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ABSTRACT 

 

Spirituality and Suicidal Behavior: The Mediating Role of Self-Forgiveness and Psychache 

by 

Benjamin Hall 

Growing evidence for protective factors of spirituality against physical and mental health related 

outcomes has led to the consideration of spirituality as a protective factor for suicidal behaviors. 

Although initial support for this association is promising, spirituality has yet to be explored as it 

relates to psychache. Additionally, self-forgiveness has emerged as an important protective 

factor of suicidal behavior, but has not been explored in the context of psychache. Following a 

model developed by Webb, Hirsch, and Toussaint (2015), the current project explores the 

protective role of spirituality on suicidal behavior based on three dimensions of spirituality: 

ritualistic, theistic, and existential. A total of 262 individuals completed a self-report survey 

online through Amazon Mechanical Turk. Results indicate that only Existential Spirituality is 

related to suicidal behaviors. Further, self-forgiveness and psychache were found to be serial 

mediators of this relationship. Implications for clinical interventions and directions for future 

research are discussed. 
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CHAPTER 1 

INTRODUCTION 

Religion and Spirituality have contributed to the shaping of virtually every society in the 

history of mankind, as a cultural construct that is deeply rooted in the belief systems of many 

individuals (see Cohen, 2009). Despite the secularization of American culture (Mouzelis, 2012), 

spirituality remains a relevant aspect of human behavior and cognition for 89% of Americans 

who report a belief in God or some universal spirit (Gallup, 2016). The importance of religion 

and spirituality is not only evident in terms of its cultural prominence throughout history and in 

modern society, but also in terms of its impact on individuals’ lives. In particular, the influence 

of religion and spirituality on health has gained increasing attention in recent decades, providing 

empirical support for the positive association between religion and spirituality and better 

physical and mental health related outcomes (Horton, 2015; see also Koenig, King, & Carson, 

2012). Related to mental health outcomes, researchers have more recently taken a deeper look at 

the relationship between spirituality and suicide (Caribe et al., 2015; Kopacz, 2015; Lester, 

2012). 

 Rates of suicide have steadily increased in the last decade (Xu, Kochanek, Murphy, & 

Arias, 2014) placing suicide as the 10
th

 leading cause of death in the United States (Curtin, 

Warner, Hedegaard, 2016a). As such, efforts to better understand the risk factors and precipitants 

in an attempt to develop more effective methods of prevention and intervention are warranted.   

Recent evidence suggests that spirituality may provide a protective quality against suicide 

(Bryan, Graham, & Roberge, 2015; Kopacz, 2015); however, there is some debate as to whether 

or not this buffer is inherent in spirituality or if other variables contribute to this effect that are 

illuminated by spiritual orientations but are not exclusive to spirituality (Currier, Kuhlman, & 
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Smith, 2015). One such variable that falls within this description is self-forgiveness. While the 

pool of literature supporting a relationship between self-forgiveness and suicide (Bryan, 

Theriault, & Bryan 2015; Hirsch, Webb, & Jeglic, 2012) is growing, the relationship between 

self-forgiveness, suicide, and spirituality has yet to be fully explored.  

 Religion and spirituality’s relationship to suicide has largely been explored through its 

protective role against risk factors for suicide such as depression (Cole-Lewis, Gipson, 

Opperman, Arango, & King, 2016). Less attention has been devoted to other proposed 

precipitants of suicide such as the theory of psychache (Schneidman, 1993), which has gained 

increasing attention in recent years (Berlim et al., 2003; Holden, Mehta, Cunningham, and 

McLeoud 2001; Troister, Agata, & Holden, 2015). While research on psychache is still in its 

infancy, existing literature lends support for the notion that the theory of psychache capitalizes 

on unique precipitants of suicidal behaviors that are not accounted for by depression or 

hopelessness (DeLisle & Holden, 2009; Troister, Agata, & Holden, 2015). Psychache has yet to 

be explored as it relates to spirituality. Understanding psychache in the context of spirituality 

may further our efforts to develop more effective methods for clinical intervention and 

prevention.  

 To contribute to the existing literature and to help abridge the gaps in our knowledge of 

spirituality and suicide, the current project proposes to further explore the relationship between 

spirituality and suicide with a particular interest in the role of self-forgiveness and psychache. 

Specifically, self-forgiveness and psychache are proposed to be mediators of the relationship 

between spirituality and suicide. This proposed association between spirituality, self-forgiveness, 

psychache, and suicidal behaviors can be understood in the context of a theoretical model 

proposed by Webb, Hirsch, and Toussaint (2015). According to this model, forgiveness, as a 
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component of spirituality, is directly and inversely related to suicidal behavior while also 

indirectly reducing suicidal behavior through mechanisms of health related functioning and 

psychological distress. This model serves as a theoretical foundation for the current project and 

will be explored more fully as it relates to the associations previously proposed. 

Spirituality 

Conceptualizing Spirituality 

The scientific study of religion and spirituality has long been divided by conceptual and 

theoretical disagreements on the definition and measurement of such constructs. The lack of 

consensus within this subfield of psychology has led to no less than thirty-five distinct measures 

of religion or spirituality (Hill & Hood, 1999; Monod et al., 2011). Among these competing 

conceptualizations exists the view that the scientific study of spirituality is all around 

inappropriate within academic institutions (Gray, 2006). Despite the criticism associated with 

spirituality in the scientific literature, religion and spirituality remain core aspects of the human 

condition with 72% of Americans reporting religion to be at least fairly important to them 

(Gallup, 2015). 

Beyond the importance of religion and spirituality to individual belief systems, religion 

and spirituality have been shown to play an important role in both physical and mental health 

related outcomes. While research supporting the relationship between religion, spirituality, and 

health offers a valid rebuttal to the argument that religion and spirituality have no place in the 

scientific literature, it does little to clarify a ubiquitous conceptualization of religion and 

spirituality or to distinguish those aspects of religious and spiritual involvement that relate to 

other variables. Therefore, a more universal conceptual and theoretical framework for 

understanding religion and spirituality should be a priority for furthering this area of scientific 
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study. Previous attempts to categorize common conceptualizations of spirituality have yielded a 

number of religious/spiritual categories: general spirituality, spiritual well-being, spiritual 

coping, spiritual needs (Monod et al., 2011); organized religion versus personal spirituality, 

substantive religion versus functional spirituality, and negative religiousness versus positive 

spirituality (Zinnbauer, Pargament, & Scott, 1999); and intrinsic versus extrinsic spirituality 

(Slater, Hall, & Edwards, 2001; see also Allport & Ross, 1967). The polarization of competing 

views on spirituality likely stems from personal biases, which impede the ability to objectively 

define and engage in the scientific study of spirituality (Zinnbauer et al., 1999). Thus, a 

comprehensive, scientific conceptualization of spirituality should not arise from personal 

attempts to prove the principles of any given spiritual worldview.  

One challenge to conceptualizing this particular area of study is the need to distinguish 

between religion and spirituality. Existing conceptualizations of these constructs often capitalize 

on religious involvement or importance (Altemeyer & Hunsberger, 2004; Connors, Tonigan, & 

Miller, 1996; Huber & Huber, 2012), characteristics of a traditional spiritual worldview (de Jager 

Meezenbroek et al., 2012), or a mixture of the two without adequately distinguishing one from 

the other (Underwood & Teresi, 2002). Thus, few models of spirituality have been proposed that 

adequately express the breadth and quality of human spirituality. A relatively recent push for a 

broader, more pluralistic conceptual framework of spirituality (Zinnbauer et al., 1999) has bred 

several attempts to more adequately capture the nature of human spirituality. The RiTE model of 

spirituality (Webb, Toussaint, & Dula, 2014) is one such attempt that offers a view of spirituality 

as a multidimensional and universal human experience (see Pargament, 1999, 2013; Pargament, 

Mahoney, Exline, Jones, & Shafranske, 2013; Piedmont, 1999; Piedmont & Wilkins, 2013). 
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The RiTE model. The RiTE model of spirituality proposes a view of spirituality defined 

as “the salient, searching pursuit of the transcendently sacred ritualistic, theistic, and/or 

existential aspects of the human condition” (Webb et al., 2014, p. 974). This definition expresses 

the underlying foundation of the RiTE model as a tri-dimensional model of spirituality 

comprised of ritualistic, theistic, and existential domains of spirituality. This conceptualization of 

spirituality diverges from more traditional views in its emphasis on diverse spiritual worldviews 

(Webb et al., 2014) and its elimination of the commonly perceived “religiousness versus 

spirituality dichotomy…” (p. 975). Thus, it is important to consider that spirituality within the 

RiTE model provides an overarching term that envelopes the concept of religion. A visual 

representation taken from Webb et al. (2014) can be seen in Figure 1. Each dimension of 

spirituality within the RiTE model is thought to be related while still acknowledging the critical, 

and often subtle, differences within spirituality. Further explanation of these dimensions will 

demonstrate their unique contribution to this comprehensive conceptualization of spirituality. 

Ritualistic spirituality. Ritualistic Spirituality encompasses the elements most closely 

associated with organized religion such that it entails a “structured, ritualistic connection with 

deity” (Webb et al., 2014, p. 973). This dimension incorporates the socially and culturally 

recognized features of a formal belief system apart from, yet related to, personal spirituality. As 

the name suggests, this dimension emphasizes the rituals and behavioral components of 

spirituality such as involvement in organized forms of worship or adherence to a set of rules 

outlined in a formal belief system.  

Theistic spirituality. The inclusion of the dimension of theistic spirituality allows for a 

personal “non-structured connection with deity, including little to no affiliation with organized 

religion” (Webb et al., 2014, p. 973). Theistic spirituality is an individualized form of spirituality 



  

13 

 

Figure 1. 

Diagram of the RiTE Model of Spirituality (Webb et al., 2014). Adapted from Webb 

(2007/2003).   

Source Webb et al., 2014 

  

components (see Zinnbauer and Pargament 2005). That is, all three dimensions of Spiri-

tuality assume or are grounded in a belief in some external entity or entities (e.g., deity,

nature, and knowledge) that is/are transcendent and/or sacred. Similarly, behavioral

practice or activities related to such belief(s) play a role in each dimension. As such, each

of the dimensions of spirituality, at their core, adheres to the three critical aspects of

religiousness/spirituality proposed by Zinnbauer and Pargament (2005); ‘‘significance,’’ …

‘‘search,’’ … [and], ‘‘sacred’’ (pp. 33–34). Thus, we propose that the basic definition of the

overarching construct of Spirituality be: The salient, searching pursuit of the transcen-

dently sacred ritualistic, theistic, and/or existential aspects of the human condition.

While there are commonalities among all three dimensions, there is also overlap among

each pair of dimensions, with such overlap pointing to a fundamental difference from the

third (Webb 2007/2003). Religious Spirituality and Theistic Spirituality recognize, value,

and place emphasis on the divine, whereas Existential Spirituality typically does not.

Religious Spirituality and Existential Spirituality recognize, value, and emphasize an

observance of principle, whereas Theistic Spirituality largely doesnot. Theistic Spirituality

and Existential Spirituality recognize, value, and emphasize the pursuit of meaning and

purpose, whereas Religious Spirituality may not. Likewise, the overlap between: (1)

Religious and Theistic against Existential suggests a theistic versus non-theistic quality to

Spirituality, (2) Religious and Existential against Theistic suggests a structured versus non-

structured quality, and (3) Theistic and Existential against Religious suggests a contem-

plative versus non-contemplative quality. As such, while each dimension shares overlap,

Optimal Spirituality

Theistic 
(Deity-Focused Connectedness) 

Meaning                                            Divine

            Observance

Existential Ritualistic 
(Purposeful Meaning)              (Organized Practice)

Fig. 1 A model of multidimensional spirituality. Adapted from Webb (2007/2003)

J Relig Health

123

Author's personal copy
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that shares a common goal with ritualistic spirituality in its pursuit of a divine connection (Webb, 

2007). This commonality between ritualistic and theistic spirituality is important in 

understanding spirituality as an overarching term that envelopes both theistic and ritualistic 

aspects of spirituality without necessarily separating religion from spirituality.  

Existential spirituality. Existential Spirituality contributes to the breadth of the RiTE 

model through its inclusion of aspects of spirituality that are independent of the belief in 

deity/deities. It is in this regard that the RiTE model diverges from many other 

conceptualizations of spirituality. Webb et al. (2014) describe existential spirituality as a “non-

theistic search for meaning and purpose” (p. 973). It is this dimension of spirituality that allows 

the RiTE model to allow for the “explicit exclusion of the notion of deity, thereby allowing the 

construct of spirituality to be more inclusive of diverse worldviews regarding explaining and 

understanding the transcendent nature of the human condition” (Webb et al., 2014, p. 973).   

Adopting this model permits a broader exploration of human spirituality as a universal 

experience that incorporates a wide variety of spiritual orientations. Thus, the relationship 

between spirituality and health related outcomes, including suicide, becomes more salient as a 

relevant area of study by expanding the range of individuals to whom its benefits may apply. 

Further, this broad conceptualization of spirituality can provide important implications for 

clinical intervention.  

Spirituality and Health 

 The relationship between spirituality and health has been primarily studied in the context 

of religious or spiritual practices such as prayer (Linardakis et al., 2015; Paiva, Paiva, 

Yennuraljalingam, & Hui, 2014; Upchurch, Dye, Chyu, Gold, & Greendale, 2010), church 

attendance (Chiswick & Mirtcheva, 2013; Koenig & Vaillant, 2009), and meditation (Galante, 
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Galante, Bekkers, & Gallacher, 2014; Lomas, Ridge, Cartwright, & Edginton, 2014). The 

association between these and other spiritual practices and health related outcomes is thought to 

depend on sociological principles that promote health behaviors and indirectly link spirituality to 

better health (Ellison & Levin, 1998; McCullough & Smith, 2003). George, Larson, Koenig, and 

McCullough (2000) outline the mechanisms that are theorized to play a role in the relationship 

between spirituality and health. First, many religions discourage engaging in certain risk 

behaviors that may negatively affect health such as substance use, sexual promiscuity, and 

violence. Second, religious involvement is theorized to increase social support, which has been 

linked to better health related outcomes (Milner, Krnjacki, Butterworth, & LaMontagne, 2016; 

Uchino, 2006). The third and final mechanism outlined by George et al. is the Coherence 

Hypothesis. The Coherence Hypothesis suggests that spirituality provides a source of existential 

meaning from which individuals derive purpose and hope in suffering. This source of meaning is 

thought to minimize the health impact of adverse life events. In the context of Webb et al’s. 

(2015) previously mentioned theoretical model, spirituality is thought to promote positive 

psychological traits (e.g., forgiveness) in such a way that reduces negative health related 

outcomes such as substance abuse and suicide. Additionally, spirituality may serve as a resource 

for adaptive coping with stress and other negative health influences associated with illness (Ai et 

al., 2010).  Although empirical evidence has supported a positive relationship between 

spirituality and physical health outcomes (Masters & Hooker, 2013; Paiva, Paiva, 

Yennurajalingam, & Hui, 2014; Park et al., 2016; Powell, Shahabi, & Thoresen 2003; Roff et al., 

2005), the positive association between spirituality and mental health may be more robust 

(Koenig & Larson, 2001).  
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 The relationship between spirituality and mental health has received more consistent 

empirical support than that of physical health. This effect has been shown across a variety of 

mental health related issues including depression (Miller et al., 2012; Blazer, 2012; Lester, 2012; 

Berry & York, 2011), anxiety (Piacentine, 2013; Johnson et al., 2011), and suicidal ideation 

(Lester, 2012; Caribe et al., 2015). 

 As a significant predictor of suicidal behaviors (Britton et al., 2015), spirituality’s 

association with depression is an important factor in understanding spirituality as a buffer against 

suicide. General religious belief has been shown to be associated with lower levels of depression. 

Murphy et al. (2000) gathered data from 271 individuals diagnosed with major depression to 

assess the role of religious belief in this clinical diagnosis. Religious belief significantly 

predicted lower levels of depression. This study suggests that religious belief may be more 

relevant to those already experiencing depression rather than as a protective factor against the 

onset of depression. Austin and Lennings (1993) reported similar results from their study of 57 

participants who reported bereavement in the 5 years prior to the study. Those indicating a belief 

in God were more likely to have lower levels of depression. Miller et al. (2012) explored the 

longitudinal effects of religiousness on major depression in a sample of individuals at both high 

and low risk levels for depression. Participants who identified religion/spirituality as having high 

personal importance were less likely to experience a major depressive episode in the 10 years 

following. Further, this effect was more prominent among participants labeled as high-risk - 

defined as having a parent with depression. The protective factor of spirituality was stronger for 

recurring episodes of depression rather than the onset of depressive symptoms.  

Attendance at religious services has also been extensively studied as it relates to 

depression. While there are some discrepancies in the literature, research generally supports the 
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relationship between church attendance and better mental health. Balbuena et al. (2013) report 

decreased symptoms of depression among individuals who attend religious services at least 

monthly. This relationship between church attendance and depression has been widely reported 

(Wright, Frost, & Wisecarver, 1993; Norton et al., 2008). Gender differences may also exist in 

this relationship with females being more likely to receive the protective benefits of religious 

attendance against depression (Rasic, Kisely, & Langille, 2011).  Despite these findings, others 

have failed to support the relationship between religious service attendance and depression 

(Miller et al., 2013; Murphy et al., 2000).  Murphy et al. suggest that this could be because 

people may turn to religious activities to cope with depression. Thus, the rate of depression 

among church-attendees may be higher than expected.  

As previously mentioned, spirituality has been theorized to protect against health risk 

behaviors such as substance use (George et al., 2000), which places individuals at a greater risk 

for suicide (Pompili, 2012). Further, the risk of suicide among individuals with depression may 

be greater among those with a co-occurring substance abuse problem (Effinger & Stewart, 2012). 

Empirical support for this theory has been well documented. Rasic, Kisely, and Langille suggest 

that church attendance is a protective factor against both suicidal ideation as well as substance 

abuse (see also Kleiman & Liu, 2014). Alcohol use and dependence rates have been shown to be 

lower among individuals who frequently attend religious services (Koenig & Vaillant, 2009), 

which likely contributes to an indirect relationship between overall physical health as well as 

suicidal ideation.  

Spirituality may also directly reduce suicidal behaviors by condemning the act of suicide. 

Seigrist (1996) demonstrated a reduction of suicidal ideation among individuals who attend 

regular religious services and suggests that religion protects against suicidal behaviors through 
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promoting the view that suicide is tied to morality. A view of suicide as immoral may buffer the 

effects of depression, substance abuse, and other factors that contribute to suicidal behavior.   

 Evidence suggests that prayer may also be a factor in promoting mental health. Boelens, 

Reeves, Replogle, and Koenig (2012) found prayer to reduce the level of anxiety and depression 

in women undergoing prayer intervention. Furthermore, prayer did not only result in a reduction 

of depression and anxiety, but also an increase in optimism. The relationship between prayer and 

mental health may be more salient for those at a greater risk of experiencing poor mental health, 

such as open-heart surgery patients (Ai et al., 2010). Prayer may be considered a form of 

meditation, which helps explain its relationship with mental health, as meditation has recently 

emerged as a tool used in clinical intervention for a variety of health issues.  Sorrell (2015) 

provides an overview of this research demonstrating the clinical utility of meditation for issues 

such as anxiety, depression, chronic pain, and loneliness.  

 While the religious and spiritual practices listed here contribute to our understanding of 

the relationship between spirituality and mental health, they may reflect only a small portion of 

the influential factors of spirituality on mental health and may heavily emphasize a ritualistic 

understanding of spirituality. This neglects other aspects of spirituality that may be more 

characteristic of theistic and existential spirituality in regards to the RiTE model. Further 

exploring these domains of spirituality as they relate to other variables will help broaden our 

knowledge of the relationship between spirituality and mental health, specifically suicide.  

Suicide 

Global Prevalence 

 The well-warranted attention devoted to suicide in recent years has furthered our 

understanding of the epidemiology of suicide.  Suicide is a global phenomenon resulting in over 
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800,000 deaths each year, a small percentage of the number of individuals who attempt suicide 

(World Health Organization [WHO], 2014).  Moreover, the World Health Organization suggests 

that the number of completed suicides is likely underestimated due to the sensitivity and legal 

ramifications of suicide in some nations. Nonetheless, this conservative estimate places suicide 

as the fifteenth leading cause of death worldwide. Half of all violent deaths in men and nearly 

three-fourths in women are attributable to suicide (WHO, 2014).  

 Worldwide, men have accounted for more deaths by suicide than women (WHO, 2014). 

The extent of this discrepancy varies across nations with higher income countries observing 

greater gender disparities at a 3.5 to 1 male to female ratio (WHO, 2014). Lower income 

countries observe lower male to female ratios at 1.6 to 1, respectively. The role of a nation’s 

economic stability in the gender disparity related to suicide is unclear but may contribute to the 

accessibility of more lethal methods of suicide more commonly used by men.  

 When categorized by age, global suicide rates tend to follow a pattern with the highest 

number of suicides occurring in individuals over the age of 70; however, after accounting for this 

age group, there is some variability in suicide rates by age cross-nationally (WHO, 2014). The 

lowest at-risk group is those under the age of 15, for whom rates of suicide are more than ten 

times lower than those aged 15 to 24 (Curtin, Warner, & Hedegaard, 2016b). 

U.S. Prevalence 

 Although suicide is a universal occurrence, the United States experiences slightly 

elevated rates of suicide at 13 per 100,000 population, two more per 100,000 than the global 

average (Curtin et al., 2016a; WHO, 2014). Males are more than three times as likely to die by 

suicide than females in the U.S., though this gender gap has decreased over the past fifteen years 

suggesting that increases in female deaths by suicide are growing at a more rapid rate than that of 
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males (Curtin et al., 2016a). Gender disparities are proposed to exist due to differences in the 

fatality of methods used by men and women (WHO, 2014). The most common method of suicide 

for males is firearms while women are more likely to use poison (Curtin et al., 2016a; WHO, 

2014). Although men are more likely to die by suicide, women are at a greater risk for non-fatal 

attempts and expressing suicidal ideation (Substance Abuse And Mental Health Services 

Administration [SAMHSA], 2013). 

 Following global trends, the age group for which suicide is most prevalent in the U.S. is 

the elderly, particularly those 85 and older (CDC, 2013). Middle age individuals represent the 

next highest age group followed by adolescents and young adults.  

In 2013, more than 494,000 individuals were treated for self-induced injuries in the U.S. 

resulting in an estimated $44.6 billion economic burden (CDC, 2015). This economic burden has 

the potential to increase given that 9.3 million Americans have seriously considered suicide 

within the past year and 2.7 million individuals have made a plan to die by suicide (SAMHSA, 

2013). This economic burden fails to compare to the psychological weight carried by the 

relatives and friends of suicide victims (Saarinen, Viinamäki, Hintikka, Lehtonen, & Lönnqvist, 

1999). A better understanding of suicide is a vital step in developing preventative measures for 

this preventable mental health outcome.  

Understanding Suicide 

 While suicide may be a universally understood term that accurately conveys an outcome, 

understanding suicide also entails the precipitant factors leading up to this outcome. However, a 

tendency to summarily equate the outcome with otherwise general precipitants may impair our 

ability to accurately understand the act of suicide. That is to say that the factors leading to the act 

of suicide are highly variable. Shneidman (1993) highlights this variability in his description of 
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suicide as a “multifaceted event [in which] biological, socio-cultural, sociological, interpersonal, 

intrapsychic, logical, conscious and unconscious, and philosophical elements are present, in 

various degrees, in each suicidal event” (p. 4). As such, Shneidman suggests that no individual 

suicidal event can be understood from the sole contributions of a single discipline.  

Biological factors of suicide. Although a full review of the biological etiology of suicide 

is beyond the scope of this paper, a brief review of the literature on biological factors of suicide 

is important for laying a foundation for a multifaceted conceptualization of suicide. Biological 

rhythms, “any cyclic change in a bodily chemical or function” (Hedge, 2013, p.1), are one 

physiological component thought to be related to suicide. Diurnal variation is one form of 

biological rhythm that has been shown to be associated to an increased risk for suicide among 

individuals with Seasonal Affective disorder (Bahk, Han, & Lee, 2014). Specifically, individuals 

who prefer an advanced sleep period, or are most active in the morning experience a lower risk 

for suicide. A heightened risk for suicide has also been indicated in samples of individuals 

diagnosed with PTSD and Bipolar disorder experiencing circadian rhythm dysregulation 

(Dell’Osso et al., 2014; Pawlak et al., 2015). The association between biological rhythmicity and 

suicide may offer one explanation to the commonly reported association between suicide and 

seasonality (Christodoulou et al., 2012).  

 A more common approach to understanding the biology of suicide highlights the role of 

various neurotransmitters including serotonin (Miller et al., 2013; Turecki, 2014; Pandey, 2013), 

norepinephrine (Kim et al., 2014; Jokinen, Ouda, & Nordstrom, 2010), and dopamine (Suda et 

al., 2009; Turecki, 2014). More specifically, reduced serotonin transporter receptor binding and 

polymorphisms of the norepinephrine transporter gene have been linked to suicide risk (Miller et 

al., 2013; Kim et al., 2014). Lithium’s role in reducing suicide risk among mood disorder 
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patients points to the role of dopamine as lithium modulates dopaminergic factors (Turecki, 

2014). Some evidence identifies cellular alterations and genetic markers in the brains of suicide 

victims as mechanisms by which neurochemical imbalances contribute to suicide (Mann, 1998). 

Although the direct role of these chemicals in suicide is not entirely clear, the evidence for a 

biological basis of suicide is indisputable. The organic features of suicide play an important role 

in our understanding of suicide, though these factors only explain a portion of the variance in 

suicides.   

Cultural factors of suicide. Although suicide is observed universally, it may be best 

understood as a cultural event (Shneidman, 1993). Public opinions of suicide differ drastically 

across cultures (Stack & Kposowa, 2015). Suicide in some cultures, such as Japanese culture, has 

even been perceived as an honorable act (Flaskerud, 2014; Young, 2002). It has been suggested 

that, contrary to Western culture’s moral condemnation of suicide, Eastern religious values may 

play a role in promoting a more positive view of suicide (Picone, 2012; Young, 2002). Eastern 

religions may be more heavily rooted in ancient philosophies that promote any form of self-

sacrifice as morally acceptable (Young, 2002). Even within Western culture’s condemning views 

of suicide, some level of dignity is associated with the ability to control one’s own state of 

existence. This is reflected in the instatement of Death with Dignity laws in four U.S. states that 

permit physician-assisted suicide for terminally ill patients (i.e., California [End of Life Option 

Act, 2016], Oregon [Death with Dignity Act, 1997], Vermont [Patient Choice and Control at the 

End of Life Act, 2013], and Washington [Washington Death with Dignity Act, 2008]). Given the 

variation in cultural perceptions of suicide, further explanation of the, seemingly, self-defined act 

of suicide as it is viewed in Western society is warranted. In Western culture, suicide may be 

defined as “a conscious act of self-induced annihilation, best understood as a multidimensional 
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malaise in a needful individual who defines an issue for which the suicide is perceived as the 

best possible solution” (Shneideman, 1993, p. 4; Shneidman, 1985, p. 186).   

 Sociological and interpersonal factors of suicide. Emile Durkheim was among the first 

to present a sociological approach to suicide, and his work has been exceedingly influential in 

more current perspectives of suicide (Scourfield, Fincham, Langer, & Shiner, 2012). Building on 

the work of Durkheim, many contemporary theories of suicide emphasize social integration as a 

critical factor of suicide (Wray, Colen, & Pescosolido, 2011; Zhang, 2016). The social 

integration theory of suicide suggests that one’s level of social connectedness influences their 

likelihood for suicide (Zhang, 2016). Empirical support for this theory is well documented (see 

Stack, 2000). A similar and more recent perspective of suicide, the Interpersonal Theory of 

Suicide (Joiner, 2005), also emphasizes the sociological components of suicide. This theory 

posits that thwarted belongingness, perceived burdensomeness, and acquired capability are the 

root cause of suicide (Joiner, 2005; Zhang, 2016).  While both of these theories (i.e., the social 

integration theory and the Interpersonal Theory) contribute to a multifaceted understanding of 

suicide, neither is sufficient in explaining the cause of suicide (Zhang, 2016).  

Intrapsychic factors of suicide. Suicide is commonly attributed to intrapsychic issues 

related to mental illness (Lester & Bean, 1992). Indeed, individuals diagnosed with some form of 

psychopathology are at a greater risk for suicide than the general population (Chen & Dilsaver, 

1996; Harris & Barraclough, 1997). In a thorough investigation of the relationship between 

mental illness and suicide, Harris and Barraclough (1997) found that at least 36 out of 44 mental 

disorders studied significantly increased an individual’s risk of suicide. Mental disorders that 

represented the highest risk of suicide include Bipolar, Major Depression, and Anorexia 

Nervosa. One proposed explanation for why psychopathology increases the risk for suicide is 
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related to the commonality of impulsivity across mental illnesses combined with a lowered 

threshold for psychological distress (Mann, 1998). Although evidence relating suicide to mental 

illness is strong, mental illness cannot be entirely accountable for suicide (Hendin, 1991); that is, 

the presence of suicidal behavior does not, of necessity, imply mental illness.  

The logic and philosophy of suicide. Because of the well-known relationship between 

suicide and mental illness, there is a tendency to describe suicide as the outcome of an 

underlying pathology (Zhang, 2016), such that suicide is to mental illness what a heart attack is 

to hypertension. While these analogies hold true to an extent, they also confirm the view of 

suicide as an inevitable outcome of a terminal disease. Rather than being described as the 

outcome of illness, suicide may be better understood as a rational solution to a perceived 

problem (Shneidman, 1993). Understanding suicide as a solution highlights an adaptive, albeit 

maladaptive, function of suicide that serves to fulfill a particular psychological need of the 

victim. Shneidman (1993) argues from this perspective that “there are no needless suicides” (p. 

3). This perspective of suicide illuminates the logical reasoning that leads an individual to 

consider, attempt, and die by suicide.  

The view of suicide as a solution indicates suicide as a philosophical problem (Mathews, 

1998), highlighting its existential nature. To consider suicide is to implicitly question the value 

and meaning of life. Mathews (1998) describes the existential philosophy that nothing 

meaningful comes from outside us. From this point of view, suicide may be seen as the result of 

a persistent lack of existential meaning. This may illuminate one mechanism of spirituality’s 

protective role against suicide. Spirituality and religion may serve as a solution to the 

philosophical and existential struggles that drive a motivation for suicide.  
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Conscious and unconscious factors of suicide. The unconscious motivations for suicide 

have been less explored than the more evident conscious factors, some of which have been 

previously mentioned. Nonetheless, evidence is building for the role of unconscious processes in 

suicide. In a psychodynamic approach to suicide, Fowler, Hilsenroth, and Piers (2001) found a 

high risk for suicide among participants who displayed “overwhelming feelings of self-hatred 

and perceptions of the self as damaged, when combined with vulnerability to ego boundary 

disturbance” (p. 177). Hendin (1991) suggests that suicide is motivated by unconscious processes 

such as rage, guilt, hopelessness, despair, and desperation to fulfill an unconscious desire such as 

revenge, self-punishment, or atonement. Although it is difficult to definitively determine the 

extent to which unconscious processes influence suicide in any given case, the empirical and 

theoretical literature supports the plausible role of such processes in suicide (Fowler, Hilsenroth, 

& Piers, 2001; Hendin, 1991; Roalfe, 1928). 

 Although the aforementioned factors (i.e., biological, cultural, etc.) are present in each 

suicide in varying degrees, Shneidman (1993, 1996) asserts that above all of these elements, 

suicide is psychological. That is, suicide occurs as the result of intense psychological pain, or 

psychache, and all of these other elements are relevant, but only inasmuch as they contribute to 

psychache (Shneidman, 1993).  According to Shneidman (1993), when suicide risk is present, 

the task is to “mollify the psychache … no psychache, no suicide” (pp. 53 & 56).  

Psychache 

 Shneidman (1993) describes psychache as a deeply rooted “hurt, anguish, soreness, 

aching, psychological pain in the psyche, the mind” (p. 51). Further, this psychological pain is 

the central cause of suicide (Shneidman, 1996). Psychache results when psychological needs are 

unfulfilled. Suicide results when death is preferable to living with these unmet psychological 
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needs. Not every instance of psychache results in suicide. Rather, suicide occurs as a response to 

a lowered threshold for tolerating psychological pain such that “in the mind of the chief 

protagonist suicide is a solution- the solution- to a perceived problem, dilemma, challenge, 

difficulty, seemingly inescapable or intolerable situation” (Shneidman, 1993, p. 16) Although 

closely related, psychache diverges from depression in its existential nature. Depression has 

biochemical and physiological roots and is related to suicide only to the extent that it is related to 

psychache (Shneidman, 1993). Depression, as Shneidman (1993) states, “is not a legitimate 

cause of death” (p. 55). Psychache is necessarily present in virtually every suicide while 

depression is not (Shneidman, 1993).  

Empirical Evidence for Psychache 

 The early stages of research have yielded support for Shneidman’s theory of psychache 

as suicide. Holden et al. (2001) were among the first to provide empirical support for the theory 

of psychache through the construction of a valid measurement instrument. The initial 

psychometric properties of the Psychache Scale (Holden et al., 2001; Troister & Holden, 2013) 

distinguished psychache from other factors of suicide such as depression and hopelessness. Since 

the development of the psychache scale, growing evidence has supported the predictive validity 

of psychache for suicide (Berlim et al., 2003; DeLisle & Holden, 2009; Troister & Holden, 

2010). In a sample of 60 psychiatric outpatients, Berlim et al. (2003) found psychache to be a 

significant predictor of suicidality, even after controlling for depression and hopelessness. 

DeLisle and Holden (2009) further confirmed the distinguished relationship between psychache 

and suicidality in a large, cross-sectional sample of college undergraduates. Psychache does not 

only contribute unique variance to the prediction of suicide, but also has been found to be a 

stronger predictor of suicide than depression and hopelessness (Troister & Holden, 2010).  
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 Psychache has also been studied using a longitudinal design to assess the ability of 

psychache to predict changes in suicidal ideation (Troister, Davis, Lowndes, & Holden, 2013; 

Troister & Holden, 2012). Troister and Holden (2012) found changes in psychache to be 

associated with changes in suicidal ideation over a two-year period. Further, psychache was the 

only unique contributor to predicting change in suicidal ideation compared to depression and 

hopelessness. These results were replicated in a large sample of high-risk undergraduate students 

over a five-month interval (Troister et al., 2013).  

 Although preliminary evidence provides strong support for the construct and predictive 

validity of psychache, the association between psychache and suicide is in need of further 

empirical investigation. Further, the exploration of protective factors against psychache has been 

neglected. The coherence hypothesis previously discussed (George et al., 2000) may indicate 

spirituality as a protective factor against psychache. As a source of existential meaning, 

spirituality may combat the philosophical and existentially driven psychological distress 

implicated in psychache. Similarly, the model proposed by Webb et al. (2015) may indicate self-

forgiveness as a mechanism whereby spirituality reduces psychache. The current project aims to 

address this neglect by exploring spirituality as a protective factor against psychache and, in turn, 

suicidal ideation. More specifically, self-forgiveness is evaluated as a characteristic of 

spirituality that aids in the protective role of spirituality against psychache and suicidal ideation.   

Forgiveness of Self 

Conceptualizing Self-Forgiveness 

 Forgiveness is often conceptualized as a unified construct, such that one dimension of 

forgiveness (e.g. forgiveness of self) is thought to be sufficiently similar to other dimensions of 

forgiveness (e.g. forgiveness of others) in their definition and capacity to influence other 
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variables. However, research has shown that dimensions of forgiveness can have autonomous 

associations with diverse variables (Maltby, Macaskill, & Day, 2001). Ross, Hertenstein, and 

Wrobel (2007) supported a two-component model of forgiveness by demonstrating the 

discriminant properties of self-forgiveness and other-forgiveness. Thus, adequate consideration 

is often not given to the independent characteristics of varying dimensions of forgiveness. 

Although multiple dimensions of forgiveness (i.e. forgiveness of self, forgiveness of others, 

forgiveness of God, etc.) have been linked to a variety of positive health related outcomes (see 

Toussaint, Worthington, & Williams, 2015), forgiveness of self has emerged as possibly the 

most influential dimension of forgiveness (Webb & Jeter, 2015; see also Woodyatt, 

Worthington, Wenzel, & Griffin, 2016).  Despite its relative importance, forgiveness of self has 

received a limited amount of attention compared to other dimensions of forgiveness in recent 

decades (Hall & Fincham, 2005).  

 In a comprehensive review of the literature on self-forgiveness, Webb, Bumgarner, 

Conway-Williams, and Dangel (2016) identified five core themes among varying definitions of 

self-forgiveness: reconciliation, acceptance, accountability for wrong-doing, connection with the 

human community, and a genuine effort to change in the future. Further, Webb et al. (2016) 

propose a definition of self-forgiveness as a phenomenon that:  

occurs over time and is a deliberate, volitional process initiated in response to one’s own 

negative feelings in the context of a personally acknowledged self-instigated wrong, that 

results in ready accountability for said wrong and a fundamental, constructive shift in 

one’s relationship to, reconciliation with, and acceptance of the self through human-

connectedness and commitment to change (p. 10). 
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As the study of self-forgiveness moves toward a ubiquitous understanding, there is agreement 

that self-forgiveness is not synonymous with forgetting or pardoning a transgression (Tangney, 

Boone, Dearing, 2005).  

Drawing from the implications of the work of Beck (1962) and Ellis (1962), who 

describe the human tendency to more critically evaluate the self than others, Macaskill (2012) 

describes the realization of self-forgiveness as more difficult to achieve and, potentially, more 

influential to health than other levels of forgiveness. Webb et al. (2006) demonstrated a similar 

hierarchical structure among levels of forgiveness with forgiveness of self being more difficult to 

achieve than forgiveness of others and feeling forgiven by God. Considering this difficulty, self-

forgiveness may be a particularly relevant issue to address for clinical intervention and, more 

specifically, suicidal individuals.  

Self-Forgiveness and Suicide 

 Among the limited number of studies that have examined the relationship between 

forgiveness and suicide, self-forgiveness has emerged as a potential buffer against suicidal 

behaviors (Bryan et al., 2014; Chang, Kahle, Yu, & Hirsch, 2014; Nagra, Lin, & Upthegrove, 

2016). Nagra et al. (2016) found self-forgiveness to be inversely related to suicide attempts in 

323 individuals who reported self-injurious behaviors. Self-forgiveness has also been shown to 

protect against suicide in victims of domestic abuse (Chang et al., 2014), depressed individuals 

(Hirsch, Webb, & Jeglic, 2011; Nsamenang, Webb, Cukrowicz, & Hirsch, 2013), and veterans 

with Post-Traumatic Stress Disorder (PTSD) (Bryan et al., 2015). Lastly, self-forgiveness has 

been shown to moderate the association between anger and suicidal behavior (Hirsch, Webb, & 

Jeglic, 2012).  
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Self-Forgiveness and Spirituality 

 Although forgiveness is not a concept exclusive to spirituality, it is a component to most 

mainstream religions (Webb, Toussaint, & Conway-Williams, 2012). As such, forgiveness is one 

factor that offers the potential explanation of an indirect relationship between spirituality and 

suicidal behaviors. While forgiveness of others has been consistently associated with spirituality 

(Davis, Worthington, Hook, & Hill, 2013; Toussaint & Williams, 2008), self-forgiveness has less 

consistently displayed a relationship with spirituality (Lyons, Deane, Caputi, & Kelly, 2011; 

Toussaint & Williams, 2008). Lyons et al. found self-forgiveness to be significantly and 

positively associated with spirituality, which in turn increased meaning in life. Similarly, Davis 

et al. supported a moderate association of self-forgiveness and spirituality. Despite these 

findings, Toussaint and Williams failed to support the relationship between self-forgiveness and 

religious affiliation; however, this discrepancy doesn’t necessarily indicate that self-forgiveness 

is not related to spirituality though it does suggest that ritualistic components of spirituality may 

not be the mechanism of spirituality that promotes self-forgiveness. Empirical evidence for the 

association between self-forgiveness and spirituality is still needed and is an aim of the current 

project. 

Self-Forgiveness, Spirituality, and Suicidal Behavior: A Theoretical Model 

Webb et al. (2015) offer a theoretical model of the associations between: a) forgiveness, 

as a component of spirituality, b) emotionally and philosophically driven psychological distress, 

termed existangst, and c) suicidal behaviors and substance abuse. Within this model and 

consistent with prior research, spirituality is conceptualized as a precursor to forgiveness. 

Forgiveness exhibits a direct relationship with suicidal behavior as well as an indirect association 
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through the mediating variable of existangst, such that forgiveness is thought to be associated 

with less existangst, which in turn is thought to be associated with less suicidal behavior.  

Existangst is one distinct category of mediators theorized to be a mechanism of the 

indirect effect of forgiveness on suicidal behavior (Webb et al., 2015). As previously described, 

existangst is emotionally and philosophically driven psychological distress, which encompasses 

the construct of psychache as well as other symptoms such as depression, anxiety, and 

hopelessness (Webb et al.). Consistent with the literature, these mediating variables are theorized 

to be positively related to suicidal behaviors and inversely related to forgiveness. Thus, 

forgiveness is thought to indirectly reduce suicidal behaviors by reducing existangst.  

In addition to existangst, Webb et al’s. (2015) model incorporates health behaviors, social 

support, and interpersonal functioning as theoretical mediators in the indirect relationship 

between forgiveness and suicidal behaviors. These mechanisms are theorized to work in contrast 

to existangst by exhibiting a positive association with forgiveness and, in turn, a negative 

relationship with suicidal behavior. 

This theoretical model holds important implications for both research and clinical 

application. The theoretical associations within this model further our understanding of suicidal 

behaviors and substance abuse and inform the development of clinical interventions such as 

forgiveness therapy and other interventions (Webb et al., 2015). Additionally, this model lends 

support for the protective role of spirituality on substance abuse and suicidal behaviors. 

 The current project proposes an adaptation of the model presented by Webb et al. (2015), 

such that the direct relationship between spirituality and suicidal behaviors is evaluated based on 

ritualistic, theistic, and existential dimensions of spirituality. Further, the indirect effects of each 

dimension of spirituality are examined through the mediating variable of psychache, as in Webb 
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et al.’s original model, as well as the addition of self-forgiveness as a serial mediator. These 

variables are theorized to be associated such that each dimension of spirituality is directly related 

to suicidal behaviors, and indirectly related to suicidal behaviors through self-forgiveness and 

psychache, in serial. A visual representation of this model can be seen in Figure 2. 

Hypotheses 

Based on the previous literature, the present study hypothesized the following: (1) 

ritualistic, theistic, and existential dimensions of spirituality will exhibit a statistically significant 

and positive bivariate association with self-forgiveness, and a negative association with 

psychache and suicidal behavior; (2) at the multivariable level of analysis, ritualistic, theistic, 

and existential spirituality will exhibit a statistically significant and negative direct relationship 

with suicidal behavior as well as a statistically significant indirect relationship with suicidal 

behavior such that each dimension of spirituality will be associated with higher levels of self-

forgiveness, which in turn will be associated with lower levels of psychache. Lower levels of 

psychache then will be associated with lower levels of suicidal behavior; (3) the degree of the 

multivariable relationships between spirituality, self-forgiveness, psychache, and suicidal 

behavior will vary between the ritualistic, theistic, and existential dimensions of spirituality.  

That is, each dimension of spirituality may not be similarly associated with the other variables of 

interest in the serial mediation analyses.  Indeed, there may be relative differences in the pattern 

of these associations.  For example, ritualistic spirituality may be indirectly associated with 

suicidal behavior through self-forgiveness and psychache in sequence, whereas theistic 

spirituality may be indirectly associated with suicidal behavior, but only through psychache.  
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Figure 2. 

 The Forgiveness–Substance Abuse/Suicidal Behavior Association: A conceptual model (Webb 

et al., 2015). 

 
1
 = emotionally and philosophically driven psychological distress. For example, symptoms of 

depression, anxiety, hopelessness, and psychache driven by emotionally charged existential and 

teleological angst. That is, emotionally struggling with affirming one’s meaningful existence 

(Existential + Teleological + Angst = ExisTAngst). a  c =  Direct effect of forgiveness on 

dependent variable(s). a  b = Direct effect of forgiveness on mediator variable(s). b  c = 

Direct effect of mediator variable(s) on dependent variable(s). a  b  c = Indirect effect of 

forgiveness on dependent variable(s) through mediator variable(s). dotted  = Moderation 

effect. ↕ = Potential for a concomitant, bidirectional effect.  

Source Webb et al., 2015 
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CHAPTER 2 

METHODS 

Participants 

 Participants for the current study were drawn from from a sample of 441 individuals who 

completed a survey online using Amazon’s Mechanical Turk platform. Data was collected from 

July to August 2016 (see Table 1). Participants were excluded for incompletion or for a 

completion time of less than 15 minutes. After this exclusion criterion was accounted for, 262 

participants were eligible and were used in the present analysis. Each participant was paid $2 

upon adequate completion of the survey. Participants were notified that participation was 

voluntary and that they could quit the survey at any time. Appropriate IRB approval was 

acquired before data collection began.  

Measures 

 Spirituality. Spirituality was measured using the RiTE measure of spirituality (Webb et 

al., 2014). The RiTE measure consists of thirty self-report items that distribute evenly among the 

three dimensions of spirituality: ritualistic, theistic, and existential. These items are measured on 

a 5-point Likert scale anchored by “Strongly Disagree” and “Strongly Agree.” A score for each 

dimension is calculated by summing the scores for each individual item. A total RiTE score can 

be calculated by summing the scores of each subscale. Higher scores indicate higher levels of 

spirituality. Possible scores range from 30 to 150 for a total score or 10 to 50 for a subscale 

score. 

 The structure of the RiTE measure emerged from exploratory and confirmatory factor 

analysis of 67 original items (Webb et al., 2014). Excellent reliability was demonstrated in the 

internal consistency of each subscale of the RiTE model: ritualistic (α = .92), theistic (α = .98), 
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existential (α = .91). Convergent and discriminant validity for the RiTE measure was assessed 

using the Religious Orientation Scale (ROS), the Spiritual Well-Being Scale (SWBS), and the 

Social Desirability Scale (SDS) (Webb et al., 2014). Ritualistic Spirituality and theistic 

Spirituality demonstrated convergent validity with the Religious Well-Being subscale of the 

SWBS as well as the Intrinsic Religiosity subscale of the ROS (r = .70 - .81). Ritualistic and 

theistic Spirituality demonstrated discriminant validity with the Existential Well-Being subscale 

of the SWBS and the Extrinsic Religiosity subscale of the ROS (|r| = .02 - .33). Existential 

Spirituality demonstrated limited convergent validity with the Existential Well-Being subscale of 

the SWBS (r = .39) and discriminant validity with the Religious Well-Being subscale of the 

SWBS, the Intrinsic Religiosity subscale of the ROS, and the Extrinsic Religiosity subscale of 

the ROS (|r| = .06 - .29). 

There is potential for concern among the high correlation between ritualistic and theistic 

Spirituality as well as similar patterns among their convergent validity; however, the argument is 

made that the qualitative differences in the theoretical conceptualization of this model offer 

unique benefits to the measurement of spirituality and a three-factor solution is empirically 

supported and preferable for this model (Webb et al., 2014).  Also, the ritualistic and theistic 

subscales have been shown to be differentially associated with other variables (Chang et al., 

2015; Webb, Phillips, Bumgarner, & Conway-Williams, 2013).  

Self-forgiveness. Self-forgiveness was measured using a six-item subscale from the 

Heartland Forgiveness Scale (HFS; Thompson et al., 2005). Each item is answered on a 7-point 

Likert scale that indicates the extent to which the item is true for the respondent. High scores 

indicate a high level of self-forgiveness. Possible scores for the self-forgiveness subscale range 

from 6 to 42. Internal consistency of the self-forgiveness subscale of the HFS has been found to 
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be acceptable across multiple studies (α = .72- .76), as has test retest reliability for the self-

forgiveness subscale (α = .72; Thompson et al., 2005). The HFS has also demonstrated adequate 

convergent validity with other measures of dispositional forgiveness (Thompson et al., 2005). 

Further, the HFS has been shown to be associated with variables that are theorized to be related 

to forgiveness (e.g., increased satisfaction with life, lowered rumination, etc.; Thompson et al., 

2005). 

Psychache. The current project utilized the psychache scale (Holden et al., 2001). The 

initial development of the Psychache Scale included 31 items that were consistent with 

Shneidman’s (1993) definition of psychache. Further refinement of the Psychache Scale reduced 

the measure to 13 items rated on a Likert scale ranging from “Never” to “Always,” or “Strongly 

Disagree” to “Strongly Agree.” Possible scores range from 13 to 65 with lower scores indicating 

lower psychache. These 13 items demonstrated high reliability (α = .92; Holden et al., 2001) 

indicating high homogeneity among items. The Psychache Scale also demonstrated excellent 

construct validity, correlating moderately to highly (r = .33-.65) with criteria for suicidal 

behavior (Holden et al., 2001). Further, psychache contributed unique variance to the prediction 

of suicidal ideation, suicide attempts, likelihood of future suicide commission, and self-injury 

(Holden et al., 2001).  

Suicidal behavior. The Suicidal Behaviors Questionnaire-Revised (SBQ-R; Osman et 

al., 2001) is a 4-item measure used to assess suicidal behavior. Osman et al., (2001) provided 

empirical support for the internal consistency of the SBQ-R (α = .76) as well as its ability to 

adequately distinguish suicidal individuals from non-suicidal individuals. Possible scores on the 

SBQ-R range from 3 to 18. A score of seven was indicated as the most useful cutoff for non-

suicidal individuals with lower scores indicating reduced risk (Osman et al., 2001).  
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Overall, the measures used in the present study were deemed to have adequate internal 

consistency. Alpha coefficients range from .85 for suicidal behavior to .99 for theistic 

spirituality. These measures are consistent with those reported from the literature above. Alpha 

coefficients are reported in Table 2.   

Statistical Analysis 

 In regards to Hypothesis 1, Pearson Product-Moment Correlations were calculated to 

assess the bivariate association between each dimension of spirituality, self-forgiveness, 

psychache, and suicidal behavior. Hypothesis 2 was tested through a serial mediation analysis 

using the SPSS macro, PROCESS (Hayes, 2013). This analysis allowed for the assessment of the 

direct effect of spirituality on suicidal behavior as well as the indirect effect of spirituality on 

suicidal behavior through the mediating role(s) of self-forgiveness and psychache. Hypothesis 3 

states that each dimension of spirituality will be related to suicidal behavior in varying degrees. 

In order to assess this, three separate mediation analyses were run with each dimension of 

spirituality as the independent variable. The alternate dimensions of spirituality were included as 

covariates at each level of the analysis to control for overlap between dimensions of spirituality.  

That is and for example, it may be that ritualistic spirituality and existential spirituality are 

associated with less suicidal behavior, but theistic spirituality is not. A visual representation of 

this statistical model can be seen in Figure 3.  

 Considering the use of serial mediation in the current project, a unique challenge exists 

regarding the use of covariates. Depression and hopelessness have strong empirical ties to 

suicidal behaviors as well as psychache and, thus, are intuitively implicated as covariates for this 

analysis; however, Hayes (2013) advises against the use of covariates that could also potentially 

serve as mediators in the association being tested. Because depression and hopelessness are 
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c' = direct effect of Spirituality on Suicidal Behavior, after accounting for Self-Forgiveness and Psychache 

 

ab  = total indirect effect of Spirituality on Suicidal Behavior through Self-Forgiveness and/or Psychache  

a1b1  = specific indirect effect of Spirituality on Suicidal Behavior through Self-Forgiveness 

a2b2  = specific indirect effect of Spirituality on Suicidal Behavior through Psychache 

a1a3b2  = specific indirect effect of Spirituality on Suicidal Behavior through Self-Forgiveness and Psychache, in    

   serial 

 

Figure 3.Hypothesized Serial Mediation Associations 
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 likely to mediate the relationship between spirituality and suicidal behaviors, controlling for 

these variables may result in an inaccurate estimate of the direct and indirect effect of spirituality 

on suicidal behaviors. This is because it is expected that there is shared variance between 

psychache, depression, and hopelessness and eliminating this shared variance may inaccurately 

reduce the observed effect of spirituality on suicidal behaviors. That is, covarying depression and 

hopelessness would result in the estimation of the effect of spirituality on suicidal behaviors 

having statistically removed the effect of depression and hopelessness from the model, and thus 

any variance that spirituality may explain in suicidal behavior via depression or hopelessness as 

mediators.  As such, depression and hopelessness, although important factors to consider in the 

relationship between spirituality and suicidal behaviors, will not be used as covariates in the 

current project. However, age, gender, ethnicity, and educational level were used as covariates in 

the analysis.  

 Regarding statistical power, that is to detect a statistically significant relationship should 

one exist, the current project utilized bootstrapping in testing indirect effects to reduce the risk of 

making a Type II error. Bootstrapping is a method of resampling with replacement and was 

performed 10,000 times, per Hayes’ (2013) recommendations. Regarding sample size more 

generally, Keith (2015) recommends the common rule of thumb of 10-20 participants per 

independent variable in multiple regression based analyses. As such, it appears that the extant 

sample size (n = 262) exceeds recommendations for adequate statistical power (Keith, 2015); 

that is, based on the inclusion of 9 independent variables, mediator variables, and covariates, a 

sample size of 90 - 180 would be recommended.    
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CHAPTER 3 

RESULTS 

Sample Characteristics 

 Of the 262 participants who completed the online survey, the majority was white (78.2%, 

N= 205) and female (50.4%, N=132). Agnosticism was the largest shared religious belief among 

the sample (24%, N=63) followed by Atheism (16%, N= 42), and Protestantism (15.3%, N= 40). 

A large portion of the sample was college educated (39.7%, N= 104) and over half of the sample 

received a high school diploma/GED or a Vocational Degree (51.5%, N= 135). The age of 

participants ranged from 19 to 73 with an average age of 37.2. Sample characteristics can be seen 

in Table 1. 

Bivariate Correlations 

 Ritualistic spirituality was positively related to theistic spirituality (r= .87, p<.001) and 

existential spirituality (r= .18, p=.003). Theistic spirituality was positively related to existential 

spirituality (r= .21, p= .001). Existential spirituality was positively related forgiveness of self (r= 

.25, p< .001) and negatively related to psychache (r= -.23, p<.001) and suicidal behavior (r= -

.20, p= .001). Self-forgiveness was negatively associated with both psychache (r= .58, p <.001) 

and suicidal behaviors (r= .43, p< .001). Psychache was positively related to suicidal behavior 

(r= .66, p<.001). All other bivariate correlations were statistically non-significant. Bivariate 

correlations are shown in Table 2.  

Multivariable Analyses  

 The results from the current analysis were obtained through testing a series of three 

separate serial mediation models substituting ritualistic, theistic, and existential spirituality as the 

independent variable. Overall, the variables in each of the models account for 45.8% of the  
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Table 1 

Sample Characteristics (N=262) 

Variable     Mean/N     

Percentage/Standard 

Deviation 

Gender 

      
Male 

  

130 

  

49.60% 

Female 

  

132 

  

50.40% 

       Age 

  

37.18 

  

11.62 

Ethnicity 

      
White 

  

205 

  

78.24% 

African American 

  

21 

  

8.00% 

Hispanic 

  

20 

  

7.60% 

Asian 

  

14 

  

5.30% 

American Indian 

  

2 

  

0.80% 

Religious Affiliation 

      
Atheist  

  

42 

  

16.03% 

Agnostic 

  

63 

  

24.05% 

Baptist 

  

11 

  

4.20% 

Christian (other) 

  

37 

  

14.12% 

Protestant  

  

40 

  

15.27% 

Catholic 

  

32 

  

12.21% 

Jewish 

  

4 

  

1.53% 

Muslim 

  

2 

  

0.76% 

Buddhist  

  

6 

  

2.29% 

Wiccan 

  

1 

  

0.38% 

None 

  

24 

  

9.16% 

Education Level 

      Doctoral Degree 

  

7 

  

2.67% 

Masters Degree 

  

14 

  

5.34% 

Bachelors Degree 

  

104 

  

39.69% 

Vocational School 

  

55 

  

20.99% 

High School Diploma/ 

GED 

  

80 

  

30.53% 

Less than High School 

Diploma      2     0.76% 
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Table 2 

Bivariate Correlations 

    1 2 3 4 5 6 7 8 9 10 

1.) Gender
c 

          
2.) Age .06 

         
3.) Education Level .02 .14* 

        
4.) Race/Ethnicity

b 
-.01 -.21** .04 

       
5.) Ritualistic Spirituality .14* .13* -.03 .11 (.95)

a 

     
6.) Theistic Spirituality .11 .13* -.07 .09 .87** (.99) 

    
7.) Existential Spirituality .18** .05 -.09 .02 .18** .21** (.88) 

   
8.) Forgiveness of Self .07 .04 .05 .13* -.04 -.06 .25** (.88) 

  
9.) Psychache -.08 -.05 -.11 -.10 .04 .06 -.23** -.58** (.97) 

 
10.) Suicidal Behaviors -.14* -.12 -.12 -.03 -.03 -.03 -.20** -.43** .66** (.82) 

 

** Correlation is significant at the 0.01 level (2-tailed). 

       * Correlation is significant at the 0.05 level (2-tailed). 

       
a
Numbers in parentheses are estimates of internal consistency (Cronbach’s α) 

b
Ethnicity: 0 = White; 1 = Non-white 

c
Gender: 0 = Male; 1 = Female 
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variance in suicidal behavior scores (F(9, 252)= 18.95, R
2
= .4578, p< .0001). Before accounting 

for self-forgiveness and psychache, the total effect (i.e., each dimension of spirituality and all 

covariates) accounted for approximately 8% of the variance in suicidal behaviors (R
2 

= .0794, p 

= .0222). Thus, self-forgiveness and psychache contribute approximately 38% of the variance 

accounted for in suicidal behavior scores (R
2
 = .3784). Regarding various dimensions of 

spirituality, ritualistic spirituality was non-significantly related to self-forgiveness (a1= .02) and 

psychache (a2= -.00). Ritualistic spirituality also failed to exhibit a total (c = .01) or direct (c´ = 

.02) effect on suicidal behavior (= .02). Across all models tested, self-forgiveness was negatively 

related to psychache (a3 = -.81, p< .0001), but was non-significantly related to suicidal behavior 

(b1 = -.03). Psychache was significantly associated with suicidal behaviors (b2 = .16, p< .0001). 

There were no observed indirect effects of Ritualistic Spirituality on Suicidal Behaviors (i.e., ab, 

a1b1, a2b2, a1a3b2).  

In the second model tested, theistic spirituality was non-significantly related to both self-

forgiveness (a1 = -.09) and psychache (a2 = .04). There were no observed total (c = -.00), direct 

(c´ = -.02), or indirect effects of theistic spirituality on suicidal behaviors.  

In the third model, existential spirituality was statistically significantly related to self-

forgiveness (a1 = .35, p < .0001) and suicidal behavior (c = -.10, p < .01) but not psychache (a2 = 

-.21). After controlling for self-forgiveness and psychache in the total effect of existential 

spirituality on suicidal behavior, the statistical significance observed in the total effect was 

reduced to non-significance in a test of the direct effect of existential spirituality on suicidal 

behavior (c´ = -.01). This finding indicates a mediating effect through either one or both of the 

proposed mediators (i.e., self-forgiveness and/or psychache). Further evaluation of the indirect 

effects of existential spirituality on suicidal behavior revealed a significant total indirect effect 
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Table 3 

Multivariable Associations in the Context of Ritualistic Spirituality 

Path  Effect LLCI ULCI SE p-value 

 

c .0123 -.0609 .0854 

 

.0371 .7416 

c' .0159 -.0397 .0715 .0282 .5739 

 

a1 .0226 -.1333 .1785 .0792 .7755 

a2 -.0001 -.2320 .2318 .1178 .9991 

a3 -.8148 -.9922 -.6374 .0901 <.0001 

b1 -.0293 -.0763 .0177 .0239 .2205 

b2 .1608 .1253 .1963 .0180 <.0001 

 

ab -.0036 -.0493 .0410 .0227 - 

a1b1 -.0007 -.0099 .0036 .0030 - 

a1a3b2 -.0030 -.0248 .0175 .0106 - 

a2b2 .0000 -.0388 .0341 .0185 - 
 

a1  = basic association of Ritualistic Spirituality with Self-Forgiveness 

a2  = basic association of Ritualistic Spirituality with Psychache 

a3  = basic association of Self-Forgiveness with Psychache  

b1  = basic association of Self-Forgiveness with Suicidal Behavior 

b2  = basic association of Psychache with Suicidal Behavior 

 

c = total effect of Ritualistic Spirituality on Suicidal Behavior, before accounting for Self-Forgiveness and  

   Psychache 

c' = direct effect of Ritualistic Spirituality on Suicidal Behavior, after accounting for Self-Forgiveness and  

   Psychache 

 

ab  = total indirect effect of Ritualistic Spirituality on Suicidal Behavior through Self-Forgiveness and/or  

   Psychache  

a1b1  = specific indirect effect of Ritualistic Spirituality on Suicidal Behavior through Self-Forgiveness 

a2b2  = specific indirect effect of Ritualistic Spirituality on Suicidal Behavior through Psychache 

a1a3b2  = specific indirect effect of Ritualistic Spirituality on Suicidal Behavior through Self-Forgiveness and  

   Psychache, in serial 

 

LLCI = lower limit confidence interval 

UPCI = upper limit confidence interval 

SE = standard error
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Table 4 

Multivariable Associations in the Context of Theistic Spirituality 

Path  Effect LLCI ULCI SE p-value 

 

c -.0028 -.0610  .0555 

 

.0296 .9258  

c' -.0230 -.0691  .0231  .0234 .3274  

 

a1 -.0880 -.2126 .0365 .0632 .1650 

a2 .0380 -.1522 .2281 .0966 .6945 

a3 -.8148 -.9922 -.6374 .0901 <.0001 

b1 -.0293 -.0763 .0177 .0239 .2205 

b2 .1608 .1253 .1963 .0180 <.0001 

 

ab .0202 -.0136 .0570 .0180 - 

a1b1 .0026 -.0011 .0124 .0031 - 

a1a3b2 .0115 -.0047 .0304 .0088 - 

a2b2 .0061 -.0213 .0378 .0149 - 
 

a1  = basic association of Theistic Spirituality with Self-Forgiveness 

a2  = basic association of Theistic Spirituality with Psychache 

a3  = basic association of Self-Forgiveness with Psychache  

b1  = basic association of Self-Forgiveness with Suicidal Behavior 

b2  = basic association of Psychache with Suicidal Behavior 

 

c = total effect of Theistic Spirituality on Suicidal Behavior 

c' = direct effect of Theistic Spirituality on Suicidal Behavior, after accounting for Self-Forgiveness and  

   Psychache 

 

ab  = total indirect effect of Theistic Spirituality on Suicidal Behavior through Self-Forgiveness and/or  

   Psychache  

a1b1  = specific indirect effect of Theistic Spirituality on Suicidal Behavior through Self-Forgiveness 

a2b2  = specific indirect effect of Theistic Spirituality on Suicidal Behavior through Psychache 

a1a3b2  = specific indirect effect of Theistic Spirituality on Suicidal Behavior through Self-Forgiveness and   

   Psychache, in serial 

 

LLCI = lower limit confidence interval 

UPCI = upper limit confidence interval 

SE = standard error   
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Table 5 

Multivariable Associations in the Context of Existential Spirituality 

Path  Effect LLCI ULCI SE p-value 

 

c -.1024 -.1770  -.0278  

 

.0379 .0073  

c' -.0131 -.0677  .0415  .0277 .6375  

 

a1 .3497 .1857 .5137 .0833 <.0001 

a2 -.2068 -.4345 .0209 .1156 .0749 

a3 -.8148 -.9922 -.6374 .0901 <.0001 

b1 -.0293 -.0763 .0177 .0239 .2205 

b2 .1608 .1253 .1963 .0180 <.0001 

 

ab -.0893 -.1343 -.0489 .0217 - 

a1b1 -.0102 -.0297 .0052 .0087 - 

a1a3b2 -.0458 -.0777 -.0250 .0133 - 

a2b2 -.0333 -.0713 .0038 .0187 - 
 

a1  = basic association of Existential Spirituality with Self-Forgiveness 

a2  = basic association of Existential Spirituality with Psychache 

a3  = basic association of Self-Forgiveness with Psychache  

b1  = basic association of Self-Forgiveness with Suicidal Behavior 

b2  = basic association of Psychache with Suicidal Behavior 

 

c = total effect of Existential Spirituality on Suicidal Behavior 

c' = direct effect of Existential Spirituality on Suicidal Behavior, after accounting for Self-Forgiveness and  

   Psychache 

 

ab  = total indirect effect of Existential Spirituality on Suicidal Behavior through Self-Forgiveness and/or  

   Psychache  

a1b1  = specific indirect effect of Existential Spirituality on Suicidal Behavior through Self-Forgiveness 

a2b2  = specific indirect effect of Existential Spirituality on Suicidal Behavior through Psychache 

a1a3b2  = specific indirect effect of Existential Spirituality on Suicidal Behavior through Self-Forgiveness and  

   Psychache, in serial 

 

LLCI = lower limit confidence interval 

UPCI = upper limit confidence interval 

SE = standard error   
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(ab = -.09, 95CI= -.13, -.05), which is accounted for by the specific indirect effect of existential 

spirituality on suicidal behavior through self-forgiveness and psychache, in serial (a1a3b2 = -.05, 

95CI= -.08, -.03). That is, higher levels of existential spirituality were associated with higher 

levels of self-forgiveness, which in turn were associated with lower levels of psychache, which 

were associated with lower levels of suicidal behavior.  Neither self-forgiveness nor psychache 

were significant sole mediators in this model.  

Review of Hypotheses 

In regards to the first hypothesis, the results fail to confirm that each dimension of 

spirituality is positively related to self-forgiveness and negatively related to psychache and 

suicidal behavior. Only existential spirituality shared a statistically significant relationship with 

these variables consistent with the hypothesized direction. 

The second hypothesis also was not fully supported as neither ritualistic nor theistic 

spirituality exhibited a direct or indirect relationship with suicidal behavior. Existential 

spirituality did, however, exhibit such a relationship as reported above.  

The third and final hypothesis was supported in that each dimension of spirituality 

differed in the degree of its relationship to other variables in the model. That is, ritualistic, 

theistic, and existential Spirituality are relatively different in the extent to which they relate to 

other variables in the model. For example, and of primary interest to this study, only existential 

spirituality exhibited an indirect association with suicidal behavior, operating through self-

forgiveness and psychache, in serial. Moreover, neither ritualistic spirituality nor theistic 

spirituality exhibited direct or indirect associations with suicidal behavior.  
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CHAPTER 4 

DISCUSSION 

 Consistent with the extant literature, the current study generally supports the notion that 

some aspects of spirituality play a protective role against suicidal behavior; however, the 

dimensions of spirituality that play a role in this association may not be as far reaching as 

expected based on previous research. Self-forgiveness also played an important role in reducing 

suicidal behavior, though this relationship was indirect such that self-forgiveness reduces 

psychache, which in turn reduces suicidal behavior. Further, existential spirituality was the only 

dimension of spirituality to serve as a precursor to this relationship, which was not expected 

given the previously reviewed literature. These associations will be explored in more detail 

below.  

Spirituality and Suicidal Behavior 

 Ritualistic Spirituality. Previous literature lends support for religion’s tendency to 

reduce suicidal behavior (Rasic, Kisely, & Langille, 2011; Seigrist, 1996) making the results of 

the present study challenging to interpret as ritualistic spirituality was not observed to have a 

significant multivariable or bivariate association in the present study. As previously mentioned, 

one distinguishing feature of the current study is the dissection of spirituality through the 

tridimensional RiTE model. By evaluating the ritualistic, theistic, and existential components of 

spirituality individually while controlling for alternative dimensions, the potential for a 

cumulative effect of these dimensions is removed. While this explanation does not explain the 

absence of a bivariate relationship between ritualistic spirituality and suicidal behaviors in the 

present study, it offers an important consideration for previous literature citing the protective role 

of religion against suicide.  
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 Further research is needed to evaluate the effect of purely ritualistic aspects of religion on 

suicidal behaviors. If the results of the present study are supported by future research (i.e., a non-

significant relationship between ritualistic spirituality and suicidal behavior), it may be that the 

purpose and meaning derived from spirituality (i.e., existential aspects of spirituality) are the 

most important protective qualities in relation to suicidal behaviors.  

 Theistic Spirituality. Similar to ritualistic spirituality, the current study fails to support 

an association between theistic spirituality and suicidal behavior. One explanation for the failure 

to observe a significant relationship between both ritualistic spirituality and theistic spirituality 

concerns the high correlation between these dimensions of spirituality. Generally speaking, a 

belief in deity or deities (i.e., theistic spirituality) is accompanied by behaviors consistent with 

those beliefs (i.e., ritualistic spirituality). This is supported by the high correlation between 

ritualistic and theistic Spirituality in this study (r = .87). Thus, it is possible that the beneficial 

effects of these dimensions on health are related to both a belief in deity or deities and ritualistic 

behaviors consistent with those beliefs but not one or the other. By controlling for one dimension 

of spirituality while testing the other, any observable cumulative effect between ritualistic and 

theistic spirituality was removed from the equation. Thus, ritualistic spirituality may not be 

associated with greater self-forgiveness and less psychache and suicidal behavior for individuals 

who are not fully committed to the beliefs that underlie their ritualistic behaviors. Similarly, a 

belief in deity or deities may not promote self-forgiveness and protect against psychache and 

suicidal behavior without behaviors that are consistent with those beliefs.  

As with religious behaviors, a belief in a deity or deities may not inherently protect 

against suicidal behavior. One possible explanation for this finding is that some individuals may 

hold a belief in a deity or deities but not behave in accordance with their beliefs. Indeed, 
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preliminary evidence supports the notion that religious hypocrisy (i.e., “a rational strategy 

through which religious people seek to minimize and/or delay the costs of the exchange 

relationship with their god(s) while still getting access to the religious rewards” ; Wollschleger & 

Beach, 2011, p. 3) is prevalent among religious fundamentalists. Theoretical assertions suggest 

that such cognitive dissonance is detrimental to psychological well-being (Wollschleger & 

Beach, 2011). In a broader context, the incongruence of moral values and behaviors has been 

termed moral injury (Litz et al., 2009) and may place individuals at a greater risk of suicide. 

Nevertheless, the high correlation between theistic and ritualistic spirituality (r = .87) in the 

current study suggests that the proportion of individuals who act against their theistic beliefs is 

small and would likely not wholly account for the non-significant relationship between theistic 

spirituality and suicidal behavior.  

 Existential Spirituality. Existential spirituality exhibited a statistically significant 

relationship with suicidal behavior. This association can be accounted for by the role of self-

forgiveness and psychache as mediators of the relationship. This finding suggests that the 

meaning and purpose drawn from spirituality may be the most protective feature of spirituality 

against suicidal behavior. Further, existential spirituality protects against suicidal behavior by 

promoting self-forgiveness, which in turn is associated with less psychache leading to lower 

suicidal behavior. This association will be further explored below.  

Spirituality and Self-forgiveness 

 Neither ritualistic nor theistic spirituality were significantly related to self-forgiveness. 

This finding was particularly surprising given the emphasis placed on forgiveness in most major 

world religions (Webb et al., 2012). This could potentially be a result of self-forgiveness being a 

purely intrapersonal concept and may not be motivated by extraneous factors such as religion. In 
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contrast, meaning and purpose in life are also intrapersonal concepts that may promote self-

forgiveness (Walmsley & McCormack, 2016) as was supported in the current study. Individuals 

who seek meaning and purpose in life may be more motivated to pursue self-forgiveness as it 

helps remove barriers that interfere with finding meaning and purpose (e.g., problematic drinking 

[Lyons et al., 2011]; guilt [Carpenter, Tignor, Tsang, & Willett, 2016]). 

Spirituality and Psychache 

 Following the pattern of associations described above, ritualistic and theistic spirituality 

failed to exhibit a significant relationship with psychache. This result may be explained by 

reasons previously stated. By distinguishing the theistic and ritualistic aspects of spirituality and 

controlling for the alternatives, the potential for observing an interaction effect is removed. 

Therefore, it is unclear whether these variables would have an effect on psychache if they were 

considered together. Existential spirituality also failed to exhibit a significant bivariate associate 

with psychache. Given the existential nature of psychache described by Shneidman (1993), this 

finding was also particularly surprising. It is possible that this finding can be explained using the 

foundations of terror management theory (Greenberg & Arndt, 2012). This theory is driven by 

the uniquely human capacity for self-awareness, which illuminates the threats of human 

existence. Similarly, individuals who contain high levels of existential spirituality may be more 

acutely aware of existential threats that cause terror. This sense of existential angst may balance 

out the purpose and meaning that would otherwise protect against psychache.  

Self-Forgiveness and Psychache 

 Self-forgiveness and psychache, respectively, were shown to operate as serial mediators 

of the relationship between existential spirituality and suicidal behaviors. Given the absence of 

research linking self-forgiveness and psychache, this finding is a particularly unique contribution 
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to the study of suicide. The finding that existential spirituality reduces suicidal behavior through 

both mediators serially, but not one or the other individually, is an interesting result with several 

implications.  

First, the fact that self-forgiveness does not serve as a sole mediator of the association 

between existential spirituality and suicidal behavior in a model with psychache lends support 

for Shneidman’s theory of psychache as suicide (1993). Shneidman’s theory states that 

psychache is the primary cause of suicide; that is, depression, hopelessness, and other 

contributors of suicide are related only to the extent that they increase psychache. Without 

psychache, there is no suicide. Thus, when removing the effect of psychache while testing for the 

mediating effect of self-forgiveness alone, it would be expected that any variation left in suicidal 

behavior would be minimal and difficult to statistically account for.  

Second, this finding lends support to an adaptation of the model proposed by Webb et al. 

(2015) in that psychache serves as a mediator in the relationship between self-forgiveness and 

suicidal behavior. Further, existential spirituality is a precursor to the relationship between self-

forgiveness and suicidal behaviors, consistent with the model’s assertion that spirituality serves 

as a precursor to the relationship between the variables being modeled. As Webb and colleagues 

proposed, the current study supports the theory that higher levels of forgiveness, namely self-

forgiveness, are associated with lower levels of deep psychological distress (i.e., psychache), 

which in turn is associated with lower suicidal behavior scores.  

Lastly, this finding offers direction for clinical interventions aimed at reducing suicidal 

behaviors. The current study supports psychache as a significant factor related to suicidal 

behaviors highlighting its importance as a target in clinical interventions. Further, the current 

study provides evidence for the potentially protective factor of self-forgiveness against suicidal 
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behaviors by decreasing psychache. Forgiveness therapy has proven to be an effective 

intervention that, while lacking investigation in the context of suicidal behaviors and psychache, 

has been shown to reduce symptoms such as depression, anxiety, and anger (Lin, Mack, Enright, 

Krahn, & Baskin, 2004; Reed & Enright, 2006). Forgiveness Therapy in the context of this 

research has largely considered interpersonal forgiveness as a focus of therapy. Although self-

forgiveness is linked to psychological well-being (Wohl, DeShea, & Wahkinney, 2008; Davis et 

al., 2015), interventions promoting self-forgiveness have been less studied; however, the 

available support for the promotion of self-forgiveness in therapy is promising (Scherer, 

Worthington, Hook, & Campana, 2011). 

More mainstream therapies also incorporate components related to or promoting of self-

forgiveness. To understand the relevance of self-forgiveness in these therapies, it is useful to 

highlight concepts related to self-forgiveness. For example, self-compassion is a related 

construct that has been proposed as a major step in achieving self-forgiveness (Enright, 1996). 

Self-compassion has been considered a form of self-acceptance (Neff, Rude, & Kirkpatrick, 

2007), which is major component of a third wave cognitive behavioral therapy called Acceptance 

and Commitment Therapy (ACT). Further, self-acceptance has been considered a necessary 

component of self-forgiveness (Hall & Fincham, 2005). Thus, the extant literature points to the 

importance of self-forgiveness in ACT, though it is not a formal component of this therapy.  

The current study’s support for the previously discussed theoretical model proposed by 

Webb et al. (2015) allows for the extension of the implications for clinical interventions reported 

by Webb and colleagues. For example, Webb et al. suggest that “incorporating forgiveness and 

spirituality into the otherwise traditional psychological practice(s) of psychotherapy may have a 

cumulative effect—greater than the effect of either alone” (p. 54). Building on this suggestion, 
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the current study implicates, specifically, existential aspects of spirituality and self-forgiveness 

as a potentially relevant component to clinical interventions. That is not to say that clinical 

interventions should attempt to foster existential spirituality in individuals who don’t hold this 

worldview, but rather that it should be seen as a protective factor that promotes self-forgiveness 

and should be capitalized on as a catalyst in therapy. Humanistic and Existential therapies such 

as Logotherapy (Frankl, 1985) may enhance existential spirituality and, in turn, promote self-

forgiveness by fostering the ability for individuals to make meaning in their lives.  

The role of psychache as a mediator as proposed in Webb at el.’s model was also 

supported by the current study. As previously stated, psychache may be an important target for 

therapy with individuals who express suicidal ideation or behaviors. Thus, it may be relevant to 

explore the biological, socio-cultural, sociological, interpersonal, intrapsychic, logical, conscious 

and unconscious, and philosophical elements previously described that contribute to suicidal 

behaviors when working with these individuals.  

The clinical efficacy of self-forgiveness and related concepts in the previously mentioned 

clinical interventions may be related to its ability to alleviate the burden of intrapersonal 

struggles inherent in psychache such as shame and guilt (Carpenter et al., 2016). Although not 

empirically explored in the literature, Shneidman (1985) posits that excessively felt shame and 

guilt are core features of psychache. Thus, self-forgiveness and psychache are, perhaps, related 

through their mutual connection to intrapersonal variables such as shame and guilt.    

Limitations 

 The current study offers a unique contribution to the exploration of the connection 

between spirituality and suicidal behaviors; however, it is prudent to give adequate consideration 

to the limitations of the present study. First, the present study excluded the use of depression and 
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hopelessness as covariates in the analysis (see previous discussion; p. 30). While this was judged 

to be the most methodologically sound practice, it may be argued that this imposes a significant 

limitation to the current study. Given that depression and hopelessness share considerable 

variance with psychache in predicting suicide, it is unclear what amount of variance in suicidal 

behavior is accounted for by psychache in isolation from depression and hopelessness in the 

current study.  

 A second limitation of the present study involves the overlap of ritualistic and theistic 

spirituality. Although sufficient evidence has supported the three-factor solution of the RiTE 

model (Webb et al., 2014), it is still arguable that theistic and ritualistic Spirituality are best 

understood as complimentary components of spirituality that generally occur together, and any 

effect of spirituality on an outcome usually involves both of these domains. While the 

speculation that ritualistic and theistic spirituality are generally complementary components of 

spirituality is unfounded in the literature, theoretical assertions suggest deleterious effects when 

these domains of spirituality are inconsistent (Wollschleger, & Beach, 2011). That is, holding a 

belief in a deity or deities but not acting consistently with this belief may have a negative impact 

on mental and physical functioning. Thus, as previously stated, by removing the effect of one of 

these dimensions when testing the other, the potential for observing a cumulative effect is 

removed.  

 Thirdly, the use of self-report data is inherently limiting. Despite the confidential nature 

of the data collection process, the data are still susceptible to the effects of social desirability 

(which was not measured). Additionally, the monetary incentive for completing the online 

survey provides motivation to complete the survey as quickly as possible without paying mind to 

the content of the survey. This consideration led to the inclusion criteria that respondents must 
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have a completion time of greater than 15 minutes in order to be included in the study. The 15 

minute value was subjectively deemed an appropriate response time based on a trial survey 

completed by the author; however this criteria may be argued as arbitrary lending an addition 

limitation to the present study.  

 A fourth limitation involves the assumed directionality of the effect between spirituality 

and self-forgiveness. That is, it may be argued that there is not enough theoretical support for the 

notion that spirituality necessarily precedes self-forgiveness as the statistical model being tested 

suggests. Because self-forgiveness is not a concept exclusive to spirituality, it is arguable that 

there is lacking evidence that spirituality precedes self-forgiveness in time. Although the 

rationale for this assumption of direction is based on a previous theoretical model (i.e., Webb et 

al., 2015), it may be argued that self-forgiveness cannot replace interpersonal forgiveness in the 

original model because interpersonal forgiveness is explicitly included in most mainstream 

religions (Webb et al., 2012) while self-forgiveness is not.  

 A fifth limitation regards a possible self-selection bias, evidenced by the disproportionate 

representation of Atheists and Agnostics in the present study. That is, something inherent in the 

current study may have attracted this population to participate. Atheists and Agnostics, 

combined, accounted for approximately 40% of the participants in the current study, which 

grossly misrepresents the distribution in the U.S. population, of which Atheists and Agnostics 

account for approximately 7% (Smith & Cooperman, 2015). Given the misrepresentation of the 

sample, the effect of ritualistic and theistic spirituality on suicidal behavior may have been 

distorted. Considering that nearly half the sample is suspected of reporting low levels of 

ritualistic and theistic spirituality, it would be expected that the associations exhibited by these 



  

57 

variables would be distorted. The high correlation of ritualistic and theistic spirituality may also 

be attributable to the misrepresentative sample.  

 Lastly and most importantly, the use of cross-sectional data limits the level of causal 

influence implicated in the present analysis. The rationale for the statistical methods is largely 

based on theoretical models and past empirical support. Nonetheless, the nature of the present 

study does not allow for an observation of causal relationships.  

Conclusions and Future Directions 

 The current study contributes to the literature on spirituality and suicidal behavior. 

Further, the inclusion of self-forgiveness and psychache as mediators offers a novel exploration 

of the link between spirituality and suicidal behaviors. Psychache was supported as a factor 

significantly related to suicidal behaviors and self-forgiveness was implicated as a potential 

buffer of psychache. Future research should consider longitudinal and experimental designs to 

provide a more methodologically rigorous method of testing causal relationships. Additionally, 

the use or development of scales that combine dimensions of spirituality in the RiTE model may 

provide a better understanding of the potential cumulative effects of various dimensions of 

spirituality on other variables.  

 Literature has supported spirituality as an important factor that protects against a range of 

mental and physical health issues. This support has led to the consideration of spirituality as a 

protective factor against suicide. The growing support for psychache points to its significance as 

a precipitant to suicidal behaviors. The relationship between psychache and spirituality is an area 

that warrants more attention in the literature, as spirituality may provide a protective buffer from 

the influence of psychache. Spirituality is a powerful human experience that has the potential to 

significantly influence health and well-being and warrants more attention as such. The current 
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study contributes to the support of this notion in that spirituality was shown to be positively 

related to self-forgiveness, which in turn was negatively associated with psychache, which 

shared a positive relationship with suicidal behavior. While the current study contributes to the 

literature on spirituality’s influence on suicidal behaviors, it leaves many questions left to be 

explored related to spirituality and health.  
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APPENDICES 

Appendix A 

Demographic Information 

Please indicate the following: 

1. Which system are you using to access/complete this study?  Mechanical Turk SONA 

 
2. What is your unique ID Number, based on the system you are using to access/complete this study:  
    

 
3. Gender:  male   female   transgender 

 
4. Age (Date of Birth): Day (dd): _____  Month (mm): _____ Year (yyyy): _____  

 
5.Education Level: 
 
Less than  High School  Vocational  Bachelors Masters  Doctoral 
High School Graduate/GED School/Degree  Degree  Degree  Degree 
Graduate         

 
other (e.g., 1 year of college; Bachelors, plus unfinished Masters work; etc.):      
  

 
6.Current Year in College: 1 2 3 4 5 6 7+ Not applicable 

 
7.Race/Ethnicity: 
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American Indian Asian  Black/African American  Native Hawaiian/Other 
Pacific Islander 
 
White   Hispanic Latino/a    other:     

 
8. Self-Identified sexual orientation:  

 

Heterosexual Bisexual Homosexual other, please specify: _______________ 
 

9. Marital Status: single (never married)  married   separated
 divorced 

     
    Committed relationship  cohabitating  widowed
 other:    
 

 
10. How many children do you have:    
 

 
11.   Gross yearly income (family): 

    

under  10,000   20,001-40,000   60,001-80,000   
 

10,001-20,000  40,001-60,000  80,001-100,000  over 100,000 
 
 

12.  Height:     feet    inches 
 

13. Weight:      pounds 
 

 

14. Religious Affiliation:   

Atheist  Catholic Jewish  Buddhist Other:     
 
Agnostic Baptist  Muslim  Hindu  None 
 

Other Christian:     
 

 
15.  If you live in the United States, What is your 5-digit ZIP CODE:    
 

       
16. If you live in the United States, What City and State do you live in? 
 
 City          State  _________ 
 

 
 17.  Are you a Veteran?  Yes  No 
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18.  In terms of your political views, where would you place yourself on the following scale 

(indicate/choose a number): 

 

  1  Extremely Liberal 

  2 Very Liberal 

  3 Liberal 

  4 Somewhat Liberal 

  5 Moderate 

  6  Somewhat Conservative 

  7 Conservative 

  8 Very Conservative 

  9  Extremely Conservative 

10  Decline to Answer 

        

19.  Are you a United States Citizen?  Yes  No  

 

20. If a United States Citizen, In terms of your political views, do you consider yourself: 

 

Not Applicable  Democrat Republican Independent Other:     

 

21 If a United States Citizen, Are you registered to vote?   

 

Not Applicable No, and I never have been No, but I have been in the past 

 

 Yes, but recently for the first time Yes, and have been consistently 

 

22. Do you use tobacco (e.g., cigarettes, cigars, smokeless tobacco)? Yes  No 
 
 
23. Do you have a chronic illness(es)? Yes   No Please list:     
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24. Are you the parent of a child/person with special needs:   Yes   No 
 
 
25. If so, are you the:  father   step-father  mother   step-mother Not Applicable 
 
 
26. Number of Children with a disability:   
 
 
27. Disability (or disabilities) that your child(ren) has/have:       
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Appendix B 

The RiTE Spirituality Measure 

 

PLEASE READ THE FOLLOWING DEFINITIONS: 

  

This survey is for use with different cultures, so keep in mind that deity/deities can have several meanings, 

including supremeness of one God or Goddess, multiple gods/goddesses, a higher power, a divine quality in 

nature and/or the universe, etc.  As such, please think of the term deity/deities as it applies to you. 

For example, if you are a: Buddhist, read deity or deities as “Buddha” 

Christian or Jew, read deity or deities as “God”, “Jehovah,” or “Yahweh” 

Hindu, read deity or deities as “Brahma” “Shiva”, “Vishnu,” “Ram,” etc. 

Muslim, read deity or deities as “Allah” 

Spiritual, non-specific, read deity or deities as “Nature,” “Higher Power,” 

etc. 

Wiccan, read deity or deities as “The Goddess,” “Horned God,” etc. 

 

READ EACH ITEM AND MARK THE LEVEL OF AGREEMENT THAT COMES CLOSEST TO HOW YOU THINK, 

FEEL, OR BELIEVE. 

 

1. A deity or deities was/were responsible for the creation of the universe. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

2. The world was created by a deity or deities.  

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

3. I believe in a deity or deities. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

4. I believe in a deity or deities who know/s me. 
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 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

5. A deity or deities is/are at some time going to judge the rightness or wrongness of the  

        actions of individuals. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

6. I feel connected to a deity or deities. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

7. I feel belief in a deity or deities is very important. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

8. I believe in a deity or deities who has/have a purpose/plan for my life. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

9. I believe in a deity or deities who has/have power to control world events. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

10. It is important to acknowledge the existence or reality of a deity or deities. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

11. I regularly perform traditional spiritual practices. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

12. I observe or follow the rules of a formal belief system. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

13. I regularly attend organized worship services. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

14. I feel faith-related rituals and/or practices are very important. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 
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15. I set aside time to contemplate issues related to religious or spiritual teachings. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

16. I regularly meditate as I have been taught in my faith. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

17. I feel good after I attend organized worship services. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

18. Observing or following traditions is a very important part of spirituality or faith. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

19. It is important to tell others about one’s own spiritual path in order to try and convince them  

        of the correct path. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

20. I would not be good in the judgment of a deity or deities if I did not practice my faith  

        as prescribed. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree  

21. I feel that helping others is very important. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

22. Helping other people is very important.  

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

23. I feel that understanding oneself is very important. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

24. I believe that finding meaning and purpose in life is very important. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 
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25. I feel that taking care of nature is very important. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

26. Human life is a beautiful thing. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

27. There is a right way to treat other people. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

28. There is a wrong way to treat other people. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

29. It is the responsibility of each person to find their purpose in life. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 

30. I see life as a journey toward fulfillment. 

 A. Strongly Disagree       B. Disagree       C. Neutral/No Opinion       D. Agree       E. Strongly Agree 
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Appendix C 

The Heartland Forgiveness Measure 

Directions: 
 
In the course of our lives negative things may occur because of our own actions, the actions of others, or circumstances beyond our 
control. For some time after these events, we may have negative thoughts or feelings about ourselves, others, or the situation. Think 
about how you typically respond to such negative events. For the following items indicate the number (from the 7-point scale below) 
that best describes how you typically respond to the type of negative situation described. There are no right or wrong answers. 
Please be as open as possible in your answers. 
 

1 2 3 4 5 6 7 

Almost Always 
False of Me 

  
More Often    
False of Me 

  
More Often     
True of Me 

  
Almost Always 

True of Me 

# Question Response 

1. Although I feel bad at first when I mess up, over time I can give myself some slack. ………………   

2. I hold grudges against myself for negative things I’ve done.    ……………………….   

3. Learning from bad things that I’ve done helps me get over them.   ……………………….   

4. It is really hard for me to accept myself once I’ve messed up.   ……………………….   

5. With time I am understanding of myself for mistakes I’ve made.   ……………………….   

6. I don’t stop criticizing myself for negative things I’ve felt, thought, said, or done. ……………………….   

7. I continue to punish a person who has done something that I think is wrong. ……………………….   

8. With time I am understanding of others for the mistakes they’ve made.  ……………………….   

9. I continue to be hard on others who have hurt me.     ……………………….   
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10. Although others have hurt me in the past, I have eventually been able to see them as good people.  …   

11. If others mistreat me, I continue to think badly of them.    ……………………….   

12. When someone disappoints me, I can eventually move past it.   ……………………….   

13. When things go wrong for reasons that can’t be controlled, I get stuck in negative thoughts about it.  …   

14. With time I can be understanding of bad circumstances in my life.   ……………………….   

15. If I am disappointed by uncontrollable circumstances in my life, I continue to think negatively about them.   

16. I eventually make peace with bad situations in my life.    ……………………….   

17. It’s really hard for me to accept negative situations that aren’t anybody’s fault. ……………………….   

18. Eventually I let go of negative thoughts about bad circumstances that are beyond anyone’s control.  …   
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Appendix D 

Suicidal Behaviors Questionnaire- Revised 

Instructions: Please indicate the statement or phrase that best applies to you. 

1. Have you ever thought about or attempted to kill yourself? (Circle only one): 

1 = Never 

2 = It was just a brief passing thought 

3a = I have had a plan at least once to kill myself but did not try to do it 

3b = I have had a plan at least once to kill myself and really wanted to die 

4a = I have attempted to kill myself, but did not want to die 

4b = I have attempted to kill myself, and really hoped to die 

 

2. How often have you thought about killing yourself in the past year? (Circle only one): 

1 = Never 

2 = Rarely (1 time)  

3 = Sometimes (2 times) 

4 = Often (3-4 times) 

5 = Very Often (5 or more times) 

 

3. Have you ever told someone that you were going to commit suicide, or that you might do it? (Circle 
only one): 

1 = No 

2a = Yes, at one time, but did not really want to die 

2b = Yes, at one time, and really wanted to do it 

3a = Yes, more than once, but did not want to do it 

3b = Yes, more than once, and really wanted to do it 

 

4. How likely is it that you will attempt suicide someday? (circle only one): 

0 = Never    

1 = No chance at all   
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2 = Rather Unlikely 

3 = Unlikely  

4 = Likely 

5 = Rather Likely 

6 = Very Likely 
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Appendix E 

The Psychache Scale 

The following statements refer to your psychological pain, NOT your physical pain.  By selecting the appropriate response, please indicate how 

frequently each of the following occur. 

1 = Never 2 = Sometimes  3 = Often 4 = Very Often  5 = Always 

     Never  Sometimes  Often  Very Often Always 

1.  I feel psychological pain.  1  2   3  4  5 

2.  I seem to ache inside.  1  2   3  4  5 

3.  My psychological pain seems  1  2   3  4  5             

worse than any physical pain. 

4.  My pain makes me    1  2   3  4  5           

want to scream. 

5.  My pain makes my    1  2   3  4  5           

life seem dark. 

6.  I can’t understand why I suffer. 1  2   3  4  5 

7.  Psychologically, I feel terrible. 1  2   3  4  5 

8.  I hurt because I feel empty.  1  2   3  4  5 

9.  My soul aches.   1  2   3  4  5 
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Please continue this inventory using the following scale: 

1 = Strongly Disagree 2 = Disagree 3 = Unsure 4 = Agree 5 = Strongly Agree 

Strongly                        Strongly  

Disagree Disagree  Unsure  Agree  Agree  

10.  I can’t take my pain any more. 1  2   3  4  5 

11.  Because of my pain,   1  2   3  4  5          

 my situation is impossible. 

12.  My pain is making me fall apart. 1  2   3  4  5 

13.  My psychological pain   1  2   3  4  5      

affects everything I do. 
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