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Abstract
Nearly 45,000 people die by suicide in the U.S. alone each year and rates continue
to rise. While much research has been done to identify risk factors, a clearer
understanding of these has done little to arrest or even reduce the growing rates of suicide
despite an increase in the availability of evidence-based treatments designed to address it.
An important potential risk factor for suicide, beyond psychopathology, which warrants
further attention is that of identity. Research to date clearly demonstrates an indirect
relationship between identity and suicide. Multiple studies establish associations
between identity dysfunction, mental health symptoms, and risk factors associated with
suicide. However, there is a dearth of research that directly examines the link between
identity and suicidality. The purpose of the current study was to directly test the
relationship between identity and suicidality. This study also sought to clarify confusion
in the conceptualization and measurement of identity processes hampering research in
this area to date. Exploratory factor analysis revealed four unique identity constructs
capturing healthy and abnormal identity processes. Results indicated that identity
distress, identity disturbance, and disruption in roles all predicted a range of suicidality,
including ideation and past attempts. Identity variables also predicted suicidality above
and beyond known predictors, such as NSSI, thwarted belongingness, and perceived
burdensomeness. This study clarifies the direct link between identity and suicide, a step
toward better triage and treatment for those at risk of suicide across mental and public
health sectors.
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The missing link: An empirical investigation of the relationship between identity
dysfunction and suicidality
Suicidality is a serious clinical problem, associated with a wide range of mental
health problems and intense psychological pain (Kaufman & Crowell, 2018; Shneidman,
1998). Moreover, suicide continues to be a serious and costly public health concern.
Rates of suicide have risen steadily in the United States across every state, increasing
nearly 30% nationally from 1999 to 2016, across both sexes, all ethnic groups, and all
urbanization levels (Stone et al., 2018). Suicide is the tenth leading cause of death in the
Unites States and only one of three that is increasing, with nearly 45,000 Americans ten
years or older died by suicide in 2016 (CDC, 2018).
Completed suicides are just one part of the suicide crisis in the U.S. For every
person who tragically dies by suicide, there are approximately 31 adults who attempt
(Han et al., 2016). Suicidal ideation is even more common. In 2016, 4% of adults 18
years or older in the U.S. reported that they had seriously contemplated killing
themselves (SAMSHA, 2017). Of those 4%, 29% reported that they had made a plan and
13% reported having made an attempt (SAMSHA, 2017). The national costs of both
completed suicides and suicide attempts in 2013 was over 58 billion dollars (Shepard et
al., 2016).
While much research has been done to identify risk factors for suicide (e.g., Van
Orden, Witte, Cukrowicz, Braithwaite, Selby & Joiner, 2010), a clearer understanding of
the myriad variables associated with increased risk has done little to arrest or even reduce
the growing rates of suicidality (McClatchey, Murray, Rowat, & Chouliara, 2017;
Zalsman et al., 2016). In addition, most prevention efforts are targeted toward those with
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mental health conditions, potentially missing other individuals with undiagnosed sources
of distress ultimately leading to suicidal behavior (Stone et al., 2017). More than half of
those who died by suicide from 1999 to 2016 did not have a known mental health
disorder, suggesting that there may be significant risk factors for suicidality beyond the
specific mental health diagnoses often associated with it (CDC, 2018; Stone et al., 2018).
An important potential risk factor for suicide, beyond psychopathology, which
warrants further attention is that of identity disruption. A state-level analysis of suicide
trends in the U.S. from 1999 to 2016 by Stone and colleagues (2018) revealed that
completers without a mental health diagnosis had high rates of relationship problems or
loss and other life stressors such as criminal/legal matters, eviction or loss of home, and
recent or impending crises. Most, if not all, of these stressors suggest difficulties in the
maintenance of a stable sense of self. Disruption in social roles and statuses central to a
person’s sense of self or identity have also been associated with increases in
psychopathologies associated with suicidality (i.e., MDD, PTSD, Complicated Grief;
Papa, Lancaster, & Kahler, 2014).
A focus on factors beyond psychopathology that might contribute to life stressors
associated with suicide completion could inform a broader approach to suicide prevention
(Stone et al., 2017). Identity formation is a normative developmental process, affecting
all individuals, believed to peak in adolescence and culminate in a developmental
endpoint by late adulthood (Everall, Bostick, & Paulson, 2005; Schwartz, 2001). As a
universal process at the core of psychosocial functioning across the lifespan, identity is a
prime target for suicide prevention with the potential for a very broad reach. However,
despite a mass of theoretical and empirical work that supports identity disruption as an
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important construct related to increases in factors associated with increased suicide (selfharm, depression, loneliness, hopelessness, Borderline Personality Disorder, etc.), little
research has been done examining the direct link between identity disruption and
suicidality.
Normative Identity Development and Maintenance
The identity literature is broad, encompassing multiple theories, each with their
own constructs of normal and abnormal identity development (Schwartz, 2001;
Waterman, 1988). However, most are extensions of Erikson’s ego identity theory
(Balistreri, Busch-Rossnagel, & Geisinger, 1995; Kaufman, Montgomery, & Crowell,
2014; Schwartz, 2001; Schwartz, Zamboanga, Luyckx, Meca, & Ritchie, 2013). These
theories assume that identity development is a process best explained by a single, bipolar
dimension ranging from ego identity synthesis, or consolidation, to ego identity
confusion. Identity synthesis, or consolidation, is considered the maturational endpoint
of identity in late adolescence or early adulthood and is characterized by self-determined
self-identified ideals which are clear and consistent across time and contribute to a sense
of purpose and meaning in life (Schwartz, 2001). From this perspective, exploration is
necessary for individuals to move through the adolescent identity crisis into healthy
identity synthesis via the process of examining different ideals and ultimately choosing
which to adopt (Schwartz, 2001).
It is assumed that during the process of exploration some confusion will occur but
should resolve once exploration leads to commitments across domains, such as
friendships, career choice, and long term goals, and result in a consolidated identity
(Gfellner & Cordoba, 2011; Marcia, 2006; Schwartz, 2001; Schwartz et al., 2011a).

4

Once identity is consolidated, individuals make choices and engage in behaviors that are
consistent across time and context (Schwartz et al., 2011a). Identity synthesis is
generally associated with positive outcomes in development such as high self-esteem and
academic adjustment (Luyckx, Goossens, Soenens, Beyers, & Vansteenkiste, 2005),
healthy social relationships (Zimmer-Gembeck & Petherick, 2006) and lower levels of
depression and anxiety (Schwartz, 2007).
When identity does not develop normally, identity confusion prevails, ranging
from mild to more severe (Schwartz, 2001). The most extreme identity confusion is
called identity diffusion, a problematic identity outcome which occurs when normative
identity confusion does not resolve by way of commitments, extends into adulthood, and
causes subjective distress that increases the risk of maladaptive functioning (Gfellner &
Cordoba, 2011; Kaufman, Montgomery, & Crowell, 2014; Taylor & Goritsas, 1994;
Waterman, 1988). Identity confusion, and the more pervasive diffusion, are marked by
incoherence in commitments or ideals and uncertainty about roles and values which
interferes with the ability to achieve a healthy identity (Gfellner & Cordoba, 2011;
Kaufman, Montgomery, & Crowell, 2014; Taylor & Goritsas, 1994). Identity confusion
predicts earlier onset and higher frequency of sexual behavior, smoking, and alcohol use
as well as lower self-esteem, lower optimism, and higher depressive symptoms in
adolescents (Meca et al., 2017; Schwartz, Mason, Pantin, & Szapocznik, 2008). Identity
confusion is also associated with low academic achievement (Pop, Negru-Subtirica,
Crocetti, Opre, & Meeus, 2016).
Erikson’s theory and conceptualization of identity along the dimension of
synthesis and confusion is an essential cornerstone for the empirical study of identity.
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However, as originally posed, his broad, dimensional conceptualization of identity was
difficult to operationalize and test empirically (Rosenthal, Gurney, & Moore, 1981;
Schwartz, 2001). In the last 50+ years, a significant amount of work has been done to
clearly operationalize these constructs (Schwartz, 2001). The most widely used and
tested of these models is Marcia’s Identity Status Model (Marcia, 1966; Schwartz, 2001).
Marcia expanded Erikson’s dimensions of identity exploration and commitment
into four identity statuses, or endpoints of identity development (Marcia, 1966; Schwartz,
2001). The identity status model describes both the process and the outcome of identity
development (Kroger, Martinussen, & Marcia, 2010). Marcia conceptualized exploration
and commitment to be independent processes which were then sorted into high and low
levels to derive four independent identity statuses: achievement, moratorium,
foreclosure, and diffusion (Marcia, 1966). These four statuses describe characteristic
ways that individuals resolve the theorized adolescent identity crisis and maintain a stable
sense of self in adulthood. Marcia’s identity achievement status is most similar to
Erikson’s conceptualization of identity synthesis and the identity diffusion status is most
similar to confusion (Schwartz et al., 2011a). Moratorium and foreclosure map less
clearly onto Erikson’s bipolar dimension (Schwartz et al., 2011a).
Identity achievement was considered by Marcia to be the healthiest identity
development and is characterized by high levels of commitments across domains after a
period of exploration (high commitment, low exploration). Achieved status is associated
with psychological maturity via deeper, more meaningful interpersonal relationships
(Craig-Bray, Adams, & Dobson, 1988), a greater use of problem focused coping
(Luyckx, Klimstra, Duriez, Schwartz, & Vanhalst, 2012; Mullis, Mullis, Schwartz, Pease,
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& Michael, 2007) and higher engagement in work with less burn out (Luyckx, Duriez,
Klimstra, & De Witte, 2010). Achieved identity status is also associated with many
positive outcomes such as psychological well-being (Cakir, 2014; Waterman, 2007),
avoidance of health compromising behaviors such as excessive alcohol consumption
(Bishop et al., 2005), and lower levels of anxiety (Lillevoll, Kroger, & Martinussen,
2013).
Marcia’s other three statuses indicate some degree of identity problem, or
abnormal identity development. Moratorium status is applied to individuals who are high
in exploration but are unable to make commitments or have not yet done so (high
exploration, low commitment). Moratorium is most common during late adolescence and
early adulthood and is also believed to be the least stable, most transitory status in which
individuals spend the least amount of time (Kroger, Martinussen, & Marcia, 2010;
Schwartz, 2001). Because moratorium is associated with high levels of exploration and
lack of commitments, it is associated with the potential for heightened anxiety and
distress (Kroger, Martinussen, & Marcia, 2010; Lillevoll, Kroger, & Martinussen, 2013;
Schwartz, 2001).
Foreclosure refers to individuals who have made commitments without
exploration (high commitment, low exploration), as in the case of simply adopting the
roles and beliefs espoused by the family of origin. Foreclosure’s firm commitments in
the context of a lack of personal exploration confers both stability and instability in
identity. In as much as foreclosed individuals have made commitments, they generally
experience less anxiety, higher self-esteem, and higher psychological well-being
(Johnson, Kent, & Yale, 2012; Lillevoll, Kroger, & Martinussen, 2013; Marcia &
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Friedman, 1970). The lack of responsibility for decision making about significant life
commitments and the social support garnered by commitments to popular choices (i.e.,
taking over the family business) may protect against the anxiety found in statuses marked
by greater exploration (Lillevoll, Kroger, & Marcia, 2013). But because these
commitments have simply been assumed without exploration, foreclosure is associated
with less cognitive flexibility and open-mindedness (Schwartz, 2001; Stephen, Fraser, &
Marcia, 1992).
Last, the diffused status refers to individuals who are not exploring or making
commitments across domains or are confused and disorganized in their attempts at
identity development (low commitment and exploration; Marcia, 1966; Schwartz et al.,
2011a). Identity diffusion is generally associated with the worst outcomes. Diffused
individuals are at risk for negative consequences such as academic (Berzonsky, 1985)
and substance abuse problems (Jones, 1992). They tend to be easily impacted by stress,
lacking in social support, and prone to depression (Marcia, 1993; Meeus & Dekovic,
1995; Schwartz, Mullis, & Dunham, 1998). Identity diffusion is also related to
indecision about major life choices, difficulty forming intimate relationships, and reduced
well-being (Adams, Ryan, Hoffman, Dobson, & Nielsen, 1984; Crawford, Cohen,
Johnson, Sneed, & Brooks, 2004; Shanahan & Pychyl, 2007; Waterman, 2007).
Marcia’s work moved the predominant conceptualization of identity development
and maintenance into the realm of empirical testing with lasting impacts on our
understanding of identity and its relationship with a range of normative outcomes.
Marcia’s statuses have been expanded into more complex models, but the four basic
statuses have been retained and the identity status model has contributed to a substantial
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empirical literature on identity development and associations with a variety of outcomes
(e.g., Crocetti, Rubini, Luyckx, & Meeus, 2008; Kroger, Martinussen, & Marcia, 2010;
Luyckx, Goossens, Soenens, & Beyers, 2006; Schwartz et al., 2011a). Marcia’s model
allowed for greater empiricism as his statuses were more clearly operationalized than
Erikson’s dimensions of exploration and commitment. The Ego Identity Status Interview
(Marcia, 1966) was initially developed to capture these statuses. While a preference has
emerged for the measurement and testing of identity as statuses (Schwartz, 2001), the
original constructs of synthesis and confusion are still sometimes measured in research,
either independently or in conjunction with identity statuses (Rosenthal, Gurney, &
Moore, 1981; Schwartz, Zamboanga, Wang, & Olthuis, 2009). As in many areas of
psychological research, there is no overall consensus on which measure should be used to
capture statuses or the synthesis/confusion dimension and researchers continue to develop
and test new and different self-report measures in an effort to refine and improve
measurement (Luyckx et al., 2008).
Processes Related to Identity Dysfunction
As in the identity literature broadly, there is a lack of consensus on the
conceptualization and measurement of identity dysfunction, or abnormal identity
development, across theories and disciplines (Kaufman, Montgomery, & Crowell, 2014;
Schwartz, 2001; Schwartz, Zamboanga, Luyckx, Meca, & Ritchie, 2013). Many
constructs overlap in both label and operational definition, directly impacting
measurement and interpretation of empirical results (Kaufman et al., 2014). However,
from the large literature on identity development, identity distress, identity diffusion, and
self-concept clarity are three conceptualizations that best capture identity dysfunction and
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are specifically relevant to clinical outcomes, such as suicidality.
Identity distress is used to describe the normal uncertainty and pain inherent in the
developmental process of identity formation (Berman, Montgomery, & Kurtines, 2004;
Berman & Montgomery, 2014; Berman, Weems, & Petkus, 2009; Bronson, 1959). This
construct is often measured using the Identity Distress Survey, a self-report measure
developed to capture the diagnostic criteria for Identity Disorder as defined in the DSMIII (Berman et al., 2004). This diagnosis was characterized by severe subjective distress
in response to uncertainty about roles across domains such as long-term goals, career
choice, friendships, sexual orientation, and beliefs and an inability to integrate the self
into a coherent whole (Berman et al., 2004). While distress is thought to be a normal part
of the development of a healthy identity, it is not uncommon for individuals to experience
it as quite severe and disruptive in daily life (Berman et al., 2004; Berman et al., 2009).
Identity distress has been established as a distinct construct from other identity processes
and statuses and linked to a wide range of negative outcomes including negative affect,
loneliness, and a higher incidence of mental health symptoms in non-clinical samples,
including anxiety, depression, and externalizing symptoms, suggesting that it might be
indicative of abnormal adjustment (e.g., Gfellner and Cordoba, 2011; Hernandez,
Montgomery, & Kurtines, 2016; Sica, Sestito, & Ragozini, 2014;).
Separate from identity distress, a lack of coherent commitments across domains
leads to more severe uncertainty about the self and an unstable identity termed identity
diffusion (Schwartz et al., 2011a). Diffusion has been conceptualized as one of several
identity statuses (Marcia, 1966; Schwartz et al., 2013). A diffused status is marked by a
lack of age-appropriate commitments to roles and poorer psychosocial functioning
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(Carlsson, Wangqvist, & Frisen, 2016). Diffusion has been associated with poor
psychological well-being and increased internalizing, externalizing and high-risk
behaviors in college student samples (Schwartz et al., 2011a; Schwartz et al., 2015).
Those with diffused status also endorsed higher rates of illicit drug use, rule breaking,
social aggression, and physical aggression (Schwartz et al., 2011a).
Self-concept clarity is another identity-related process which has received
empirical attention (Campbell et al., 1996; Schwartz et al., 2011b). Self-concept refers to
one’s overall view of the self as coherent, stable, and continuous across time and is
believed to be separate from but related to identity status and commitments (Campbell et
al., 1996; Schwartz et al., 2011b). A clear and stable self-concept is generally associated
with positive psychological adjustment and may buffer against stress, while self-concept
fragmentation is associated with depression, anxiety, low self-esteem, and neuroticism
(Campbell, Assanand, & Di Paula, 2003; Suszek, Fronczyk, Kopera, & Maliszewski,
2018; Willis & Burnett, 2016). Low self-concept clarity moderated the relationship
between negative affect and self-injurious behavior in individuals with Borderline
Personality Disorder and anxiety disorders (Scala et al., 2018) while high self-concept
clarity was associated with lower levels of social anxiety and depression in a non-clinical
sample (Gregory & Peters, 2017).
Identity Dysfunction in Clinical Research
While several terms are used to capture identity dysfunction (i.e., identity distress,
identity diffusion, lack of self-concept clarity), all conceptualizations of identity
dysfunction are generally marked by instability, inconsistency across time, and confusion
about the self, roles, goals, and values (Kaufman, Montgomery, & Crowell, 2014;
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Kaufman & Crowell, 2018). The predominant view of identity dysfunction within
contemporary clinical psychology is referred to as identity disturbance in the context of
DSM-V criteria for BPD (APA, 2013). However, a lack of conceptual consistency and a
general lack of empirical data on basic constructs of identity dysfunction is noted
(Kaufman et al., 2014).
In clinical samples specifically, identity dysfunction is associated with a range of
psychopathology in adolescents and adults and overwhelmingly, individuals with
psychopathology report far greater identity distress and identity problems as compared to
healthy controls (Berman, Weems, & Petkus, 2009; Benedik, 2008; Neacsiu, Herr, Fang,
Rodriguez, & Rosenthal, 2015; Samuolis, Barcellos, LaFlam, Belson, & Berard, 2015;
Taylor & Goritsas, 1994; Wiley & Berman, 2013). Identity diffusion and distress are
also associated with the most severe psychopathology, including personality disorders
and bipolar disorder (Marcia, 2006; Inder et al., 2008). Thus, identity dysfunction is far
more likely to occur in the context of psychopathology and may contribute to
psychological distress and dysfunction above and beyond mental health diagnosis and
symptoms.
Identity disturbance is most associated with Borderline Personality Disorder
(Bender & Skodol, 2007; Kernberg, 2005; Linehan, 1993; Westen & Heim, 2003). Lack
of commitments, role absorption, and inconsistency in beliefs and behaviors have been
found to be aspects of identity dysfunction associated with BPD more than other
psychiatric problems and were positively associated with clinician ratings of the identity
disturbance diagnostic criteria for BPD (Wilkinson-Ryan & Westen, 2000). Psychiatric
patients who met criteria for BPD evidenced significantly higher identity diffusion
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compared to a college student sample (Jorgenson, 2009). Those with BPD scored lower
on measures of identity commitment (Jorgenson, 2009). Individuals with BPD were also
found to endorse greater complexity of self-representation, but with less integration and
an overall more negative valance (Beeney, Hallquist, Ellison, & Levy, 2016).
Several aspects of identity dysfunction—including lack of self-clarity, lack of
self-cohesion, identity diffusion, and identity distress—have been associated with nonsuicidal self-injurious behavior (NSSI) in both clinical and non-clinical samples. For
example, in a sample of high school students, those in achieved identity status were less
likely to have ever engaged in NSSI and students in diffused identity status were most
likely to be currently engaging in NSSI (Luyckx, Gandhi, Bijttebier, & Claes, 2015a).
Similar results were found in a sample of non-clinical female adolescents compared with
a sample of female psychiatric patients (Luyckx, Gandhi, Bijttebier, & Claes, 2015b).
Inpatients scored significantly higher on identity confusion and lower on identity
synthesis than the non-clinical sample. NSSI in both samples was positively associated
with confusion and negatively associated with synthesis (Luyckx et al., 2015b). In both
samples, identity confusion predicted NSSI above and beyond other known risk factors
such as anxiety, depression, and age (Luyckx et al., 2015b). Identity distress has also
been implicated in the prevalence of NSSI above and beyond gender, age, depression,
and anxiety (Gandhi, Luyckx, Maitra, & Claes, 2015). In addition, general identity
distress (i.e., severity of subjective distress about identity across domains), rather than
domain-specific identity distress (i.e., distress about relationships, religion, etc.),
explained additional variance in lifetime occurrence of NSSI above and beyond gender,
age, depression, and anxiety (Gandhi et al., 2015).
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NSSI, in and of itself, is a significant risk factor for suicide (e.g., Burke et al.,
2016; Horwitz et al., 2015) and identity dysfunction contributes to both its frequency and
severity. In a sample of high school students, identity synthesis was negatively
associated with NSSI and identity confusion was positively associated with NSSI (Claes,
Luyckx, & Bijttebier, 2014). Importantly, identity confusion explained additional
variance in self-harm above and beyond depression, age, and sex (Claes et al., 2014).
These findings were replicated in a sample of patients seeking treatment for eating
disorders. In this sample, lack of identity synthesis explained additional variance in NSSI
above age, anxiety, and depression (Claes et al., 2015). Lear and Pepper (2013)
specifically examined the relationship between NSSI and stability of identity, as
measured by self-concept clarity (SCC), in a college student sample. Results indicated
that lower SCC significantly predicted NSSI engagement, above and beyond negative
affect. SCC, but not negative affect, predicted frequency of NSSI and number of
methods used (Lear & Pepper, 2013). In fact, SCC was a more robust predictor of
severity than occurrence, suggesting that while other factors may predict whether or not
individuals engage in NSSI, identity stability may uniquely predict how frequently they
do so (Lear & Pepper, 2013).
Identity Dysfunction and Suicide
While identity diffusion and distress are associated with the most severe
psychopathology, including personality disorders and bipolar disorder (Marcia, 2006;
Inder et al., 2008), identity dysfunction may contribute to psychological distress above
and beyond mental health diagnosis and help identify those at risk for suicide without a
mental health diagnosis. Up to 18% of individuals without psychopathology evidence
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identity disturbance and identity distress during the early adulthood years (ages 18-25;
Samuolis & Griffin, 2014). This age group also experienced increased rates of
adjustment problems during this time, including reports of feeling overwhelmed,
exhausted, and lonely (Samuolis & Griffin, 2014). In a large college student sample,
severe identity distress associated with increased negative affect was most commonly
reported in the domains of long-term goals (25%), career choice (18%), and friendships
(12.2%), suggesting that social role disruptions contribute to distress (Samuolis &
Griffin, 2014). Lack of commitments across domains—a marker of abnormal identity
development—could also explain the high rates of relationship problems and problems in
living found in suicide completers without a mental health diagnosis (Carlsson et al.,
2016; Josselson, 1987; Stone et al., 2018).
Some have argued that suicidality in adolescence should always be considered a
symptom of severe underlying pathology, such as schizophrenia, depression, or a
personality disorder (Crumley, 1982). Others have theorized that the central task of
identity development during this period makes adolescents particularly vulnerable to
suicide through such mechanisms as increased anxiety and the increased intensity and
salience of social stressors (Bronson, 1959; Everall, Bostik, & Paulson, 2005; Sands &
Dixon, 1986). It has been argued that healthy identity development would buffer against
distress, which can serve as a precursor to suicidality, in the adolescent period because it
confers a sense of the self as consistent and stable (Bar-Joseph & Tzuriel, 1990; Marcia,
2006; Schwartz et al., 2011b). It has also been proposed that the failure to construct a
health identity can serve as a cause for suicidality, as adolescents are likely to become
hopeless in the face of ongoing identity dysfunction they perceive as distressing and
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unresolvable (Portes et al., 2002). All of these assertions are largely theoretical and have
not been well tested.
Despite evidence of the clear link between identity dysfunction and poor
psychosocial outcomes, the increased incidence of identity dysfunction in
psychopathology, the diagnostic emphasis on identity dysfunction in severe personality
disorders commonly associated with chronic suicidality, and known risk factors for
suicide in non-clinical samples such as depression, loneliness, hopelessness, and risky
behaviors (Samuolis & Griffin, 2014; Schwartz et al., 2011a), the link between identity
and suicide has been largely uninvestigated empirically.
Existing Research on Identity and Suicidality: Problems with Operationalizing and
Measuring Identity Dysfunction
Definitional and measurement variance within identity theory inhibits a cohesive
description of identity development across disciplines (Kaufman, Montgomery, &
Crowell, 2014). These conceptual and measurement disparities also impact the ability to
investigate new connections between identity and relevant phenomena, such as
suicidality. Recently, there has been increased theoretical interest in identity as it relates
specifically to psychopathology and a call for more empirical research on identity
constructs, such as identity distress and disturbance, and their role in relevant clinical
outcomes (Kaufman et al., 2014; Kaufman & Crowell, 2018). Kaufman and colleagues
(2014) have acknowledged that identity development has significant implications within
clinical research and practice, but empirical work on identity within the developmental
literature has largely been removed from references to identity within the field of
psychopathology (e.g., within the study of BPD).
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Research to date clearly demonstrates an indirect relationship between identity
and suicide as multiple studies establish associations between identity dysfunction,
mental health symptoms, and risk factors associated with suicide. There is a dearth of
research that directly examines the link between identity and suicidality. Within the
small body of existing empirical research that supports this relationship, difficulties with
the operationalization and measurement of identity dysfunction limit the interpretation
and generalization of findings. For example, a small sample of treatment-seeking
adolescents rated by providers as high-risk for suicide were found via narrative analysis
of interview data to demonstrate a failure to conceive of themselves in the future (Ball &
Chandler, 1989; Chandler, 1994). These researchers described this failure associated
with suicidality as a lack of self-continuity, though their operationalization and
measurement of self-continuity was idiographic and has not been replicated. In contrast,
a different study measured identity as ego identity development, an identity construct
defined by both synthesis and continuity, and found that suicidal adolescents endorsed
lower scores on this construct (Bar-Joseph & Tzuriel, 1990). Despite vastly different
measures of a similar but not fully overlapping identity process, the findings of both
studies were interpreted in the context of identity commitment and continuity (Ball &
Chandler, 1989; Bar-Joseph & Tzuriel, 1990).
Similarly, the links between identity disturbance, lack of sense of self, instability
in self-representation, and a diagnosis of BPD have been established in a very small
number of studies, but lack consistency of measures used to assess them (Adler et al.,
2012; Beeney et al., 2016; Jorgensen, 2009; Sollberger et al., 2012; Wilkinson-Ryan &
Westen, 2000). A direct association between the BPD diagnostic criteria of identity
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disturbance and prospective suicidal behaviors in a sample of patients with BPD was
established (Yen et al., 2004). However, the measure of identity disturbance was
conflated with the diagnostic criteria for the disorder itself (Yen at al., 2004). This
research, while supporting the observed relationship between BPD and suicide, does not
clearly explicate the link between identity processes and suicidality, beyond the diagnosis
of BPD. Another study using a different measure of BPD diagnostic criteria to assess
identity disturbance failed to support the relationship between suicide and identity
disturbance (Modestin, Oberson, & Erni, 1998).
A recent empirical study attempted to address this dearth of data and lack of
clarity regarding the relationships between these variables. Ren and colleagues (2016)
tested the reciprocal links between identity disturbance, relationship disturbance, and
suicidal ideation among Chinese adolescents. They found that suicidal ideation predicted
later identity disturbance, but the reverse relationship did not hold. They also found that
relationship disturbance mediated the association between identity disturbance and
suicidal ideation (Ren et al., 2016). It is possible that identity disturbance did not predict
suicidality because their model included relationship disturbance, a well-established
variable relevant to suicidality (Van Orden, Witte, Cukrowicz, Braithwaite, Selby &
Joiner, 2010). In addition, identity disturbance was measured in this study by way of a
diagnostic interview for BPD, conflating the diagnostic criteria for a specific
psychopathology with the broader and less well-defined construct of identity disturbance.
Conflicting findings and difficulties clearly interpreting results beyond the
diagnostic criteria of BPD may be the consequence of a lack of consensus on the
operational definition and measurement of identity disturbance (Kaufman, Montgomery,
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& Crowell, 2014; Jorgenson, 2010). For example, self-concept clarity and identity
disturbance have in common a focus on instability in self-image or subjective sense of
self, but different measures are generally used to capture each. Likewise, the
psychological suffering inherent in identity distress overlaps with chronic emptiness
associated with identity disturbance in the DSM-V. In addition, the terms identity
diffusion and more serious identity disturbance are sometimes used interchangeably
(Kaufman et al., 2014). Multiple constructs of identity dysfunction overlap but this issue
is largely unaddressed in measurement. For example, while there are existing measures
of self-concept clarity and identity distress that are frequently used in identity literature,
they are not used in clinical research. To date, identity disturbance in clinical research
has been most commonly measured using diagnostic tools which capture BPD diagnostic
criteria in the DSM-V, contributing to definitional and measurement issues. There is a
need for clearer measurement tied to operationalization of various identity processes
across disciplines in order to better test important links between identity and relevant
outcomes, such as suicidality.
The Current Study
The primary objective of the current project was to address the dearth of clear
empirical research testing the direct link between identity processes and suicidal distress.
This project also sought to clarify conceptual confusion in the application of identity
theory to clinical outcomes. This confusion currently impacts the measurement of
identity processes across disciplines and make interpretation of findings across studies
difficult (Jorgensen, 2010; Kaufman et al., 2015). Given inconsistencies in
conceptualizations of identity processes, the first step in this study was to distinguish
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underlying factors of identity using items from existing identity measures.
Next, the relationship between the empirically derived factors of identity and
suicidality were examined. We investigated the range of normative identity processes
and more severe, clinically relevant identity dysfunction on suicidality. We hypothesized
that identity factors related to consolidated identity would be negatively associated with
suicidality. Specifically, increases in the healthy experience of coherent and stable
identity would predict low levels of all suicidality (Hypothesis 1a). We also
hypothesized that increases in identity dysfunction would predict increases in suicidality
(Hypothesis 1b).
The ability of the empirically derived identity factors to predict suicidality was
compared to two well-established predictors of suicidality, non-suicidal self-injurious
behavior (NSSI) and Joiner’s interpersonal theory of suicide (Van Orden et al., 2010).
NSSI is a robust risk factor for suicide (e.g., Burke et al., 2016; Horwitz et al., 2015).
Research to date has demonstrated that identity dysfunction contributes to both the
frequency and severity of NSSI in normative and clinical samples (Claes et al., 2014;
Claes et al., 2015; Lear & Pepper, 2016). We hypothesized that identity factors would
significantly predict suicidality above and beyond NSSI (Hypothesis 2).
Perhaps the most well-known model of suicide prediction is Joiner's interpersonal
theory of suicide (Ribeiro & Joiner, 2009; Van Orden et al., 2010). This theory posits
that a combination of feeling like a burden on others (i.e. perceived burdensomeness) and
an inability to form meaningful connections and a sense of belonging with others (i.e.,
thwarted belongingness), increase the likelihood that a person will develop suicidal
ideation and engage in suicidal behaviors (Ribeiro & Joiner, 2009; Van Orden et al.,
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2010). These relationships have been well-tested, and a large literature supports their
association with suicidality (e.g., Batterham, et al., 2018; Chu et al., 2017; Ribeiro &
Joiner, 2009). There is no direct link between Joiner’s theory and theories of identity, nor
has this relationship been empirically tested. Similar to NSSI, we hypothesized that
identity factors would significantly predict suicidality above and beyond perceived
burdensomeness and thwarted belongingness (Hypotheses 3a and 3b).
Study Implications
The current study answers the recent theoretical call to better define and measure
identity dysfunction and to bridge the gap between developmental research on identity
development and the application of these processes in clinical research (Kaufman,
Montgomery, & Crowell, 2014; Kaufman, Cundiff, & Crowell, 2015). The present study
will contribute to a better understanding of the universal, developmental process of
identity development, how it may manifest within individuals in abnormal ways, and how
specific aspects of identity may be associated with suicidality. This effort can directly
inform the prevention of suicide, a growing and costly public health concern. This study
will also help position identity within the larger clinical literature by examining identity
constructs alongside well-established predictors of suicide such as NSSI and Joiner’s
interpersonal theory.
Method
Participants and Procedures
Self-report measures were administered via an online survey to two independent
samples. Participants in both samples were recruited through Amazon's online
marketplace, Mechanical Turk (MTurk). To be eligible, participants had to be 18 years

21

of age or older, from the United States, and report English as their first language.
Recruitment postings were listed in MTurk as tasks for workers. In order to participate,
MTurk workers would select the task, answer eligibility screening questions, and if
eligible, proceed to informed consent. Following informed consent, participants
completed the online battery of measures. Those who completed the entire assessment
battery were compensated with fair pay through MTurk’s worker platform. Workers
were restricted from responding to the survey more than once. This study was approved
by the University of Nevada, Reno Institutional Review Board.
MTurk is a well-established forum for collecting valid data for research studies
(Bartneck, Duenser, Moltchanova, & Zawieska, 2015). Research on MTurk suggests that
data collected from MTurk samples are reliable (Buhrmester et al., 2011) and more
representative of the general population than college convenience samples (Casler et al.,
2013; Steward et al., 2015). Despite evidence of its validity, the use of web-based
crowd-sourcing software for data collection is not without some risks to internal validity.
Careful screening of survey responses was conducted to maximize the likelihood that the
final samples retained high quality data. Open text field questions embedded throughout
the survey required participants to type out an answer, rather than select a menu option.
As this type of question requires greater response effort and free text responding allows
subjective evaluation of response quality, these questions served as an additional check of
eligibility criteria, effort, and attention. Questions of this type embedded in the
demographics questionnaire were used to confirm eligibility criteria after initial screening
(e.g., “What is the first language you learned to speak?”) and confirm attentive
responding using questions relevant to the content of the survey (e.g., “Who do you know
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in your life who has had suicidal thoughts? List all.”). In addition, only workers with a
strong record of quality work were recruited from the larger MTurk pool (i.e., high
approval rating, high number of successfully completed tasks).
As Sample 1 was used to examine underlying factors of a range of identity
processes in a normative sample, a general sample of participants was recruited from the
MTurk pool. Workers were invited to complete a survey about “how people think about
themselves and how that’s related to how they’re doing in day-to-day life.” A total of
293 participants initially completed the survey. A small number of participants were
removed for failure to meet eligibility criteria (n = 8) and four participants were removed
due to inattentive responding. A total of 281 participants were retained for analysis in
Sample 1. Participants were largely Caucasian (73.7%), roughly equal in gender, and
ranged in age from 18 to 68 (m=35.18, SD=11.53).
Sample 2 was used to test the associations between empirically derived identity
factors and suicidality. Based on study rationale, we assumed that recruitment for
identity problems would automatically tap a percentage of participants with some
suicidality but still allow us to capture a range of identity factors. Recruitment postings
used language to encourage self-selection of workers experiencing identity problems.
For Sample 2, the study was advertised as a survey about “how people think about who
they are, how they might feel confused or lost about their role in life, or struggle to feel
sure of themselves.” A total of 314 participants initially completed the survey. As with
Sample 1, participants who failed to meet eligibility criteria and failed markers of effort
and attention were removed (n=24), leaving a total sample of 290 participants.
Participants in Sample 2 were largely Caucasian (72.8%), roughly equal in gender, and
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ranged in age from 18 to 69 (m=33.08, SD=10.71). Characteristics of both samples are
summarized in Table 1.
Participant Risk and Safety
The risk of emotional discomfort to individuals participating in survey research is
low to moderate. However, participants in this study were asked about their lifetime
suicidality. While the evidence is clear that asking participants about suicidal thoughts
and behaviors does not increase either, and in some cases, can even serve to decrease
them (Blades et al., 2018; Cha et al., 2016; Gould et al., 2005), additional safeguards to
minimize any potential participant risk were implemented. To ensure unbiased samples,
participants were not told that they would be asked about suicidality during informed
consent. However, several free mental health and suicide prevention resources available
24/7 were provided during informed consent (i.e., National Suicide Prevention Lifeline,
Crisis Text Line, SAMHSA Behavioral Health Treatment Services Locator). All
participants were explicitly told that they could exit the survey at any time. At the exit
point, participants were again provided with mental health resources and a debriefing
statement more fully explaining the purpose of the study and the rationale for the
questions asked. Contact information for the Institutional Review Board and the
researchers were provided to participants in this debriefing statement, in case of any
questions or concerns.
Measures
The following measures were administered to participants in both samples. Means and
standard deviations for all measures are summarized in Table 2. Items from all measures
are in the Appendix.
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Demographics questionnaire. A questionnaire was administered assessing
common demographic variables such as ethnicity, age, and gender.
Identity. Measures of identity were selected based on their use in existing
empirical work to capture a range of different identity processes on suicidality.
Identity Disturbance. Identity was measured using the Self-Concept and
Identity Measure (SCIM; Kaufman, Cundiff, & Crowell, 2015). The SCIM is a 27-item
measure recently developed to capture a range of normative and abnormal identity
processes in individuals with and without psychopathology. To this end, the SCIM
assesses identity dimensionally, across three domains: (1) continuity of self-concept,
self-cohesion, and identity commitments in values and interests (consolidated identity
(ID) subscale), (2) discontinuity in an individual’s sense of self, values, and beliefs
including normative identity confusion secondary to exploration and identity diffusion
(disturbed ID subscale) and, (3) more extreme identity distress characterized by a sense
of no self, chronic emptiness, or being lost (lack of ID subscale). The SCIM initially
demonstrated strong construct validity and good reliability in a large college student
sample for total score (α = 0.89) and subscale scores (α = 0.84, disturbed; α = 0.73,
consolidated; α = 0.87, lack; Kaufman et al., 2015). The factor structure and reliability
were replicated in an Amazon MTurk adult sample (Kaufman et al., 2015). In the current
study, Sample 1 demonstrated good reliability for total score (α = 0.93) and subscale
scores (α = 0.92, disturbed; α = 0.79, consolidated; α = 0.92, lack). Similarly, reliability
for all scores in Sample 2 were good (α = 0.92, total; α = 0.90, disturbed; α = 0.81,
consolidated; α = 0.92, lack).
Self-concept. The Self-Concept Clarity Scale (SCCS; Campbell et al., 1996)
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contains 12 items measuring the extent to which an individual’s self-concept is clearly
defined and temporally stable. The SCCS was initially tested in a large sample of
undergraduate students and demonstrated good validity and internal consistency
reliability (α = 0.86). This measure, as compared to the SCIM, captures an individual’s
view, or cognitive description of themselves, and the extent to which this self-view is
positive and consistent across time. Self-concept clarity overlaps to some degree with
continuity as measured by the SCIM but has also been found to influence and be
influenced by broader identity processes, such as identity commitments (Schwartz et al.,
2011b). In the current study, the SCCS demonstrated good levels of reliability in Sample
1 (α = .92) and Sample 2 (α = .92).
Identity Distress. The Identity Distress Survey (IDS; Berman, Montgomery, &
Kurtines, 2004) was developed to measure distress specific to abnormal identity
development across seven domains (e.g., long-term goals, friendships, career choice).
Three additional items assess overall level of discomfort experienced, degree of
uncertainty related to all domains taken together, and how long distress has persisted
(Berman et al., 2004). The IDS was initially developed in a college student sample and
demonstrated good internal consistency reliability (α = 0.84; Berman et al., 2004). The
IDS has been used extensively in research to date (e.g., Wangqvist & Frisen, 2011, Wiley
& Berman, 2013) and is the only existing measure which aims to capture the
psychological suffering associated with identity dysfunction. In the current study,
reliability for Sample 1 (α = 0.91) and Sample 2 (α = 0.89) were good.
Suicidality. Suicidal ideation, planning, intent, and attempts were measured to
capture the range of clinically relevant suicidality.
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Columbia-Suicide Severity Rating Scale. The Columbia-Suicide Severity
Rating Scale (C-SSRS, Posner et al., 2011), adapted for self-report administration
(DeVylder et al., 2015), was used to measure a broad range of suicidality, including
ideation, planning, intent, and behavior. The measure has been found to have strong
validity relative to other, existing measures of suicidality in a range of adolescent and
adult inpatient samples with internal consistency reliability ranging from 0.73 to 0.95
across samples (Posner et al., 2011). This measure has extensive empirical support
across a wide range of psychiatric samples and is used extensively in large-scale,
nationally sponsored studies of suicide risk (Columbia Lighthouse Project, 2018; Army
STARRS; Kessler et al., 2013). The C-SSRS interview protocol has been adapted with
success for use in a self-report format in a college student sample, demonstrating good
reliability for ratings of ideation intensity (α = 0.90; DeVylder et al., 2015) and in very
large epidemiological samples of military servicemembers (Campbell-Sills et al., 2016;
Kessler et al., 2013).
Consistent with previous research (DeVylder et al., 2015; Posner et al., 2011),
individual items from the C-SSRS were used to capture different aspects of suicidality for
analyses. Dichotomous variables were created for suicidal ideation, ideation with plan
and intent, and suicidal behavior including attempts, aborted attempts, interrupted
attempts, and active planning for attempt. A continuous variable was created to capture
severity of worst point lifetime suicidal ideation (i.e., ideation intensity). In the current
study, reliability for Sample 1 (α = 0.91) and Sample 2 (α = 0.89) were good.
Other predictors of suicidality. The following measures were used to assess
well-established predictors of suicidality.
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The Interpersonal Needs Questionnaire. The Interpersonal Needs
Questionnaire was developed to measure two constructs related to suicide risk, perceived
burdensomeness (PB) and thwarted belongingness (TB). PB measures the degree to
which an individual feels they are a burden on others and TB measures feelings of
alienation or separation from others despite a desire to connect (Ribeiro & Joiner, 2009).
PB and TB are related but distinct constructs and are measured as separate subscales
(Van Orden et al., 2010). The current study used the INQ-12, a twelve-item version of
the INQ, with seven items measuring PB and five items measuring TB. The INQ-12 has
demonstrated good internal consistency reliability for both constructs (TB, α = 0.85; PB,
α = 0.89; Van Orden et al., 2008). In the current study, reliability for Sample 2 was good
(α = 0.85, TB; α = 0.92, PB). Reliability for Sample 1 was missing due to an error in
administration of this measure.
Non-suicidal self-injurious (NSSI) behavior questions. Consistent with
previous research examining identity and NSSI, several questions were used to assess
participant’s endorsement of lifetime NSSI, including duration (i.e., “How many years
have you been doing this?”), frequency (i.e., “How many times have you done this?”),
and severity (i.e., “How many different ways have you hurt yourself?”). Wording for
items was roughly based on the most widely used measure of NSSI, the Deliberate SelfHarm Inventory (DSHI; Gratz, 2001). The DSHI asks participants to rate duration,
frequency, and severity across 16 types of NSSI means (i.e., cutting with different types
of objects, dripped acid onto skin, etc.) resulting in a 22-item measure. Only four
questions generally assessing NSSI were used in the current study, because of the length
of the DSHI and degree of detail it captures. A dichotomous variable was created for
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analyses which measured lifetime occurrence of NSSI behavior. This approach to
assessing NSSI is consistent with other studies examining identity and NSSI (e.g.,
Gandhi, Luyckx, Maitra, & Claes, 2015; Gandhi et al., 2017; Lear & Pepper, 2016).
Data Analysis Plan
First, an exploratory principal component factor analysis (EFA) with varimax
rotation was conducted on all items from the three identity measures (i.e., SCIM, SCCS,
and IDS). Given multiple conceptualizations of identity dysfunction and a lack of
consensus on measurement of identity dysfunction, the EFA was necessary to examine
proposed identity constructs and underlying factors of these constructs captured by each
measure.
Next, factors retained in the EFA were then used as predictors in a series of four
regression analyses to examine the associations between identity processes and four
outcome variables measuring a range of suicidality, including (1) ideation, (2) intensity of
worst point ideation, (3) ideation with plan and intent, and (4) behavior. Linear
regression was used for the sole continuous outcome variable (i.e., ideation intensity).
Binary logistic regressions were used to test the three other dichotomous outcome
variables.
Hierarchical multiple linear and hierarchical binary logistic regression models
were then used to investigate whether identity factors significantly predict suicidality
above and beyond existing predictors of suicidality. First, identity variables were
compared with NSSI as predictors of the four outcome variables measuring suicidality.
Last, the same analyses were used to compare identity variables to thwarted
belongingness and perceived burdensomeness as predictors of suicidality. Age and
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gender were included as covariates in all models to assess whether any association
between identity and suicide were accounted for by these variables.
Assumptions for linear regression were checked for all models testing the
continuous variable. Shapiro-Wilk test of normality was significant, suggesting that the
data violate assumptions of normality. However, skew and kurtosis were within normal
limits for all variables and examination of the residual plots, P-P plots, and histograms
indicated that data were normal. Multicollinearity was assessed based on correlations
between predictors, tolerance, and variance inflation factor (VIF) and found to be
acceptable. Multivariate outliers were identified and removed if they fell more than three
standard deviations above or below the mean standardized residuals or had a high Cook’s
or Mahalanobis distance.
Similarly, assumptions for all binary logistic regression models were examined.
All outcome variables were binary, and observations were assumed to be independent.
The relationship between predictors and logit of outcome variables were linear for all
variables, except for one identity factor (i.e., roles) which was non-linear in some models.
In these cases, log transformation was used to address moderate skew, and then these
models did meet assumptions. Correlations between predictors and VIF were used to
determine that multicollinearity was acceptable for analyses. Multivariate outliers were
identified if they fell more than three standard deviations above or below the mean
standardized residuals or had a high Cook’s distance. No outliers were identified for
logistic regression models.
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Results
Exploratory Factor Analysis (EFA)
Sample 1 was used for the EFA (n=281). All items from the SCIM, the IDS, and
the SCCS were used in the analysis. Prior to analysis, reverse scoring was used to ensure
that all items were coded such that higher scores indicated more dysfunction in the
identity construct measured. This was done to allow items from different instruments to
load on the same factor. To determine the suitability of data for factor analysis, an
examination of the correlation matrix and significant content overlap between all
individual items was examined. Correlations were acceptable and no items were
removed for content redundancy. A parallel analysis was conducted before completing
the EFA to determine the number of factors to be retained (Costello & Osborne, 2005;
O’Connor, 2000). Results suggested a four factor solution.
All items were submitted to a principal components factor analysis with varimax
rotation. Visual inspection of the Scree plot, Kaiser’s criteria of eigenvalues greater than
1, and cumulative percentage of variance extracted by each factor were consistent with a
four factor solution. Items were then submitted to the same factor analysis, constraining
the model to extract only four factors. Item trimming was conducted until only items
which met the following criteria were retained: (1) the communality for an item was
greater than 0.50, (2) the largest factor loading for an item was greater than 0.60, and (3)
the discrepancy between the first and second factor loading was sufficiently large, greater
than 0.30.
In the final solution, a total of 22 items met the criteria of communality >0.50 and
simple structure and were retained (Table 3). The first factor consisted of items from the
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SCCS and accounted for 46.44% of the variance. Items retained on Factor 1 represented
a lack of clarity and temporal stability in self-concept. This factor was labeled as
“Identity Disturbance” for subsequent analyses. Factor 2 contained items from the IDS
and accounted for 9.10% of the variance. Items on Factor 2 captured uncertainty,
discomfort, and distress specific to identity across domains, including intensity and
severity of this distress. Interestingly, items from the IDS which assess identity distress
about long term goals such as career and being in a romantic relationship also loaded on
this factor. Factor 2 was labeled as “Identity Distress” for subsequent analyses. Items
from the IDS assessing identity distress in the domains of religion, sexual orientation and
behavior, values or beliefs, and group loyalties loaded onto Factor 3. Factor 3 accounted
for 8.10% of the variance and was labeled “Identity Roles” for subsequent analyses.
All items from the SCIM were removed during item trimming except for four of
ten items from the consolidated identity subscale. These four items loaded on Factor 4,
which accounted for 6.61% of the variance. These items measure a stable, healthy, and
clear sense of identity and this factor was labeled “Consolidated Identity.” Table 4
summarizes means, standard deviations, and internal consistency scores for all four
factors.
Regression Analyses
Sample 2 was used for all regression analyses (n=290). Gender was dichotomized
for analyses, which excluded an additional four participants who reported a non-binary
gender identity. Thus, the final sample used in regression analyses was 286.
Correlations between all variables used in regression models are displayed in Table 5.

32

Identity Factors and Suicidality. The four factors retained in the EFA, identity
disturbance, distress, roles, and consolidation, were used in a serious of regression
analyses to test the associations between identity and suicidality. Suicidality was
measured using one continuous variable (i.e., intensity of worst point ideation) and three
dichotomous variables (i.e., ideation, ideation with intent and plan, and suicide behavior).
Age and gender were included as covariates in all models.
Linear regression was used to test the relationship between the four identity
variables and a continuous variable measuring intensity of suicidal ideation (Table 6).
Two multivariate outliers were removed for analysis. The overall model was significant,
with an adjusted R2=.28 (F=19.59, p<.001). Identity distress was the only significant
predictor (β=.42, p<.001). Increases in identity distress were associated with increased
intensity of ideation. Identity disturbance, roles, and consolidation did not predict
intensity of ideation when controlling for the other variables in the model. Age and
gender were also nonsignificant.
Binary logistic regressions explored the association between the four identity
variables predicting the three dichotomous outcome variables (Table 7). First, the four
identity variables were examined as predictors of a dichotomous rating of suicidal
ideation. The model was significant, accounting for 34% of the variance in ideation
(Nagelkerke pseudo-R2=.34, X2=83.97, p<.001). Both identity distress (OR=1.20, 95%
CI [1.11, 1.29]) and identity disturbance (OR=1.05, 95% CI [1.01, 1.10]) predicted
ideation, with every unit increase in distress scores associated with 20% higher odds that
a person would report suicidal ideation and a 5% increase in odds for one unit increases
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in disturbance scores. Identity roles, consolidation, age, and gender were not significant
when controlling for the other variables in the model.
Next, ideation with plan and intent was examined with identity variables as
predictors. The overall model was also significant (Nagelkerke pseudo-R2=.29,
X2=68.93, p<.001) with identity distress (OR=1.19, 95% CI [1.11, 1.28]) and identity
disturbance (OR=1.05, 95% CI [1.00, 1.10]) emerging as significant predictors. Every
unit increase in distress scores was associated with 19% higher odds a person would
endorse ideation with plan and intent and a 5% increase in odds for each unit increase in
disturbance scores. Identity roles, consolidation, age, and gender were not significant
when controlling for the other variables in the model.
Last, suicide behaviors were examined with identity factors as predictors. The
overall model was again significant (Nagelkerke pseudo-R2=.37, X2=83.12, p<.001).
Identity distress (OR=1.13, 95% CI [1.04, 1.23]), identity disturbance (OR=1.07, 95% CI
[1.02, 1.13]), and identity roles (OR=1.15, 95% CI [1.05, 1.27]) were all significant
predictors. The odds of endorsing suicidal behavior increased 13% for every one unit
increase in distress scores, 7% for every one unit increase in disturbance scores and 15%
for every one unit increase in roles scores. Consolidated identity, age and gender were
not significant predictors when controlling for the other variables in the model.
Identity Factors Compared to NSSI as a Predictor of Suicidality. Next, a
series of hierarchical multiple regressions were used to examine if the four identity
factors predicted suicidality above and beyond NSSI. Hierarchical linear regression was
used to examine NSSI, entered first, and then all four identity variables, entered second
as predictors of intensity of ideation (Table 6). One multivariate outlier was removed.
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Step 1 with only NSSI was significant, accounting for 23% of the variance
(F=28.55, p<.001). The addition of identity variables in Step 2 increased the variance by
16% (∆R2=.17, ∆F=19.54, p<.001). NSSI (β=.36, p<.001) and identity distress (β=.33,
p<.001) were significant predictors of intensity of ideation in this model. Endorsing
NSSI and higher scores on identity distress predicted greater intensity of suicidal
ideation. Identity distress and NSSI were nearly equal in their predictive ability. Identity
disturbance, roles, and consolidation, gender, and age were not significant predictors
when controlling for the other variables in the model.
Three hierarchical binary logistic regression models examined the relationships
between NSSI, entered first, and the four identity variables, entered second, predicting
suicidal ideation, ideation with plan and intent, and suicidal behavior (Table 8). Step 1
testing NSSI alone as a predictor of ideation was significant (Nagelkerke pseudo-R2=.24,
X2=56.24, p<.001). The addition of identity variables in step 2 resulted in improved
model fit (∆Nagelkerke pseudo-R2=.18, ∆X2=52.01, p<.001). In this final model, NSSI
(OR=4.79, 95% CI [2.50, 9.19]) and identity distress (OR=1.18, 95% CI [1.09, 1.27])
predicted ideation. Those endorsing NSSI were 4.8 times more likely to endorse suicidal
ideation and the odds of endorsing suicidal ideation increased 18% for every one unit
increase in distress scores. Identity disturbance, roles, and consolidation, gender and age
did not significantly predict ideation when controlling for the other variables in the
model.
Suicidal ideation with plan and intent was examined next. Step 1 was significant
(Nagelkerke pseudo-R2=.23, X2=52.63, p < 0.001). However, model fit was improved
with the addition of identity variables in Step 2 (∆Nagelkerke pseudo-R2=.16, ∆X2=44.66,
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p < 0.001). In this final model, NSSI (OR=5.16, 95% CI [2.76, 9.64]) and identity
distress (OR=1.16, 95% CI [1.08, 1.26]) predicted ideation with plan and intent. As
before, those who endorsed NSSI were 5.2 times more likely to endorse suicidal ideation
with plan and intent and every one unit increase in distress scores increased the odds by
16%. Identity disturbance, roles, and consolidation, age, and gender were not significant
predictors when controlling for the other variables in the model.
Last, suicidal behavior was examined. Step 1 was significant (Nagelkerke
pseudo-R2=.27, X2=57.09, p < 0.001). The addition of identity variables in Step 2
accounted for significantly more variance (∆Nagelkerke pseudo-R2=.25, ∆X2=67.64, p <
0.001). In the final model, NSSI (OR=13.96, 95% CI [5.68, 34.32]), identity disturbance
(OR=1.06, 95% CI [1.00, 1.12]), and identity roles (OR=1.27, 95% CI [1.13, 1.43])
predicted suicide behavior. Those who endorsed NSSI were 14 times more likely to
endorse suicidal behavior. The odds of endorsing suicidal behavior increased 6% for
every one unit increase in disturbance scores and 27% for every one unit increase in roles
scores. Identity distress was trending, but non-significant (B=.09, p=.06). Consolidated
identity, age, and gender did not significantly predict when controlling for the other
variables in the model.
Identity Factors Compared to Joiner’s Theory as Predictors of Suicidality.
Last, the same series of regressions were used to examine the four identity factors as
predictors of suicidality above and beyond perceived burdensomeness (PB) and thwarted
belongingness (TB), two variables of importance in Joiner’s interpersonal theory of
suicide. Hierarchical linear regression was used to examine PB and TB, entered first, and
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then all four identity variables, entered second as predictors of intensity of ideation
(Table 6). Two multivariate outliers were removed for analysis.
Step 1 with PB and TB alone was significant, producing an adjusted R2=0.27
(F=26.70, p<.001). However, when identity variables were added to the model, it
accounted for 6% more variance in intensity of ideation (∆R2=.07, ∆F=7.36, p<.001). In
this final model both PB (β=.29, p<.001) and identity distress (β=.34, p<.001) predicted
intensity of ideation such that higher scores on both predicted more severe suicidal
ideation. Although notably, identity distress was a stronger predictor than PB. Identity
disturbance, roles, and consolidation, TB, age, and gender were not predictors when
controlling for the other variables in the model.
Three hierarchical binary logistic regression models examined the effect of PB
and TB, entered first, and the four identity variables, entered second, predicting suicidal
ideation, ideation with plan and intent, and suicidal behavior (Table 9). Suicidal ideation
was explored first. Step 1 was significant (Nagelkerke pseudo-R2=.27, X2=63.79,
p<.001). The addition of identity variables in Step 2 resulted in improved model fit
(∆Nagelkerke pseudo-R2=.10, ∆X2=27.11, p<.001). In this final model, PB (OR=1.06,
95% CI [1.02, 1.11]) and identity distress (OR=1.18, 95% CI [1.09, 1.27]) predicted
ideation, with distress being a stronger predictor than PB. The odds of endorsing suicidal
ideation increased 6% for every one unit increase in PB scores and 18% for every one
unit increase in distress scores. Gender was the most significant predictor (OR=1.81,
95% CI [1.00, 3.27]), with female gender increasing the odds of experiencing ideation by
81%. Identity disturbance, roles, and consolidation, TB, and age did not predict ideation
when controlling for the other variables in the model.
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Suicidal ideation with plan and intent was examined next. Step 1 was significant
(Nagelkerke pseudo-R2=.25, X2=59.11, p < 0.001). Model fit was improved with the
addition of identity (∆Nagelkerke pseudo-R2=.08, ∆X2=21.61, p < 0.001). In this second
step, PB (OR=1.07, 95% CI [1.03, 1.11]) and identity distress (OR=1.16, 95% CI [1.07,
1.25]) predicted ideation with plan and intent. As before, the odds of endorsing suicidal
ideation increased 7% for every one unit increase in PB scores and 16% for every one
unit increase in disturbance scores. Identity disturbance, roles, and consolidation, TB,
age and gender were not significant predictors when controlling for the other variables in
the model.
Finally, suicidal behavior was examined. Step 1 was significant (Nagelkerke
pseudo-R2=.31, X2=68.06, p < 0.001). The addition of identity variables in Step 2
accounted for more variance (∆Nagelkerke pseudo-R2=.11, ∆X2=27.14, p < 0.001). PB
was a significant predictor (OR=1.07, 95% CI [1.03, 1.12]), with a one unit increase in
scores increasing the odds of endorsing suicidal behavior by 7%. Both identity distress
(OR=1.10, 95% CI [1.01, 1.21]) and identity roles (OR=1.12, 95% CI [1.01, 1.24]) were
significant predictors. The odds of endorsing suicidal behavior increased by 10% for
every one unit increase in distress scores and 12% for every one unit increase in roles
scores. Identity disturbance and consolidation, age, and gender did not significantly
predict behavior when controlling for the other variables in the model.
Post hoc Analyses: Replication of Regression Analyses in Sample 1
Given results of regression analyses in Sample 2, post hoc analyses were conducted to
see if these findings replicated in Sample 1. The identical approach to data analyses was
used. As before, assumptions were checked and found acceptable for all linear regression
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models. For binary logistic regression models, the predictors identity roles and age
showed a non-linear relationship with the logit of outcome variables and were resistant to
transformation. The pattern of results did not change with transformations, thus data
were analyzed without transformations. The dichotomization of gender resulted in the
removal of two participants who reported a non-binary gender identity. The final sample
was 279. Correlations between all variables used in regression models are displayed in
Table 10.
Identity Factors and Suicidality in Sample 1. Linear regression was used to
test the relationship between the four identity variables and the continuous variable
measuring intensity of suicidal ideation (Table 11). Three multivariate outliers were
removed for analysis. The overall model was significant, with an adjusted R2=.33
(F=23.43, p<.001). Identity distress was a significant predictor (β=.49, p<.001).
Increases in identity distress were associated with increased intensity of ideation.
Identity disturbance was trending, but not significant (β=.15, p=.05). Age was also a
significant predictor (β=.13, p=.01), such that older age was associated with greater
intensity of ideation. Identity roles, identity consolidation, and gender did not predict
intensity of ideation when controlling for the other variables in the model.
Binary logistic regressions explored the association between the four identity
variables predicting the three dichotomous outcome variables (Table 12). The model was
significant, accounting for 35% of the variance in ideation (Nagelkerke pseudo-R2=.35,
X2=85.70, p<.001). Consistent with Sample 2 results, identity distress (OR=1.22, 95% CI
[1.14, 1.31]) and identity disturbance (OR=1.06, 95% CI [1.01, 1.11]) predicted ideation,
with every unit increase in distress scores associated with 22% higher odds that a person
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would report suicidal ideation and a 6% increase in odds for one unit increases in
disturbance scores. Additionally, identity roles predicted ideation (OR=0.89, 95% CI
[0.81, 0.98]), such that every unit increase in roles scores was associated with an 11%
decrease in odds of endorsing ideation. Identity consolidation, age, and gender were not
significant when controlling for the other variables in the model.
Next, ideation with plan and intent was examined with identity variables as
predictors. The overall model was also significant (Nagelkerke pseudo-R2=.36,
X2=82.76, p<.001). In this model, only identity distress (OR=1.23, 95% CI [1.14, 1.33])
was a significant predictor. Every unit increase in distress scores was associated with
23% higher odds a person would endorse ideation with plan and intent. Identity
disturbance, roles, and consolidation, age, and gender were not significant when
controlling for the other variables in the model.
Last, suicide behaviors were examined with identity factors as predictors. The
overall model was again significant (Nagelkerke pseudo-R2=.29, X2=58.42, p<.001).
Identity distress was again a significant predictor (OR=1.17, 95% CI [1.08, 1.27]), such
that every unit increase in distress scores was associated with a 17% increase in
endorsing suicidal behaviors. Age was also significant (OR=1.04, 95% CI [1.01, 1.07]),
such that every unit increase in age was associated with a 4% increase in endorsing
behavior. Identity disturbance, roles, and consolidation, and gender were not significant
predictors when controlling for the other variables in the model.
Identity Factors Compared to NSSI as a Predictor of Suicidality in Sample 1.
Next, the same series of hierarchical multiple regressions were used to examine if the
four identity factors predicted suicidality above and beyond NSSI in Sample 1.
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Hierarchical linear regression was used to examine NSSI, entered first, and then all four
identity variables, entered second as predictors of intensity of ideation (Table 11). Three
multivariate outliers were removed.
Step 1 with only NSSI was significant, accounting for 21.6% of the variance
(F=26.22, p<.001). The addition of identity variables in Step 2 increased the variance by
18.4% (∆R2=.19, ∆F=21.95, p<.001). As in Sample 2, NSSI (β=.29, p<.001) and identity
distress (β=.40, p<.001) were significant predictors of intensity of ideation in this model.
Endorsing NSSI and higher scores on identity distress predicted greater intensity of
suicidal ideation. Age was also a significant predictor (β=.14, p=.005), such that older
age was associated with greater intensity of ideation. Identity disturbance, roles, and
consolidation, and gender were not significant predictors when controlling for the other
variables in the model.
Three hierarchical binary logistic regression models examined the relationships
between NSSI, entered first, and the four identity variables, entered second, predicting
suicidal ideation, ideation with plan and intent, and suicidal behavior (Table 13). Step 1
testing NSSI alone as a predictor of ideation was significant (Nagelkerke pseudo-R2=.24,
X2=55.10, p<.001). The addition of identity variables in step 2 resulted in improved
model fit (∆Nagelkerke pseudo-R2=.18, ∆X2=51.63, p<.001). In this final model, NSSI
(OR=4.70, 95% CI [2.39, 9.27]), identity distress (OR=1.19, 95% CI [1.10, 1.28]),
identity disturbance (OR=1.05, 95% CI [1.00, 1.10]), and identity roles (OR=0.90, 95%
CI [0.81, 0.99]) all predicted ideation. Those endorsing NSSI were 4.7 times more likely
to endorse suicidal ideation. The odds of endorsing suicidal ideation increased 19% for
every one unit increase in distress scores and 5% for every one unit increase in
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disturbance scores. Identity roles significantly predicted in the opposite direction, with
every one unit increase in roles scores associated with an 11% decrease in odds of
endorsing ideation Identity consolidation, gender and age did not significantly predict
ideation when controlling for the other variables in the model.
Suicidal ideation with plan and intent was examined next. Step 1 was significant
(Nagelkerke pseudo-R2=.23, X2=50.27, p < 0.001). However, model fit was improved
with the addition of identity variables in Step 2 (∆Nagelkerke pseudo-R2=.20, ∆X2=52.82,
p < 0.001). In this final model, NSSI (OR=4.41, 95% CI [2.30, 8.48]) and identity
distress (OR=1.20, 95% CI [1.11, 1.30]) predicted ideation with plan and intent. As
before, those who endorsed NSSI were 4.4 times more likely to endorse suicidal ideation
with plan and intent and every one unit increase in distress scores increased the odds by
20%. Identity disturbance, roles, and consolidation, age, and gender were not significant
predictors when controlling for the other variables in the model.
Last, suicidal behavior was examined. Step 1 was significant (Nagelkerke
pseudo-R2=.30, X2=59.34, p < 0.001). The addition of identity variables in Step 2
accounted for significantly more variance (∆Nagelkerke pseudo-R2=.13, ∆X2=31.08, p <
0.001). In the final model, NSSI (OR=2.11, 95% CI [3.85, 17.76]), identity distress
(OR=1.11, 95% CI [1.02, 1.21]), and identity roles (OR=1.12, 95% CI [1.00, 1.25])
predicted suicide behavior. Those who endorsed NSSI were twice as likely to endorse
suicidal behavior. The odds of endorsing suicidal behavior increased 11% for every one
unit increase in distress scores and 12% for every one unit increase in roles scores. Age
was also a significant predictor (OR=1.05, 95% CI [1.02, 1.09]), with every one unit
increase in age associated with a 5% increase in odds of endorsing behavior. Identity
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disturbance, consolidated identity, and gender did not significantly predict when
controlling for the other variables in the model.
Identity Factors Compared to Joiner’s Theory as Predictors of Suicidality in
Sample 1. Last, the same regression analyses were used to examine the four identity
factors as predictors of suicidality above and beyond perceived burdensomeness (PB) and
thwarted belongingness (TB). Due to an error in the administration of the INQ-12,
participants in Sample 1 answered items on a “true/false” scale. Prior to analyses, a
scaled score was created for TB and PB based on a sum of all items endorsed for each
subscale, accounting for reverse coded items. Hierarchical linear regression was used to
examine PB and TB, entered first, and then all four identity variables, entered second as
predictors of intensity of ideation (Table 11). Four multivariate outliers were removed
for analysis.
Step 1 with PB and TB alone was significant, producing an adjusted R2=0.25
(F=24.02, p<.001). However, when identity variables were added to the model, it
accounted for 14% more variance in intensity of ideation (∆R2=.15, ∆F=16.39, p<.001).
In this final model both PB (β=.27, p<.001) and identity distress (β=.40, p<.001)
predicted intensity of ideation such that higher scores on both predicted more severe
suicidal ideation. As in Sample 2, identity distress was a stronger predictor than PB.
Age was also a significant predictor (β=.10, p=.04), such that older age was associated
with greater intensity of ideation. Identity disturbance, roles, and consolidation, TB, and
gender were not predictors when controlling for the other variables in the model.
Three hierarchical binary logistic regression models then examined the effect of
PB and TB, entered first, and the four identity variables, entered second, predicting

43

suicidal ideation, ideation with plan and intent, and suicidal behavior (Table 14).
Suicidal ideation was explored first. Step 1 was significant (Nagelkerke pseudo-R2=.21,
X2=46.69, p<.001). The addition of identity variables in Step 2 resulted in improved
model fit (∆Nagelkerke pseudo-R2=.18, ∆X2=48.32, p<.001). In this final model, PB
(OR=1.44, 95% CI [1.13, 1.84]), identity distress (OR=1.20, 95% CI [1.12, 1.30]), and
identity roles (OR=0.84, 95% CI [0.75, 0.93]) predicted ideation. The odds of endorsing
suicidal ideation increased 44% for every one unit increase in PB scores and 20% for
every one unit increase in distress scores. Additionally, every unit increase in roles
scores was associated with an 16% decrease in odds of endorsing ideation. Identity
disturbance and consolidation, TB, gender, and age did not predict ideation when
controlling for the other variables in the model.
Suicidal ideation with plan and intent was examined next. Step 1 was significant
(Nagelkerke pseudo-R2=.26, X2=57.25, p < 0.001). Model fit was improved with the
addition of identity (∆Nagelkerke pseudo-R2=.14, ∆X2=37.61, p < 0.001). In this second
step, PB (OR=1.43, 95% CI [1.14, 1.80]), identity distress (OR=1.21, 95% CI [1.11,
1.31]), and identity roles (OR=0.88, 95% CI [0.79, 0.98]) predicted ideation with plan
and intent. The odds of endorsing suicidal ideation increased 43% for every one unit
increase in PB scores and 21% for every one unit increase in distress scores. Every one
unit increase in roles scores was associated with a 12% decrease in odds of endorsing
ideation with plan and intent. Identity disturbance and consolidation, TB, age and gender
were not significant predictors when controlling for the other variables in the model.
Finally, suicidal behavior was examined. Step 1 was significant (Nagelkerke
pseudo-R2=.23, X2=68.06, p < 0.001). The addition of identity variables in Step 2
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accounted for more variance (∆Nagelkerke pseudo-R2=.09, ∆X2=17.89, p < 0.001). PB
(OR=1.29, 95% CI [1.04, 1.59]) and identity distress (OR=1.14, 95% CI [1.05, 1.24])
were significant predictors. Every one unit increase in PB scores increased the odds of
endorsing suicidal behavior by 29%. The odds increased 14% for every one unit increase
in distress scores. Age was also a significant predictor (OR=1.03, 95% CI [1.00, 1.07]),
with every one unit increase in age associated with a 5% increase in odds of endorsing
behavior. Identity disturbance, roles, consolidation, and gender did not significantly
predict behavior when controlling for the other variables in the model.
Discussion
The purpose of the current study was to directly test the relationship between
identity and suicidality in a broad, normative sample to allow for the inclusion of normal
and abnormal identity processes. This study also sought to clarify the conceptualization
and measurement of identity processes. Results of the EFA suggested four distinct
identity processes, three related to identity dysfunction (i.e., distress, disturbance, and
roles), and one related to healthy identity (i.e., consolidated). It appears that unique
identity constructs captured by different identity measures seem to represent separate
underlying factors, as evidenced by the lack of overlap between items from different
measures loading on the same factor. Taken together, results suggest that identity
distress is a strong predictor of all aspects of suicidality examined. In addition, identity
disturbance predicts most aspects of suicidality and identity roles is a robust predictor of
suicidal behavior. Consolidated identity was not a significant predictor of any aspect of
suicidality. Last, results suggest that identity factors predict all measures of suicidality
above and beyond perceived burdensomeness and NSSI, two robust predictors of
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suicidality.
Clarification of identity constructs
A lack of consensus about how to define and measure healthy and dysfunctional
identity has hampered the extension of basic identity theory to empirical tests of the
applicability of identity constructs to relevant clinical outcomes, such as suicidality
(Kaufman, Cundiff, & Crowell, 2015; Kaufman, Montgomery, & Crowell, 2014). This
lack of consensus also makes the comparison of findings across studies difficult, further
obstructing a clear understanding of the role of identity in a variety of outcomes,
including suicidality. Confusion about the operationalization of several aspects of
identity was addressed through exploratory factor analysis. The EFA sought to
investigate the degree of overlap between measures as it relates to different
conceptualizations of identity. Overall, results of the EFA are consistent with multiple
theoretical frameworks (Marcia, 1994; Schwartz, 2001) which explain identity as a
bidimensional construct, ranging from healthy identity (i.e., ego identity synthesis,
commitment, achieved status) to identity dysfunction (i.e., confusion, diffusion status,
disturbance, distress), with multiple important processes contained within that range.
Identity Dysfunction. Notably, many items from the SCCS were retained and
loaded onto Factor 1. These items describe a lack of continuity and temporal consistency
in sense of self and accounted for the majority of the variance among the four factors.
Our findings are consistent with existing research which demonstrates the importance of
these structural aspects of identity, distinct from content of identity (i.e., positive or
negative valence of self views, commitments within certain domains). High levels of
self-concept clarity have been positively associated with effective stress management and
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high self-esteem (Suszek, Fronczyk, Kopera, & Maliszewski, 2018; Willis & Burnett,
2016). Greater self-concept clarity has also been negatively associated with lower levels
of social anxiety and depression in a non-clinical sample (Gregory & Peters, 2017). Low
self-concept clarity has been found to predict NSSI in a non-clinical sample of college
student (Lear & Pepper, 2016).
Factor 2 and Factor 3 contained items from the IDS, which loaded onto two
separate factors in interesting ways. Factor 2 captured questions purely assessing
distress, discomfort, worry, and uncertainty about identity generally, across a wide
variety of domains (i.e., career, friendships, religion, values, etc.). This is consistent
with a large body of research that suggests that distress about one’s identity generally is a
separate construct from identity within any particular domain or dimension (e.g.,
Hernandez, Montgomery, & Kurtines, 2016; Samuolis & Griffin, 2014).
In addition, different domains of identity loaded separately on Factors 2 and 3,
with career and long-term relationship partner on one factor and other aspects such as
values, religion, group loyalties, and sexual orientation and behavior on Factor 3.
Notably, career and romantic relationship loaded on the same factor as general items
assessing distress about identity. These results suggest there is some overlap or
commonality between general identity distress and identity distress specific to these two
areas. Given cultural norms in the United States for career and long-term romantic
partnership to serve as markers for the successful transition from an elongated
adolescence into adulthood, it could be that these two areas of identity are more salient
and thus, disruptions in these two domains confer more distress.
In contrast, domains represented in items retained on Factor 3, suggest perhaps
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more stable aspects of identity. Values and beliefs, religion, some group loyalties, and
even sexual orientation for many, often develop early in life. These items may also
represent issues of exploration and commitment as described by Marcia (1966). Values,
religion, and group loyalties may be aspects of identity people are more likely to commit
to without much questioning, which may confer more stability and less distress (Lillevoll,
Kroger, & Marcia, 2013). In individualistic cultures, there may be more allowance for
personal choice in the areas of career and relationships as compared to the areas
represented in Factor 3. The increase in choice confers more responsibility for
exploration prior to commitment, which can be associated with increased distress
(Kroger, Martinussen, & Marcia, 2010; Lillevoll, Kroger, & Marcia, 2013).
Exploration of the Original SCIM Factor Structure. The analysis also served
as a test of the factor structure of the SCIM, a measure of identity recently created to
address these conceptual problems. To our knowledge, the validation of this measure has
not been conducted beyond its initial development. When other measures of identity
processes were included in the EFA, the initial factor structure of the SCIM did not hold.
For example, items from the disturbed subscale of the SCIM (i.e., “The things that are
most important to me change pretty often) did not load onto Factor 1 with items from the
SCCS capturing similar disturbance (i.e., “I spend a lot of time wondering about what
kind of person I really am”), despite conceptual overlap. This is notable, in that the
SCIM does purport to measure some aspects of identity captured in Factors 1 and 2 (i.e.,
disturbance, distress). Interestingly, only items from the consolidated subscale of the
SCIM were retained in the EFA. Items from the SCCS which also appear to have some
conceptual overall with consolidated, or healthy, identity were not retained in Factor 4
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(i.e., “In general, I have a clear sense of who I am and what I am”). This is helpful
information in the broader scope of how identity should be conceptualized and measured
for empirical study. Results suggest that consolidation, which is a measure of healthy,
stable identity, is as important in the broad conceptualization of identity as identity
dysfunction. It also suggests that this domain of identity is independent of other, related
domains, such as self-concept clarity.
Remaining Conceptual Confusion. Lack of overlap of items from different
measures onto the same factor is consistent with theory and research to date which
purports multiple, unique identity processes of importance. The results clarify which
processes might be best captured by existing measures. However, some confusion does
remain. In the larger identity literature, the construct of identity diffusion has been
highlighted as a central process. However, there is no consensus of measurement on this
construct. Most commonly, clinical interview or rating scale used to measure BPD has
been used to measure diffusion. In the current EFA, Factor 1 had some overlap with
identity diffusion, but diffusion itself as a construct did not emerge in the EFA.
Likewise, some items from Factor 1 seem to capture the same construct as the Lack of
Identity subscale of the SCIM (i.e., “I feel lost when I think about who I am”). But those
items from the SCIM did not load onto Factor 1. It may be that these factors were better
captured by the distress factor, comprised of items from the IDS. It is also possible that
these aspects of identity disturbance are too infrequent in a normal sample. Identity
diffusion and lack of identity are conceptually (Kaufman et al., 2014) and empirically
(e.g., Wilkinson-Ryan & Westen, 2000) linked most strongly to the most severe
psychopathology. It is possible that identity processes are differentially represented in
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non-clinical versus clinical samples, and even within different diagnoses within clinical
samples (i.e., mood disorders versus personality disorders). Further work to clarify
constructs, including replication of this EFA, with clinical samples is warranted to better
understand remaining conceptual confusion.
Summary of EFA. Taken together, results of the EFA in this study bring clarity
to the question of how identity should be measured, and which aspects of identity are
important to consider. Lines of demarcation between dysfunction and stability, for
example, are important to consider when researching the possible relationships between
identity and outcomes, particularly clinically relevant outcomes such as suicidality.
Results are consistent with wide use of the IDS as a measure of identity distress, and the
SCCS as a measure of lack of consistency and temporal continuity in sense of self. The
retention of consolidated identity items from the SCIM speaks to the importance of this
healthy trajectory of identity development. Broadly, results confirm what basic identity
theory has well-established over decades: Consistency of self, executed within roles over
time, confers stability and disruptions in this process leads to distress.
Identity and Suicidality: The Empirical Link
When these identity factors were tested as predictors of suicidality, the results
partially supported our hypotheses. First, there is a direct relationship between identity
and a range of suicidality, including ideation, intensity of ideation, ideation with plan and
intent, and suicidal behavior. Second, results supported our hypothesis that factors
related to identity dysfunction (i.e., distress, disturbance, and roles) are positively
associated with increases in suicidality. Identity distress was a significant predictor of all
types of suicidality. This suggests that distress is particularly important, consistent with
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existing research demonstrating a notable link between distress and a range of negative
outcomes including anxiety, depression, and NSSI (Gandhi, Luyckx, Maitra, & Claes,
2015; Hernandez, Montgomery, & Kurtines, 2016; Schwartz et al., 2011a).
Identity disturbance also significantly predicted ideation, ideation with plan and
intent, and suicidal behavior. This is consistent with previous research which suggests
that lack of continuity and temporal consistency in identity is associated with more severe
outcomes such as NSSI and BPD (e.g., Jorgensen, 2009; Lear & Pepper, 2013;
Wilkinson-Ryan & Westen, 2000). Roles was not a significant predictor of suicidality,
except in the case of suicidal behavior. It is interesting that high levels of identity
disruption in the domain of roles is associated with the most severe form of suicidality. It
is possible that these aspects of self (i.e., religion, beliefs, sexual orientation) confer
stability and that problems in these domains are particularly disruptive and distressing.
Finally, our hypothesis that increases in consolidated identity would predict low
levels of suicidality was not supported. Consolidated identity not significantly associated
with any aspects of suicidality in our sample. A large body of research demonstrates that
consolidated identity is associated with the most positive outcomes (Campbell, Assanand,
& Di Paula, 2003; Schwartz et al., 2011a; Zimmer-Gembeck & Petherick, 2006). It is
possible that this construct is orthogonal to suicidality as a marker of such significant
psychological distress. It is notable, however, that consolidated identity did not emerge
as a protective factor. Interestingly, age and gender, usually associated with ideation and
attempts, were not significant predictors in any models, controlling for identity variables.
Taken together, results suggest that identity distress is the strongest predictor of all
aspects of suicidality examined. Distress about identity and temporal consistency of
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identity appear to be the most important aspects of identity relevant to suicidal distress.
Identity and Suicidality: Adding Variance to Established Predictors
Our results suggest that identity is a strong predictor above and beyond known
predictors of suicidality. This is important in that identity has generally not been
included in clinical research studying suicidality, even though identity is discussed in the
context of mental health problems associated with suicidality (i.e., Jorgensen, 2009;
Wilkinson-Ryan & Westen, 2000). In order to move identity from theory to potentially
helpful application in clinical research and practice, a better understanding of the
relationship of identity to suicidality above and beyond known predictors is important.
Results suggest that identity factors predict all measures of suicidality above and
beyond NSSI. Identity distress emerged as a strong predictor of both measures of
suicidal ideation and suicidal ideation with plan and intent, above and beyond NSSI.
Both disturbance and roles significantly predicted behavior, above and beyond NSSI.
However, NSSI remained a more robust predictor than identity factors. As before,
consolidated identity was not a significant predictor, suggesting that this healthy identity
process is not a protective factor when considering identity distress, NSSI, and suicidality
in our sample. The relationships between the various identity factors and the different
measures of suicidality remained, even when accounting for NSSI in the models.
Results suggest that identity factors predict all measures of suicidality above and
beyond Joiner’s interpersonal theory of suicide. Perceived burdensomeness (PB), but not
thwarted belongingness, predicted all aspects of suicidality. However, identity distress
was a strong predictor of both measures of suicidal ideation above and beyond PB.
Distress also predicted ideation with plan and intent and distress and roles predicted
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behavior. TB and consolidated identity were not significant predictors in any models.
These findings highlight the importance of identity dysfunction in the prediction of
suicidality, a relationship that remained significant even when including two of the most
well-established predictors of this serious clinical problem.
Additional Evidence: Post hoc Replication Analyses
Given the findings of regression analyses in Sample 2, post hoc analyses were
done testing the same series of regression models predicting suicidality in Sample 1.
These analyses were conducted to test the strength of the findings in Sample 2 and to see
if results replicate in a normative sample, as compared to a sample recruited for identity
issues. Overall, the results from Sample 2 were generally replicated in Sample 1, with
some differences in specific identity factors predicting different types of suicidality. For
example, in Sample 2, distress and disturbance predicted ideation with plan and intent but
in Sample 1, only distress was a significant predictor. Similarly, identity roles only
predicted ideation in Sample 1, but only predicted behavior in Sample 2. There was also
a general pattern of more identity factors emerging as significant predicts of different
types of suicidality, as compared to Sample 2 results. Across all analyses, multiple
identity factors were significant predictors in most models.
Similar results emerged in the comparison of identity factors to well-established
predictors of suicidality. As in Sample 2, results from Sample 1 suggest that identity
factors predict all measures of suicidality above and beyond NSSI. Consistent with
previous results, identity distress was the only identity factor which predicted all aspects
of suicidality. As in Sample 2, NSSI remained a more robust predictor than identity
factors. Likewise, results from Sample 1 suggest that identity factors predict all measures
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of suicidality above and beyond Joiner’s interpersonal theory of suicide. However,
perceived burdensomeness was a more robust predictor than any of the identity factors in
all models, unlike Sample 2 results in which identity distress was a stronger predictor of
some types of suicidality.
Interestingly, in all of these models except one (i.e., NSSI and identity factors
predicting suicidal behavior), increases in identity roles predicted decreased odds of
suicidality, a relationship which did not emerge in initial analyses. This suggests that the
more distress an individual feels about their identity in the domains of religion, values,
sexual orientation and behavior, and group loyalties, the less likely they are to endorse
suicidality. It is possible that this association is the result of normative distress secondary
to health exploration, which may lead to identity commitments which are more
egosyntonic and therefore, less likely to result in suicidality. For example, a person may
automatically ascribe to the religion of their family of origin but suffer from this choice
as they mature into adulthood, and then revise their religious beliefs to be more consistent
with their personal values. Identity theory has long argued that this process of
exploration toward healthy commitments is characterized by distress along the way
(Marcia, 2006; Schwartz, 2001).
Differences in which specific identity factors predicted specific types of
suicidality between Sample 1 and Sample 2 may be associated with sampling. Sample 1
was a normative sample, while Sample 2 was recruited for identity difficulties. More
identity distress would be expected in Sample 2. The pattern of identity dysfunction
predicting suicidality in both samples supports the recent focus on expanding the study of
identity beyond developmental research and into domains of clinical importance
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(Kaufman, Cundiff, & Crowell, 2015). Replication in Sample 1 also supports our
suggestion that identity is an important variable to consider in better understanding
suicidality beyond risk factors specific to mental health diagnoses and symptoms. Our
results support identity as a predictor of suicidality in a normal sample. It is notable
however that as in Sample 2, consolidated identity was not a significant predictor of any
aspect of suicidality even in the more normative sample. It has been theorized that
healthy identity might be protective against suicidality as it confers stability of self
(Marcia, 2006; Schwartz et al., 2011b), suggesting that it could be leveraged in the
prediction of suicide. However, our results did not support this assertion.
Clinical Applications: Risk Assessment and Intervention
Clarifying the role of identity dysfunction in suicidality has the potential to have a
tremendous impact on the prevention and treatment of suicidality, which takes the lives
of almost 45,000 people per year in the US alone and remains a significant mental health
and public health crisis despite advancements in prevention and treatment. Most
prevention efforts are targeted toward those with mental health conditions, potentially
missing other individuals with undiagnosed sources of distress ultimately leading to
suicidal behavior (Stone et al., 2017). The National Center for Injury Prevention and
Control and the American Foundation for Suicide Prevention have recently called for a
comprehensive and wide range approach to prevention, including a more thorough
understanding of risk factors, particularly those beyond mental health diagnosis (Stone et
al., 2017; Torguson & O’Brien, 2017). Our results support identity as such a risk factor.
Identity development and maintenance is a central psychological process occurring in
everyone. Information about specific identity processes which contribute to suicidality
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has the potential to broaden our ability to identify those at risk of dying by suicide.
In addition, better treatment for suicidality is needed. The increased availability
of empirically supported treatments for diagnoses associated with suicidality have not
effectively lowered suicide rates (i.e., Dialectical Behavior Therapy for Borderline
Personality Disorder; Ward-Ciesielski & Linehan, 2014). Suicide attempts are a
significant risk factor for subsequent attempts (Bostwick et al., 2014; Rosenbaum et al.,
2017), yet 50% of suicide attempters who did receive mental health treatment after their
attempt reported unmet treatment needs one year later (Han et al., 2014). It is possible
that direct intervention for identity disturbance and distress would facilitate reductions in
suicidality for those suffering. Two interventions have been developed and preliminarily
tested to target identity achievement in a non-clinical sample with initial success (Berman
et al., 2008; Meca et al., 2014). These identity treatments could be adapted to the needs
of suicidal individuals with identity dysfunction, including distress, disturbance in
identity, and disruption of roles.
Limitations and Future Directions
The most notable limitation of the current study is the use of single method survey
instruments administered online via convenience sampling. While this methodology was
appropriate for an initial examination of an understudied relationship and the need for a
normative sample, online data collection contains inherent threats to internal validity. It
is possible that a sample of MTurk workers may not be completely representative of the
general American population. In addition, our sample was primarily Caucasian and
heteronormative. While suicide deaths are more prevalent in Caucasian Americans,
overall suicidality is higher in sexual minorities. The results of this study should be
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further tested, in both more diverse normative samples beyond Mturk and in clinical
samples, to further refine the relationship between identity and suicidality for optimal
prevention. Last, in both of our samples, there were some indications that our data
violated assumptions of normality for binary logistic regression, secondary to skewness
of the identity roles variable. While we would expect roles, along with most other
variables in this study, to be somewhat skewed in a relatively normal sample, this is
further reason to recommend that results be further tested in carefully recruited samples.
Results also need to be replicated with age in mind. Emerging adulthood, which
is thought to occur between 18-25 years of age, is considered the most rapid time of
identity development, when identity consolidation increases most significantly (Arnett,
2000; Kroger, Martinussen, & Marcia, 2010; Schwartz, Zamboanga, Luyckx, Meca, &
Ritchie, 2013). Other theory purports that adolescence in the most important time of
identity development and more likely to be associated with distress (Crumley, 1982).
Some have theorized that the central task of identity development during this period
makes adolescents particularly vulnerable to suicide through such mechanisms as
increased anxiety and an increased intensity and salience of social stressors (Bronson,
1959; Everall, Bostik, & Paulson, 2005; Sands & Dixon, 1986). These theoretical ideas
warrant further empirical test across age groups, particularly as recent data from the
Centers for Disease Control demonstrate unprecedented increases in suicide rates for
teens between 10 and 17 years of age and an 80% increase for middle-aged white women
(Stone et al., 2018), historically two demographic groups with the lowest overall suicide
rates. While both samples were recruited with no restriction on age, to maximize the
likelihood of capturing a wide range of identity processes, the mean age of both samples
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in the current study were in the early-mid 30s, above the hypothesized cut off for
emerging adulthood. It is also possible that different domains of identity confer distress
differently across age groups. For example, in the current sample, distress about longterm career plans and romantic relationship partner were particularly salient. These are
normative developmental milestones that generally correspond to the mean age of our
samples.
The use of cross-sectional design limits our ability to predict suicidality directly in
our sample. The low probability of suicidal behavior makes it difficult to predict,
however, suicidal ideation, planning, and intent could be studied in a longitudinal fashion
with identity variables. Future research is needed to determine how these relationships
exist over time, if identity distress and disturbance are relatively stable or fluctuate, and if
so, what impact does that have on their relationship to suicide. It would also be useful to
study the impact of other state level variables associated with suicide, such as emotion
dysregulation or negative affect, on identity factors. Further exploration of differences
between those who endorse identity problems and those who do not might also clarify the
role of identity in suicidality. We did find some nuanced differences in results between
samples. Further explication of these differences and potential moderators or mediators
of the associations between different predictors and suicidality may further clarify our
efforts to use identity factors to predict suicidality.
While our EFA did elucidate constructs across commonly used measures of
identity, some confusion remains. In particular, identity diffusion and lack of identity
often seen in more extreme clinical populations did not emerge in our data. Further
replication of the EFA with both normative and clinical samples is warranted. It might
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also be useful to consider the use of mixed method data collection to further refine the
clarification of aspects of identity most associated with suicidality. For example,
qualitative analysis is justified when a construct is not well-defined or when research in a
particular area is very limited (Asher & Asher, 1999). Further differentiation of identity
constructs might be facilitated by careful interview of those struggling with suicidality to
inform refinement of more objective and convenient measures.
Identity distress was the most frequent significant predictor of all types of
suicidality in both Sample 1 and Sample 2. It is possible that there may be overlap
between this construct and general psychological distress, which is of courses associated
with suicidality. Further refinement of measurement to elucidate distress specific to
identity from general psychological distress is warranted. Additionally, the inclusion of
measures which capture psychological distress more generally is warranted in replication
studies. Additionally, Sample 2 data were collected at the beginning of the Covid-19
pandemic in the US, just prior to nationwide restrictions and subsequent economic
catastrophe (early March 2020), while Sample 1 data was collected in October 2019. It is
notable that identity distress was most frequently significant in analyses in Sample 2,
while a broader range of identity variables were significant in Sample 1 results. Given
the possibility that identity distress may have some overlap with general distress, it is
possible that a more significantly distressed worker pool, secondary to unprecedented
national hardship, may have impacted results of analyses using Sample 2.
Conclusion
Despite these limitations, the current study did provide important information
about which aspects of identity are most important and which identity processes are
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directly linked to the full range of suicidality. Importantly, these results address a
theoretically important, but understudied area of clinical psychology. These results are
also an important first step toward bridging the rich theoretical and empirical study of
identity theory and research and practice in clinical psychology, a discipline which has
long remained separate from basic identity research. This study demonstrates that there
is an important link between identity and suicide, one which has great potential to help in
the accurate assessment and effective intervention for those at risk of dying by suicide.
Basic research in the area of identity development has long shown that disruption in sense
of self, roles, values, and long-term goals is psychologically painful and negatively
impacts functioning across a wide range of areas such as work, relationships, and mental
health. This study demonstrates the importance of identity development and maintenance
within the scope of clinical psychology and provides an empirically derived measure of
salient identity processes for further use in clinical research. As research in this area
continues to grow, we will be better equipped to help those suffering the most.
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Table 1. Demographic and clinical characteristics
Variable
Age (years)
Race
Caucasian
Latino/Hispanic
Black/African American
Native American/American Indian
Asian/Pacific Islander
Multi-ethnic/selected multiple
Gender
Female
Male
Genderqueer/non-cisgender
Transgender
Lifetime history of mental health
problem
Lifetime history of nonsuicidal selfinjury
Lifetime active suicidal ideation
Lifetime history of suicide attempt

M (SD) or n (%)
Study 1 (N = 281)
Study 2 (N = 290)
35.18 (11.53)
33.08 (10.71)
207 (73.7%)
18 (6.4%)
22 7.8%)
1 (0.4%)
19 (6.8%)
14 (5.0%)

211 (72.8%)
13 (4.5%)
23 (7.9%)
2 (0.7%)
21 (7.2%)
18 (6.2%)

131 (46.6%)
148 (52.7%)
1 (0.4%)
1 (0.4%)
69 (24.6%)

158 (54.5%)
128 (44.1%)
3 (1.0%)
1 (0.3%)
98 (33.8%)

82 (29.2%)

108 (37.2%)

102 (36.3%)
35 (12.5%)

153 (52.8%)
50 (17.2%)

Table 2. Means and standard deviations for all measures
M (SD)
Variable
SCIM total
SCIM consolidated
SCIM disturbed
SCIM lack
IDS
SCCS
Thwarted belongingness
Perceived burdensomness

Study 1 (N = 281)
76.24 (25.27)
32.93 (13.77)
25.94 (7.69)
17.37 (9.22)
21.35 (9.21)
29.22 (11.00)

Study 2 (N = 290)
85.14 (25.09)
36.41 (13.31)
28.69 (8.37)
20.04 (9.25)
23.54 (9.01)
33.28 (11.21)
15.47 (7.44)
18.13 (10.71)
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Table 3. Items retained in EFA
Item
SCCS2: On one day I might have
one opinion of myself and on
another I might have a different
opinion.
SCCS9: If I were asked to describe
my personality, my description
might end up being different from
one day to another day.
SCCS1: My beliefs about myself
often conflict with one another.
SCCS4: Sometimes I feel that I am
not really the person I appear to be.
SCCS8: My beliefs about myself
seem to change very frequently.
SCCS5: When I think about the
kind of person I have been in the
past, I’m not sure what I was really
like.
SCCS12: It is often hard for me to
make up my mind about things
because I don’t really know what I
want.
SCCS3: I spend a lot of time
wondering about what kind of
person I really am.
SCCS7: Sometimes I think I know
other people better than I know
myself.
IDS1: Long term goals (i.e., finding
a good job, being in a romantic
relationship, etc.)
IDS8: Please rate your overall level
of discomfort (how bad they made
you feel) about all of the above
issues that might have upset or
distressed you as a whole
IDS10: How long (if at all) have
you felt upset, distressed, or worried
over these issues as a whole?

Factor 1:
Disturbance

Factor
3:
Roles
.09

Factor 4:
Consolidation

.82

Factor
2:
Distress
.18

.80

.17

.24

.12

.79

.25

.12

.19

.76

.27

.22

.28

.75

.19

.32

.16

.69

.23

.24

.12

.67

.24

.15

.25

.65

.28

.27

.27

.63

.25

.29

.10

.31

.82

.21

.13

.35

.78

.25

.08

.20

.78

-.07

.14

.15
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IDS2: Career choice (e.g., deciding
.26
.76
.29
.18
on a trade or profession, etc.)
IDS9: Please rate how much
.33
.75
.34
.10
uncertainty over these issues as a
whole has interfered with your life
(e.g., stopped you from doing things
you wanted to do, or being happy).
IDS6: Values or beliefs (e.g.,
.29
.14
.85
.08
feeling confused about what is right
or wrong, etc.)
IDS5: Religion (e.g., stopped
.18
.13
.85
.10
believing, changed your belief in
God/religion, etc.)
IDS7: Group loyalties (i.e.,
.25
.18
.78
.14
belonging to a club, school group,
gang, etc.)
IDS4: Sexual orientation and
.26
.17
.76
.03
behavior (i.e., feeling confused
about sexual preference, intensity of
sexual needs, etc.)
SCIM17: I always have a good
.20
.07
.15
.80
sense about what is important to me.
SCIM1: I know what I believe or
.23
-.02
.14
.76
value.
SCIM5: I know who I am.
.32
.15
.01
.69
SCIM9: I am good.
.05
.36
.07
.66
Note. ”To what degree have you recently been upset, distressed, or worried over the
following issues in your life?” is the preceding root for IDS1, IDS2, and all items in
Factor 3

Table 4. Mean, standard deviation, and Cronbach’s alphas for identity factors derived
from the EFA
Variable
Identity:
Disturbance
Identity: Distress
Identity: Roles
Identity:
Consolidated

M (SD)
Study 1 (N =
Study 2 (N =
281)
290)
21.91 (9.25)
25.14 (9.19)
12.67 (5.71)
6.51 (3.79)
8.89 (3.33)

14.03 (5.39)
7.15 (3.93)
10.05 (3.69)

Cronbach’s alpha
Study 1 (N Study 2
= 281)
(N = 290)
.94
.93
.91
.91
.77

.87
.87
.77

82

Table 5. Correlation matrix of all continuous predictors in regression models
(Sample 2)
Variable
1
2
3
4
5
1. Disturbance
2. Distress
.65**
3. Roles
.56**
.51**
4. Consolidated
.52**
.39**
.18**
5. TB
.41**
.36**
.19**
.45**
6. PB
.61**
.58**
.56**
.43**
.53**
Note. **p < .01
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Table 6. Linear regression models predicting intensity of suicidal ideation
R2a
Identity variables

.28

F (df)
19.59 (6,
277)***

Gender
Age
Disturbance
Distress
Roles
Consolidation
NSSI and identity
Step 1

.23

.39

.27

Gender
Age
Thwarted
belongingness
Perceived
burdensomeness

.33

.75
.04
.06
.09
.12
.12

.02
-.03
.12
.42***
.01
.06

-.42
-.01
7.10***

.77
.04
.82

-.03
-.02
.49***

-.66
.02
5.24***
.04
.43***
.10
.14

.71
.03
.76
.06
.09
.11
.11

-.05
.02
.36***
.06
.33***
.05
.07

1.52*
-.08*
.03

.73
.03
.06

.11*
-.13*
.03

.32***

.04

.49***

.53
-.04
.00

.74
.03
.06

.04
-.05
.00

.19***

.05

.29***

26.70 (4,
279)***

Gender
Age
Thwarted
belongingness
Perceived
burdensomeness
Step 2

.25
-.02
.09
.54***
.02
.11

26.63 (7,
277)***

Gender
Age
NSSI
Disturbance
Distress
Roles
Consolidation
Joiner’s theory and
identity
Step 1



28.55 (3,
281)***

Gender
Age
NSSI
Step 2

SE

B

18.25 (8,
275)***

84

.04
.06 .05
Disturbance
.44***
.09 .34***
Distress
-.08
.13 -.05
Roles
-.00
.12 -.00
Consolidation
2
2
Note. *p < .05, **p < .01, ***p < .001. R a = Adjusted R . Reference category for
gender is male.
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Table 7. Logistic regression models: Identity factors predicting suicidality

Ideation
Gender
Age
Disturbance
Distress
Roles
Consolidation
Ideation with plan and
intent
Gender
Age
Disturbance
Distress
Roles
Consolidation
Suicidal behavior
Gender
Age
Disturbance
Distress
Roles
Consolidation

pseudoR2
.33

.29

.37

χ2(df)

B

SE

OR [95% CI]

0.53
0.005
0.05*
0.18***
-0.62
0.008

0.29
0.01
0.02
0.04
0.90
0.04

1.66 [0.93, 2.94]
1.01 [0.98, 1.03]
1.05 [1.01, 1.10]
1.20 [1.11, 1.29]
0.95 [0.87, 1.05]
1.01 [0.92, 1.10]

-.009
.003
.05*
.17***
-.45
-.02

.29
.01
.02
.04
.86
.04

0.99 [0.56, 1.75]
1.00 [0.98, 1.03]
1.05 [1.00, 1.10]
1.19 [1.11, 1.28]
0.98 [0.89, 1.07]
0.97 [0.89, 106]

-.04
.006
.08**
.13**
2.48**
-.05

.35
.02
.03
.04
.95
.05

1.01 [0.51, 2.02]
1.00 [0.97, 1.04]
1.07 [1.02, 1.13]
1.13 [1.04, 1.23]
1.15 [1.05, 1.27]
0.96 [0.87, 1.06]

83.97 (6)***

68.93 (6)***

83.12 (6)***

Note. *p < .05, **p < .01, ***p < .001. Reported pseudo-R2 is Nagelkerke pseudo-R2.
OR = odds ratio. Reference category for gender is male.
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Table 8. Logistic regression models: NSSI and identity factors predicting suicidality

Ideation
Step 1
Gender
Age
NSSI
Step 2

pseudoR2

χ2(df)

.24

56.24 (3)***

.42

Gender
Age
NSSI
Disturbance
Distress
Roles
Consolidation
Ideation with plan and intent
Step 1
.23
Gender
Age
NSSI
Step 2
.39
Gender
Age
NSSI
Disturbance
Distress
Roles
Consolidation
Suicidal Behavior
Step 1
.27
Gender
Age
NSSI
Step 2
Gender
Age
NSSI
Disturbance
Distress

.52

B

SE

OR [95% CI]

.35
.002
1.90***

.27
.01
.30

1.41 [0.84, 2.39]
1.00 [0.98, 1.03]
6.68 [3.70, 12.05]

.28
.02
1.57***
.04
.16***
-.44
.02

.31
.01
.33
.02
.04
.94
.05

1.30 [0.71, 2.40]
1.02 [0.99, 1.05]
4.79 [2.50, 9.19]
1.04 [0.99, 1.09]
1.18 [1.09, 1.27]
0.97 [0.88, 1.07]
1.01 [0.92, 1.11]

.22
.005
1.95***

.28
.01
.29

0.80 [0.46, 1.39]
1.01 [0.98, 1.03]
7.04 [3.96, 12.51]

-.32
.02
1.64***
.04
.15***
-.14
-.02

.32
.01
.32
.02
.04
.91
.05

0.73 [0.39, 1.37]
1.02 [0.99, 1.05]
5.16 [2.76, 9.64]
1.03 [0.99, 1.09]
1.16 [1.08, 1.26]
1.00 [0.91, 1.10]
0.98 [0.90, 1.07]

-.72
.02
2.41***

.34
.02
.36

0.49 [0.25, 0.94]
1.02 [0.99, 1.05]
11.14 [5.55, 22.36]

-.40
.03
2.48***
.06*
.09

.40
.02
.43
.03
.05

0.73 [0.33, 1.62]
1.03 [0.99, 1.07]
13.96 [5.68, 34.32]
1.06 [1.00, 1.12]
1.09 [0.99, 1.21]

108.25
(7)***

26.31 (3)***

97.29 (7)***

57.09 (3)***

124.73
(7)***
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Roles
Consolidation

3.98***
-.06

1.11
.05

1.27 [1.13, 1.43]
0.96 [0.86, 1.07]

Note. *p < .05, **p < .01, ***p < .001. Reported pseudo-R2 is Nagelkerke pseudo-R2.
OR = odds ratio. Reference category for gender is male.
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Table 9. Logistic regression models: Joiner’s theory and identity factors predicting suicidality
pseudoR2
Ideation
Step 1
.27
Gender
Age
Thwarted
belongingness
Perceived
burdensomeness
Step 2
.36
Gender
Age
Thwarted
belongingness
Perceived
burdensomeness
Disturbance
Distress
Roles
Consolidation
Ideation with plan and intent
Step 1
.25
Gender
Age
Thwarted
belongingness
Perceived
burdensomeness
Step 2
.33
Gender
Age
Thwarted
belongingness
Perceived
burdensomeness
Disturbance
Distress
Roles
Consolidation
Suicidal behavior
Step 1
.31
Gender

χ2(df)

B

SE

OR [95% CI]

0.98***
-0.02

0.28
0.01

2.69 [1.56, 4.63]
0.98 [0.96, 1.01]

-0.001

0.02

1.00 [0.96, 1.04]

0.10***

0.02

1.10 [1.06, 1.14]

0.63*
0.0001

0.30
0.01

1.88 [1.04, 3.39]
1.00 [ 0.97, 1.03]

-0.02

0.02

0.98 [0.94, 1.03]

0.05*

0.02

1.06 [ 1.01, 1.10]

0.04
0.16***
-1.35
-0.01

0.02
0.04
0.98
0.05

1.04 [ 0.99, 1.09]
1.17 [1.09, 1.27]
0.26 [0.04, 1.76]
0.99 [0.90, 1.09]

.45
-.02

.28
.01

1.57 [0.91, 2.71]
0.98 [0.96, 1.01]

-.002

.02

1.00 [0.96, 1.04]

.09***

.02

1.10 [1.07, 1.13]

.13
-.004

.30
.01

1.12 [0.62, 2.02]
1.00 [0.97, 1.03]

-.008

.02

0.99 [0.95, 1.04]

.06**

.02

1.07 [1.03, 1.11]

.03
.15***
-1.20
-.05

.02
.04
.93
.05

1.03 [0.98, 1.08]
1.16 [1.07, 1.25]
0.93 [0.84, 1.03]
0.95 [0.86, 1.04]

.16

.32

1.18 [0.63, 2.21]

63.79 (4)***

90.90 (8)***

59.11 (4)***

80.72 (8)***

68.06 (4)***
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Age
Thwarted
belongingness
Perceived
burdensomeness
Step 2
Gender
Age
Thwarted
belongingness
Perceived
burdensomeness
Disturbance
Distress
Roles
Consolidation

.42

-.01

.02

0.99 [0.96, 1.02]

-.05

.03

0.95 [0.91, 1.00]

.12***

.02

1.13 [1.09, 1.17]

.16
-.002

.36
.02

1.22 [0.59, 2.50]
1.00 [0.96, 1.03]

-.04

.03

0.96 [0.91, 1.01]

.07***

.02

1.07 [1.03, 1.12]

.05
.10*
1.99*
-.07

.03
.05
.99
.05

1.05 [1.00, 1.11]
1.10 [1.01, 1.21]
1.12 [1.01, 1.24]
0.94 [0.85, 1.04]

95.20 (8)***

Note. *p < .05, **p < .01, ***p <.001. Reported pseudo-R2 is Nagelkerke pseudo-R2.
OR = odds ratio. Reference category for gender is male.

Table 10. Correlation matrix of all continuous predictors in regression models
(Sample 1)
Variable
1
2
3
4
5
1. Disturbance
2. Distress
.63**
3. Roles
.57**
.47**
4. Consolidated
.52**
.41**
.29**
5. TB
.42**
.42**
.40**
.41**
6. PB
.57**
.57**
.60**
.42**
.58**
Note. **p < .01
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Table 11. Linear regression models predicting intensity of suicidal ideation
(Sample 1)
Identity variables
Gender
Age
Disturbance
Distress
Roles
Consolidation
NSSI and identity
Step 1
Gender
Age
NSSI
Step 2
Gender
Age
NSSI
Disturbance
Distress
Roles
Consolidation
Joiner’s theory and identity
Step 1
Gender
Age
Thwarted belongingness
Perceived burdensomeness
Step 2
Gender
Age
Thwarted belongingness
Perceived burdensomeness
Disturbance
Distress
Roles
Consolidation

R2a
.33

.22

.40

.25

.39

F (df)
23.43 (6, 269)***

B

SE



.009
.08
.11
.54***
-.14
.22

.68
.03
.05
.08
.13
.12

.001
.13
.15
.49***
-.08
.11

.38
.01
6.89***

.71
.03
.79

.03
.02
.47***

-.07
.08
4.28***
.09
.46***
-.12
.19

.64
.03
.74
.05
.08
.11
.12

-.005
.14
.29***
.13
.34***
-.07
.09

1.26
-.012
.47
1.45***

.69
.03
.27
.22

.10
-.02
.12
.43***

.30
.06*
.17
.90***
.09
.47***
-.34***
.19

.65
.03
.25
.25
.05
.08
.11
.12

.02
.10*
.04
.27***
.12
.40***
-.19***
.10

26.22 (3, 272)***

27.24 (7, 268)***

24.02 (4, 270)***

22.94 (8, 266)***

Note. *p < .05, **p < .01, ***p < .001. R2a = Adjusted R2. Reference category for gender
is male.
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Table 12. Logistic regression models: Identity factors predicting suicidality (Sample 1)

Ideation
Gender
Age
Disturbance
Distress
Roles
Consolidation
Ideation with plan and
intent
Gender
Age
Disturbance
Distress
Roles
Consolidation
Suicidal behavior
Gender
Age
Disturbance
Distress
Roles
Consolidation

pseudoR2
.35

.36

.29

χ2(df)

B

SE

OR [95% CI]

-.23
0.008
0.06*
0.20***
-0.11*
0.04

0.30
0.01
0.02
0.04
0.05
0.05

0.80 [0.44, 1.43]
1.01 [0.98, 1.03]
1.06 [1.01, 1.11]
1.22 [1.14, 1.31]
0.89 [0.81, 0.98]
1.04 [0.94, 1.15]

-.30
.02
.04
.21***
-.06
.05

.31
.01
.02
.04
.05
.05

0.74 [0.40, 1.37]
1.02 [1.00, 1.05]
1.05 [1.00, 1.10]
1.23 [1.14, 1.33]
0.94 [0.86, 1.03]
1.05 [0.95, 1.16]

-.02
.04**
.02
.15***
.09
1.28

.34
.02
.03
.04
.05
1.21

0.95 [0.49, 1.85]
1.04 [1.01, 1.07]
1.02 [0.97, 1.07]
1.17 [1.08, 1.27]
1.09 [0.99, 1.20]
1.04 [0.93, 1.15]

85.7 (6)***

82.76 (6)***

58.42 (6)***

Note. *p < .05, **p < .01, ***p < .001. Reported pseudo-R2 is Nagelkerke pseudo-R2.
OR = odds ratio. Reference category for gender is male.
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Table 13. Logistic regression models: NSSI and identity factors predicting suicidality (Sample 1)
pseudo-R2
Ideation
Step 1
.24
Gender
Age
NSSI
Step 2
.42
Gender
Age
NSSI
Disturbance
Distress
Roles
Consolidation
Ideation with plan and intent
Step 1
.23
Gender
Age
NSSI
Step 2
.43
Gender
Age
NSSI
Disturbance
Distress
Roles
Consolidation
Suicidal Behavior
Step 1
.30
Gender
Age
NSSI
Step 2
.43
Gender
Age
NSSI
Disturbance
Distress
Roles
Consolidation

χ2(df)

B

SE

OR [95% CI]

.03
-.01
2.04***

.27
.01
.31

1.03 [0.61, 1.74]
0.99 [0.96, 1.01]
7.73 [4.17, 14.32]

-.26
.01
1.54***
.05*
.17***
-.11*
.03

.31
.01
.35
.02
.04
.94
.05

0.77 [0.42, 1.42]
1.01 [0.98, 1.04]
4.70 [2.39, 9.27]
1.05 [1.00, 1.10]
1.19 [1.10, 1.28]
0.90 [0.81, 0.99]
1.03 [0.93, 1.14]

-.08
-.000
1.99***

.28
.01
.30

0.92 [0.53, 1.61]
1.00 [0.98, 1.02]
7.34 [4.10, 13.14]

-.36
.03
1.50***
.04
.18***
-.06
.04

.33
.02
.33
.03
.04
.05
.05

0.70 [0.37, 1.33]
1.03 [1.00, 1.06]
4.41 [2.30, 8.48]
1.04 [0.99, 1.10]
1.20 [1.11, 1.30]
0.94 [0.85, 1.04]
1.04 [0.94, 1.16]

-.12
.03*
2.51***

.33
.02
.36

0.88 [0.46, 1.70]
1.03 [1.00, 1.06]
12.30 [6.12, 24.70]

-.11
.05**
2.11***
.02
.10*
.11*
.03

.37
.02
.40
.03
.04
.06
.06

0.90 [0.43, 1.88]
1.05 [1.02, 1.09]
8.27 [3.85, 17.76]
1.02 [0.96, 1.08]
1.11 [1.02, 1.21]
1.12 [1.00, 1.25]
1.03 [0.92, 1.16]

55.10 (3)***

106.73 (7)***

50.27 (3)***

103.09 (7)***

59.34 (3)***

90.42 (7)***
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Note. *p < .05, **p < .01, ***p < .001. Reported pseudo-R2 is Nagelkerke pseudo-R2. OR
= odds ratio. Reference category for gender is male.
Table 14. Logistic regression models: Joiner’s theory and identity factors predicting
suicidality (Sample 1)
pseudo-R2
Ideation
Step 1
.21
Gender
Age
Thwarted belongingness
Perceived
burdensomeness
Step 2
.39
Gender
Age
Thwarted belongingness
Perceived
burdensomeness
Disturbance
Distress
Roles
Consolidation
Ideation with plan and intent
Step 1
.26
Gender
Age
Thwarted belongingness
Perceived
burdensomeness
Step 2
.40
Gender
Age
Thwarted belongingness
Perceived
burdensomeness
Disturbance
Distress
Roles
Consolidation
Suicidal behavior
Step 1
.23

χ2(df)

B

SE

OR [95% CI]

0.26
-0.02*
-0.07

0.26
0.01
0.10

1.30 [0.77, 2.18]
0.98 [0.95, 1.00]
0.94 [0.77, 1.14]

0.48***

0.10

1.62 [1.34, 1.96]

-.17
0.0004
-0.17

0.30
0.01
0.11

0.85 [0.47, 1.53]
1.00 [0.97, 1.03]
0.84 [0.67, 1.05]

0.36**

0.12

1.44 [1.13, 1.84]

0.05
0.19***
-.18**
.04

0.02
0.04
0.06
0.06

1.05 [1.00, 1.10]
1.20 [1.12, 1.30]
0.84 [0.75, 0.93]
1.04 [0.93, 1.16]

.20
-.009
.03

.29
.01
.10

1.22 [0.69, 2.16]
0.99 [0.97, 1.02]
1.03 [0.84, 1.26]

.50***

.09

1.65 [1.37, 1.97]

-.22
.02
-.04

.32
.01
.12

0.80 [0.43, 1.52]
1.02 [0.99, 1.05]
0.96 [0.76, 1.22]

.36**

.11

1.43 [1.14, 1.80]

.03
.19***
-2.79*
.03

.03
.04
1.08
.06

1.04 [0.99, 1.09]
1.21 [1.11, 1.31]
0.88 [0.79, 0.98]
1.03 [0.92, 1.15]

46.69 (4)***

95.01 (8)***

57.25 (4)***

94.86 (8)***

45.54 (4)***
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Gender
Age
Thwarted belongingness
Perceived
burdensomeness
Step 2
Gender
Age
Thwarted belongingness
Perceived
burdensomeness
Disturbance
Distress
Roles
Consolidation

.32

.15
.01
-.04

.33
.01
.12

1.16 [0.61, 2.20]
1.01 [0.99, 1.04]
0.97 [0.76, 1.22]

.48***

.09

1.62 [1.35, 1.93]

-.004
.03*
-.12

.35
.02
.13

1.00 [0.50, 1.97]
1.03 [1.00, 1.07]
0.89 [0.68, 1.15]

.25*

.11

1.29 [1.04, 1.59]

.01
.13**
.05
.02

.03
.04
.05
.06

1.01 [0.96, 1.07]
1.14 [1.05, 1.24]
1.05 [0.95, 1.16]
1.02 [0.91, 1.14]

63.43 (8)***

Note. *p < .05, **p < .01, ***p <.001. Reported pseudo-R2 is Nagelkerke pseudo-R2.
OR = odds ratio. Reference category for gender is male.
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Appendix
Study Measures
Self-Concept and Identity Measure (SCIM; Kaufman, Cundiff, & Crowell, 2015)
Responses range from 1 to 7 (1=strongly disagree, 2=disagree, 3=somewhat disagree,
4=neither agree nor disagree, 5=somewhat agree, 6=agree, and 7=strongly agree)
1. I know what I believe or value.
2. When someone describes me, I know if they are right or wrong.
3. When I look at my childhood pictures I feel like there is a thread connecting my past
to now.
4. Sometimes I pick another person and try to be just like them, even when I’m alone.
5. I know who I am.
6. I change a lot depending on the situation.
7. I have never really known what I believe or value.
8. I feel like a puzzle and the pieces don’t fit together.
9. I am good.
10. I imitate other people instead of being myself.
11. I have been interested in the same types of things for a long time.
12. I am so different with different people that I’m not sure which is the “real me.”
13. I am broken.
14. When I remember my childhood I feel connected to my younger self.
15. I feel lost when I think about who I am.
16. At least one person sees me for who I really am.
17. I always have a good sense about what is important to me.
18. I am so similar to certain people that sometimes I feel like we are the same person.
19. I am basically the same person I have always been.
20. I feel empty inside, like a person without a soul.
21. My opinions can shift quickly from one extreme to another.
22. I no longer know who I am.
23. I am more capable when I am with others than when I am by myself.
24. No one knows who I really am.
25. I try to act the same as the people I’m with (interests, music, dress) and I can change
that all the time.
26. I am only complete when I am with other people.
27. The things that are most important to me change pretty often.
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The Self-Concept Clarity Scale (SCCS; Campbell et al., 1996)
Responses range from 1=strongly disagree to 5=strongly agree
1. My beliefs about myself often conflict with one another.
2. On one day I might have one opinion of myself and on another day I might have a
different opinion.
3. I spend a lot of time wondering about what kind of person I really am.
4. Sometimes I feel that I am not really the person that I appear to be.
5. When I think about the kind of person I have been in the past, I'm not sure what I was
really like.
6. I seldom experience conflict between the different aspects of my personality.
7. Sometimes I think I know other people better than I know myself.
8. My beliefs about myself seem to change very frequently.
9. If I were asked to describe my personality, my description might end up being different
from one day to another day.
10. Even if I wanted to, I don't think I would tell someone what I'm really like.
11. In general, I have a clear sense of who I am and what I am.
12. It is often hard for me to make up my mind about things because I don't really know
what I want.
The Identity Distress Survey (IDS; Berman, Montgomery, & Kurtines, 2004)
Responses range from 1 to 5 (1=not at all, 2=mildly, 3=moderately, 4=severely, 5=very
severely)
To what degree have you recently been upset, distressed, or worried over the following
issues in your life?
1. Long term goals (e.g., finding a good job, being in a romantic relationship, etc.)
2. Career choice (e.g., deciding on a trade or profession, etc.)
3. Friendships (e.g., experiencing a loss of friends, change in friends, etc.)
4. Sexual orientation and behavior (e.g., feeling confused about sexual preference,
intensity of sexual needs, etc.)
5. Religion (e.g., stopped believing, changed your belief in God/religion, etc.)
6. Values or beliefs (e.g., feeling confused about what is right or wrong, etc.)
7. Group loyalties (e.g., belonging to a club, school group, gang, etc.)
8. Please rate your overall level of discomfort (how bad they made you feel) about all of
the above issues that might have upset or distressed you as a whole.
9. Please rate how much uncertainty over these issues as a whole has interfered with your
life (for example, stopped you from doing things you wanted to do, or being happy).
10. How long (if at all) have you felt upset, distressed, or worried over these issues as a
whole?
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Never or less
than a month

1 to 3
months

3 to 6
months

6 to 12
months

More than 12
months

The Columbia-Suicide Severity Rating Scale (C-SSRS, Posner et al., 2011), adapted
for self-report administration.
Dimension of Suicidality
Item Addresses
Ideation

Ideation

Ideation with plan

Ideation with plan and
intent

Ideation with plan and
intent

Severity of worst point
ideation

Severity of worst point
ideation

Questionnaire Item
1. Have you ever wished you were dead or wished you
could go to sleep and not wake up?
o Yes
o No
2. Have you ever actually had any thoughts of killing
yourself?
o Yes
o No
3. Have you ever thought about how you might kill
yourself?
o Yes
o No
4. Have you ever had these thoughts and had some
intention of acting on them?
o Yes
o No
5. Have you ever started to work out or worked out the
details of how to kill yourself and did you intend to carry
out this plan?
o Yes
o No
6. When you have felt the most suicidal, how many times
have you had these thoughts?
o Less than once a week
o Once a week
o 2-5 times per week
o Daily or almost daily
o Many times daily
o Never/not applicable
7. When you have felt the most suicidal, how long do the
thoughts last?
o Fleeting (a few seconds or minutes)
o Some of the time (less than 1 hour)
o A lot of the time (1-4 hours)

98

Severity of worst point
ideation

Severity of worst point
ideation

Severity of worst point
ideation

Suicidal behavior:
Actual attempt
Suicidal behavior:
Interrupted attempt

Suicidal behavior:
Aborted attempt

o Most of the day (4-8 hours)
o Persistent or continuous (more than 8 hours)
o Never/not applicable
8. Could you stop thinking about killing yourself or
wanting to die if you want to?
o Easily able to control thoughts
o Can control thoughts with little difficulty
o Can control thoughts with some difficulty
o Can control thoughts with a lot of difficulty
o Unable to control thoughts
o No attempt to control thoughts
o Not applicable
9. Are there things – anyone or anything (e.g., family,
religion, pain of death) – that have stopped you from
watning to die or acting on thoughts of committing
suicide?
o Deterrents definitely stopped you
o Deterrents probably stopped you
o Uncertain that deterrents stopped you
o Deterrents most likely did not stop you
o Deterrents definitely did not stop you
o Not applicable
10. Reasons for ideation
o Completely to get attention, revenge, or a reaction
from others
o Mostly to get attention, revenge, or a reaction from
others
o Equally to get attention, revenge, or reaction from
others and to end/stop the pain
o Mostly to end or stop the pain (couldn't go on living
with how you were feeling)
o Completely to end or stop the pain (couldn't go on
living with how you were feeling)
o Not applicable
11. Have you ever made a suicide attempt?
o Yes
o No
12. Has there ever been a time when you started to do
something to end your life but someone or something
stopped you before you actually did anything?
o Yes
o No
13. Has there ever been a time when you started to do
something to try and end your life but you stopped yourself
before you actually did anything?
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Suicidal behavior:
Preparatory acts or
behavior

o Yes
o No
14. Have you ever taken any steps toward making a suicide
attempt or preparing to kill yourself (such as collecting
pills, getting a gun, giving valuables away, or writing a
suicide note)?
o Yes
o No

Non-Suicidal Self-Injurious Behavior Screening Items
1. Have you ever intentionally (on purpose) caused physical harm to your body or hurt
yourself (i.e., cut yourself, burned yourself, banged your head against something, hit
yourself, bitten yourself) without intending to kill yourself?
Yes
No
2. How many times have you done this? ________________
3. When was the last time you did this? _________________
4. How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?) _______________
5. When you have done this, how many different ways have you hurt yourself (i.e.
cutting, burning, hitting would equal 3 different total ways of harming yourself)?
________________
Interpersonal Needs Questionnaire (INQ; Van Orden et al., 2008)
Responses range from 1 (not at all true for me) to 7 (very true for me)
1. These days, the people in my life would be better off if I were gone.
2. These days, the people in my life would be happier without me.
3. These days, I think I have failed the people in my life.
4. These days, I think I contribute to the well-being of the people in my life.
5. These days, I feel like a burden on the people in my life.
6. These days, I think the people in my life wish they could be rid of me.
7. These days, I think I make things worse for the people in my life.
8. These days, other people care about me.
9. These days, I feel disconnected from other people.
10. These days, I feel that there are people I can turn to in times of need.
11. These days, I am close to other people.
12. These days, I have at least one satisfying interaction every day.

