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Abstract and Keywords

Suicide is a significant public health concern among older adults.

Few researchers have

previously investigated associations among religion, spirituality, and suicide ideation among
older adults. Although previous studies have often demonstrated negative associations among
these variables, findings are inconsistent. In the present study, we explored associations among
religion, spirituality, and suicide ideation in 173 community-residing adults 65 years of age and
older (M =73.8, SD = 6,10) recruited from malls, libraries, and local community events.
Findings indicate significant associations among measures o f religion and spirituality. Religious
service attendance differentiated religion from spirituality.

Spiritual transcendence was

significantly negatively associated with suicide ideation, controlling for risk and resiliency
factors. Our findings suggest that spirituality may confer resiliency to suicide ideation among
older adults.

Further research is needed investigating our findings in clinical samples, and

investigating the role o f spirituality and religion in interventions with at risk older adults.
Keywords: older adults, suicide ideation, religion, spirituality
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Terminology
In this section we briefly define some operational and suicide related terms used
throughout the thesis given the existence o f highly diverse terms in the literature.

What is an ‘older adult’?
There is no universal set of criteria for defining an older adult. The United Nations has
used the term “older adults” to describe individuals who are 60 years or older. According to the
World Health Organization, most developed countries use the age of 65 as the cut-off for
individuals to define older populations (World Health Organization, 2008).
Using an age classification scheme based solely on chronological age may be
disadvantageous as the number of years that one has lived may not represent one’s functional
capacity. For example, two people of the same age may differ in their mental and physical
abilities.
Developing an age classification scheme based on characteristics such as functional
capacity, organ system functioning, or cognitive status may not be possible, because in order to
measure these factors researchers need additional resources and time which may not be available
(e.g. limited financial resources). Chronological age is thus often the most readily available
factor used for defining older adults for research purposes. Recognizing that age cut-offs are
arbitrary, we will use 65 as our cut-off for “older adults” given that this age is commonly
associated with being a “senior” in North American societies and is typically associated with the
age o f retirement.

Heisel and Duberstein (2005) have indicated that use of various age cut-offs has restricted
synthesis o f research on late-life suicide, and may introduce age and cohort effects. Table 1.1
summarizes age cut-offs selected by different authors to define older adults in research on latelife suicide.

Table 1.1 Differential age cut-offs in research on late life suicide
Age Cut-off (years)
so

Authors
Conwell, Olsen, & Caine, 1991; Cohen et al., 2008; Nisbet, Duberstein, Conwell,
& Seidlitz, 2000

60

Erlangsen et al., 2006; Preville et al., 2005

'65

Bender, 2000; Cook, 2002; Heisel et al., 2005; Rasic et al., 2009; Turvey et al.,
2002

75

.

Pritchard, 2002; Pritchard, & Baldwin, 2002

Religion
Scientific approaches to defining religion have usually employed substantive or
functional definitions. Substantive approaches define religion as a system o f beliefs in a divine or
a supreme power, which can lead to practices of worship or other rituals directed toward such a
power. Religion is believed to be an institution consisting o f culturally patterned interactions
with a culturally postulated superpower (Pargam ent,1997). Substantive definitions of religion
focus on beliefs, feelings, or interactions in relation to a superpower. Some o f these views may
put more emphasis on emotion and experience and some on religious beliefs (Pargament, 1997).
From the substantive perspective, religion is seen as a type o f philosophy, a system of beliefs, or
an understanding o f nature and reality, and of how we define ourselves or our world and has no
association with our social lives. However, many believe that substantive definitions of religion
do not fully describe religion. One objection to the substantive definition of religiosity is that
this approach is reductionistic in nature, attempting to reduce religion to belief in a sacred or a
supreme power thereby ignoring its other attributes such as moral rules (Berger, 1974; Dow,
2007).
The functional view of religion emphasizes the way religion operates in human lives.
Most functional definitions of religion can be categorized as either psychological or sociological
in nature. According to the functional definitions o f religion, religion is a set o f symbolic forms
and acts that help human beings achieve an inner peace (Bellah, 1964; Geertz, 1966; Luckmann,
1967). Geertz (1966) defined religion as a system of symbols which act to establish powerful,
pervasive, and long-lasting moods and motivations in human beings by formulating conceptions
. x iii:

o f a general order o f existence. Therefore, religion is viewed as a set of practices by means of
which a group o f people struggle with ultimate human quests such as finding meaning in life
(Pargament, 1997). Colucci and Martin (2008) maintained that, historically, there has been a
strong preference for the functional approach to religion in the social sciences including in the
works o f Durkheim (1897), Malinowski (1925), and Freud (1901).
The functional approach to religion has also been challenged as being reductionist in
nature because it reduces religion to a, set of behaviours or practices hence discounting the
importance o f belief and emotions toward a divine or a super power (Berger, 1974; Dow, 2007).
For those who focus on functionalist definitions, religion concerns its effect on society or
individuals. Many functionalist definitions describe religion as something which binds together
a community or which alleviates a person’s fear o f mortality.
A conclusive definition of religion should consider religion as a multidimensional
construct which includes both functional and substantive elements; hence, many experts believe
that an overall understanding of religion cannot be restricted to either practices and rituals or
insights and ideas and they all should be taken into account. Chatter (2000) defines religion as
“a process, the search for significance in ways related to the sacred”.

This definition

incorporates the themes o f both the substantive content (e.g. beliefs, and feelings directed toward
God) and the functional aspects (e.g. conducting religious rituals or attending religious services)
'n
o f religion. It is also similar to Koenig and colleagues’ (2001) definition of religion as an
organized system o f beliefs, practices, rituals, and symbols designed to facilitate closeness to the
sacred or transcendence.

Therefore, we recognize that religion is a complex and

multidimensional constructs which includes multiple aspects.

Spirituality
j

Spirituality has been defined as “the personal quest for understanding life’s ultimate

questions and the meaning and purpose o f living” (Koenig et al., 2004; Moreira-Almeida &
Koenig, 2006).

Such belief systems adhere to an inner coherence and existential meaning,

postulating the universe’s inherent transcendence.

Spirituality also has been recognized as a

phenomenon that promotes a sense of meaning and purpose in peoples’ lives by providing a
framework for constructing a coherent world view (Fry, 2000).

xiv

Spirituality may include a

reverent respect fo r G od or a higher power, or be equally felt as aw e w hen w alking in nature

(Koenig et al., 2004; Moreira-Almeida & Koenig, 2006; Rasic et al., 2009)/ Spiritual practices
may include meditation, or prayers intended to promote a sense o f connectedness with a larger
reality, yielding a more comprehensive self, with nature or the cosmos, with other human beings,
or with a divine or a superpower (Koenig et al., 2004; Moreira-Almeida & Koenig, 2006; Rasic
et ah, 2009).

Suicide Risk Factors, Protective Factors, and Resiliency Factors
Risk factors for suicide in late life have been defined as factors that increase the
likelihood of suicide (Canadian Coalition for Seniors’ Mental Health, 2006; USA National
Strategy for suicide prevention: 2001). During the last decade the concepts o f protective and
resiliency factors have become firmly established in research on suicide (Heisel, 2006).
Protective and resiliency factors are those characteristics that have shown consistent inverse
association with risk for suicide (Canadian Coalition for Seniors’ Mental Health, 2006).
Although some researchers have used these terms interchangeably, they are conceptually
different. Protective factors are those characteristics that protect healthy individuals against the
risk o f suicide (Borowsky & Resnick, 1999; Rutter, 1987).

Resiliency factors are those

characteristics in at risk individuals that increase the likelihood o f successful adaptation or ability
to bounce back despite risk and adversity (Borowsky & Resnick, 1999; Rutter, 1987).
We next define suicide-related terms used in this thesis as terminology, regarding suicide

Mental Health, 2006; O’Carrol et al., 1996; Silverman et al., 2007), there remains no clear
standard for defining suicide-related terms. We will use the following definitions for common
suicide related variables in this the

Death by Suicide
Sommer-Rotenberg (1998) published

—i:~1-
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that is free of moral judgement as the language surrounding suicide can influence the attitudes o f
people toward those who died by suicide or those individuals with suicidal behaviour (SommerRotenberg, 1998). We are going to use the term “Death by Suicide” in this thesis, a more value■free term.

Suicidal Behaviour
Suicidal behaviour has been defined as self-injurious behaviour(s) with a nonfatal
outcome. Suicidal behaviour may or may not involye intent to die. O ’Carrol (1996) stated that
suicidal behaviour may or may not result in injuries (Beautrais, 2002; Canadian Coalition for
Seniors Mental Health; Chiu et al., 2004).

Suicide Ideation

'

Suicide ideation is defined as “any self-reported thoughts o f engaging in suicide-related
behaviour” (O’Carrol et al., 1996). It is important to note that suicide ideation may be different
from death ideation which is defined as any self reported thoughts o f dying or of wishing to die
(Canadian Coalition for Seniors’ Mental Health, 2006).
Associations among Suicide Ideation, Suicidal Behaviour, and Death by Suicide
The “Severity Continuum” theory states that suicide ideation, suicidal behaviour, and
death by suicide exist along a continuum. According to this theory, suicide ideation precedes
suicidal behaviour and death by suicide; hence, individuals who express suicidal thoughts may
be at higher risk for suicidal behaviour or death by suicide.

Therefore, measuring suicide

ideation can help to identify the intensity o f suicide risk among older adults (Neeleman, 1998,
Neeleman, Wessely, & Wadsworth, 1988). It is important to note that although suicide ideation
and suicidal behaviour are used as predictors o f death by suicide and there is evidence from past
research studies’ supporting the Severity Continuum theory (Kienhorst et al., 1995; Neeleman,
Halpern, & Leon, 1997; Scocco et al., 2006; Szanto, Prigerson, Houck, Ehrenpreis, & Reynolds,
1997; Wessely & Wadsworth, 1988), some experts have suggested that suicide ideation, suicidal
behaviour, and death by suicide are different constructs and may have different sets of risk,
resiliency, or protective factors (Clarke et al., 2004; Duberstein et al., 2000). However, clinicians
often treat the presence or expression of suicide ideation as a proxy for suicide risk (Yip et al.,

xvi

2003).

One study reported that 38% o f older adults (65+) who died by suicide expressed

thoughts of suicide to a clinician, and 73% expressed suicidal thoughts to a close friend or family
member in the year prior to death by suicide (Waern, Beskow, Runeson, & Skoog, 1999).
Research findings thus support an increased risk for death by suicide among individuals
expressing suicide ideation (Heisel & Flett, 2006; Links, Heisel, & Quastel, 2005; Vanderhorst &
McLaren, 2005). More knowledge regarding the correlates and/or predictors o f suicide ideation
can improve the understanding o f risk or resiliency factors for suicide ideation among older
adults (Heisel & Flett, 2006; Links, Heisel, & Quastel, 2005; Vanderhorst & McLaren, 2005). A

practitioners or mental health experts to better assess patient risk for suicide ideation, and hence,
to help identify and assist individuals who are at risk for suicide.

Chapter One:
Introduction
The World Health Organization (WHO) estimates that one million lives are lost to suicide
annually throughout the world (Krug et ah, 2002). There are more deaths by suicide annually
than due to all wars, conflicts, terrorist acts, and homicides combined (Mishara & Weisstub,
2004). Suicide among older adults is a significant public health problem (Canadian Coalition for
Seniors’ Mental Health, 2006; National Institute o f Mental Health, 2011). Older adults have
higher rates o f suicide than other age groups, in many countries worldwide (Krug et ah, 2002).
Official mortality statistics indicate that 10.8 per 100,000 Canadians over the age of 65 took their
own lives in 2007, the latest year for which data are available (Statistics Canada, 2009). Suicidal
behaviour is an issue for health care system as many individuals who survive their suicidal
behaviours need medical care because o f their self-inflicted injuries. In 2008, more than 376,000
people received medical care for self-inflicted injuries at Emergency Departments across the
United States (US Centers for Disease Control and Prevention, 2010). In Canada, during 20012002 there were 23,112 hospitalizations (10% o f them were 65 years o f age and older) due to
suicidal behaviour and self-inflicted injury, or 7.4 hospitalizations per 10,000 population
(Canadian Institute for Health Information, 2007). Given the tragic nature o f suicide and human,
social, and economic costs associated with suicide, it is important to have a better understanding
o f risk and resiliency factors for suicidal behaviour and death by suicide. '

Suicide ideation negatively affects many North Americans’ quality o f life (National
Institute of Mental Health, 2011). Suicide ideation could result in poorer quality of life among
older adults and may lead to emotional distress among people (e.g. family members or friends)
surrounding older adults who contemplate suicide (Goldney et al., 2001; Laurie & Geoforum,
2010; US Centers for Disease Control and Prevention, 2010).
It is estimated (that 8.3 million adults 18 years o f age and older in the US contemplate
suicide each year (Substah^e Abuse and Mental Health Services Administration, 2011). The
National Survey on Drug Use and Health (NSDUH) which is based on a representative sample o f
Americans 18 years o f age and older and is sponsored by the Substance Abuse and Mental
Health Services Administration (SAMHSA) found that 2.3% of adults 50 years o f age and older
I

'

had serious thoughts o f suicide in the year prior to 2008 (Substance Abuse and Mental Health
Services Administration, 2011). A recent study which used the Canadian Community Health
Survey data estimated that more than 2% of community residing older adults 65 years of age and
older in Canada reported contemplating suicide (Corna et al., 2010).
Suicide ideation is a risk factor for suicidal behaviour and death by suicide among older
adults (Canadian Coalition for Seniors’ Mental Health, 2006). Research evidence suggest that
although not all older adults who contemplate suicide engage in suicidal behaviour or take their
own lives, suicide may exist along a continuum starting from suicide ideation which could lead
to suicidal behaviour and/or death by suicide (Kienhorst et al., 1995; Scocco et al., 2006; Szanto,
Prigerson, Houck, Ehrenpreis, & Reynolds, 1997). Therefore, a better understanding of suicide
ideation and its risk and resiliency factors could result in an enhancement of existing knowledge
regarding pathways toward suicidal behaviour and/or death by suicide. More knowledge o f
suicide ideation could provide a better understanding o f pathways toward suicide resulting in
enhanced abilities to detect individuals who are at risk for suicide (National Institute for Mental
Health, 2011). ..... .... ...

............ ...... ..........

;

;......

.

The systematic study o f suicide ideation among older adults has commenced only
recently and has received less attention in the scientific literature than has suicide ideation among
adolescents and young adults (Heisel, 2006; Heisel et al., 2002; HeiseJ & Duberstein, 2005;
World Health Organization, 2008). This is concerning given the anticipated increase in the older
adult population in coming years.

v

As in all other developed countries experiencing increasing life expectancy and declining
fertility and mortality, the older Canadian population is growing at a considerably faster rate than
the total population (Health Canada, 2009; Moore & Pacey, 2004).

Canada’s population

experienced one o f the largest growth rates in the developed world at the end o f World War II,
referred to as the “baby boom”, which lasted from 1946 to 1964; this generation of Canadians
have started reaching their older adult years in 2011 (Moore & Pacey, 2004; Romaniuc, 1994).
Ontario’s older adult population is anticipated to more than double by 2031, potentially to 3.5

million individuals, equal to almost 25% o f the population (Ontario Ministry of Finance, 2005).
The o f late life suicide prevention is thus growing in importance.

Research on suicide ideation among older adults has tended to focus on risk factors rather
than resiliency factors necessitating investigation of demographic, psychological, and/or
biological factors negatively associated with suicide ideation (Canadian Coalition for Seniors’
Mental Health, 2006; Heisel, 2006). Resiliency factors for suicide ideation may also include:
interpersonal factors including perceived social support and existential factors such as meaning
in life, religiosity, and spirituality (Canadian Coalition for Seniors’ Mental Health, 2006; Heisel,
2006).

The association between religion and death by suicide has been debated for centuries and
in recent decades, several books have been published (e.g., Koenig, 1995) and several major
journals in public health and medicine (e.g. Chatters, 1998; Ellison & Levin, 1998; Larson, 1992;
McCullough, 1998) have featured empirical research and theoretical evidence of associations
among religion and/or spirituality and lower risk for death by suicide. Previous researchers have
also found a negative association between religion and suicide ideation (Rasic et al., 2009). The
importance o f religion and spirituality in detection o f suicide risk and prevention o f suicide (e.g.
suicide ideation or suicidal behaviour) has been recognized by a number of national
organizations.

For example, the Canadian Coalition for Seniors’ Mental'Health has published a

guideline to help m ental healthcare providers better assess risk for suicide among older adults
and has indicated that religion may be a resiliency factor for suicide (Canadian Coalition for
Seniors’ Mental Health, 2006). Some public health and medical experts have also called for
incorporating religious or spiritual approaches to complement standard treatment:regimens
and/or public health interventions to reduce suicide rates (Bernard et ah, 1995; Diaz, 1993;
jKoenig, George, & Titus, 2004; Levin, 1997). However, research findings regarding associations
among religion, spirituality, and suicide ideation are limited and inconsistent.

It is important to have a better understanding o f the effects o f religion and/or spirituality
on suicide ideation among older adults given the influence o f religion and/or spirituality on older
adults’ lives. Canadian seniors were born at a time when institutionalized religion had more

social influence than it has today (Mackenzie et al., 2000; Waite, Hawks, & Gast, 1999).
Religion thus plays an important role in the life o f a great proportion o f older adults (Statistics
Canada, 2010). In 2003, 90% of adults 65 years o f age and older identified themselves as either
religious and/or spiritual (Statistics Canada, 2010; Waite, Hawks, & Gast, 1999). Given the
importance o f these factors in older adults’ lives, more information regarding the effects o f
religion and/or spirituality on older adults’ mental health and potential risk for suicide is needed.

Historically, religious organizations have provided initiatives that have benefited the
public; soup kitchens, social support groups, or charity fundraising events are a few examples of
such services.

In addition, religious based'initiatives have been developed to assist be

individuals with mental health problems; one example is Alcoholics Anonymous for people with
substance abuse. Spirituality also is increasingly influencing people’s lives (Koenig et ah, 2004;
Mackenzie et ah, 2000; Powell, Shahabi, & Thoresen, 2003).

Spiritual programs such as

meditation sessions, or spiritual support groups have been shown to be able to provide help and
support for individuals with mental health problems (Koenig et ah, 2004; Mackenzie et ah,
2000); necessitating further research on the possible impact of spirituality on older adults’ mental
health.

The potentially protective effects o f religion on death by suicide have been investigated
since Durkheim’s (1897) classic sociological study o f suicide rates in Catholic, Protestant and
Jewish communities (e.g. Neeleman, 1998; Pescosolido & Gergianna, 1989; Pritchard &
Baldwin, 2002; Stark, Doyle, & Rushing, 1983). Although previous research findings regarding
the protective effects o f religion against death by suicide are noteworthy, evidence is limited
especially with respect to older adults (Rasic, 2009). Prior research has methodological arid
analytical limitations including being largely based on psychological autopsy studies which are
descriptive studies o f those who died by suicide (Snider, Hane, & Berman, 2006). Findings o f
psychological autopsy studies m ay'have been biased due to lack o f control group, limited
available information and/or proxy respondent recall bias (Snider, Hane, & Berman, 2006). In
addition, most studies o f religion, spirituality, and suicide are either ecological in nature focusing
on population level analyses, or employ younger samples. Findings o f ecological studies may
not generalize to individuals (Ecological Fallacy), and findings from younger age groups may
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not be applicable to older adults (Rasic et al., 2009). Due to a lack of robust evidence and
methodological limitations, the extent to which the scientific community endorses the
proposition that religion and/or spirituality are beneficial for individuals’ mental health is thus
limited (Sloan, Bagiella, & Powell, 1999); this scepticism has also been due in part to the fact
that there has been a historic scepticism toward religion among mental health experts (e.g.
psychiatrists or psychologists). For example, Freud equated religion with neurosis (Freud, 1964)
and even called it “an enemy” (Freud, 1964); the Diagnostic and Statistical Manual o f Mental
Disorders (DSM-III) also used religion and spirituality to illustrate psychopathology and was
criticized by some experts as portraying religion negatively (Lukoff et al., 1992).

Several

empirical studies o f mental health experts’ religious characteristics have indicated that
psychiatrists are measurably less religious than the general population (Curlin et al., 2005;
Galanter et al., 1992), their patients (Galanter et al., 1992), and other physicians (Curlin et al:,
2005). Gaining a better understanding of associations among religion, spirituality, and suicide
ideation may help to identify individuals at risk for suicide, aid in the development o f screening
tools, and inform mental health and general practitioners on treatment planning. Therefore, more
research is needed to explore the nature of associations among religion, spirituality, and suicide
ideation especially given that past research studies’ results have been inconsistent.

Although some researchers have found that religion and/or spirituality may confer
resiliency against suicide constructs (Breault & Barkey, 1982; Neeleman, 1998), Dervic and
colleagues (2004) found no association between self-identification as being religious and suicidal
behaviour or suicide ideation among adults who were diagnosed with a mental disorder. Other
authors have found that religiosity is positively associated with increased risk for suicide
ideation; especially among older adults (Heisel & Flett, 2008; Pritchard, 1998). A previous study
with a heterogeneous older adult sample identified greater levels o f suicide ideation among older
adults who attended religious services on a weekly basis as compared with those who attended
services less frequently (Heisel & Flett, 2008).

Thesis Sum m ary

Seniors’ Mental Health, 2006). The present thesis is premised on the hypothesis that improving

and may enhance approaches to suicide prevention. The current thesis examines associations

resiliency factors (Dr. Marnin Heisel, P.I.).

Chapter Two:
Literature Review
Religion, Spirituality, and Suicide Ideation among Older Adults
Methods Overview
I conducted a literature search through a comprehensive and systematic review of English
language peer-reviewed research articles on suicide, religiosity, spirituality, and their associations
among older adults.

First, a computer search was performed o f the Cochrane Database of Systematic
Reviews, PsycINFO, PubMed (Medline), Scholar Portal, EMBASE, SCOPUS, and CINAHL to
identify quantitative articles that had examined the associations among religion or spirituality
and suicide. The following keywords and/or variants of them were employed: suicide, ideation,
depression, risk factor, protective factors, religiosity, spirituality, elderly, late life, older adult,
and senior. Keywords were searched using Boolean operators to maximize both the yield and
efficiency o f the literature search. Initially, over 610 articles were found to be related to the
thesis topic; after reviewing their abstracts, 152 o f them were found to be related to the topic o f
this thesis and were used in this thesis; the rest were no included. In addition, I found 81 nonanalytical articles that were non-analytical (descriptive studies and review articles) and 8 books
which I included in this thesis. I thus excluded 380 articles that were not related to the topic,
duplicates, or editorials. I repeated the literature search again on March 22, 2010 and February
25, 2011, and found ten additional peer reviewed papers. Peer reviewed articles were selected
and reviewed; however, published books, and review articles were also used to extract historical
facts and definitions.

-1

jThe Aging Population and Implications for the Healthcare System Implications
In 2006, the population of Canadians 65 years of age or older reached 4.3 million
individuals, representing an increase of 12% from the 3.8 million individuals 65 years of age and
older in 2001, more than twice that of the nation overall (Statistics Canada, 2008). By 2031, the
number o f Canadians 65 years and older could reach 8.9 to 9.4 million people (Statistics Canada,
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2009). Between 1956 and 2006, the median age o f the Canadian population increased from 27.2
to 38.8 years, and is expected to reach 46.9 years by 2056 (Statistics Canada, 2008).

The aging o f the population is associated with an increase in the prevalence o f physical
and mental morbidity (Department o f Health and Human Services, 2003). Studies show that
older, adults are more likely to use healthcare services than younger adults (Abramson, Alloy,
Hogan, & Whitehouse, 2002; Department of Health and Human Services, 2003), leading to an
anticipated increase in US healthcare expenditure of at least 25% by 2030 (Department o f Health
and Human Services, 2003). The consequences o f the aging o f the population could be extensive
and profound and may create a substantial challenge for the North American healthcare system.
In the US, the total lifetime cost o f suicidal behaviour occurring in 2000 was approximately $33
billion; this includes $1 billion for medical treatment (Corso et al., 2007).

There is no

information regarding the mental healthcare use o f older adults who report suicidal thoughts as
there is no organization collecting such data. In one report, the frequency of seeing a doctor was
associated with an increased likelihood of reporting suicide ideation, but this finding was not
significant in models that further adjusted for other mental health and socio-demographic factors
(Yip et al., 2003). Goldney and colleagues (2001) found that community residing older adults
with suicide ideation were more likely to use health care services such as services provided by
general practitioners, psychiatrists, psychologists, social workers, and outpatient clinics. It is
important to note that many older adults may eventually act on their suicidal thoughts which
could result in self-inflicted injuries or death. In Canada, from April, 2001 to- April, 2002, there
were 23,112 hospitalizations (10% of them were 65 years o f age and older) \due to suicidal
behaviour and self-inflicted injury.

This corresponds to 169,235 days spent in acute care

hospitals, an average o f one week spent in hospital per patient (Canadian Institute for Health
Information, 2004). Older adults are more likely to suffer from critical self-injurious behaviours
and stay longer in hospitals (Conwell & Duberstein, 2001; Conwell, Duberstein, & Caine, 2002).
A better understanding o f risk and resiliency factors for suicide ideation could , help mental
healthcare providers to better identify individuals at risk for suicide ideation and to implement
preventative interventions to reduce the risk for suicide, and ultimately reduce demand for
healthcare services.
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The Epidemiology of Suicide Ideation in O lder Adults

. There is no national dataset regarding the prevalence of suicide ideation as such data are
not routinely collected. Although researchers have estimated the prevalence of suicide ideation,
these estimates are limited by lack o f proper assessment tools, underreporting, age effects, and
cohort effects (Laurie & Geoforum, 2010). Estimated prevalence rates of suicide ideation among
older individuals vary considerably between 0.7 to 17% across studies (Kirby et al., 1997; Laurie
& Geoforum, 2010; O ’Carrol et al., 2004). Researchers reported that the prevalence o f suicide
ideation decreases with advancing age (Beckman, Franus, & Conwell, 2006); however, a recent
Canadian study reported that more than 2% o f adults 55 years o f age and older reported having
suicidal thoughts (Corna et al, 2010); Corna and colleagues (2010) used data from the Canadian
Community Health Survey 1.2: Mental Health and Well-being (CCHS 1.2) which is a crosssectional nationally representative community mental health survey conducted by Statistics
Canada between May and December 2002. Inconsistent findings regarding the prevalence o f
suicide ideation among older adults is likely due in part to measurement issues (Heisel & Flett,
2006). For example, many studies (e.g. Corna et al., 2010) have simply asked participants to
report whether they have had any suicidal thoughts during a specific period of time (e.g. during
past 12 months); this may result in an underestimation o f the prevalence of suicide ideation as
some older adults may not openly report their suicidal thoughts (Heisel & Flett, 2008).
The Epidemiology of Suicidal Behaviour in Older Adults

^

Older adults are more likely than their younger counterparts to die due to self injurious
behaviour because they have poorer physical resiliency and are more likely to use lethal means,
live alone, and have greater physical illness burden (Conwell & Duberstein, 2001). In North
America, older adults who die by suicide generally use violent means such as firearms, hanging,
¡and strangulation (Statistics Canada 2010; US Centers for Disease Control and Prevention,
:2008). American men in general use firearms more than twice as often as American women to
end their lives; suffocation and poisoning are the second and third most frequent causes of death
by suicide among men. American women are less likely than men to use firearms and more
likely to use poisoning. It is estimated that over 30% o f women, compared with only 3% of men
who died by suicide, overdosed on medications (Steffens, 2007; Szanto et al., 2001; Turvey et

al., 2002). Similarly, in a longitudinal study o f community residing adults 65 years of age and
older, Turvey and colleagues (2002) found that 62% of those who died by suicide used firearms,
9.5% hanged themselves, and 9.5% of participants died by self-cutting. In Canada, older men
and women commonly use different methods o f suicidal behaviour. In Canada, over one-third o f
men who died by suicide employed firearms and 30 percent used hanging. Women, on the other
hand, used guns less frequently if at all; they are more likely to use poisoning (over one-third)
and hanging (over one-fifth) (Health Canada, 2010, Juurlink et al., 2004; Quan & ArboledaFlorez, 1999; Statistics Canada 1994).
The Epidemiology o f Death by Suicide in Older Adults
The Canadian suicide rate for 2007 was 10.8 per 100,000 individuals (Statistics Canada,
2009). Suicide is the eleventh leading cause o f death in Canada across all ages. In 2006, 3743
deaths by suicide were reported in Canada of which 460 comprised individuals 65 years or older
(Statistics Canada, 2009). O f every 100,000 Americans ages 65 and older, 14.3 died by suicide
in 2007 (US Centers for Disease Control and Prevention, 2007).
North American suicide rates are high in late life in comparison to other age groups
(McIntosh, 1994; Steffens, 2007). In the United States, in 2007, the suicide rate for men 85
years o f age and older was 45.3 deaths per 100,000 individuals (National Center for Injury
Prevention and Control, 2008; US Centers for Disease Control and Prevention, 2007) and greatly
exceeded the national suicide rate for older adults o f 14.3 per 100,000 people (US Centers for
Disease Control and Prevention, 2008).
An Integrated Multidimensional Model of Suicide Ideation among Older Adults
Figure 1.1 illustrates our proposed model for late-life suicide ideation which was
developed by Dr. Marnin J. Heisel. Our proposed model is inspired by a combination of Clark’s
jl993), Baumeister’s (1990), and Joiner’s (2005) models o f suicide risk. This model posits that
putative risk factors confer vulnerability to suicide ideation in later life. This portion o f the
model is depicted in the figure as the direct positively valenced path from Risk Factors to Suicide
Ideation representing a positive association between these variables. The model further notes

that resiliency factors decrease risk for suicide ideation, and depicts a hypothesized negative
association between Risk and Resiliency Factors as a double-headed arrow.
Overall, this model indicates that an older adult who is predisposed to suicide risk may be
primed for suicide ideation, suicidal behaviour, and/or death by suicide, and yet that drawing
upon internal sources o f resiliency can help alleviate one’s likelihood o f contemplating suicide or
acting upon those thoughts.

Risk Factors for Late Life Suicide Ideation
Risk factors for late life suicide may encompass demographic factors (ethnicity, sex,
jige), biological (e.g. physical disabilities, hormonal/neurotransmitter imbalances), psychological
factors (personality factors, presence of mental illness), genetics, psychological, and social
variables (Canadian Coalition for Seniors’ Mental Health, 2006; US National Strategy for
Suicide Prevention: 2001).

Demographic Characteristics
There is a marked sex difference in suicide rates. Men have higher suicide rates than
women (Canadian Coalition for Seniors’ Mental Health, 2006; Statistics Canada, 2011). The
difference in suicide rates increases with age as men’s suicide rates increase through old age
whereas women’s suicide rates remains relatively constant (Coren & Hewitt, 1999; Lester, 1992;
Sakinofsky & Leenaars, 1997; US Centers for Disease and Control and Prevention, 2008). In the
United States, by age 75, the ratio of suicide death rates is 8-12 men to one woman; in the age 85
and above age group, the ratio is 53 men to 1 woman (Canetto, 1992; Hoyert et ah, 1999;
Murphy, 1998; Rihmer et ah, 1995; US Centers for Disease and Control and Prevention, 2008).
Suicide rates also vary by age; pooled international mortality data published by the World
Health Organization show a steady rise in the prevalence o f death by suicide with age
worldwide. International mortality data (Europe and North America) indicate that for men, the
suicide death rate increases from 19.2 per 100 000 individuals in the 15-24 year old age group to
55.7 per 100 000 individuals in the 75 and older age. group; for women, the respective rates are
5.6 per 100 000 individuals and 18.8 per 100 000 individuals (World Health Organization, 2010).
In 2008, In the United States, the suicide rate in the 65 to 69 age group was 21 per 100,000 and
increased to 32 per 100,000 in men 75 to 79 years of age. Among men 85 years and older, the
death rate was about 48 per 100,000 (US Centers for Disease and Control and Prevention, 2008).
Ethnic background has been shown to be associated with suicide deatli rates (Jilek-Aall,
1988). The suicide rate for whites is usually higher than that for other ethnicities (Jilek-Aall,
1988). The suicide rate for white men sharply increases with age, almost doubling in the last
decades of life (Szanto et al., 2001). Among African American men, the corresponding suicide
rates are lower in comparison to older white men (National Center for Health Statistics, 2009;
Szanto et ah, 2001). We found no study indicating ethnic differences in suicide ideation among
older adults.

Biological Factors
Risk for suicide increases with increasing physical illness burden and number of medical
diagnoses (Steffens et al., 1999; Suominen et al., 2003; Turvey et al., 2002; Waern, Rubenowitz,
& Wilhelmson, 2003; Warren et al., 2002). As part of a longitudinal cohort study of 14,456
community residing adults age 65 and older residing across 4 sites in the US. Turvey and
colleagues (2002) conducted a nested case-control study and found that major and life
threatening physical illnesses (visual impairment, neurological disorders, and malignant disease)
were independent risk factors for suicide after controlling for age, sex, and study site. The
authors conducted conditional logistic-regression analyses stratified by case-control matching
clusters, and concluded that serious physical illness may be a potent risk factor for suicide
particularly for older men (Turvey et al., 2002).
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Researchers have also found that biological abnormalities are associated with suicide risk
among older adults (Ahearn et al., 2001; Rubio et al., 2001; Mann, Oquendo & Nemobio, 1999).
Rubio and colleagues (2001) found that a higher occurrence o f neurofibrillary tangles and
amyloid deposition was observed in persons who died by suicide compared to those who died by
natural causes. Also, lower levels of 5-hydroxy-indol-acetic acid (5-HIAA) and homovanilic
acid (HVA) have been shown to be associated with higher intent to die among depressed
individuals (Jones & Fitzpatrick, 1990). It is unknown whether these biological irregularities are
associated with risk for suicide directly or whether they are a consequence of underlying mental
diseases such as depression or comorbidities such as dementia that confer increased risk
(Dombrovski et al., 2005). Genetic background is also associated with higher risk for suicide
(Ahearn et al., 2001; Mann, Oquendo, & Nemobio, 1999).

There is limited information

regarding the effect o f genetic factors on suicide among older adults.

Social Factors
1

Social factors have been shown to be associated with suicide risk among potentially

including negative events such as absence of social support, or being involved in family disputes
(Asarnow, 1992; Beautrais, 2002; Canadian Coalition for Seniors’ Mental Health, 2006;
Duberstein et al., 2004; Heisel & Duberstein, 2005; Kraaij, Arensman, & Spinhoven, 2000).
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Lack of social support, having a limited social network (Beautrais, 2002), being
unmarried, and having infrequent contact with family and friends (Conwell et al., 2002) have
been associated with suicide risk among older adults.

Older individuals who report suicidal

thoughts are more likely to have recent problems in interpersonal relationships and stressful life
events than older adults who do not report having suicidal thoughts (Beautrais, 2002; Duberstein
et al., 2004; Heisel & Duberstein, 2005; Turvey et al., 2002). Treatments targeting interpersonal
processes have demonstrated significant reduction in late life suicide ideation (Bruce et al., 2004;
Heisel et al., 2009; Szanto et al., 2003).

:

Psychological Factors
Mental disorders are strongly associated with risk for suicide in late life. It is estimated
that up to 90% o f older adults had a major psychiatric disorder at the time of death by suicide,
most commonly a mood disorder (Conwell et al., 2000, 2002; O’Carrol et al., 2009; Ganesvaran
& Shah, 1998; Waern, Spak, & Sundh, 2002; Waern, Rebenowitz, & Wolhemson, 2003). Major
depressive disorder is more common among older adults who died by suicide than among
younger ones,“and may be present in as many as 83% o f older people who die by suicide
(Conwell, 2002; Conwell, Duberstein, & Caine, 2002; O’Carrol, 2004). Waern and colleagues
(2002b) found an odds ratio of 162.4 for recurrent major depressive disorder comparing older
adults who died by suicide with those who died by other causes.

Personality factors such as having a rigid personality style, employing non-adaptive
coping strategies, and having a personality disorder may increase risk for suicide (Canadian
Coalition for Seniors’ Mental Health, 2006; Duberstein, 1995; Duberstein et al., 1994, 2000;
Filiberti et al., 2001; Henriksson et al., 1995). Duberstein and colleagues (2000) administered
measures based on the five-factor model o f personality to depressed patients 50 years of age and
jolder and found • that high neuroticism and low extraversión were associated with intent to die.
(In a case-control study assessing risk factors associated with death by suicide among adults 60
years o f age or older, Harwood and colleagues found that 77% o f participants who died by
suicide had a mental disorder at the time o f death, most often depression (63%). Personality
disorder, and personality trait accentuation was also found to be a predictor of suicide ideation
(Heisel et al., 2007).
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Researchers have identified increased risk for suicide to be potentially associated with
perfectionism (Baumeister, 1990; Chang & Watkin, 2004; Goldney, 1982; Goldsmith, Fyer, &
Francis, 1990; Hamilton & Schweitzer, 2000; Rich & Bonner, 1987; Hewit, Flett, & Weber, 1994
Shafran & Mansell, 2000). Perfectionism is a multidimensional personality characteristic that has
been described as having unrealistic expectations (e.g. performance expectations or expectations
regarding life standards) of oneself (self-oriented), others (other-oriented), or perceiving that
others have excessive expectations o f oneself (socially-prescribed perfectionism) (Baumeister,
1990; Chang & Watkin, 2004).

Empirical findings support positive associations between

perfectionism and suicide ideation in younger adults (Chang & Watkin, 2004; Goldney, 1982;
Goldsmith, Fyer, & Francis, 1990; Hewitt & Flett, 1989,1991a).

Baumeister (1990) maintained that perceptions o f falling short of one’s excessive self
standards and expectations can initiate a chainlike process involving self-focusing, internal
attributions o f self-blame, and attempts to escape painful self-awareness.

These attempts to

escape self-awareness can result in disinhibition o f the usual constraints against suicide.
Findings o f studies that have focused on irrational beliefs and dysfunctional attitudes have
provided some support for the hypothesized link between perfectionism and suicide. Ranieri et
al. (1987) found that perfectionistic attitudes and sensitivity to criticism were positive predictors
of suicide ideation among younger adults.

Similarly, Woods and Muller (1988) found that

individuals contemplating suicide endorsed a strong need to perform perfectly and to be
approved of by others.

Researchers have found positive associations among self-oriented

perfectionism (Delisle, 1990; Shaffer, 1974), socially-prescribed perfectionism (Delisle, 1990;
Hayes & Sloat, 1989; Shaft et al., 1985), and suicide ideation. Hewitt and colleagues (1992)
studied a sample o f 87 psychiatric patients and found socially prescribed perfectionism was
associated significantly with greater levels o f suicide ideation.
'Resiliency in Older Adults
Research on resiliency factors can provide information on how individuals cope with
stresses and avoid losing hope.

Understanding how individuals overcome challenges and

recover from negative life events may reveal processes o f adaptation that can guide intervention

efforts with others at risk for suicide (Borowsky & Resnick, 1999; Masten, 1994; Resnick, 2000;
Rutter, 1987).
Suicide ideation resiliency factors may include: better health practices, contact with
family and friends, active interests, religiosity, spirituality, and combinations o f positive
personality attributes (Canadian Coalition for Seniors’ Mental Health, 2006; Heisel, 2006).

Religiosity and Spirituality as Resiliency Factors against Suicide Ideation in Older Adults
Since Durkheim’s (1897) classical ecological study of suicide, research on the impact o f
religion and spirituality on suicide has been generally supportive 6 f the idea that being religious,
conducting religious rituals, or participating in religious services protects against suicide
ideation, suicidal behaviour, and/or death by suicide (Lester, 2006; Kelleher, Chambers, &
Corcoran, 1999; Neeleman, 1998; Neeleman, Halpem, & Leon, 1997; Nelson, 1977; Nisbet,
Duberstein, Conwell, & Seidlitz, 2000; Pritchard, 2002; Rasic, 2009). Research findings support
the premise that religion and spirituality are negatively associated with risk for suicide (Canadian
Coalition for Seniors’ Mental Health, 2006; Sisask et al., 2010).
Many hypothesized processes exist by which religiosity may influence mental health,
potentially helping to prevent suicide ideation among older adults. Research findings generally
indicate a positive effect o f religion on mental health (Astrow et al., 2001; Hackney & Sanders,
2003; Kendler et al., 2003; Mofidi et al., 2007; Mohr et al., 2007; Seybold & Hill, 2001;
Sullivan, 1993). Prayer, meditation, and worship can potentially reduce levels of stress and
thereby promote mental health and psychological resiliency against suicide ideation (Baetz et al:,
2004; Van Nees, 1999). One study which was based on a review o f over 600 reports found that
religious involvement was associated with a number o f positive mental health outcomes such as
happiness or optimism (Koenig & Larson, 2001). Similarly, a meta-analysis of 34 studies also
jreported positive effects o f religiosity on psychological health, although the overall effect size (r
= 0.10) was small in magnitude (Hackney & Sanders, 2003).

.Attendance at religious services is associated with lower suicide rates in the Middle East,
South East Asia, South America, Africa (Da Silva et al., 2006; Sisask et al., 2010), Europe
(Neeleman, 1998), and North America (Rasic et al., 2009).
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In addition to population level

studies (Sisask et al., 2010), some individual level studies (Neeleman, 1998; Rasic et al., 2008;
Turvey et al., 2002) have also demonstrated inverse associations between religiosity and suicide
constructs (e.g. suicide ideation or death by suicide). However, it is important to note that some
studies have found no association or a positive association between religion and suicide ideation
(Dervic et al., 2004; Heisel & Flett, 2008), suicidal behaviour (Dervic et al., 2004), or death by
suicide (Neeleman, 1998).

For example, Heisel & Flett (2008) found that older adults who

reported attending weekly religious services reported greater levels o f suicide ideation compared
with individuals who reported not attending weekly religious services.

Possible reasons for

inconsistent findings may include: focus on different outcomes (whether suicide ideation or
death by suicide), use o f different measures o f religion and/or spirituality, and differential control
for risk and resiliency factors.

Are the Constructs of Religiosity and Spirituality Similar or Different?
Some authors distinguish between religion and spirituality (Husaini, Blasi, & Miller,
1999; Strawbridge et al., 1998) noting that religiosity refers to acts of organized rituals and
institutional attendance. These authors maintain that the effect o f religion is mainly dependent
on organized observance and rituals while spirituality is mainly a personal quest for meaning in
life. Russinova and Cash (2007) conducted a study among people with mental disorders and
reported that spirituality and religion were rated as distinct constructs with spirituality referring
to personal beliefs practiced in a less formal manner than religion which is characterized as being
associated with formal practices.

Daly (2005) postulated that religiosity ^manifests itself in

external rituals o f devotion or worship, while spirituality focuses upon an inner state of being.
According to researchers who distinguish religion from spirituality, religion is defined with
respect to an external authority and centers upon the social/communal, the institutional, and the
discernible; therefore, religion is evidenced in the extrinsic use and practice o f rituals, ,the most
typical o f which is attendance of religious services at places of worship.

Other authors have argued that the construct of spirituality and the construct of religion
are the same (Scott, 2001). Marty and Appleby (1991) maintained that religion and spirituality
are the same constructs because they both deal with people’s ultimate life concerns and provide a
personal as well as a social identity within the context of a cosmic or metaphysical background.
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A third group o f authors believe that the constructs o f religion and spirituality are similar
but not equivalent (Marler & Hadaway, 2002; Paley, 2008; Zinnbauer et al., 1997). For example,
they argue that although only religion is associated with religious services attendance, but
religion and spirituality are similar to each other in many other aspects (e.g. they both may
provide individuals with a source of meaning and purpose in life) (Marler & Hadaway, 2002;
Paley, 2008; Zinnbauer et al., 1997).

Paley (2008) argues that religion and spirituality overlap

for three reasons. First, spirituality is currently treated as a generic term broader than religion,
with religion being understood as one of many ways in which a person can express his or her
spirituality. Second, given the current definition o f spirituality, many people can be categorized
as being spiritual, albeit in different ways. Third, a majority o f people see no difference between
spirituality and religiosity (Paley, 2008). Paley (2008) sampled a representative group of adults
18 years of age or older o f whom 60% reported being both religious and spiritual, with only 20%
viewing themselves as spiritual but not religious, and 8% as religious but not spiritual. However,
this study’s sample consisted o f younger adults (Mean age=39.1) (Marler & Hadaway, 2002;
Paley, 2008). Therefore, according to some experts, religion and spirituality are similar to each
other in many aspects such as being a source o f meaning in life but, may be different than each
other in some other aspects such as being associated with religious services.

Inconsistencies in defining religion and spirituality have contributed to assessment
problems; for example, there is no standard measurement tool that assess a lf aspects of religion
and/or spirituality, leading researchers to employe various measurement tools assessing different
aspects of religion and/or spirituality.

Measurement of Religion and Spirituality in Past Research Studies

i

Religion and spirituality are complex and multidimensional constructs (Chatter, 2000).

There is no consensus among researchers and experts with regard to similarities and/or
differences that exist between these constructs and their dimensions (Chatter, 2000; Koenig et al.,
2001; Paragament, 1997). This is reflected by the number of measures developed to assess
religion and spirituality. When examining associations among religion, spirituality, and suicide

ideation researchers have often employed single item questions; for example asking about the
frequency of religious service attendance, frequency of religious rituals, and/or self-identification
as being religious and/or spiritual.

This approach may not adequately capture the

multidimensionality o f these constructs (Chatter, 1992, 2000; Ellison, 1994; Idler, Kasl, & Hays,
2001). However, many researchers have employed multi-item and/or multidimensional scales to
measure religion and spirituality. Hill and Hood (1999) conducted a literature search and found
that more than 125 measures o f religion and spirituality have been used in research studies to
examine associations among religion, spirituality, and health outcomes (e.g. depression or
physical health).

Depending on the purpose o f research studies, researchers have employed

religion and/or spirituality scales with different numbers o f dimensions.

For example, the

Multidimensional Measure of Religiousness/Spirituality (MMRS) (Fetzer Institute 1999) is
based on two dimensions (Religiosity and Spirituality) and multiple sub-dimensions (Private
Religious Practices, Organizational Religiosity, and Self-Rated Religiosity, Daily Spiritual
Experiences, Spiritual Values and Beliefs, Forgiveness, Positive and Negative Spiritual Coping,
and Religious Support).

Hall and Edward (2002) developed a scale to measure spirituality

(Spiritual -Assessment Inventory) which consists o f two primary dimensions: Quality of
relationship with God and Awareness of God.

The Brief Multidimensional Measurement of

Religiousness/Spirituality (BMMRS), developed by a team o f researchers supported by the
Fetzer Institute and the National Institute on Aging (Fetzer Institute/NIA, 1999) and contains 12
dimensions o f religion and/or spirituality (Daily Spiritual Experiences, Meaning, Values, Beliefs,
Forgiveness, Private Religious Practices, Religious/Spiritual Coping, Religious Support,
Religious/Spiritual
Preferences).

History,

Commitment,

Organizational

Religiousness, . and Religious

There is thus a diversity o f approaches to conceptualizing and measuring

dimensions o f religion and spirituality

|

Research is needed investigating multiple measures o f religion, spirituality and suicide

!ideation. We decided to incorporate multiple measures o f religion and/or spirituality that have
been hypothesized to be negatively associated with suicide ideation.

Religion and Spirituality; Processes of Protection against Suicide Ideation
A number o f processes have been proposed by which religion and spirituality may lower
the risk for suicide among older adults. These processes include:

endorsement o f negative

attitudes against suicide, provision of a source o f meaning in life, promotion of overall mental
health, and by providing access to social support.

Prohibition of Suicide
According to some religious teachings, death is an expected event - the beginning of a
new life and a time o f reckoning which is determined by “God” (Kok, 1988). For religious
people, life is a gift from “God”, and suicide is forbidden. In many religions (e.g. Islam or
Christianity), anyone who takes his/her own life is considered to be “sinful” and is going to be '
“damned” forever; or condemned to suffer in hell (Kok, 1988; Park & Paloutzi, 2005). Some
authors have argued that religious people are more likely to hold negative attitudes toward
suicide and morally object to those who take their own lives (Dervic et al., 2004; Jahangir et al.,
1998; Neelemean, 1998; Sisask et al., 2010). The strong sanction against suicide has been found
to be associated with low suicide rates in Iran and Turkey (Jahangir et al., 1998; Kok, 1988;
Neeleman, 1998; Sisask et al., 2010). Masaryk (1888) argued that secularization in Europe and
decline in religiosity resulted in “immorality” and increase in suicide rates across Europe. He
found a lower suicide rate in Catholic and Greek Orthodox communities in comparison with
Protestants which he argued that it was due to strong sanctions against suicide'm the Greek
Orthodox and Catholic churches.

\

Some authors have attributed the low suicide rate in the Middle East to the strong
negative viewpoint o f Islam and Judaism concerning suicide. Examples o f the prohibition of
suicide in Middle Eastern countries include: morally objecting to those who take their own lives,
'punishments for those who engage in suicidal behaviour or disgracing those who died by suicide
(Colucci & Martin, 2008; Jahangir et al., 1998). However, this lower rate o f suicide in the
Middle East has been argued by some experts (Kok, 1988) to be in part due to underreporting in
some nations. Some researchers believe that there is little difference among religious people
from different religions in terms of having negative attitudes toward suicide. Stack (1983)
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argued that given that most major religions share a common negative viewpoint toward suicide,
there is likely no major difference among religious people who practice in different religions
(e.g. Christians versus Muslims) in terms of beliefs against suicide. Stack (1983) argued that the
degree of commitments toward some religious beliefs that are against suicide (e.g. believing that
people who take their own lives will go to “hell”) is the reason for reduced risks for suicide and
not the type o f religion. It is important to have a better understanding of maj or religions ’
viewpoints toward suicide.

Christianity
Colucci and M artin'(2008) reported that the views and attitudes of Christians toward
suicide have been ambivalent throughout history. Barraclough (1992) reported that early
Christians held neutral or even positive views towards suicide for good causes such as honour or
devotion. He further opined that references to suicide found in the new (e.g. Matthew 27:5 and
Corinthians 3:17) and old testaments (e.g. Exodus 20, Deuteronomy 5 and Jonah 4:1) were non■■judgmental.' Even in cases involving shame, the act of suicide has been praised as a sign o f
devotion and love (Rosen, 1975).

-

In the 4 century, the Catholic Church expressly disapproved o f suicide in a written script
(Quid decreuerimus, 314) from the council o f Arles to Pope St. Sylvester (Rosen, 1975). In the
13th century, individuals who took their own lives were denied burial by the church and were
exposed to indignities. This disapproval of suicide was again reinforced by the Pope in 1943 and
1948 (Colucci & Martin, 2008; Rosen, 1975). Suicide has also been prohibited by the Protestant
Episcopal Church in the United States (1952) and by other Christian factions such as the
Archbishops o f Canterbury in 1930 and York in 1950 (Colucci & Martin, 2008).

Judaism
In Judaism, suicide is considered a sin and has been viewed as if a crime (Colucci &
Martin, 2008; Kaplan & Schonenberg, 1988). Jewish laws regarding suicide are based on the
post-Talmudic tractate Semahot (Evel Rabbati) and Genesis Rabbah (Bereshit Rabba). There are
also some indications to the issue of suicide in the Talmud. For example, King Saul (I Samuel
31:4) and David's counselor Ahitophel (Books o f prophets, II Samuel 17:23) expressed suicide
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ideation. In the former case, a soldier takes Saul's life at his request, and King David has the
soldier executed for murder (Rosner, 1995).

Islam
Similar to Judaism, suicide is considered a sin in Islam. The degree of its prohibition is
so strong that people are not allowed to offer the burial prayer to a person who has died by
suicide . (Jahangir, Ur, Rehman, & Jan, 1998). Ineichen (1998) suggested that Islam is much
firmer about the sinfulness of suicide than other religions.

Like other religions such as

Christianity and Judaism, Islam discriminates between suicide and devotional suicide or
martyrdom (Lester,’2006).

Brahmanism, Buddhism, and Shinto
Brahmanism, Buddhism and Shinto have sanctioned suicide and regarded it as a
punishable act. Hinduism ’s concept o f Karma and reincarnation emphasizes that life does not
end with death, and that death leads to rebirth. However, in some cases devotional suicide has
been accepted by some communities. For example, in China and India, sacrifice of widows
(suttee) has been common throughout history (Colucci & Martin, 2008; Hassan, 1983).
Promotion of a Sense of Purpose and Meaning in Life
Some theorists have argued that religion grows out o f a human need for comprehension
o f existence (Geertz, 1966). Regardless of whether religion arises specifically out of this need,
for meaning or simply helps to establish it for people who embrace religion for other reasons, it
is often characterized as a belief system that provides ways to understand the world (Kotarba,
1983). Religion frequently provides individuals with a view toward the self, the world, and their
interaction (McIntosh, 1995), and provides an understanding o f various life circumstances
(Spilka, 2003). Religion is central in the life purpose of many people (Baumeister, 1991).
Research findings illustrate that there exists a negative association between meaning in
life and suicide ideation (Canadian Coalition for Seniors’ Mental Health, 2006; Heisel & Flett,
2004, 2007, 2008).

Erikson (1959) maintained that physical and mental health changes

associated with aging may be accompanied by age-specific psychological challenges. Erikson
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believed that as people approach late life, they enter the final stage o f psychosocial development
that is characterized by a psychological crisis o f integrity versus despair. Erikson proposed that
some older adults look back on their lives feeling that they made a contribution to a fulfilling
life, a feeling Erikson calls integrity. On the other hand, some adults may reach this stage and
despair at their experiences and perceived failures. They may feel hopeless as they struggle to
find a purpose and meaning in their lives. It is especially important to point out that those who
do not resolve these developmental challenges successfully, as Erikson (1959) argued, may
subsequently slip into despair.
Viktor Frankl (1946), a neurologist, psychiatrist, philosopher, and the founder o f
logotherapy an existential school o f psychotherapy, indicated the importance of an unconscious
or conscious search for meaning in life; whether it comes from a religious source or other venue
o f inspiration or influence. Frankl suggested that it is possible for human beings to find, and
actualize, profound meaning in daily life. In this context, he speaks o f a "will to meaning" as a
central motivating force (Frankl, 1946).

As Peterson and Roy (1985) maintained, one function o f religion is to provide a source o f
meaning and purpose for people. Religion can provide a framework which makes life
understandable and interpretable. Petersen and Roy (1985) found that religion was positively
associated with a greater sense of meaning in life among adults (general population). Mohr and
Huguelet (2004) noted the importance of religious constructs which often restore a valued sense
o f self and of existence. Ellison (1991) indicated that religiosity affects a person in a directly
beneficial manner by providing meaning and a sense o f purpose in life. Experts have argued that
religion and spirituality would reduce risk for suicide by providing a source of meaning and
purpose in life (Ellison, 1993; Hill et al., 2000).

Religion and spirituality may promote

meaningfulness for individuals from all age groups by providing them with an overarching
interpretive scheme for making sense of their lives. Religious services attendance also m ay
provides circumstances (e.g. by providing instances o f interactions with other congregants) in
which one’s values regarding the purpose of life and life’s meaning can be reinforced by similarminded individuals (Ellison, et al., 1989; Petersen & Roy, 1985).
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Promotion of Mental Health
Religious practices may promote characteristics that are associated with mental health
(e.g. optimism, self esteem, and coping in times of crisis) (Hill et ah, 2000).

Idler (1987)

suggested that in the face o f challenging life experiences, a religious or spiritual world view
which situates events in an overall plan or views them as predetermined by a higher power may
foster a sense o f optimism. Religious meaning enhances feelings of optimism by helping people
see that their lives will follow a specific and beneficial plan devised by God. Therefore, religion
may protect individuals against suicide in times of crisis by promoting a sense of optimism
(Peterson, 2000; Seligman, 1990).
Low levels o f self esteem have been shown to confer risk for depression and anxiety
which could potentially lead to suicide ideation (Vilhjalmsson, 1998). The belief that God loves
and cares for people may bolster self-esteem among older religious people (Buhler, 1962; Butler
& Lewis, 1982; Jung, 1953).
Aging is sometimes associated with negative life changes (e.g. decreased income) which
can lead an older person to despair as she or he compares a more youthful vision of one’s older
years with the realities with which one must contend in growing older (Steffens, 2007)., Older
adults are more likely to suffer from life-limiting illness and may have difficulty adjusting to
these limitations hence, some may contemplate suicide (Canadian Coalition for Seniors’ Mental
Health, 2006). Berger (1990) maintained that people are inevitably confronted with a series of
painful and discrepant situations in life that often are not amenable to change; He argued that
religiosity helps people deal with these challenges by providing world views that would provide
a purpose behind hardship in peoples’ lives (Berger, 1990; Musick, 2000).
Empirical findings indicated that coping with stressful life events by means of religion or
spirituality has been associated with healthy resolution and adaptation in the face of negative life
events (Freedman & Enright, 1996; Koenig et al., 1995; Oxman, Freeman, & Manheimer, 1995;
Tix & Frazier, 1998) such as illness, victimization (Thompson & Vardaman, 1997), and the death
o f a loved one (e.g. McIntosh at al., 1993; Park & Cohen, 1993). Pargament (1997) asserted that
in the face of stressful life events, general religious beliefs and practices are translated into

specific forms o f coping potentially protecting one’s health in stressful times.

Methods of

religious coping can include forgiveness (Freedman & Enright, 1996; McCullough et ah, 1997),
purification and confession (Pennebaker & Beall, 1986), and spiritual support (Maton, 1989).
Idler (1987) observed that religious participation provides cultural resources in the form o f a
consistent body o f knowledge and a set of meanings that allow individuals to make sense o f and
cope with their experiences, reducing uncertainty in ordinary life and in moments of crisis
(Sullivan, 2009).

•

Provision of Access to Social support
Social support may confer resiliency to suicide ideation among older individuals
(Canadian Coalition for Seniors’ Mental Health, 2006). Evidence suggests that religion may v
\

reduce an individual’s risk for suicide by providing access to social networks. For example,'
Ellison (1991) maintained that religious activity and religious organizations represent ways in
which people can find social support and a feeling o f belonging. Religious organizations are
accessible to people and may serve as a source o f emotional support. Clergies listen to troubles
and other congregants (e;g. church members) often rally to the support o f those overtaken by
misfortune. Research suggests that ties to religious groups may provide social support, fostering
the individual's perception that he/she is cared for and esteemed (Ferraro & Koch, 1994; Powell,
Shahabi & Thoresen, 2003; Umberson & Landis, 1988; Idler, 1987).
Sociological Theories Regarding Associations among Religion, Spirituality, and Suicide
Colucci and Martin (2008) conducted a literature review on sociological theories
regarding the association between religiosity and lower suicide rates and used integration theory
(Durkheim, 1897; Masaryk, 1884), and religious commitment theory (Stack, 1983) to interpret
associations between religion and lower suicide rates at the population level.

Integration Theories
Durkheim (1897) used the suicide rate as a measure of the tendency towards suicide
within a society.

Comparing Protestant, Jewish, and Catholic people; he observed that each

religion has, collectively, a well-established suicide tendency.

This tendency, he said, is

inversely proportional to the degree of integration o f the individuals in society and religion
(Durkheim, 1897). Durkheim observed and studied the Catholic Church which historically has

'
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an integrated and traditional structure with strong sanctions against suicide and noticed a lower
level o f suicide among the members o f this church in comparison to other Christian groups like
Protestants.: He also observed that the suicide rate was even lower in Jewish communities.
Durkheim argued that social integration and tight regulations of the Catholic Church and social
support provided by the Catholic Church in comparison to the Protestant Church had a protective
effect against suicide. Durkheim also argued that likewise Judaism which offers an integrated
and supportive social environment for its followers and sanctions suicide had the same protective
effect (Durkheim, 1897).

Religious Commitment Theory
Stark and Bainbridge (1980) objected to Durkheim’s assumption that a ProtestantCatholic comparison is a valid proxy for degree o f social or religious integration. They believed
that Durkheim based his argument on crude stereotypes of Jews, Catholics, and Protestants
(Stark & Bainbridge, 1980; Stark, Doyle, & Rushing, 1983; Stack & Lester, 2004) which may or
may not have been relevant to these groups during Durkheim’s time. They also believed that
Durkheim failed to take into account the effect o f higher education in Protestant communities.
They argued for a model based on the alternative conception o f religious commitment (e.g.
religiosity per se) as a resiliency factor against suicide (Stark & Bainbridge, 1980; Stark, Doyle,
& Rushing, 1983). In the commitment theory, Stark and Bainbridge (1983) maintained that
religion can lower suicide risk by fostering commitment to just a few core religious beliefs that
sanction suicide (e.g. going to “hell” if one takes his/her own life). He noted a lower suicide rate
in Great Britain which is a Protestant nation, as evidence. In his research on Church attendance,
Stark found that the greater the church attendance the lower the acceptability of suicide (Stark &
Bainbridge, 1980; Stark, Doyle, & Rushing, 1983; Stack & Lester, 2004). Stack believed that
commitment to one’s religious beliefs, in and o f itself, can prevent suicide (Stark & Bainbridge,
1980; Stark, Doyle, & Rushing, 1983).
Empirical Evidence Regarding Associations among Religion, Spirituality, and Suicide
(Ecological Studies)
Much o f the research on suicide and its association with religion or spirituality
investigates suicide rates across societies (Kelleher, Chambers & Concoran, 1999; Lester, 2006;
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Neeleman, 1998; Neelem an,Halpern, & Leon, 1997; Nisbet, Duberstein, Conwell, & Seidlitz,
2000; Pritchard, 2002; Rasic, 2009; Shagle & Barber, 1995). Because o f limited resources for
conducting observational studies (especially longitudinal cohort designs), and because data on
death by suicide are routinely collected and are available, there has been a general preference in
suicide research for ecological studies (Shah & De, 1998). Ecological studies o f suicide are
designed to explore the effect o f religion and spirituality on suicide rates at the population level.
Colucci and Martin (2008) maintained that research findings regarding the protective effects o f
religiosity on suicide have been inconsistent.
Although researchers who have conducted ecological studies of religion, spirituality, and
suicide often found that suicide rates tend to be lower in countries with stronger religious beliefs
(Kelleher et al., 1998; Lester, 1996, 1998; Neeleman, 1990, 1998; Neeleman, Halpern, & Leon,
1997; Stack, 1983; Vijayakumar et al., 2005), some researchers have reported positive
associations between religiosity and suicide rates. For example, Pritchard and Baldwin (2002)
investigated the association between religiosity and older adults’ suicide rates in 21 Western
countries, treating the predominant religious affiliation as a proxy for degree o f religiosity. They
categorized countries that were largely populated with Greek Orthodox or Catholics as more
religious and found that suicide rates for older adults were highest in Catholic and Greek
Orthodox countries.

Stack and Wasserman (1992) compared suicide rates in two Catholic

communities and found that Catholic communities in New England had a lower suicide rate in
comparison with the US national suicide rate, but found that the suicide raté among Catholics in
Louisiana was not significantly different than the national rate.
findings
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Table 2.1 E cological studies th at have investigated th e associations am ong religion, or spirituality, and suicide (W estern countries)
Source
Clark et al., 2003
(U S)

Target
group
General
population

Kelleher et al.,
1999 (U .S)
N eelem an, 1998
(Netherlands)
Pescosolido &
Georgian, 1998
(U S)
Stack et al, 1983 '
(U S)

General
population
General
population
General
population
(whites)
General
population

Stack et al., 1983
(U S)
Breault & Barkey,
1982 (England)

General
population
General
population

D efin ition o f R eligion
R eligious service attendance,
the importance o f God in
one’s life and believing in
God
R eligious service attendance
R eligious attendance
R eligious affiliation
Predominant religious
affiliation
Religious attendance
Religious affiliation

to
VO

R eligious attendance

O utcom e

E ffect Found

A ge group
(% 65+)
18+(15% )

Death by
Suicide ;

Significant higher rate o f suicide in more
religious (rural) com m unities1

Death by j
Suicide !
Death by :
Suicide ;
Death by
Suicide :

18+ (didn’t
Found that as mass attendance decreased (1976report)
1996) the suicide rate increased 2
18-50
R '= 40.6% J
' ~
~ ”
O R=0.47 (0 .4 2 -0 .5 1)4
B —0.68 (p<0.05)5
‘ 18+ (didn’t
report)
B = -0.03 (p=0.09)6

Death by ;
Suicide i
Suicide ;
Ideation :
Death by
Suicide I
Death by ;
Suicide ;

r=-0.0003;
_
r=-0.29 (p<0.05)8
B =0.14 (p=0.14)9
B =0.24 (pO.OOO)10
OR (m en)= 0.467(p<0.05)“
OR (w om en)= 0.24 (p=0.06)1
r=-0.74 (pO.OOl ) lJ
“
~~

18+ (8%)

18+ (didn’t
report)
1 8 + (didn’t
report)

—
—
Ratio o f religious newspaper
publications to total
publications
Pritchard &
General
Chi-squared= 11.72 (p<0.0001)14
Predominant religious
Death by j
75+
Baldwin, 2000 (U S) population
affiliation
Suicide !
Note: *= people in rural areas were significantly (pO.OOl) more religious and suicide rate was greater in rural areas (P<0.0001) -authors found a trend in decreasing
religious service attendance and increase in rates o f suicide over the course o f 20 years. 3==R-squared for religiosity when predicting suicide. 4=Odds of death by suicide
for those who identified themselves as religious in comparison to*those who did not adjusting for age, sex, education, employment status, and religious affiliation and
promiscuity. 5=Coefficient o f regression for Catholics adjusted for demographic variables; 6= Coefficient of regression for Judaism adjusted for age, sex, and income.
-Pearson correlation coefficient for association between suicide ideation and Catholicism. 8= Pearson correlation coefficient for association between church attendance
and suicide ideation. 9=Coefficient o f regression for Catholicism in a logistic regression model adjusting for age, gender, education and marital status predicting death by
suicide. 10= Coefficient o f regression for church attendance in a logistic regression model adjusting for age, gender, education and marital status predicting death by
suicide.n=0dds o f death by suicide for those who attended a religious service at least once a week in comparison to those who did not attend a religious service at least
once a week (for men). 12=Odds o f death by suicide for those who attended a religious service at least once a week in comparison to those who did not attend a religious
service at least once a week (for women). 13= Pearson correlation coefficient for association between the rate o f religious newspaper publication and death by suicide.
14=Authors categorized Orthodox and Catholic countries as more religious and found a higher suicide rate for older adults in more religious countries.

Limitations Associated with Ecological Studies o f Suicide
There are some limitations associated with ecological studies.

For example, many

researchers who have conducted ecological studies assessing associations among religion,
spirituality, and suicide often did not specify the definitions o f religiosity being studied. More
than half of researchers used the predominant religious affiliation of a country as a proxy
measure o f the degree o f religiosity, which may not be an accurate proxy measure for religiosity.
A majority of studies have utilized death records as a source o f data on suicidal deaths, which are
based on the legal definition of suicide in each jurisdiction. Therefore, the definition o f the
outcome variable (death by suicide) of these studies depends upon the country, culture, reporting
practice, and registration procedure (Shah & Tamal, 1998). Some researchers have also argued
that findings o f ecological studies may not be generalizable to individuals because o f'th e
ecological fallacy. Ecological fallacy refers to an erroneous inference that may occur because an
association observed between variables on an aggregate level does not necessarily represent or
reflect the association that exists on an individual level (Porta, 2008). However, Neeleman and
colleagues (1998) found that individual level negative attitudes toward suicide are associated
with group level lower rates o f death by suicide. Neeleman and colleagues (1998) examined the
nature o f ecological and individual level associations among religiosity, death by suicide, and
negative attitudes toward suicide in the Netherlands across eleven provinces. They compared
individual level data (attitudes toward suicide and religious affiliation)'with suicide rates (19851994) across the same regions. They found that Orthodox beliefs and religious affiliation were
the best predictors o f negative attitudes toward suicide at the individual level and the best
predictor o f lower suicide rates in provinces (population level).

This study’s findings may

suggest that individual and aggregate level data may be associated or have similar conclusions.
Empirical Evidence Regarding Associations among Religion, Spirituality, and Suicide
(Observational Studies)
Randomized Control Trials are not common in the study of suicide given that suicide is a
rare event. Some Randomized Clinical Trials may not be ethically acceptable; for example, it is
ethically wrong to expose participants to stressful situations which could result in suicide
ideation or prohibit interventions for those at risk.

There are also limited numbers of

longitudinal cohort studies assessing risk for suicide because they require large numbers of
participants to be followed for a long time therefore, they need a great amount of financial
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resources (Vijayakumar et al., 2005). Observational studies are the most common type of design
in the study o f suicide.

Some observational studies have found that religious services attendance is negatively
associated with suicide ideation (McClain et al., 2003; Nonnemaker, McNeely, & Blum, 2003;
Rasic et al., 2009; Tsoh et al., 2005; Turvey et al., 2002), suicidal behaviour (Dervic et al., 2004;
Donahue & Benson, 1995; Jahangir et al., 1998; Kaslow et al., 2004), and suicide plans (Jahangir
et al., 1998) in different age groups.

Other studies have found that religious beliefs are

associated with greater negative attitudes toward suicide (Bender, 2000; Leane & Shute, 1998;
Loewenthal et al., 2003; Marion & Range, 2003; Neeleman, 1998; Siegrist, 1996). However,
some other studies have found a weak negative association (Rasic et al., 2009), no association
(Dervic et al., 2004; Rasic et al., 2009), or a positive association (Heisel & Flett, 2008) between
religiosity and suicide ideation.
Heisel and Flett (2008) investigated cross-sectional associations between suicide ideation
and a set o f risk and. protective factors in. a .sample o f 107 older adults (65+) recruited from
retirement homes, hospitals, community settings, and nursing homes.

Suicide ideation was

measured with the Geriatric Suicide Ideation Scale (GSIS) a 31-item multidimensional measure
of suicide ideation developed and validated among older adults (Heisel & Flett, 2006). Using
hierarchical multiple regression analyses, the researchers found a significant association between
religiosity (self-identification) and a subscale o f the GSIS assessing Perceived Meaning in Life.
They conducted a series o f independent sample t-tests comparing GSIS total and subscale scores
for participant religious affiliation and religious service attendance and found a significant
association between positive responses to the question “Are you a religious person?” and GSIS
■Perceived Meaning in Life scores, but no significant association with other GSIS subscales
(Death Ideation, Suicide Ideation, and Loss o f Personal and Social Worth) or with GSIS total
scores.

Participants who reported attending weekly services and engaging in daily religious

practice endorsed significantly more suicide ideation; this association was significant for all
GSIS subscales and for GSIS total scores. The authors found no significant association between
frequency of religious rituals and GSIS Perceived Meaning in Life scores. A strength of this
study was the fact that authors used a validated scale (GSIS) to measure suicide ideation. The

GSIS has been shown to be a reliable and valid tool to measure suicide ideation among older
adults. .

^

Cohen and colleagues (2008) interviewed 1074 (214 Whites and 860 Blacks) individuals
to compare risk factors for suicide ideation among older Blacks and Whites.

The authors

developed a three-item Religiosity Scale, based on frequency of church attendance, intensity of
religious feelings, and whether God was perceived to be a source o f strength. However, the
validity and reliability o f their scale was not evaluated, potentially introducing bias to their
measurement. The authors measured the lifetime prevalence o f self-reported suicide ideation
(Ever wished to be dead or suicidal thoughts) and used it as the dependent variable, and found
that religiosity was significantly associated with lower levels of suicicle ideation in both bivariate
and multivariate analyses. They found no significant difference in suicide ideation among black
and white participants.

The authors did not report how participants were interviewed, and

provided no information regarding interviewers, whether they were trained, or whether interview
sessions were standardized. The answers may have been biased by social desirability or recall
bias, and.by ethnic and gender bias

......................... ..... ........... .. .. ......

....... ........ . .

Nisbet and colleagues (2000) used data from the 1993 National Mortality Survey
conducted by the National Center for Health Statistics to investigate associations among
religiosity, suicide ideation, and death by suicide.

They investigated the frequency of

participation in religious worship among 584 individuals (86.5% were persons 50 years and
over) who died by suicide in comparison with 4279 (91.9% were persons 50 and over)
individuals in the control group who died natural deaths. Information regarding the deceased
persons was obtained from proxy respondents, with an overall response rate of 83%. The authors
assessed the religious activity o f deceased individuals based on interviews with family members.
Researchers found that the odds of dying by suicide for individuals who never participated in
religious worship was 4.34 times higher than individuals who participated at least once. The
odds ratio for dying by suicide for individuals who participated in religious activity less than
once a month was 2.08 times lower than for individuals who never participated in religious
activity. The odds ratios for other groups (1 to 3 times a month, lor 2 times a week, and 3 to 6
times a week) were not significant. Information and recall bias may have biased the results since

proxy respondents may have remembered past events differently or may have had limited
knowledge regarding the deceased individuals’ religious activities.

As part o f a longitudinal study of community members 65 years of age and older, Turvcy
and colleagues (2002) conducted a nested case control study to explore the risk factors associated
with suicide. Baseline data were collected between 1981 and 1986 in 4 sites across the US. The
study was based on data collected for the Established Populations for Epidemiologic Studies o f
the Elderly (EPESE project). The goals o f the EPESE project were to describe and identify
predictors of mortality, hospitalization, and placement in long-term care facilities and to
investigate risk factors for chronic diseases and loss of functioning among 14,456 older adults
who volunteered to participate in this study. The survey collected information from persons 65
years o f age and older in four geographic locations: East Boston, Massachusetts; New Haven,
Connecticut; Durham, North Carolina; and Washington County, Iowa. Participants were sampled
from the general population o f older participants not from a retirement community. Data were
collected prospectively and correlates investigated for those who ultimately died by suicide.
Vital status was ascertained through follow-up interviews (every 3 years) o f participant relatives,
or other contacts, death registrars at local government offices, the National Death Index, and
scanning of local newspaper obituaries.

The total number o f deaths by suicide cases was

determined to be 21. Twenty control subjects were randomly selected for each case, matched for
age, sex, and study site. Data regarding the religious affiliation and degree o f religiosity as well
as other demographic variables were collected at baseline. Turvey and colleagues found no
significant association between religious affiliation and suicide; but found that controls were
significantly more likely to attend religious services at least once a month. One limitation o f this
study may include a small number of individuals who died by suicide in this study.
Measurement o f religiosity was not standardized across sites. Since data were collected in the
1980s, it is likely that this cohort of older adults is different than current cohorts of older adults.
The cohort effect occurs when a generation o f people are systematically different than other
generations because o f their unique life experiences common to the cohort. It is important to
note that religiosity was measured only at baseline. Death by suicide occurred on average 4.5
years after baseline data were collected. Therefore, it is possible that there were some changes in
individuals’ degree o f religiosity for example the frequency o f religious service attendance may
have changed over time.
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Neeleman (1998) used the Socio-Cultural Developments in the Netherlands (SOCON)
dataset which was based on structured interviews o f 3,003 voluntary Dutch residents, 18 years of
age and, over to investigate individuals’ attitudes toward suicide (unconditional and/or
conditional acceptance o f suicide) and compared them to the regional suicide rate. Degree of
religiosity was measured using questions assessing the frequency o f church attendance and
church membership. The outcome was determined by asking individuals “do you think people
should have the right to kill themselves if they want to?” The participation rate was 60% which
is relatively low, and the researchers did not report whether they compared those who
participated with those who refused to participate in the study.

Rasic and colleagues (2009) used Canadian Community Health Survey data (conducted
by Statistics Canada in 2001-2002) to examine associations among spiritual values, religious
services attendance, having a history of suicide ideation (for the past twelve-months) and having
a history o f suicidal behaviour.

The sample was a representative sample o f the Canadian

population 15 years o f age and older (N=36,984, 20% older adults), with a response rate o f 77
percent. Interviewers were trained and phone interview procedures were standardized across
settings. The authors found that identifying oneself as spiritual was not associated with having a
history of suicide ideation in the past 12 months. They found that the odds o f engaging in
suicidal behaviour in the past 12 months were lesser for participants who self-identified as being
spiritual in comparison with participants who self-identified as being non-spiritual. The authors
found that the odds o f thinking about suicide in the past 12 months were lesser for participants
who attended religious services in the past 12 months (on a weekly basis) in comparison with
participants who didn’t attend services on a weekly basis. This association was found to be
statistically non-significant after controlling for social supports. Finally they found that weekly
religious service attendance was associated with decreased odds o f suicidal behaviour
(AOR=0.38, 0 = 0 .1 7 -0 .8 9 ) even after adjusting for social support.

The results may indicate

the importance o f controlling for covariates when assessing associations among religion,
spirituality, and suicide ideation or suicidal behaviour. It is important to note that this study’s
sample included people from younger age groups (over the age of 15). Therefore, caution should
be exercised when extrapolating the findings to older adults.
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Cook and colleagues (2002) used data from the PATCH: study (Psychogeriatric
Assessment and Treatment in City Housing) involving residents of six American urban public
housing settings. As part of an outreach program in Baltimore, Maryland, the PATCH study
targets older adults living in urban public housing developments. The participation rate was
80.3%. The authors compared participants and non-participants and found that non-participants
were more likely to be married, African American, and from lower socioeconomic groups. For
the purpose o f the study, the authors only used data for African American individuals. The
sample consisted o f 835 African-American adults (55+) of whom 76.9% were women. Suicide
ideation was measured using four items from the General Health Questionnaire (GHQ), a 28item screen for emotional disorders representing passive and active suicide ideation. Twentytwo individuals reported contemplating suicide. Religiosity was measured by asking participants
whether religious or spiritual beliefs were a source o f support and comfort.

The authors

conducted chi-square tests and built a predictive logistic regression model with 7 risk factors and
10 protective factors. They found that more than 90% of this predominantly older female sample
reported that they obtained a great degree o f support and comfort from religion. Results also
showed that those with suicide ideation were less likely to seek support from religion. When all
of the variables were entered into the model, religiosity was positively associated with both
passive and active suicide ideation controlling for risk and resiliency factors. Active suicide
ideation was defined as suicidal thoughts involving a desire and plan to die whereas passive
suicide ideation was defined as suicidal thoughts without a plan to end one’s life. An issue
regarding the applicability o f this study’s result is that this study’s participants were only
African-American individuals who may be different than Canadian older adults. The authors
also did not report that what was the criterion to define a significant level o f suicide ideation.
Participants who reported that they think of taking their own lives no more than usual were
categorized as non-suicidal; this may have resulted in misclassification since the authors did not
report how they defined the usual level of suicide ideation therefore, it is possible that some
individuals have interpreted their suicidal thoughts as usual while it was clinically significant.
Dervic and colleagues (2004) conducted a cross-sectional study investigating the
association between religion and suicidal behaviour based on a sample o f 371 mental health
inpatients 18 years o f age and older (M=37.5). The authors used the Columbia Suicide History
Form to determine the lifetime history of “suicide attempts”. A suicide attempt was defined as a
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self-destructive act with at least some intent to end one’s life. Suicide ideation was measured
using the Scale for Suicide Ideation (Beck et ah, 1979). The authors used some question items
from The Reasons for Living Inventory to assess moral objections toward suicide (religious
based objections such as the fear of going to hell upon taking one’s own life).

They

hypothesized that religious individuals would report more moral objections to suicide and would
be less likely to exhibit suicidal behaviour. In order to test this hypothesis, they used a three-step
procedure. First, they examined group differences (i.e. group differences in proportion o f those
who self-identified as being religious and those who self-identified as not being religious) using
chi-square analyses to find differences in considering suicide to be morally wrong or having a
history of engaging in suicidal behaviour. Second, they investigated whether religious affiliation
and moral objections to suicide were associated with having a history o f engaging in suicidal
behaviour (logistic regression model) controlling for age and aggression. Finally, they examined
whether moral objections to suicide and religious affiliation were associated with suicide
ideation (linear regression model) after controlling for age and aggression. The authors’ chisquare analysis showed that a greater proportion o f participants with no religious affiliation were
more likely to have a lifetime history of suicidal behaviour and did not consider suicide to be
morally wrong. The authors found no significant association between religious affiliation and
suicidal behaviour or suicide ideation. They found that moral objections to suicide predicted
both suicidal behaviour and suicide ideation.

There was also no significant demographic

difference among participants who self-identified as being religious and participants who did not
\
self-identify as being religious. The authors concluded that it is possible that individuals with a
mental disorder would use religious beliefs as a coping mechanism.
Bender (2000) employed a sample of African American and White women in Nebraska,
US, to investigate the possible association between religiosity and attitudes toward suicide. The
study was designed to investigate the ethnic differences between African Americans and Whites
in a sample o f 186 older women (60+).

Bender assessed religiosity with Hoge’s 10-item

Intrinsic Religious Motivation Scale and assessed attitudes toward suicide with Domino’s
Suicide Opinion Questionnaire (SOQ). Results indicated that African American participants had
significantly greater negative attitudes toward suicide than did Whites.

African Americans

reported a greater level o f religiosity. However, the study’s results may be only generalizable to
women as all participants were women.
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Limitations of the Literature

for potential confounds (e.g. socioeconomic status, social support, or existence of mental
disorders). For example, social support has been shown to be strongly associated with both
religious activities and suicide (Braam et al., 1997; Hughes et ah, 2004; McCullough & Larson,
1999; Mofidi et ah, 2006; Moreira-Almeida, Neto & Koenig, 2006; Rasic et ah, 2009; ShreveNeiger & Edelstein, 2004). Only one study examined the association between spirituality and
suicide ideation and only two studies used multi-item scales to measure religiosity. Many o f the
studies were conducted in the US or Europe (except two which were conducted in Canada). The
applicability o f previous findings to community residing older adults in Canada is limited given
that previous studies were based on inpatient samples, or were based on samples of younger
adults. Tables 2.2 and 2.3 summarize the individual level studies conducted on the topic o f
religiosity and suicide.

Table 2.2 Individual level studies th a t examined associations am ong religion, spirituality, and suicide ideation o r Suicidal Behaviour
Source

Study
Type

Target
group

D efin ition o f
R eligion /S p iritu ality

Rasic et al.,
2009 (Canada)

CrossSectional

General
Population

Religious/spiritual affiliation
R eligious attendance

N eelem an, 1998
(Netherland)

Crosssectional

General
population

Affiliation
Religious attendance

Cohen et al.,
2008 (U S)

Crosssectional

General
population

Three item religiosity scale:
frequency o f church
attendance, intensity o f
religious feeling, and the role
o f God.
Affiliation
Moral objections toward
suicide (RFL-OA religiosity)

Dervic et al, 2004
(U S)

Crosssectional

Inpatient

LO

O utcom e

;Suicide ideation
;Suicidal behaviour

jSuicide acceptance
■j

■Suicide Ideation
t

Crosssectional

Bender, 2000
(U S)

Crosssectional

H eisel & Flett,
2008 (Canada)

Crosssectional
r

Table continues on next page

General
population
(AfricanAm ericans)
General
fem ale
population
General
population

Identification o f religiosity or
spirituality as a source o f
comfort

A O R (Attendance)=0.64‘
A O R (attendance)=0.63 (p<0.05)2
A O R (Spirituality)=l .073
A O R (Spirituality)=0.684
B(Attendance)= 0.50 (p<0.05)3
B(Protestants)=0.38 (p<0.05)6
B (Catholics)= 0.29 (p<0.05)7
B (Blacks)= 0.81(p<0.05)s
B(W hites)=0.83(p<0.05)9

A ge
(%
65+)
15+
(20%)

18+
(didn’t
report)
18+
(didn’t
report)

i.
¡Suicide ideation
j Suicidal behaviour
i

O©
Cook et al, 2002
(U S)

E ffects Found

¡Suicide ideation

B (A ffilia tio n ^ 0.06(p=0.80)‘°
B(Moral Objections)—
0.19(p0.01)u
X 2= - 2 .1 2 (p< 0.05)12
B =1.65 (p<0.05)u
\

18+
(didn’t
report)
55+
(didn’t
report)

t

H oge’s Scale o f Intrinsic
R eligious M otivation

¡Attitude toward
¡suicide

t= 2.90 (p < 0.05)14

60+
(didn’t
report)

A ffiliation -^
R eligious attendance
R eligious rituals

¡Suicide ideation

G SIS-religions affiliation
(t-0 .8 5 )15
G S IS -ob servan ce^ -S ^ S ,
P <0.001)16
.
GSISTOT- rituals (t=-2.80,
P O .O O l)17

65+

Note: 1=rodds of having a history o f suicide ideation for those who attended religious services at least once a week in comparison with those who didn’t adjusted for
age and sex, marital status income, and social support. 2= odds of having a history o f suicidal behaviour for those who attended religious services at least once a
week in comparison with those who didn’t adjusted for age and sex, marital status income, and social support. 3= odds of a having a history o f suicide ideation for
those who self-identified as being spiritual in comparison with those who didn’t, adjusted for age and sex, marital status income, and social support. 4- odds of
having a history o f suicidal behaviour for those who self-identified as being spiritual in comparison with those who didn’t, adjusted for age and sex, marital status
income, and social support. 5=coefficient o f regression (moral acceptance of suicide as an outcome) for those who attended services regularly. 6=coefficient of
regression (moral acceptance o f suicide as an outcome) for Protestants. 7=coefficient o f regression (moral acceptance o f suicide as an outcome) for Roman Catholics
8=coefficient o f regression (Suicide ideation was the outcome) for religiosity among black participants. 9=coefficient o f regression (Suicide ideation was the
outcome) for religiosity among white participants. I0= coefficient o f regression (Suicidal behaviour was the outcome) for religious affiliation. u~ coefficient of
regression (Suicidal behaviour was the outcome) for moral objections toward suicide measured using RFL-OA. 12=participants who didn’t self-identify as being
religious were more likely t report a history o f suicidal behaviour in comparison with those who self identified as being religious. !3= coefficient o f regression
(Suicide ideation was the outcome) for religiosity. 14= black participants scored higher on a question regarding suicide ideation. 15=no significant difference in total
scores on the GSIS among those who self identified as being religious (Mean=56.1, SD=14.2) and those who did not self identify as being religious (Mean=58.9,
SD=19.3). I6= those who attended a religious service at least once a week (Mean=65.2, SD=16.4) scored significantly higher on the total GSIS in compare to those
who did not attend a religious service (Mean=54.0, SD =15.2).17- those who prayed at least daily (Mean=62.3, SD=15.8) scored significantly higher on the total
GSIS in comparison to those who did not pray at least once a day (Mean=53.5, SD=15.8).
1

Table 2.3 Individ ual level stu d ies that exam ined associations am ong religion,; spirituality, and death by suicide
Source
Turvey et al.,
2002 (U S)
N isbet et al.,
2000
(U S)

S tudy Type
N ested casecontrol
Case-control

Target group
General Population
General population

D efin ition o f
R eligion/Spirituality
Religious affiliation
Religious attendance
R eligious attendance
Private rituals

./

O utcom e

i

A ge

(% 65+)
Death by Suicide

i
Death by suicide

.;

E ffects Found

OR (Attendance)=0.61 ( p O .0 5 )1 65+
OR (Affiliation)“ 0.292
O R(Never)=4.34 (p<0.001)J ; ;
50+
O R (l per m onth)=2.34(p<0.05)4 (84%)
OR( 1-3 month)= 1.49 (p=N S)5
O R (l-2w eek )= l;37 (p=N S)6
OR(3-6 w eek)=1.74 (p=N S)7 :

those who identified themselves as being religious in comparison to those who did not. 3-Odds of death by suicide for those who never attended a religious service
nor prayed in comparison to those who attended or prayed every day. 4=Odds o f death by suicide for those who attended a religious service or prayed at least once a
month in comparison to those who attended every day. 5=Odds of death by suicide for those who attended a religious service 1-3 times a month or prayed in
comparison to those who attended every day. 6=Odds o f death by suicide for those who attended a religious service or prayed at least 1-2 times per. week in
comparison to those who attended every day. 7=Odds of death by suicide for those who attended a religious service or prayed at least 3-6 times per week in
comparison to those who attended every day.

Summary
Our review o f the literature indicated that the nature of associations among religion,
spirituality, and suicide is underinvestigated. Research is needed investigating similarities and
differences between the construct of religion and the construct of spirituality as they pertain to
late-life suicide ideation.

Researchers who have conducted ecological studies examining

associations among religion, spirituality, and suicide constructs have often found a negative
association between religion/spirituality and suicide constructs in various nations worldwide;
however, the results o f past observational studies are inconsistent.

The current thesis examines the association between religion/spirituality, and suicide
ideation in a sample o f community residing older adults based on data collected in a longitudinal,
cohort study o f community residing older adults 65 years o f age and older. Our study will be the
first statistically controlled study exploring associations among religion, spirituality, and suicide
ideation, employing a psychometrically evaluated scale (GSIS) for suicide ideation and multiple
aspects of religion and/or spirituality using single-item questions and multi-item scales.

Chapter Three
Objectives & Aims

In the present study, we sought to investigate associations among religion, spirituality,
and suicide ideation in community-residing older adults. We specifically sought to explore
potential associations among measures of religiosity and spirituality and to investigate
associations between religion, spirituality, and suicide ideation. In order to guide our analyses

spirituality which are hypothesized in the literature to be associated with reduced likelihood o f
suicide ideation. It is important to note that some scales that we employed in our study consisted
o f multiple dimensions o f religion and/or spirituality.

For example, Seidlitz and colleagues

(2002 stated that spiritual transcendence index is consisted o f two subset of questions; the first
subset of questions may assess spirituality with religious themes (e.g. direct indication o f the
word “God”) and the second subset of questions are developed to assess spirituality with non
religious themes.

Therefore, we aimed to conduct an exploratory factor analysis to better

understand the underlying factor structure of items that we employed, in order to enhance our
understanding o f the association o f different aspects o f religion and spirituality with suicide
ideation.
Aim 2
To explore associations among measures of religion and spirituality
Researchers often utilize self-identification as being religious or spiritual, the frequency
o f religious service attendance, or the frequency o f conducting religious rituals as proxy
measures o f religion and/or spirituality. Given that religion and spirituality are complex and
multidimensional constructs, various proxy measures o f these constructs may not be associated
with each other. For example, self-identification as being spiritual may not be associated with
the frequency o f religious service attendance.

It is also important to know whether proxy

measures o f religion (e.g. self-identification as being religious) are associated with proxy
measures o f spirituality (e.g. self-identification as being spiritual). Another question that could
be answered was whether self-identification as being religious was associated with frequency o f
religious service attendance.

In addition, there is no estimate of the degree and direction o f

associations among proxy measures o f religion and/or spirituality in older adults; for example,
we do not know whether frequency of conducting religious rituals is positively associated with
the frequency o f religious service attendance. The answer to such questions may provide a better
understanding o f the comparability o f measures used in previous research studies. Also, given
the existence o f multi-item scales assessing different aspects o f religion and/or spirituality (e.g.
religious meaning in life or religious reasons for living), it is important to know the degree o f
association between these multi-item measures o f religion and/or spirituality with single item
measures of these constructs.
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Aim 3

■

To explore trends in self-identification as being religious and/or spiritual
We sought to explore patterns of self-identification as being religious and/or spiritual.
Zinnbauer and colleagues (1997) have maintained that in order to have a better understanding of
religion or spirituality, it is important to learn about ways in which religious and spiritual people
would apply these terms to themselves. Previous studies among younger adults indicated that a
large proportion o f participants self-identified as being both religious and spiritual or neither
religious nor spiritual; suggesting that for a majority o f participants, these constructs overlap.
These studies also found that the next largest group was composed o f those who self-identified
as being spiritual but not religious, and the. smallest group included those who self-identified as
being religious but not spiritual (Dyson, Cobb, & Forman, 2007; Larson et ah, 1998; Pargamènt,
1997; Zinnbauer, 1997). Some researchers have used self-identification as being religious and/or
spiritual as a proxy for participants’ definition o f these constructs (Palley, 2008). For example,
they maintained that older adults who self-identify as being religious and spiritual or neither
religious nor spiritual may consider these constructs to be similar. Little is known regarding
trends in self-identification as being religious and/or spiritual among older adults. It is important
to explore the proportion o f community residing older adults who would self-identify as being
both religious and spiritual or neither religious nor spiritual. It is also interesting to be able to
compare the proportion o f older adults who would self-identify as'being spiritual but not
religious in comparison with participants who would self-identify as being religious but not
spiritual.

More information in this regard could provide a better understanding o f trends in

which older adults self-identify as being religious and/or spiritual.

Aim 4.
To explore differences in the frequency of attending religious services or the frequency of
conducting religious rituals between the following groups:

a) Participants who self-identified as being religious versus participants who self-identified
as being non-religious
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b) Participants who self-identified as being spiritual versus participants who self-identified
as being non-spiritual
Daly (2005) maintained that religiousness manifests itself in external rituals o f devotion
or worship, while spirituality focuses upon an inner state of being. Daly believed that religiosity
should be understood with respect to an external authority which is evidenced in the extrinsic or
intrinsic practices o f rituals, the most typical o f which is attendance of services at places of
worship. Our analyses could help us discover whether there are certain religious behaviours (i.e.
attending weekly religious services or conducting daily religious rituals) that could be used as a
distinguishing factor to identify participants who self-identify as being religious from
participants who self-identify as being spiritual.

:

To explore group differences among participants who self-identified as being religious
and/or spiritual with participants who self-identify as being non-religious and/or non
spiritual in terms of demographics, severity of depressive symptoms, meaning in life, social
support, and suicide ideation
We aimed to explore whether there would be any demographic (age, sex) differences
among participants who self-identified as being religious and/or spiritual with participants who
self-identified as being non-religious and/or non-spiritual.

Also, there is evidence suggesting

that religion and/or spirituality may reduce risk for suicide by providing a source o f meaning in
life, by promoting mental health, and/or by providing access to social support (Thoresen, 1999).
Therefore, we aimed to explore whether persons who self-identified as being religious and/or
spiritual would report greater levels of perceived' social support and meaning in life or would
report lower levels o f suicide ideation, depressive symptoms, and perfectionism in comparison
with participants who self-identified as being non-religious and/or non-spirituali These analyses
could provide us with a better understanding o f possible group differences among participants.
Aim 6

■ ■

To explore associations among religion, spirituality, and suicide ideation
We sought to explore whether religion and/or spirituality are negatively associated with
suicide ideation controlling for demographic (age and sex), risk factors (depressive symptoms,
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self-rated level o f health, and perfectionism), and a resiliency factor (social support). Theorists
have maintained that religiosity and/or spirituality may protect individuals against suicide
ideation through various mechanisms. Some evidence from previous studies on populations and
adults (in various age groups including older adults) suggest that religion and/or spirituality are
negatively associated with suicide ideation (Rasic et ah, 2009; Sisask et al., 2010). However, in
addition to methodological limitations (e.g. lack of statistical control for covariates) associated
with previous studies, evidence regarding negative associations among religion and/or
spirituality with suicide ideation is limited and inconsistent as some studies found that there are
no associations or positive associations among religion, spirituality, and suicide ideation (Dervic,
2004; Heisel & Flett, 2008; Neeleman, 1998; Rasic, 2009). In addition, given that religion and
spirituality are multidimensional constructs, it is important to know which aspect(s) of religion
and/or spirituality are associated with reduced risks for suicide ideation. Therefore, we were
interested to. better understand associations among religion, spirituality, and suicide ideation by
controlling for factors that we found to be associated with suicide ideation in our literature
review (see Figure 3.2).

We examined perfectionism as a potential risk factor for suicide

ideation given findings in various age groups o f associations among perfectionism, religion, and
suicide ideation (Bieling, Beck, & Brown, 2004; Hewitt, Flett, & Turnbull-Donovan, 1992;
Hewitt, Flett, & Weber, 1994; Hewitt, Norton, Flett, Callander, & Cowan, 1998; O’Riley, 2010;
O ’Riley et ah, 2008). In addition, we sought to explore associations between various aspects of
S'X

religion and/or spirituality with suicide ideation. We were interested to explore the nature o f
association between each aspect of religion and/or spirituality with suicide ideation controlling
for other aspects o f religion and/or spirituality (also controlling for risk and resiliency factors).
For example, we wanted to explore whether attending religious services could negatively predict
suicide ideation controlling for other aspects o f religion and/or spirituality (i.e. self-identification
as being religious, self-identification as being spiritual, frequency of conducting religious rituals,
religious meaning in life, spiritual transcendence, and religious reasons for living), risk factors,
and resiliency factor for suicide ideation. In order to have a better understanding o f possible
mechanisms in which religion and/or spirituality may reduce risk for suicide ideation, we sought
to explore associations among religion, spirituality, and 4 domains of suicide ideation. Heisel
and Flett (2006) created a suicide ideation scale assessing 4 domains o f suicide ideation
including: suicide ideation, death ideation, loss o f personal and social worth, and perceived
meaning in life.

Another reason for using the GSIS subscales was that it is possible that some
44

individuals at elevated risk for suicide might deny suicide ideation; that is they are less likely to
endorse items that have the word “suicide”. However, not all subscales for the GSIS have the
word “suicide” as they measure different domains of suicide ideation. Therefore, employing the
GSIS’s subscales allows us to assess associations among religion and/or spirituality with
domains of suicide among individuals who do not endorse frank suicide ideation. In addition,
use of the GSIS subscales would help us better understand the possible mechanisms in which

.V
\

V .
v
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C hapter Four
Methods
Procedure

Data were collected as part of a longitudinal cohort study o f community residing older
adults in London, Ontario funded by the Ontario Mental Health Foundation and Lawson Health
Research Institute (M amin J. Heisel, PI). Baseline data were collected in 2008-2010.

Participants provided written informed consent; oral and substitute consent were not
accepted. The Principal Investigator (Dr. Marnin Heisel) supervised data collection, storage,
scoring, analyses, and interpretation of findings. Trained research personnel, consisting o f 2
undergraduates, 3 MSc. candidates in Epidemiology and Biostatistics, one Ph.D. candidate, 2
research assistants (B.A. level), and the study Principal Investigator recruited participants in
seniors’ centers and wellness programs, public malls, libraries in the London area, and by way of
community presentations, and posted flyers. Permission was requested from mall management,
library-staff, and/or centre directors to post study flyers in prominent locations and to approach
and recruit older adults. On-site staff members facilitated introductions, where appropriate. ?

Sample Characteristics
The sample included 173 older adults. The mean age of the sample was 73.8 years
(SD=6.1; ranging from 65 to 93), 70.5% (N=122) were women, and 29.5% (N=51) were men.
Participants were required to be 65 years or older, capable o f speaking and understanding
English, o f providing informed consent, and of passing a cognitive screen (Mini Mental State
Examination > 21) to meet study inclusion criteria. Participants were excluded if they appeared
to be intoxicated, psychotic, delusional, aggressive, or intimidating to study personnel or did not
meet study inclusion criteria. Nobody was found to meet the exclusion criteria.
Research personnel described the study’s purpose and methods to potential participants,
answered any questions that they had, and provided them with a letter of information and a
consent form approved by The University of Western Ontario Health Sciences Research Ethics
Board (HSREB). Study interviews took place in the South Street site of London Health Sciences
Centre, a teaching hospital. Participants were given $25 for completing each study assessment

phase.

Participants’ parking or transportation costs were reimbursed up to $10 per visit.

Participants could take frequent breaks and were allowed to complete the; session in multiple
sittings over a 1-2 week period, if fatigued or for other reasons. Accommodations were made for
individuals with visual, auditory, and/or functional impairment. Participants were referred for
care if struggling from emotional or cognitive difficulties as determined by the study P.I., a
registered psychologist.
Measures
Trained interviewers administered all research tools verbally in order to standardize
administration o f study measures and to ensure accuracy o f participant responses. Participants
were administered a demographics questionnaire, a cognitive screen, and study measures o f
suicide ideation and psychological risk and resiliency factors, including measures o f religion and
spirituality.

Demographics
Participant demographic characteristics were assessed with the demographic form (see
Appendix A). The form included questions asking participants about their age, sex, years o f
education, marital status, number o f children, employment status, and self-rated physical health
problems (self-reported ratings, from l=Extremely Poor to 7=Extremely Good).
: •' . '
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Suicide Ideation

'

. . .
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Suicide ideation was assessed with the Geriatric Suicide Ideation Scale (GSIS) a 31-item
multidimensional measure developed and validated among older adults (Heisel & Flett, 2006).
The GSIS is scored on a 5-point Likert scale with item responses ranging from 1 (Strongly
Disagree) to 5 (Strongly Agree). The GSIS demonstrated internal consistency for total scores
(Alpha = 0.93) in a previous study (Heisel & Flett, 2006, 2007, 2008). Construct validity for the
GSIS have been demonstrated by positive associations with measures o f depression,
hopelessness, and self-reported health problems, and negative associations with life satisfaction,
psychological well-being, and meaning in life (Heisel & Flett, 2006, 2007, 2008). The GSIS has
4 subscales assessing Suicide Ideation, Death Ideation, Loss of Personal and Social Worth, and
Perceived Meaning in Life, a resiliency factor. In a previous study by Heisel and Flett, (2006),
' ; ' 47.

the Suicide Ideation subscale of the GSIS differentiated patient from non-patient groups,
supporting its use as a brief measure o f clinically significant levels o f late-life suicide ideation.
The: GSIS-Perceived Meaning in Life subscale is reverse-scored, such that higher scores reflect
less meaning in life.

Higher scores on the GSIS are indicative o f higher levels of suicide

ideation. The total scale has a potential range in scores o f 31 to 155; higher scores indicate
greater suicide ideation.

Religiosity
Religious affiliation (i.e. self-identification as being religious) was assessed, on the
demographic questionnaire form with a Yes/No question asking participants “Do you consider
yourself to be religious?”
practice a religion?”

Participants’ practice of religion was assessed asking “Do you

We asked participants to report their religious denomination in the

demographics form; this question was open-ended, asking participants to self-identify their
religion. Frequency o f religious observance and rituals were assessed asking “How often do you
attend religious services?” and by asking “How often do you engage in religious rituals?”
We found that previous studies categorized the frequency of religious service attendance
as weekly or more versus less than weekly. For example, Heisel and Flett (2008) categorized
religious observance into two categories (weekly or more versus less than weekly), we followed
the same categorization. We also found that previous studies often categorized the frequency o f
\
religious prayers as daily or more versus less than daily (e.g. Heisel & Flett, 2008); we followed
the same categorization.

Religious reasons for living were assessed with a subscale o f The Reasons for Living
Scale Older Adult version (RFL-OA) (Edelstein et ah, 2009) a 69-item instrument that measures
reasons for not ending one’s life among older adults (Edelstein et ah, 2009). Shreve-Neiger
(2000) found that the RFL-OA statements could be divided according to content into four
subscales, Survival/Coping, Family/Others, Religion, and Fear o f Suicide.

The RFL-OA

Religiosity subscale includes questions asking participants to rate various religious reasons not
ending their own lives. Therefore, this subscale assesses religious reasons participants provide
for not killing themselves when contemplating suicide. A study found that RFL-OA Religiosity
is correlated significantly with various scales that measure religiosity (Martin, 2000; Shreve-

Neiger, 2000); it is important to note that some items on the RFL-Religiosity would tap into
traditional organized religious beliefs such as going to “hell” because of suicide (Martin, 2000;
Shréve-Neiger, 2000).

Dervic and colleagues (2004) used the RFL-Religiosity to measure

individuals’ attitudes (i.ge. negative attitudes) toward suicide.

Participants could rate the

importance of religious reasons for not taking their own lives (e.g. “I am afraid o f going to hell”).
Scoring o f the RFL-OA Religiosity is on a 6-point Likert scale assessing importance of each item
for not ending one’s life with item responses ranging from 1 (extremely unimportant) to 6
(extremely important). RFL-OA Religiosity scores potentially range from 1 to 84 (Edelstein et
al., 2009); higher scores on the RFL-Religiosity are indicative of more religious reasons for not
killing oneself.

Religious meaning was assessed with Krause’s (2002, 2003) 6 item Religious Meaning
Index (RMI) (Krause, 2003).
religion.

Religious meaning refers to meaning in life that arises from

General sense o f meaning in life can arise from various sources, such as personal

relationships, work, hobbies, or religion (Reker, 2000). The RMI measures various religious
beliefs that are thought to be associated with a greater sense of purpose and meaning in life (e.g.
“I find meaning in religious experiences”). For example, some items in this index measure
religious beliefs such as: beliefs regarding God’s plan for people’s lives, the role of one’s
religious beliefs in his/her life, or world view in better understanding o f oneself. The results o f
A
reliability evaluations o f the RMI have revealed that the RMI’s six religious meaning indicators
'

'

\

reflect a single underlying construct and have demonstrated internal consistency among adults 18
years o f age and older (Cronbach's Alpha= 0.946) (Krause, 2002, 2003).

Responses to

questions from RMI are on a Likert-type scale, ranging from 1 to 4 (1= “disagree strongly”, 2 =■
“disagree somewhat”, 3 = “agree strongly”, and 4 = “agree somewhat”).

The RMI has a

potential range in scores o f 6 to 24; higher scores indicate greater levels of religious meaning in
one’s life. ■

)/.,

Spirituality
Spirituality (i.e. self-identification as being spiritual) was assessed on the demographic
questionnaire form with a Yes/No question asking participants “Do you consider yourself to be
spiritual?” Spiritual transcendence was measured with the Spiritual Transcendence Index (STI;
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Seidlitz et al., 2002), an 8 item Likert scored measure.

Spiritual transcendence refers to a

perceived experience of the sacred that affects one’s self-perception, feelings, goals, and ability
to transcend one’s difficulties (Seidlitz et al., 2002). The scale was designed to accommodate
various conceptualizations o f spirituality. The experts who developed this scale found that a
relationship with God was associated with spirituality for many people, (Seidlitz et al., 2002).
Therefore, one subset o f four items refers specifically to "God," and a second subset of four
items refers to "spirituality" or "spiritual" (Seidlitz et al., 2002). Conceptual characteristics o f
the STI include its focus on perceived psychological effects of one's spirituality rather than on
specific behaviours or beliefs, and its lack o f explicit reference to "religion," which for many
people connotes organized religion (Seidlitz et al., 2002). This subscale measures experiences
specifically deriving from the respondent's own conceptualization of spirituality which may
render it applicable for individuals who identify with non-religious forms of spirituality, (e.g.
“My spirituality helps me to understand my life's purpose” or “My spirituality helps me feel
connected with something greater than m yself’).

Psychometric analysis of the STI has

demonstrated internal consistency (Cronbach’s Alpha =0.90) and construct validity by way o f
significant correlation between STI total scores and measures o f religiosity in samples of adults
18 years of age and older (Seidlitz et al., 2002). Responses to STI items are scored on a Likerttype scale, ranging from 1 to 6 (1 = “strongly disagree”, 2 = “disagree”, 3 = “slightly disagree”, 4
= “slightly agree”, 5 = “agree”, and 6= “strongly agree”). The STI has a potential range in scores
o f 8 to 48; higher scores indicate greater levels o f spirituality.
V ■' , .
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Depression
Severity o f depressive symptoms was assessed with the Geriatric Depression Scale
(GDS), a 30-item yes/no scored measure developed to screen for depression among older adults
(Brink et al., 1982; Yesavage et al., 1983). The GDS has been used in studies and has been
shown to be a valid and reliable test with internal consistency (Cronbach's Alpha= 0.82 to 0.99),
and construct and criterion validity with older adults across diverse settings and cultures (Heisel
& Flett, 2008; Stiles & McGarrahan, 1998). The GDS has a potential range of scores of 0 to 30;
higher scores on the GDS are suggestive of greater depressive symptoms. GDS scores have been
shown to be associated with suicide ideation (Heisel et al., 2005, 2010).
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Perfectionism
- As previously mentioned in our literature review, perfectionism is also associated with
greater risk for suicide ideation (Bieling, Beck, & Brown, 2004; O’Riley, 2010; O'Riley et al.,
2008). Given the evidence that perfectionism may be associated with religion and suicide
ideation, we decided to control for perfectionism.

Perfectionism was assessed with the

Multidimensional Perfectionism Scale (MPS) (Hewitt & Flett, 1989; 1991) a 45-item measure
that assesses 3 domains o f perfectionism (i.e. self-oriented, other-oriented and socially prescribed
perfectionism). The MPS has been shown to be a reliable (Cronbach's Alpha = 0.82 to 0.99) and
valid tool for measurement o f perfectionism in the general population (Hewitt et al., 1991). MPS
subscales have a potential range in scores of 15 to 105; higher scores on the MPS subscales are
suggestive o f greater levels o f self-oriented perfectionism, other-oriented perfectionism, and
socially prescribed perfectionism.

Perceived Social Support
Perceived social support was assessed with the Multidimensional Scale of Perceived
Social Support (MSPSS) a measure of perceived support from significant others, family, and
friends (Zimet et al., 1988).

The MSPSS has been validated in a wide range of samples,

including older adults, and has been shown to be a valid and reliable measure of social support
(Cheng & Chan, 2003; Kazarian & McCabe, 1991; Stanley, Beck, & Zebb, 1998; Zimet et al.,
1988). The MSPSS has a potential range in scores o f 12 to 84; higher scores on the MSPSS are
suggestive o f greater perceived social support.

Meaning in Life
Meaning in life (MIL) was assessed with the newly developed Experienced Meaning in
Life Scale (EMIL, Heisel, 2009). The P.I. (Dr. Marnin Heisel) has designed this 40 item scale to
assess themes o f Creative, Experiential, Attitudinal, and Ultimate meaning in life among older
adults consistent with Frankl’s theory. The EMIL has been shown to be a reliable (Cronbach's
Alpha = 0.93) measurement tool (Heisel, 2009). The test re-test reliability for the EMIL was
0.76 (p<0.001) (Heisel, 2009).Responses to questions from EMIL are on a Likert-type scale,
ranging from through 1 = “strongly disagree” to 5 = “strongly agree”. The EMIL has a total
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potential range in scores o f 40 to 200; higher scores on the EMIL are suggestive of greater
meaning in life.

Table 4.1 Description of scales used in this study
Scale
Geriatric Suicide Ideation Scale (GSIS) total scores
Geriatric Depression Scale (GDS) total scores
Multidimensional Scale of Perceived Social Support
total scores
Multidimensional Perfectionism Scale (MPS) (Selforiented Perfectionism subscale)
Multidimensional Perfectionism Scale (MPS) (Otheroriented Perfectionism subscale)
Multidimensional Perfectionism Scale (MPS)
(Socially prescribed Perfectionism subscale)
Experienced Meaning in Life Scale (EMIL) total
scores
Reason for Living scale- Older Adult version (RFLOA) Religiosity subscale
Krause’s Religious Meaning Items (RMI)
Spiritual Transcendence Index (STI)

.Statistical-Plan ..

.............. ...

Number o f Items
31
30

Scale
1 to 5
Yes or No

Theoretical Range
31 to 155
0 to 30

12

1 to 7

12 to 84

15

1 to 7

15

1 to 7

15 to 105

15

1 to 7

15 to 105

40

1 to 5

40 to 200

1 to 6

14 to 84

1 to 4
1 to 6

6 to 24
8 to 48

.

14
6
8

....

.

......-

■

15 to 105

...

Statistical analyses were conducted using PASW Statistics (version 18.0) software for
Windows. Descriptive statistics included frequencies and percentages for categorical variables
and means, standard deviations, and ranges (maximum and minimum -values) for continuous
variables. Reliability for continuously-scored study measures was assessed us|ng the Cronbach’s
Alpha coefficient, and Kuder Richardson coefficient of reliability was assessed for measures
with Yes/No response options.

In order to assess the degree and direction o f associations among measures of religion
and spirituality we conducted correlational analyses.

Bivariate associations were computed

employing zero order Pearson product-moment correlation coefficients (r) when both variables
were continuous, Kendall's Tau and the Phi coefficient o f association when variables were
nominal, and point-biserial correlations (rpb) when one variable was continuous and one was
categorical.-..

In order to have a better understanding of similarities and differences associated with
constructs of religion and spirituality and to explore the underlying factor structure of these
constructs, we conducted an exploratory principal axis factor analysis of items assessing various
aspects of religion and/or spirituality.

Principal axis factor analysis was used because the

primary purpose was to explore the underlying factor structure o f questionnaire items. First, we
reviewed all items that were employed in our study and selected those that reflected religion
and/or spirituality. Thirty-eight questions remained in this step from 4 different scales (STI,
RMI, EMIL, and RFL), and from the demographic questionnaire. Selection of these questions
occurred first at the intuitive level for the establishment o f a sphere o f relevance for analysis. We
next examined associations among these items. Experts have indicated that when conducting a
principle-axis factor analysis, it is important to have variables that are associated (r<0.3) with at
least one other variable which is being employed in the analysis (DeCoster, 1998; Jolliffe, 2002).
This step could also provide a better understanding of associations among items employed in our
analysis. We used the Kaiser-Meyer-Olkin measure o f sampling adequacy and Bartlett's test o f
sphericity to examine the sampling adequacy. Before deciding on the final number of factors we
conducted a number o f exploratory'factor analyses looking at several different models, with
different numbers o f factors (i.e. 2, 3, 4, 5, 6 and 7 factors). We determined the number o f
factors to extract by exploring the Scree output and the number of factors with Eigen-values
greater than 1, and examining the factor loadings and content o f numerous factor solutions
(Comrey & Lee, 1992; Febrigar et ah, 1999; DeCoster, 1998; Jolliffe, 2002).

We explored associations among 2 categorical variables using Pearson’s chi-square
statistics. In order to explore trends in self-identification as being religious and/or spiritual we
constructed a contingency table to observe the proportion o f participants who would self-identify
as being both religious and spiritual, spiritual but not religious, religious but not spiritual, or
neither religious nor spiritual. We conducted Pearson’s chi-square analyses to test whether the
trend in self-identification as being religious and/or spiritual as mentioned above was statistically
significant. Next, we explored group differences in the frequency of attending religious services
or the frequency o f conducting religious rituals between participants who self-identified as being
religious with participants who self-identified as being non-religious. We also explored
differences in the frequency of attending religious services or the frequency o f conducting

'
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religious rituals between participants who self-identified as being spiritual with participants who
self-identified as being non-spiritual. We constructed 4 contingency tables and conducted
Pearson’s chi-square analyses for each table to explore whether there were significant differences
in the frequency o f attending religious services or the frequency of conducting religious rituals
among groups o f participants which was mentioned above.

Two independent sample t-tests were employed to assess between groups differences for
continuous variables. First, we compared participants who self-identified as being religious with,
participants who self-identified as being non-religious. Second, we compared participants who
self-identified; as being spiritual with participants who self-identified as being non-spiritual;
Finally, we. compared participants who self-identified as being either religious and/or spiritual
\

with participants who self-identified as being neither religious nor spiritual.

We also employed

t-tests in order to examine significant differences in average total scores on domains , of
perfectionism, depression, self-rated physical health problems, meaning in life, ultimate meaning
in life, creative meaning in life, experiential meaning in life, attitudinal meaning in life, and
perceived social support between participants who self-identified" as being religious and/or
spiritual with participants who self-identified as being non-religious and/or non-spiritual. We
found from our literature review that a process in which religiosity and/or spirituality are
associated with reduced risk for suicide ideation is by promotion o f meaning in life (Ellison,
1993). Meaning in life was measured using total scores on the EMIL; in addition we measured 4
\

''

dimensions o f meaning in life using EMIL-Ultimate Meaning in Life, EMIL-Creative Meaning
in Life, EMIL-Experiential Meaning in Life, and EMIL-Attitudinal Meaning in Life. Leverie’s
test for equality o f variance between groups was first performed to assess whether the variance
within the two groups being tested were comparable.

If the results of this test were not

significant, the t-statistics for the traditional t-test was reported. In the event that the Levene’s
test statistic was significant, indicating that the groups being tested had significantly different
between-group variances, the t-statistic for testing groups with unequal variances was presented.

In order to explore whether there is a negative association among religion, spirituality and
suicide ideation we constructed linear regression models using four separate steps for each
suicide ideation outcome. Our outcome variables were total scores on the GSIS and scores on
the GSIS subscales (GSIS-Suicide Ideation, GSIS-Death Ideation, GSIS-Loss o f Personal and
54'

Social Worth, and GSIS-Perceived Meaning in Life). We selected covariates based on findings
of our literature review. Variables identified as being associated with suicide ideation in past
investigations include age, sex, self-rated physical health problems, depression, perfectionism,
and perceived social support. We included sex and age as demographic covariates since national
mortality data indicate that men and older adults are consistently at higher risk for death by
suicide. We included perfectionism as a potential risk factor given previous findings o f an
association between perfectionism and suicide ideation.

In the first step, we assessed the

contributions o f age and sex in predicting suicide ideation. In our second step, we added risk
factors of suicide ideation to our list of predictors, including depressive symptom severity, selfrated physical health problems, and perfectionism;

The third step added perceived social

support. Finally, in our fourth step we included measures of spirituality and religiosity. In our
final model, the regression coefficient for aspects o f religion and spirituality were assessed to
determine whether they were meaningful predictors o f suicide ideation in older adults after
potential confounders were included. Model accuracy was assessed at each step by adjusted R
square values. Assessment o f change in the predictive value between steps was assessed using
significant values o f F change. Given that some risk or resiliency factors that we employed in
our regression models were positively correlated with each other (e.g. religious meaning in life
and spiritual transcendence), colinearity diagnostic tests were performed for all regression
models and "tolerance" and Variance Inflation Factor (VIF) values were obtained to assess the
‘x

possibility of colinearity among various predictors that we used in our regression models.
^
'
' -.V '■
We next built a parsimonious model for suicide ideation initially including all variables
previously found as predictors o f suicide ideation. We excluded variables representing risk and
resiliency factors that were not significantly associated with suicide ideation, using a stepwise
approach. First, we excluded variables with p-values greater than 0.10 and then we excluded
variables with p-value greater than 0.05. As in our previous regression model, the regression
coefficient for religiosity and/or spirituality variables were assessed to determine whether they
were meaningful predictors o f suicide ideation in older adults after removing risk and resiliency
factors. Model accuracy was assessed at each step by adjusted R square values. Assessment of
change in the predictive value between steps was assessed using significant values o f F change.
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C hapter Five
' Results.
Sample

The sample included 173 older adults, of mean age 73.8 years (SD-6.10; ranging from 65
to 93), 29.5% (N=51) o f whom were men, and 70.5% (N=122) of whom were women.
Descriptive statistics are reported in Tables 5.1-5.5. Findings revealed a diversity of religious
denominations of which Protestants (97 participants) formed the biggest group.

A greater

proportion o f women self-identified as being spiritual but there was no difference in the
, proportion of women and m en in terms o f self-identification as being religious (Tables 5.3 and
5.4 ). We found no significant difference between men and women in frequency of religious
service attendance, and frequency of conducting religious rituals (See Appendix B).

Wc also

found no significant difference in terms of average age comparing men and women. There was
no significant difference in average scores on. self-rated physical health problems when we
compared men with women.

Slightly less than one half of the participants reported being

married, about one quarter were widowed, and 20 percent were divorced. Participants reported
having an average o f 2.9 children, and 1.4 grand-children. . . . . . . . . .

Participants on average scored relatively high in cognitive functioning on the MMSE
(Mean=28.9) close to a maximum possible score o f 30. The average self-rated level o f physical
;

\

......................

health was also high (Mean=5.7) given that the maximum possible score was 7. Our study’s
participants scored relatively low in suicide ideation on the GSIS (Mean=43.11). A previous
study found that the average scores on the GSIS was 57.1 for a heterogeneous sample o f older
adults (Heisel & Flett, 2006). The same study found that the average total scores on GSIS was
47.6 among community residing older adults and the average GSIS scores was 67.4 for
psychiatric inpatients (Heisel & Flett, 2006); total scores above 60 on the GSIS have shown to be
clinically significant (Heisel, 2005; Heisel & Flett, 2006).

Participants also scored relatively

low in severity o f depressive symptoms on the GDS (Mean=4.02) compared with standard
ranges o f scores for older adults without depression (scores between 0 and 9), and those who are
mildly depressed (10-19), or severely depressed (20-30) (Geriatric Depression Scale, Yesavage et
al„ 1983).
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Participants on average scored 16.5 on the RMI and on average scored 45.2 on the RFLReligiosity. The scores on the STI (M=4.04) were close to the maximum possible score o f 5
lenecung greater levels or reported spirituality,

a

summary or descriptive statistics tor measures

of religion and spirituality is provided in Tables 5.6. A correlational matrix of associations
among all the measures that we employed in this thesis is provided in table 5.7.

Table 5.1 Participants’ demographic characteristics (N=173)
Variable
Marital status

Category

N

%

Cumulative %

Married, living with spouse

77

44.5

44.5

Widowed

48

27.7

72.2

Divorced

32 ■ ...

18.5

90.7

Never Married

7

4

50.0

1 ......

4

68.5

0.6

99.4

.

Other
Married, not living with spouse
. Legally separated... ..........Employment status

1

.... .........-.'-.1— ...

............0.6

100... :

Retired

155

89.6

89.6

Part time work

10

5.8

95.4

Full time work

4

2.3

97.7

1.7

99.4

0.6

100.0

Volunteer
Student
Age categories

.

.

. ■ 3
1 ■

n

Young old (65-74)

90

53.6

Old old (75-84)

70

41.7

95.2

Oldest old (85+)

8

4.8

100.0

\

53.6

Table 5.2 P articip an ts5 religiou s affiliation, frequency o f attending services, and frequency o f
conductin g religious rituals

Variable

N ;

Category

Religious affiliation

%

Cumulative %

Protestant

97

56.1

56.1

Catholic

30

17.3

73.4

None

21

12.1

85.5

Jewish

10

5.8

91.3

Humanist

5 ■■■

2.9

94.2

Agnostic

3

1-7

95.9

Other

2

1.2

Atheists

2

: 1.2

98.3

Buddhist

1

0.6

99.4

■■■■ ,1 : :

0.6

100

Muslim

:

97.1

Frequency o f attending religious

Less than weekly

106

61.3

61.6

services

At least weekly

66

38.2

99.4

Frequency o f engaging in religious
rituals

Less than daily

95

54.9

54.9

At least daily

78

45.1

100.0

Table 5.3 P articip an ts5 self-id en tification as being religious by sex
Variable
Sexa

Partici )ant considers self to be a religious person
Yes (% within sex)

No (% within sex)

M en

17(34.0)

33 (66.0)

Total (% within sex)
\
50(100)

W om en

59(50.0)

59 (50)

118(100)

76 (45.2)

9 2(54.8)

168(100)

Total
Note: a=x2==3.63, p=0.057

Table 5.4 P articip an ts’ self-id en tification as being spiritual by sex
Variable
Sexa

Partici )ant considers self to be a spiritual person
M en
W omen

Total
Note: a=x2=5.10, p<0.05

Total (% within sex)

Yes (% within sex)

No (% within sex)

33 (64.70)

18(35.3)

51 (100)

97(56.7)

23 (19.2)

120(100)

130(76.0)

41 (24.0)

171 (100)

V

Table 5.5 P articipant descriptive statistics for study measures
Variable

N

Minimum
Scored Value

Maximum
Scored Value

Mean

Standard
Deviation

GSIS Total scores
GSIS-Suicide Ideation

171

31

74

'43.2

10.5

171

10

23

12.2

3.2

Cronbach’s
Alpha in
present study
0.91
0.90

GSIS-Death Ideation

171

16

6.7

! : 2 .3 ..

0.90

GSIS-Loss o f Personal and

171

■■:5"
8

22

10.83

3.49

0.89

GSIS-Perceived Meaning
in Life

171

8

22

■ 10.8

3.5

0.91

GDS

170

0

23

4.0

4.1

0.84"

:

170

23

84

, 71.0

12.5

0.92

Self rated Physical Health

167

1

7

‘ 5.7

1.1

N/A

MPS-Self-oriented

132

34

132

21

14.5
11.44

0.70

MPS-Other-oriented
MPS-Socially Prescribed

97
81

132

21

-,
:

Social Worth

MSPSS

,

75

......
;

60.7
50.72
;

0.80

43.23

10.96
0.80
200
EMIL Total scores
173
120
171.5
0.84
17.8
Notes: A=Usmg Kuder Richardson Reliability. GSIS Total scores = Total scores on the Geriatric Suicide Ideation
Scale. GSIS-Suicide Ideation^ Scores on the Suicide Ideation Subscale of the Geriatric Suicide Ideation Scale.
-GSIS-Death Ideation= Scores on the Death Ideation Subscale o f the Geriatric Suicide Ideation Scale. GSIS-Loss of
Personal and Social Worth = Scores on the Loss of Personal and Social Worth subscale o f the Geriatric Suicide
Ideation Scale. GSIS-Perceived Meaning in Life = Scores on the Perceived Meaning in Life Subscale o f the
Geriatric Suicide Ideation Scale. GDS= Total scores on the Geriatric Depression Scale. MSPSS= Total scores on the
Multidimensional Scale of Perceived Social Support. MPS-SeIf-oriented= Scores on the self-oriented subscale o f the
Multidimensional Perfectionism Scale. MPS-Other-oriented= ; Scores on the other-oriented subscale o f the
Multidimensional Perfectionism Scale. MPS-Socially prescribed^ Scores on the socially prescribed subscale o f the
Multidimensional Perfectionism scale. EMIL Total scores = Total scores on the Existential Meaning In Life scale.

Table 5.6 Participant descriptive statistics for measures of religion and spirituality
Variable

N

Minimum
Scored Value

Maximum
Scored Value

Mean

Standard
Deviation

Cronbach 9s
Alpha in
present study
164
24
16.4
RMI
6
6.1
0.96
168
8
4.0
; STI
■ 1
'
1.6
0.97
173
78
RFL-Religiosity
43.1
19.3
13
0.94
Notes: RMMCrause’s Religious Meaning Items. STI= Spiritual Transcendence Index. RFL-Religiosity= Religiosity
subscale o f the Reason for Living Scale-Older Adults version.

Table 5.7 C orrelation m atrix for associations am ong measures employed in o ur study
V ariables
(l)G S IS total scores

a)

(2)

(3)

(4)

1

0.71*'

0.85'*

0.76“

a.53*‘ 0.55“

(2)G SIS-L oss o f Personal and :
Social Worth
(3)G SIS-M eaning in Life
(4)G SIS-D eath Ideation

1
" - ■

: -;
-

.

(5)G SIS-Suicide Ideation
(6)EM IL total scores

-

i

(9)

(10)

(ii)

0.77“ -0.40“ 0.42**

-0.15

0.03

-0.06

0.65“ -0.38“ 0.30“

-0.13

0.02

-0.03

0.51“

-0.59“ 0.23“ -0.31** -0.13

•-

1

: -

-

-

1

-0.18*

-

-

1

-■

-

-

-

- .

-

-

-

-

: .- ;

(8)STI

-■

(9)R FL-R eligiosity

-

(10)RM I

-

-

(ll)M S P S S

-

-

(12) Frequency o f attending
religious services *

-

.

(13)Frequency o f conducting
religious rituals ^

-

(14)Practice o f a religion *

-

-

-

(16)Self-identification as being
religious * -

-■

(17)Self-rated physical health

-

-

-

(18)MPS-Self-oriented

-

-

-

(19)MPS-Other-oriented

-

. -

-

(14)

(15)

(16)

(17)

(18)

(19)

(20)

-0.27“

0.05 : 0.06

0.11

0.03

-0.02

-0.33“

0.04

0.09

0.24“

-0.34“

-0.02

0.04

0.12

0.03

0.03

-0.42’* 0.04

0.04

0.31“

-0.23“ -0.34“

-0.05

-0.07

0.19*

0.12

0.03

-0.25** -0.01

0.09

0.16

0.18*

0.13

-0.11

0.24“

0.17*

-0.08

-0.08

-0.12

-0.17*

0.01

0.16

.067

0.29“

-0.09

0.06

-0.03

-0.09

0.05

0.07

0.09

-0.01

-0.01

-0.20“

0.09

0.02

0.19*

-0.35** 0.51“

0.31“

0.34“

0.38“

0.19“

0.19*

-0.23“ -0.27“

-0.11

0.41“

-0.02

-0.11

-0.17

-0.05 -0.03 -0.35** 0.01
_ __**
0.68
0.83“
0.09 0.45“

0.07

-0.03

0.05

-0.39“

-0.07

0.12

0.20*

0.16*

-0.13

-0.13

-0.08

0.52“ -0.47“ -0.16* -0.43“ -0.04
. _ .t«
0.56
-0.55“ -0.27“ -0.47** 0.02

-0.04

0.07

0.13

-0.09

-0.05

0.05

1

-0.10
1

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

: -

-

(13)

0.11

- - .

-

1

-

0.79

0.16

0.48**

1

0.08

0.47“

1

-0.06

■ -

1

- -

.

- ■

-

-

- .

-

-

-

- - -

- .:

-

:

-

- ;

-

- ■

-

-

-

-

-

- ■

-

-

-

-

-

- ...

-

i.

-

- -

0.07

-

-

-

-0.01

-0.09

-0.04

0.25*’

0.04

-0.05

-0.24**

-0.07

-0.30“

0.09

-0.04

0.10

-.042

-0.39“ -0.32** -0.27“

0.06

-0.07

-0.03

-.013

0.48*’ -0.52“
1

-

-

-

;

- .

-0.03

0.59“ -0.52“ -0.48*’ -0.43“

-

-

-

(12)

0.32“

-

(15)Self-identification as being
spiritual *

. -

0.67“ >0.10

-

■

(7)

(6)

-

(7)G D S

(20)MPS-Socially prescribed

0.42**

(8)

(5)

-

1

0.18*

0.28“

-0.01

-0.06

-0.16

-0.02

-

1

0.24“

-0.09

-0.02

0.09

0.15

-

-

1

0.17*

-0.03

-0.02

-0.09

-

-

-

1

-0.09

-0.11

-0.35“

1

0.51“

0.44“

-

- -

-

-

-

-

-

1

0.42“

-

-

-

. - -

1

Suicide Ideation Scale. (2)GSIS-Loss o f Personal and Social Worth - Scores on the Loss of Personal and Social Worth subscale of the GSIS. (3) GSIS- Meaning in Life = Scores on the Perceived
Meaning in Life Subscale o f the GSIS. (4) GSIS-Death Ideation= Scores on the Death Ideation Subscale of the GSIS. (5) GSIS-Suicide Ideation^ Scores on the Suicide Ideation Subscale o f the
GSIS. (6)EMIL Total scores = Total scores on the Existential Meaning In Life scale. (7) GDS= Total scores on the Geriatric Depression Scale. (8)STI =*Total scores on the Spiritual Transcendence
Index. (9) RFL-Religiosity=Scores on the RFL-Religiosity subscale of the Religious Reasons For Living-Older Adults version. (10) RMI= Total scores on the Krause’s Religious Meaning Item.
(11) MSPSS= Total scores on the Multidimensional Scale o f Perceived Social Support. (12) Frequency o f attending religious services (less than weekly, at least weekly). (13) Frequency of
religious rituals (less than daily, at least daily). (14) Do you practice a religion (Yes/No). (15)Are you a spiritual person (Yes/No). (16) Are you a religious person (Yes/No). (17) Self-rated physical
health problems (from 1 to 7). (18) MPS-Self-oriented= scores on the self-oriented subscale of Multidimensional Perfectionism Scale. (I9)MPS-Other-oriented= Scores on the other-oriented
subscale o f the Multidimensional Perfectionism Scale. (20)MPS-Socially prescribed= Scores on the Socially Prescribed subscale o f the Multidimensional Perfectionism Scale.

60

Exploratory Factor Analysis o f Religion and Spirituality Items
;• Initially, the factorability o f all items in our study assessing religion and spirituality (38
items from the Demographic Questionnaire, STI, RMI, EMIL, and RFL) was examined with
several well-recognized criteria (DeCoster, 1998; Jullieff, 2002) for the factorability such as: all
items were found to be correlated (at least r=0.3) with at least one other item, suggesting
reasonable factorability; the Kaiser-Meyer-Olkin measure of sampling adequacy was 0.9, above
the recommended value o f 0.6, and Bartlett’s test of sphericity was significant (x2- 5515.07, p <
.001). The diagonals o f the anti-image correlation matrix were over 0.5, supporting the inclusion
of each item in the factor analysis.

Fmally, the communalities were all above 0.3, further

confirming that each item shared some common variance with other items. Given that these
overall indicators met our statistical criteria for conducting the factor analysis, we proceeded
with the factor analysis o f the 38 items employing principal axis factoring (see Table 5.8).
Findings indicated that the first factor explained 49.4% of the variance, the second factor 9.1% of
the variance, and the third factor 6% of the variance (see Appendix C). The fourth and fifth
factors had Eigenvalues o f ju st over one, explaining 3% and 4% o f variance. The Eigen-values
for the first 6 factors were above one. The ‘levelling off’ o f Eigenvalue on the Scree plot was
after the third factor suggesting that questionnaire items that we employed in our study may be
associated with 3 underlying factors (see Appendix C).

N

Table 5.8 Factor loadings and communalities based on a principal axis factor analysis of 38 items (N
= 148)

■

v "
:.

.......

Factor
i

2

3

My faith gives me a sense o f direction in life (RMI)

0.82

0.36

0.09

My faith helps me better understand m yself (RMI)

0.79

0.35

0.13

My faith helps me better understand others (RMI)

0.78

0.32

0.12

I experience communion with God (STI)

0.76

0.34

0.39

God helps me to rise above circumstances (STI)

0.75

0.40

0.33

I aim to strengthen my relationship with God (STI)

0.75

0.40

0.33

My spirituality helps me to understand my life’s purpose (STI)

0.74

0.01

0.51

My spirituality is a priority for me (STI)

0.73

0.11

0.45

I can find a spiritual peace within when I experience problems (STI)

0.72

0.08

0.50

0.72

0.30

0.42

My spirituality gives me a feeling o f fulfilment (STI)

0.70

-0.00

0.52

I find meaning in religious experiences (STI)

0.64

0.38

0.40

I am aware o f God’s presence in my life (STI)

Table continues on next page
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Factor
i

2

3

God put me in this life because o f a purpose (RMI)

0.63

0.48

0.33

God has a specific plan for me (RMI)

0.62

0.55

0.28

God has a reason for everything that happens (RMI) ;

0.58

0.53

0.24

Practice o f a religion

0.53

: 0.27

0.06

Frequency o f engaging in religious rituals

0.50

0.31

0.19

Frequency o f attending services

0.42

0.33

0.06

Participant considers self to be a religious person

0.38

0.26

0.08

God will not overstrain me (RFL-OA)

0.34

0.73

0.21

God prevent me from even considering committing suicide (RFL-OA)

0.28

0.73

. 0.21

I like to show others God's way (RFL-OA)

0.32

0.72

0.16

My religious beliefs forbid suicide (RFL-OA)

0.26

0.71

0.15

I believe only God has the right to end my life (RFL-OA)

0.30

0.68

0.22

When I pray, God will give me the will to live (RFL-OA)

0.42

,0.68

0.29

Suicide would prevent me from going to heaven (RFL-OA)

0.12

0.67

0.11

I believe in God (RFL-OA)

0.44

0.65

0.30

I want the opportunity for companionship with my church family (RFL-OA)

0.36

0.56

0.18

I am afraid o f going to hell (RFL-OA)

0.01

0.52

0.05

-0.10

0.32

-0.02

My spirituality helps me feel connected with something greater than m yself (EMIL)

0.47

0.07

0.76

There is meaning in spirituality (EMIL)

0.47

-0.03

0.71

Our life experiences are part o f a greater purpose (EMIL)

0.24

0.24

0.66

We all serve a greater purpose in this world (EMIL)

0.10

0.18

0.66

I have faith that my life has significance (EMIL)

0.01

0.15

0.66

I serve some purpose in life (EMIL)

0.01

0.13

0.55

-0.04

0.13

0.43

0.36

-0.13

0.41

My religion gives me the strength to carry on in life (RFL-OA)

I am at peace with m yself (EMIL)
Participant considers self to be a spiritual person

v

Notes'. The factor analysis was computed using Principal axis Analysis with Kaiser normalization (0.94) and Berlet’s test of
Sphericity p <0.001. Equamax rotation method. Bolded items represent factor loadings o f above 0.5. Extraction Method: Principal
axis Factor Analysis (38 items) with pair wise exclusion of missing values. Items taken from the Demographic Questionnaire,
Krause’s Religious Meaning Items, Spiritual Transcendence Index, Religiosity subscale o f the RFL-Religiosity, and Existential
Meaning in Life.

Associations among Measures o f Religion and Spirituality
A correlational matrix for associations among measures of religion and spirituality is
presented in Table 5.9.

The results revealed significant positive associations (ranging from

r=0.27 to r=0.59, p<0.05); among single item measures o f religion and/or spirituality.

The

results indicated that single-item questions assessing aspects o f religion and/or spirituality were
significantly associated with multi-item measures o f religion and/or spirituality (ranging from
r=0.16 to r=0.55, p<0.05).

Self-identification as being spiritual was not associated with

frequency of religious service attendance (r=0.07, p=0.13), but was associated with other

measures of religion [e.g. RFL-Religiosity (r-0.16, p<0.05); self-identification as being religious
(r=0.24, p<0.01)]. Multi-item measures of religion and/or spirituality were also significantly and
positively associated with each other (ranging from r=0.68 to r=0.84, p<0.01).

The results

indicated various measures o f religion and spirituality are generally positively associated with
each other, with the exception o f self-identification as being spiritual which was not significantly
associated with frequency o f religious service attendance.

Trends in Self-Identification as Being Religious and/or Spiritual
We next conducted a chi-square analysis to explore patterns of self-identification as being
religious and/or spiritual (see Table 5.10). We compared the proportions of participants who
self-identified as being spiritual, religious, both, or neither. Results revealed an overlap between
self-identification as being religious and self-identification as being spiritual because 97 out o f
164 (59.1%) participants reported being both spiritual and religious (n=66) or neither spiritual
nor religious (n=31).

Thirty-five percent o f individuals identified themselves as only being

spiritual and 19% o f individuals identified themselves as neither spiritual nor religious. A greater
proportion of participants self-identified as being spiritual but not religious (35%) in comparison
with the proportion o f individuals who self-identified as being religious but not spiritual (6%).
Our chi-square analysis indicated that the observed trend was statistically significant (x =9.77,
p<0.01).

Table 5.9 Chi-square analysis of trends in self-identification as being religious, and/or spiritual
\

Religious
Yes (% total)
Spiritual

Total (% total)

No (% total)

Yes

66 (40.2)

57(34.8)

123 (75)

No

10(6.0)

31 (19)

4 1(25)

76 (45.2)

88 (53.8)

164(100)

Total

;

Note: a=x2=9.77, pO.Ol

Self-Identification as Being Religious or Spiritual and Frequency o f Religious Service
Attendance or Frequency o f Conducting Religious Rituals
We next conducted chi-square analyses to explore whether there are differences in the
frequency o f attending religious services or in the frequency o f conducting religious rituals
between participants who self-identified as being religious or spiritual with participants who selfidentified as being non-religious or non-spiritual (see Appendix D). We found that a greater
proportion of participants who self-identified as being religious attended weekly religious

services and conducted daily religious rituals comparing with participants who self-identified as
being non-religious. We also found that a greater proportion o f participants who self-identified
as being spiritual conducted daily religious rituals comparing with participants who selfidentified as being non-spiritual.

We found no significant difference in the proportion of

participants who self-identified as being spiritual and the proportion of participants who selfidentified as being non-spiritual in terms o f weekly religious service attendance.

Group Characteristics
: We conducted a series o f t-tests to explore differences between participants who selfidentified as being religious and/or spiritual with participants who self-identified as being non
religious and/or non-spiritual in terms o f age, self-rated physical health problems, severity of
depressive symptoms, perfectionism, perceived social support, meaning in life, and suicide
ideation.

We found no differences in age, self-rated physical health problems, severity of

depressive symptoms, perfectionism, perceived social support, and suicide ideation among
participants who self-identified as being religious and/or spiritual and participants who selfidentified as being non-religious and/or non-spiritual. The results indicated that participants who
self-identified as being religious and/or spiritual on average reported greater levels of meaning in
life and/or ultimate meaning in life compared with participants who self-identified as being non
religious and/or non-spiritual.

Associations among Religion, Spirituality, and Suicide Ideation

^

We next conducted a hierarchical multiple regression analysis to explore whether various
aspects o f religion and/or spirituality would negatively predict suicide ideation (See Table 5.11).
The results o f linear regression analyses indicated neither sex nor age were significantly
associated with suicide ideation on block 1. Our findings further indicated that when risk factors
were included in our model (Block 2), depressive symptom severity (B=0.73, p<0.001) was the
only variable that predicted suicide ideation, controlling for demographic factors, self-rated
physical health problems, and domains of perfectionism.

When we added perceived social

support to our regression model (Block 3), severity of depressive symptoms remained a
significant predictor of suicide ideation (B=0.65, p<0.001) controlling for demographic, risk,
and resiliency factors.

When we entered our measures o f religion and spirituality into the
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equation, only spiritual transcendence (B=-3.53, p<0.01) remained significantly negatively
associated with suicide ideation (Block 4).
Table 5.10 H ierarchical m u ltip le regression analysis predicting su icid e ideation (G SIS total scores)
B

Std. Error

p

(Constant)

32.28

12.17

0.01

Sex ;

0.08

2.06

0.96

Age

0.14

0.15

0.34

(Constant)

31.76

15.09

0.03

Sex

0.49

1.96

0.80

, Age

0.10

0.14

0.46

MPS-Self-oriented

-0.04

0.07

0.49

MPS-Other-oriented

-0.00

0.08

0.97

MPS-Socially Prescribed

0.17

0.09

0.07

GDS

0.73

0.22

<0.001

Self-rated physical health problems

-0.77

1.03

0.45

(Constant)

36.65

15.71

0.02

Sex

0.58

i 1.96

. 0.76

Age

0.11

0.14

0.44

MPS-Self-oriented

-0.03

0.07

0.59

MPS-Other-oriented

-0.01

0.08

0.95

. 0.15 i

0.09

0.10

GDS

0.65

0.23

<0.001

Self-rated physical health problems

-0.49

1.05

0.63

MSPSS

-0.09

0.08

0.26

(Constant)

50.42

16.65

> <0.01

Sex

... 2.54

2.07

Age

0.09

0.14

0.22
\
0.53

MPS-Self-oriented

-0.03

0.07

0.59 \

MPS-Other-oriented-

-0.05

0.08

0.55

,0 .1 5

0.09

0.12

GDS

0.46

0.24

0.06

Self-rated physical health problems

-0.55

1.13

0.62

MSPSS

-0.08

0.08

0.29

RFL-Religiosity

0.06

0.08

0.39

STI

-3.53

1.08

<0.001

RM1

0.17

0.29

0.56

Frequency o f engaging in religious rituals

1.99

1.21

0.10

Frequency o f attending services

1.45

1.28

Self-identification as being religious

0.62

2.30

0.78

Self-identification as being spiritual

-3.31

2.62

0.21

Variable

M odel
i

2

;

3

MPS-Socially Prescribed

4

MPS-Socially Prescribed

;

Table continues on next page

;

0.26

•

R2
0.01

0.18

\
• \
0.19

0.31

■

’ ■

-

•

.

■.

Note: N=148. Age was measured in years. GDS= Geriatric Depression Scale. MSPSS= Multidimensional Scale o f
Perceived Social Support. MPS-Self-oriented= Scores on the Self-oriented subscale o f the Multidimensional
Perfectionism Scale. MPS-Other-oriented= Scores on the Other-oriented subscale o f the Multidimensional
Perfectionism Scale. MPS-Socially Prescribed= Scores on the Socially prescribed subscale o f the Multidimensional
Perfectionism Scale. RMI=Krause’s Religious Meaning Items. STI= Spiritual Transcendence Index. RFLReligiosity=Scores on the Religiosity subscale of the Reason for Living Scale Older Adults version. Frequency o f
attending religious services (less than weekly, at least weekly). Frequency of conducting religious rituals (less than
daily, at least daily). Self-identification as being religious (Yes/No). Self-identification as being spiritual (Yes/No).

Associations among Religion, Spirituality, and Domains o f Suicide Ideation
The results o f our first linear regression analysis (see Table 5.12) indicated that when
only demographic variables were included, neither sex nor age were significantly associated with
loss of personal and social worth. Our findings further indicated that when risk factors were
included in our model (Block 2), depressive symptom severity (B=0.39, p<0.001) and socially
prescribed perfectionism (B=0.09, p<0.01) were positively associated with loss of personal and
social worth controlling for demographic factors, self-rated physical health problems, selforiented perfectionism, and other-oriented perfectionism. When we added the resiliency factor
to our regression models (Block 3), depressive symptoms severity (B=0.36, pO .O l) and socially
prescribed perfectionism (B=0.08, p<0.05) were positively associated with Loss of Personal and
Social Worth controlling for demographic factors, self-rated physical health problems, selforiented perfectionism, other-oriented perfectionism, and perceived social support. When we
entered our religiosity and spirituality variables only spiritual transcendence (B=-0.75, p<0.05),
depressive symptoms severity (B=0.31, p<0.01), and socially prescribedvperfectionism (B=0.07,
p<0.05) remained significantly associated with loss o f personal and socialvworth. The results
revealed that spirituality was negatively associated with loss o f personal and social worth. The
results also indicated that depression symptom severity and socially prescribed perfectionism
were positive predictors of loss of personal and social worth.
The results o f our second (See Table 5.13) linear regression model (outcome was
measured using the GSIS-Perceived Meaning in Life) indicated that when all the variables were
included, spiritual transcendence (B=-1.12, p<0.01) and perceived social support (B=-0.08,
p<0.05) remained negatively associated with meaning in life controlling for covariates. The
results revealed that greater levels of spirituality and greater levels o f perceived social support
were associated with greater levels of meaning in life (GSIS-Meaning in life subscale of the
GSIS is reverse-coded).

The results of our third (See Table 5.14) linear regression model

(outcome was measured using the GSIS-Suicide Ideation) indicated that only spiritual
:6 6

transcendence (B=-1.11, p<0.01) was significantly (negatively) associated with suicide ideation.
The results of our fourth (See Table 5.15) linear regression model (outcome was measured using
the GSIS-Death Ideation) indicated that when all the variables were included none o f the
variables remained significantly associated with death ideation.

Table 5.11 Hierarchical multiple regression analysis predicting GSIS-Loss of Personal and Social
Worth ■
Model
variable
i
(Constant)
Sex
Age
(Constant)
2
Sex
Age
MPS-Self-oriented
MPS-Other-oriented
MPS-Socially Prescribed
GDS
Self-rated physical health problems
(Constant)
3
Sex
Age
MPS-Self-oriented
MPS-Other-oriented
MPS-Socially Prescribed
GDS
Self-rated physical health problems
MSPSS
4 .
(Constant)
Sex
Age
MPS-Self-oriented
MPS-Other-oriented
MPS-Socially Prescribed
GDS
Self-rated physical health problems
MSPSS
RFL-Religiosity
STI
Table continues on next page
•

B

Std. E rror

P

8.48

4.24

.048

0.24

0.72

0.73

0.05

0.60

9.63

4.52

0.03

0.38

0.58

0.51

0.00

0.04

0.86

-0.01

0.02

0.56

-0.03

0.02

0.17

0.08

0.02

: <o.o5

0.39

0.06

<0.01

-0.43

0.30

0.16

11.63

4.68

0.01

0.42

0.58

0.47

0.00

0.04

0.83

-0.01

0.02 .

0.71

-0.03

0.02

0.16

0.08

0.02

V 0 .0 5

0.36

0.07

<0.01

-0.32

0.31

0.31

-0.03

0.02

0.13

12.56

5.17

0.01

0.85

0.64

0.18

0.01

0.04

0.85

-0.01

0.02

0.79

-0.04

0.02

0.10

0.07

0.03

<0.05

0.31

0.07

<0.01

-0.35

0.35

0.31

-0.04

0.02

0.13

0.01

0.02

0.72

-0.74

0.33

<0.05

0.02

;

' '
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R2
0.01

\

0.39

0.41

0.45

RMI

0.09

0.09

0.28

Frequency o f engaging in religious rituals

0.30

0.37

0.42

Frequency o f attending services

.17

0.40

0.65

Participant considers s e lf to be a religious person

.63

0.71

0.37

Participant considers s e lf to be a spiritual person

-.48

0.81

0.55

Note: N =148. A ge w as measured in years. G D S= Geriatric Depression Scale. M SPSS= Multidimensional Scale o f
Perceived Social Support. M PS-Self-oriented= Scores on the Self-oriented subscale o f the M ultidimensional
Perfectionism Scale. M PS-Other-oriented= Scores on the Other-oriented subscale o f the M ultidimensional
Perfectionism Scale. M P S -S ocially Prescribed^ Scores on the Socially prescribed subscale o f the Multidimensional
Perfectionism Scale.
RM I^K rause’s R eligious M eaning Items. STI= Spiritual Transcendence Index. RFLR eligiosity=Scores on the R eligiosity subscale o f the Reason for Living Scale Older Adults version. Frequency o f
attending religious services (less than weekly, at least w eekly). Frequency o f conducting religious rituals (less than
daily, at least daily). Self-identification as being religious (Y es/N o). Self-identification as being spiritual (Yes/No).

Table 5.12 Hierarchical multiple regression analysis predicting GSIS-Meaning in Life
Variable

S td .E rror

P

: 8.11

3.95

0.04

Sex

-0.53

0.67

0.42

Age at the time o f the interview

0.06

0.05

0 .2 0

B

S td .E rror

P

(Constant)

8.39

5.21

0.11

Sex ■

-0.48

0.67

0.47

Age

0.05

0.05

0.26

MPS-Self-oriented

-0 .0 2

0 .0 2

0.27 .

MPS-Other-oriented

0 .0 2

0.03

0.40

MPS-Socially Prescribed

0.03

0.03

0.32

GDS

0.11

0.07

0.14

Self-rated physical health problems

- 0.21

0.35

' 0.55

(Constant)

12.62

5.26

0 .0 4

Sex

-0.40

0.65

0.54

Age

0.06

0.04

0 .2 2

MPS-Self-oriented

- 0.01

0 .0 2

0.46

MPS-Other-oriented

0 .0 2

0 .0 2

0.42

MPS-Socially Prescribed

0 .0 2

0.03

0.51

GDS

0.04

0.07

0.55

Self-rated physical health problems

0 .0 2

0.35

0.93

MSPSS

-0.08

0 .0 2

<0.05

(Constant)

18.32

5.53

0 .0 1

Sex .

0.29

0.69

0 .6 6

Age -

0.04

0.04

0.37

MPS-Self-oriented

-0 .01

0 .0 2

0.42

MPS-Other-oriented

0 .01

0 .0 2

0.85

MPS-Socially Prescribed

0.01

0.03

0.56

GDS

0.01

0.08

0.99

M odel
i

(Constant)

M odel
2

3

4

:

Variable

Table continues on next page

B

.

R2
0.15
R2

0.30

:; \

'

0.40

0.53

Self-rated physical health problems

0.09

0.37

0.79

MSPSS

-0.08

0.02

<0.05

RFL-Religiosity

0.02

0.02

0.35

STI

-1.12

0.36

<0.001

-0.01

0.09

0.94

Frequency o f engaging in religious rituals

0.50

0.40

0.21

Frequency o f attending services

0.43

0.42

0.31

Participant considers se lf to be a religious
person

-0.25

0.76

0.74

Participant considers se lf to be a spiritual
person

-0.50

0.87

0.56

RMI

:

;

Note: N=148. Age was measured in years. GDS= Geriatric Depression Scale. MSPSS= Multidimensional Scale of
Perceived Social Support. MPS-Self-oriented^ Scores on the Self-oriented subscale of the Multidimensional
‘ Perfectionism Scale. MPS-Other-oriented= Scores on the Other-oriented subscale of the Multidimensional
Perfectionism Scale. MPS-Socially Prescribed^ Scores *on the Socially prescribed subscale o f the Multidimensional
; Perfectionism Scale.
RMI=Krause’s Religious Meaning Items.
STI= Spiritual Transcendence Index. RFLReligiosity=Scores on the Religiosity subscale of the Reason for Living Scale Older Adults version. Frequency of
attending religious services (less than weekly, at least weekly). Frequency o f conducting religious rituals (less than
daily, at least daily). Self-identification as being religious (Yes/No). Self-identification as being spiritual (Yes/No)V

Table 5.13 Hierarchical multiple regression analysis predicting GSIS-Suicide Ideation

i

2

3

Variable

B

Std. Error

P

(Constant)

8.59

3.76

0.02

Sex

0.52

0.63

0.41

Age at the time o f the interview

0.03

0.04

0.43

(Constant)

7.77

4.99

Sex

0.62

0.65

0,34

Age

0.03

0.04

00
o

Model

MPS-Self-oriented

0.00

0.02

0.69 ,

MPS-Other-oriented

-0.02

0.02

0.37

MPS-Socially Prescribed

0.04

0.03

0.13

GDS

0.09

0.07

0.19

Self-rated physical health problems

-0.12

0.34

0.71

(Constant)

7.06

5.22

0.17

Sex ’

0.61

0.65

0.35

Age

0.03

0.04

0.49

MPS-Self-oriented

0.01

0.02

0.75

MPS-Other-oriented

-0.02

0.02

0.37

MPS-Socially Prescribed

0.05

0.03

0.12

GDS

0.11

0.07

0.17

Self-rated physical health problems

-0.16

0.35

0.63

MSPSS

0.01

0.02

0.62

Table continues on next page
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R2
0.01

0.12

v■ ;
0.07

:

0.07

Model
4

1

Variable

B

Std. Error

P

(Constant)

11.29

5.54

0.04

Sex

1.18

0.69

0.09

Age

0.03

0.04

0.46

MPS-Self-oriented

0.00

0.02

0.81

MPS-Other-oriented

-0.03

0.02

0.19

MPS-Socially Prescribed

0.05

0.03

0.12

GDS

0.03

0.08

0.65

Self-rated physical health problems

-0.22

0.37

0.54

MSPSS

0.01

0.02

0.53

RFL-Religiosity

0.01

0.02

0.49

STI

-1.11

0.36

<0.001

RMI

0.05

0.09

0.58

Frequency o f engaging in religious rituals

0.74

0.40

0.06

Frequency o f attending services

0.44

0.42

0.29

Participant considers se lf to be a religious
person

0.32

0.76

0.66

R2

;

..

0.20

Participant considers se lf to be a spiritual
-1.49
0.87
0.09
person
Note: N=148. Age was measured in years. GDS= Geriatric Depression Scale. MSPSS= Multidimensional Scale of
Perceived Social Support. MPS-Self-oriented“ Scores on the Self-oriented subscale of the Multidimensional
Perfectionism Scale. MPS-Other-oriented= Scores on the Other-oriented subscale of the Multidimensional
Perfectionism Scale. MPS-Socially Prescribed- Scores on the Socially prescribed subscale o f the Multidimensional
Perfectionism Scale. RMI=Krause’s Religious Meaning Items. STI= Spiritual Transcendence Index. RFLReligiosity=Scores on the Religiosity subscale of the Reason for Living Scale Older Adults version. Frequency of
attending religious services (less than weekly, at least weekly). Frequency of conducting religious rituals (less than
daily, at least daily). Self-identification as being religious (Yes/No). Self-identification as being spiritual (Yes/No).
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Table 5.14 Hierarchical multiple regression analysis predicting GSIS-Death Ideation
M odel
1

2

variable

B

Std. Error

P

(Constant)

6.83

2.60

0.01

Sex

-0.25

0.44

0.56

Age at the time o f the interview

0.01

0.03

0.89

(Constant)

5.69

3.40

0.09

Sex

-0.15

0.44

0.73

Age

-0.82

0.03

0.99

MPS-Self-oriented

-0.01

0.01

0.32

MPS-Other-oriented

0.03

0.02

0.09

MPS-Socially Prescribed

-0.01

0.02

0.82

GDS

0.12

' 0.05

<0.05

Self-rated physical health problems

0.05

0.23

0.81

Table continues on next page

R2
0.01

0.09

Model
3

4

. .....

variable

B

Std. Error

P

(Constant)

5.62

3.56

0.11

Sex

-0.15

0.44

0.73

Age

0.01

0.03

0.99

MPS-Self-oriented

-0.01

0.01

0.32

MPS-Other-Oriented ,

0.03

0.02

0.10

M PS-Socially Prescribed

-0.01

0.02

0.83

GDS

0.12

0.05

<0.05

Self-rated physical health problems

0.05

0.24

0.83

STI

0.01

0.01

0.94

(Constant)

7.75

3.94

0.05

Sex

-0.03

0.49

0.93

Age

-0.01

0.03

0.88

MPS-Self-oriented

-0.01

0.01

0.39

MPS-Other-oriented

0.02

0.02

0.18

M PS-Socially Prescribed

-0.01

0.02

0.75

GDS

0.10

0.05

0.06

Self-rated physical health problems

0.01

0.26

0.95

MSPSS

0.01

0.02

0.89

RFL-Religiosity

0.01

0.01

0.39

STI

-0.30

0.25

0.24

0.07

*. 0.99

RMI

....-... -...... .............. ;... ■
.............................. ....0.01

,

Frequency o f engaging in religious rituals

0.30

0.28

0.28

Frequency o f attending religious services

0.24

0.30

0.42

Self-identification as being religious

-0.10

0.54

0.85

R2

0.09

* ■'

■:

1

,. . . .

0.15

0.62
Self-identification as being spiritual
-0.58
0.35
Note: N=148. Age was measured in years. GDS= Geriatric Depression Scale. MSPSS= Multidimensional Scale o f
Perceived Social Support. MPS-Self-oriented= Scores on the Self-oriented subscale of the Multidimensional
Perfectionism Scale. MPS-Other-oriented= Scores on the Other-oriented subscale of i the Multidimensional
Perfectionism Scale. MPS-Socially Prescribed^ Scores on the Socially prescribed subscale o f the Multidimensional
Perfectionism Scale. RMI=Krause’s Religious Meaning Items. STI= Spiritual Transcendence Index. RFLReligiosity=Scores on the Religiosity subscale of the Reason for Living Scale Older Adults version. Frequency of
attending religious services (less than weekly, at least weekly). Frequency of conducting religious rituals (less than
daily, at least daily). Self-identification as being religious (Yes/No). Self-identification as being spiritual (Yes/No).

A Parsimonious Modelfo r Suicide Ideation

Next we conducted analyses to build a parsimonious model for suicide ideation (GSIS
total) (see Table 5.16),

We built a backward stepwise regression model using demographic

variables (age and sex), risk factors (severity o f depressive symptoms, domains of perfectionism,
and self-rated physical health problems), resiliency factor (so ciar support), and aspects of
religion and/or spirituality (religious meaning in life, spiritual transcendence, religious reasons
for living, self-identification as being religious, self-identification as being spiritual, frequency o f

religious service attendance, and frequency of religious rituals).

We started by excluding

variables with p-values greater than 0.10, then we removed variables with p-values greater than
0.05. We chose backward stepwise model because we were interested in exploring a minimum
set o f variables that could predict suicide ideation. First, we omitted those variables representing
risk factors that were not significantly associated with suicide ideation; including socially
prescribed

perfectionism

(p=0.12)

self-oriented

perfectionism

(p=0.59),

other-oriented

perfectionism (p=0.55), and Self-rated physical health problems (p=0.62). When we excluded
those variables depression (B=0.92, p<0.001), and spiritual transcendence (B=-2.65, p<0.001)
remained significantly associated with suicide ideation.

We next removed perceived social

support (resiliency factor) as this variable was not significantly associated with suicide ideation
(p=0.17).

When we excluded perceived social support, depression (B=1.02, p<0.001), and

spiritual transcendence (B=-2.67, pO.OOl) remained significantly associated with suicide
ideation controlling for covariates. Next, we removed the remaining o f the variables that were
not significantly associated with suicide ideation; these variables included: self-identification as
being religious (p=0.41), self-identification as being spiritual (p=0.41), frequency of religious
service attendance (p=0.23), frequency of conducting religious rituals (p=0.14), religious
meaning in life (p=0.91), and religious reasons for living (p=0.19).

Severity o f depressive

symptoms ( B = l.ll, p<0.001) remained a significant predictor for suicide ideation. Next, we
removed Spiritual transcendence (p=0.14). Our final model indicated that severity o f depressive
symptoms (B = l.l, p O .O l) was a positive predictor for suicide ideation controlling for age and
'-S

sex. We retained the demographic variables (age and sex) in our regression models as their
removal did not affect the significance of the associations.
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Table 5.15 Backward Hierarchical multiple regression analysis with predicting suicide ideation (GSIS
total scores)
B

Std. Error

P

(Constant)

50.42

16.65

0.00

Sex

2.54

2.07

0.22

Age

0.09

0.14

0.53

MPS-Self-oriented

-0.03

0.07

0.59

MPS-Other-oriented

-0.05

0.08

0.55

M PS-Socially Prescribed

0.15

0.09

0.12

GDS

0.46

0.24

0.06

S elf rated health

-0.55

1.13

0.62

MSPSS

-0.08

0.08

0.29

RFL-Religiosity

0.06

0.08

0.39

. -3.53

1.08

<0.001

RMI

0.17

0.29

0.56

Frequency o f engaging in religious rituals

1.99

1.21

0.10

Frequency o f attending services

1.45

1.28

0.26

Self-identification as being religious

0.62

2.30

0.78

Self-identification as being spiritual

-3.31

2.62

0.21

58.20

12.53

0.00

Sex

1.52

1.84

0.41

Age

-0.04

0.13

0.74

GDS

0.91

0.20

<0.001

MSPSS

-0.09

0.07

0.17

RFL-Religiosity

0.10

0.07

STI

-2.65

1.01

<0.001

RMI

0.02

0.27

0.93

Frequency o f engaging in religious rituals

1.66

1.05

0.11 .

Frequency o f attending services

0.93

1.03

0.37

Self-identification as being religious

-1.41

1.83

0.44

Self-identification as being spiritual

-1.92

2.33

0.41

(Constant)

51.51

11.58

0.00

Sex

1.69

1.84

0.36

Age

-0.04

0.13

0.72

GDS

1.02

0.19

<0.001

RFL-Religiosity

0.09

0.07

0.19

STI

-2.67

1.01

<0.001

RMI

0.02

0.28

0.91

Frequency o f engaging in religious rituals

1.54

1.05

0.14

Frequency o f attending services

1.22

1.01

0.23

Self-identification as being religious

-1.51

1.83

0.41

Self-identification as being spiritual

-1.89

2.34

0.41

M odel
i

Variable

STI

2 ........... (Constant)...........................

3

Table continues on next page

n

0.13

R2

0.30

■;

\
■\v

0.28

0.27

Variable

B

Std. Error

P

(Constant)

42.46

9.46

0.00

Sex

0.31

1.64

0.85

Age

-0.02

0.12

0.87

1.11

0.18

<0.001

-0.67

0.45

0.13

. 42.35

9.48

0.00

Sex

-0.48

1.62

0.76

Age

-0.03

0.12

0.75

GDS

1.09

0.18

<0.001

M odel
4

GDS
STI
5

’
:

(Constant)

.

R2

0.20

0.18

Note: N=148. Age was measured in years. GDS= Geriatric Depression Scale. M SPSS= Multidimensional Scale o f
Perceived Social Support. MPS-Self-oriented= Scores on the Self-oriented subscale o f the Multidimensional
Perfectionism Scale. MPS-Other-oriented= Scores on the Other-oriented subscale o f the Multidimensional
Perfectionism Scale. M PS-Socially Prescribed^ Scores on the Socially prescribed subscale o f the Multidimensional
Perfectionism Scale.
RMI=Krause’s Religious Meaning Items.
STI= Spiritual Transcendence Index. RFL>
Religiosity=Scores on the Religiosity subscale o f the Reason for Living Scale Older Adults version. Frequency o f
attending religious services (less than weekly, at least weekly). Frequency o f conducting religious rituals (less than
daily, at least daily). Self-identification as being religious (Yes/No). Self-identification as being spiritual (Yes/No).

\
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C hapter Six
Discussion and Conclusion
The present study explored associations among religion, spirituality, and suicide ideation
among community residing older adults in order to provide a better understanding of resiliency
factors for suicide ideation. We found that measures o f religion and spirituality were positively
associated with each other. We also found that religious services attendance differentiated
religion from spirituality. There were 3 underlying factors for items we employed in our study to
measure various aspects o f religion and/or spirituality.

In order to explore the dimensions of religion and spirituality that we measured in our
study, we conducted an exploratory principal the importance o f one’s faith in providing a sense
o f direction one’s life (e.g. “My faith gives me a sense o f direction in my life” or “ God put me in
this life for a purpose”). Practice of a religion and conducting religious rituals also belonged to
this dimension o f religion and spirituality. We found that 12 items had a factor loading of more
than 0.5 on the second factor. The second factor (i.e. reverence for traditional religious beliefs)
was positively associated with religious beliefs with direct indication o f the word “God” (e.g.
“have faith in God” or “God has a reason for everything that happens to me”) and reverence for
traditional religious beliefs that forbid suicide (e.g.^ “suicide would prevent me from going to
heaven” or “My religious beliefs forbid it [suicide]”). The second factor accounted for 9% of
variance. We found that 9 items had a factor loading o f more than 0.5 on the third factor. The
third factor (i.e. spirituality) was associated with the spirituality itemk. emphasizing the
importance o f spirituality as a source of meaning and purpose in. life (e.g. “I find meaning in
spirituality” or “spirituality helps me feel connected with something greater than m yself’); the
third factor accounted for 6% of variance. The results o f our factor analysis may suggest that the
first factor (i.e. Faith) consisted of items highlighting the importance o f faith in one’s life. The
second factor (reverence for traditional religious beliefs) consisted o f items assessing beliefs in
¡traditional religious beliefs that forbid suicide. The third factor (i.e. spirituality) consisted of
items assessing the importance of spirituality as a source o f meaning in life. It is important to
note that a limitation associated with our factor analysis was the differential scaling of the
questionnaire items that we employed in our analysis (e.g. 5 point Likert scale versus Yes/No
questions); because these items were chosen from the demographic questionnaire or different
scales that we employed in our study.

However, Jolliffe (2002) has maintained that factor

analysis could be performed using items with different scaling when conducting exploratory
factor analysis. It is also important to note that our aim was to explore dimensions of religion
and spirituality that we assessed in our study and not to conceptualize religion and/or spirituality.

The correlational analyses suggested that various single-item and multi-item measures o f
religion and/or spirituality are significantly and positively associated with each other. The only
exception was that we found no association between self-identification as being spiritual and
frequency of religious service attendance (r=0.07, p=0.13). We found that single-item questions
were correlated with each other (ranging from r=0.24 to r=0.52, p<0.05) and with multi-item
measures o f religion and/or spirituality (ranging from r=0.27 to r=0.59, p<0.05). Our results
illustrated that multi-item measures of religion and/or spirituality were also significantly and
positively associated with each other (ranging from r=0.68 to r=0.84, p<0.01). The results may
suggest that different measures used in past research studies have been comparable with each
other and with our measures o f religion and spirituality.

Past research studies found that

religious service attendance is an aspect of religion that may differentiate religion from
spirituality (Marler & Hadaway, 2002; Paley, 2008; Zinnbauer et al., 1997); therefore, our results
provide further support and illustrated that religious service attendance may not be a valid proxy
for spirituality and vice versa.

It is important to note that self-identification as being spiritual

was a binary variable (i.e. “yes” or “no” questions); there are limitations in assessing the
correlation between two variables when one of the variables is a binary variable. Our findings
indicated that religious reasons for living (RFL-Religiosity scores) were associated with various
measures of religion (ranging from r=0.43 to r=0.53 p<0.01); the degree o f association between
RFL-Religiosity and self-identification as being spiritual (r-0.17, p<0.05) was weaker than the
degree of association between RFL-Religiosity and self-identification as being religious (r=0.43,
p<0.05).

Shreve-Neiger (2000) maintained that some items in the RFL-Religiosity measure

orthodox religious beliefs that are associated with traditional organized religion (e.g. traditional
religious beliefs such as going to “hell” because o f dying by suicide). Some items from the RFLReligiosity scale were employed in a previous research study (Shreve-Neiger, 2002) to measure
negative attitudes toward suicide.

We found that participants who reported more religious

meaning in their lives (RMI) were more likely to score higher on the STI (r=0.84, p<0.01)
suggesting that religious meaning in life is associated with a sense o f spiritual transcendence.
Spiritual transcendence (STI) was associated with both self-identification as being religious
(r- 0.43, p<0.01) and self-identification as being spiritual (r=0.48, p<0.01). This may have been
..'76-; .

due to the fact that STI measures many aspects o f spirituality including religious themes such as
the importance o f the presence o f “God” in one’s life. Overall, the results support the notion that
measures o f spirituality and religion are positively associated with each other; the exception is
that religious services attendance may not be associated with self-identification as being
spiritual.
We explored trends in self-identification as being religious and/or spiritual among study
participants. Paley (2008) has maintained that an important approach in better understanding of
phenomena such as religion or spirituality and their association with each other is to understand
how individuals would apply these terms to themselves.

We found no previous study

discovering trends in self-identification as being religious and/or spiritual among community
residing older adults. It was interesting to explore whether a majority o f older adults would selfidentify as being religious and or spiritual or neither religious nor spiritual.
illustrated a trend in self-identification as being religious and/or spiritual.

Our results

We found that a

majority of participants self-identified as being both religious and spiritual or neither religious
nor spiritual; this provided further evidence of an association between religion and spirituality.
The results also confirmed our previous findings regarding similarities between the construct of
religion and the construct o f spirituality and a positive association between various measures of
religion and spirituality. We also found that more participants self-identified as being spiritual
but not religious in comparison with participants who self-identified as being religious but not
spiritual. This finding highlighted the importance o f research on spirituality because a greater
proportion o f participants self-identified as being spiritual in comparison with participants who
self-identified as being religious.

It is important to note that previous research studies have

mainly focused on religion when studying resiliency factors for suicide. A small number of
individuals self-identified as being religious but not spiritual. It is possible that participants who
self-identified as being religious but not spiritual may have misinterpreted questions or may have
had a secular, or unclear perception of spirituality. It is also possible that for some'traditional
¡people, spirituality, would be perceived as unfamiliar. Although some participants self-identified
as being only religious or spiritual, a majority o f participants self-identified as being both
religious and spiritual or neither religious nor spiritual.

Our findings provide support for

previous research findings in younger age groups (Hill et al., 2000; Kane & Kane, 2000). For
example, in a study o f American adults, Zinnbauer and colleagues (1997) asked respondents to
rate their own levels o f religiosity and spirituality. Results indicated a significant correlation
. 77 .

(r=0.45 p<0.05) between ratings of self-reported religiosity and spirituality. In addition,'74% of
participants indicated that they considered themselves to be both religious and spiritual.
Oür last step was to explore whether there was an association between self-identification
as being religious or spiritual and religious service attendance and/or conducting religious rituals.
There is no, consensus among experts as to whether religious service attendance and/or
conducting religious rituals would discriminate religion from spirituality. Hill and colleagues
(2000) refer to both spirituality and religion as being similar and being associated with
conducting prayer or attending religious services: Moberg (2001) maintained that conducting
prayers may be a characteristic of both spirituality and religiosity but attending religious services
may be a factor that would distinguish religion from spirituality. We conducted a series of chisquare analyses to explore whether there are differences in frequency of religious service
attendance, and/or frequency of conducting religious rituals between participants who selfidentified as being religious with participants who self-identified as being non religious. We also
conducted our chi-square analyses comparing participants who self-identified as being spiritual
with participants who self-identified as being non-spiritual. We found that participants who selfidentified as being religious and participants who self-identified as being spiritual were more
likely to conduct daily religious rituals in comparison with participants who self-identified as
being non-religious or non-spiritual. We found that 54% o f participants who self-identified as
being spiritual and 59% o f participants who self-identified as being religious conducted daily
rituals. This was consistent with the results o f our correlational analyses in which we found an
association between self-identification as being spiritual or religious and frequency of
conducting religious rituals.

We found that a greater proportion of participants who self-

identified as being religious attended weekly services (53.5%) in comparison with participants
‘
9
who self-identified as being non-religious (% =15.32, p<0.001). However, when we compared
participants who self-identified as being spiritual with participants who self-identified as being
non-spiritual, we found no difference in the proportion of people who attended weekly religious
services.

Our analyses indicated that religiosity may be associated with attending weekly

services and conducting daily rituals whereas spirituality was only associated with conducting
daily rituals. The results provided further support for our previous finding that self-identification
as being spiritual was not associated with the frequency of religious service attendance. Our
findings confirmed Zinnbauer and colleagues’ (1997) previous argument that attending formal
religious services is a factor that discriminates religion from spirituality.
■
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Zinnbauer and

colleagues (1997) suggested that whereas religiousness historically included both individual and
institutionalized components, spirituality is now commonly regarded to be concerned with
individual phenomena such as personal experiences o f the transcendent, and.religiousness is
often more narrowly identified with religious institutions and religious services attendance.
We next conducted a series of two independent sample t-tests to explore group
differences between participants who self-identified as being religious and/or spiritual with
participants who self-identified as being non-religious and/or non-spiritual.

We found no

significant difference in demographics (age, education), self-rated physical health problems,
level o f depressive symptoms, perfectionism, suicide ideation, and perceived social support
between participants who self-identified as being religious and/or spiritual with participants who
self-identified as being as being non-religious and/or non-spiritual. Our analyses illustrated that
participants who self-identified as being spiritual reported greater levels of meaning in life
(EMIL total scores) and ultimate meaning in life (EMIL-Ultimate Meaning) in comparison with
participants who self-identified as being non-spiritual. Greater levels of meaning in life and
ultimate meaning in life among spiritual participants may provide further support regarding the
notion that spirituality promotes a sense o f purpose and meaning in life. Next we compared
religious and non-religious participants and found that although there was no significant
difference in average total scores on the EMIL, participants who self-identified as being religious
reported greater levels o f ultimate meaning in life in comparison with participants who selfidentified as being non-religious. Although we can’t rule out the possibility that religion may not
promote a sense o f meaning in life in general, it is possible that because there were 70
participants who self-identified as being spiritual but not religious, the non-religious group’s
average scores on the EMIL (total scores) was influenced by those participants who selfidentified as being spiritual but not religious. Given that spiritual people reported greater levels
o f meaning in life, it is possible that they influenced the average scores on the EMIL (total
scores) for the non-religious group. Our findings may indicate that although religious/spiritual
¡participants were similar to non-religious/non-spiritual participants in demographics (age,
education), self-rated-physical health, levels o f depressive symptoms, perfectionism, suicide
ideation, and perceived social support, they reported greater levels of ultimate meaning in life
and spiritual people reported greater levels o f meaning in life in general. We had a restricted
range o f scores because our sample was homogenous and consisted of healthy older adults.
Therefore, we didn’t have enough variance in scores on various scales (e.g. EMIL total scores).
. • ' 79

However, the difference that we found between religious/spiritual and non-religious/non-spiritual
participants in reporting levels o f ultimate meaning in life and meaning in life may indicate that
the effect o f religion and spirituality in promoting meaning in life is so great that it is detectable
in homogenous samples in which older adults are healthy and there is little variance among them.
However, it is important to note that the difference in levels o f meaning in life may not be
clinically significant.

v

Based on prior evidence o f religiosity and/or spirituality often being found to be
negatively associated with suicide ideation, we aimed to explore possible negative associations
among religion, spirituality, and suicide ideation in a statistically controlled model. Given that,
currently, there is no standard measurement tool to assess multiple aspects of religion and/or
spirituality, we sought to explore whether various aspects of religion and/or spirituality (e.g.
religious meaning in life, spiritual transcendence) would significantly and negatively predict
suicide ideation in our sample o f community residing older adults. In our first regression model,
we entered variables based on risk and resiliency characteristics in 4 separate blocks. Our final
model illustrated that spirituality was negatively associated with suicide ideation controlling for
covariates. The association between the severity of depressive symptoms and suicide ideation
remained significant in the first 3 blocks. By building a regression model, we were able to
explore the negative association between spiritual transcendence and suicide ideation controlling
for other aspects o f religion and/or spirituality such as: religious meaning in life, religious
reasons for living, frequency o f religious service attendance, fre q u e n c y ^ conducting religious
rituals, self-identification as being religious, and self-identification as being spiritual. Although
measures o f religion and spirituality were positively associated with each other, some of them
were not associated with suicide ideation; this may explain some inconsistencies in the past
literature ¡given that researchers have used different measures of religion and spirituality when
assessing association between religion/spirituality and suicide ideation. Our findings support
.past research findings. For example, Dervic and Colleagues (2004) did not find an association
between self-identification as being religious and suicide ideation or suicidal behaviour in a
statistically controlled regression model. Rasic and colleagues (2009) also found no significant
association between the frequency of weekly service attendance and suicide ideation general
population Canadian sample. It is possible that because our sample was homogenous and there
was a restricted range o f scores on various measures, we did not have enough variance to detect
associations between other aspects of religion/spirituality (e.g. religious meaning in life, self80

identification as being religious, and etc.) and suicide ideation. Our results may indicate that
spiritual transcendence is a significant predictor o f suicide ideation after controlling for
covariates.

Next,

"

we

aimed

to

better

understand

the

nature

of

association

between

spirituality/religion and suicide ideation. Heisel and Flett (2006) developed a suicide ideation
scale based on 4 separate domains of suicide (suicide ideation, death ideation, loss o f personal
and social worth, and perceived meaning in life). Our analyses o f associations among religion,
spirituality,: and domains o f suicide ideation could help us explore the ways in which
religion/spirituality were negatively associated with suicide ideation. We also wanted to better
understand whether aspects o f religion/spirituality that were not associated with suicide ideation
were possibly negatively associated with one or more domains o f suicide ideation. Our analyses
could provide further evidence for our previous findings in this study by indicating whether there
are negative associations among aspects of religion/spirituality and elements o f suicide ideation.
We built 4 separate hierarchical regression models to explore whether spiritual transcendence,
religious meaning in life, religious reasons for living, self-identification as being religious, selfidentification as being spiritual, frequency o f religious service attendance, and frequency o f
religious rituals could predict domains of suicide ideation (i.e. perceived meaning in life, loss of
personal and social worth, suicide ideation, and death ideation) controlling for risk and resiliency
factors for suicide ideation. As in our previous regression model, we entered risk and resiliency
factors for suicide ideation separately (in 4 blocks).

Risk and resiliency factors for suicide

ideation included: age, sex, domains of perfectionism, severity o f depressiVe symptoms, selfrated physical health problems, and perceived social support.

Our analyses indicated that

socially prescribed perfectionism, and severity o f depressive symptoms were positively
associated with greater levels o f loss of personal and social worth while spiritual transcendence
was negatively associated with greater levels o f loss o f personal and social worth controlling for
risk and resiliency factors. The results o f our analyses provided further support for previous
‘literature findings regarding a negative association between spirituality and loss of personal and
social worth (Hill et al., 2000; Neil & Kahn, 1999; Vilhjalmsson, 1998).

The finding that

socially prescribed perfectionism was a positive predictor for greater levels o f loss of personal
and social worth also supports previous findings which indicated that individuals who have
unrealistic beliefs/standards regarding society’s expectation from them are more .likely to
experience the loss o f personal and/or social worth (Hill et al., 2000; Neil & Kahn, 1999;
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Vilhjalmsson, 1998).

The results of our analyses on the 2nd model indicated that spiritual

transcendence was positively associated with greater levels of meaning in life. This finding
provided further support for previous findings indicating that spirituality may protect against
suicide ideation by promoting a sense o f meaning in life (Peterson & Roy, 1985). We also found
that perceived social support was a positive predictor o f greater levels o f meaning in life,
controlling for risk and resiliency factors. This finding provided further support for previous
research findings regarding the effect o f social support in promoting a sense of meaning in life
among older adults (Beautrais, 2002; Duberstein et al., 2004; Heisel & Duberstein, 2005; Turvey
et al., 2002; Yufit & Bongar, 1992). The results of our 3rd regression model indicated that
spiritual transcendence was the only variable that predicted suicide ideation controlling for the
risk and resiliency factors. It is important to note that previously Heisel and Flett (2008) found
that the GSIS’s suicide ideation subscale distinguished patients who reported clinically
significant levels o f suicide ideation from individuals who reported non-clinically significant
levels o f suicide ideation. Given that some items in the GSIS-Suicide Ideation subscale refer to
the word “suicide”, it is possible that older adults who score higher on this subscale would be
more likely to endorse suicide outspokenly; this may suggest that spiritual transcendence may be
a negative predictor for direct endorsement o f suicide ideation. In our next model, none o f our
religiosity and spirituality measures were found to be associated with death ideation. Our study
results may indicate that spiritual transcendence may be a resiliency factor for suicide ideation by
being negatively associated with loss of personal and social worth and suicide ideation. Another
process by which spiritual transference may negatively affect suicide ideation is by being
associated with greater levels o f meaning in life. Our analyses provided further evidence for this
study’s previous finding that spiritual transcendence was a negative predictor o f suicide ideation
controlling for risk and resiliency factors.

Although socially prescribed perfectionism and

perceived social support were not associated with suicide ideation, they were found to be
associated with domains o f suicide ideation and the direction o f association was the same as
previous research findings; this provide further support for multidimensional assessment of
suicide ideation.

Diagnostic statistics assessing our regression analyses indicated that in our first
regression model age and sex predicted less than one percent of the variance in total scores on
the GSIS and risk factors could predict 18% o f the variance in our outcome.

Inclusion of

resiliency variable, namely social support, added 1% and the inclusion of religiosity and
'■
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spirituality variables increased the percentage o f variance explained by the model to 31%.
Change statistics indicated that the significant levels of change in the predictive power o f our
models occurred in model 2 relative to model 1 and in model 4 relative to model 3. This may
illustrate the fact that risk factors were the strongest predictors for suicide ideation following by
religiosity and spirituality variables given that when we added religiosity and spirituality
variables, the predictability o f our model increased by 12%.

Diagnostic statistics assessing our regression analyses using the GSIS’s subscales
(domains o f suicide ideation) indicated that demographic variables, risk factors, resiliency factor,
religion, and spirituality variables that we employed in our analyses predicted 45% of variance in
loss of personal and social worth, 53% of variance in meaning in life, 20% of the variance in
suicide ideation, and 15% o f variance in death ideation. It is important to note that addition of
religion and spirituality variables could increase the predictability o f our models significantly
especially for suicide ideation and death ideation; the addition o f religion and spirituality
variables accounted for almost all the predictability o f our models when death ideation or suicide
ideation were our outcome variables.

The results may suggest that aspects of religion and

spirituality employed in this study are significant predictors o f domains o f suicide ideation.

We next constructed a parsimonious model of suicide ideation by conducting a backward
stepwise regression model. Consistent with the past literature, we found a positive association
between severity o f depressive symptoms and suicide ideation; however, spiritual transcendence
did not predict suicide ideation. Our final model indicated that only severity of depressive
symptoms was a positive predictor of suicide ideation controlling for age and sex; this was
consistent with previous research findings that depression is a strong predictor for suicide,
ideation (Conwell et al., 2000, 2002; O’Carrol et al, 2009; Ganesvaran & Shah, 1998; Warren,
Rebenowitz, & Wolhemson, 2003). Our findings may suggest that although spirituality is a
negative predictor for suicide ideation in the presence o f risk and resiliency factors for suicide
ideation, the effect o f spirituality may not be strong enough to predict suicide ideation in a
parsimonious model. Consistent with our previous analyses we found no significant association
between religious meaning in life, religious reasons for living, self-identification as being
religious, self-identification as being spiritual, frequency of religious service attendance, and
frequency o f religious rituals.
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Our study’s results provide evidence for a negative association between spiritual
transcendence and suicide ideation controlling for age, sex, physical health problems, depression,
perfectionism, perceived social support, and aspects of religion and spirituality. The results also
suggest that spiritual transcendence was a negative predictor for 3 domains o f suicide ideation;
the results may suggest that spiritual transcendence may be a resiliency factors for suicide
ideation by being positively associated with meaning in life and by being negatively associated
with suicide ideation and loss o f personal and social worth. We also found that spiritual and
religious people on average reported greater levels of meaning in life and ultimate meaning in
life which provides further support regarding the effect o f spirituality and religiosity in
promoting a sense o f meaning in life. Given our previous findings which indicated that measures
o f religion and/or spirituality were positively associated with each other, it is interesting to find
that spiritual transcendence is a negative predictor for suicide ideation while other aspects of
religion/ and/or spirituality may not be associated with suicide ideation. This may suggest that
some inconsistent findings o f past research studies may have been due to the fact that researchers
have employed different measures of religion and/or spirituality in their studies.

In sum, our study results may suggest similarities between religion and spirituality. Our
exploratory factor analysis indicated that question items that we employed in this study belonged
to 3 underlying factors (The importance of faith in one’ life, reverence for traditional religious
beliefs, and spirituality).

The results of our analyses indicated that various measures of religion

and spirituality commonly employed in research studies are positively associated with each
\ ■
other. In addition, we found that a majority of older adults self-identified as being both religious
and spiritual or neither religious nor spiritual. We found that the frequency o f religious service
attendance and self-identification as being spiritual are not associated with each other; suggesting
that attending religious services may differentiate religion from spirituality. The results of our
analyses provide evidence o f a negative association between spirituality and suicide ideation
among community residing older adults 65 years of age and older. We found that spirituality
may be a resiliency factor for suicide ideation because of its being negatively associated with
suicide ideation, and a loss of personal and social worth. In addition, spirituality is a positive
predictor o f meaning in life. Other analyses also provided further evidence for the fact that
' spirituality may promote a sense of meaning in life. We found that spiritual people reported
greater levels o f meaning in life and ultimate meaning in life, despite a lack of between group
differences on other factors.

We also found that religious people on average reported more
.

.
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ultimate meaning in life. Our regression findings indicated no significant association between
self-identification as being religious, self-identification as being spiritual, frequency o f services
attendance, frequency o f religious rituals, religious meaning in life, religious reasons for living,
and suicide ideation.

Therefore, although aspects of religion and spirituality are generally

associated with each other some may not be associated with suicide ideation. This may explain
some o f inconsistent research findings in the past regarding the nature o f associations among
religion, spirituality, and suicide ideation given that researchers have employed various measures
o f religion and spirituality in different studies. Researchers in the past often did not statistically
control for aspects o f religion and/or spirituality hence, they could not investigate the
independent effect o f each aspect of religion and/or spirituality on suicide ideation. Therefore,
when researchers investigated the association between a measure o f religion and/or spirituality
and suicide ideation, other aspects of religion and/or spirituality could have influenced the nature
o f association. Our results may indicate that although aspects o f religion and spirituality are
positively associated with each other, the nature o f associations between these variables and
suicide ideation may be different. Therefore, it may not be proper to use them as a proxy for
other variables when investigating associations among religion or spirituality with suicide
ideation.

The results illustrated that greater depressive symptom severity was a positive

predictor for suicide ideation in the parsimonious model. Other findings indicate that socially
prescribed perfectionism was a positive predictor for loss o f personal and social worth and
perceived social support was a positive predictor for greater levels o f meaning in life.

Limitations

^

A number o f limitations to this study exist. Persons who consented to participate in our
study may have differed from those who did not, which may have introduced selection bias into
our results. However, there is no way to determine if this was actually the case as we are unable
Jto test whether significant differences exist between these groups because we did not have data
for those who did not participate. Our findings may reflect underlying inter-religion differences
in frequency o f religious practice. Sample characteristics may restrict the findings to JudeoChristian culture, necessitating future research in other populations. In addition, our study was
based on a homogenous sample of community residing older adults who were largely healthy.
Therefore, the results o f our study may not be generafizable to older adults who are at greater
risk for clinically significant levels of suicide ideation, such as mental health inpatients. The
'
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accuracy of self-report data may be limited; for example, it is possible that some participants
have had an enhanced perception o f physical health and have rated their health to be greater in
comparison with other participants. More descriptive measures o f our study variables of interest
would also have provided useful information pertaining to our study. Use of self-report data for
physical health problems may have limited the external validity o f inferences. An important
characteristic o f our study was that participants may have been healthier than the average general
population of older adults.

Participants’ scores were close to a maximum possible score on

various positive health indicators such as MMSE, self-rated physical health problems, EMIL
(meaning in life), and MSPSS (perceived social support). Our sample was a homogenous sample
o f older adults and had a restricted range of scores on suicide ideation; this may have reduced
our ability to detect between-group differences. The number of missing values on our outcome
(suicide ideation) was small (only 2 people were missing) we imputed the median value for those
missing variables.

Some question items assessing aspects o f religion and spirituality (e.g. frequency o f
religious service attendance or frequency of conducting religious rituals) were binary variables
(i.e. yes/no questions). The assessment of correlations between binary variables and continuous
variables is subject to limitations. Also, we used a number o f questionnaire items in our factor
analysis that were scored differently (e.g. 5 point Likert scale, 6 point likert scale, and binary
questions). Although Jolliffe (2002) has maintained that researchers may be able to use
S,s

questionnaire items with different scaling in exploratory principal factor analysis, differential
scoring is one o f the limitations associated with our factor analysis. It is also important to note
that we might have had a small sample size for conducting a factor analysis which might be a
limitation associated with our factor analysis (Jolliffe, 2002).

,

The use o f cross-sectional data limits us from drawing causal inferences about
jrelationship among religion, spirituality, and suicide ideation. For example, we found a negative
association between spiritual transcendence and suicide ideation; however, we cannot determine
whether spiritual transcendence is a characteristic that would protect individuals against suicide
ideation or whether the opposite is true.

As explained in our literature review,, the construct of religion and the construct o f
spirituality are multidimensional and complex constructs.
.
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Given that our factor analysis

suggested that items that we employed in our study to measure religion and spirituality belonged
to 3 underlying factor, it is possible that we have not measured dimensions of religion and/or
spirituality (e.g. history) assessed by other scales.

Additional measures of religion and/or

spirituality which had additional dimensions of religion and spirituality could provide further
information however, the intent of this study was to assess associations among aspects of religion
and spirituality that have been theorized to be negatively associated with suicide ideation and not
to assess associations among all aspects of religion and/or spirituality with suicide ideation. The
mechanisms in which religion and/or spirituality may negatively affect suicide ideation is
complex and we might have not been able to assess all the mechanisms in which religion and
spirituality may negatively affect suicide ideation. For example, we could not assess whether
participants received social support from their congregation hence, we can’t determine whether
social support provided by religious institutions could confer resiliency against suicide ideation.

Future Research

A number o f research needs were identified during the course of our analyses. We advise
future researchers to investigate the differences in associations between aspects of religion and/or
spirituality and their associations with suicide ideation especially in other populations such as
inpatient older adults. We also recognize the need for additional studies to discover processes in
which spirituality is negatively associated with suicide ideation. We intended to measure the
most theoretically and empirically sound aspects of religion and spirituality which have been
found to be negatively associated with suicide constructs in past research studies. However, it is
conceivable that some aspects o f religion and/or spirituality that might be associated with suicide
have not been employed in this thesis (e.g. the quality/extent of relationship with other members
o f the religious community or social support that individuals may receive from their
congregation).

We advise for including multidimensional scales for religion and spirituality

which would contain additional dimensions o f religion and/or spirituality; this could provide
further information regarding associations among other dimensions of religion and spirituality
with suicide ideation.

It is important to assess within group differences;-for example,

investigating differences between people who would self-identify as being spiritual but not
religious with people who would self-identify as being spiritual and religious. More statistically
controlled research studies are needed to examine associations among religion, spirituality, and
suicide ideation.

Research is needed exploring additional aspects o f religion and spirituality
.
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among older adults, such as coping, optimism, creativity, and attitudinal characteristics. Further
research is also necessary to explore whether the relations found in this study hold true for
populations at high risk for suicide. Finally, future research studies can assess the effect of
moderators and mediators; for example, researchers can investigate whether the nature of
association between spiritual transcendence and suicide ideation would change for people who
have experienced a recent tragic experience.

Conclusion

We found that various measures of religion and spirituality being used in health research
are positively associated with each other. Our principal axis factor analyses suggested that
questionnaire items that we employed in our study belonged to 3 underlying factors (dimensions)
including: faith, reverence for traditional religious beliefs, and spirituality. A majority o f older
adults who participated in our study self-identified as being both religious and spiritual or neither
religious nor spiritual and a greater proportion of individuals self-identified as being spiritual in
comparison with individuals who self-identified as being religious. We found that a greater
proportion o f participants who self-identified as being spiritual or religious conducted religious
rituals fn comparison with participants who self-identified as being non-spiritual or non
religious. This exploratory study gives additional evidence o f the role o f spirituality as a
negative correlate o f suicide ideation in older adults. Results are consistent with the body of past
research on the subject where spirituality was identified in a majority o f studies as a negative
predictor of suicide ideation in various age groups (Koenig, 2008; Moberg, 2005). However, in
a minimum subset o f variables, depression was the only variable that could predict greater levels
o f suicide ideation controlling for age and sex. We also found that spirituality was a predictor for
suicide ideation subscale o f the GSIS; this subscale could previously discriminate clinically
significant levels o f suicide ideation from clinically insignificant levels of suicide ideation.
Findings would provide a better understanding o f resiliency factors for suicide ideation.

Our

study result may suggest may suggest that it is important to take into account the complexity of
religion and spirituality in research studies arid in practice. For example, using a single aspect of
religion and spirituality as a proxy for these constructs may not be proper given the importance
of taking into account the multidimensional nature of religion and/or spirituality. It is hoped that
now this information can be further integrated into research studies.
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A p p e n d ix A
D em ographics Q uestionnaire

I.D. # _ _ _ _ _ _

Please indicate if you are: Right-handed or Left-handed (circle one)

Location:

______

Interviewer Initials:

Date of Interview: Day_____ Month ___ _ Year
Sex (please select one):
Date of Birth:

Male _____

Female____ _

Day___ _ Month ____ Year

Place of Birth: ■

Age:_______

_________

What is your ethnic/racial background?:

■

What is your cultural background?:

-

■

■

_______ _ _

;

'

.......................

How many brothers and sisters do you have?:_______
What are their ages?

__________ _

___________ ’

_______ •

Where do they live?
What is your Marital Status? (please mark with an X):
______Single, Mover Married
_______ Married, Living with Spouse
Year Married:

_______

Married, Not Living with Spouse Year(s) Re-married: __
Legally Separated
YearSeparated:
Divorced
Year Divorced:
______ W idowed
Year Widowed:
Other (please indicate) _______________________ ________.
i

Are you currently involved in a romantic relationship?: Yes
D o you live alone?: Yes___
i

'

No

If no, w ho lives with you?

1

•'

H ow many children do you have?: ________ _______
What are their ages? ■
Where do they live?

N o__

• ■■

■

_____________ _
________________ ' ' 1

H ow many grandchildren do you have?: _________

■

' ■

What are their ages?
Where do they live?
How many great-grandchildren do you have?:
What are their ages? _ _ _ _ _ _ _ _ _ _ _ _
Where do they liv e ? ________________

What are their ages?

Where do they live?____

.

■ - ■ •_____ _____ _____

What is your religious faith?:

______________________

Do you practice a particular religion?: Yes

No '__ _

How often do you attend religious services?: ______________
How often do you engage in religious rituals (e.g. prayer)?:
Do you consider yourself a religious person?: Yes ____ N o _____
Do you consider yourself a spiritual person?:

Yes

No_____

Wheat is your primary or spoken language?: ___________ ___________________
What is your employment status (please check all that apply)?:
Full-time work_____ Part-time work ____ Retired ____
Volunteer
_____U n em p lo y ed _____ Student
Disability
_____
Occupational Title (please indicate):

••. ■

_______

If no current occupational title, please indicate past title:_____________ _
How are you supporting yourself now?:____________________ _______________
What is the highest level of education that you have achieved?: __________ _____ _
Has there ever been a period of time when you were unable to go to school or work, or finish a program
of study, because of a mental health problem?:
______ ________ _

■ Phone #:

What is your Fam ily D octor’s name?: __________
If no Fam ily Doctor, check here: □

If no Family Doctor, where do you go for healthcare?: _
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What is your Psychiatrist’s name?: ___________ __

Phone #:

Please list any physical problems/illnesses that you currently have:

1
Extremely
Poor

2

3

4

5
Neutral

6

7
Extremely
Good

A,
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A p p en d ix B

Participants’ differences in practice o f a religion, frequency of religious service attendance, and
frequency of conducting religious rituals by sex
P a rticip a n ts’ practice o f a religion by sex
Variable

Participant considers self to be a religious person

Total (%)

Yes (% within sex)

No (% within sex)

male

35 (70.0)

15(30)

50(100)

female

.8 0 (6 5 .6 )

42(34.4)

122(100)

115(66.9)

57 (33.1)

172(100)

Sex a

Total

\
Note: a= X -0 .3 1 4 , p<0.575
P a r tic ip a n ts’ frequ en cy o f atten d in g religious services by sex
Variable

Participant considers self to be a religious person

Total (% )

Less than Weekly (% within sex)... . At least weekly (% within sex)

,

male

28(54.9)

23 (45.1)

51(100)

female

78(64.5)

43 (35.5)

121(100)

106(61.6)

66 (38.4)

172(100)

Sex a

Total

\
P a rticip a n ts’ freq u en cy o f conductin g religious rituals by sex
Variable

|

Participants’ frequency o f conducting religious rituals

Total (% )

Less than daily (% within sex)

At least daily (% within sex)

male

28(54.9)

23 (45.1)

51(100)

female

67(54.9)

5 5(45.1)

122(100)

106(54.9)

78(45.1)

173 (100)

Sexa

Total
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A p p en d ix C
T otal varian ce explained by 38 questionnaire item s taken from the D em ograp h ic Q uestionnaire,
S T I, R M I, E M IL , and R F L -R eligiosity
Initial Eigenvalues
Factor

Extraction Sums o f Squared Loadings

Total

% of Variance

Cumulative %

Total

% of
Variance

Cumulative %

i

18.78

49.435

49.43

18.78

49.43

49.43

2

3.45

9.09

58.52

3.45

9.09

58.52

3

2.27

5.97

64.50

2.27

5.97

64.50

4

1.53

4.02

68.53

5

1.37

3.61

72.15.

6

1.02

2.69

74.84

7

.93

2.46

77.31

8

.82

2.17

79.49

9

.79

2.09

81.58

10
11
12

.70

1.84

83.43

.61

1.60

85.04

.52

1.39

86.43

13

.50

1.32

87.76

14

.45

1.19

88.95

15

.43

1.15

90.11

16

.40

1.05

91.16

17

.36

.94

92.11

18

.32

.84

92.96

19

.31

.83

93.79

20
21
22

.28

.74

94.54

.59

95.14

.55

95.69

23

.22
.21
.20

.52

96.22

24

.17

.45

96.67

25

.16

.42

97.10

26

.15

.39

97.49

1 27
1 . 28.

.14

.36

97.86

.13

.34

98.20

29

.28

98.49

30

.10
.10

.26

98.76

31

.09

.24

99.00

32

.07

.20

99.20

33

.06

.18

99.38

34

.06

.17

99.55

35

.05

.14

99.70

V
\
\

99.82

.04

.12
.10

.02

.07

100.00

36

.04

37
38

99.92

Questionnaire, STI, RMI, EMIL, RFL-Religiosity

A p p en d ix D
Frequency o f con d u ctin g religious rituals am ong participants w h o self-identified as being religious
and participants w h o self-identified as being non-religious
Participant considers self to be a religious
person

Frequency of
conducting religious
rituals

Total (% within
column)

Yes (% within column)

No (% within column)

Less than
daily

31(40.8)

62(67.4)

93 (55.4)

At least
daily

45(59.2)

30(32.6)

75(44.6)

76(100.0)

92(100.0)

168(100.0)

Total

Note: a=X2=ll-98, p<0.05

Frequency o f conductin g religious rituals am ong participants w h o self-identified as being spiritual N
and participants w h o self-identified as being non-spiritual
Participant considers self to be a spiritual
person
Yes (% within column)
Frequency of
conducting religious
rituals

Less than
daily
At least
daily

Total

.

No (% within column)

Total (% within
column)

60(46.2)

34(82.9)

94 (55.0)

70(53.8)

7(1 7 .1 )

77 (45.0)

130(100.0)

41(100.0)

171 (100.0)

Note: a=x2=17.89, p<0.001

F requ en cy o f atten d in g religious services am ong participants w ho self-identified as being religious
and participants w h o self-identified as being non-religious

!

Participant considers self to be a religious
person

Less than
weekly
Frequency of attending
services
At least
weekly
Total

Total (% within
column)

Yes (% column)

No (% within column)

35(46.7)

70(76.1)

105(62.9)

40(53.3)

22(23.9)

62(37.1)

75 (100.0)

92(100.0)

167(100.0)

Note:*=%2-\5 3 2 , p<0.001

132

Frequency o f attending religious services am ong participants w ho self-id en tiiied as being spiritual
and participants w ho self-identified as being non-spiritual
Participant considers self to be a spiritual
person

Less than
weeldy
Frequency o f attending
services
At least
weekly
Total

Total (% within
column)

Yes (% within column)

No (% within column)

7 7(59.7)

2 8 (6 8 .3 )

105(61.8)

52(40.3)

13(31.7)

65 (38.2)
\

129(100.0)

41 (100.0)

170(100.0)

Note: a=-/2=0.97, p<0.323

V

133

A p p en d ix E

Two independent sam p le t-test exam ining group differences in average E M IL scores (religious
participants vs. non-religious participants)
Variable
EMIL-Total scores

EMIL-Creative *

Religious ?

N

M ean (s.d.)

Yes

76

173.78

No

92

169.68

Yes

76

42.47

v

t

P

df

1.48

0.139

166

-0.93

159.83
0.352

No
EMIL-Experiential *

EMIL-Attitudinal*

EMIL- Ultimate

.

92

43.21

Yes

76

44.46

No

92

43.29

Yes

76

43.31

No

92

43.18

Yes

76

43.53

No

92

39.98

1.69

0.091

0.18

0.852

3.29

<0.01

156.98
159.83
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EMIL Total scores= Total scores on the Existential Meaning In Life scale. EMIL-Creative = Scores on the Creative
Meaning in Life subscale o f the Existential Meaning In Life scale. EMIL-Experiential = Scores on the Experiential
Meaning in Life subscale of the Existential Meaning In Life scale. EMIL-Attitudinal = Scores on the Attitudinal
Meaning in Life subscale o f the Existential Meaning In Life scale. EMIL-Ultimate = Scores on the Ultimate Meaning
in Life subscale of the Existential Meaning In Life scale.
,

Independent sam p le t-test exam ining group differences in average E M IL scores (spiritual
participants vs. non-sp iritu al participants)
Variable

Spiritual?

N

M ean (s.d.)

Yes

130

174.43

No

41

163.26

Yes

130

43.07

No ;

41

42.24

Yes

130

44.29

No

41

42.41

Yes

130

43.59

No

41

42.21

Yes

130

43.47

No

41

36.39

EMIL-Total scores*

EMIL-Creative *

. EMIL-Experiential *

EMIL-Attitudinal*

EMIL- Ultimate

t

p

df

3.360

<0.001

59.94

.816

0.418

57.51

2.241

0.029

61.45

1.586

0.118

62.38

6.217

<0.001
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Note: ^Denotes that a t statistic for testing means Detween 2 groups with unequa within-group variances is
presented. EMIL Total scores^ Total scores on the Existential Meaning In Life scale. EMIL-Creative = Scores on the
Creative Meaning in Life subscale of the Existential Meaning In Life scale. EMIL-Experiential = Scores on the
Experiential Meaning in Life subscale of the Existential Meaning In Life scale. EMIL-Attitudinal = Scores on the
Attitudinal Meaning in Life subscale o f the Existential Meaning In Life scale. EMIL-Ultimate = Scores on the
Ultimate Meaning in Life subscale of the Existential Meaning In Life scale.
Table C. Independent sample t-test examining group differences in average EMIL scores (religious and/or
spiritual participants vs. non-religious and/or non-spiritual participants)

Variable
EMIL Total scores*

Either
Religious or
Spiritual?

N

Mean (s.d.)

Yes

142

173.26

No

31

163.25

Yes

142

42.73

No

31

43.12

Yes

142

44.09

No

31

42.41

Yes

142

43.35

No

31

42.51

Yes

142

43.07

No

31

35.19

P

df

<0.01

43.13

-0.36

0.710

42.36

1.95

0.057

45.13

.912

0.361

43.81 •

6.156

<0.001

2.82'
EMIL-Creative*

EMIL-Experiential *

EMIL-Attitudinal*

1.
I

EMIL- Ultimate

\■
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EMIL Total - Total scores on the Existential Meaning In Life scale. EMIL-Creative = Scores on the Creative Meaning
in Life subscale o f the Existential Meaning In Life scale. EMIL-Experiential = Scores on the Experiential Meaning in
Life subscale of the Existential Meaning In Life scale. EMIL-Attitudinal = Scores on the Attitudinal Meaning in Life
subscale of the Existential Meaning In Life scale. EMIL-Ultimate = Scores on the Ultimate Meaning in Life subscale
o f the Existential Meaning In Life scale.

