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ABSTRACT

Author: Mikkelsen, Daniel, G. MA
Institution: Purdue University
Degree Received: August 2019
Title: Finding a Path to Disclosure: How Suicide Attempt Survivors Describe Their Decision to
Disclose.
Committee Chair: Maria Venetis
This study examines how suicide attempt survivors (SASs) decide whether or not to disclose their
suicide attempt to close others. The investigation is framed using the revelation risk model (RRM)
of disclosure (Afifi & Steuber, 2009) with particular focus on the risk assessment and willingness
to disclose components of the model. Additionally, the investigation considers the concept of
stigma in an effort to expand how stigma is relevant within the decision to disclose about prior
suicide attempts. The sample includes 10 participants recruited from the Live Through This
project, a project dedicated to collecting and sharing stories online from suicide attempt survivors.
Interviews were analyzed using thematic analysis. Data analysis showed that suicide attempt
survivor disclosure generally follows the framework of the RRM. Notably, stigma was shown to
be a major factor in the secret valence and risk assessment stages of the model. Additionally, the
disclosure decision-making process was found to change over time. Findings have implications
for both theoretical contributions and practical implications for suicide attempt survivors and
medical providers. Limitations and future directions for research are addressed.
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INTRODUCTION

Suicide is the tenth leading cause of death in the United States (National Center for Health
Statistics, 2017, pp. 128). For every suicide completion, there are approximately 25 non-fatal
suicide attempts. In 2015, the Substance Abuse and Mental Health Services Administration
(SAMHSA) found that approximately 1.4 million people in the U.S. attempted and survived the
suicide attempt (Piscopo et al., 2016). Furthermore, 23% of people who attempt suicide also reattempt suicide at some point (Owens, Horrocks, & House, 2002), and approximately 7% of
suicide attempters eventually die from subsequent suicide attempts. Overall, the rate of death by
suicide among suicide attempt survivors is 540 times that of the national death by suicide rate
(National Institute of Mental Health, 2018).
The dramatic rate of suicide has contributed to research on suicide prevention. However,
less effort has been spent examining the experience of suicide attempt survivors (SASs) and their
experiences following the suicide attempt. Current therapeutic protocols for SASs include
cognitive behavioral therapy, family group therapy, and family skills training. Research
demonstrates the power of disclosure and being able to talk about traumatic life events. For
example, study participants who talked in depth about difficult life events resulted with improved
physical and mental health than control group participants (Pennebaker & Beall, 1986). Despite
the potential positive benefits of disclosure, sharing personal and private thoughts is not without
consequence. Individuals contemplating disclosure are mindful that recipients could respond with
support but could also respond negatively, damaging or ending relationships (Afifi & Guerrero,
2000). The likelihood of negative responses is increased when the information is stigmatized.
Suicide is a topic of conversation avoided by most people (Chapple, Ziebland, & Hawton, 2015;
Felix, 1965) and talk of suicide attempts is highly stigmatized. This stigma is likely due to the
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social taboo surrounding death by suicide (Cvinar, 2005). People generally feel uncomfortable or
repulsed by the idea of suicide due to religious, legal, and historical factors that extend into the
modern day (Cvinar, 2005). These negative feelings about suicide may contribute to avoiding talk
about suicide.
Disclosure research examines not only the consequences of disclosure, but also how
individuals determine if they will disclose. For example, one model, the revelation risk model
(RRM, Afifi & Stueber, 2009), describes the intricate processes of how individuals determine if
they will share secret information with close others such as family members. The RRM focuses on
the potential a secret has to harm the individual disclosing as well as the information recipient or
their shared relationship. The theory describes that prior to disclosure, disclosers consider the
information to be shared, the risk of disclosing that information, relational closeness with the
recipient, and the confidence, or efficacy, in successfully sharing the information. Thus,
understanding what considerations SASs weigh when deciding whether or not to disclose to a close
other may be an important step in future efforts to provide therapy to those who have attempted
suicide, particularly in efforts to minimize future suicide attempts.
To understand the factors leading SASs to disclosure experiences, and framed within the
revelation risk model, this project will focus on how suicide attempt survivors talk about their
decisions to either reveal or conceal their suicide attempt. The investigation will focus on the
decision to engage in disclosure as well as the role of stigma in that experience. The following
review of literature will review suicide in the United States, the importance of disclosure, and the
revelation risk model.
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REVIEW OF LITERATURE

Suicide in the United States
Written by Crosby, Ortega, and Melanson (2011) the Centers for Disease Control and
Prevention (CDC) define suicide as, “Death caused by self-directed injurious behavior with an
intent to die as a result of the behavior,” and defines a suicide attempt as, “A non-fatal, selfdirected, potentially injurious behavior with an intent to die as a result of the behavior” (Crosby,
Ortega, & Melanson, 2011, p. 21, 23). As stated above, suicide is the tenth leading cause of death
in the United States (National Center for Health Statistics, 2017), and the number of deaths by
suicide increases every year (Piscopo et al., 2016). The CDC published a list of 15 risk factors that
commonly predict suicide. Among these factors are having a family history of suicide, previous
suicide attempt(s), a history of mental disorders, feelings of isolation and/or hopelessness, and the
unwillingness to seek help because of the stigma attached to mental health and substance abuse
disorders (CDC, 2017). In addition to risk factors listed by the CDC, much research has identified
risk factors associated with particular at-risk populations (Christiansen, & Jensen, 2007; Conwell,
Duberstein, & Caine, 2002; Hawton, Sutton, Haw, Sinclair, & Harriss, 2005; Remafedi, Farrow,
& Deisher, 1991). Specific at-risk populations that have been studied including suicide attempt
survivors, adolescents, gay and bisexual youth, individuals with bipolar disorder, older adults, and
veterans. While for several of these groups, risk factors were similar to those listed by the CDC,
other groups face unique risk factors. For example, Remafedi et al. (1991) discussed the risk factors
associated with gay and bisexual youth. Unlike the general population, the younger they are when
they have a firm realization of their sexual-orientation, the greater their risk of suicide.
Additionally, one third of participants reported that their suicide attempts were related to personal
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or interpersonal conflicts about their sexuality (Remafedi et al.,1991). Thus, certain groups are
more at risk of attempted suicide and death as a result of suicide. Data collected by the CDC and
complied in WISQARS (Web-based Injury Statistics Query and Reporting System) show that from
2006 to 2016, suicide has been the tenth leading cause of death across all demographics. For
individuals aged 10 to 34, it is the second leading cause of death and the fourth leading cause of
death for individuals aged 35 to 54. Additionally, this data shows over a 10 year period, that death
by suicide per 100,000 people is 19.9 for men and 5.3 for women. This may lead to the assumption
that men have a higher suicide attempt rate. However, according to Mościcki (1994) and Piscopo
et al. (2016), suicide attempts occur primarily among women. Independent of gender and
characteristics associated with increased initial suicide attempts, research strongly demonstrates
individuals most at risk of death by suicide are those who have attempted once or more (Owens,
Horrocks, & House, 2002).
Given that those who have attempted suicide before are at increased risk of future suicide
attempts, it is important to understand what happens to individuals after a suicide attempt. One
report showed that repeat attempts and deaths as a result of suicide continued to accumulate up to
four decades after the initial attempt (Suominen, Isometsa, Suokas, Haukka, Achte, & Lonnqvist,
2004). This study followed 98 individuals admitted to a hospital after attempted self-poisoning for
37 years. At the 37-year mark, 13 of the individuals had committed suicide. Interestingly, the
majority (8 of the 13) committed suicide after the 15-year mark of the study, demonstrating that
risk of suicide does not decrease with time. However, most prevention efforts are focused
immediately after a suicide attempt (e.g. Christiansen & Jensen, 2007; Kim, Park, Kweon, & Ahn,
2018). While some long-term studies do exist (e.g., Suominen et al., 2004), they are most often
quantitative and there is little to no qualitative research documenting the lived experiences,
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including disclosure practices, of suicide attempt survivors years after their initial attempts. Thus,
little is known about the experiences of discussing suicide attempts.
Therapy to Prevent Suicide Attempts
Some research aimed at reducing future suicide attempts points to the value of
communication to prevent suicide. The Suicide Prevention Resource Center provides an extensive
database of evidence-based programs and practices for helping to prevent suicide. Some of these
programs are directed toward helping suicide attempt survivors specifically, and these programs
stress the importance of social networks. For example, in addition to stressing cognitive therapy
as a technique to redirect thoughts of suicidal ideation during times of heightened suicidal thinking,
one program also emphasizes the need of creating a social support network to help prevent future
suicide attempts (Stanley et al., 2009). Cognitive behavior therapy for suicide prevention (CBTSP) has several different methods that therapists use to treat SASs both individually and in
family/group therapy with the SAS’s social network. For example, in early treatment, therapists
may encourage SASs to create a safety plan with their social network in order to have a preset plan
of action if the SAS begins to experience intense suicidal ideation. Other techniques that are used
include group skills trainings where SASs and their support networks are taught how to resolve
conflicts between each other and how to understand each other better. Similarly, another program
targeted toward adolescent suicide attempt survivors and those with high levels of suicidal ideation
is the family intervention for suicide prevention. This program seeks to open a dialogue between
the adolescents and their family in order to increase mutual support and coping skills with the goal
of preventing future suicide attempts as a result (Asarnow, Berk, Baraff, Roberts, & Kaslow,
2009). In order to open a dialogue, the program encourages therapists to help SASs find common
ground with their family members. Often times discussions about what positive attitudes
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individuals have about each other are used. This strategy helps open the conversation in order to
then discuss more serious risk factors that could lead to a re-attempt (Asarnow et al., 2009). These
programs, along with various others (e.g. Ewing, Diamond, & Levy, 2015), stress the importance
of connection with a social support network. These programs show that having support from close
others is key to reducing the risk of further suicide attempts. Based on my review of these
protocols, an important component to building these social support networks that is not explored
in these programs is the act of disclosure.
The Importance of Disclosure
Key to opening dialogue and utilizing social support networks is the process of disclosure.
Without disclosing about their suicide attempt, an SAS may be unable to connect to others to
receive the needed support. However, it is important to note that disclosing private information to
others is inherently risky (Afifi & Steuber, 2009) because it leads to vulnerability (Petronio, 1991).
Revealing inner secrets to others could invite rejection, dismissal, and being socially ostracized
(Afifi & Guerrero, 2000). In addition to personal risk, Afifi & Steuber (2009) suggest that
disclosure is risky because of the potential damage it can cause in relationships. For example, in
romantic relationships, many topics are considered to be taboo due to their potential to harm the
relationship. One of the topics that has been found to be widely taboo are negatively-valenced selfdisclosures (Baxter & Wilmot, 1985), including information about suicide attempts which is often
negatively-valenced. One example of a negatively-valenced self-disclosure that has been studied
to a greater extent than suicide attempt disclosure is the disclosure of rape. One study found a
pattern of rape survivors being silenced by negative reactions when they chose to disclose (Ahrens,
2006). Rape is similar to suicide attempts in that blame is often assigned to the victim regardless
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of circumstance, and Ahrens (2006) found that some negative reactions to rape disclosure included
blaming the victim.
Despite the risks associated with disclosure, many individuals choose to disclose their
secrets to others. One of the reasons this occurs is to experience potential benefits. Some of those
benefits may come through catharsis. Stiles, Shuster, and Harrigan (1992) write about catharsis as
one of the main reasons individuals disclose private information. Catharsis is the act of releasing
and thereby finding relief from stress and anxiety that is caused by intense emotions. The potential
relief of catharsis can lead individuals to deem a disclosure necessary even though there are
potential negative outcomes (Stiles et al., 1992). Although revealing secrets can result in increased
positive affect, if the goal of the disclosure was to vent and share negative feelings, participants
experience more negative affect (Kelly, Klusas, Von Weiss, & Kenny, 2001). Another example of
the dialectic nature of disclosure as beneficial yet risky include youths’ disclosure of sexual
orientation (Denes & Afifi, 2014). Participants reported that although those with supportive
responses experienced increased psychological adjustment, those who faced rejection or a denial
of their sexual identity experienced emotional difficulties. This is particularly problematic as
rejection of sexual orientation in youth is associated with increases in suicidal ideation and
intentions of self-harm (D’Augelli & Hershberger, 1993). Similarly, SASs face the potential of
acceptance or rejection following disclosure (Wiklander et al., 2003), and a negative disclosure
experience that ends in denial, shame, or rejection could have negative effects such as increased
suicidal ideation.
In addition to relational outcomes, disclosure is linked to significant health benefits. For
example, one study on the effects of childhood trauma shows that individuals who had not
disclosed that trauma were likely to report increased health issues than individuals who had
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disclosed their trauma (Pennebaker & Hoover, 1986). In contrast, a study of the effects of writing
about traumatic events showed increases in short-term physiological arousal and long-term
decreases in health problems (Pennebaker & Beall, 1986). Participants who wrote about their
traumatic experiences reported fewer health issues than those who had not and needed to seek
medical treatment less often (Pennebaker & Beall, 1986). A follow up article showed that writing
or talking about traumatic experiences is linked to a variety of positive health benefits including,
but not limited to: a significant drop in physician visits, increased immune function, improved
mental wellness, and positive behavioral changes (e.g. improved grades in college courses,
Pennebaker, 1997). The article demonstrates very strong connections between disclosing about
difficult experiences and health benefits, including improved mental wellbeing. Thus despite the
potential risky stakes of disclosure, given the potential benefits of both relational and health
outcomes, research is needed to determine safe approaches for SASs to disclose and talk about
their suicide attempts.
Stigma and Suicide
Despite research and current therapeutic practices that emphasize the need to connect with
others, individuals are hesitant to discuss suicide attempts, and this may be because suicide and
suicide attempts are highly stigmatized (Lester & Walker, 2006). According to Goffman stigma is
“an attribute that is deeply discrediting” that leads to a person with such an attribute being reduced,
“from a whole and usual person to a tainted or discounted one” (Goffman, 1963, p. 3). According
to Brohan, Slade, Clement, and Thornicroft (2010) stigma is a societal level phenomenon that
individuals all experience differently through the three subcategories of stigma: perceived stigma,
experienced stigma, and self-stigma. Perceived stigma is what an individual thinks most people
believe about their stigmatized group as a whole and about them personally. Experienced stigma
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is the actual discrimination or limits to participation experienced by an individual. Self-stigma is
an individual’s internalized view of stigma in society (Brohan et al., 2010). These three categories
were originally developed in order to examine stigma in mental illness, but they are especially apt
in this context for two reasons. First, stigma surrounding suicide attempt survival is complex
because society casts blame on SASs while concurrently blaming links to mental illness (Lee &
An, 2016). According to Corrigan et al. (2003), stigma is linked to how society distributes
responsibility. Before assigning responsibility, the factors of cause and controllability are
considered and depending on how society views those two factors, responsibility is assigned. For
example, some physical disabilities, like blindness, are seen as not controllable and the cause is
out of an individual’s hands, but some medical conditions, such as HIV, are seen as controllable
and individuals’ behaviors are viewed as the catalyst (Corrigan et al., 2003). Although Corrigan et
al. (2003) do not mention suicide specifically, it is reasonable to suggest that cause and
controllability are attributed directly to SASs as SASs made an attempt. Alternatively, if other
factors like mental illness are taken into account, personal responsibility could be minimized for
SASs. Second, suicide is not only stigmatized on a medical level, but also through religious,
historical, and legal precedence (Cvinar, 2005). For example, in February of 2018, a man in
Maryland was convicted on criminal charges of “attempted suicide.” It is not illegal per se to
commit suicide in Maryland; however, due to the justice system’s adherence to common law, a set
of legal precedents developed in England, individuals can be, and still are, convicted of things like
attempted suicide (Fenton, 2018). Thus, because of the complex assignment of blame and the
societal stigmatization, disclosure decisions for SASs are highly consequential. For these reasons
it is important to explore how stigma effects the decision of SASs to disclose their attempts to
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others. A model that lends itself to guiding this exploration is the revelation risk model (Afifi &
Steuber, 2009).
Revelation Risk Model
The revelation risk model (RRM) explains the cognitive process of deciding to disclose
family secrets to other family members (Afifi & Steuber, 2009). The RRM was selected as this
study’s guiding framework because of its focus on barriers to disclosure as well as the manner in
which it delineates the factors leading to disclosure. Despite RRM’s initial context of disclosing
secrets to family members, the model has been applied in other contexts, such as disclosing
infertility issues to social network members and disclosures to school counselors (Kam, Gasiorek,
Pines, Steuber Fazio, & Kivlighan, 2018; Steuber & Solomon, 2011). Additionally, both of these
contexts involve non-family member recipients. Thus, application of this theory in this context,
although beyond the scope of its origination, is appropriate. What follows is a description of the
key elements of the model of secret valence, risk assessment, willingness to reveal, communication
efficacy, disclosure strategies, and how these concepts may be applied within SAS disclosure
(please also see Figure 1).
Secret Valence
Secret valence refers to the decision the potential discloser makes concerning the
evaluation of the information to be shared as negative, positive, or neutral. Within the model, this
determination is an inherent precursor to assessing the risk of disclosing a secret particularly as
the valence of the information may predict the recipient’s response. When testing the RRM, Afifi
& Steuber (2009) found that the more negative a secret, the higher the perceived risk of disclosure.
However, within this specific and highly stigmatized context, evaluation of information as positive
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or negative may not fully encompass information evaluation. Another disclosure theory, the
disclosure decision-making model (DD-MM, Greene, 2009), describes information assessment
including stigma, prognosis, symptoms, preparation, and relevance. The DD-MM was designed to
predict health-related disclosure, and with the exception of stigma, four of the five information
assessment variables are not relevant in this context. However, similar to the DD-MM, this
investigation evaluates how participants refer to the information to be shared, and particularly if
the discloser refers to their suicide attempt as stigmatized or stigmatizing. As noted above, stigma
is the manner in which society judges whether something is positive or negative. In this case, selfstigma or how an individual understands and processes perceived stigma from society, may
provide insight into how individuals evaluate secret valence; greater reference to stigma may be
associated with reduced intention to disclose (Greene, 2009).
Risk Assessment
Risk assessment describes the consequential nature of disclosure. The model describes
that prior to disclosing secret information, individuals analyze the information (secret valence),
the person they are disclosing to (closeness, described below), and communication process itself
by considering three risk factors: risk to the self (self protection), risk to the relationship
(relationship protection), and risk to other people (other protection). Self protection is the desire
to avoid ridicule, harm, judgement, and general exposure (Afifi & Steuber, 2009). For example, a
suicide attempt survivor may choose not to disclose their attempt to a close other out of a fear that
they will be made fun of for being weak. Alternatively, they may fear that after learning the
information, the recipient could become overly concerned to the point of being overbearing. Thus
in both examples, the discloser considers how sharing the information could put the self at risk for
negative consequences. Relationship protection is described as the desire to preserve or maintain
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the relationship with the information recipient (Afifi & Steuber, 2009). Suicide attempt survivors
may worry that their close other will end the relationship because of the stigma of surrounding
suicide, or they may be concerned that the relationship will change and only revolve around the
fact that they attempted suicide. Other protection addresses the discloser’s desire to avoid harming
the recipient as well as to protect others, such as family members or friends that could experience
negative consequences if the secret were to become common knowledge. Other protection is a
particularly salient concern for suicide attempt survivors because often close others will blame
themselves for not doing more to stop the attempted suicide (Cammarata et al., 2012).
Perceived Closeness
The model describes that perceived closeness influences how disclosers may evaluate the
risk of the information to be disclosed and how willing they will be to engage in disclosure. Afifi
and Steuber’s (2009) model shows that the closer an individual feels to the information recipient,
the lower they perceive the risk in disclosing. Additionally, tests of the model show that the closer
an individual feels to the information recipient the more willingness they feel to disclose (Afifi &
Steuber, 2009). An additional study found that strong feelings of closeness were positively
correlated with eventual disclosure (Steuber & Solomon, 2011).
Predictors of Willingness to Reveal
As noted above, risk assessment and closeness influence willingness to reveal. The model
presents three conditions under which potential disclosers may consider revealing their secrets: 1)
if individuals feel the need for catharsis and believe revelation to a specific close other will provide
it, 2) if individuals feel that the specific close other has a need or a right to know, 3) if individuals
are asked directly about their secret and/or feels pressure from a close other to disclose their secret.
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The first condition, catharsis is a powerful motivator of disclosure because of the psychological
benefits of catharsis. When individuals feel large amounts of stress, potentially due to concealing
a secret, a cathartic disclosure experience often reduces stress (Stiles et al., 1992). For suicide
attempt survivors in particular, catharsis could be highly motivating due to the isolating nature of
suicide (Cvinar, 2005). The second condition, the ‘need to know’ condition, arises in situations in
which individuals feels that close others are rightful co-owners of that secret. For example, a
suicide attempt survivor may experience the motivation of the other’s needing to know condition
if they are in a committed romantic relationship. The nature of the relationship may cause them to
feel dishonest about not disclosing. The third condition, the ‘pressure from others’ condition, may
be less common among suicide attempt survivors due to the taboo nature of suicide; however, Afifi
and Steuber (2009) suggest that others can put pressure on the individual with only their presence.
For example, if a suicide attempt survivor has an open and honest relationship with their mother
than just being around her could cause them to feel pressure to disclose. These broad categories
are very useful in understanding the conditions under which conditions disclosure may happen for
a suicide attempt survivor.
Communication Efficacy
An additional variable in the RRM, and one that is common within disclosure models, is
communication efficacy. According to the model, individuals’ perceptions of their ability to
effectively communicate their secrets is influenced by how much risk they associate with
disclosing the secret. In turn, the perceived communication efficacy influences a person’s
willingness to ultimately disclose or conceal their secret. If individuals do not believe they have
the communication skills necessary to disclose their secret to a close other in a way that will lead
to a positive result, then they will most likely not disclose their secret. However, if an individual
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believes that they have the communication skills, then this increases the likelihood, but does not
guarantee, that they will engage in disclosure (Afifi & Steuber, 2009).
Disclosure Strategies
Finally, the RRM ends with a decision to disclose or conceal. Although beyond the scope
of the study, the theory describes six common strategies (Afifi & Steuber, 2009). The six strategies
include (1) preparation and rehearsal, (2) directness, (3) third party revelations, (4) incremental
disclosures, (5) entrapment, and (6) indirect mediums (Afifi & Steuber, 2009). Preparation and
rehearsal involves practicing the disclosure with someone before approaching the information
recipient. Directness includes bringing up the disclosure topic in a face-to-face interaction. Third
party revelations occur when an individual discloses their secret to a person they know will tell the
information recipient. Incremental disclosures occur over time with the individual disclosing
giving bits of information in order to judge the information recipient’s reactions. Entrapment is
unique because it happens either when the discloser gets caught in their secret or if they reveal it
in the heat of a moment. Last, indirect medium disclosure happens via email, telephone, mail, etc.
These disclosure strategies can be used separately, but often occur together (Afifi & Steuber,
2009). The decision to disclose and the decision of how to disclose are influenced by
communication efficacy, risk assessment, and willingness to reveal. Although the current study is
not designed to access disclosure strategies, analysis may allow for the connection between how
SASs talk about the factors leading to their disclosure decision and how they shared the
information.
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Summary
This investigation sought to understand how SASs determine to disclose about their suicide
attempt(s) to others. The study is framed in the revelation risk model with special attention to how
individuals describe the information as stigmatized or stigmatizing. In order to assess the
disclosure decision making processes of SASs, particularly considering the role of stigma, the
following research questions were posed:
RQ1: How does the revelation risk model explain the disclosure decision making of
suicide attempt survivors?
RQ2: What role does stigma play in the disclosure decisions of suicide attempt survivors?
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METHOD

This study sought to understand the unique barriers to and motivations behind the
disclosure decisions of suicide attempt survivors. Although much research has been done on
disclosure, little research has been done to understand the lived experience of suicide attempt
survivors and how they conceptualize disclosure decisions. For these reasons an interview based
qualitative approach was chosen for this study. Qualitative inquiry is highly useful when little is
known about a particular research context and can provide the groundwork for further inquiries
(Bryman, Stephens, & Campo, 1996). Interview data was analyzed following thematic analysis
guidelines (Braun & Clarke, 2006). This type of thematic analysis is specifically designed for use
with an apriori theoretical framework such as the RRM. First, I will describe the recruitment of
participants. Then I will discuss data collection and analysis.
Participants
Study participants included 10 individuals who self-identified as suicide attempt
survivors 1. The majority of participants (n = 8, 80%) identified as female, and one identified as
male, while one participant abstained. Participants ranged in age from 25 to 54 years (M = 39.2,
SD = 9.5). A majority, 50% (n = 5), of participants identified as Non-Hispanic White, 20% (n = 2)
identified as Native American, 10% (n = 1) identified as Latino, and 20% (n = 2) identifying as
other. Forty percent (n = 4) of participants have graduate degrees, and 20% (n = 2) either have or
are pursuing a doctorate degree. All other participants (n = 6) had some form of post high school
education including trade/vocational training (n = 1), some college (n = 2), or an undergraduate

1

Many participants had multiple attempts and some felt uncomfortable discussing specific times relating to their
attempts.
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degree (n = 3). Additionally, a majority of participants, 50% (n = 5), identified as being single and
never married, 40% (n = 4) were divorced, and 10% (n = 1) were married or in a domestic
partnership. Lastly, 60% (n = 6) of participants were either employed in a field relating to suicide
prevention or mental health or heavily involved with suicide awareness activism. See Table 1.
Procedure
Before recruiting began, this study was approved by the university’s IRB. Due to the
sensitive nature of the interview topic and the possibility of triggering suicidal thoughts during the
interview, special care was taken during recruitment to find participants mentally well enough to
participate. In service of this, the research team contacted the Live Through This project at
livethroughthis.org. This project was created by Dese’Rae L. Stage a writer, photographer, and
suicide attempt survivor who has been collecting the stories of suicide attempt survivors since
2013. Her stated goal with the project is the following:
To change public attitudes about suicide for the better; to reduce prejudice and
discrimination against attempt survivors; to provide comfort to those experiencing
suicidality by letting them know that they’re not alone and tomorrow is possible; to
give insight to those who have trouble understanding suicidality, and catharsis to
those who have lost a loved one; and to be used as a teaching tool for clinicians in
training, or anyone else who might benefit from a deeper understanding of firstperson experiences with suicide. (para. 5)
Stage interviews suicide attempt survivors, posting excerpts of the interviews on the website.
Interviews include details of suicide attempts and the reasons for the attempts. The posted
interviews also include participants’ pictures and names. Because recruited study participants had
provided LTT interviews, and because those interviews are identified and publically available, the
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Participant

Gender

Table 1. Participant Demographics
Age
Ethnicity/ Race Education Marital

Number

Status

Mental
Health
Employment

P1

Female

45

White/Caucasian Doctorate

Married

Yes

Degree
P2

Male

52

White/Caucasian Bachelor’s Single

Yes

Degree
P3

Female

44

Other

Bachelor’s Divorced

No

Degree
P4

Female

36

White/Caucasian Some

Single

No

Divorced

No

Divorced

Yes

College
P5

-

33

White/Caucasian Master’s
Degree

P6

Female

39

Native American Some
College

P7

Female

25

White/Caucasian Bachelor’s Single

No

Degree
P8

Female

54

Latino

Trade/

Divorced

Yes

Single

Yes

Single

Yes

Technical
Training
P9

Female

35

Native American Master’s
Degree

P 10

Female

29

Other

Master’s
Degree
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research team was confident interviews conducted for the study would pose little emotional and
mental risk to any participants.
Recruitment
Stage agreed to help the team with recruitment. Stage posted IRB approved recruitment
messages (see Appendix B) twice: once in March 2019 and again in April 2019 in a private social
media group that she created as a support group LTT interviewees. The researcher was not privy
to this private group. Potential participants indicated their interest in participating by completing
a Qualtrics survey to indicate availability for interviewing. This Qualtrics survey (See Appendix
C) contained three sections, including an IRB consent form, demographic questions, and a prompt
requesting times and days of the week that they were available for an in-depth interview.
Participants were asked to provide a preferred name and an email address or telephone number to
facilitate scheduling and conducting interviews. Participants who completed the survey and
detailed their availability for an in-depth interview were sent a follow-up email that thanked them
for their interest and confirmed a date and time for the interview. Thirteen participants completed
the interest survey. All participants were eligible to participate as all met the single prerequisite of
having attempted suicide. Three of the participants did not respond to follow-up emails, resulting
in 10 participants interviewed for this study. At the conclusion of the interview participants were
sent a thank you email along with a $25 online gift card. Funds for the gift cards were obtained
from the researcher’s institutional professional development fund.
Interview Procedures
A semi-structured interview format was used for this study. Semi-structured interviews are
particularly useful for exploring complex, emotional issues about which participants may be
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sensitive (Barriball & While, 1994). Suicide attempt experiences are highly variable; some
individuals may attempt once while others may have recurring suicide attempts over the span of
many years. The semi-structured interview format allows the researcher to probe for further details
unique to individual participants and is therefore key to more fully understanding the lived
experience of attempt survivors. Interviews ranged in length from 22 to 69 minutes (M = 43.2, SD
= 14.3). All interviews were recorded using Tape-A-Call Pro. Interviews were then transcribed,
yielding a total of 125 pages of single-spaced, typed text.
Data Analysis
Interviews were conducted until no new participants responded to participant requests. All
interviews were transcribed by an IRB approved transcription service, rev.com, where they were
transcribed verbatim. The author additionally verified each transcription to check for accuracy. In
accordance with the IRB protocol, all identifying information was removed from the transcripts,
and all participants were assigned a random number from 1to10 with which they are identified in
this manuscript. Transcripts were coded using the guidelines of thematic analysis (Braun & Clarke,
2006). Thematic analysis consists of data familiarization, code generation, theme development,
creation of a data map, and verifying data map and refining themes.
Thematic Analysis
During this phase of the coding, the researcher read and re-read all of the transcripts in
order to understand the data set as a whole. The researcher made notes of initial ideas for potential
themes as they related to the theoretical framework of the RRM. After this initial phase, the
researcher began systematically coding the data. Due to the theory-driven nature of this inquiry,
the researcher began looking for repetitions relating to the variables in the RRM. Additionally, the
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researcher searched for additional codes emerging from the data unrelated to the RRM. This initial
phase of coding produced between 25 to30 unique codes. After initial coding was complete the
researcher reread through the data again with the code notations, and from those code notations,
the researcher found that the codes did fit the framework of the RRM. The RRM variables served
as theme categories, along with stigma, with seven variables emerged as prevalent from this
process: secret valence, self protection, closeness of relationship between discloser and target,
catharsis, comfort as efficacy, and stigma as a barrier. Following the creation of themes, the
researcher reread through the data verifying the links between various themes. This step led to a
significant discovery about the data. Almost all the themes contained a significant number of codes
that related to change over time, showing the way participants approached disclosure decisions
shifted over time. With this concept of a changing disclosure decision making process in mind, the
researcher reread the data again coding for change related language. This process led to the creation
of an additional theme named absolution. This theme was further explored in what Braun and
Clarke (2006) refer to as level two coding. Level two coding involves checking the themes and
their connections against the data set as a whole to ensure that the connections are indeed present
in the data. After verification of the connections to the theme of absolution the major themes were
further defined with subcategories for each and names were finalized. The major themes largely
align with the variables in the RRM and include: absolution, secret valence, risk assessment,
closeness with the target, willingness to reveal, and communication efficacy.
Role of the Researcher & Ethical Concerns
Due the nature of thematic analysis, as the researcher, I am the tool through which the data
is gathered and analyzed. Using the above method allowed me to parse the data in a very
methodical manner, but it was still being filtered through my perceptions. As such, it is important
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that I explain my perspective and background coming into this study. I am not a member of the
suicide attempt survivor community. I have had two cousins die from suicide; however, they were
much older than me and I had only met them once or twice. As far as I know none of my family
members are sucide attempt survivors. However, during the course of this study my close friend
did attempt suicide. He disclosed his attempt to me soon after the fact, and I became part of his
support system for his recovery. My reason for conducting this academic study about the suicide
attempt survivor community began as pure curiosity and has since developed into a desire to break
down the social taboos surrounding this subject to allow for open communication about suicide
and suicide attempts. This desire developed before my close friend’s attempt, but has grown
stronger as a result.
As a researcher it is impossible to obtain complete impartiality; however, by
acknowledging my own experiences relating to the data, I am able to separate the personal from
what the data says as much as possible. In order to best accomplish this I have presented exemplars
from the data in the participants’ own words to support each step of the results derived from this
study.
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RESULTS

This study seeks to understand how the revelation risk model explains the disclosure
decision making of suicide attempt survivors and the role stigma plays in the disclosure decisions
of those individuals. Additional insights into the unique disclosure experiences of suicide attempt
survivors were also considered and incorporated as they arose. In what follows, in the description
of participant experiences of absolution, I will begin a description of context that is consistent
across participants and likely contributes to their current decision-making criteria. Acknowledging
participant absolution creates a framework for the rest of the results. Then I examine how
participant experiences align with the RRM, starting with secret valence, and then examining the
variables of risk assessment, closeness with the target of disclosure, willingness to disclose, and
communication efficacy.
Absolution
In order to understand the context of the participant responses, it is important to first layout
a phenomenon unique to this particular data set that emerged through data analysis. As explained
above, suicide attempt survivors are at a high risk of repeat suicide attempts and death from suicide.
As such it was of the utmost importance to the project to ensure the emotional and mental stability
of the participants prior to their interviews. Fortunately, all participants were recruited via a
network sample of Live Through This participants. Thus, all participants had previously been
interviewed about their suicide attempts and did not express feeling emotional distress during the
interview process. All participants had experience in interview settings and appeared comfortable
sharing their experiences as suicide attempt survivors. Potentially as a result of this unique sample,
a phenomenon was noted in how the participants discussed their disclosure decision making
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processes. Each participant reported a shift in their disclosure decision making, and this shift is
important in understanding their disclosure decision-making processes. This shift can be best
characterized as the participants having reached a form of absolution. In this context absolution
means two things: 1) finding personal acceptance or forgiveness for having attempted suicide, and
2) feeling less vulnerable to reattempting sucide.
Yeah I think that after my last attempt was a positive experience in the hospital and
I had some groups and I learned DBT, dialectal behavioral therapy, which is an
evidenced based therapy for suicide, and I was able to understand so much more of
what was going on with me. It wasn't a black hole that I didn't know why I got that
way and when it would happen again, and I was no longer suicidal. I think it was
not until the point that I was no longer suicidal anymore that I was able to share
with the ones that I hadn't shared with. When I felt like there was a resolution or a
positive aspect to it, then I could go ahead and speak about it.
Participant 9 described reaching the point of absolution when being asked about what makes a
successful disclosure experience for her. She said,
I guess just feeling, being able to feel comfortable in my own skin… I think that
comes down to a personal thing. It takes people being comfortable with where
they've been and not worrying about what others think of it. That's where I've
gotten. It took probably 20 years to get to that point.
For her the ability to feel comfortable within herself and not worry about what the person she is
disclosing to will say is highly significant. Her first disclosure experience was very negative and
caused her to not disclose her suicide attempts to anyone again until she was interviewed for LTT.
She described,
The first person I ever told was a friend of mine in college. I don't really remember
how I felt telling her. I know I did not get the response I expected. The response I
got was, "Why would you do something so stupid?" And that's kinda like the worst
thing you can tell to somebody. Cause when you're in those moments, it's not... You
see it as your only option. That kind of shut me down from talking to people for a
long time.
That initial reaction shaped her thoughts about disclosure for over 15 years until her life
experiences led her to the LTT. She was unable to disclose even to close family members due to
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her fear of rejection and judgement. This experience is not unique to participant 9, as will be shown
later, and many of the participants went through a time in their lives with highly negative views
about their suicide attempt and what that meant about them on a personal level. However, each of
the participants did reach a point of absolution that allowed them to view their suicide attempt as
part of their life story.
Participants arrived at their points of absolution in various manners. As noted above, it
took 20 years of experiences for participant 9 to reach that point. Other participants, like participant
10 described a single event that helped her to reach absolution. When asked about her decision to
go public with her story on the LTT, she talked about her last suicide attempt that took place during
her master’s program.
I had this terrible experience of sort of being forced to talk about this [ the suicide
attempt] and then having sort of worst case scenario of people reacting very
negatively to it and it resulting in very, career impacting and personally impacting
losses. And I was just so sick of that and I thought to myself, "I have lived so
quietly," I had lived in my master’s program without really telling anybody but
maybe that close friend that I had the falling out with, but basically I kept it to
myself and look how bad things still got, because I kept it to myself. And so I think
I just got so sick and tired of being ashamed of myself… And so it was a way of
kind of owning my own story.
Participant 10 had other shaping experiences leading to this point, but this terrible experience was
the catalyst that changed her views about disclosure and what her suicide attempt meant for her.
Before her point of absolution, she mentioned feeling scared and ashamed about her attempts. Now
she views her suicide attempts as important learning experiences that have led her to where she is
today. For other participants, like participant 7, their moment of absolution came as a result of
their interview being published with the LTT.
Yeah. And it was definitely, I was terrified right up until when the article [on LTT]
got published, but then it did really feel like a huge weight off of my chest after as
well. I guess because I had kind of been feeling like it was a big secret, even though
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there were people who knew. But just I was tired of having this, "Oh, some people
know, but I'm keeping it a secret from other people" and just it just felt like a burden.
Participant 7 viewed having her story posted on the LTT website with her face and name being
akin to telling the entire world about her attempt. Her words, “then it really did feel like a huge
weight off my chest” highlight how sharing her story in a public, online format served to change
how she viewed her suicide attempt to no longer being a “burden” or “big secret.”
However, reaching this point of absolution neither made a suicide attempt easy to talk about
nor did it cause an increase in disclosure events among all of the participants. For example,
participant 3 said, “It's a difficult conversation to have, even no matter how far you get past it, it
can still be a difficult conversation,” which would be consistent across most suicide attempt
survivors stories no matter their experiences. The difference in these study participants is that they
all live in a world in which anyone with access to the internet has the ability to search their name
and easily find the story of their suicide attempt. Even with that knowledge some participants,
participants 9 and 10 in particular, have disclosed to only a handful of people close to them. Other
participants consider themselves suicide attempt awareness activists, creating passion projects to
raise awareness and even pursuing careers in fields related to suicide. Participant 2 is a professional
storyteller who repeatedly shares his suicide attempt story on stage. Participant 1 actively helps
run the LTT. Participant 3 is a professional public speaker who is paid to share her attempt story.
However, even these participants who are highly involved with suicide attempt awareness do not
often disclose to others in their personal life.
Although participants reached absolution in different manners, key commonalities exist
across participants that will be highlighted throughout this analysis. For clarity, when speaking of
this shift I will refer to pre-absolution and post-absolution. Pre-absolution will refer to the feelings,
emotions, and approaches to disclosure before they reached absolution. Similarly, post-absolution
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will refer to their feelings, emotions, and approaches to disclosure after achieving absolution. The
next section on secret valence will demonstrate this due to the distinct shift in valences among the
participants occurring from pre-absolution to post-absolution.
Secret Valence
The first predictor in the RRM is secret valence, an individual’s identification of a secret
as positive, negative, or neutral. Secrets perceived as negative are often not disclosed or are
actively avoided, and secrets perceived as neutral or positive are more likely to be disclosed (Afifi
& Steuber, 2009). Study data has a plethora of examples of negative valence. There are no
examples perceived with positive valence, potentially due to the nature of suicide being inherently
self-destructive and being linked to mental health conditions such as depression. Neutral valence
was observed in a limited fashion and was mostly in connection with post-absolution. Additionally,
data shows that stigma had a significant worsening effect on the negative valence of participants.
This section will begin by examining negative valence and will conclude with an examination of
a shift in personal valence from pre-absolution to post-absolution.
Negative Valence
Participants reported highly negative feelings toward suicide and their attempts soon after
their attempts. Many of these negative feelings were due to self-stigma, or the internalization of
societal stigma that an individual accepts as true. They talked specifically about the information
as a sin or as an event that they should not have attempted. For example, participant 8 described
her thoughts about sharing the information, and said, “I think that admitting that I wanted to die,
maybe 'cause of my religion, and so I thought it was a sin, that God was gonna punish me for that.”
Participant 8 internalized the stigma toward suicide that she had been by her culture and religion.
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Therefore, she felt the attempt itself was a sin and did not want to tell people for fear of intense
judgement. She explains that she believes suicide is a sin punishable by God, demonstrating her
evaluation of the information as negative. Additionally, participant 8 also dealt with insecurities
in relation to her family members and close friends. She said,
When it was a family member I was telling, or even a really close friend, I felt like
somehow I was... I don't know if it would be that I was betraying them, or letting
them down, to me, mostly letting them down, by admitting. I thought that they
would judge me like I was weak, and so I think a lot of judgement feelings.
After she did disclose, these information recipients did not give her the negative responses she had
anticipated, but because of how she viewed the information, she personally felt like the act of
attempting suicide was an act of betrayal to them. This sense of betrayal highlights the self-stigma
she felt showing that she truly believed her attempt was a tainted act that reflected on her persona
and her relationships.
Other participants discussed that they gained an evaluation of the information as negative
after disclosing it through experienced stigma. Experienced stigma is stigma that individuals
actually confront and can take the form of judgement, and denial of opportunities. The recipients’
responses shaped participants’ perception of the information as negative or as more negative than
they had previously evaluated the information, influencing future disclosure decisions. For
example, in a quote shared above Participant 9 discussed the disclosure of her attempt to a friend,
and how the friend’s response shaped her perception of the information as bad. As noted above,
she described,
I did not get the response I expected. The response I got was, "Why would you do
something so stupid?" And that's kinda like the worst thing you can tell to
somebody. Cause when you're in those moments, it's not... You see it as your only
option. That kind of shut me down from talking to people for a long time.
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Prior to this experience, Participant 9 had expressed feeling neutral about the suicide attempt.
However, experienced stigma then shaped her personal valence of the attempt, which led to a long
period in her life of disclosure avoidance. Participant 7 also discussed how her first disclosure of
her suicide attempt shaped her future disclosure practices,
I wasn't in a place where I really wanted to answer a bunch of questions… I just
really didn't want to have to give anyone an explanation. I didn't think that I owed
anyone an explanation… I did briefly tell some of my friends at school and I had a
very negative experience with that. And I think that also influenced my decision of
how to tell people.
Before this disclosure experience, participant 7 felt overwhelmed and was unable to emotionally
process her suicide attempt. This experienced stigma with her friends led to her long term
avoidance of talk with anyone who did not already know about her attempt.
Changes in Secret Valence
One unexpected but pleasant finding is the evolving nature of the secret valence. Although
the RRM predicts that one’s perception of the secret valence at the time of disclosure is what is of
interest, it is worth noting the potential shift in secret valence over time. This pattern was identified
in eight of the 10 participants. Each participant expressed varying levels of negative valence soon
after their attempt. They then expressed a shift to neutral valence either over an extended period
of time or due to an epiphanic experience, such as reaching absolution. These perspective shifts
occurred along the same timeline as the pre-absolution, post-absolution shifts described above. For
example, participant 8 expressed a change in how she evaluated the information as a result of
therapy. She said,
Yeah I think that after my last attempt was a positive experience in the hospital and
I had some groups and I learned DBT, dialectal behavioral therapy, which is an
evidenced based therapy for suicide, and I was able to understand so much more of
what was going on with me. It wasn't a black hole that I didn't know why I got that
way and when it would happen again, and I was no longer suicidal. I think it was
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not until the point that I was no longer suicidal anymore that I was able to share
with the ones that I hadn't shared with. When I felt like there was a resolution or a
positive aspect to it, then I could go ahead and speak about it.
She refers to herself as a “black hole” and talks about how she did not understand herself. She then
notes a change in perspective and a shift from no longer being suicidal because of the therapy. The
therapy allows her to feel comfortable sharing with people to whom she had not previously
disclosed. She was able to reevaluate her suicide attempt and view it in a more positive manner.
When asked about her current view of her attempt she explained,
Once I knew there was any positivity to that experience [suicide attempt], then I
was able to share with everybody. Because I felt like now I had something positive,
even though it had been something horrible and black. Now I could say yeah it was
terrible but now this, its turned around and I have something good to say about it.
Her suicide attempt was no longer a negative secret to be hidden. Instead she was able to see it as
a difficult life event that led eventually to positive personal change. This was a story that she
actively wanted to share.
Risk Assessment
The RRM describes that secret valence predicts risk assessment (Afifi & Steuber, 2009)
which includes self protection, relationship protection, and other protection. Similar to secret
valence, there is a divide in the data which follows the absolution framework. When speaking
about their mindset directly after their suicide attempts, participants express very intense risk
assessment that is characterized as a high need for self protection. After reaching absolution the
intensity of the self protection risk assessment drops markedly. The divide in the data for
relationship and other protection was expressed as an absence of both post-absolution.
Additionally, data shows that perceived and experienced stigma also played a significant role in
the risk assessment of participants.
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Self Protection
Self protection includes potential discloser’s analysis of whether or not the information to
be shared could cause harm to them emotionally or physically. This harm is expected to come from
the target of the disclosure or from the spread of the information from the target to third parties
(Afifi & Steuber, 2009). Many participants expected to be harmed because of perceived stigma. In
this context perceived stigma is what an SAS believes others think about their suicide attempt and
is manifest as a fear of judgement in the participants. Before reaching absolution, participants
described how they decided to keep the information to themselves in order to avoid negative
reactions including judgement and ridicule. For example, participant 2 described his disclosure
decision-making criteria immediately following his suicide attempt and said that he had decided,
I'm not gonna do it with people I don't feel are safe… there's a few types of people
you should not be vulnerable around 'cause they're just not safe. It's pretty easy to
tell who those people are. Yeah, that's basically it. It's my mental and emotional
safety that has kept me. So there are some people in my family I would never talk
to this about, because they're extremely judgmental and it's just not worth it. So it's
my personal emotional safety based on the ... I would say the emotional maturity
of the person I'm talking to.
When he perceived that someone may hold stigmatized views toward him, he avoided talking to
them in order to protect his emotional wellbeing. He knew at the time that he was in a fragile state
and that negative disclosure responses could harm him. Another, more intense example of this
comes from participant 9 when she shared the following about the time in her life when she was
in recovery from her suicide attempt,
During that time, I had very irrational thoughts that they're gonna look at me
differently, they're gonna judge me, and if I don't get the reaction I'm looking for,
will that push me over the edge to actually go and do something?
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Here participant 9 describes that fear of a negative response could have exacerbated her already
delicate mental state. The intensity of those feelings held her back from disclosing in order to
protect herself from the negative reactions that would follow her suicide attempt disclosure.
When discussing their life post-absolution, evaluations of personal risk were less severe.
For example, when asked what would cause her to hold back from disclosing to someone today,
participant 1 said the following,
Sometimes people are jerks, and they say things that are hard to hear. I think when
I was younger it was especially more difficult than it would be now. I know that I
can cope with that now, I don't really care so much.
Here she points out that judgement from others in relation to her suicide attempt used to be much
more difficult to deal with than it would be today. When she says “I can cope with that now,” she
demonstrates that negative reactions are not as personally risky or hurtful as they would have been
prior to reaching absolution.
Even participant 9, whose quote above demonstrated a strong degree of personal risk
assessment, was able to reach a point post-absolution of being able to share with others in certain
situations. She said, “I feel much more confident sharing it with people who I know have been
there and I can share my story and say, ‘Hey, this is what's helped me, you're not alone.’” This
quote demonstrates that participant 9 did not reach a point of being able to deal with judgement
directly like participant 1, but the intensity of her risk assessment lowered to a point that allows
her to consider telling people who have shared experience without fearing for her mental and
emotional wellbeing.
Relationship Protection
Relationship protection includes potential disclosers contemplating if the to-be-shared
information could harm their relationship with the recipient, and decisions to disclose are based in
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part on that evaluation (Afifi & Steuber, 2009). Following the absolution framework, there is a
shift in evaluation of relationship protection between pre-absolution and post-absolution. Unlike
self protection, participants simply went from experiencing the need for relationship protection
during pre-absolution to not having it be a concern at all in post-absolution.
When speaking about disclosing to her close friends pre-absolution, participant 7 shared
the following,
So I definitely have concerns of them seeing me differently, seeing me as a crazy
person. I have concerns of them getting overly cautious around me, 'cause the
reality is I don't really want anything to change from telling them that.
She was concerned that the dynamics of her relationships with her friends would change. She
mentions multiple times in her interview that she did not want her suicide attempt to change things.
She still felt like herself and was worried that her relationships would shift because others saw her
as fragile. All pre-absolution discussions of relationship protection matched this level of intensity,
demonstrating participants’ concern about losing relationships or having them change.
Participants, when asked about their life post-absolution, either did not mention
relationship protection or were completely unconcerned by it. Participant 10 gives an example of
this when talking about her disclosures to potential romantic partners.
Well I thought it would either, obviously hurt the relationship then we'd break up,
because that would be a deal breaker. But, just because of the stage I am sort of in
my recovery from that, I'm sort of unapologetic about it, so I mean there's nothing
I can do about it and if that is a deal breaker for people, again I'd much rather just
do that early on. And it says more about, I mean therapy is telling me it says more
about them then it does me, if that's something that ends the relationship.
Participant 10 notes that she is aware her disclosure has the potential to end her relationships, but
due to her post-absolution mindset, she is unconcerned about that possibility. Her attitude of “it
says more about them then it does me” is indicative of the general mindset among the participants
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that if a disclosure about their attempt harms a relationship, it was a relationship they did not want
in the first place.
Other Protection
Other protection is the desire potential disclosers to avoid hurting either the target of the
disclosure, or other individuals who may be affected by the spread of the disclosed information.
Pre-absolution other protection is typified by a simple avoidance of disclosure in order to protect
the emotions and mental wellbeing of others. Participants expressed a feeling of concern for their
loved ones if they were to find out about their suicide attempt. Unlike the other forms of protection,
other protection was only relevant for specific individuals in the lives of participants. For example,
participant 2 discussed avoiding disclosure with his stepmother and his son. When asked why he
avoided talking to his stepmother he said,
Her first marriage ended in suicide. It was long before I met her, long before she
married my dad. I loved her so much I did not want to put another suicide in her
mind. I didn't want her to worry about me. I didn't want her to think that she was
cursed. She's just a wonderful, wonderful woman. So it was probably two or three
years before I told her what happened.
He did not want to cause her additional emotional harm because of something he had done. In his
mind she was particularly susceptible to this emotional harm because of her husband’s death by
suicide. He avoided telling his son for a slightly different reason.
My main thing was, do not put this on your son, to have him worry, "Is Dad okay?"
So I would never have told him three months after I did this, because I was a wreck
for a year-and-a-half… if I managed to see my ex-girlfriend in town that would
send me spinning and I just... So I'd love to be a 20-year-old kid, so-somethingyear-old kid in this world without wondering if you're gonna wake up tomorrow
with the police telling you your dad's hurt himself. So, it was his sense of emotional
safety I was worried about.
Like with his stepmother, participant 2 was worried about his son’s emotional wellbeing. However,
it was because his son was going through emotional trials of his own and participant 2 did not want
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to be a burden. Participant 2 disclosed to other people during his year and a half recovery, but he
did it because he knew they were in an emotionally stable place and would be able to help him
through his recovery. His son was not in that place so he avoided disclosing to him.
The shift from pre-absolution to post-absolution evaluation of other protection is typified
by participants no longer feeling like they would be a burden to those that they told. This change
was expressed clearly by participant 8 when she talked about what protecting others looked like to
her.
I am a person who likes to help people, not hurt them. So I was afraid when I was
suicidal, I was afraid of hurting people. I was afraid that telling them that, and
especially when they didn't have the answers and I didn't have the answers, and
they would say, "But I love you, I don't want you to die", and cry and stuff. So it
would make me even feel worse inside. Because inside I felt like I just want to die
even though you love me. So I think that gave me, the fact that I was no longer that
way, gave me permission to be able to talk about how I had felt.
During pre-absolution participant 8 was terrified of hurting others with her own pain. Therefore,
when she reached post-absolution and was freed from the fear of reattempting she felt able to talk
to people close to her about it because she was no longer transmitting that pain and would not
exacerbate that pain by then attempting suicide again.
Stigma of Selfishness
One theme emerged beyond the scope of the RRM risk assessment categories. This theme
appears to be unique to the SAS context, and represents a recipient response that further
exacerbates risk assessment for future disclosure. This theme is largely aligned with self
protection, but it has implications for relationship protection. As described above, stigma is an
attribute that is viewed by society as being highly negative and leads people with this attribute to
be viewed as tainted, broken, and otherwise less than other individuals. The major type of
experienced stigma participants lived through was the “stigma of selfishness.” Many participants
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talked about times they had disclosed and were told they had done the most selfish thing
imaginable. For example, participant 6 talk about an experience she had with her brother after her
attempt. She described,
The disheartening part was hearing my own brother… telling somebody else that I
should have completed my suicide. That I should should've completed my attempt
because it was selfish of me of what I've done and not thinking about my children
at the time or anybody else at the time.
The stigma of selfishness has important implications. Beyond hurtful name-calling, participants
describe how they internalized their loved one’s negative reactions to their disclosure. For
example, Participant 6 describes how her brother’s response damaged her sense of self and how
she began to view herself as selfish and unworthy of her children. She said,
To give me that reaction is just humiliation. I was embarrassed, especially after
hearing my own sibling saying I should have completed the suicide. And I did feel
selfish at that time. I did feel like, "What was wrong with me? Why did I do that?"
But I mean, I knew my thought process at the time was so dark and convoluted,
where I thought I was a burden. That my kids would have been better off with their
dad, my family would have been better off. I wouldn't have been a burden,
emotional, physical burden on anybody if I was to die.
This scenario occurred pre-absolution, potentially contributing to Participant 6’s internalization of
the stigma. In many cases, like participant 6, this internalization of stigma leads to an increase in
self protection tendencies for future disclosure decisions. Which results in an increased reluctance
to disclose in the future. Another example of a participant response to being called “selfish”
included participant 10’s experience when disclosing to her best friend in her Master’s program.
She said,
I was telling her the whole story… we were both working in a suicide prevention
lab and she used, things that we both knew that you shouldn't respond with, but she
said, “You're acting very selfishly” … this was somebody I was very close to and I
think I kind of put her through hell that day that I sort of went off the map. And I
don't think she liked that, of course. It was just a huge stressful experience for her
and she wanted to make sure I knew it. So here I was trying to, I guess be honest
again about myself and everything that I was going through and I ended up getting
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kind of misunderstood or not understood in the way I wanted to and feeling kind of
punished for it.
Being called selfish in this context for having attempted suicide was especially difficult for
participant for several reasons. First, she had just gotten back from the hospital after attempting
suicide the day before. She was mentally and emotionally stable. She was seeking catharsis with a
friend and instead faced intense stigma. Second, both her and her friend worked in a suicide
prevention lab together. They had been together receiving trainings about how to respond to
individuals in her situation. Having her friend respond with intense negative reaction, especially
knowing that her friend had been trained to act differently, hurt participant 10 deeply. This
experience ended their friendship. Participant 10 has reached absolution, but because of this
experience she still experiences fairly intense self protection and is reluctant to disclose to others
in her personal life. Participant 2 had a similar experience with a close friend that he disclosed to
soon after his attempt. He said,
She got upset. The reason she got upset, I figured out, was that she wanted to be the
reason that I stay alive. When my relationship with her, my friendship with her
wasn't a good enough reason, she felt like I didn't care enough about her as she
thought I did. When I realized that instead of compassion, I got this kind of
indignation that she wasn't good enough for me to think, "No, I need to stay alive."
Man, that was a really lonely feeling.
Participant 2’s friend viewed his suicide attempt as selfish because he was not thinking about her
and the effect his suicide would have on her. This hurt him because at this point in his recovery he
needed support from others and was not in a place where he could handle someone else’s hurt
feelings. This response made him feel like she did not care for him at all. Eventually he was able
to rebuild this friendship with her, but it took a lot of effort from both of them to overcome the
stigma she had confronted him with.
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Overall, participants experienced all of the types of risk assessment put forth by Afifi &
Steuber (2009) with self protection being particularly prevalent and intense for suicide attempt
survivors. Additionally, participant risk assessment clearly follows the absolution framework.
Each type of protection changes differently from pre- to post-absolution. A degree of self
protection is relevant no matter how far along in recovery participants have come. Alternatively,
although relevant, relationship and other protection seem to be reduced considerations postabsolution.
Closeness with the Target
In addition to risk assessment, Afifi & Steuber (2009) describe that closeness with the
intended disclosure target predicts one’s willingness to disclose. The closer a discloser feels to
their intended target, the more they should experience less risk and the greater willingness to reveal
their secret (Afifi & Steuber, 2009). Study evidence shows a shift in accordance with the absolution
framework. During the pre-absolution phase, closeness is a strong predictor of participants’
willingness to disclose. During post-absolution, closeness becomes less of a factor as participants
begin to disclose to a larger quantity of people. Additionally, for several participants closeness
actually increased the risk factors and led to disclosure avoidance.
Closeness Pre-Absolution
Closeness with the target of disclosure was highly important during pre-absolution. In
many cases risk assessment was high during this stage and without a strong sense of closeness,
many participants would not disclose. For example, participant 8 discussed feeling a strong need
for self protection during pre-absolution along with a desire to not harm the other’s emotional wellbeing (i.e. other protection). However, closeness would override these risk assessments. She said,
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That was usually what precipitated that (her decision to disclose) and how close I
was to the person too. Because if I was close, really close to them, I didn't take
either of those considerations… just the relief of being able to talk to somebody
and get that out was very cathartic to me. I didn't know it at the time, I just tell them
because I felt like I loved them and I could share with them. So I think that was the
main thing for me to judge whether I told somebody or not was, the main one was
how close I felt to them emotionally.
This is especially significant because of the stigma participant 8 had to deal with due to her cultural
identity as a Hispanic woman and her religious affiliation. When she felt extremely close to a
person she “didn’t take either” protection impulse into consideration at all. Closeness helped her
to tell a variety of people including her two sisters who were both heavily involved in their
religious group. She said,
My sisters were all the same religion and even had some mental health issues
themselves but I didn't even take any of that into consideration when I was talking
to them. I just wanted to get it off my chest, and it was something that was upsetting
me so I knew that the love that we had between us, somehow I guess, they would
be okay with the information.
She seriously considered self protection and other protection before telling her sisters. For any
person not as close to her either of these considerations would have stopped participant 8 from
disclosing, but because of the closeness she felt to her sisters she chose to disclose to them. Other
participants experienced similar instances of closeness overcoming identified risks. For example,
participant 6 talked at length about her general disclosure avoidance and the one person she told
soon after leaving the hospital after her attempt. She said,
I felt it was difficult at the time to talk about it, I refused to talk about it because I
felt like I needed to protect my children and not have it as much out in the
community as it already was… When I got out, I needed to talk to somebody and
she was the best fit. And I just needed to talk to her and let her know why I did it
and how I did it. And just to let her know that I knew it was mistake and I just, I
needed somebody to listen to me… She was the best that at the time because I did
say 'cause she was my best friend and she was also going to college to become a
psychiatrist, a child psychiatrist. And me and her, anytime as children we ever had
hardships, we always leaned on each other. We always had this tethered connection
and she was the main one that I thought I'd have to go to.
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Participant 6 had serious other protection concerns for her children. She did not want them to deal
with the stigma of suicide. However, the trust she had with her friend allowed her to make an
exception to her other protection in this one instance. This type of closeness is not built over night,
as participant 6 points out when she says, “me and her, anytime as children we ever had hardships,
we always leaned on each other.” Their friendship had lasted for years and because of the continual
trust she was able to disclose her attempt status.
Closeness Post-Absolution
During the post-absolution phase closeness became less important or was more easily
achieved. For example, participant 10 talks about disclosing to her fiancé only a couple weeks
after beginning to date him. She said,
With him, that level of trust had been built really fast… I'm a psychology grad
student and so suicide prevention is also my general focus and kind of the
population I want to work with. And so this was actually online dating stuff and I
hadn't been doing it for long, but he had asked about what my research interest was
in and what my clinical interest was and so I didn't talk about myself whatsoever,
my personal connection to it, I was just talking about the suicide research in general.
And the way he was responding to that was just very, I could tell he hadn't had his
own lived experience with it, but at least I just got that sense, but he also had a level
of respect and sort of humility towards generally people who have been through
that experience… So I thought, well that puts it kind of in my favor that he wouldn't
react negatively, and that'd be a risk kind of worth taking.
During pre-absolution participant 10 disclosed to between two and four people. Now during postabsolution, she is willing to disclose to someone only weeks after meeting them. Their interaction
and his attitudes toward mental health issues built all the closeness that participant 10 needed in
order to overcome her level of risk. For other participants that trust building can happen even more
rapidly. For example, participant 2 tells the following about his post-absolution approach to
disclosure,
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I don't tell it (suicide attempt story) without a good reason. So, when I share it, it's
usually when I find someone ... It's often with a stranger, who I ... How do I put
this? I often end up sharing it with someone who I believe has a shared experience,
shared lived experience. So maybe they're going through it, or I find out they're
dealing with someone they love who attempted or succeeded. So there's usually
some shared experience. I share it because I want them to know that they're not
alone.
For participant 2, shared experience is often enough for him to feel close enough with someone in
order to share his SAS status. This lack of need for a close relationship may be tied to the low risk
experienced during post-absolution.
Closeness as a Barrier to Disclosure
Closeness did not equate to a greater willingness to disclose for all participants. In some
cases, the closeness of a relationship actually increased the risk factors associated with disclosure.
For example, participant 8 described her relationship with her brothers as “really close,” but she
chose to conceal her SAS status from them. She describes,
I have my brothers. I was really close to them but I didn't share with them the details
and I think because I didn't ... I guess it's the judgment thing again. I think I felt,
even though I knew they loved me, I think that they would have, I felt like they
would have judged me as a weaker person or, I don't know that I felt that they would
be ashamed of me, but definitely just feel sorry for me.
Due to their close relationship participant 8 knew how they would react if she disclosed to them.
She knew they held stigmatized views about suicide and was afraid those would come out if she
disclosed to the. In this case the closeness of the relationship increased her need to self protect.
For other participants the closeness of a relationship increased the need for other protection.
For example, in an earlier quote participant 2 did not disclose to his son for years because he did
not want to burden him even though they have a very close relationship. Participant 7 also
discusses this when talking about her grandparents.
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I mean I more just think about okay, what kind of details would be beneficial for
this person to know. A lot of times if it's someone in my family, if it was my
grandparents I was talking to or something, I just keep things very vague. I'm not
comfortable going into the whole back story with them.
Her grandparents were very close to her and she did intimate that something had happened to her,
but she did not share details because of the nature of their relationship. Her understanding of them
made her feel that they would not be open to talking about something like a suicide attempt with
her, and therefore she avoided complete disclosure rather than stress the relationship. In a similar
manner participant 8 said, when talking about avoiding disclosure with her mother, “she was
almost too close… my Mom never told me, ‘Don't tell me about it, or I don't want to hear the
details,’ but I had that in me, thinking that she couldn't take it if I told her.” This demonstrates
once more that closeness does not equate to willingness to disclose, and sometimes closeness is
actually a barrier to that disclosure.
Willingness to Reveal
The RRM presents three main reasons a person may want to disclose a secret: catharsis,
the target’s need or right to know, and pressure from others. Pressure from others was not
mentioned by participants in this study; however, both catharsis and need to know were very
prevalent. Additionally, the data also shows an increased willingness to share with individuals with
shared experience.
Catharsis
Catharsis is the process of releasing and thereby finding relief from unresolved, highly
emotional experiences. Disclosure to others is one of the main method of experiencing catharsis.
Catharsis was a major factor in willingness to disclose pre-absolution. Many participants felt
intense internal pressure from their unresolved feelings toward their suicide attempt and sought
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relief in the form of disclosure. Participant 2 gave an example of this while talking about the
reasons behind his first disclosure experience.
It was almost a physical reaction. It was like, when you suddenly realize you're
drowning and you start swimming really, really hard all of a sudden. You start
flailing and kicking. You've gone from thinking, "Oh, I've got this, no big deal," to
"Oh my God, if I don't reach that boat I'm gonna drown." It was almost a physical
visceral reaction, "I need to tell Mark, because I'm in so much pain right now,
keeping it a secret is just doubling the pain. The energy I'm taking to keep this secret
is the energy I need to help me get better." … I was a wreck for a year-and-a-half.
I was still, every day ... Well, still every day I do all the things I need to do to stay
healthy, but back then was also knew like, "Am I gonna do this again?" I had
medicine to take, I had panic attacks… It’s like every part of me knew. If I tell one
person, it's gonna be Mark, because I trust him.
He experienced a need for catharsis as an immediate and visceral necessity. He knew he had to
talk to his friend about it if he was going to avoid another attempt. The idea he presents of using
energy to keep his secret that he could be using to heal is of particular note because it shows a
tangible benefit to disclosure that he wanted and needed.
Other participants sought catharsis soon after their attempt in an attempt to alleviate their
loneliness. Participant 9 gives an example of this when describing why she disclosed to her close
friend in college, the first person she disclosed to after her attempt. She said,
I think it was just that I wanted somebody to know and be able to... It's very lonely
to not be able to talk to anybody about it. Even though talking about it is terrifying,
but having to keep that in, for me was very lonely feeling. I think I just wanted
somebody to be able to understand. I didn't get that from her, I did later on in life,
but... Yeah.
Her need to alleviate her loneliness overcame her fears of talking about her suicide attempt. She
had not been able to fully process and understand her attempt herself. She went to her friend with
the hope that her friend would understand and with that understanding she would be able to cope
with her attempt. Sadly, she did not have a cathartic experience. Her friend judged and ridiculed
her, a reaction which caused her to not disclose again for many years.
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Need to Know
Another individual’s need or right to know secret information is a strong motivator for
disclosure. Even if the target of disclosure is unaware that a secret is being kept from them the
discloser may feel they have some need to know the information, or feel that the target has a right
to know as a co-owner of the information. This variable does not shift with the absolution
framework. However, two distinct forms of a ‘need to know’ are evident in the data. With the first
type participants experienced a willingness to reveal when they felt an obligation to tell someone
close to them about their attempt due to depression, doctor visits, and other day-to-day details. For
example, participant 3 talked about why she felt the need to disclose to her partner and her children.
I feel like it's important for them to understand why I might suddenly get upset, or
start crying, or need to leave the room, or something like that. And my daughter
also struggled, she's in college now, but she also struggled with an episode of
depression for a couple of years in high school, including having suicidal thoughts,
no attempt, for which she had to be hospitalized briefly. And so I felt even more of
an obligation to be open about the whole thing with her about it so that maybe she
wouldn't go down that same path.
She felt obligated to tell them because of her role as a mother and because they had to see her
dealing with her feelings on a day-to-day basis. She felt they had a right to know why she was
experiencing those feelings. Other participants felt this obligation to disclose when they thought
someone important to them might find out about the attempt from a third party. For example,
before participant 2 began telling stories about his attempt on stage he felt his son had a right to
know.
The other person I waited a long time to tell was my son. I think he was 22 or 24 at
the time, I forget. He wasn't living with me, so it's easy to hide it. But I knew once
I started talking about this in public and trying to show people that, "You can
recover from this. More people do this than you think." I knew that I didn't want
him to hear this from anyone else, so I sat him down one night, two or three years
... a couple of years after my attempt and said, "Okay, I gotta share something with
you kiddo."
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He was at a point where he wanted to use his art as part of his healing process, but he felt an
obligation as a father to be the one to tell his son about his attempt. He felt his son may have been
hurt if he found out from a third party. So to avoid that possibility he disclosed his attempt.
The second type of ‘need to know’ is quite different. Instead of being willing to disclose
out of a sense of obligation participants were willing to disclose because of altruistic motivations.
For example, when Participant 9 explained why she was willing to disclose to her sister she said.
Somebody she knew had died by suicide, and I guess it was when she reached out
to me how to understand that, so I approached it with experience of somebody who's
been there versus going at it from a therapeutic angle, which I guess was why she
came to me 'cause I work in the field.
Participant 9’s sister reached out to Participant 9 for support because of Participant 9’s
employment at a suicide crisis line, she did not know about participant 9’s attempt. Instead of
keeping her attempt a secret and just using her expertise participant 9 felt that her sister needed to
know about her suicide attempt. Participant 9 gained no benefit from this exchange and if she had
not disclosed her sister would have never known the difference. However, because she was in postabsolution she was at a point where she felt an altruistic obligation to help her sister with her
personal attempt story.
Other participants ended up getting involved with suicide attempt survival activism
because of these motivations. For example, participant 6 is now very active in fighting stigma and
promoting suicide awareness in the Native American community. When asked about her
motivations for her involvement she said the following.
I got sick of it because after my attempt, I lost my 19-year-old niece a couple of
years later. And then a month later, I lost my best friend to suicide. And it just
seemed like it was coming out more and more and more. And then for it to hit right
in my own backyard with my own daughter having finding out that was her fourth
attempt, it angered me even more.
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This anger motivated her to act. She decided to make it her goal to break down the taboos against
addressing suicide in her Native American community. In order to do this most effectively she
disclosed her own status as a suicide attempt survivor. She did not have to take this route, but she
felt that people in her community had a legitimate need to know so she used her personal story to
start helping others open up about their attempts all throughout her community.
Shared Experience
Multiple participants also discussed how liberating it was to speak to someone else who
had also survived a suicide attempt. This shared experience communicated a lack of judgement
and of understanding. Participant 10 had such an experience when she reached out to her cousin.
At that time, I still didn't know anybody else who had that sort of lived experience
and especially someone within my own family. So because she was (a SAS), I was
further out in my recovery then she was, I just knew how isolating that felt. So it
was more like, sort of mixed feelings. I was really nervous about my parents getting
wind of that, but also felt like it was the right thing to do for both my reasons and
hers.
The chance to speak with someone who had shared experience helped participant 10 overcome her
nervousness at disclosing. This was especially significant because her family had told her not to
talk to anyone about her attempt. However, she knew talking with someone with lived experience
was what she needed. She viewed disclosing to her cousin as a chance for both of them to heal.
Other participants also found it easier to talk to individuals with shared experience in an online
format. Participant 9 shared her experience with the support group hosted by LTT. She said,
Everybody in that group has had lived experience, so there are times when it's easier
to talk to one of them than it is to talk to people who haven't experienced the same
things that I have with attempting.
She finds it easier to talk to people who can understand what she is going through because they
have lived the experiences she is living. Participant 9 has a well-developed support system with
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friends and family, but even with this support system she still is willing to disclose to others with
shared experience online in order to receive the support she gets from others with shared
experience.
Willingness to disclose in the suicide attempt survivor community is very complex, but the
RRM helps provide a context to understand the basic motivations behind individual decisions.
Catharsis, need to know, and shared experience are the three overarching motivations given by the
participants in this study for willingness to disclose.
Communication Efficacy
The RRM describes that two paths predict whether or not someone will disclose their
secret. The first path predicts that risk assessment predicts willingness to reveal, both of which are
influenced by degree of closeness, and willingness to reveal predicts disclosure. The second path
describes that risk assessment predicts communication efficacy which then predicts disclosure.
Communication efficacy is an individual’s perception of how capable they are of successfully
communicating in a given situation. If an individual perceives that they have high communication
efficacy, they are more likely to disclose than when they perceive that they have low
communication efficacy. This seems to be consistent among participants in this study. A few
participants reported always having high communication efficacy; however, most participants’
experiences reflect a shift from low communication efficacy pre-absolution to higher perceived
communication efficacy post-absolution. Participant 3 gave a good example of this when she was
asked why she did not disclose to her parents after her attempt.
I would not have had the vocabulary to discuss it with them… At that point, still
didn't really even myself understand what had happened. Articulating that would've
been years later when I had regular counseling that I would be able to walk myself
through it and have enough self-awareness and education to know how to talk about
it. And so I think maybe that's part of the reason why we've never talked about it
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because the point at which I would've been capable of talking about it, so much
time had passed.
She avoided disclosure with her parents because she lacked the ability and terms, or
communication efficacy. She gained that efficacy later during counseling, self-awareness, and
education
Participants also described efficacy on a continuum, noting that when disclosing,
individuals should only share what they are comfortable sharing. This suggests that some parts of
suicide attempt stories require more efficacy than disclosing other details. Several participants
commented on the importance of personal comfort with the disclosure and limiting disclosure to
the degree of information that matched a discloser’s comfort level. Participant 4 gave an excellent
example of this when she said,
I think the biggest thing is to share what you feel comfortable sharing no matter
what. Don't let people try to pull information out of you before you're ready, but
also don't let anyone shut you up. Because I think the level of comfort, unless it's
something that's severely triggering to the listener and the listener has PTSD or
something, the level of comfort is more important to the person telling the story. I
shouldn't have to worry about you being grossed out or uncomfortable when I'm
talking about something that is important to me. So I think that everybody should
speak what's important to them and not let anyone force them to talk about what
they're not ready for.
In her opinion, disclosers should understand what they are comfortable sharing before the
disclosure, and this recognition is essential when evaluating communication efficacy. Similarly,
other participants describe efficacy as including the ability to determine which part of the attempt
story one may personally be comfortable with others knowing. Although efficacy is traditionally
understood as one’s confidence in one’s ability to share information in a method that achieves the
desired result (Afifi & Weiner, 2004), study participants elaborate that efficacy includes selecting
which pieces of information to share to achieve the goal of disclosure. For example, Participant 3
said,
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It's a difficult conversation to have, even no matter how far you get past it, it can
still be a difficult conversation. So I think if you are planning to disclose, then ahead
of time you need to know… you need to know what details, circumstances you're
going to share with that person ahead of time. Because then I think the danger is
they don't disclose enough or you, probably more likely, disclose too much, or the
conversation just kind of rambles. So I would say know what you want to tell
someone. Know the what of it, what you want to tell them, and then why you're
telling them or what is it that you're hoping to get from that person by telling them.
This quote highlights the importance of selecting specific pieces of information to share. For
Participant 3, it is important to a successful disclosure experience to have a story to tell and to stick
to it. Additionally, she shares the importance of understanding your own motivations for the
disclosure. Knowing which specifics to share are also important for protecting oneself. In regard
to this idea participant 8 shared this sentiment,
I think just be really careful about what you do share until you are comfortable, and
until you know, and sometimes you don't know until you do it, and don't share
anything that you don't want out there.
This discussion of selecting pieces of information when disclosing connects to the prior concept
of protection. Participants did not explicitly make the connection between the need for only sharing
information they are comfortable with others knowing and risk assessment, but they alluded to the
need for personal safety when disclosing. Efficacy plays a role in selecting the information and
communicating it in a way that aims to minimize risk. Disclosure about the suicide attempt can be
highly emotional, and it is important to limit disclosure to topics that will not trigger suicidal
thoughts. Participant 9 provides an explicit example of this. When asked about her interview with
LTT, she said the following,
At the time that I first met with Des, one of the events that had led to a suicide
attempt was a brutal rape that I went through. And at the time, because I had not
dealt with that in a therapeutic setting, I was not comfortable talking about it then.
But since then, I have gone through therapy for that, and I'm okay with saying that
that's what happened… at that time, I didn't want anybody else to know because
people knowing made it more real, and it triggered a lot of problems for me that
would lead to suicidal thoughts.
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Participant 9 recognized that it was not safe for her to share certain details about her suicide attempt
because it could trigger additional attempts. This aspect of communication efficacy, the ability to
select which pieces of information to share, is an essential component of efficacy.
For some participants an important tactic for ensuring proper selection of details is to
rehearse their story beforehand. For example, participant 2 talks extensively about how he has
created a story from his experience that he shares over and over again. Participant 3 expressed a
similar sentiment when she was asked how she approaches disclosure experiences,
If I had lined up all of the people who I have disclosed my attempt to over the years,
they probably could all tell you a similar story that I shared with them. Does that
make sense?... I think if you are planning to disclose, then ahead of time you need
to know what you want to say.
Having a consistent story helps her be prepared for her disclosure event and to avoid uncomfortable
topics. This practice helps these participants to pick and choose the details shared in their
disclosure experiences thereby increasing their communication efficacy.
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Table 2. Results Frequency Table
P1

P2

P3

P4

P5

P6

P7

P8

P9

P10

Negative Valence

1

3

3

1

1

2

3

10

4

2

Change in Valence

2

3

3

2

2

4

5

5

6

3

Self Protection

2

4

3

2

6

2

3

5

6

3

Relationship Protection

0

0

0

0

0

0

1

1

1

2

Other Protection

0

5

2

0

1

2

1

4

1

0

Stigma of Selfishness

3

1

1

1

0

2

0

0

0

2

Closeness

1

3

2

1

5

1

2

4

1

5

Closeness as a Barrier

0

2

0

0

0

0

0

2

0

1

Catharsis

1

3

0

1

0

0

1

0

1

2

Need to Know

4

6

2

1

0

3

3

3

1

3

Shared Experience

0

2

1

0

1

0

2

3

2

2

Comfortability as Efficacy

0

1

1

1

0

0

3

5

1

0
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DISCUSSION

This study was conducted to explore the application of the revelation risk model (Afifi &
Steuber, 2009) to a previously unexplored context as well as to further understanding the role of
stigma within disclosure decisions of suicide attempt survivors. In addition to accomplishing both
of those objectives, the study also sought to understand the unique experiences of suicide attempt
survivors. One unexpected and fruitful finding includes the uncovering of a shift in how SASs
approach disclosure decisions across their recovery trajectory, namely pre and post absolution. In
what follows, I will detail theoretical contributions to RRM as well as two practical applications,
as provided from participants. Overall, this study contributes more contextualized understandings
to the RRM (Afifi & Steuber, 2009), adds to a fledgling body of literature surrounding the
disclosure experiences of suicide attempt survivors, and proposes practical suggestions to help
suicide attempt survivors in finding their paths to disclosure.
Theoretical Contributions
This research contributes to and extends the revelation risk model (Afifi & Steuber, 2009)
by demonstrating the presence of stigma as a significant part of disclosers risk assessment.
Additionally, the study illustrates the changing nature of disclosure over an extended period of
time and highlights the need to extend disclosure theory to incorporate this phenomenon.
Stigma
Here I will discuss connections made between stigma and Afifi and Steuber’s (2009)
model. The concept of stigma is not mentioned in the description of the RRM, however, it does
form part of the information assessment phase of the DD-MM (Greene, 2009). As explained in the
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rationale, the DD-MM was not used in this study due to the lack of contextual fit of several other
variables. Comparison of the two theories demonstrates that both describe disclosure decision
processes as initiating, in part, with evaluation of the information to be revealed. The DD-MM
refers to the evaluation of the information as information assessment and includes stigma; the
RRM refers to it as secret valence. Because of the parallel concepts, it was assumed that if stigma
were to play a role in the disclosure decisions of suicide attempt survivors, it would be in that
initial phase. This assumption appears to be correct; however, due to the varied nature of stigma
only self-stigma and experienced stigma, two of the three stigma categorizations outlined by
Brohan et al. (2010), were noted in relation to secret valence. The last stigma categorization,
perceived stigma, was observed in relation to the risk assessment stage of the RRM. In what
follows I will explain the relevance of stigma in relation to secret valence and risk assessment.
Evidence from this study shows negative valence toward suicide is caused in part due to
stigma, especially stigma perpetuated through religious and cultural beliefs, otherwise known as
self-stigma. Self-stigma occurs when the stigmatizing attitudes of society are internalized and
accepted as truth by an individual (Brohan et al., 2010). Several participants referred to themselves
as sinners or being guilty of being disobedient to God’s commandments because they had
attempted suicide. This caused their view of the suicide attempt to be skewed as negative.
Additionally, two participants identified as members of the Native American community, and both
mentioned the lack of acceptance of mental illness as a medical fact in their community. This lack
of acknowledgement caused both to feel that their attempts were selfish and wrong. These
participants along with those dealing with religiously based stigma experienced self-stigma. These
participants truly believed they had been sinners, tainted, and selfish because of the consistent
messages they received from society about suicide attempts.
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Experienced stigma, actual discrimination faced by an individual, also played a role in
shaping how participants valenced their suicide attempts. Two participants expressed feelings of
neutrality toward their suicide attempts directly after they happened. They viewed it as an event
that happened to them that was neither good nor bad. All of these participants experienced stigma
from others at some point once they chose to disclose. For most this experienced stigma led to a
reevaluation of valence which resulted in a shift from neutral to negative valence. A shift that in
some cases caused participants to not disclose again for many years.
Unexpectedly, perceived stigma played a significant role in the risk assessment stage for
many participants. Perceived stigma is what an individual believes society as a whole, as well as
specific individuals, believes about actions they have taken (Brohan et al., 2010). When
approaching a decision to disclose, participants except participant 4 mentioned worries about being
judged for their status as a suicide attempt survivor. For various participants this worry was a result
of experienced stigma, but even participants who had not experienced any significant stigma
worried about facing judgement for their actions. This fear of judgement stopped nine of the 10
participants from disclosing at least once. Most participants reported it as one of the main reasons
they have only disclosed to a few people. One participant who has been running a suicide attempt
outreach campaign for years in her community only recently disclosed to her community that she
is an attempt survivor due to her sense of perceived stigma.
To the best knowledge of this author, stigma is not generally evaluated as variable
influencing various stages of the disclosure decision making process other than assessing the
information to be shared. The pervasiveness of stigma in the experiences of participants suggests
that stigma may be a significant factor in multiple stages of disclosure decisions. Future research
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is needed to examine other disclosure contexts for evidence of stigma as relevant across the
disclosure decision-making process.
Disclosure Decisions Over a Lifetime
Disclosure is often studied as a one-time event as though individuals consider if and how
to share their information and then the decision is made. However, some studies demonstrate that
this is not the case. For example, research in sexual orientation disclosure discusses the continual
and repeated nature of disclosure or coming out about the same information (Manning, 2015).
However, very little research provides examples of how the disclosure process may change.
Although this study did not begin with the intention of examining changing disclosure decision
making processes, participants discussed a shift in how they decided to disclose or conceal their
information. All of the participants expressed distinct differences in their disclosure decision
making processes during different periods of their recovery. Participants unwittingly identified
two distinct time frames. The first time frame describes how they often felt shame or regret when
considering their suicide attempt. They were very reluctant to disclose and engaged in intense self
protection. Participants also dealt with heightened levels of suicidality during this time. This period
lasted from their first suicide attempt until they reached the second period. In the second time
frame they expressed acceptance of their suicide attempt, little to no suicidality, and a desire to
help other suicide attempt survivors. Within the results, these two time frames have been referred
to as pre-absolution and post-absolution.
The way in which absolution is used in this work is similar to the stage of acceptance from
the Kübler-Ross (1970) model of the five stages of grief. This model is specifically used for
individuals with terminal illnesses, but it does provide context for this research. The model’s stages
are as follows: denial, anger, bargaining, depression and acceptance. The first four stages in this
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model are beyond the scope of this study. It is unlikely that SASs go through the same stages as
an individual with a terminally ill condition, but they may undergo similar stages during their
process of reaching absolution. The final stage of Kübler-Ross’s (1970) model is very similar to
absolution. This stage does not suggest that an individual is perfectly okay with their impending
death. Rather acceptance is marked by the stabilization of emotions and the ability to live in the
new reality created by the terminal diagnosis (Kübler-Ross, 1970). Part of absolution includes
those same sentiments of accepting that the suicide attempt happened and that it changed reality.
Further research into the process of reaching absolution is needed in order to discover what stages
SASs go through before reaching that point.
With the current data understanding participants’ experiences managing each variable of
the RRM varied by their position in pre-absolution or post-absolution stages. In pre-absolution,
participants negatively valenced their attempts. Risk assessment was very high especially in
regards to self protection. Participants were only willing to reveal when they felt a strong need for
catharsis or were faced with an individual with a compelling need or right to know. They also felt
little to no communication efficacy during this time. Much of the disclosure that occurred during
pre-absolution were forced disclosures, usually as a requirement of hospital treatment.
Alternatively, participants described disclosure decisions in the post-absolution period very
differently. Most participants viewed their suicide attempt with more neutral than negative
valence. Self protection was still evident when engaging in risk assessment; however, the intensity
was far lower and participants discussed less relationship and other protection. Participants most
often felt willing to reveal when they felt they could help others by revealing, especially to other
suicide attempt survivors or those experiencing suicide loss. Heightened communication efficacy
was marked by increased knowledge about mental health conditions and suicide, along with a
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sense of being comfortable sharing different levels of detail about their attempts with others. These
changes did make it more likely that participants would disclose, and actual disclosure events did
increase; however, disclosure decisions remained difficult to make and the actual disclosure events
were still difficult for participants.
The specifics of the changes in the disclosure decision making process expressed by
participants may be unique to suicide attempt survivors. It may even be a factor of this participant
pool as those from a population who have disclosed publicly. However, because of the prevalence
and similarity of the shifts across all participants, further research is merited in order to further
define these changes and to expand the field of knowledge surrounding disclosure. Research on
trauma disclosure suggests similarities in pre-absolution disclosure decision making among
suicide attempt survivors, individuals with PTSD, sexual abuse survivors, and other individuals
with traumatic experiences (i.e., Bedard-Gilligan, Jaeger, Echiverri-Cohen, & Zoellner, 2012;
Marriot, Lewis, & Gobin, 2016; Stein, Lahav, & Solomon, 2017). As with other studies, these only
focused on disclosures happening in one moment and no data is shown to suggest a shift similar
to the one observed in this study. While there is no guarantee that individuals in these other
contexts will experience a shift similar to that of post-absolution, it does suggest a potential for
shifts to occur during the recovery processes. Further research into these contexts could provide
invaluable knowledge in discovering ways to help individuals reach a shifting point that would
help them cope with their trauma as well as expand their social support networks through
disclosure.
Practical Implications for Suicide Attempt Survivors
Participants were asked about what advice they would give to other suicide attempt
survivors who considered disclosure but found the prospect too risky. Two suggestions were
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particularly prevalent and of significant practical use. Although they were noted in the results, they
are further elaborated here. They include (1) finding others with shared experience, and (2) only
share details that you are comfortable with others knowing. These suggestions have practical
implications for suicide attempt survivors as well as the medical community.
The first suggestion is to seek out other suicide attempt survivors to whom you can
disclose. Participants felt disclosing to other SASs was safe, judgement free, and mutually
beneficial. When disclosing to a person with shared experience, there was reduced fear of being
judged or facing stigmatized ideas about suicide. Particularly helpful to the participants was the
sense of understanding and acceptance they felt when talking with other suicide attempt survivors.
Because of societal stigma, suicide attempts can be very isolating. SASs feel they are the only ones
who have attempted and because of that they feel there is something wrong with them. Talking
with another SAS helps normalize the experience for them and ameliorate the feelings they are
managing. For many participants discussing their attempt with another SAS helped them to reach
absolution. Several participants also mentioned the comfort they have found in the online support
group with Live Through This. The group helped them to feel a sense of community that had been
lacking in their lives. Other research on online support groups have fond them to be an excellent
source of emotional support (Costello, 2014; van Uden-Kraan et al., 2008; Vilhauer, 2009). One
study focusing on metastatic breast cancer (MBC) support groups found that participants
benefitted from the support group because they were able to connect with other women dealing
with MBC. They were able to gain a level of intimacy with the other participants not possible with
other by talking about issues only other MBC patients would understand (Vilhauer, 2009).
Participants’ second suggestion was to only share the information you are comfortable
sharing. Participants gave two reasons for this suggestion. First, suicide attempts are often
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traumatic and reliving them can often be dangerous to the mental health of SASs. Additionally,
reliving the events that resulted in the attempt can also cause increases in suicidality. Second, and
described more below, it is impossible to control the spread of information once even one person
knows it (Petronio, 1991).
Reliving traumatic experiences can be detrimental when done outside of therapy, especially
when an individual is mentally unstable (Stein, Lahav, & Solomon, 2017). Therefore, the
suggestion to avoid doing so until a sense of stability is reached is reasonable. Participants did not
advocate for a complete moratorium on disclosure, in actuality they were pro-disclosure at any
stage. The suggestion was to specifically avoid traumatic details and to use generalized language
instead. The advice to only share what is relevant at the moment, and not increased details, has
also been reported in other studies about disclosing difficult information (e.g., Venetis et al, 2017).
For example, when disclosing sexual orientation to a medical provider, participants recommended
only sharing what information the provider needed for medical diagnosis and no additional
information.
In this study participants were particularly adamant about not allowing the target of
disclosure to force the disclosure of additional detail. In order to avoid being forced into additional
disclosure participants suggested rehearsing the exact details of the disclosure beforehand (see
Afifi & Steuber, 2009 and Venetis et al., 2017 about preparation and rehearsal). These suggestions
allow SASs to actively take control of their story and claim ownership over which information
others can know. This type of systematic approach to disclosure may be part of the process of
reaching absolution.
Individuals are unable to fully control the spread of private information once it has been
disclosed (CPM; Petronio, 1991). Due to the stigma faced by SASs, privacy management is
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extremely important. Several participants had severely damaging experiences (emotional hardship,
lost job opportunities, etc.) that occurred when the wrong person learned about their attempt.
Therefore, participants’ suggested to only disclose specific information to carefully selected
people, and then only if a SAS is sure they will be emotionally safe if others find out. Further
research into the communication privacy management practices of SASs would be beneficial in
understanding the unique challenges faced by them due to the sensational and serious nature of a
suicide attempt.
One method suggested by participants to ensure proper information selection was to
develop a specific narrative to tell others during a disclosure event. Several participants are
professional storytellers, public speakers, and activists who are accustomed to putting their
personal experiences into a narrative framework that they share over and over again with little
variation. These participants stressed that this skill helped them to avoid sharing extraneous details.
The narratives they created also helped them to be more comfortable in disclosure situation
because they had previously rehearsed their stories.
Additionally, creating narratives from traumatic situations has been shown to help in a
variety of other ways. Specifically, White and Dobson (1990) pioneered the concept of narrative
therapy showing that the creation of a narrative from traumatic situations helps individuals to
understand and cope more fully with the aftermath of that situation. Further research into narrative
creation by SASs could show these additional effects suggested by narrative therapy and could
provide further practical methods for SASs to address their fears of disclosure (White & Dobson,
1990).
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Limitations & Future Directions of Research
Although a variety of theoretical and practical implications are outlined above, it is
important to discuss the limitations of this study and future directions for this research. First, this
study uses a small sample size and therefore may not be representative of the experiences of all
suicide attempt survivors. Participants in this study provided valuable information, but various
conclusion may not be representative with a larger sample or trends that may emerge from
evaluation of more voices may have been missed. A future study using an increased sample size
and mixed methods research may allow for verification of the results from this study. Second, the
sample used for this study was drawn from a single online support group consisting of individuals
who had disclosed their SAS status publicly with LTT. This homogeneity among the sample may
have influenced certain portions of the findings. Specifically, the findings regarding the absolution
framework. All participants had reached a point in their lives in which they were comfortable
sharing their SAS status in a highly public manner. Other SASs may never reach a point of
absolution or if they do it may look very different from the absolution reached by the participants
in this study. A future study pulling from a much larger pool of suicide attempt survivors would
serve to verify the findings of the absolution framework. This may be difficult due to the nature of
the context, but could be possible by networking with a variety of national and community
organizations. Third, all participants except one were female. Research shows that suicide attempts
occur primarily among women (Mościcki, 1994; Piscopo et al., 2016), however the ratio is less
than nine to one. The information gathered from the one male participant did match with the other
participants; however, this may indicate an outlier rather than a generalizable result. Studying the
disclosure decision making of male SASs may uncover additional insights into the role of stigma
in suicide attempt disclosure. Research shows that men face heightened levels of stigma related to
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suicide attempts compared to women, and they are less likely to seek help for depression and other
mental health issues (Oliffe et al., 2016). Fourth, all participants in this study had some form of
post-secondary education. Education level can affect income, employment status, and a variety of
other factors that help determine access to mental health resources (Torpey, 2018). As such, a
study including a wider range of individual education levels may find differing experiences with
disclosure due to access to care and mental health information. Fifth, six of the 10 participants
were either employed in suicide prevention or mental health or heavily involved with suicide
awareness activism. This suggests a level of knowledge and awareness about sucide attempt
survival uncommon in the general population of SASs. Sixth, this study was interested in analyzing
disclosure experiences of SASs along with their lived experience; therefore, no dyadic data was
collected during this study. Dyadic data would provide valuable insight into target responses to
suicide attempt disclosure. Participants in this study dealt with emotionally intense responses to
their disclosure which cause, at times, long lasting harm. A dyadic study would help in the
development of disclosure strategies for SASs to help minimize intense negative responses to their
disclosure.

70

REFERENCES

Afifi, T., & Steuber, K. (2009). The revelation risk model (RRM): Factors that predict the
revelation of secrets and the strategies used to reveal them. Communication
Monographs, 76, 144-176. doi: 10.1080/03637750902828412
Afifi,

W., & Weiner, J. (2004). Toward a
management. Communication
Theory, 14,
2885.2004.tb00310.x

theory of
167-190.

motivated information
doi:
10.1111/j.1468-

Ahrens, C. (2006). Being silenced: The impact of negative social reactions on the disclosure of
rape. American Journal of Community Psychology, 38, 31-34. doi: 10.1007/s10464-0069069-9
Asarnow, J., Berk, M., Baraff, L., Roberts, M., & Kaslow, N. (2009). Family intervention for
suicide prevention: A specialized emergency department intervention for suicidal
youths. Professional Psychology: Research and Practice, 40, 118-125. doi:
10.1037/a0012599
Barriball, L. K., & While, A. (1994). Collecting data using a semi‐structured interview: A
discussion paper. Journal of Advanced Nursing, 19(2), 328-335. doi: 10.1111/j.13652648.1994.tb01088.x
Bedard-Gilligan, M., Jaeger, J., Echiverri-Cohen, A., & Zoellner, L. (2012). Individual differences
in trauma disclosure. Journal of Behavior Therapy and Experimental Psychiatry, 43, 716723. doi: 10.1016/j.jbtep.2011.10.005
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in
Psychology, 3, 77-101. doi: 10.1191/1478088706qp063oa
Brohan, E., Slade, M., Clement, S., & Thornicroft, G. (2010). Experiences of mental illness stigma,
prejudice and discrimination: A review of measures. BMC Health Services Research, 10,
1–11. doi: 10.1186/1472-6963-10-80
Cammarata, R., Penn, N. E., Darch, C., Newton, R., & Osherson, S. (2012). Stigma, Shame, and
Guilt: Familial Relationship and Gender Differences in Suicide Survivors, ProQuest
Dissertations and Theses.
Centers for Disease Control and Prevention. (2017, October 3). Suicide: Risk and protective
factors. Retrieved from
https://www.cdc.gov/violenceprevention/suicide/riskprotectivefactors.html
Chapple, A., Ziebland, S., & Hawton, K. (2015). Taboo and the different death? Perceptions of
those bereaved by suicide or other traumatic death. Sociology of Health & Illness, 37, 610625. doi: 10.1111/1467-9566.12224

71
Christiansen, E. & Jensen, B. F. (2007) Risk of repetition of suicide attempt, suicide or all deaths
after an episode of attempted suicide: a register-based survival analysis. Australian and
New Zealand Journal of Psychiatry, 41, 257-265. doi: 10.1080/00048670601172749
Conwell, Y., Duberstein, P. R., & Caine, E. D. (2002). Risk factors for suicide in later
life. Biological Psychiatry, 52(3), 193-204. doi: 10.1080/08997764.2016.1170020
Corrigan, P., Markowitz, F., Watson, A., Rowan, D., & Kubiak, M. (2003). An attribution model
of public discrimination towards persons with mental illness. Journal of Health and Social
Behavior, 44, 162-179. doi: 10.2307/1519806
Costello, K. (2014). Similarity as a credibility cue in online support groups for chronic kidney
disease. Proceedings of the American Society for Information Science and Technology, 51,
1-4. doi: 10.1002/meet.2014.14505101105
Crosby, A., Ortega, L., & Melanson, C. (2011, February). Self-directed violence surveillance:
Uniform definitions and recommended data elements. Centers for Disease Control and
Prevention. Retrieved from https://www.cdc.gov/violenceprevention/pdf/Self-DirectedViolence-a.pdf
Cvinar, J. (2005). Do suicide survivors suffer social stigma: A review of the
literature. Perspectives in Psychiatric Care, 41, 14-21. doi: 10.1111/j.00315990.2005.00004.x
D’Augelli, A. R., & Hershberger, S. L. (1993). Lesbian, gay, and bisexual youth in community
settings: Personal challenges and mental health problems. American Journal of
Communication Psychology, 21, 421–448. doi: 10.1007/BF00942151
Denes, A., & Afifi, T. (2014) Coming out again: Exploring GLBQ individuals’ communication
with their parents after the first coming out. Journal of GLBT Family Studies, 10, 298325. doi: 10.1080/1550428X.2013.838150
Ewing, E., Diamond, G., & Levy, S. (2015). Attachment-based family therapy for depressed and
suicidal adolescents: Theory, clinical model and empirical support. Attachment & Human
Development, 17, 1-21. doi: 10.1080/14616734.2015.1006384
Felix, R. H. (1965). Suicide: A neglected problem. American Journal of Public Health and the
Nations Health, 55, 16-20.
Fenton, J. (2018, February 23). Attempting suicide is not a crime under maryland law. But an
eastern shore man was convicted of it. The Baltimore Sun. Retrieved from
http://www.baltimoresun.com/news/maryland/crime/bs-md-suicide-criminal-charge20180222-story.html
Goffman, E. (1963). Stigma; notes on the management of spoiled identity. Englewood Cliffs, N.J.:
Prentice-Hall.

72
Greene, K. (2009). An integrated model of health disclosure decision-making. In T. D. Afifi & W.
A. Afifi (Ed.), Uncertainty and information regulation in interpersonal contexts: Theories
and applications (pp. 226-253). New York, NY: Routledge.
Hawton, K., Sutton, L., Haw, C., Sinclair, J., & Harriss, L. (2005). Suicide and attempted suicide
in bipolar disorder: A systematic review of risk factors. The Journal of clinical psychiatry.
66, 693-704.
Kim, H., Park, J., Kweon, K., & Ahn, J. (2018). Short- and long-term effects of case management
on suicide prevention among individuals with previous suicide attempts: A survival
analysis. Journal of Korean Medical Science, 33, E203. doi: 10.3346/jkms.2018.33.e203
Kübler-Ross, E. (1970). On death and dying. New York, NY: Macmillan.
Lee, H., & An, S. (2016). Social stigma toward suicide: Effects of group categorization and
attributions in Korean health news. Health Communication, 31, 468-477. doi:
10.1080/10410236.2014.966894
Lester, D., & Walker, R. L. (2006). The stigma for attempting suicide and the loss to suicide
prevention efforts. Crisis: The Journal of Crisis Intervention and Suicide Prevention, 27,
147–148. doi: 10.1027/0227-5910.27.3.147
Manning, J. (2015). Communicating sexual identities: A typology of coming out. Sexuality &
Culture, 19, 122-138. doi: 10.1007/s12119-014-9251-4
Marriott, B., Lewis, C., & Gobin, R. (2016). Disclosing traumatic experiences: Correlates, context,
and consequences. Psychological Trauma: Theory, Research, Practice, and Policy, 8(2),
141-148. doi: 10.1037/tra0000058
Mościcki, E. (1994). Gender differences in completed and attempted suicides. Annals of
Epidemiology, 4, 152-158. doi: 10.1016/1047-2797(94)90062-0
National Center for Health Statistics. (2017). Health, United States, 2016: With chartbook on longterm trends in health. Hyattsville, MD: U.S. Government Printing Office.
National Institute of Mental Health. (2018). Suicide. National Institute of Health. Retrieved from
https://www.nimh.nih.gov/health/statistics/suicide.shtml
Oliffe, J., Ogrodniczuk, J., Gordon, S., Creighton, G., Kelly, M., Black, N., & Mackenzie, C.
(2016). Stigma in male depression and suicide: A Canadian sex comparison
study. Community Mental Health Journal, 52, 302-10. doi: 10.1007/s10597-015-9986-x
Owens, D., Horrocks, J., & House, A. (2002). Fatal and non-fatal repetition of self-harm.
Systematic review. The British Journal of Psychiatry: The Journal of Mental Science, 181,
193-9.

73
Pennebaker, J. (1997). Writing about emotional experiences as a therapeutic
process. Psychological Science, 8, 162-166. doi: 10.1111/j.1467-9280.1997.tb00403.x
Pennebaker, J., & Beall, S.(1986). Confronting a traumatic event: Toward an understanding of
inhibition and disease. Journal of Abnormal Psychology, 95, 274-281. doi: 10.1037/0021843X.95.3.274
Pennebaker, J. & Hoover, C. (1986). Inhibition and cognition: Toward an understanding of trauma
and disease. In R. J. Davidson, G. E. Schwartz, & D. Shapiro (Eds.), Consciousness and
Self-Regulation (Vol.4, pp. 107-136). New York: Plenum Press.
Petronio, S. (1991). Communication boundary management: A theoretical model of managing
disclosure of private information between marital couples. Communication Theory, 1, 311335. doi: 10.1111/j.1468-2885.1991.tb00023.x
Piscopo, K., Lipari, R., Cooney, J., & Glasheen, C. (2016, September). Suicidal thoughts and
behavior among adults: Results from the 2015 national survey on drug use and health.
SAMHSA. Retrieved from https://www.samhsa.gov/data/sites/default/files/NSDUH-DRFFR3-2015/NSDUH-DR-FFR3-2015.htm#appa
Remafedi, G., Farrow, J. A., & Deisher, R. W. (1991). Risk factors for attempted suicide in gay
and bisexual youth. Pediatrics, 87, 869-875.
Stage, D. (2018). What is live through this? Live Through This. Retrieved from
https://www.livethroughthis.org/about/
Stanley, B., Brown, G., Brent, D., Wells, K., Poling, K., Curry, J., … Hughes, J. (2009). Cognitivebehavioral therapy for suicide prevention (CBT-SP): Treatment model, feasibility, and
acceptability. Journal of the American Academy of Child & Adolescent Psychiatry, 48,
1005-1013. doi: 10.1097/CHI.0b013e3181b5dbfe
Stein, J., Lahav, Y., & Solomon, Z. (2017). Self-disclosing trauma and post-traumatic stress
symptoms in couples: A longitudinal study. Psychiatry, 80, 79-91. doi:
10.1080/00332747.2016.1175836
Steuber, K., & Solomon, D. (2011). Factors that predict married partners' disclosures about
infertility to social network members. Journal of Applied Communication Research, 39,
250-270. doi: 10.1080/00909882.2011.585401
Stiles, W., Shuster, P., Harrigan, J., & Geen, Russell. (1992). Disclosure and anxiety: A test of the
fever model. Journal of Personality and Social Psychology, 63, 980-988. doi:
10.1037/0022-3514.63.6.980
Suominen, K., Isometsa, E., Suokas, J., Haukka, J., Achte, K., & Lonnqvist, J. (2004). Completed
suicide after a suicide attempt: A 37-year follow-up study. American Journal of
Psychiatry, 161, 562-563. doi: 10.1176/appi.ajp.161.3.562

74
Torpey, E. (2018, April). Measuring the value of education. Bureau of Labor Statistics.
U.S. Department of Health and Human Services. (1999). Mental health: A report of the Surgeon
General. Rockville, MD.
Van Uden-Kraan, C., Drossaert, C., Taal, E., Lebrun, C., Drossaers-Bakker, K., Smit, W., Seydel,
E., Van de Laar, M. (2008). Coping with somatic illnesses in online support groups: Do
the feared disadvantages actually occur? Computers in Human Behavior, 24, 309-324. doi:
10.1016/j.chb.2007.01.014
Venetis, M., Chernichky-Karcher, S., & Gettings, P. (2018). Disclosing mental illness information
to a friend: Exploring how the disclosure decision-making model informs strategy
selection. Health Communication, 33, 653-664. doi: 10.1080/10410236.2017.1294231
Venetis, M., Meyerson, B., Friley, L., Gillespie, A., Ohmit, A., & Shields, C. (2017).
Characterizing sexual orientation disclosure to health care providers: Lesbian, gay, and
bisexual
perspectives. Health
Communication, 32,
578-586.
doi:
10.1080/10410236.2016.1144147
Vilhauer, R. (2009). Perceived benefits of online support groups for women with metastatic breast
cancer. Women & Health, 49(5), 381-404. doi: 10.1080/03630240903238719
White, M., & Epston, D. (1990). Narrative means to therapeutic ends (1st ed., Norton professional
book). New York: Norton.
Wiklander, M., Samuelsson, M., & Åsberg, M. (2003). Shame reactions after suicide
attempt. Scandinavian Journal of Caring Sciences, 17, 293-300. doi: 10.1046/j.14716712.2003.00227.x

75

APPENDIX A: MODEL

Revelation Risk Model from Afifi & Steuber (2009)
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APPENDIX B: SOCIAL MEDIA RECRUITMENT MESSAGE

Social Media Post:
Research Participants Needed

My name is Daniel Mikkelsen, a graduate student at the Brian Lamb School of Communication at
Purdue University. I am currently working on a project seeking to understand how suicide attempt
survivors approach and talk to people close to them about their attempt.

I am looking for attempt survivors who would be willing to be interviewed. I will be asking about
what it is like deciding to share information about your attempt with others. Interviews will last
approximately 60 minutes. Participation is confidential. Participants will receive a $25 Amazon
gift card as compensation for their participation.

If you are interested in participating in this research, please go to the following link to complete a
consent form and provide information to set up the interview: [[enter link here]]. If you have any
questions for me before or after following the link, feel free to contact me at dmikkel@purdue.edu

Thank you for your consideration.

Daniel Mikkelsen
Graduate Student – Brian Lamb School of Communication

Dr. Maria Venetis
Associate Professor – Brian Lamb School of Communication – Purdue University
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APPENDIX C: QUALTRICS SURVEY

[[Page 1]]
Finding a path to disclosure: How suicide attempt survivors describe their decision to disclose

Dear potential participant,
Thank you for your interest in this project that examines how individuals talk to people close to
them about their suicide attempts. At this time, a consent form will be provided for your review
along with some basic demographic questions. At the end of the survey you will be asked to
provide contact information if you wish to continue with the study.

[[Next button]

[[Page 2]]
RESEARCH PARTICIPANT CONSENT FORM
Finding a path to disclosure: How suicide attempt survivors describe their decision to disclose
Maria K Venetis and Daniel Mikkelsen
Brian Lamb School of Communication
Purdue University

Key Information
Please take time to review this information carefully. This is a research study. Your participation
in this study is voluntary which means that you may choose not to participate at any time without
penalty or loss of benefits to which you are otherwise entitled. You may ask questions to the
researchers about the study whenever you would like. If you decide to take part in the study, you
will be asked to sign this form, be sure you understand what you will do and any possible risks or
benefits.
This study is seeking to understand how and under what circumstances suicide attempt survivors
decide talk to people close to them about their attempt. Additionally, we hope to understand why
attempt survivors tell some individuals close to them about their attempt and not others. If you
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decide to participate you will be contacted to set up an interview time. The interview itself should
take no longer than 1 hour.

What is the purpose of this study?
The purpose of this study is learn about how suicide attempt survivors talk to people close to them
about their attempt and why they may decide not to tell particular people. You are being asked to
participate in this study due to your status as a suicide attempt survivor and can therefore provide
invaluable insight on this issue. We hope to enroll 7 – 10 individuals in this study.

What will I do if I choose to be in this study?
If you choose to be in this study, after you read this page (called a consent form) you must click
“yes, I agree to participate.” If you click “no” then the survey will close and nothing further will
happen. If you click “yes, I agree to participate” then you will answer a few confidential questions
about yourself. These questions will help the researchers to determine if you are eligible to
participate in the study. If you are eligible, we will contact you by telephone or email about setting
up an interview. The interview can be conducted either over the telephone and will be recorded. It
will last approximately 1 hour. After the interview your participation is complete.

How long will I be in the study?
The time between completing the online questions and having the interview could be a few days
or up to a week. The interview itself should take no longer than 1 hour.

What are the possible risks or discomforts?
We do not anticipate any risks or discomforts. However, it is possible that talking about your
conversations with people close to you could cause some discomfort. If you are uncomfortable,
you can stop at any time.
Breach of confidentiality is always a risk with data, but we will take precautions to minimize this
risk as described in the confidentiality section.

Are there any potential benefits?
There are no direct benefits of participation.
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Will I receive payment or other incentive?
You will receive an electronic $25 Amazon gift card that will be emailed to you for participating
in this study.

Will information about me and my participation be kept confidential?
The project's research records may be reviewed by the US DHHS Office for Human Research
Protections, and by departments at Purdue University responsible for regulatory and research
oversight. All collected information will be stored on a password-protected computer program and
accessed on a password-protected computer. Once your interview is complete and gift card
emailed to you, your name and contact information will be destroyed. The project's research
records may be reviewed by departments at Purdue University responsible for regulatory and
research oversight.

What are my rights if I take part in this study?
Your participation in this study is voluntary. You may choose not to participate or, if you agree
to participate, you can withdraw your participation at any time without penalty or loss of benefits
to which you are otherwise entitled.

Who can I contact if I have questions about the study?
If you have questions, comments or concerns about this research project, you can talk to one of
the researchers. Please contact Daniel Mikkelsen at 435-229-5976, dmikkel@purdue.edu
If you have questions about your rights while taking part in the study or have concerns about the
treatment of research participants, please call the Human Research Protection Program at (765)
494-5942, email (irb@purdue.edu)or write to: Human Research Protection Program – Purdue
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University Ernest C. Young Hall, Room 1032 155 S. Grant St., West Lafayette, IN 47907-2114.
To report anonymously via Purdue's Hotline see www.purdue.edu/hotline.

Documentation of Informed Consent
I have had the opportunity to read this consent form and have the research study explained. I have
had the opportunity to ask questions about the research study, and my questions have been
answered. I am prepared to participate in the research study described above.
A copy of this consent form will be emailed to the email address you provide if you participate in
this study.

Please select one of the following:
 Yes, I agree to participate in this study. (1)
 No, I do not want to proceed. (2)
[[Here participants click either ‘yes, I agree to participate’ or ‘No, I do not want to proceed.’ If
they click ‘yes’ then they proceed to next page/questions]].

[[Page 3]]
Your name: (you can provide only a first name or an alias (fake name) if you prefer)

What is your gender?
 Male (1)
 Female (2)
What is your age:
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What is your ethnicity/race?









Non-Hispanic White or Euro-American (1)
Black, Afro-Caribbean, or African American (2)
Latino or Hispanic American (3)
East Asian or Asian American (4)
South Asian or Indian American (5)
Middle Eastern or Arab American (6)
Native American or Alaskan Native (7)
Other (8)

What is your highest educational attainment?











Did not attend school (1)
Some High School (2)
Graduated from high school or GED (3)
Some College (4)
Trade/technical/vocational training (5)
Associate degree (6)
Bachelor’s degree (7)
Master’s degree (8)
Professional degree (9)
Doctorate degree (10)

What is your marital status?






Single, never married (1)
Married or domestic partnership (2)
Widowed (3)
Divorced (4)
Separated (5)

Your preferred method of contact:
 Telephone (1)
 Email (2)
If telephone is your preferred method of contact, please provide your telephone number:
Please provide your email address. We will use this to send you a copy of the consent you
completed. We will also use this if you select that email if your preferred method of contact.

Is there a preferred day of the week or time of day for us to contact you to schedule an interview?
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APPENDIX D: INTERVIEW GUIDE

Standard Introduction: Thank you so much for taking the time to talk with me today. As explained
in the pre-interview consent form, at any time during the interview you may request that we end
the interview without any issues. Also, if during or after you wish to talk to a counseling specialist
I will provide you with contact information for the National Suicide Prevention lifeline. Also, let
us take a minute and look at the online consent form you filled out (Review consent form).
Knowing all of this do you consent to continue with the interview as outlined?

As you know, I am interested in how individuals decide to talk to close others about their suicide
attempt. Sometimes people think about sharing information and go ahead and share it. Other times
they consider sharing the information, and then don’t share it.
1. First, can you tell me about a time when you tried to decide if you should tell another
person about your attempt and then did tell that person?
a. Who was this person to you?
b. What did you consider when trying to decide to tell them?
c. Prompts:
i. How did your relationship influence this decision? Why?
ii. How did you think that sharing this information could influence your
relationship?
iii. How did you think that sharing this information could affect you
personally?
iv. Did something happen that made you want to tell that person?
v. How did you know when the time was right to tell them?
vi. How did you share the information?
d. After talking with that person about your attempt did you feel unable to broach
the topic again?
e. Is there anything I should know about what may make this type of conversation
more successful? Is there anything you would do differently?
2. Now, can you tell me about a time when you tried to decide if you should tell another
person about your attempt and then did not tell that person?
a. Who was this person to you?
b. What did you consider when trying to decide to tell them?
c. Prompts:
i. How did your relationship influence this decision? Why?
ii. How did you think that sharing this information could influence your
relationship?
iii. How did you think that sharing this information could affect you
personally?
iv. Did something happen that made you want to tell that person?
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d. What are/were your reasons for not telling that individual?
e. What are some things that would make it easier/less intimidating to tell that
individual?
3. What advice would you offer suicide attempt survivors about talking about their attempt?
4. What other information should I know that I didn’t ask about talking about a suicide
attempt?

