-way interaction between 

Suicide Attempt Group and Time, F(1, 318) = 0.80, p = .373 , η2
partial = .00). 

Similar to the results reported above comparing participants with and without a recent 

history of suicidal ideation, there was a significant main effect of distress management 

preference, F(1, 318) = 176.54, p < .001 , η2
partial = .36, and a significant main effect of time, 

F(1, 318) = 4.36, p < .05, η2
partial = .01, as well as a significant distress management 

preference by time interaction, F(1, 318) = 12.98, p < .001 , η2
partial = .04. Follow-up paired 

samples t-tests revealed that both participants with, t(39) = -1.03, p = .311, d = .14, and 

without, t(279) = -0.85, p = .398, d = .05, a history of suicidal behaviour reported high levels 

of wanting to manage any distress they experienced on their own which remained stable over 

survey completion (see Table 4 for descriptive statistics). Moreover, participants with a 

history of suicidal behaviour reported moderate, nonsignificant reductions in likelihood of 

seeking help from others from pre- (M = 5.19, SD = 2.19) to post-survey (M = 4.67, SD = 

2.30), t(39) = 1.92, p = .062, d = .23, and those without a history reported moderate, 

significant reductions, t(279) = 7.59, p < .001, d = .60, from pre- (M = 5.56 , SD = 1.83) to 

post-survey (M = 4.83, SD = 2.30) (see Figure 6). Together the findings indicated that 

although participants with a history of suicidal behaviour increased in distress from pre- to 
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post-survey, average distress ratings were below the mid-point of the scale. Furthermore, the 

patterns of distress management preferences were parallel to those discussed above for 

suicidal ideation group analyses. That is, irrespective of whether participants had a history of 

suicidal behaviour or not, participants reported wanting to manage any distress they 

experienced on their own which remained stable over time, whereas participants’ likelihood 

of seeking help from others to manage distress decreased from pre- to post-survey.  

Discussion 

One central aim of the current study was to investigate whether participants reported a 

preference for managing any distress they experienced during the survey on their own, 

compared to seeking help from others, and whether this differed according to the presence or 

absence of suicide-related survey content. The study also aimed to examine whether 

participants with a history of suicidal ideation and behaviours reported a preference for 

managing distress on their own, rather than seeking help from others, compared to 

participants without this history. The results showed that participants who were exposed to 

suicide content did not significantly differ on post-survey distress, compared to participants 

who were not exposed to suicide content. Furthermore, although participants reported an 

increase in distress from pre- to post-survey, these increases could not be attributed to the 

presence of suicide-related content. Central to the aims of the study, all participants reported 

a strong preference for wanting to manage any distress they experienced on their own which 

remained high and unchanged across the survey, regardless of condition or history of 

suicidality. Moreover, to the extent that participants wanted to seek external help, they were 

more likely to seek help from informal sources of support (e.g., friends, family), and less 

likely to seek help from more formal sources such as professionals. All participants decreased 

in their overall levels of likelihood of seeking help from others from pre- to post-survey, 
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however these reductions were smaller for participants in the experimental condition. 

Importantly, to the extent that participants did report experiencing distress at post-survey, this 

was associated with a higher level of seeking help from others at post-survey. The results 

showed similar findings for participants with a history of suicidal thoughts and behaviours on 

distress and distress management preferences.  

Distress 

The first important finding was that participants in the experimental condition who 

responded to suicide-related survey items did not significantly differ on post-survey distress, 

compared to participants in the control condition who were not exposed to suicide-related 

content. These findings are in line with previous research showing that after controlling for 

pre-survey negative affect, irrespective of whether participants completed a survey which 

included items related to suicide, or a near identical survey which did not include suicide-

related items, participants did not experience significant changes in negative affect at post-

survey (Harris & Goh, 2017). Additional studies employing similar pre-test / post-test designs 

have also shown similar results (Bender, 2012; Gould, Marrocco, Kleinman, Thomas, 

Mostkoff, Cote, & Davies, 2005).  

Furthermore, although participants in the experimental and control conditions did not 

differ on post-survey distress, all participants reported significant increases in distress from 

pre- to post-survey. It should be noted that these increases cannot be attributed to the 

presence or absence of suicide-related content, and pre- and post-survey average distress 

ratings were below the mid-point of the 10-point scale. It is also unclear how long this 

increased distress lasted as post-survey distress was measured immediately after the final 

questionnaire measure. Previous online survey research by Blades et al. (2019) found no 

significant negative residual effects of responding to suicide-related survey content measured 
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four weeks later. Additional survey research has also shown that when asked to identify 

specific survey items that may have been distressing, no participant implicated suicide-related 

items, but instead participants stated that questions on loneliness and social support had been 

upsetting (Harris & Goh, 2017). Similarly, research assessing changes in participants’ affect 

following participation in a survey on suicide found that all of the 24 participants who 

experienced a “clinically relevant” increase in negative affect (i.e., an increase of 1.5 standard 

deviations above the mean change in negative affect) also reported significantly higher levels 

of loneliness compared to the rest of the sample (de Beurs, Ghoncheh, Geraedts, & Kerkhof, 

2017). Therefore, although participants in the current study reported increases in distress over 

time, given that there was no difference between the experimental and control conditions, it 

may have been that questions related to social support and interpersonal functioning (i.e., 

Interpersonal Needs Questionnaire) were associated with increases in distress. Nonetheless, 

future research should provide participants with the opportunity to identify which specific 

elements of the study they found distressing.  

Participants with a history of suicidal ideation and behaviours. The current study 

also investigated whether survey participation led to changes in “high-risk” participants’ 

distress. The results showed that although participants with a recent history of suicidal 

ideation reported higher levels of distress, compared to participants without this history, 

neither group significantly increased in distress from pre- to post-survey. In contrast, 

participants with a history of suicidal behaviour reported significant increases in distress from 

pre- to post-survey, but those without history of suicidal behaviour did not change in distress 

following survey completion. However, average distress ratings for all participants were 

below the mid-point of the 10-point scale. Furthermore, it is also unclear how long this 

increased distress lasted. Previous qualitative research has shown that participants who 

experience elevated distress following participation in suicide research think that their 
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distress will be temporary (Biddle et al., 2012), and believe that experiencing distress is a 

natural consequence of reflecting on sensitive topics (Rivlin et al., 2012). Moreover, due to 

the nature of the current study’s design, it was only possible to assess and group participants 

according to history of suicidal behaviour if they were in the experimental group. Given this, 

it was unclear whether exposure to suicide-content led these participants to experience 

increased distress or if there is something about participating in mental-health related surveys 

in general that leads participants to experience elevated distress. Past research examining the 

effects of survey participation on high-risk individuals showed that participants in the 

experimental group who were at risk for suicide moderate or high risk for suicide, as 

measured by the Suicidal Affect-Behavior-Cognition Scale (Harris, Syu, Lello, Chew, 

Willcox, & Ho, 2015), did not experience significant changes in negative affect from pre- to 

post-survey (Harris & Goh, 2017). Additional research has also found that participants with a 

previous suicide attempt who were exposed to suicide-related survey content actually 

reported lower levels of suicidal ideation at post-survey, compared to participants with a 

previous attempt who were not exposed to suicide content (Gould et al., 2005). 

Distress Management Preferences 

 Managing on own. The second important finding was that participants reported a 

strong preference for managing any distress they experienced on their own, which remained 

high and stable following survey completion. In fact, participants were more likely to want to 

manage on their own after completing the survey. Importantly, there was no difference 

between participants in the experimental and control conditions on levels of likelihood of 

managing on one’s own after completing the survey. These findings are in line with previous 

research on help-seeking showing that participants report a preference for self-management 

of distress and psychological problems (Gulliver et al., 2010; Hom et al., 2015). Furthermore, 
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we also saw this same pattern of findings in participants with a history of suicidality. That is, 

irrespective of whether participants had a recent history of suicidal ideation or history of 

suicidal behaviour, participants reported high levels of wanting to manage on their own at 

pre- and post-survey.  

Taken together these findings indicate that there is not something specifically 

distressing about responding to suicide-related survey content, and to the extent that 

participation prompted participants to experience distress to a level which required distress 

management, this did not exceed participants’ self-management resources, and thus 

participants did not feel that they required external support to manage their distress. This 

explanation is further supported by the overall decline in general distress management from 

pre- to post-survey across both conditions, suggesting that in general participants felt less of a 

need to respond to their distress.  

There is a presumption that exposure to suicide-related content may be so distressing 

for participants that they will need to seek help from external sources such as crisis lines or 

community support. Indeed, for some individuals it may be the case that they experience 

distress to a level where they should seek external help, and it is useful for this help 

information to be readily available. However, the current findings suggest that survey 

participation did not cause distress to a point where participants felt that they needed to seek 

external help, rather the data clearly showed that this distress was so mild (and well below the 

mid-point of the scale) that participants felt they could manage it on their own. Moreover, 

these findings were not moderated by risk level. The findings also provide little evidence to 

suggest that experiencing distress in the context of survey participation changed participants’ 

pre-existing distress management preferences, rather pre-survey distress management 

preferences most strongly predicted these same attitudes at survey completion. In sum, the 

findings provide support that existing risk-management protocols i.e., provision of help 
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resources through an information sheet, are entirely adequate in being able to respond to 

participant distress during online surveys.  

Seeking help from others. A third important finding was that to the extent that 

participants wanted to seek support from external sources of support to manage their distress 

they reported preferring to access more informal sources of support (e.g., friends, family), 

rather than more formal supports such as professionals and peers trained in mental health. 

These findings are in line with previous research showing that individuals prefer to seek 

support from family and friends, rather than seeking professional help (Seymour Barnes, 

Ikeda, & Kresnow, 2001). Furthermore, in the current study participants’ distress 

management preferences remained unchanged after survey completion. That is, to the extent 

participants reported a preference for seeking help from others to manage their distress at the 

beginning the survey, they also reported wanting to do so after completing the survey 

suggesting that exposure to suicide content does not change participants’ help-seeking 

intentions. 

Importantly, the findings also showed that to the extent that participants experienced 

higher levels of distress following survey completion, this is associated with higher levels of 

likelihood of seeking help from others at post-survey, which was evident for participants in 

both conditions. This finding is particularly reassuring given that participants with a history 

of suicidal behaviour reported significant increases in distress over time. It has also been 

suggested that experiencing increased distress or negative emotions in the context of research 

participation may have beneficial consequences for participants, however the authors did 

caution that they did not study the long-term effects and concluded that more research was 

needed (Omérov, Steinbeck, Dyregrov, Runeson, & Nyberg, 2013). Previous survey research 

has showed that participants who reported feeling upset by a survey which included suicide-

specific survey questions were more likely to say that the survey had led them to engage in 
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deeper self-reflection, and were also more likely to have accessed help resource information 

provided, compared to participants who did not report feeling upset (Blades et al., 2019). 

Additional qualitative research has also shown that although participants with a history of 

suicidality reported higher levels of discomfort after completing an online survey on suicide, 

these individuals were also three times more likely to indicate that the survey inspired them 

to self-reflect and think more deeply about their lives (Whitlock et al., 2013). Additionally, 

participants’ responses to open-ended follow-up questions indicated that participating in the 

survey offered participants the chance to reflect on their lives and mental wellbeing, and for 

some this led to observations about needing to re-engage with and seek professional support 

(Whitlock et al., 2013). Together these findings suggest that experiencing heightened distress 

following participation is not necessarily a negative outcome, and such emotional experiences 

may motivate individuals to seek help. Thus, ethics committees must consider letting 

participants take on a higher level risk (i.e., to participate and experience heightened distress) 

in order to have access to the benefits this research has been shown to offer. 

A fourth important finding was that all participants reported significant reductions in 

their likelihood of seeking help from others from pre- to post-survey. As discussed above, 

previous research has shown that participating in suicide-related research leads participants to 

report deeper levels of thinking (Blades et al., 2019; Whitlock et al., 2013) and increased self-

awareness and reflection (Rivlin et al., 2012; Whitlock et al., 2013). Given this, it may be that 

while participants went into the survey feeling moderately open to seeking help from external 

sources to manage their distress, internal reflections during the course of survey completion 

may have led participants to realise that they were able to respond to questions of a sensitive 

nature, be that suicide-specific questions or questions on general mental health and 

psychological functioning, and did not need to utilise external help to manage their distress. 

Importantly, the results also showed that participants in the experimental condition reported 
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smaller reductions in likelihood of seeking help from others from pre- to post-survey, 

compared to participants in the control condition. It may be that although participants did not 

experience distress to a point which exceeded their self-management resources, being 

exposed to suicide-related survey content may have led these participants to engage in deeper 

reflections about the need for distress management and their own self-management resources, 

which may in turn have led them to be more open to seeking help, compared to participants 

not exposed to this content. Nonetheless, it is recommended that future studies provide 

participants with opportunities to give reasons for why their distress management preferences 

changed following survey completion. 

Implications 

The current study has several implications. Firstly, the findings are directly relevant to 

ethics committees when making decisions about the management of suicide research. The 

findings showing that undergraduate university students, even those with a history of suicidal 

thoughts and behaviours, reported high levels of likelihood of managing any distress on their 

own, which remained stable across survey participation, provides support for arguments (e.g., 

Blades et al., 2019) asserting that online suicide-related research can be safely conducted 

without a researcher being present as long as help information is provided in this population. 

Furthermore, these findings also suggest that current risk-management protocols are 

acceptable in being able to manage any distress participants may experience in the context of 

survey participation. Secondly, the results also showed that to the extent that participants 

experienced higher levels of distress after completing the survey, this was associated with 

higher levels of self-reported likelihood of seeking help from others at post-survey. This 

suggests that experiencing distress in the context research participation may not be a harmful 

outcome, and together with previous findings (see Blades et al., 2019; Whitlock et al., 2013) 

indicates that experiencing distress or uncomfortable feelings may motivate individuals to 
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seek help. This finding is therefore relevant in the cost-benefit analysis carried out when 

making ethical decisions about suicide-related research, especially since ethical guidelines 

state that if research can offer direct benefits to participants, participants may be willing to 

assume a higher risk than they otherwise would (National Statement, 2007). Thus, ethics 

committees must calibrate this additional evidence clearly showing that there are benefits 

associated with participation in survey-based suicide research, against the potential risks it 

may pose.  

Strengths and Limitations 

The current study has a number of strengths. Firstly, the study employed a pre-test / 

post-test quasi-experimental online survey design. The inclusion of a control group allowed 

for causal inferences about the effects of exposure to suicide-related content to be made. 

Secondly, to our knowledge this was the first study to examine the effects of exposure to 

suicide-related content on participants’ distress management preferences and investigate 

whether participants felt the need to utilise external help resources, or if they felt they could 

manage on their own. This distinction is important as the limited number of previous studies 

assessing help-seeking behaviours have not considered that it may be that participants do not 

make use of help information as they do not believe it is necessary, and feel that they can 

manage any negative feelings they experience on their own.  

The findings should be considered in the context of several limitations. First, due to 

the nature of the study design it was not possible to examine the potential interactions 

between the effects of exposure to suicide content and suicide ideation group/ suicide attempt 

group. Therefore, it is unclear whether exposure to suicide content in itself led participants 

with a history of suicidality to experience increased distress following participation. A 

previous study investigating the effects of responding to suicide-related survey items on 
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participants’ affect found that although depressed participants experienced reductions in 

positive affect from pre- to post-survey, there was no difference between depressed 

participants in the experimental and control conditions on levels of positive affect at post-

survey. The authors argued that the observed reductions in positive affect could not 

exclusively be a result of exposure to suicide content (Harris & Goh, 2017). Furthermore, 

follow-up analyses revealed that low perceived family support and concerns about social 

support were associated with negative reactions to the survey (Harris & Goh, 2017). 

Second, all participants, irrespective of condition, reported increases in distress from 

pre- to post-survey. Although it cannot be concluded that this was a result of the presence or 

absence of suicide content, it remains unclear which specific aspects of the study design led 

to these increases. Furthermore, given the nature of the study design which measured changes 

in distress immediately after survey completion, it is unclear how long this distress lasted. 

Reassuringly, previous research employing a similar online survey design has shown that 

there were no significant negative residual effects of survey participation measured four 

weeks later (Blades et al., 2019).  

Third, it should be acknowledged that in order to interpret the data, a number of 

assumptions about distress-management behaviour were made. 

Conclusions  

The present study examined the effects of exposure to suicide-related content on 

participants’ distress management preferences in an online survey context. The results 

showed that participants reported a strong preference for managing distress on their own, and 

that participation in the surveys did not cause participants to experience distress to a level 

which exceeded their self-management resources and required them to seek external support, 

regardless of whether they had a history of suicidality or not. Importantly, the findings offer 
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further evidence that participation in suicide research can offer benefits to participants which 

should be considered by ethics committees conducting risk-benefit analyses about suicide 

research. 
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Table 6.1. 

Summary of Hierarchical Regression Analysis for Variables Predicting Likelihood of 

Managing on Own at Post-survey  

           Variable B SE B β R2 ∆R2 

Step 1    .37*** .37*** 

Constant 2.12 .43    

Pre-survey distress .002 .041 .002   

Pre-survey manage on own  .74 .04 .61***   

Pre-survey help from others .01 .04 .01   

Step 2    .37*** .001 

Constant 2.10 .43    

Pre-survey distress -.04 .06 -.03   

Pre-survey manage on own  .74 .04 .61***   

Pre-survey help from others .01 .04 .01   

Post-survey distress .05 .05 .04   

Step 3    .37*** .000 

Constant 2.11 .44    

Pre-survey distress -.04 .06 -.03   

Pre-survey manage on own  .74 .04 .61***   

Pre-survey help from others .01 .04 .04   

Post-survey distress .05 .06 .04   

Post-survey distress x 

condition interaction 

.01 .16 .003   

Step 4    .37*** .001 

Constant 2.13 .44    

Pre-survey distress -.04 .06 -.03   

Pre-survey manage on own  .73 .04 .61***   

Pre-survey help from others -.02 .05 -.01   

Post-survey distress .04 .07 .04   

Post-survey distress x 

condition interaction 

.02 .16 .005   

Post-survey help from others .04 .04 .04   

Note: N = 644; *p < .05, **p < .01, ***p < .001
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Table 6.2. 

Summary of Hierarchical Regression Analysis for Variables Predicting Likelihood of Seeking 

Help from Others at Post-survey  

           Variable B SE B β R2 ∆R2 

Step 1    .47*** .47*** 

Constant -.40 .39    

Pre-survey distress .10 .04 .08**   

Pre-survey help from others  .81 .04 .69***   

Pre-survey manage on own .04 .04 .03   

Step 2    .47*** .004** 

Constant -.44 .39    

Pre-survey distress .01 .06 .01   

Pre-survey help from others .82 .04 .69***   

Pre-survey manage on own .03 .04 .02   

Post-survey distress .11 .05 .09*   

Step 3    .47*** .002 

Constant .59 .40    

Pre-survey distress .01 .06 .01   

Pre-survey help from others .82 .04 .69***   

Pre-survey manage on own .03 .04 .02   

Post-survey distress .16 .06 .14**   

Post-survey distress x 

condition interaction 

-.24 .14 -.07   

Step 4    .48*** .001 

Constant -.65 .40    

Pre-survey distress .02 .06 .01   

Pre-survey help from others .82 .04 .69***   

Pre-survey manage on own .01 .04 .004   

Post-survey distress .16 .06 .14**   

Post-survey distress x 

condition interaction 

-.24 .14 -.07   

Post-survey manage on own .03 .04 .03   

Note: N = 644; *p < .05, **p < .01, ***p < .001
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Table 6.3. 

Means and standard deviations of distress levels and distress management preferences for participants with and without a history of suicidal 

ideation in the past 12 months at pre- and post-survey. 

 

 

 

 

 

 Suicidal ideation group (N = 167) No suicidal ideation group (N = 153) 

 Pre-survey Post-survey Pre-survey Post-survey 

 M SD M SD M SD M SD 

Distress  3.24 2.01 3.44 2.20 2.20 1.50 2.38 1.83 

Distress management          

                  Managing on own 8.26 1.82 8.31 2.12 7.96 2.06 8.18 2.42 

                  Help from others  5.42 1.79 4.63 2.15 5.61 1.98 5.01 2.43 
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Table 6.4. 

Means and standard deviations of distress levels and distress management preferences for participants with and without a history of suicidal 

behaviour at pre- and post-survey. 

 

 

 

 

 

 Suicide attempt group (N = 40) No suicide attempt group (N = 280) 

 Pre-survey Post-survey Pre-survey Post-survey 

 M SD M SD M SD M SD 

Distress  4.03 2.13 4.80 2.31 2.55 1.74 2.67 1.93 

Distress management          

                 Managing on own 8.15 2.02 8.43 1.95 8.11 1.93 8.22 2.31 

                 Help from others  5.19 2.19 4.67 2.30 5.56 1.83 4.83 2.30 
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General Discussion 

The overall aim of the current thesis was to provide a stronger evidence basis on the 

benefits and risks of suicide research to inform ethical decision making processes associated 

with suicide research. The current research program employed a number of different methods 

including meta-analytic techniques to examine the effects of exposure to suicide content (pre-

post within-group comparisons, experimental versus control between-group comparisons), as 

well as longitudinal, and quasi-experimental online survey methods to investigate the effect 

of exposure to suicide-related content on participants’ distress, suicidality, and help-seeking 

intentions and behaviours. In doing so it aimed to provide evidence which could be of direct 

use to ethics committees when conducting risk-benefit analysis required for ethical decision 

making processes involved in the management of suicide research. 

Participation in Suicide Research Has Benefits to Participants 

One of the most important novel findings of the present thesis was that participation 

in suicide research consistently led to significant benefits for participants. In Chapter 2, the 

meta-analytic findings showed that exposure to suicide content led to significant reductions in 

suicidal ideation from pre- to post- exposure. Moreover, participants exposed to suicide 

content were found to be significantly less likely to attempt suicide in the time following 

research participation, compared to participants not exposed to this content. Importantly, the 

analyses included high-risk clinical samples, and moderation analyses revealed that the 

benefits observed were not moderated by the nature of the sample (clinical vs. non-clinical). 

As such, these benefits were shown to also be relevant for “high-risk” participants. 

Furthermore, moderator analyses s that participants reported significant reductions in distress 

when exposed to suicide content in an interview context, but did not report significant 

changes in distress if they were exposed to suicide content in a non-interview context. 
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One limitation of a previous meta-analysis assessing the iatrogenic effects of 

assessing suicidality was that it only investigated the impact of assessing suicidality on 

participants’ levels of suicidal ideation and psychological distress (DeCou & Schumann, 

2017), however it did not examine the effects on behaviour. Research investigating the 

processes underlying suicidal ideation and behaviours suggests that these are likely to be 

distinctive processes (Klonsky & May, 2014). As such, it is also probable that the risks of 

exposure to suicide content would have different effects on suicidal ideation and suicidal 

behaviour. Thus, the current finding showing that participation led to decreased likelihood of 

suicidal behaviour is particularly reassuring. Furthermore, given that the present meta-

analysis was the first to examine the effects of exposure to suicide content also on suicidal 

behaviour, these findings address an important gap in the literature. Together, the present 

findings can be added to the ‘benefits’ column and further tip the scale in the direction of 

benefits in the risk-benefit analysis. 

Participation in online surveys on suicide also led to help-seeking-related benefits for 

participants. For example, in Chapter 4, in response to follow-up survey questions, 

participants who had completed an initial survey on suicide four weeks prior reported that 

taking part in the survey had led to increases in awareness and comfort in seeking help from 

sources of external support. Furthermore, many participants had made use of the help 

information (e.g., community and crisis support services) that had been provided in the initial 

survey. Importantly, although a small proportion of participants reported feeling “upset” 

during the follow-up survey, these individuals were also more likely to say that participating 

in the survey had led them to think more deeply about their lives. Furthermore, these 

participants were also more likely to have made use of the support information provided in 

the initial survey, compared to participants who did not report feeling “upset”. Together, 

these results suggest that the experiencing of ‘negative’ emotions during participation is not 
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necessarily negative, and participants’ experiences of feeling upset as a result of survey 

participation may have actually motivated them to seek help, something that would not be 

possible without such an emotional experience. It is also noteworthy, as reported in Chapter 

6, a large majority of participants reported choosing to manage any distress they experienced 

during the survey on their own. Even with the cumulative effect a repeated exposure during a 

follow-up survey, participants indicated a strong preference of managing any survey-related 

distress on their own. One possible interpretation of this overwhelming preference for 

managing distress on one’s own is that the level of distress participants experienced was so 

mild that they felt very capable of managing it without the assistance from others. However, 

to the extent that participants experienced some distress at post-survey, this was associated 

with higher levels of seeking help from others, especially from informal sources such as 

family and friends. Together, this suggests that the experience of distress was not a “harmful” 

or negative outcome, and may have prompted some participants to seek help from others. It 

should be acknowledged however that this is only one possible interpretation of the findings, 

and requires further investigation. 

These findings are consistent with findings from previous research showing that 

experiencing discomfort or distress during participation in suicide research were associated 

with increased self-reflection and awareness, which for some participants appears to increase 

their motivation to seek help. For example, after a completing an online survey on suicide, 

participants with a history of suicidal thoughts or behaviours, while reporting higher levels of 

discomfort with the survey, were also more likely to say that the survey inspired them to 

think more deeply about their lives (Whitlock, Pietrusza, & Purington, 2013). Moreover, 

responses to open-ended follow up questions made by these same participants suggested that 

experiencing discomfort had for some resulted in increased motivation to continue with 

mental health treatment, and for others lead to an intention to seek professional help 
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(Whitlock et al., 2013). The current thesis’ findings which suggest that experiencing distress 

in the context of research participation may ultimately lead to increased help-seeking 

behaviour has implications for risk-benefit analyses conducted by ethics committees when 

making decisions about the management of suicide research. It is clearly stated in the 

Australian National Statement that if research can offer benefits to participants, participants 

may be willing to assume a higher risk than they otherwise would (The National Health and 

Medical Research Council, 2007). Therefore, given that participation in suicide research has 

been shown to lead to benefits for participants, such as decreases in suicidal ideation and 

behaviours, and increases in likelihood of seeking support for psychological distress and 

mental health issues, but in accessing these benefits participants may experience some 

elevated distress, then ethics committees must take this evidence into account when carrying 

out risk-benefits analyses. Moreover, ethics committees must evaluate whether the risk of 

increased distress is justified by the potential benefits of the research, and work out how to 

manage these risks (The National Health and Medical Research Council, 2007). 

There are a number of possible explanations for why participation in suicide research 

may have had a beneficial effect on participants. Firstly, it may be that individuals found that 

the experience of participation gave them the opportunity be heard, listened to, or cared about 

in some capacity. This explanation is in part supported by previous qualitative findings 

showing that participants repeatedly conveyed appreciation for the opportunity to talk about 

their experiences with someone who was interested in listening (Rivlin, Marzano, Hawton, & 

Fazel, 2012; Whitlock et al., 2013), and that being involved in the study had given them a 

“voice” (Taylor et al., 2010). Moreover, participants also commented that the experience of 

being able to talk about their problems with someone who was interested in listening was 

unusual for them (Biddle et al., 2012).  
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A second possible explanation for why participation in suicide research may have had 

beneficial effects is that it may have provided participants with an opportunity to express 

themselves in a way which was cathartic or therapeutic. Participants involved in studies 

investigating the effects of participation in suicide research have explained that being able to 

talk to someone about their mental health problems and related experiences resulted in a 

cathartic release of feelings (Biddle et al., 2012; Rivlin et al., 2010; Taylor et al., 2010). For 

instance, in Rivlin and colleagues (2012) study when asked about their experience of 

participating in an interview on suicide, prisoners stated that “it was good … [to] get it all 

out” (Rivlin et al., 2012, p. 58), and “[it felt like a] weight had been lifted” (Rivlin et al., 

2012, p.57). Moreover, a number of participants also likened their participation in the studies 

to a therapeutic encounter (Biddle et al., 2012; Rivlin et al., 2012). 

A third potential explanation for the beneficial effects of participation is that 

participation may have led to increases in self-awareness and reflection. Previous studies have 

revealed that talking in depth and being asked to reflect on painful past experiences led to 

more in-depth thinking and increased levels of self-awareness in participants (Whitlock et al., 

2013). Furthermore, following participation in suicide research, a number of participants 

reported that their involvement in the study had helped them to work through challenging 

experiences, and provided them with alternative perspectives for difficult past experiences 

(Biddle et al., 2012; Taylor et al., 2010).  

Finally, an individual may have found participation to be beneficial because it 

allowed them to contribute to important research in the area of suicide and help others in 

need. This explanation is plausible given comments by individuals who participated in in-

depth interviews on suicide which showed that participants viewed the interview as a 

“positive experience” and enjoyed their involvement as it meant they could help others and 

contribute to research in an important area (Rivlin et al., 2012). For example, one participant 
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stated that “I wanted to do [the interview] because it can help people from hurting 

themselves or killing themselves… and if I can prevent it from happening…” (Rivlin et al., 

2012, p. 58), while another commented that the best part of participation was “knowing that it 

might help to prevent someone from hurting themselves” (Rivlin et al., 2012, p. 60). Previous 

research has also found that participants were hopeful that their research involvement may be 

of help to others in future (Biddle et al., 2012; Whitlock et al., 2013), with participants 

specifically mentioning a desire to help others with similar mental health problems.  

The findings of Chapter 2 indicating that participants who were exposed to suicide 

content in a one-on-one interview context reported significant reductions in distress, while 

those exposed to suicide content in a non-interview context reported neither increases nor 

decreases in distress, provide partial support for the first explanation; that participation may 

have had beneficial effects on participants as it gave them the opportunity to be heard or 

listened to. It is likely that being exposed to suicide content in an interview context would 

have given participants the opportunity to talk about their issues in an open, confidential, and 

nonjudgmental environment. This is considerably different from participants who responded 

to suicide-related questions during a written self-report questionnaire. Furthermore, the 

experience of taking part in an interview on suicide may have also been therapeutic for 

participants as it gave them the chance to talk in depth about their mental health experiences 

which may have led to a release of built up uncomfortable feelings providing support for the 

second explanation; that participation may have been beneficial as it resulted in a “cathartic” 

release of emotions. Moreover, it is also probable that discussing and responding to detailed 

interview questions about suicide may have led to increased reflection, and possibly an 

increase in self-awareness, providing support for the third explanation. While these three 

explanations are probable, further research is needed to explicitly assess the mechanisms 

which can account for the beneficial effects that participation in suicide research has been 
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shown to offer. Future research studies should incorporate qualitative and quantitative 

components into their study designs which explicitly ask participants about reasons for why 

they found their participation experience to be beneficial or detrimental.  

There Is No Evidence That Participation in Suicide Research Has Significant Negative 

Effects on Participants 

The second important finding of the current thesis was that exposure to suicide-related 

content or asking about suicide did not lead to significant negative effects for participants. In 

Chapter 2, the meta-analytic findings showed that exposure to suicide content did not lead to 

significant changes in levels of distress from pre- to post- assessment. Furthermore, 

participants who were exposed to suicide-related content did not differ from participants not 

exposed to such content in levels of distress immediately after exposure, or two days later. 

Moreover, participants exposed to suicide-related content were no more likely to report 

higher levels of suicidal ideation, compared to individuals not exposed to this content. 

Findings from Chapter 4, which examined participants’ behavioural response patterns and use 

of research safety protocols during completion of an initial and follow-up survey on suicide, 

indicated that participants did not experience undue distress following survey participation. 

That is, overall drop-out rates in both surveys were low, and even below the rate expected for 

online surveys of a similar length on psychological constructs unrelated to suicide. 

Furthermore, participants were no more likely to drop-out following suicide-related questions 

compared to other question types, and use of the “Discontinue the survey” button, which 

participants were told to use if they felt distressed by the survey content. The drop-out rate 

was very low in the initial survey and non-existent in the follow-up survey. In Chapter 6, the 

results showed that participants in the experimental condition, who were exposed to suicide-

related survey items, did not report significantly higher levels of distress at post-survey, 

compared to participants in the control condition not exposed to suicide content.  
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These findings are consistent with previous reviews which have shown that exposure 

to suicide-related content did not lead to significant negative effects on distress or suicidality 

(Dazzi, Gribble, Wessely, & Fear, 2014; DeCou & Schumann, 2017). Furthermore, despite 

concerns raised by ethics committees, researchers, and general practitioners about the 

potential for conversations about suicide to increase an individual’s risk for suicide, the 

current findings unequivocally show that there are no significant negative effects of exposure 

to suicide content on research participants, and therefore do not support the conclusion that 

exposure to suicide-related content leads to increased distress or suicidality. Thus, while 

ethical guidelines state that it is the responsibility of researchers to manage any negative 

incidents that occur during or after research participation, there is no evidence from the 

current findings that exposure to suicide content in itself causes participants to experience 

negative effects. 

Distress Associated with Participation in Suicide Research Motivates Help-Seeking 

The third important finding of the current thesis was that experiencing distress or 

uncomfortable emotions following exposure to suicide-related content appeared to motivate 

help-seeking behaviour. In Chapter 4, participants who reported feeling upset by follow-up 

survey questions were more likely to have made use of the help information provided in the 

initial survey, compared to participants who did not report feeling upset. Furthermore, survey 

participation also increased participants’ levels of awareness, and comfort in seeking help 

from external sources of support. Additionally, in Chapter 6, to the extent that participants 

experienced distress following survey completion, this was shown to positively predict 

participants’ likelihood of seeking help from external sources of support. That is, higher 

levels of distress at post-survey were associated with a higher likelihood of seeking help from 

others at post-survey, which was evident regardless of whether participants were exposed to 

suicide content or not. Together these findings suggest that experiencing distress or 
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uncomfortable feelings as a result of participation in suicide research may actually motivate 

participants to seek support from external sources. 

In summary, the present thesis consistently showed that participation in suicide-

related research led to significant benefits for participants including reductions in suicidal 

ideation and likelihood of engaging in suicidal behaviour following participation, and 

increased help-seeking behaviours and intentions. Furthermore, these benefits were shown to 

be applicable to participants typically classified as “high-risk”.  Importantly, the findings do 

not provide evidence to support the conclusion that exposure to suicide content leads to 

negative effects. These findings are relevant for decision making procedures involved in the 

management of suicide research. 

Limitations 

The findings should be interpreted with some limitations in mind. Firstly, as Chapter 

4 and 6 employed university student samples, the generalisability of the findings may be 

limited to this population. However, given that previous research has shown that the 

prevalence rates of suicidality and distress in studies employing university student samples 

are not dissimilar from outpatient clinical samples, the findings are likely to be applicable to 

individuals from clinical populations. Furthermore, university students reported significantly 

higher rates of mental health issues and psychological distress, compared to age-matched 

peers in the general population (Stallman, 2010). For example, a 12-nation study on 5,572 

university students investigating prevalence rates of suicidality and psychological distress 

found that 28.8% of students had experienced suicidal ideation, 7% had attempted suicide in 

their lifetime, and 33.8% reported experiencing psychological distress to an extent where they 

would be classified as a “psychiatric case” (Eskin et al., 2016). In the current thesis, the 

prevalence rates of suicidal ideation and suicide attempts were 52.2% and 12.5%, 
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respectively, for the sample employed in Chapter 6. Thus, studies employing student samples 

may offer considerable insight into the effects of participation on individuals from the wider 

population as well as from clinical samples, however it is suggested that these studies are 

conducted using clinical samples to see if the findings can be replicated.  

A second possible limitation is the generalisability of the current findings to 

individuals with a history of suicidal behaviour. In Chapter 2, the meta-analytic findings 

showed that exposure to suicide content did not lead to significant changes in distress from 

pre- to post-assessment, and the findings were not moderated by sample type i.e., clinical 

(clinical populations or individuals with a history of suicidal behaviour) or non-clinical 

(community samples). Likewise, in Chapter 6, participants with a previous history of suicidal 

behaviour significantly increased in distress from pre- to post-survey, whereas participants 

without this history did not. Given the nature of the study design used in Chapter 6, only 

participants randomised to the experimental condition (who were exposed to suicide content) 

could be assessed for history of suicidal behaviour. Therefore, participants randomised to the 

control condition could not be assessed for history of suicidal behaviour without 

compromising the integrity of the study design. As such, it is unclear whether the increases in 

distress in participants with a previous suicide attempt were due to exposure to suicide 

content, participants’ pre-existing history, or an unrelated factor. 

It should also be noted that in Chapter 6, all participants regardless of whether they 

had a history of suicidal behaviour or not, reported almost identical patterns of distress 

management. That is, while participants’ likelihood of managing distress on their own 

remained high and unchanged throughout survey participation, their likelihood of seeking 

help from others decreased following participation. This suggests that to the extent that 

individuals experienced distress following survey completion, this was not to a level where 

they felt it was necessary to seek external support, even in participants with a previous 
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suicide attempt. Moreover, previous research has also shown that individuals with a history 

of suicidal behaviour who were exposed to suicide-related content actually reported lower 

levels of suicidal ideation after completing a survey on suicide, compared to participants with 

a similar history who were not exposed to suicide content (Gould, Marrocco, Kleinman, 

Thomas, Mostkoff, Cote, & Davies, 2005). Likewise, additional survey research has also 

shown that high-risk individuals who were exposed to suicide-related survey content did not 

experience significant changes in negative affect following survey completion (Harris, Syu, 

Lello, Chew, Willcox, & Ho, 2015). Together these findings suggest that reported increases 

in distress following exposure to suicide content in participants with a history of suicidal 

behaviour may not be due to exposure to suicide content. Nonetheless, future research 

investigating the effects of participation in suicide research should assess participants for 

baseline levels of psychological distress, suicidal ideation, and suicidal behaviour prior to 

randomisation to control for the effects of history of suicidality.  

Implications and Practical Applications  

The findings of the current thesis have a number of implications and practical 

applications. Firstly, the findings can be used to directly inform risk-benefit analyses which 

are required when making ethical decisions about research. According to ethical guidelines, 

decision making about research should be based on a risk-benefit analysis of the best current 

available evidence (The National Health and Medical Research Council, 2007). Furthermore, 

the guidelines state that it is the responsibility of ethics committees to manage the competing 

demands of the potential risks that research participation may pose against the benefits that 

participation may offer, and decisions must be guided by the principle to offer as many 

protections as necessary but as few as possible (DuBois e al., 2012). The findings of the 

present thesis consistently showed that participation in suicide-related research confers 

benefits along both the ideation and action components of the ideation-to-action pathway, and 
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indicated that participation in suicide research offers help-seeking-related benefits to 

participants. There was also no evidence of risk associated with participation. As such, the 

findings of the current thesis tip the scale in a clear direction that there are significant benefits 

associated with participation in suicide-related research.  

Moreover, the guidelines also state that participants may be willing to take on a higher 

risk if the research can offer direct benefits to the individual, their family or wider society 

(The National Health and Medical Research Council, 2007, p. 14). The National Statement 

also asserts that researchers must balance the potential risks and benefits of research on 

participants, all the while respecting participants’ rights to autonomy and taking into account 

other important ethical principles such as respect and justice for participants. Thus, the 

findings which showed that feeling “upset” or experiencing heightened distress following 

participation in suicide research were associated with increased motivation to seek help may 

mean that heightened distress in itself is not necessarily a negative or harmful outcome. 

Therefore, as participation in suicide research has been shown to offer benefits to 

participants, but in accessing these benefits participants may experience elevated distress or 

experience uncomfortable feelings, then ethics committees must take the above evidence into 

consideration when conducting risk-benefit analyses. Furthermore, ethics committees must 

consider participants’ rights to autonomy and decide whether the risks are justified by the 

potential benefits of the research, and work out how to manage these risks. 

The current findings also have a number of practical applications. The current 

findings indicated that participation led participants to seek help from support services such 

as crisis help lines and community support resources which had been provided during 

participation. Furthermore, experiencing uncomfortable emotions (e.g., increased distress or 

feeling “upset”) during or following research participation appeared to motivate participants 

to seek help. Moreover, individuals reported being more aware of available sources of 
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support and more comfortable in seeking help if they needed it following participation. Given 

that university students consistently report low levels of help-seeking (Hunt & Eisenberg, 

2010), participation in university-wide surveys on suicide may offer one way of increasing 

knowledge, and awareness of external sources of available support, as well as motivating 

help-seeking behaviour in “at-risk” individuals. 

The findings can also be used to address and allay fears expressed by ethics 

committees, suicide researchers, and health professionals about the effects that exposure to, 

and conversations about suicide-related content may have on participants involved in suicide 

research. Furthermore, the current findings are also relevant to specific concerns expressed by 

ethics committee members and suicide researchers about the effects of participation on 

participants who are currently suicidal (Lakeman & Fitzgerald, 2009a; Lakeman & 

Fitzgerald, 2009b).  

The findings showing that participation in online suicide research did not cause undue 

distress or harm for participants, and behavioural response patterns which indicated that 

participants did not experience distress to a level where they felt they could not manage it on 

their own and needed to leave the survey immediately, suggest that online suicide research 

can be safely conducted without a researcher being present. These findings can be used to 

address concerns expressed by ethics committee members who argued that participants 

should not complete questionnaires without another person being present (see Lakeman & 

Fitzgerald, 2009a).  

Finally, the design of the pre-test / post-test quasi-experimental online survey 

employed in Chapter 6 offers the potential for the real time analysis of specific patterns 

which could be used to detect those individuals who may be experiencing negative feelings as 

part of survey participation. Furthermore, this design allows researchers to employ unique 
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methods to link the individual to services and support in real time such as connection to a 

therapist, delivery of mood enhancing imagery or audio content, or other e-content which is 

immediately available. 

Recommendations for Future Research 

There are a number of recommendations for future research. It is suggested that future 

studies employ pre-test / post-test longitudinal experimental survey designs to further 

examine the effects of exposure to suicide content on participants’ distress, suicidal ideation 

and behaviours, and help-seeking preferences and behaviours. Furthermore, studies should 

include qualitative comments sections which ask participants for reasons for any changes 

following participation (e.g., increased distress, changes in help-seeking). In particular, 

qualitative study designs would be useful in gaining detailed understanding on participants’ 

experiences of participating in suicide research, and to unpick findings related to distress-

management behaviour and test the interpretations. Given the findings of the current thesis 

which consistently showed that there were benefits associated with participation in suicide 

research, it is recommended that participants are explicitly asked about any potential positive 

and negative effects that participation may have had, and given the opportunity to provide 

reasons for why this was the case. Furthermore, it is suggested that longitudinal follow-up 

surveys assess for residual effects of survey participation. Due to the nature of the study 

designs employed in Chapter 6 it was not possible to examine the potential interactions 

between the effects of exposure to suicide content and suicide ideation or suicide attempt 

group. Therefore, it is unclear whether exposure to suicide content in itself led participants 

with a history of suicidal behaviour to experience increased distress following survey 

completion. As such, participants should be assessed for baseline levels of distress and 

history of suicidal thoughts and behaviour in order for interactions between the effects of 

exposure to suicide content and history of suicidality to be examined. 
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Conclusions 

 The overall aim of the current thesis was to examine the benefits and risks of 

exposure to suicide content on research participants in order to provide a stronger evidence 

basis to inform risk-benefit analyses required for ethical decision making about suicide 

research. In the present work it has been shown that participation in suicide-related research 

led to significant benefits for research participants including reductions in suicidal ideation 

and likelihood of engaging in suicidal behaviour. Furthermore, it has been shown that 

participation in survey-based suicide research resulted in increased knowledge of available 

support and increases in likelihood of engaging with sources of external support. It is hoped 

that the present work will be used to directly inform and support ethical decisions made by 

ethics committees when conducting the risk-benefit analyses that are required for the 

approval and management of suicide-related research. 
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