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Abstract 

 

Examining the Development of Sense of Coherence in LGB College Students Population and its 

Relationship With Protecting Against Distress and Suicidality 

 

Benjamin Ivan Spear, M.A. 

The University of Texas at Austin, 2014 

 

Supervisor:  David Drum 

 

 In 1946 the World Health Organization (WHO) stated that in order to promote overall 

health in a given population, it is necessary to identify factors that contribute to health and well-

being, and not to solely focus on methods to reduce vulnerability to distress. Over 50 years later 

the WHO (2006) identified the Lesbian, Gay, Bisexual, Transgender, and Questioning (LGBTQ) 

community as a specific sub-population that requires particular investment in finding ways to 

reduce their observed higher rates of distress and suicidality.  During this same half-century, U.S. 

colleges and universities transitioned from being fundamentally mono-cultural student bodies to 

becoming more multicultural in nature. In essence, each college’s student body is now a 

population of populations. One prominent population among the larger student body is the 

LGBTQ college student community. Furthermore, the LGB portion of this college sub-

population has been identified as an under-researched subset of the larger LGBTQ population 

(Russell et al., 2011).  This is because past research has been limited by drawing primarily upon 
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non-college adolescent LGBTQ samples and has over generalized its findings by the inclusion of 

the Transgender and Questioning populations, which have been observed to report even higher 

rates of distress and suicidality than the LGB community (Clements-Nolle et al. 2006; Goldblum 

et al. 2012). This study is designed to refine our understanding of the LGB college sub-

population by first examining if trends of increased acquired vulnerability for distress and 

suicidality found in studies of the adolescent LGBTQ population (Garofalo, Wolf, Kessel, 

Palfrey, & DuRant, 1998; Russell & Toomey, 2010; Haas et al., 2011; King et al., 2008) also 

exist in the LGB college sub-population. Second, in line with the World Health Organization’s 

goal of identifying protective qualities capable of enhancing and preserving one’s state of well-

being and resilience, this study will be the first to examine if Sense of Coherence (SOC) serves 

as a moderating factor on LGB college students’ vulnerability to distress and suicidality, and 

thereby, contributes to overall well-being and health.  Through this study, we hope to achieve a 

better understanding of LGB students’ vulnerability to distress and suicidality during the college 

years, as well as to examine the applicability of the SOC construct for health promoting 

interventions in the college population.     

 

Keywords: Sense of Coherence, Suicide, LGB, College Students, Vulnerability for Distress and 

Suicidality
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Introduction 

 Currently, suicide ranks as the third leading cause of death among 15 to 24 year olds, and 

the second among young adults aged 25 to 34 (Centers for Disease Control and Prevention, 

2010).  This alarming statistic has presented a challenge to our nation’s college counseling 

services as they endeavor to develop strategies to protect their students from this potentially 

preventable problem.  Although college student status seems to serve as a protective factor for 

reducing the completion rates of suicide, with an estimated 6.3-7.5 completed suicides per 

100,000 college students (Schwartz, 2011a), compared to approximately 15 per 100,000 for 

similarly age-matched peers (Schwartz 2011a; Pompili et al. 2011), this does not imply that 

distress and suicidal ideation are not major problems on college campuses. While the rates of 

completed suicides during college attendance are lower, a recent national survey on rates of 

distress and suicidality by Drum et al. (2009) found that 18% of current undergraduates reported 

having seriously considered suicide at some point in their lives, and 6% had seriously considered 

suicide in the last year.  Instead of focusing exclusively on completed suicide rates, it may be 

more useful to consider suicide as the end-point on a broader continuum of distress and 

suicidality that college students may be experiencing, and in which college attendance may only 

protect against the actual act of completing suicide, but not the underling distress that can lead to 

it.  This perspective allows us to examine distress and suicidal ideation as a wider range of 

thoughts and behaviors, which helps to understand the linkages between distress and suicidality, 

and permits building new interventions that may reduce this preventable problem.   

 Among college students, risk for distress and suicidality is not evenly distributed 

throughout the population comprising the student body. By understanding which sub-populations 
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of students are less protected against distress and suicidality, we may come to understand how to 

more effectively intervene with those groups, as well as with at-risk students individually. A 

study by Russell and Joyner (2001) that examined adolescents’ sexual orientation and risk for 

suicidal distress, found that Lesbian, Gay, Bisexual and Transgender (LGBT) adolescents were 

twice as likely to have attempted suicide, compared to their heterosexual peers.  A similar study 

(Garofalo, Wolf, Kessel, Palfrey, & DuRant, 1998) surveying LGBT high school students found 

that they reported three times greater experience with suicidal ideation and attempts, compared to 

their heterosexual peers.  The reasons for this elevated suicidal ideation may be explained 

through studies that have shown that known acquired vulnerabilities connected to increased risk 

for distress and suicidality, such as being a victim of physical or sexual abuse, harassment, 

rejection, prejudice by the wider community, and increased levels of past suicide attempts, all 

occur at higher rates in the LGB adolescent community than among their heterosexual peers 

(D’Augelli, Grossman, & Starks, 2006; Huebner, Rebchook, & Kegeles, 2004, Elze, 2003; Van 

Wormer & McKinney, 2003). What is less clear, however, is if the risk for increased suicidal 

thoughts and acts is predominately restricted to younger Lesbian, Gay, Bisexual (LGB) 

adolescents, or if this increase persists into the college years.  Currently, the LGB college 

population has been less well researched (Russell et al., 2011), because past samples have tended 

to draw primarily from non-college LGB adolescents.  Furthermore research on LGB youth often 

includes subsets of the wider LGBTQ (LGBT and Questioning) population under one sexual 

orientation factor, which in turn may make it harder to generalize these findings.  Transgender 

and Questioning adolescents in particular have been shown to possess increased rates of distress 

and suicidal ideation above that of the LGB adolescent population (Clements-Nolle et al, 2006; 
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Murphy, 2007). This highlights the importance of examining the young adult LGB college 

population separately from Transgender and Questioning populations, and examining if young 

adult LGB college students are experiencing distress at different rates than the adolescent LGB 

population.  

 If a higher degree of acquired vulnerability for distress and suicidality is present in the 

LGB college population, it is important to be aware of this vulnerability, because acquired 

vulnerability to distress and suicidality can make people more brittle under stress and over-

reactive to difficult events.  However, the whole story may not be told by just examining for the 

presence of elevated acquired vulnerability to distress and suicidality. This is due to the fact that 

many of the same factors that contribute to this acquired vulnerability, such as decreased family 

stability and limited access to financial resources, impaired sense of belonging and less cultural 

acceptance, are also related to a person’s ability to create a healthy sense of self (Antonovsky, 

1987). This indicates the necessity of exploring if LGB college students are entering college not 

only with more heightened vulnerability to distress, but are if they are also entering with less 

protective qualities that might ameliorate that distress.   

 This model might be better understood by examining the roots of distress and suicidality 

as coming from not just one continuum of distress ranging from ease to disease (Antonovsky, 

1979), but by also being directly affected by the continuum of psychological well-being 

(Strumpfer 2005).  These two continua may interact, but a recent study by Brownson et al. 

(drafted manuscript) demonstrated the possibility that each may play a unique role in 

understanding how a person develops distress and suicidality. Therefore, a good model for 

preventing suicidality must include an understanding of how positive aspects of a person’s sense 
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of self can insulate them from experiencing increased levels of distress and suicidality when they 

are subjected to negative life events.  Currently, there are understood to be a number of senses-

of-self, such as self-efficacy, ego-strength, and hardiness that may serve as protective factors for 

future distress. However, one model that has been researched extensively is the role of a person’s 

sense of belonging as a protective quality when experiencing negative life events.  This has lead 

us to look for additional qualities, or better qualities of self, that can be used to better understand 

protective factors of self.  Although research into belongingness has been fruitful, this factor may 

be less useful when examining the LGB population, since sense of belongingness may be 

temporarily depressed by the coming-out process (McLaren 2010), and may therefore be a less 

useful construct for this group.  However, the recent study by (Brownson et al, drafted 

manuscript) has found that Antonovsky’s (1979) Sense of Coherence (SOC) does have a 

relationship with many of the protective qualities associated with sense of belonging, although 

SOC may represent a stronger factor and a more global aspect of the self, while encompasses 

most of the protective qualities previously attributed to a persons sense of belonging.  

 Antonovsky (1979) introduced the idea of SOC as a continuum related to health ease/dis-

ease (1987).  In this process he created the construct of Salutogenesis (Latin for Salus = health + 

genesis = produced) (Antonovsky 1996) as a way of understanding the development of 

resilience, active adaptation, and health promoting behaviors. Antonovsky (1993) connected the 

development of a person’s SOC with presence of early experiences, and general resistance 

resources (GRR), such as family stability, higher income level, and social support. These early 

experiences then have an impact on a person’s SOC later in life.  The conceptualization of SOC 

is comprised of three main components (Antonovsky 1987), which are reflected in a person’s 
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internal belief about how much of life is Comprehensible, Manageable, and Meaningful. SOC is 

hypothesized as achieving a stable disposition around age 30 that serves as a major coping 

resource for the preservation of health (Antonovsky, 1987).  Antonovsky (1987) also suggested 

that this quality of self is still modifiable during young adulthood.  

 Little research has been conducted on examining SOC as it relates to the LGB population 

and therefore deserves more consideration, because of its potential to protect members of this 

community against external disruptive life events.  Along with this, it is also unknown if the 

LGB college population possesses different rates of SOC development compared to their 

heterosexual peers, as no research has yet been conducted specifically examining SOC in an 

LGB college sample.   

 This proposed study is designed to investigate several questions.  This will be 

accomplished through the collection of survey data from a national sample of college students, in 

conjunction with a larger study being proposed by the National Research Consortium of Higher 

Education.  This study is expected to collect a diverse sample of students from a wide range of 

colleges and universities located throughout the United States. This study is planned to answer 

the question of whether or not LGB college students report more acquired vulnerability for 

distress and suicidality, as measured through a vulnerability factor, compared to their 

heterosexual peers.  This will serve to identify if the at-risk trends found in the LGB adolescent 

population translate into similar trends in the LGB young adult college population.  In addition, 

this study will examine if LGB college students report greater past 12-month distress and 

suicidality compared to their heterosexual peers.  This will be measured using the distress and 

suicidality continuum developed by Brownson et al. (drafted manuscript).  The study will also 
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examine if the self-reported levels of SOC for the LGB college population are different than the 

heterosexual college population.  This will be measured by the use of Antonovsky’s 13-item 

SOC scale (1993). This study will then examine if acquired vulnerability for distress and 

suicidality impacts the development of SOC differently for LGB and heterosexual students. This 

analysis will be conducted to see if the vulnerability experienced by LGB college students has a 

similar impact on their SOC development compared to their heterosexual peers, or if there are 

unique aspects to the vulnerability for the LGB student community resulting in a different SOC 

development outcome.  This will be analyzed using ordinary least-squared (OLS) multiple 

regression.  Lastly, this study will test to see if SOC is as useful a protective factor at reducing 

distress and suicidality, for LGB college students, as previously observed in the wider college 

population (Brownson et al. drafter manuscript).  This will be examined by comparing how SOC 

moderates the relationship between acquired vulnerability for distress and suicidality and past 

12-months distress and suicidality, differently for LGB and heterosexual college students.  This 

will be analyzed though the use of an OLS three-way multiple regression. 

 The overarching goal of this study is to better understand the unique factors that LGB 

college students face that could be contributing to an increase in distress and suicidality and 

those factors or personal assets that may help ameliorate the risk in this population.  By better 

understanding these issues, college counseling facilities can more effectively design population 

and individual interventions that can help reduce the prevalence of suicide on college campuses.  
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Integrative Analysis 

Overview 

 This integrative analysis will be introduction to the background research literature that 

has contributed to the development of this specific proposal.  It will begin with an overview of 

college suicidal ideation and distress, how students develop suicidal ideation, and how we should 

come to understand distress and suicidal ideation as a continuum of thoughts and behaviors.   

This analysis will then introduce the concept of how the effects of acquired vulnerabilities for 

distress and suicidality develop and manifest themselves, and how different life events may 

contribute to an acquired vulnerability factor that can put a person at greater risk for exacerbated 

distress and suicidality when presented with negative life events.  This will be followed by a 

discussion of different factors and models that have been shown to help protect a person against 

future distress and suicidality, such as Sense of Coherence (SOC), that might moderate the 

negative effects of acquired vulnerability to distress and suicidality.  The section will then 

conclude by discussing the wider LGB community and how suicide, acquired vulnerabilities for 

distress and suicidality, and protective factors are currently understood to affect this population.   

College Student Population 

 Today’s college student population is becoming an ever-increasingly diverse group 

composed of students coming from many different backgrounds and life experiences.  A recent 

national survey by the American College Health Association (2012), found that 24.4% of the 

students surveyed reported being a member of a racial or ethnic minority group, while 8.5% 

reported being an international student, and 7.8% reported having a sexual orientation other then 
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heterosexual.  Along with this, women now outnumber men in college enrollment.  These 

diverse college demographics highlight the importance of understanding if there are unique 

mental health needs of the various populations that comprise the student body in order to design 

interventions that are able to serve the entire university community.   

Suicide Among College Students 

 Since the late 1930s, mental health professionals have been concerned about the 

prevalence of suicide among the college student population (Diehl & Shepard, 1939; Parrish, 

1957; Raphael, Power, & Berridge, 1937).  Parrish’s study of Yale University students found that 

from 1920-1929, suicide was the third leading cause of death for students, following accidents 

and infectious diseases.  By the 1950’s, with the increase in the use of antibiotics to fight 

bacterial infections and vaccines to prevent lethal viral and bacterial infections, suicide rose to 

become the second leading cause of death among students.  Although Parrish’s study is over half 

a century old, this observed trend has remained consistent (Schwartz, 2011).  Currently, suicide 

ranks as the third leading cause of death among 15 to 24 year olds, and the second leading cause 

among those aged 25 to 34 (Centers for Disease Control and Prevention, 2010). 

 Early studies comparing the rates of suicide among college students and the larger non-

college population observed that college students were at greater risk for suicide than their non-

college peers (Parrish, 1957).  However, over the past 40 years the demographic makeup of the 

college student population has shifted with the inclusion of more women and greater ethnic 

diversity among the student population.  Possibly as a result of these demographic shifts, since 

the 1980’s studies have shown that college students are now at a lower risk for suicide than the 
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general college-age population (Hamilton, et al., 1983; Schwartz, 2006a, 2006b; Silverman et al., 

1997).  However, college students are still dying because of this preventable problem. 

 Producing an accurate measurement of deaths by suicide has been difficult for 

researchers (O’Carroll, 1989).  This has been due to a combination of inconsistent standards of 

recording deaths as suicide and the fact that deaths by suicide sometimes are misreported as 

deaths by accidents, or intentionally underreported because of the stigma associated with suicide 

(Rudd, 1989). Studies looking at completed rates of suicide among college student have shown a 

wide range of predicted values from 5 to 50 per 100,000 per year (Lipschitz, 1990).  However, 

the findings in this body of research are not generally comparable (Stack 2011), in part because 

of the different research methods used, and because these studies varied in the demographic 

makeup of the universities they sampled (Lipschitz, 1990). 

 In order to arrive at a more accurate picture of the rates of distress and suicidality in the 

college population researchers have gradually moved to the use of a multi-university research 

sampling methodology.  Through the use of national multi-university sampling of students, 

current data by Schwartz (2011a) have put the annual suicide rate for college students at 6.3-7.5 

per 100,000 students. This observed rate of college-student suicide is roughly 50% that of the 

suicide rate of 15 per 100,000 population of similarly age, gender, and race-matched young 

adults who do not attend college (Schwartz 2011a; Pompili et al. 2011). 

 One hypothesis is that the reduced rate of completed suicides in the college population 

may be due in part to policies that limit the access to firearms on college campuses (Schwartz 

2011).  Historically, most college campuses have restricted access to firearms for their students, 

specifically in the dorms and residence halls under university control.  This is of particular 
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importance, because the first two years of college are when students are most at risk for distress 

and suicidal ideation (Drum 2009) and when they are most likely to live on campus. This has 

contributed to the college population having only one-ninth as many firearms available compared 

to the non-college population (Hepburn et al. 2007; Miller, Hemenway, & Wechsler, 2002). 

Firearms are the most common method used for completing suicide among males, and the 

second most common among females.  Not unexpectedly, when access to these most lethal 

means of suicide is restricted, suicide completion rates decline (Schwartz 2011).   

Even though research has shown that college attendance is a protective factor against 

completing suicide, a recent survey of college counseling center directors found that there was a 

widely held perception that the percentage of students requiring mental health support was on the 

rise (Gallagher, 2011).  This viewpoint was also mirrored by university counseling center staff 

members who report that they have noticed an upsurge in the numbers of students seeking 

psychological services (Bushong, 2009).  Research has also shown that there is an increase in the 

severity of symptoms being reported by students themselves (Gallagher, Gill, & Sysco, 2000).  

 Distress and Suicidality 

 Although the current rate of completed suicides for college students has been shown to be 

lower than the general population (Schwartz 2011; Pompili et al. 2011), this should not be taken 

as an indicator that the rates of distress and suicidality in the college population are necessarily 

lower or sufficiently acceptable. While there is no data available to directly compare the college 

population with the non-college population on suicidal ideation, we now have data about the 

nature, prevalence, and severity of college students’ experience of distress and suicidality.  A 

recent study by Drum et al. (2009), that surveyed a national sample of college students, found 
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that 6% of undergrads reported that they had seriously considered suicide in the past year.  This 

same study also found that 8% of undergrads, and 5% of graduate students attempted suicide at 

least once during their lives and that 18% of undergrads and 15% of graduate students reported 

that they had seriously considered suicide at some point in their lives.  Another national sample 

of college students surveyed by the American College Health Association (2012) found similar 

rates of students who had seriously considered suicide. 

 These studies highlight that distress and suicidality are fairly common in the college 

population.  Although the rates of completed suicide are lower overall compared to the general 

population, this appears to be mainly because of the efforts by college policy makers to limit 

student access to lethal means (Hepburn et al. 2007; Miller, Hemenway, & Wechsler, 2002); 

however, these same environmental factors may not necessarily be reducing the rates of distress 

and suicidality experienced by students.  This highlights the need to more broadly examine 

distress and suicidality beyond that of suicide attempts and completion rates, but instead as a 

wider continuum of thoughts, feelings, and behaviors, that when reached at its end level develops 

into suicidal action.  

 Development of Distress and Suicidality 

 Suicidality can be defined as thoughts, feelings, and behaviors that a person may have 

about contemplating, preparing for, or attempting suicide. However, several approaches have 

developed over the years that have been used to understand the occurrence of suicidality.  Some 

of the older approaches to understand suicidality viewed it as an “expression of mental illness” 

(Hendin, 1982) and caused by co-occurrence of other pathologies. This view may cite findings 

related to how diagnoses of depression and schizophrenia in particular seem to be linked to 
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increases in suicidal risk (McGlashan, 1984; Rennie, 1939).  However, simply viewing suicidal 

ideation as a symptom of depression, or delusional thinking, may not capture the unique nature 

of how suicidal behaviors develop.  Studies examining depression have shown that most 

depressed people do not attempt suicide.  Along with this, when thoughts of hopelessness are 

controlled for, depression ceases to be a predictor of suicidal behaviors (Bedrosian & Beck, 

1979; Cole, 1988; Dyer & Kreitman, 1984; Petrie & Chamberlain, 1983). 

 Another theory of roots of suicidality comes from escape theory that hypothesized that 

suicide is caused by the presence of negative perceptions about oneself (Baumeiser 1990), which 

may be more prevalent when one has a more negative sense of self (low on protective factors). 

The model of Escape Theory was originally proposed by Baechler (1979, 1980) in which suicide 

can be viewed as a rationalistic response to a psychological problem and as a means of escaping 

it.  This model highlighted suicide as a type of escape from one’s psychological state, when 

internalized negative self-perceptions became unmanageable.  Baumeiser (1990) in his paper 

“Suicide as Escape from Self” expanded on and further explained this theory.  He proposed that 

suicide was the end result of six steps in an escape theory model.  In the first step an individual 

experiences an outcome that falls far below their expected standards, either by having unrealistic 

expectations, or by experiencing a setback.  The second stage commences when internal 

judgments are made that the disappointing outcome is attributed to a negative characteristic of 

the self.  The third stage involves the person then comparing themselves with outside standards 

and increasing their self-perception of inadequacy.  The fourth stage involves increases in 

negative feeling due to these comparisons.  The fifth stage then comprises the onset of more 

traditional distressed and withdrawing behaviors. In this stage a person responds to their unease 
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by trying to escape or reduce their negative thoughts by detaching and deconstructing their 

thoughts into a state of numbness.  This escape, however, is not fully successful and requires 

increasing levels of detachment to achieve the desired feelings of relief.  The final stage in this 

model occurs when a person has deconstructed their mental state to the point where their normal 

inhibitions to suicidal actions have been compromised and their resistance to attempting suicide 

is lessened (Baumeister, 1990).  This model may be useful in trying to understand a distress and 

suicidality framework, which can then be used to create assessment tools that can track the 

development and progression of suicidal ideation.  In addition, this model also opens the 

question about what factors within the individual may protect them from progressing down this 

distress continuum.   

 However, taken alone this theory is not sufficient.  Instead, it may be useful to pair this 

theory with models that can account for both vulnerability for distress and suicidality that make a 

person more sensitive to distress, as well as a models that can accurately measure the protective 

factors that may make it less likely someone will develop negative self-perceptions.  Before we 

can do this we first need to have a clear understanding of the distress and suicidality that we are 

trying to prevent students from experiencing.  

 Distress and Suicidality Continuum 

 Drum et al. (2009) found that when students were offered the ability to report their 

distress using a wider range of options which mimicked the Escape Theory model (Baechler 

1979, 1980), instead of asking the more common dichotomous (Yes/No) questions of whether or 

not students had seriously considered suicide in the past 12-months, they found that their sample 
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of students reported lower levels of suicidal ideation than was commonly reported in similar 

college student samples. What this study did find, however, was a greater number of students 

reporting other types of distressed thinking.  One possible explanation for this may be due in part 

to how this study asked about suicidal ideation, and giving new options representing distressed 

thinking that was not suicidal in nature, such as “I wish this would all just end” which 37% of 

undergrads endorsed, and  “I wish I was dead” which 11% of undergrads endorsed (Drum et al., 

2009), gave students the ability to more accurately express their distress than was traditionally 

being captured in a yes/no dichotomy question on suicidality.   Seeing distress and suicidal 

ideation as a continuum may provide a better model for understanding how these thoughts and 

feelings develop and function within the individual.   This also gives us a new assessment tool 

that can capture the progression towards withdrawal and hopelessness that Baumeister (1990), 

and in a more limited form Baechler (1979, 1980), proposed in the Escape From Self model of 

suicidal development. In another national sample of college students, The American College 

Health Association (2012) study found similar trends of distressed thinking within the past 12-

months, with 86.1% of students endorsing having the thought that they “felt overwhelmed by all 

they had to do,” 81.4% reported they “felt exhausted not from physical activity,” 45.2% 

reporting they “felt things were hopeless,” and 30.3% “felt so depressed it was difficult to 

function”.  This was in comparison with only 1.1% of their student responders endorsing actually 

having had attempted suicide in the last 12 months (ACHA, 2012).  By viewing distress and 

suicidal ideation as a continuum, it is possible to understand the process by which some people 

develop suicidal ideation when presented with life stressors, while others do not. 
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Development of Acquired Vulnerability for Distress and Suicidality 

To understand why some people may be at greater risk of progressing along the distress 

and suicidality continuum we need to examine how pre-college life experiences can contribute to 

the development of vulnerabilities to the impact of future stressors.  Pre-existing vulnerabilities 

make a person more sensitive to the deleterious effect of stressors, which in turn causes more 

physiological and psychological symptoms, and increases their likelihood of suicidality. This 

increased wear and tear, as it were, can create more accumulated stress on the individual’s mind 

and body.  One way of understanding acquired vulnerability to distress and suicidality is through 

the concept of allostatic load (McEwen & Stellar, 1993).  Allostatic load is defined as the 

adaptation of a person’s physiological and psychological systems to an external environment.  

Sometimes, when adapting to the stress caused by external events, internal deregulation is 

created, which then negatively affects other internal systems.  This then means that allostatic 

load represents a higher order construct of the accumulated disruption of normal functioning 

(Lupien et al., 2006) and can be represented as acquired vulnerabilities for distress and 

suicidality. 

 Fergusson, Beautrais, and Horwood (2003) in research conducted on vulnerability factors 

that predict for future suicidal ideation found that factors such as “family history of suicide, 

childhood sexual abuse, personality factors, peer affiliations and school success” when 

accumulated, would contribute to the increased likelihood of future distress and suicidality.  

However, the absence of these types of experiences, can serve as a protective factor against 

future distress (Fergusson et al., 2003).  Herba et al’s (2008) study on the effects of victimization 

has also shown that being both the target of bullying, as well as family rejection at home, 
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increased a person’s vulnerability for suicidal ideation. Along with this finding Twenge, 

Baumeister, and Catanese (2003) showed that social exclusion can create deconstructed states 

that predict suicidal ideation. Research by Joiner et al. (2005a, 2005b) found that having 

attempted suicide in the past in and of itself creates additional risk for future suicidal ideation.  

This risk was found to be prominent even when Axis I and II syndromes were accounted for.  

According to Joiner’s (2009) model, history of self-harm both habituates a person to the taboo of 

suicide, the fear and pain, as well as diminishes the perceived provocative nature of such a 

behavior.  

 Study Definition of Acquired Vulnerability for Distress and Suicidality 

 This research proposal will rely on a mix of findings from the research of Fergusson et al. 

(2003), Herba et al. (2008), and Joiner et al. (2005a, 2005b) on vulnerability to create this 

study’s definition of that state.  This study will define its vulnerability factor as being comprised 

of different items of these various studies and will include: 1) family history of suicide, 2) 

childhood sexual abuse, 3) victimization or target of bullying, 4) family rejection, 5) social 

exclusion, 6) and past suicide attempts. 

 Group Differences in Acquired Vulnerability for Distress and Suicidality 

 When understanding vulnerability to distress and suicidality, it is important to recognize 

that sub-group differences within the total population have been shown to exhibit distress and 

suicidality at very different rates (Stephenson, 2005).  As previously noted in this document, the 

college population has about half the rate of completed suicides, compared to the similar-aged 

non-college population (Silverman et al., 1997).  Gender differences for suicidal ideation and 
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attempts have also been observed.  Research on gender differences and suicide has found that 

men die by suicide nearly four times as often as women; however, women attempt suicide three 

to four times as often as men (Centers for Disease Control and Prevention, 2009b; Krug et al., 

2002; Moscicki 1994).  The primary reason for the gender difference in completed suicide rates 

is the different methods of suicide favored by each gender, with men favoring firearms and 

hanging, which are very lethal, and women favoring poisoning, which is less lethal (Callanan & 

Davis 2012).  Several studies  (Ellis &, Lamis, 2007; Essau, Lewinsohn, Seeley, & Sasagawa, 

2010; Kelly, Kelly, Brown, & Kelly, 1999; Rutz et al., 1995) have also shown that men tend to 

express fewer depressive symptoms than women; however, when depressed, men have fewer 

protective factors for preventing fully developed suicidal distress.  This might then be interpreted 

as men experiencing less overall distress, but being more likely to progress farther along the 

distress and suicidality continuum than women when distress does occur.   

 Research on gender differences in the college population has been less clear in its 

findings. Current evidence shows conflicting reports of the existence of gender differences for 

suicidal distress in the college population. Some studies (Lamis & Lester, 2013; Ellis & Lamis 

2007; Westfield et al., 2005) have shown no significant gender differences in self-reported 

suicidal ideation in college students; however, others (Stephenson et al., 2006) have found that 

gender differences in suicidal ideation do exist.  Stephenson et al. (2006) also found that students 

over the age of 25 were at greater risk than younger students for distress and suicidality.  This 

same study found that graduate student women over the age of 25 were actually at greater risk of 

suicidal ideation than their non-student same-age peers. These inconsistent findings on suicidal 

risk for students may reflect the inter-institutional variability of the samples collected, because 
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differences in terms of schools studied by size, geographical location, socio-economic status, 

religious affiliation, alcohol and drug use on campus, and how competitive or achievement-

oriented the school is might all affect the outcomes found in these studies (Haas 2003, 

Stephenson et al. 2005). This highlights the need for further research on gender differences with 

regard to suicidal distress among college students, and the importance of collecting large national 

samples of college students and not sampling only homogenous or non-representative 

institutions.   

 Racial and cultural differences that affect a person’s vulnerability to distress and suicidal 

ideation (Stephenson, Belesis, Balliet, 2005) have also been observed.  Over the past decade 

white Americans ages 15-24 years have been shown to have more completed suicides than most 

other racial and ethnic groups (CDC, 2001, 2009b, 2012), with current estimates of 15.99 per 

100,000.  Within the United States, African-Americans have suicide completion rates measured 

between 1.9 per 100,000 (Silverman et al., 1997), and 6.1 per 100,000 (CDC, 2012), making it 

one of the most protected communities for completing suicide (Silverman et al., 1997).  While 

Asian-Americans had 6.5 per 100,000 deaths by suicide and Hispanic-Americans 7.7 per 

100,000 deaths, also being substantially below the white national average (CDC 2012).  

However, other ethnic and racial groups present an increased risk for suicide; in particular, 

American Indian/Alaska Native have a risk of completed suicide that is estimated to be 17.48 per 

100,000 population (CDC 2012).    

 One proposed hypothesis for these observed differences in distress and suicidality for 

different groups is that there may be cultural differences as to how people interpret the causes of 
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distress.   Karasz (2005) found that when people interpreted the cause of depression as an 

emotional reaction to problems created outside of the individual by external environmental 

factors, which was found to be more common in non-white ethnic groups, this protected against 

suicidal ideation.  That study also found that its white middle class sample was more likely to 

conceptualize the reason for this depression as a failure within the individual (Karasz, 2005).  

This seems to be consistent with Baumeister’s (1990) conception of suicidal distress as being 

created when negative external events are interpreted as reflecting an internal failure of the self.  

However, when culture helps shape the perception of negative events as reflection of societal 

problems, rather then problems of the self, this may create a buffer to suicidal distress.  Along 

with this, research suggests that having a community to identify with, and one’s level of self-

identification with that community, serves as a protective factor against distress and suicidality 

for minority groups (Range et al., 1999).  These observed differences have implications for 

targeting outreach and interventions directed at different sub-populations of students.    

Qualities of Self Models of Mental Health 

  Since 1946 the World Health Organization (1946) has stated that to most 

effectively promote health and well-being we must expand our understanding of health 

promoting factors, and should not focus solely on distress and infirmity.  This is because 

focusing on distress alone is insufficient to promote preventive interventions and to ameliorate 

the effects of experienced distress and suicidality once they occur.  Instead, a more effective 

approach may be to augment the existing literature on distress and suicidality by understanding 

how qualities of self-protection can be enhanced, and furthermore how these approaches can be 

applied to specific at-risk communities.   
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 The challenge now presented to researchers is how best to capture and quantify what 

Qualities of Self means for mental health.  Currently, there are numerous ways to look at 

strength-based models of self; such as Self-Efficacy, Hardiness, or Ego Strength.  How two of 

the most researched models connected to distress and suicidality are Sense of Connectedness and 

Belonging, and more recently Sense of Coherence (SOC).  

 Sense of Connectedness and Belonging 

 The theory of Sense of Connectedness and Belonging has been extensively researched for 

its related contribution to positive mental health and protection against manifestations of distress 

and suicidality (Hatcher, & Stubbersfield, O. 2013).  Since Maslow (1969) belongingness has 

been identified as a basic human need that is necessary for effective psychological functioning.  

The researchers Baumeister and Leary (1995) also observed that the need to belong, and the 

desire for interpersonal connections, is a fundamental motivation and is intimately connected to a 

person’s well-being.  Baumeister and Leary (1995) noted, “Human beings have a pervasive drive 

to form and maintain at least a minimum quantity of lasting, positive, and significant 

interpersonal relationships” (p. 497).  In this view, the need for a positive sense of belonging 

serves as a demand-driven motivator for well-being in which a minimum level of regular 

interpersonal connection is required for a person to feel fulfilled. Elevated feelings of connection 

and belonging have been connected to several types of positive outcomes such as the reduction 

of suicidality (Van Orden 2010) and general health (CDC 2009).   In a study conducted by the 

Centers for Disease Control and Prevention (CDC) it was found that connectedness was a strong 

protective factor for decreasing substance use, school absenteeism, early sexual initiation, 

interpersonal violence, risk of unintentional injury, emotional distress, disordered eating, and 
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suicidal ideation and attempts (CDC 2009).  Several studies have also shown the importance of 

one’s sense-of-belonging as a predictor of positive college outcomes (Allen et al. 2008; Morrow 

& Ackermann 2012).   

 Although Sense of Connection and Belonging is an important factor to consider when 

looking for a Quality of Self that can insulate someone against experiencing increased distress 

and suicidality, the concept of Connection and Belonging as a model may have its limitations. 

For example, a study by McCallum and McLaren (2011) found that for the LGB population, 

fostering an increased sense of belonging only had indirect benefits on improving the mental 

health of this community.  In addition, in a recent national sampling of college students that 

looked at distress and suicidality by Brownson et al. (drafted manuscript), it was found that 

although Sense of Connection and Belonging showed a protective quality in reducing distress 

and suicidality, this protective quality was found to be predominately accounted for by a 

person’s Sense of Coherence (SOC).  Therefore, SOC may be a better avenue for research in the 

hopes of finding a factor that can help promote well-being and can protect people from the 

deleterious effects of stress. 

 Sense of Coherence (SOC) 

 The theory of SOC comes from the wider framework of salutogenics (Latin salus = 

health), developed by Aaron Antonovsky, in his desire to better understand the origins of health 

(Antonovsky 1979).  The salutogenic model focuses on understanding resources and strategies 

that are present within an individual that are restorative in nature and enable successful coping 

with potentially harmful life events (Korotkov, 1998).  A key component of this theory is the 

concept of SOC. 
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 Antonovsky states that, “sense of coherence is a holistic frame of mind, generally 

expressed by a persistent and stable feeling of confidence that one’s environment, internal and 

external, will be both predictable and reasonable” (Antonovsky, 1979).  Antonovsky’s SOC 

model describes three elements that contribute to one’s overall SOC that he believes in turn 

predicts how successfully a person will react to a stressor.  These elements are 1) 

comprehensibility of the world, 2) manageability, and 3) meaningfulness.  The first component 

of Antonovsky’s model is a personal sense of the comprehensibility about the external world.   

This is largely cognitive in nature and reflects that a person has a good mental grasp of the 

trouble or situation at hand (Antonovsky, 1998). The second component, manageability, is the 

individual’s perceptions about their ability to appropriately utilize available resources to manage 

a given problem.  The concept of manageability has sometimes been equated with self-efficacy. 

While the two are similar, Antonovksy states that (1998) personal self-efficacy is an important 

contributor to one’s sense of manageability.  The third and most important component is 

meaningfulness, which encompasses a person’s motivation to cope with life and their ability to 

make sense of their experiences emotionally (Antonovsky, 1998).  Meaningfulness is also 

influenced by comprehensibility and manageability, and Antonovsky viewed this factor as the 

most influential of the three.  Although SOC influences our conscious beliefs, research has 

shown (Amirkhan and Greaves 2003) that SOC is a somewhat unconscious way of viewing the 

world, and does not often enter into awareness at a perceivable level by the individual.   

 SOC is theorized to develop early in life through access to general resistance resources 

(GRRs), which are resources that can aid a person in resisting the harmful effects of stress.  

Griggiths et al. in their analysis of Antonovsky’s SOC model, defines GRRs as “physical (e.g., a 
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strong physique, strong immune system, genetic strengths), artefactual (e.g. money, food, 

power), cognitive (e.g., intelligence, education, adaptive strategies for coping), emotional (e.g., 

emotional intelligence), social (e.g., support from friends and/or family), or macrosocial (e.g., 

culture and shared belief systems)” resources that influence a person’s ability to successfully 

cope with life stressors.  The presence of more of these GRRs early in life helps a person form a 

more fully developed SOC, by helping them successfully manage the challenges of early life 

events, and thereby influencing their beliefs about themselves and their world. SOC gradually 

then develops over time and becomes progressively a more stable disposition up until age 30 

(Antonovsky, 1998). Research on the stability of SOC has shown a moderately strong support for 

this assertion (Eriksson & Lindstrom, 2007; Hochwalder & Forsell, 2011).  However one study 

by Hakanen, Feldt, & Leskinen (2007) found that the construct of SOC was more stable among 

higher SOC individuals, than among lower SOC individuals, showing that when SOC was more 

developed it was more likely to stay developed. 

	   A study by Darling et al. (2007), found that for many college students their SOC was still 

developing during their college experience and was influenced in its development by the quality 

of the interpersonal relationships experienced, and how well students were able to manage 

stressors experienced while in college.  This finding is particularly relevant because it shows that 

if SOC can be better understood, it may be possible to find ways to nurture and promote it within 

the college population through specific population and clinical interventions.  Two intervention 

studies Langeland et al. (2006, 2007) that have tried to increase SOC in samples that represented 

a wide variety of mental health concerns, found that it was possible to increase both the SOC and 

coping abilities.  
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 Although SOC does not predict how people will behave in particular situations, it does 

affect the quality of a person’s interactions (McCubbin, et al., 1993). Research by McCubbin et 

al. (1993) has also shown that the more stable their SOC, the more they will be able to 

adequately cope with ever-present stressors.  Someone with greater SOC possesses more feelings 

of confidence resulting in an increased feeling of control over life events, where a person with 

lower SOC more often views negative life events as a reflection of him/herself (Fiorentino & 

Pomazal, 1998). 

 In several studies of SOC it has also been found to be associated with physical health as 

well as emotional health. Research (Sanden-Eriksson, 2000) found that the higher the patient’s 

estimation was of their physical health, the higher their SOC scores and the lower their chances 

of having some physical disorders were.  Similar findings were reported by Svartvik and 

colleagues looking at SOC and physical health (Svartvik et al., 2000). In a study by Surtees et al. 

(2003) on physical health, a strong SOC was found to be associated with an approximately 30% 

reduction in mortality in patients who were diagnosed with cardiovascular disease and cancer 

(independent of age, sex, and prevalent chronic disease). 

 SOC has also been connected with mental health.  While Eriksson and colleagues found 

that while SOC is not synonymous with mental health, and other factors need to be taken into 

account when evaluating health, it is strongly related to a person’s mental wellbeing (Eriksson & 

Lindstrom, 2005).  A study by Brownson et al. (drafted manuscript), examining distress and 

suicidality in the college population, found that SOC had a protective effect on reducing distress 

and suicidality.  This same study also found that while SOC, and sense of 

belonging/connectedness, both showed a protective quality against distress and suicidality, SOC 
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actually accounted for most of the protective effect sense of belonging/connectedness created.   

This finding lends weight to further exploration of SOC and how it can be used to reduce distress 

and suicidality in communities that are at greater risk for having increased acquired vulnerability 

for distress and suicidality, such as the LGBTQ population.   

The Lesbian, Gay, and Bisexual, Transgender, Questioning (LGBTQ) Population 

 This section of the paper identifies special issues in the LGBTQ population.  First, this 

section will discuss the larger LGBTQ community, and then will offer an explanation of why this 

paper will not be examining the Transgender and Questioning sub-populations in its analysis of 

LGB college population.  Next this section will discuss how distress and suicidality, acquired 

vulnerability for distress and suicidality, and SOC are all currently understood to operate within 

the larger LGB population. This overview will then lead into the questions this research paper is 

designed to explore. 

 The Lesbian, Gay, and Bisexual, Transgender, and Questioning (LGBTQ) population has 

been identified by the World Health Organization as being at an elevated risk for developing 

distress and suicidality (World Health Organization, 2006).  However, this population is very 

diverse and represents people coming from all races, ethnicities, ages, genders, and socio-

economic backgrounds.  In fact, the identification of people as LGB is a rather simplistic one.  

Identification as gay, lesbian, or bisexual is only a few of the possible ways for people to self-

identify their sexual orientation.  A person is a complex interaction of individual biological sex, 

gender identity, romantic attachment preference, sexual behaviors, gender roles, and sexual 

orientation.  All of these variables can encompass a continuum of behaviors, preferences, self-
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identifications, and biological differences.  Along with this, some individuals change their self-

identifications and places along these continua over time.   

 For the purposes of this study however, the capturing of sexual orientation will rely on 

college students’ self-reports of their sexual orientation at the time of the survey, which is 

consistent with how other large national samples of college students have measured this 

construct.  In a recent national sample of college students (Drum et al. 2009) 92% of students 

endorsed their sexual orientation as heterosexual, with 3.4% bisexual, 2.5% as gay/lesbian, and 

1% as questioning.  This appears to be similar to the national average, which estimate that 1 to 

4% of males and females consider their sexual orientation to be something other then 

heterosexual (Ellis, 1996; Ellis 2007; Laumann, Gagnon, Michael, & Michaels, 1994). 

 The Transgender and Questioning Population 

 This particular study is designed to only look at the Lesbian, Gay, and Bisexual student 

sample.  It is important to note that this study will not be including Transgender and Questioning 

student in its first analysis of the data, even though data will be collected about these students 

during the survey, and may be used in future analyses.  This study recognizes the importance of 

the Transgender and Questioning student community and the importance of understanding these 

communities, particularly in regards to college suicide prevention.   This study will not include 

Transgender and Questioning groups in its initial analysis because of past observed research 

findings (Clements-Nolle et al. 2006; Goldblum et al. 2012) that have shown that the 

Transgender and Questioning population may possess an increased risk for distress and suicidal 

ideation significantly above and beyond that of the LGB population.  This may indicate that the 
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Transgender and Questioning student population might better be researched as distinct groups, 

and may possess their own unique qualities worthy of study.   Including them in this paper 

creates the risk that any findings found could be inflated by possible increased levels of distress 

commonly observed in the Questioning and Transgender population.    Therefore, in order to 

obtain the most accurate understanding of the LGB student population, they are being studied 

here as a distinct group worthy of research, and possibly uniquely different from Transgender 

and Questioning students.    

 LGB and Distress and Suicidality 

 Russell and Joyner (2001) found in their study on adolescent sexual orientation and 

suicidal risk that LGB adolescents were twice as likely to attempt suicide, compared to their 

heterosexual peers.  While a similar study (Garofalo, et al., 1998) found LGBT high school 

students three times as likely to have experienced suicidal ideation and attempts.  A similar trend 

was found in a Boston school survey of 13 to 19 year olds that LGBT students were three and a 

half times more likely to report engaging in self-harming behaviors, and five times more likely to 

report suicidal ideation compared to their heterosexual peers. (Almeida et al., 2009).  Studies 

examining adolescent mental health have also shown that LGB adolescents report higher levels 

of depression (Galliher, Rostosky, & Hughes, 2004; Russell & Joyner, 2001) than their peers.   

 What is less clear is if the risk for increased suicidal distress is predominately restricted 

to younger adolescents or if this increase in suicidal distress persists into the college years 

because this particular subset of the LGB population has been less well researched (Russell et al., 

2011). The National College Health Assessment (NCHA) data examining risk factors associated 

with college student suicide found that having a sexual orientation other then heterosexual was 
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connected with increased risk for suicide (Kisch, Leino, & Silverman, 2005).  However, some 

studies have postulated that the increased risk for suicidal ideation is most prominent in late 

adolescents (Russell & Toomey, 2010) and this may not reflect trends in the college years 

(Russell et al., 2011).  This is because studies that looked at LGB people ages 18-24, the 

traditional college years, often come only from population and community samples (King et al., 

2008) and not the college population (Russell et al., 2011).  This uncertainty regarding how early 

adolescent LGB suicidal risk is connected to suicidal risk for LGB college students is one of the 

questions this study hopes to answer.   

 LGB and Acquired Vulnerability for Distress and Suicidality 

 LGB college students are more likely to enter college with higher levels of pre-existing 

vulnerability to distress, as defined above, compared to their heterosexual peers.  Studies have 

shown that LGB youth are more often victims of physical and verbal abuse, harassment, 

rejection, and prejudice by the wider community (D’Augelli, Grossman, & Starks, 2006; 

Huebner, Rebchook, & Kegeles, 2004), and this also happens in the school environment (Elze, 

2003; Van Wormer & McKinney, 2003) and the home environment (Balsam, Rothblum, & 

Beauchaine, 2005).  LGB youth are also more likely to be victimized by bullying (Garofalo, et 

al., 1998).  This helps explain the higher levels of depression and suicidality in the LGB 

community and studies have shown a strong link between experienced homophobia and these 

negative outcomes (Lewis, et al, 2003; Szymanski, Chung, & Balsam, 2001) because 

experiencing homophobia results in social rejection, stigmatization, alienation, and social 

isolation among LGB youth.  These experiences in turn contribute to higher depression levels 

(Gonsiorek, 1993; Olson & King, 1995).  In fact, some studies have shown that there may be no 
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increased risk for suicidal ideation inherent in the LGB population beyond the risk conferred by 

these associated factors (Muehrer, 1995).  However, what may be of most interest to college 

mental health professionals is not just how students acquire their vulnerability for distress and 

suicidlaity, but instead what things can be done to limit vulnerability from producing future 

distress and suicidality. Along with this, it is important to understand that even though a person 

may experience life events that might increase their risk for suicidal ideation, a great many 

people will not experience future suicidal distress, or may experience less distress than others in 

a similar situation.  This raises the question of why some people who have suffered negative life 

events experience periods of increased distress later on, while others do not. 

 Sense of Coherence (SOC) and LGB College Population 

 Currently, there is very little research on how SOC develops and operates within the LGB 

college population.  Exploring this factor further is important so we may understand how SOC is 

developing and impacting the acquired vulnerability for distress and suicidality that has been 

previously observed in the wider LGB adolescent population.  It is also important to examine the 

LGB college population individually, for how SOC impacts and operates within it, because we 

can not just assume that previous findings observed in the heterosexual community will 

necessarily operate in the same fashion for the LGB college population.  This is because past 

research on other traditional strength-based models of mental health, such as sense of belonging 

and connectedness, have been shown to operate in unexpected ways for the LGB population.  

For example, Baumeister and Leary (1995) highlighted how the need to belong is both a 

fundamental human need and also is protective of distress.  Along with this, many minority 

mental health models, looking at connection and belonging, have shown that having a 
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community to identify with, as well as the level of self-identification a person has with their 

community, serves as a protective factor for minority groups (Range et al. 1999).  By this logic 

for LGB students being involved with the LGB community, and one’s level of self-identification 

as a member of that community, might be a protective factor for distress.  However, McCallum 

and McLaren (2010) in their study looking at belonging and LGB adolescents found that level of 

connection to the LGB community only indirectly protected people from depression, and it was 

only the level of connection and belonging to the wider non-LGB community that showed a 

strong protection against distress.   These findings show that the LGB community may in fact 

have its own unique interactions with known protective factors, and is worth exploring so that 

college mental health workers can understand how to best promote strength-based interventions 

that will work most effectively with this community. 
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Proposed Research Study 

Statement of Purpose 

 The World Health Organization (1946) has stated that to most effectively promote health 

and well-being we must expand our understand of health promoting factors, and should not focus 

only on distress and infirmity.  The World Health Organization (2006) has also identified the 

LGBTQ population as one group that is at particularly high risk for developing distress and 

suicidality, and one that will require that new initiatives be developed to support this at risk 

community.  Further, the LGB college sub-population has been identified as an under-researched 

subset of the larger LGBTQ population that requires further study and support (Russell et al., 

2011). This is because past research has been limited by drawing primarily upon non-college 

adolescent LGBTQ samples, and has over generalized its findings by the inclusion of the 

Transgender and Questioning populations, which have been observed to report even higher rates 

of distress and suicidality then the LGB community (Clements-Nolle et al. 2006; Goldblum et al. 

2012).  This study is designed to refine our understanding of the LGB college sub-population by 

confirming if trends of increased acquired vulnerability for distress and suicidality that have been 

previously found in the wider LGBTQ adolescent population (Garofalo, et al., 1998; Russell & 

Toomey, 2010; Haas et al., 2011; King et al., 2008) are also present in the LGB college sub-

population.  This will be achieved by examining if LGB college students report increased 

acquired vulnerability for distress and suicidality, as well as higher past 12-month distress and 

suicidality, compared to their heterosexual college peers.  This study will also be the first to 

explore the protective health promoting quality of one’s sense of self, as captured by Sense of 

Coherence (SOC), in the LGB college student population.  This will be achieved by examining if 
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SOC develops similarly for LGB and heterosexual students, and by looking to see what the 

impact of acquired vulnerability for distress and suicidality is on this development.  Additionally 

this study will also test to see if SOC is as useful a protective factor at reducing distress and 

suicidality, for LGB college students, as previously observed in the wider college population 

(Brownson et al. drafter manuscript).  The goal of this research then is to better understand 

distress and suicidality of the LGB college sub-population, and additionally add to the LGB 

college population literature by exploring the quality of self model, SOC, as a possible future 

area of development for LGB college health promoting interventions 

Research Questions, Hypotheses, and Rationale 

 Research Question 1. While controlling for gender, ethnicity, and age do LGB college 

students report greater acquired vulnerability for distress and suicidality compared to 

Heterosexual college students? 

Hypothesis 1. It is anticipated that the LGB college population will have an increased rate 

of acquired vulnerability for distress and suicidality compared to the heterosexual college student 

population. 

 Rationale 1.  This question is being asked because previous literature on acquired 

vulnerability for distress and suicidality has often over generalized finding observed in the 

LGBTQ adolescent community as also representative of LGB college sub-population (Garofalo, 

Wolf, Kessel, Palfrey, & DuRant, 1998; Russell & Toomey, 2010; Haas et al., 2011; King et al., 

2008).  This question is being asked in order to explore specifically the LGB college sub-

population for their acquired rates of vulnerability for distress and suicidality, and to see if those 

rates are indeed increased compared to the heterosexual college population.  If this is found, then 
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this may mean that LGB college students are entering college with increased risk for 

experiencing worse distress and suicidality when presented with life challenges, compared to the 

heterosexual college population. 

 Research Question 2. While controlling for gender, ethnicity, and age, do LGB college 

students report increased rates of past 12-month distress and suicidality when compared to 

heterosexual college students? 

 Hypothesis 2. This study predicts that an increased risk for past 12-month distress and 

suicidality will be found in the LGB college population when comparing them to the 

heterosexual college student population.  

 Rationale 2.  This question is being explored in order to determine if LGB college 

students report experiencing greater distress and suicidality within the past year compared to the 

heterosexual college population. This question builds on the previous question, to see if a 

hypothesized elevated acquired vulnerability for distress and suicidality, predicted to be observed 

in Question 1, translates into actual increased rates of reported distress and suicidality 

experienced in the past 12-months.  This question is being explored since its possible that 

Question 1 may be capturing increased acquired vulnerability for distress and suicidality that is 

limited to the pre-college years when the LGB adolescent population could be more likely to 

encounter trauma induced by events because of their sexual orientation (Garofalo, et al., 1998).  

However it is important to understand if this increased distress and suicidality is limited to earlier 

life periods and not reflective of the LGB college populations current levels of vulnurbility

 Research Question 3. While controlling for gender, ethnicity, and age, do LGB college 

students report lower levels of Sense of Coherence compared to Heterosexual students? 
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Hypothesis 3. This study predicts that LGB college students will show a lower average 

level of Sense of Coherence compared to their heterosexual college peers.  

 Rationale 3.  This question is being asked because the LGB college population has not 

yet been specifically studied to assess their reported levels of SOC.  However, it is important for 

college mental health professionals to know if the protective factor SOC is less present in the 

LGB college population.  Research (Antonovsky 1987) on SOC has linked the presence of 

general resistance resources, such as early family stability, to the development of a person’s 

SOC.  Research (Balsam, Rothblum, & Beauchaine, 2005) has also found that LGB individuals 

are at an increased risk of having experienced early family life instability and disruption. 

Therefore, it is important for us to explore if in fact LGB college students do have lower SOC, 

compared to heterosexual college students, as might be hypothesized.  If lower levels of SOC are 

found for the LGB college population, this would identify a possible area for intervention by 

college mental health professionals.  

 Research Question 4a. While controlling sexual orientation, gender, ethnicity, and age is 

there a relationship between acquired vulnerability for distress and suicidality and SOC? 

 Hypothesis 4a. It is hypothesized that SOC development will be impaired by higher 

levels of observed acquired vulnerability for distress and suicidality.   

 Rationale 4a.  This question is being asked in order to show how acquired vulnerability 

for distress and suicidality impacts SOC development.  This relationship is theorized based on 

previous literature (Antonovsky 1987, 1998) that discussed how SOC development is affected by 

the presence or absence of general resistance resources present early in life.  However, if these 

general resistance resources are negatively impacted, such as by events that might contribute 
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acquired vulnerability for distress and suicidality, we would expect SOC development to be also 

affected. It is then hypothesized by this paper that events that increase one’s acquired 

vulnerability for distress and suicidality would also have a negative impact on factors that help 

build SOC. This question is being asked in order to show the presence of this initial relationship 

before exploring for sexual orientation differences in Question 4b.   

 Research Question 4b.  While controlling for gender, ethnicity, and age is the relationship 

between acquired vulnerability for distress and suicidality and SOC moderated by a college 

student’s sexual orientation? 

 Research Question 4b Diagram. 

            

 Hypothesis 4b. This study does not have a clear hypothesis for this question. 

 Rationale 4b. This question is being asked since very little is currently know about how 

SOC develops in the LGB college population.  It is possible that acquired vulnerability for 

distress and suicidality differently affects SOC development for the LGB college population 

because the experienced vulnerability of homophobia and parental rejection based on sexual 

orientation may be of a qualitatively different nature then other types of trauma that increases 

acquired vulnerability for distress and suicidality.  Because homophobia is essentially a hostile 

rejection of a person’s sense of themselves in relation to others in the world, its possible that 
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experiencing this type of trauma may have a greater negative impact on the development of a 

positive sense of self, even if the same level of acquired vulnerability for distress and suicidality 

is being reported.  On the other hand, it is possible that sexual orientation plays no role in SOC 

development, and any differences found in Question 3 are accounted for once acquired 

vulnerability for distress and suicidality is controlled for. 

Research Question 5a. While controlling for sexual orientation, gender, ethnicity, and 

age is the relationship between acquired vulnerability for distress and suicidality and past 12-

month distress and suicidality moderated by SOC?  

Research Question 5a Diagram. 

 

Hypothesis 5a.  This study hypothesizes that SOC will exhibit a protective moderating 

effect on the relationship between acquired vulnerability for distress and suicidality and past 12-

month distress and suicidality.   

Rationale 5a.  This relationship is expected based in previous research (Brownson et al. 

drafted manuscript).  This relationship is going to be examined in this sample before exploring 

for sexual orientation differences in Question 5b. 

 Research Question 5b. While controlling for gender, ethnicity, and age does the sexual 

orientation of a college student differently impact the effect of the moderation of SOC on the 
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relationship between acquired vulnerability for distress and suicidality and past 12-months 

distress and suicidality previously explored for in question 5a. 

Research Question 5b Diagram. 

  

 Hypothesis 5b.  This study predicts that the sexual orientation of a student will not change 

the protective qualities that SOC has on being able to moderate the effects that acquired 

vulnerability for distress and suicidality has on past 12-month distress and suicidality.  

 Rationale 5b.  This question is being asked because no research has yet been conducted 

on testing the effectiveness of the ability of ones SOC to moderate distress and suicidality for the 

LGB college population.  SOC has been hypothesized as being a valid construct across diverse 

populations, however this hypothesis has never been tested with the LGB population, where 

SOC development might be being negatively impacted by increased acquired vulnerability to 

distress and suicidality and less general resistance resources.  In order to show the validity of this 

construct for the LGB college population and its utility for suicide prevention, we first need to 

show that the protective relationship commonly observed in the wider college populations is 

similarly demonstrated in the LGB college sub-population.  If we find SOC is less effective in 

moderating distress and suicidality for LGB college students, then SOC may not be the useful 
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sense-of-self concept that this study is predicting.  This would indicates that more exploration is 

needed in order to find protective factors of the self that can be engaged in order to prevent 

distress and suicidality in the LGB college population.  
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Data Analysis 

Preliminary Data Analysis  

 A preliminary data analyses will be conducted prior to the main analyses of this study, 

which include ordinary least-squared (OLS) multiple regression, and additional moderation 

analysis. Prior to testing statistical significance this study will examine if the assumptions for the 

determined statistical procedures are met, which include establishing normality, linearity 

between variables, homoscedasticity, independence of error, and lack of multicollinearity. 

Additionally, descriptive statistics including means, standard deviations, and range will be 

computed and examined. Reliability will be conducted on all constructs and will move forward 

with a Cronbach’s α = .80 or greater, implying the constructs are unidementional for the sub-

population under investigation. Participants with missing data will not be included in analyses.  

Due to the categorical nature of sexual orientation, a dummy coded variable will be created for 

sexual orientation, using Heterosexual as the reference group. Students reporting their sexual 

orientation as either Transgender or Questioning will not be included in the initial analyses of the 

data.  This analysis will also control for age, gender, and race/ethnicity.  Gender and 

race/ethnicity will be dummy coded with female, and Caucasian, as the reference groups. 

Main Analysis 

 The main data analyses will include an ordinary least squares multiple regression with 

additional moderation analyses.  

 Research Question 1. While controlling for gender, ethnicity, and age do LGB college 

students report greater acquired vulnerability for distress and suicidality compared to 

Heterosexual college students? 
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 Research Question 1 Analyses. This question will be analyzed by using a (OLS) multiple 

regression and looking for the effects of a student’s sexual orientation on their acquired 

vulnerability of distress and suicidality. This analysis will also control for a student’s gender, 

race, and age. 

 Research Question 2. While controlling for gender, ethnicity, and age do LGB college 

students report higher rates of past 12-month distress and suicidality when compared to 

heterosexual college students? 

 Research Question 2 Analyses. This question will be explored by using a (OLS) multiple 

regression and looking for the effects of a student’s sexual orientation on their past 12-month 

distress level. This analysis will also control for a students gender, race, and age. 

 Research Question 3. While controlling for gender, ethnicity, and age do LGB college 

students report lower levels of Sense of Coherence compared to Heterosexual students? 

 Research Question 3 Analyses. This question will also be analyzed by using a (OLS) 

multiple regression and looking for the effects of a student’s sexual orientation on their Sense of 

Coherence. This analysis will also control for a students gender, race, and age. 

 Research Question 4a. While controlling sexual orientation, gender, ethnicity, and age is 

there a relationship between acquired vulnerability for distress and suicidality and SOC? 

 Research Question 4a Analyses. This question will also be analyzed by using a (OLS) 

multiple regression and looking for the effects of acquired vulnerability for distress and 

suicidality on SOC. This analysis will also control for a student’s sexual orientation, gender, 

ethnicity, and age. 
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 Research Question 4b. While controlling for gender, ethnicity, and age is the relationship 

between acquired vulnerability for distress and suicidality and SOC moderated by a college 

student’s sexual orientation? 

 Research Question 4b Analyses. This question will be explored by examining the 

interaction effect of acquired vulnerability for distress and suicidality on SOC with a moderating 

effect of sexual orientation using an OLS multiple regression analysis.  This analysis will also 

control for a student’s gender, race, and age. 

 Research Question 5a. While controlling for sexual orientation, gender, ethnicity, and 

age is the relationship between acquired vulnerability for distress and suicidality and past 12-

month distress and suicidality moderated by SOC? 

 Research Question 5a Analyses. This question will be explored by examining the 

interaction effect of acquired vulnerability for distress and suicidality on past 12-months with a 

moderating effect of SOC using an OLS multiple regression.  This analysis will also control for a 

students sexual orientation gender, race, and age. 

 Research Question 5b. While controlling for gender, ethnicity, and age does the sexual 

orientation of a college student differently impact the effect of the moderation of SOC on the 

relationship between acquired vulnerability for distress and suicidality and past 12-months 

distress and suicidality previously explored for in question 5a. 

 Research Question 5b Analyses.  

 This question will be analyzed using a three way multiple regression analysis, with sexual 

orientation being added as an additional moderator to the two-way interaction of the previous 
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model (5A: SOC moderating acquired vulnerability for distress and suicidality).  The three way 

multiple regression model will control for age gender and ethnicity.    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



43	  

Method 

Approval by the Human Subjects Committee  

 The proposed study will follow guidelines and standards established by the Institutional 

Review Board for the Protection of Human Subjects at The University of Texas at Austin and all 

other participating universities. 

Participants 

 This study is designed to collect a large stratified random sample of university students, 

from four-year college and universities, located throughout the United States. The National 

Research Consortium of Higher Education, which is based at The University of Texas at 

Austin’s Counseling and Mental Health Center, will be utilized to collect this sample because 

this study will be embedded in a larger proposal being drafted by this consortium. Participation 

in this study is expected to be similar to the past study conducted by the National Research 

Consortium of Higher Education in which upwards of 70 universities participated, with a 

collected sample of over 26,000 college students.   

Procedure 

 A web-based survey will be administered to the students by their participating university.  

The use of a web-survey will be done in order to collect the largest possible sample of the 

population, increased accessibility, and ensure students retain anonymity.  Students will receive 

the survey through their university’s Research Consortium affiliate member.   

 Each participating university will provide the principal investigators with the email 

addresses and names of a randomly selected subgroup of their currently enrolled students over 

the age of 18 (or 19 in Nebraska), stratified by undergraduate and graduate student status, and 
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based on school size (all undergraduates for institutions with less than 500 undergraduates, 500 

undergraduates for institutions with between 500 and 4,999 undergraduates, and 1,000 

undergraduates for institutions with 5,000 or more undergraduates). The same sampling 

guidelines will be followed with regards to gradate student enrollments.  

Each student in the randomly selected sample will be assigned a respondent identification 

number and then received a personally addressed e-mail containing information about the study 

sent by The University of Texas at Austin but addressed from either the director of the 

institution’s campus counseling center or the local sponsor for the study if this person is not 

affiliated with the counseling center.  

The invitation specifies that this study is conducted by The University of Texas at Austin 

but is supported by the local campus. Included in the invitation is a link; clicking on the link 

takes the student to the survey web page, which is customized with the colors and, if provided, 

the logo of their local campus. After reading the study information and cover letter for Internet 

research, students will either declined or consented to participate. When the student completes 

and submits the survey, that data will be stored in two separate and unlinked data tables: 1) the 

Identification table and 2) a De-identified table.  

 (1) An identification table, which contained respondent identification numbers, student 

email addresses, information about whether the student accessed the survey and, if so, whether 

they declined or consented to take the survey. 

 (2) A de-identified survey response table, which stored the anonymous student responses. 

 As a measure of confidentiality the two tables lacked a common identifier; thus, it is 

impossible to map the students’ identity to the subjects’ response.  The survey data will be 
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collected and stored securely by the University of Texas Office of Survey Research on behalf of 

the principal investigators. The University of Texas IRB approval will be obtained, along with 

this, all participating schools will gain their own IRB approval with the help of the study 

coordinator at the University of Texas Research Consortium of Higher Education. 

Measures 

 Demographic Questionnaire 

 The demographic questionnaire for this study will be modeled off of the questions ask by 

the Drum et al. (2009) study conducted by the Research Consortium of Higher Education.  These 

questions will ask participants their sex, age, race/ethnicity, class year, sexual orientation, 

religious background, and if they are an international student.  These demographic characteristics 

will then be controlled for in subsequent analyses conducted. See attached appendices A. 

 Aaron Antonovsky’s 13-item Sense of Coherence Scale (SOC-13). 

 Students Sense of Coherence will be examined using Antonovsky’s SOC 13 item 

questioner (Antonovsky, 1993).  This scale is designed to measures the three areas of Sense of 

Coherence, which are: comprehensibility (cognitive), manageability (instrumental/behavioral), 

and meaningfulness (motivational) (Eriksson & Lindstrom, 2005).   All the questions measuring 

these areas that are linked to coherence were prefaced by the statement, “At the worst point 

during this stressful time, when approaching the challenges you were facing,” and then the 

13item SOC questions were presented. 

  The SOC 13-item scale is one of two that were constructed by Antonovsky.  His 13-item 

scale has shown a high intercorrelation with his 29-item SOC scale, with a (r=0.96, P <0.001) 

(Eriksson & Lindstrom, 2005; Mahammadzadeh et all 2010).  The Antonovsky 13 item will be 
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used because it is an abbreviated version of the longer 29-item SOC scale and to limit the 

number of questions asked in this survey.  However, this measure has demonstrated high levels 

of face and content validity.  This measure has also been shown in a few limited studies to have a 

relatively stable validity over time, with a 2-year test retest validity of .54.  In 16 studies 

examined by Antonovsky, he found an alpha ranging from 0.74 to 0.91 for this scale 

(Antonovsky, 1993). See attached appendices B. 

 Acquired Vulnerability For Distress and Suicidality Measures 

 Questions assessing participants pre-existing vulnerability to distress will be asked to 

attain a picture of what risk factors for suicide and distress they have present.  These questions 

will be modeled off of the acquired vulnerability for distress and suicidality questions asked by 

Brownson, et al., (drafted manuscript), in their study examining distress in a national sample of 

the college population.  These questions will assess a students preexisting history of stability of 

childhood family environment, lifetime history of mental health concerns, history of abuse or 

violence, and lifetime history of suicidal ideation and attempts.  These particular vulnerability 

items were chosen because they were shown in Brownson, et al., (drafted manuscript) to produce 

a reliable factor model from their sample of college students.  See attached appendices C.  

Previous literature has also drawn a connection between these constructs and their connection to 

vulnerability to experiencing future distress and suicidal ideation (Joiner et al., 2005).  

 Past 12-Month Distress and Suicide Measures 

Questions in this section will measure the participant’s levels of distress over the past 12 months 

along with their levels of suicidal ideation.  Because previous research has shown that suicidal 

ideation is a continuum of experiences (Drum et al., 2011), this study will ask participants about 
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different distressing thoughts they may have experienced over the past 12 months.  This question 

will be perfected by the instruction “During the stressful period, did you have any thoughts 

similar to the following? (Select all that apply).” Response options to this item will be as follows 

“(2) This is all just too much,” “(3) I wish this would all end,” “(4) I have to escape,” “(5) I wish 

I was dead,” “(6) I want to kill myself,” “(7) I might kill myself,” “(8) I will kill myself,” and 

“(1) I did not have any thoughts like these.” Participants will respond “True” or “False” to each 

sub-item. Participants will also be asked separately if they had considered suicide or made a 

suicide attempt over the past 12 months by being asked the question “(9) During this stressful 

period, did you attempt suicide?” Drum’s (2011) paper when analyzing the responses to similar 

questions by doing a factor analysis found that all the items, with the exclusion of “I did not have 

any thoughts like these” were shown to be a single factor.  The fit index of these I items (CFI = 

.097) indicated that the times were highly correlated.  Level of past 12 month suicide distress 

will be determined by the affirmative response of the highest level of the continuum endured.  

The continuum order will be items 1, 2, 3, 4, 5, 6, 7, 8, 9.  Higher scores on these measures will 

indicate more distress and impairment of the participants functioning.   The wording of these 

questions will be based off of the Distress and Suicidality Continuum questions from Brownson, 

et al., (drafted manuscript) study examining distress in a national college sample.  See attached 

appendices D. 
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Discussion 

Limitations and Directions for Future Research 

 This study had several limitations that were required in order to make it feasible to 

conduct.  First, this study has been designed so that it may be included in an upcoming national 

research project being designed by the National Research Consortium of Higher Education.  In 

order for this study to fit into this larger national survey of college students, it was required to 

ask questions on history of acquired vulnerability for distress and suicidality, and current 12-

month distress and suicidality, which were consistent with how this larger survey has previously 

asked these questions.  However because of this any findings this paper identifies will open the 

door to future analysis of these variables in a more comprehensive fashion, in future projects.  A 

second concern with this study is that it relies primarily upon retrospective self-reported data 

from its participants, and on the participants to accurately present their history of acquired 

vulnerabilities for distress and suicidality, as well as relies on relatively subjective self-reports of 

distress and suicidality.  Because of this, this study should be viewed as a first look at Sense of 

Coherence (SOC) in the LGB (Lesbian, Gay, Bisexual) college population, from which future 

studies may use as grounds to conduct more controlled explorations of these variables.    

 Furthermore, because this study is intended to add to existing literature on distress and 

suicidality in the college population, this study included a distress and suicidality continuum 

model created by Brownson et al. (drafted manuscript) as its outcome variables for past 12-

month distress and suicidality.  This distress and suicidality continuum for the purposes of this 

study was assumed to be in fact a true continuum, based on Brownson et al.’s past findings 

(drafted manuscript), as an assumption when deciding to use an ordinary least-squared (OLS) 
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multiple regression model to analyze this studies findings.  However, it could still be argued that 

the distress and suicidality continuum when doing statistical analysis could be viewed as an 

ordinal, or nominal scale, and not represent a true continues variable.  This study used this 

instrument as a continuum measure, based on research by Brownson et al. (drafted manuscript), 

which has supported this assumption.  However in the case that this assumption if found to be 

inappropriate upon further review, the use of a new statistical model may be required to further 

analyzing this data.  If this criticism is found to hold true, future analysis of this data could be 

conducted using a logistic regression model. 

 An additional limitation of this study comes from the statistical model used to analyses 

the studies findings.  Because this study used of an OLS multiple regression model to analyze 

study findings, the study is able to show some predictive relationships in the data, but this study 

is limited in its ability to make strong statements of causality.  As a result of this there is the 

possibility that important variables that are influencing the observed relationships may have been 

omitted from this studies analysis.  As previously noted, future exploration will be recommended 

to follow up on any observed findings to further explore the factors that are contributing to them. 

 Finally the last major limitation of this study was that it chose to look at the LGB 

population as one single group, and did not break down the Lesbian, Gay, and Bisexual student 

responders into separate groups.  Keeping LGB as a single construct was done in this study 

because of past studies (Brownson et al., drafted manuscript) which showed that there were 

unequal gender response rates for the Lesbian and Gay population, with an over representation of 

Gay responders, and an underrepresentation of Lesbian respondents.  Likewise, for the Bisexual 

population, this study also found that this group was disproportionately female.   Because gender 
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differences have been observed in suicidal ideation and attempts (Centers for Disease Control 

and Prevention, 2009; Krug et al., 2002; Moscicki 1994), to examine differences between sexual 

orientations may have reflected more on gender differences, then sexual orientation differences.   

However, when LGB students were combined to compose a single group, the numbers of male 

and female responders was a better representation of the total population, and made for a better 

comparison group to the Heterosexual student population.  However future research may benefit 

by breaking down the LGB analysis into its component groups to see if there are significant 

differences, above what would be expected to be observed by gender differences, in these 

populations.  Along with this, the Transgender and Questioning communities would further 

benefit by examining each of these groups separately, to see how their unique trends of distress 

and suicidality, acquired vulnerability for distress and suicidality, and SOC are impacting these 

college sub-populations. 

Clinical and Theoretical Implications 

 This study addresses many limitations of previous research by using data from a large, 

national, multisite, demographically diverse sample of college and university students, to explore 

distress and suicidality in the LGB and heterosexual college student community.  This study 

allows college mental health professionals to gain a more accurate snap shot of the levels of 

distress and suicidality present in the college LGB population, by addressing the LGB college 

population specifically, and not over generalizing findings of the LGBTQ adolescent community 

to the LGB college sub-population.  Along with this, this study will inform us of if LGB college 

students are not only coming into college with more acquired vulnerability for distress and 
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suicidality, but also if they possess less protective qualities of self that may ameliorate distress 

and suicidality when it occurs. 

 Furthermore, this study contributes to our understanding of how the protective quality of 

self, Sense of Coherence, is related to the prevention of distress and suicidality in the LGB 

college student population.  Because the college community can not restrict the amount of 

acquired vulnerability for distress and suicidality that LGB college students enter school with, 

population level interventions need to be develop that help students identify and build on their 

coping and resilience recourses to manage distress and suicidality when it occurs.  If this study is 

successful in identifying SOC as an underdeveloped quality of self in the LGB college 

population, and can show that SOC plays an equality important role for LGB college students in 

ameliorating experienced distress and suicidality, this opens the door to new interventions that 

can be designed to promote this quality of self.  It is the goal of this study then to contribute to 

identifying the problems of increased distress and suicidality that may exist in the LGB college 

student community, as well as identifying a potential future area of preventive intervention, 

through SOC development, that may start to help reduce the preventable problem of college 

student suicide. 
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Appendices 

Appendix A: Demographic Questions 

Appendix B: 13-item Sense of Coherence Questionnaire 

Appendix C: Vulnerability for Distress and Suicidaility Items 

Appendix D: Past 12 month Distress Continuum Questions 
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Appendix A: Demographic Questions 

Q01 
 
 

“Please provide your age in years:” 
 

(dropdown menu [18 to 95]; blank 
= no response) 

Q02 “How do you identify?” blank = no response or skipped 
1 = “Female” 
2 = “Male” 
3 = “Transgender” 

 Q03 
 
 
 
 
 
 
 
 
 
 

 “With the understanding that these 
categories might be limiting, how do you 
typically describe yourself? (Select all that 
apply)” 
 
Q03_1= “African American, of African 
descent, African, of Caribbean descent, or 
Black” 
Q03_2 = “Asian or Asian American (e.g., 
Chinese, Japanese, Korean)” 
Q03_3 = “Caucasian, White, of European 
descent, or European (including Spanish)” 
Q03_4 = “Hispanic, Latino or Latina (e.g., 
Cuban American, Mexican American, 
Puerto Rican” 
Q03_5 = “Middle Eastern or East Indian 
(e.g., Pakistani, Iranian, Egyptian)” 
Q03_6 = “Native American (e.g., Dakota, 
Cherokee) or Alaskan Native” 
Q03_7 = “Native Hawaiian or other Pacific 
Islander (e.g., Samoan, Papuan, Tahitian)” 
Q03_8 = Other, please specify:”  
 

blank = no response or skipped 
1 = TRUE; 2 = FALSE 
 
 
 
 
 

Q03.5 (no prompt; provided for “Other, please 
specify:” response to Q03_8) 
[Q03_8 = 1] 

(text; blank = no response or 
skipped) 

Q04 “Are you an international student?” 
 

blank = no response or skipped 
1 = “Yes” 
2 = “No” 
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Q08 [Asked if question Q07 = 1, 2, or 
4] 
Please select all that apply. 

blank = no response or skipped 
Q08_1 = “Most, if not all, members of my 
immediate family are aware of my sexual 
orientation” 
Q08_2 = “Some, but not all, members of my 
immediate family are aware of my sexual 
orientation” 
Q08_3 = “No one in my immediate family is 
aware of my sexual orientation” 
Q08_4 = “Most, if not all, of my friends are 
aware of my sexual orientation” 
Q08_5 = “Some, but not all, of my friends are 
aware of my sexual orientation” 
Q08_6 = “Only select friends are aware of my 
sexual orientation” 
Q08_7 = “I have not informed anyone who is 

Q05 “What is your country of origin?” 
[Q04 = 1] 

(text; blank = no response or 
skipped) 

Q06 
 
 

“What is your grade 
classification?” 
 

blank = no response or skipped 
1 = “Freshman” 
2 = “Sophomore” 
3 = “Junior” 
4 = “Senior” 
5 = “Medical Student” 
6 = “Law Student” 
7 = “Graduate Student or Other Professional 
Student” 
8 = “Non-degree-seeking Student” 

Q07 
 
 
 
 

“How would you describe your 
sexual orientation?” 
 
 
 
 
 

blank = no response or skipped 
1 = “Bisexual” 
2 = “Gay or Lesbian” 
3 = “Heterosexual” 
4 = “Questioning” 
5 = “Other, please specify:”  

Q07.5 (no prompt; provided for “Other, 
please specify:” response to 
Q07_5) 
[Q07_5 = 1] 

(text; blank = no response or skipped) 
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not member of the LGBT community about my 
sexual orientation” 

Q09 [Asked if question Q07 = 1, 2, 4] 
When did you first self identify 
your sexual orientation as 
Bisexual, Gay, Lesbian, or 
Questioning to other people? 
Select all that apply. 

blank = no response or skipped 
Q09_1 = “Only within the last year” 
Q09_2 = “Only within the last two years” 
Q09_3 = “First during college” 
Q09_4 = “First during high school” 
Q09_5 = “First during middle school” 
Q09_6 = “First during elementary school”  
Q09_7 = “I am still unsure how I identify my 
sexual orientation” 
 

 

Q10 “What is your religious or spiritual preference? 
(Select all that apply)” 
 
 
Q10_1 = “None” 
Q10_2 = “Agnostic” 
Q10_3 = “Atheist” 
Q10_4 = “Buddhist” 
Q10_5 = “Christian” 
       Q10_6 = “Catholic” [Q10_5 = 1] 
       Q10_7 = “LDS” [Q10_5 = 1] 
       Q10_8 = “Protestant” [Q10_5 = 1] 
Q10_9 = “Hindu” 
Q10_10 = “Jewish” 
Q10_11 = “Muslim” 
Q10_12 = “Native American Religion” 
Q10_13 = “Unitarian or Universalist” 
Q10_14 = “Other, please specify:”  
 

blank = no response or skipped 
1 = TRUE; 2 = FALSE 
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Appendix B: 13-item Sense of Coherence Questionnaire 

Here is a series of questions relating to various aspects of your lives. Each question has seven possible answers. 
Please mark the number, which expresses your answer, with number 1 and 7 being the extreme answers. If the 
words under 1 are right for you, circle 1: if the words under 7 are right for you, circle 7. If you feel differently, circle 
the number which best expresses your feeling. Please give only one answer to each question. 
 

1. Do you have feeling that you don’t really care about what goes on around you? 

1 2 3 4 5 6 7 

very seldom very often 
or never 

    

2. Has it happened in the past that you were surprised by the behaviour of people whom you thought you knew well?  

1 2 3 4 5 6 7 

never happened always 
happened 

 

3. Has it happened that people whom you counted on disappointed you? 

1 2 3 4 5 6 7 

never happened always 
happened 

 

4. Until now your life has had: 

1 2 3 4 5 6 7 

no clear goals very clear  

or purpose  at all  goals and 
purpose 

 

5. Do you have the feeling that you’re being treated unfairly? 

1 2 3 4 5 6 7 

very often  very seldom 
or never 

 

6. Do you have the feeling that you are in an unfamiliar situation and don’t know what to do? 

1 2 3 4 5 6 7 

very often   very seldom 
or never 

7. Doing the thing you do every day is: 
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1 2 3 4 5 6 7 

a source of deep  a source of  

pleasure and pain and 

satisfaction  boredom 

 

8. Do you have very mixed-up feelings and ideas? 

1 2 3 4 5 6 7 

very often very seldom 
or never 

 

9. Does it happen that you have feelings inside you would rather not feel? 

1 2 3 4 5 6 7 

very often  very seldom 
or never 

 

10. Many people – even those with a strong character – sometimes feel like sad sacks (losers) in  

      certain situations. How often have you felt this way in the past? 

1 2 3 4 5 6 7 

never  very often 

 

11. When something happened, have you generally found that: 

1 2 3 4 5 6 7 

you overesti- you saw  

mated or under- things in the  

estimated its right  

importance proportion 

 

12. How often do you have the feeling that there’s little meaning in the things you do in your  

      daily life? 

1 2 3 4 5 6 7 

very often very seldom 
or never 

 

13. How often do you have feelings that you’re not sure you can keep under control? 

1 2 3 4 5 6 7 

very often           very seldom 
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Appendix C: Vulnerability for Distress and Suicidaility Items 

Q1 
 

“Have you ever taken medication for mental 
health concerns?” 
 

blank = no response or 
skipped 
1 = “Yes” 
2 = “No” 
 

Q2 “Have you ever been hospitalized for mental 
health concerns?” 
 

blank = no response or 
skipped 
1 = “Yes” 
2 = “No” 
 

Section 
Intro 

“In this next section of the survey, we are 
interested in learning about challenging or 
upsetting experiences you may have had during 
your lifetime.” 

 

Q3 “How excepting and supportive would you 
characterize your family growing up? (e.g., 
supportive of your interests, friends, relationships, 
or goals” 

blank = no response or 
skipped 
1 = “Very excepting and 
supportive” 
2 
3 = “Moderately excepting 
and supportive ” 
4 
5 = “Not excepting or 
supportive” 

Q4 “How would you characterize how well you were 
socially included or excluded as a child from your 
peers?”  

blank = no response or 
skipped 
1 = “I often felt socially 
excluded” 
2 
3 = “I felt an even mix of 
being socially excluded and 
included ” 
4 
5 = “I often felt socially 
included” 

Q5 “Overall, how stable was your family environment blank = no response or 
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while growing up? (e.g., frequent moves, financial 
stresses, excessive fighting)?” 
 
 

skipped 
1 = “Not stable at all” 
2 
3 = “Moderately stable” 
4 
5 = “Very stable” 

Q6 “Please characterize your lifetime medical history 
(e.g., serious illnesses, hospitalizations, chronic 
medical conditions).” 

blank = no response or 
skipped 
1 = “No medical problems” 
2 
3 = “Moderate medical 
problems” 
4 
5 = “Substantial medical 
problems” 

Q7 “Please characterize your lifetime history of 
mental health concerns (e.g., depression, 
anxiety).” 

blank = no response or 
skipped 
1 = “No mental health 
concerns” 
2 
3 = “Moderate mental health 
concerns” 
4 
5 = “Substantial mental health 
concerns” 

Q8 “In your lifetime, have you been a victim of 
physical abuse or violence?” 

blank = no response or 
skipped 
1 = “Yes” 
2 = “No” 

Q9 “Please characterize your lifetime history of being 
the target of bullying or harassment by others” 

blank = no response or 
skipped 
1 = “I have rarely been the 
target of bullying or 
harassment” 
2 
3 = “I have off and on been 
the target of bullying or 
harassment” 
4 
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5 = “I have regularly been the 
target of bullying or 
harassment” 

Q10 “In your lifetime, have you been a victim of 
emotional abuse?” 

blank = no response or 
skipped 
1 = “Yes” 
2 = “No” 

Q11 “In your lifetime, have you been a victim of 
sexual abuse or violence?” 

blank = no response or 
skipped 
1 = “Yes” 
2 = “No” 

Q12 “Has anyone in your family attempted suicide?” 
 

blank = no response or 
skipped 
1 = “Yes” 
2 = “No” 
 
 
 
 

Q13 “Has anyone if your family died by suicide?” blank = no response or 
skipped 
1 = “Yes” 
2 = “No” 
 

Q14 “Have you ever seriously considered attempting 
suicide at some point in your life?” 

blank = no response or 
skipped 
1 = “Yes” 
2 = “No” 
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Q15 “When did you first seriously consider 
attempting suicide?” 
[Q14 = 1] 

blank = no response or 
skipped 
1 = “Before or while in 
middle school” 
2 = “While in high school” 
3 = “After high school but 
before college” 
4 = “While in college” 
5 = “After college and before 
graduate school” 
6 = “While in graduate 
school” 
7 = “Other, please specify:”  
 

Q16a 
 
 
 
 
 
 
 
Q16b 
 

“How many times in your life 
have you attempted suicide?” 
 
 
 
 
 
 
 
“How many of those attempts 
occurred in the past 12 months?” 
[Q30 = 1, 2, 3, 4, or 5 or more] 
 
 
 
 

blank = no response or skipped 
0 = “0”  
1 = “1”  
2 = “2” 
3 = “3” 
4 = “4” 
5 = “5 or more” 
 
0 = “none” 
1 = “1” 
2 = “2” 
3 = “3” 
4 = “4” 
5 = “5 or more” 
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Appendix D: Past 12 month Distress Continuum Questions 

Q1 “During the past 12 months, have you 
seriously considered attempting suicide?” 
 

blank = no response of skipped 
1 = “Yes” 
2 = “No” 

Section 
Intro 

“Please reflect on the most stressful period 
of time that you have experienced in the past 
12 months, including the present day. While 
it may be difficult to choose just one time, 
please think back on your experiences over 
the past 12 months and identify a single 
period when you were most upset, distressed 
or overwhelmed.” 

 

Q2 “In which month did this most stressful 
period begin?” 
 
NOTE: this was programmed so that the 
preceding 12 months was adjusted to end 
with the month in which student was 
participating in the survey 
 

blank = no response or skipped 
“February, 2010” 
“March, 2010” 
“April, 2010” 
“May, 2010” 
“June, 2010” 
“July, 2010” 
“August, 2010” 
“September, 2010” 
“October, 2010” 
“November, 2010” 
“December, 2010” 
“January, 2011” 
“February, 2011” 
“March, 2011” 
“April, 2011” 
 

Q3 “Are you currently in the stressful period?” blank = no response or skipped 
1 = “Yes” 
2 = “No” 

Q4 “For how long did this most stressful period 
last or how long has it lasted?” 
 

blank = no response or skipped 
1 = “A day or less” 
2 = “More than a day to one week” 
3 = “More than a week to one 
month” 
4 = “More than one month to three 
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months” 
5 = “More than three months to six 
months” 
6 = “More than 6 months” 
 

Q5 “Of the following categories, which best 
describe the contributors to this stressful 
period? (Select all that apply)” 
 
 
Q48_1 = “Academics” 
Q48_2 = “Death of a close family member 
or friend (excluding suicide)” 
Q48_3 = “Discrimination” 
Q48_4 = “Drug or alcohol overuse or 
addiction” 
Q48_5 = “Family problems” 
Q48_6 = “Financial problems” 
Q48_7 = “Friendship problems” 
Q48_8 = “Gender identity concerns” 
Q48_9 = “Legal trouble or violation of the 
law” 
Q48_10 = “Life transition (e.g. changing 
jobs, switching schools, new care-taking 
responsibilities)” 
Q48_11 = “Emotional health problems” 
Q48_12 = “Physical health problems” 
Q48_13 = “Problems at work” 
Q48_14 = “Problems experienced by close 
friend or family member” 
Q48_15 = “Relationship violence” 
Q48_16 = “Romantic relationship problems”
  
Q48_17 = “Sexual assault” 
Q48_18 = “Sexual orientation concerns” 
Q48_19 = “Suicide of a close family 
member or friend” 
Q48_20 = “Other traumatic experience (e.g. 
car accident, natural disaster)” 
Q48_21 = “Other, please specify:”  
 

blank = no response or skipped 
1 = TRUE; 2 = FALSE 
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Section 
Intro 

“In this section we hope to learn more about 
what you may have experienced during the 
stressful period that you identified.” 

 

Q6 “During the stressful period, did you have 
any thoughts similar to the following? 
(Select all that apply)” 
 
Q63_1 = "This is all just too much" 
Q63_2 = "I wish this would all end" 
Q63_3 = "I have to escape" 
Q63_4 = "I wish I was dead" 
Q63_5 = "I want to kill myself" 
Q63_6 = "I might kill myself" 
Q63_7 = "I will kill myself" 
Q63_8 = I did not have any thoughts like 
these 
 

blank = no response or skipped 
1 = TRUE; 2 = FALSE 
 
 
 

Q7 “During this stressful period, did you 
seriously consider attempting suicide?” 

blank = no response or skipped 
1 = “Yes”  
2 = “No”   
 

Q8 “When these thoughts were at their most 
intense, how strong was your intent to kill 
yourself?” 
[Q64 = 1] 

blank = no response or skipped 
1 = “Not at all strong” 
2 
3 = “Moderately strong” 
4  
5 = “Very strong” 
 

Q9 “During this stressful period, did you do any 
of the following? (Select all that apply)” 
[Q64 = 1] 
 
Q66_1 = “Investigated ways to kill myself” 
Q66_2 = “Formed a specific plan for 
attempting suicide” 
Q66_3 = “Gathered the material for a 
suicide attempt” 
Q66_4 = “Wrote a suicide note but did not 
post it or leave it where others might read it” 

blank = no response or skipped 
1 = TRUE; 2 = FALSE 
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Q66_5 = “Wrote a suicide note and shared it 
or posted it” 
Q66_6 = “Wrote a will or otherwise put my 
affairs in order” 
Q66_7 = “Formed a suicide pact with 
others” 
Q66_8 = “Did a practice run of a suicide 
attempt” 
Q66_9 = “Began a suicide attempt, then 
changed my mind” 
Q66_10 = “None of the above” 
 

Q10 “During this stressful period, did you 
attempt suicide?” 

blank = no response or skipped 
1 = “Yes”  
2 = “No”  
 

 

Q11 
 
 
 
 
 
 
 
 
 
 
Q12 

“How many attempts did you make during 
this time?” 
[Q10 = 1] 
 
 
 
 
 
 
 
 
 
“For how many of your attempts did you 
receive emergency medical attention?”  
[Q1 = 1, 2, 3, 4, or 5 or more] 

blank = no response or skipped 
1 = “1”  
2 = “2” 
3 = “3” 
4 = “4” 
5 = “5 or more” 
 
 
 
 
 
(pop out for Q68; blank = no 
response or skipped) 
0 = “none” 
1 = “1” 
2 = “2” 
3 = “3” 
4 = “4” 
5 = “5 or more” 
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