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ABSTRACT 

 

INFLUENTIAL FACTORS ON ADOLESCENT‘S SUICIDAL BEHAVIOR 

 

Yi Jin Kim, M.A. 

The University of Texas at Arlington, 2009 

 

Supervising Professor:  Sung Seek Moon 

  Several studies have been conducted to investigate risk factors for adolescent suicide. 

Most adolescent risk models for suicide contain ―traditional‖ risk factors such as depression or 

substance use. However, other possible factors such as body dissatisfaction or risky sexual 

behaviors have lacked adequate research and evaluation in general, even though these factors 

have been prevalent among adolescents and associated with risk factors for suicide. Also, the 

target population in past studies that investigate suicide risk among adolescents has been 

mainly focused on Caucasians, African Americans, or Hispanics, and failed to include various 

racial and ethnic groups such as Asians, who have high rates of suicide. Thus, this study 

endeavored to investigate the relationship between suicidal behaviors and physical/mental 

predictors such as depression, substance use, body image, weight control behaviors, and risky 

sexual behaviors among Asian, African American, Caucasian, and Hispanic adolescents.  

  This study used secondary data from 2007 Youth Risk Behavior Survey (YRBS). The 

target populations were 11,134 students (5,636 female and 5,498 male) in 9
th
 to 12

th
 grade who 

completed the 2007 YRBS. A linear regression was conducted to examine the correlation 

between predictors and suicidal behaviors. For the possible predictors, depression, substance 

use, body image, weight control behaviors, risky sexual behaviors, and demographic variable
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were used. The results showed that gender, grade, depression, substance use, body image, 

weight control behaviors, and risky sexual behaviors were significant predictors of adolescents‘ 

suicidal behaviors, while race/ethnicity was not a good predictor. Also, there were significant 

gender and grade differences in suicidal behaviors among adolescents. 

  All data used in this study was self-reported, leaving a possibility for participants to 

either under or over-report their behaviors in the questionnaire. Recommendations for future 

research include study replications with other minority races/ethnicities. Future studies should 

also focus more on examining gender and differences in suicide among grade-levels. 

Implications for social work practice aimed to develop suicide prevention programs for 

adolescents based on empirical basis of adolescents‘ suicidal behaviors. 
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CHAPTER 1 

INTRODUCTION 

Suicide has been regarded as a critical and increasing problem among adolescents.  In 

2006 in the U.S., 1,270 adolescents committed suicide among 12 to 18 year olds, making 

suicide the third leading cause of death among adolescents (CDC, 2009b).   According to recent 

data, in 2007, 14.5% of high school students reported that they had seriously considered 

attempting suicide during the  last 12 months; 6.9% of students reported that they had actually 

attempted suicide one or more times during the same time frame (CDC, 2007a).  Also, for every 

completed suicide among 15 to 24 year- olds, there are approximately 100-200 attempts 

(Goldsmith, Pellmar, Kleinman, & Bunney, 2003).  It is apparent from this data that suicide 

among adolescents is a major public health issue that needs to be addressed.  This 

phenomenon has encouraged many researchers to examine suicide among adolescents.  

Unfortunately, although there has been plenty of research on suicide among adolescents, few 

predictors of suicidal behavior have been clearly identified (Fitzpatrick, 2005; Joiner, Brown, & 

Wingate, 2005).  Thus, this study focused on verifying factors influential to the suicidal behavior 

of youth. 

 The goal of this research is to attain a better understanding of what physical and 

psychosocial correlates put adolescents at risk for suicidal behavior (suicidal ideation and 

attempt).  To accomplish this goal, this study aimed to examine how the independent variables 

(depression, substance use, body image, weight control behaviors, and risky sexual behaviors) 

are associated with suicidal behaviors among adolescent in the U.S.  It is also examined the 

relationship between race/ethnicity and independent variables.  The results of this study may be 

the empirical basis for creating effective social work interventions and suicide prevention 

programs for adolescents to reduce suicide rates. 
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This chapter will begin with introducing the historical background of suicide and presenting a 

brief overview of suicide among adolescents with a problem statement in order to increase 

understanding of adolescents‘ suicide phenomena.  Then, the appropriate theoretical 

approaches to study predictors of adolescents‘ suicidal behaviors will be discussed.  Lastly, the 

significance of the study will be given. 

1.1 Historical Background of Suicide 

  The term "suicide" was first used by Thomas Browne in 1642 in his writing Religio 

Medici (Barraclough & Sheperd, 1994).  This word originated from ―SUI‖ (of oneself) and 

―CAEDES‖ (murder) (WHO, 2006).  Since then, the word has evoked continuous and constant 

argument and has been analyzed in diverse ways for social, psychological, medical, spiritual, 

and religious purposes. 

  Historically, there has been no constant philosophical perspective about suicide 

(Alloway, 2005; WHO, 2006).  Suicide has been both condemned and glorified throughout the 

ages.  The argument continues even today.  Durkheim, who began the study of suicide as a 

science, categorized types of suicide and mentioned altruistic suicide as a valuable type 

(Hamilton, 2007; Mangino, 2005; Moskowitz, 1993).  The individuals who commit altruistic 

suicide have a motivation to help others benefit from their own death.  For example, patriots 

who burned themselves in protest of injustice could be regarded as committing an act of self-

sacrifice.  Another example of altruistic suicide is that of individuals who view themselves as 

‗problems‘ and choose death in order to rid society of a burden.  They believe that their suicide 

will produce immediate and tangible benefits to society (Hamilton, 2007; Mangino, 2005).  

Margolis (as cited in Alloway, 2005) even asserted that these actions were not suicides because 

what was more important is that they had altruistic motivation. 

   On the other hand, throughout history there have been many that have seen suicide as 

a sin.  In general this perspective has been prevalent in religions: specifically Christianity and 

Islam (Hughes, 2003; Kamal & Loewenthal, 2002).  In the early fifth century, Saint Augustine 
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was the first person to connect suicide with homicide and classify both as moral sin (Hughes, 

2003).  The ancient and medieval church believed that people who committed suicide were 

excluded from salvation because they had committed an unforgivable sin by breaking the sixth 

commandment, ―You shall not murder‖ (Aquinas, 1981; Augustine, 2003; Exod. 20:13 New 

International Version).  Likewise, Islamic culture has consistently regarded suicide as one of the 

most serious sins.  Islamic tradition has a belief that suicide can never be forgiven, and that its 

perpetrators are condemned to permanent hell- although Muslims have sympathy for surviving 

relatives (Ladha, Bhat, & D‘Souza, 1996).  Although recently there have been new efforts to 

analyze suicide in different ways, these traditional beliefs about suicide still have influence in the 

face of contemporary scholarship. 

  From the medical perspective, suicide has been regarded as a form of psychopathology 

(Alloway, 2005; Mittendorfer-Rutz, Rasmussen, & Wasserman, 2008; Ravndal & Vaglum, 1999).  

The first effort to explain the rationale behind suicide was made in 1763 by Merian, who 

asserted that suicide was neither a crime nor a sin, but a disease (WHO, 2006).  More often 

than not, people regard suicide as a medical problem that its victims cannot cope with and that 

will cause their destruction if an intervention is unsuccessful (Battin & Mayo, 1980).  According 

to Mittendorfer-Rutz, Rasmussen, and Wasserman (2008), 25% of all suicide attempts are 

caused by individual psychopathology and 13% by familial psychopathology.  In this perspective, 

people who have committed suicide have not been condemned but rather, are considered as 

sufferers of mental illness. 

  More recently, there has been a new perspective that tries to analyze individuals‘ 

suicide within their contextual situations (Barron, 2000; Halverson, 2005; Lucey, 1997; Parkar, 

Dawani, & Weiss, 2008).  This attempt not only focuses on individuals‘ factors, but also on the 

environmental factors around people who commit suicide.  It considers individuals and their 

various environments as interactive and dynamic systems in which each factor simultaneously 

affects one another.  This view is consistent with the Person-in-Environment perspective, a 
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fundamental concept in social work worldwide (Gibelman, 1999; Hare, 2004; Weiss-Gal, 2008).  

It believes that motivation for suicide is complex, and needs to be explained by more than just 

individuals‘ problematic factors.  

  In sum, historically there are various beliefs and perspectives about suicide that are still 

debated.  Due to the complexity of influential factors of suicide, it needs to be explained by 

many theories and perspectives simultaneously.  

   1.2 Suicide among Adolescents 

Worldwide, suicide is one of the leading causes of death, especially in the 15 to 35 

year-old age group.  According to WHO (2006), the global suicide rate (new deaths per year) 

rose from 10 out of every 100,000 people in the 1950s to 18 out of every 100,000 people in 

1995.  While it has declined in some countries, there has been an upward trend across the 

world in general.  Although it is a relatively small percentage (1.3%) of the total deaths in the 

U.S., in 2002, suicides outnumbered homicides by five to three and deaths due to AIDS by two 

to one (Halverson, 2005).  Recent data reported that, in 2006, more than 33,000 people 

committed suicide, making it the eleventh leading cause of death among all ages in the U.S (as 

cited in CDC, 2009a).  For these reasons, suicide has been recognized as one of the most 

serious public problems in the U.S. 

  The problem of suicide is most critical among adolescents.  In this age group, suicide 

rates have dramatically increased in the past few decades.  Suicide rates among 15 to 24 year 

olds have doubled since the 1950‘s.  The suicide trends for younger adolescents are even more 

serious.  Among 10 to 14 year-olds, suicide rates increased 99% between 1980 and 1997 

(Second Wind Fund of Metro Denver, 1998).  Recent data reported that suicidal ideation, 

attempts, and completed suicide continually occur at significant rates, especially among youth 

(Kessler, Berglund, Borges, Nock, & Wang, 2005; WHO, 2007).  Also, during adolescence, the 

suicide rate increases by six, moving from 1.3 to 8.6 per 100,000 (CDC, 2006).  More 

adolescents die from suicide than from cancer, heart disease, AIDS, or stroke (SAMHSA, n.d.).  
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However, death caused by suicide is only part of the problem.  More people survive from 

suicide attempts than actually complete them, and many may be critically injured or need 

medical care.  According to the CDC (2008), in 2007, 14.5% of U.S. high school students 

seriously considered suicide in the last 12 months preceding the survey (18.7% of females and 

10.3% of males); 6.9% of students reported that they had attempted suicide one or more times 

during the past 12 months (9.3% of females and 4.6% of males); 2.0% of students had 

attempted suicide that resulted in an injury, poisoning, or an overdose that had to be treated by 

a doctor or nurse (2.4% of females and 1.5% of males). 

  Suicide has great potential to negatively affect the quality of life of survivors, their 

families, and friends.  Lester (1995) reported that attempted and completed suicides cause 

massive social, economic, and medical costs.  In 1993, costs resulting from each suicide 

attempt and completed suicide in the United States were estimated.  The results showed these 

costs to be approximately $33,000 and $400,000 respectively.  These estimates included the 

expense of medication, hospitalization, and more general social costs (Lester, 1995).  Palmer, 

Revicki, Halpern, and Hatziandreu (1995) estimated that, in 1994, people who committed 

suicide resulted in a total of $70 million in direct costs and $12.7 billion in indirect costs.  This 

included costs related to physicians, hospitals, autopsies, and investigation, for a total of $12.77 

billion.  In 2005 dollars, these costs convert to $90 million dollars in direct costs and $16.74 

billion dollars in indirect costs, for a total of $16.83 billion.  To make matters worse, these costs 

resulting from suicide keep rising as the suicide rate is increasing. 

  Suicide has negative effects on a person and his or her environment.  People who 

attempt suicide and survive may have serious injuries such as brain damage, broken bones, or 

organ failure.  Also, people who survive often have mental health problems such as depression 

(CDC, 2009a).  Suicide also has negative effects on the health of the community.  Family, 

friends, or acquaintances of people who attempt suicide may feel shock, depression, anger, or 

guilt.  The medical expenses and lost wages caused by suicide also take their toll on the 
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community.  For these reasons, the study of suicidal factors at the transition stage from 

childhood to adulthood is of especially high priority (HHS, 2000, 2001; U.S. Public Health 

Service, 1999; WHO, 2007). 

1.3 Significance of the Study 

  It has been established through numerous empirical studies that suicide is a serious 

problem among adolescents.  Many studies have been conducted to examine risk factors for 

adolescent suicide.  Most adolescent risk models for suicide contain ―traditional‖ risk factors 

such as depression or substance use (Docksai, 2009; Landheim, Bakken, & Vaglum, 2006; 

Mazza & Reynolds, 1998; Méan, Righini, Narring, Jeannin, & Michaud, 2005).  However, other 

possible factors such as body dissatisfaction or risky sexual behaviors have lacked adequate 

research and evaluation in general, even though these factors have been prevalent among 

adolescents and associated with risk factors for suicide (Barker & Galambos, 2003; Goode, 

2001).  Also, the target population in past studies that investigate suicide risk among 

adolescents has been mainly focused on Caucasians, African Americans, or Hispanics, and 

failed to include various racial and ethnic groups such as Asians who have high rates of suicide 

(WHO, 2008). 

  Based on these limitations of previous studies on suicide in adolescents, this study will 

provide pertinent information on what factors may affect suicidal behaviors among adolescents 

through the analysis of data gathered nationwide from the target population.  That is, this study 

will help to improve the understanding of the relationship between suicide risk and 

physical/mental factors such as depression, substance use, body image, weight control 

behaviors, and risky sexual behaviors.  It is hoped that the results of this study could be used as 

groundwork for social workers to understand and help adolescents at risk for suicide, not based 

on assumptions but based on empirically tested findings.  Also, understanding the predictors of 

suicide among adolescents will unquestionably help social workers to make more effective and 

appropriate intervention strategies when working with those clients.  Furthermore, the findings 
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of the current study may be a valuable resource in planning social work services and 

interventions and establishing social policies for adolescents. 
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CHAPTER 2 

LITERATURE REVIEW 

  This chapter begins with an overview of suicidal behaviors.  Then, this chapter focuses 

on studies that have specifically examined the association between adolescents‘ suicide and 

depression, substance use, body image, weight control behaviors, and risky sexual behaviors in 

order to help decrease suicidal behaviors among adolescents.  In addition, research that 

examined the relationship between adolescents‘ suicide and demographic variables is explored. 

2.1 Suicidal Behaviors 

2.1.1 Suicidal Ideation 

  Suicidal ideation is defined as wishes or thoughts of death (Lewinsohn, Rohde, & 

Seeley, 1996).  Suicidal ideation is not an unusual phenomenon.  Overall, 30% of adolescents 

have suicidal thoughts, and girls are two times more likely to have suicidal ideation than boys 

(Becker, Mayer, Nagenborg, El-Faddagh, & Schmidt, 2004; Judge & Billick, 2004).  Although 

there is no agreement among researchers about when suicidal ideation becomes significant, 

they agree that it is a factor that increases the risk for future attempts and strongly predicts 

future suicide completion (Lewinsohn et al., 1996; Nock & Banaji, 2007).  14.5% of adolescents 

who attempted suicide reported suicidal ideation at 3 months and 29.8% at 18 months 

(Rotheram-Borus, Piacentini, Cantwell, Belin, & Song, 2000).  Also, these past suicidal 

behaviors are one of the significant predictors of completion (Van Orden, Merrill, Joiner, 2005). 

2.1.2. Suicide Attempt 

  As noted, suicide attempts are more common than completed suicides (approximately 

100-200 attempts per every completed suicide).  However, the number of suicide attempts has 

been underestimated to a great extent.  According to the CDC (1998, 1999), a large number of 

suicide attempts remain undocumented if they are not serious enough to need medical
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treatment.  Therefore, the exact extent of nonfatal suicidal behavior is difficult to estimate 

because relatively few attempters receive medical treatment after their attempts (Smith & 

Crawford, 1986). 

  There are significant correlations between attempted suicide and completed suicide, 

although the majority of suicide attempts do not result in death.  First of all, both cases of 

attempted and completed suicide have suicidal intent and actually engage in suicidal behavior 

that may cause death (Garrison, Lewinsohn, Marsteller, Langhinrichsen, & Lann, 1991).  

Second, survivors of suicide attempts exhibit a tendency to reattempt and eventually complete 

suicide (Brent et al., 1993; Haynal-Reymond, Jonsson, & Magnusson, 2005; Larsson & Ivarsson, 

1998; U.S. Public Health Service, 2001; Spirito, Valeri, Boergers, & Danaldson, 2003).  Also, 

psychological histories have indicated that a substantial rate of adults and adolescents who 

have committed suicide had made an earlier suicide attempt (Marttunen, Aro, Lonnqvist, 1993; 

Hawton & Catalan, 1987; Shafii, Carrigan, Whittinghill, & Derrick, 1985). 

2.2 Depression and Suicide 

  One of the most prevalent mental health problems in adolescents is depression (Hamrin 

& Pachler, 2005).  Although general rates of depression for children are less than 3%, the rates 

for adolescents rise to 14% (Lewinsohn, Rohde, & Seely, 1998).  Untreated depression is a 

serious risk factor for anxiety disorders (Ferdinand, Nijs, Lier,& Verhults 2005), mental health 

problems (Steinhause, Haslimeier, & Winkler-Metzke, 2006; Wilcox & Anthony, 2004), obesity in 

adulthood (Ferdinand et al., 2005), and suicidal behavior in both adolescents and adults (Kisch, 

Leino, & Silverman, 2005; Thompson, Mazza, Herting, Randell, & Eggert, 2005). 

  Numerous studies have insisted that depression is clearly associated with suicide.  In 

fact, it is one of the leading causes of suicide (Brausch, 2008; Mazza & Reynolds, 1998).  

Although hopelessness has consistently been reported to be a stronger predictor of suicidal 

behavior in adolescent psychiatric samples (Fremouw, Callahan, & Kashden, 1993; Kumar & 

Steer, 1995; Steer, Kumar, & Beck, 1993), other research has asserted that depression is a 
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stronger predictor of adolescents‘ suicide in nonclinical samples (Kandel, Raveis, & Davies, 

1991).  According to the National Institute of Mental Health (2003), over 90% of the people who 

commit suicide have depression. 

  It is also clear that there are significant gender differences for depression.  According to 

Best (2008), females experience depression at twice the rate of males.  That is, female are 

more likely to attempt suicide than men, even though men have higher rates of suicide 

completion.  Because gender differences have been reported in depression, it would be ideal to 

include gender as a predictor for adolescents‘ suicide to gather a better understanding of 

suicide risk. 

2.3 Substance Use and Suicide 

  There have been numerous studies that have reported a significant correlation between 

substance use and suicide in adolescents (Caine, 1978; Conason, Oquendo, & Sher, 2005a & 

2005 b; McKenry, Tishler, & Kelly, 1983; Mehlenbeck, Spirito, Barnett, & Overholser, 2003).  

Studies have consistently demonstrated that suicidal behaviors are more likely to occur among 

adolescents who abuse alcohol (Bae, Ye, Chen, Rivers, & Singh, 2005; Shaffer & Pfeffer, 2001) 

or use illicit drugs (Gould, Greenberg, Velting, & Shaffer, 2003; King, Schwab-Stone, & Flisher, 

2001).  Researchers have found that adolescents who frequently drink alcohol tend to have 

higher rates of suicidal behaviors (suicidal ideation and attempts) compared with non-drinkers 

and moderate drinkers within the same age groups (Fombonne, 1998; Nishimura, Goebert, 

Mikler, & Caetano, 2005).  In addition, SAMHSA (2002) reported that among those who commit 

suicide, 20 to 30 percent are substance users in the 12 to 17 age group, compared to 10 

percent who are nonusers within the same age group.  There is also a significant association 

between substance abuse and death by firearms - the first ranked method of suicide (Shaffer, 

1988). 

  Alcohol and other substance abuse may increase the inclination for suicidal behaviors 

by affecting the emotional and cognitive development (Brent et al., 1995, as cited in Weller, 
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Young, Rohrbaugh, & Weller, 2001; Shaffer et al., 1996). It has been discovered that long-term 

substance use or abuse may damage judgment (Brent, as cited in Weller et al., 2001; Huffard, 

2001; Windle, 2004) and cause cognitive disturbances and emotional instability, thereby 

producing thoughts and feelings that may not be rational (Light, Grube, Madden, & Gover, 2003; 

Stoelb & Chiriboga, 1998).  Because of these cognitive damages, substance abusers may lose 

their social relationships and social support, which in turn may cause suicidal ideation and 

attempts (Light, Grube, Madden, & Gover, 2003). 

2.4 Body Image and Suicide 

  Adolescence is a period characterized by great physical, emotional, and social change.  

In this age group, poor body satisfaction is not a unique issue; 80% of females and 40% of 

males among adolescents are dissatisfied with their body image (Kostanski & Gullone, 1998).   

It is especially true that females are more likely than males to experience greater dissatisfaction 

and discomfort with their changing bodies for the following reasons: sensitivity to appearance, 

mass media influences, and cultural perception (Forman, 2002; Fox, 1997; Marshall, 2006). 

  Rosenbaum (1993) defined body image as ―a plastic, constantly changing concept, 

continually modified by bodily growth, trauma, or decline, and significantly influenced by the 

ever-changing interaction with the social environment‖ (p.63).  A positive body image means 

experiencing a realistic self-perception, while a negative body image means having an 

unrealistic self-perception (Body Image and Your Health, 2004).  A realistic body image exists 

when self-perceived body weight is consistent with current body weight, and an unrealistic body 

image exists when self-perceived body weight differs from current body weights.  The influence 

of unrealistic body image can lead to eating disorders, emotional problems, unhealthy weight 

concerns, anxiety, low self-esteem, and depression (Body Image, 2004; Body Image and Your 

Health, 2004; Irwin, Igra, Eure, & Millstein, n.d.; Shepherd & Ricciardelli, 1998; Thompson, 

Coovert, Richards, Johnson, & Cattarin, 1995; Tiggemann, 1994; Wellesley College, n.d.).  An 

unrealistic body image may also lead to engaging in suicidal behaviors.  Many studies have 
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reported that adolescents who commit suicide have different body attitudes than adolescents 

who have no experience of suicidal behaviors (Orbach, Stein, Shani-Sela, & Har-Evan, 2001).  

Apparently, suicidal adolescents have more negative attitudes and feelings about their body 

than adolescents who are not suicidal (Brausch, 2008; Orbach, Stein, Shani-Sela, & Har-Evan, 

2001). 

2.5 Weight Control Behaviors and Suicide 

  Diet for weight control or weight loss is a common phenomenon among adolescents, 

especially women (Pearman, Thatcher, Valois, & Drane, 2000; Pesa & Turner, 2001; 

Middleman, Vasquez, & Durant, 1998).  Also, studies have reported that there is a significant 

sex difference in the prevalence rates of weight control behaviors.  Overall, female adolescents 

(59.4%) were considerably more likely to try to lose weight than male adolescents (26.1%) 

(CDC, 2000).  This considerable gender difference is also identified across all racial and ethnic 

groups.  Unfortunately, almost all studies have only focused on Caucasian or Hispanic groups.  

They failed to include diverse minority ethnic groups, often because their sample size was too 

small, causing them to, at times, combine minority ethnic groups (Ensminger, 1990; Gritz & 

Carne, 1991; Neumark-Sztainer, Story, & French, 1996; Rafiroiu, Sargent, Parra-Medina, Drane, 

& Valois, 2003). 

  The relationship between weight control behaviors and suicidal behaviors has lacked 

adequate research and evaluation.  However, a few studies pointed out that high rates of 

suicidal behaviors (suicide ideation and attempt) are associated with extreme weight control 

behaviors, such as: (1) taking diet pills; (2) making oneself vomit; (3) using laxatives; (4) using 

diuretics (Crow, Eisenberg, Story, & Neumark-Sztainer, 2008; Neumark-Sztainer, Story, Dixon, 

& Murray, 1998).  Fresco (1998) also insisted that adolescents who have non-traditional weight 

loss habits (vomiting, using diet pills and laxatives) are four times more likely to have suicidal 

ideation and seven times more likely to attempt suicide.  Neumark-Sztainer, Story, Dixon, and 

Murray (1998) also reported that moderate weight control behaviors including fasting, eating 
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very little food, using a good substitute (powder/special drink), skipping meals, and smoking 

more cigarettes have a noticeably weaker correlation with suicidal ideation and suicidal 

attempts than extreme weight control behaviors.  That is, extreme weight control behaviors may 

have a stronger correlation with suicidal behaviors. 

2.6 Risky Sexual Behaviors and Suicide 

  Risky sexual behaviors are one of the most significant health problems among 

adolescent in the U.S.  Adolescents who engage in risky sexual behaviors (i.e., having multiple 

sex partners or not using condoms) are at an increased risk of pregnancy or sexually 

transmitted diseases (STD) (Marshall, 2006).  Recently, STDs have been increasing among 

adolescents (Schonbeck, n.d.).  One fourth of the 15.3 million STDs in the United States each 

year occur among adolescents (CDC, 2005). 

  Having multiple sexual partners is a critical risk factor for STDs among adolescents and 

young adults.  This is particularly if they do not use condoms correctly and consistently.  Most 

adolescents do not have multiple concurrent sexual partners.  However, adolescents often have 

multiple sequential partners because their relationships tend to be short in duration (Santelli, 

Brener, Lowry, Bhatt, & Zabin, 1998).  Santelli, Robin, Brener, and Lowry (2001) found that 

there were negative associations between number of sexual partners and condom use.  In 

addition, when it comes to age, as age increased, condom use decreased (Santelli et al., 2001). 

  Sexual abuse could also be regarded as a risky sexual behavior.  Those who have a 

history of sexual abuse as a child -including rape and sexual coercion- are more likely to 

attempt suicide compared to those who have no such history (Dube et al., 2005; Joiner et al., 

2007; Johnson, 1996; Segal, 2009; Spokas, Wenzel, Stirman, Brown, & Beck, 2009).  Although 

many individuals who have a history of sexual abuse never attempt suicide, they still have a 

higher risk of attempting suicide (Segal, 2009).  According to Joiner et al. (2007), the impact of 

risky sexual experiences on lifetime suicide is stronger than those resulting from verbal abuse 
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and molestation.  Moreover, sexual victimization affects the development of adaptive coping 

skills in a negative way (Gall, 2006; Steel, Sanna, Hammond, Whipple, & Cross, 2004). 

2.7 Demographic Variables and Suicide 

  As previously noted, while there have been plenty of studies that reported the rates of 

suicide between various races/ethnicities, the majority of them have only focused on 

Caucasians or African Americans and have excluded minority racial and ethnic groups.  

According to previous literature, suicide rates are higher in Caucasian adolescents when 

compared to African American adolescents (CDC, 2008; Fresco, 1998; Purselle, Heninger, 

Hanzlick, & Garlow, 2009; Shields, Hunsaker, & Hunsaker, 2006), and rates in both categories 

have significantly increased in the recent few decades (Fresco, 1998).  Although, the suicide 

rate among adolescents has been the highest among Caucasians, the gap between African 

Americans and Caucasians has narrowed significantly in recent decades (Portner, 1998). 

  In America, male adolescents have reported a higher rate of suicide completion than 

female adolescents (Joe, 2006; Shields, Hunsaker, & Hunsaker, 2006), though female 

adolescents are more likely to attempt suicide than male adolescents (Bae, Ye, Chen, Rivers, & 

Singh, 2005; CDC, 2008; Fresco, 1998; Jennifer, John, & Ashley, 2009).  The higher rate of 

suicide attempts in females is associated with less lethal methods of suicide, including jumping 

from heights or overdosing on a treatable amount of drugs.  Males generally choose more lethal 

and violent methods (firearms or hanging) than females when they attempt suicide, resulting in 

higher rates of suicide completion (Marttunen, Henriksson, Aro, Heikkinen, Isometsa, & 

Lonnqvist, 1995; Toolan, 1975).  According to Shaffer (1998), situational problems and 

depression are more frequently associated with suicide behaviors of female.  For males, 

conversely, suicidal behaviors are more frequently associated with substance abuse and 

aggressive behavior (Berman & Jobes, 1991; Brent et al., 1988; Crunley, 1990). 

  Suicide becomes more common with the onset of puberty.  According to previous 

studies, there is no agreement about the difference in suicidal behaviors among specific ages 
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during adolescence.  Some researchers reported that suicide rates increase throughout the 

teenage years and peak at around 20-24 years of age (Gould, Wallenstein, Kleinman, O‘Carroll, 

& Mercy, 1990; Shaffer & Fisher, 1981).  However, other researchers insisted that the suicide 

rates decrease after age 14 (Matsumoto et al., 2008).  Although there is no agreement about 

differences in suicidal behaviors among specific ages, researchers generally agree that the 

suicide rates of adolescents are higher than those of children under 12 years old, while the 

rates of adolescents are lower than those of people 65 years old and older.  More importantly, 

when the number of suicides is calculated as a percentage, adolescents are reported as the 

group with the highest percentage of suicides (Shaffer, 1998; Shaffer & Fisher, 1981). 
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CHAPTER 3 

CONCEPTUAL FRAMEWORK 

  One of the most important considerations is that suicidal behavior does not have a 

single cause.  Instead, it should be analyzed through a combination of behavioral, physical, and 

cognitive factors.  Therefore, suicidal behaviors among adolescents were examined through the 

application of many theories and perspectives simultaneously.  The Beck‘s cognitive theory of 

depression, the gateway theory of substance use, the stress-diathesis model of suicide-related 

behavior, and the strain theory of suicide were all used as a theoretical foundation to explain 

suicidal behaviors.  This chapter begins with a brief explanation of each theory and explains the 

correlation between the dependent variable (suicidal behaviors) and independent variables 

(depression, substance abuse, body image, weight control behaviors, and risky sexual 

behaviors).  Finally, this chapter concludes with research questions and hypothesis. 

3.1 The Beck‘s Cognitive Theory of Depression 

  Depression is a life-threatening disorder which affects people of all races, genders, 

ages, religions, and educational levels.  Stolberg, Clark, and Bongar (2002) argued that about 

20% of patients who have an untreated depressive disorder have a lifetime risk of suicide.  They 

also pointed out that depressed people are at a much higher risk of committing suicide than the 

general population.  40% to 60% individuals who committed suicide were diagnosed with a 

depressive disorder (Knutt, 2007).   

  Slaby and Garfinkel (1996) asserted that those who are severely depressed may come 

to believe that suicide is the only option to decrease or end the pain that has become never 

ending.  They also argued that individuals with depression may begin to perceive life in a 

negative and distorted way.  This phenomenon coincides with Brown and Beck‘s (2002) 

assertion that the ―cognitive triad‖ contributes to an individual‘s depression. 
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  Beck‘s cognitive theory of depression is the most broadly known cognitive theory on 

depression and suicide (Beck, Rush, Shaw, & Emery, 1987).  The theory follows a 

developmental perspective by assuming that negative perceptions in one‘s early age can 

predispose an individual to suicide-related behaviors through activation by negative life events.  

In this theory, suicide is triggered by three cognitive features called ―cognitive triad‖: individual‘s 

negative view of the self, the world, and the future (Dusablon, 2009).  For example, adolescents 

who are in stressful situations may have negative thoughts.  ―Negative thoughts about the 

world‖ (environment) means that the adolescents may come to believe that their acquaintances 

hate them because they are in a depressed mood.  Finally, the adolescents may have negative 

thoughts about themselves and think that they do not deserve to live (negative view of the self).  

Triggered by this negative cognitive triad, adolescents who have depressive disorder come to 

think there are no other options but suicide to end their symptoms, and finally commit suicide. 

3.2 The Gateway Theory of Substance Use 

  Adolescents may follow a pattern of advancement from one substance to another 

(Oeting & Beauvais, 1986).  This tendency has been named the gateway theory (Dupont, 1984), 

precursors theory (Kandel, Kessler, & Margulies, 1978), stepping stone theory (O‘Donnel & 

Clayton, 1982), and stage theory (Golub & Johnson, 1994; Kandel, 1980; Kandel & Faust, 

1975) of substance use.  All these theories fall under the umbrella term ―gateway theories‖ 

(Williams, 2004). 

   Precursors theory, stepping stone theory, and stage theory insist that a ‗gateway drug‘ 

often starts the adolescents‘ use of substances.  These theories further claim that the 

adolescents then go through specific steps or stages of drug use.  These specific steps or 

stages may differ depending on the theory.  More specifically, stage theory insists that 

adolescents follow a particular pattern of increasingly serious drug use (Recio Adrados, 1995).  

According to stage theory, the stages adolescents go through are identified as follows: (1) beer 

or wine; (2) cigarettes or ―hard‖ liquor; (3) marijuana; (4) other illicit drugs (Kandel, 1975).  



１８ 

 

However, other researches with other cultures have pointed out that alcohol or cigarettes are 

the first substances used among adolescents in general (Novins, Beals, & Mitchell, 2001; Recio 

Adrados, 1995).  Stage theory also insists that the use of a substance at a beginning stage is 

necessary for progression to the next stage of substance use, but not every individual who uses 

a substance at one stage progresses toward the use of others (Kandel, 1980; Recio Adrados, 

1995).  Other studies pointed out that the reason for progression is most likely due to the 

influence of intrapersonal and social factors (Novins, Beals, & Mitchell, 2001; Oetting & 

Beauvais, 1990).  Also, the gateway theory of substance use claims that there is no given order 

of drug use, even though this theory agrees with the assumption of other theories that 

substance use in initial stages may become a gateway to the use of more severe and varied 

illicit drugs (Williams, 2004). 

  Gateway theory of substance use indicates that the use of certain drugs by adolescents, 

such as cigarettes or alcohol that are legal for adults, creates a gateway through which 

adolescents begin more severe and varied use of additional illicit drugs (Dupont, 1984; Kandel, 

1980; Oetting & Beauvais, 1990).  Although all these theories are rooted in ―gateway theories‖ 

so that all of them are similar and related to one another, gateway theory of substance use is 

appropriate to explain the relationship between substance use and suicidal behaviors among 

adolescents for the following reasons: (1) the specific order of substance use may differ by 

theory and culture; (2) the majority of studies focusing on the gateway phenomenon have 

supported the finding that the use of a particular substance, such as alcohol or cigarettes, 

precedes more severe drug use, such as heroine or crack (Kandel, Yamaguchi, & Chen, 1992). 

  As previously reviewed, there have been numerous studies that have reported the 

significant correlation between substance abuse and suicide in adolescents (Caine, 1978; 

Conason, Oquendo, & Sher, 2005a & 2005 b; McKenry, Tishler, & Kelly, 1983; Mehlenbeck, 

Spirito, Barnett, & Overholser, 2003).  Studies also have consistently demonstrated that suicidal 

behaviors are more likely to occur among adolescents who abuse illicit drugs (Gould, 
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Greenberg, Velting, & Shaffer, 2003; King, Schwab-Stone, & Flisher, 2001).  Therefore, 

adolescents who use substances, such as alcohol or cigarettes, open the gateway to use more 

severe substances and illegal drugs.  They are placed at more serious risk of suicidal behaviors. 

3.3 The Stress-Diathesis Model of Suicide-Related Behavior 

  Adolescence is a period characterized by considerable developmental changes that 

may cause stresses including physical changes associated with puberty, new types of 

interpersonal relationships, and greater independence (Cyranowski, Frank, Young, & Shear, 

2000).  Research has pointed out that female adolescents face more stress related to peer 

relations (Hankin, Mermelstein, & Roesch, 2007), friendships (Rudolph, 2002), and family 

environment (Hankin et al., 2007) when compared to male adolescents.  The biological changes 

experienced during adolescence might also be a significant stress factor among girls (Rudolph, 

2002).  As previously reviewed, especially for female adolescents, body image (Forman, 2002; 

Fox, 1997; Kostanski & Gullone, 1998; Marshall, 2006) and weight control behaviors (CDC, 

2000; Pearman, Thatcher, Valois, & Drane, 2000; Pesa & Turner, 2001; Middleman, Vasquez, 

& Durant, 1998) are significant stressors and are related to suicidal behaviors (Brausch, 2008; 

Crow, Eisenberg, Story, & Neumark-Sztainer, 2008; Fresco, 1998; Orbach, Stein, Shani-Sela, & 

Har-Evan, 2001). 

  Mann, Waternaux, Hass, and Malone (1999) have introduced an explanatory model for 

suicide-related behavior based on a stress-diathesis model.  This model assumes that an 

individual has a predisposition for suicidal behaviors.  This predisposition (or diathesis) is 

marked by characteristics of the individual including hopelessness, impulsivity, and aggression.  

If an individual is faced with a severe stressor (in the case of adolescents for example, negative 

body image and weight control behaviors), those with the underlying diathesis are more likely to 

engage in suicidal behaviors compared to persons without the diathesis (Dusablon, 2009; 

Fazakas-Dehoog, 2007).  That is, negative body image and weight control behaviors could be a 
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trigger of a pre-existing diathesis for suicidal behaviors.  These processes in adolescence are 

particularly prevalent in females. 

3.4 The Strain Theory of Suicide 

  The strain theory of suicide was developed by Zhang in 2005 to explain socio-

psychological mechanisms prior to suicidal behavior (Zhang & Lester, 2008).  This theory 

assumes that, because it is so insufferable to the victim, strain resulting from psychological 

suffering due to competing pressures and conflicting may lead to engagement in suicidal 

behavior as a solution to reduce or stop the strain (Zhang, 2005; Zhang & Song, 2006).  

  The strain theory was developed by Durkheim (1951), and has since been advanced by 

Merton (1957), Agnew (1992), and other researchers.  The strain theory of suicide was built on 

previous strain theories.  However, Durkhein‘s (1951) strain theory, Merton‘s (1957) strain 

theory of deviance and crime, and Agnew‘s (1992) general strain theory failed to directly 

address suicide as a target for explanation.  

  In developing the strain theory of suicide, Zhang and Lester (2008) were inspired by the 

cognitive dissonance theory developed by Festinger (1957) and Aronson (1998).  Cognitive 

dissonance results from holding two or more inconsistent ideas or notions or by a discrepancy 

between one‘s behaviors and values (Festinger & Aronson, 1960).  According to Zhang and 

Lester (2008), strain is not equivalent to simple stress or pressure.  A stress or pressure is a 

single variable phenomenon, while a strain is made up by at least two variables or two 

pressures, similar to the form of cognitive dissonance.  The strain theory of suicide has 

suggested four types of strain resulting from specific sources, each of which consists of at least 

two conflicting social facts (Zhang & Lester, 2008):  

  (1) Conflicting Values: When two conflicting beliefs or social values are conflicting in 

one‘s daily life, the individual may experiences value strain. 

  (2) Reality vs. Aspiration: If there is an inconsistency between one‘s aspiration and the 

reality, the person has to follow or live with, the person may experiences aspiration strain. 
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  (3) Relative Deprivation: In the situation where a poor individual recognizes that other 

people with the same or similar background are leading a better life, the individuals may 

experience deprivation strain. 

  (4) Deficient Coping: If an individual faces a life crisis without abilities to cope with it, 

then he/she may experience coping strain. 

  In this study, factors associated with risky sexual behaviors of adolescents could be 

explained by the concepts of Reality vs. Aspiration and Deficient Coping.  As already noted, 

although most adolescents do not have multiple concurrent sexual partners, they often have 

multiple sequential partners because their relationships tend to be short in duration (Santelli, 

Brener, Lowry, Bhatt, & Zabin, 1998).  Having multiple sexual partners may be an adolescents‘ 

own choice or aspiration because adolescents are significantly driven by sexual curiosity in 

general (Burson, 1998; Orji & Esimai, 2005).  However, having multiple sexual partners conflicts 

with the social value that prohibits adolescents from having sex or makes it taboo for them to 

have multiple sexual partners.  In this case, adolescents may experience aspiration strain 

because there is an inconsistency between their aspiration and reality. 

  A history of sexual abuse is also considered a serious risky sexual behavior as well as 

a life crisis.  Sexual victimization causes physical and psychosocial damages and affects the 

development of adaptive coping skills in a negative way (Gall, 2006; Steel, Sanna, Hammond, 

Whipple, & Cross, 2004).  According to the concept of deficient coping, if an adolescent 

experiences sexual abuse without the ability to cope with it, the person may experience coping 

strain.  

  These strains may cause mental disorders including alcohol and substance abuse, and 

may precede other abnormal behaviors such as personal assaults and property crimes (Merton, 

1957).  In the relationship between strain and suicide, mental disorders may be an 

intermediation, increasing the association between strain and suicide (Zhang & Lester, 2008).  

Moreover, Zhang, Dong, Delprino, and Zhou (2009) reported that individuals who completed 
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suicide experienced at least one of the four types of strains.  While 24.9% of individuals who 

completed suicide experienced only one type of strain, 36.2% experienced two strains; 32.4% 

experienced three, and only 6.7% experienced all the four types of strains. 

3.5 Research Hypothesis 

  As mentioned earlier, suicidal behavior does not have a single cause.  Instead, it should 

be analyzed through a combination of behavioral, physical, and cognitive factors.  The literature 

review and conceptual framework proved that the indicators of suicidal behaviors-depression, 

substance use, body image, weight control behaviors, and risky sexual behaviors- are myriad 

and complex.  Thus, suicidal behaviors among adolescents were examined through these 

independent variables.  

 Hypothesis 1: Higher depression is significantly correlated with higher suicidal 

behaviors. 

 Hypothesis 2: Higher substance use is significantly correlated with higher suicidal 

behaviors. 

 Hypothesis 3: Unrealistic body image is significantly correlated with suicidal behaviors. 

 Hypothesis 4: More weight control behaviors are significantly correlated with suicidal 

behaviors. 

 Hypothesis 5: More risky sexual behaviors are significantly correlated with suicidal 

behaviors. 

 Hypothesis 6: More women than men are significantly correlated with suicidal behaviors. 

 Hypothesis 7: Race/ethnicity is significantly correlated with suicidal behaviors. 

 Hypothesis 8: Upper grade is significantly correlated with higher suicidal behaviors. 

3.6 Assumptions 

  This study assumed that each participant answered the questionnaire correctly and 

honestly, although some participants were reluctant to answer some questions.  Also, 

participants were expected to answer the questionnaire independently without any bias or 
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prejudice.  In addition, it was assumed that each participant was proficient enough in English 

reading to complete the questionnaire. 

3.7 Definition of Terms 

BODY IMAGE – This is about how respondents perceive their own body figure.  Respondents‘ 

self-perception of body weight and current body weight were compared to calculate body image.  

A realistic body image exists when self-perceived body weight is consistent with current body 

weight, and an unrealistic body image exists when self-perceived body weight differs from 

current body weights. 

RISKY SEXUAL BEHAVIORS – This is sexual behavior that may cause negative influences on 

adolescents, such as forced sex, multiple sex partners, drinking alcohol or using drugs before 

sexual intercourse, or lack of condom use. 

SUICIDAL BEHAVIORS – In the study, the definition of suicidal behaviors includes suicide plan, 

ideation, and attempt.  It also includes attempted suicide that resulted in medical treatment. 

WEIGHT CONTROL BEHAVIORS – These include intentional behaviors that control body 

weight (exercise for losing weight, eating less food, fasting, taking pills to lose weight, and so 

on). 
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CHAPTER 4 

METHODOLOGY 

  To examine the relationship between various health-risk behaviors, it was critical to 

study a diverse sample of adolescents.  In order to generalize the results of this study, a 

representative sample of the adolescent population needed to be examined.  The current study 

explored these relationships between suicide and health-risk behaviors by using a 

representative population comprising Asian, African American, Caucasian, and Hispanic 

adolescents who responded to the 2007 YRBS. 

4.1 Sample Description 

  There were a total of 14,041 students (7,036 female, 6,992 male, and 13 missing data) 

who completed the 2007 YRBS.  By selecting specific racial/ethnic groups including Asian, 

African American, Caucasian, and Hispanic, and excluding other races and ethnicities, 11,142 

adolescents were chosen as a target of analysis. 

  All regular public, Catholic, and other private school students, in grades 9 through 12, in 

the 50 states and the District of Columbia were included in the sampling frame.  Puerto Rico, 

the trust territories, and the Virgin Islands were excluded from the frame.  Schools were 

selected systematically with probability proportional to enrollment in grades 9 through 12 using 

a random start.  One hundred and ninety-five schools were sampled.  All classes in a required 

subject or all classes meeting during a particular period of the day, depending on the school, 

were included in the sampling frame.  Systematic equal probability sampling with a random start 

was used to select classes from each school that participated in the survey. 

4.2 Data Collection 

  This study used secondary data from 2007 Youth Risk Behavior Survey (YRBS) 

conducted by the Youth Risk Behavior Surveillance System (YRBSS).  The YRBSS is an 



２５ 

 

epidemiologic surveillance system established by the Center for Disease Control and 

Prevention (CDC) to examine youth behaviors that most influence health.  The YRBSS focuses 

on priority health-risk behaviors established during adolescence that result in the most 

significant social problems, morbidity, mortality, and disability during both adolescence and 

adulthood.  These include behaviors that result in unintentional and intentional injuries, tobacco 

use, alcohol and other drug use, sexual behaviors that result in HIV infection, other sexually 

transmitted diseases (STDs), unintended pregnancies, dietary behaviors, physical activity, 

being overweight, and having asthma.  The National Youth Risk Behavior Survey (YRBS) uses 

a three-stage cluster sample design to produce a representative sample of 9
th
 through 12

th
 

grade students.  

  To gather data from students, the school district sent informed consent to the home of 

each student in order to ask permission for their child to participate in surveys.  Only students 

who had permission from their parents participated in survey.  The self-administered survey was 

conducted during one regular class period.  Each teacher who participated in the survey as a 

data collector was given instructions for survey administration.  Teachers distributed and 

collected the questionnaires.  Students were informed that participation in survey was 

anonymous and voluntary.  Responses of participants were recorded on standard optical scan 

forms.  Then, data was read by an optical scanner and transferred to an electronic spreadsheet 

(Nickelson, 2008). 

  157 of the 195 sampled schools participated (81% of response rates).  14,103 of the 

16,662 students sampled submitted questionnaires, but 14,041 questionnaires were usable 

after data editing (84% of response rates).  Overall the response rate was 68% (81% of school 

response rates * 84% of students response rates = 68%) (CDC, 2007b). 

4.3 Measures 

  The 2007 YRBS consisted of 98 multiple-choice questions.  These questions included 

demographics, behaviors related to physical safety, depressed mood, behaviors related to 
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suicide, substance use, sexual behavior, body weight, eating habits, physical exercise, and 

general questions.  The variables used in this study were suicidal behaviors, depression, 

substance use, body image (self-perceived body weight and actual body weight), weight control 

behaviors, risky sexual behaviors, and demographics. 

4.3.1 Suicidal Behavior (outcome/dependent variable) 

  To assess suicidal behaviors, the following four questions were used: ―During the past 

12 months, did you ever seriously consider attempting suicide?‖ (Question number 24); ―During 

the past 12 months, did you make a plan about how you would attempt suicide?‖ (Q25); 

―Percentage of students who actually attempted suicide one or more times during the past 12 

months‖ (QN26); and ―Percentage of students who made a suicide attempt during the past 12 

months that resulted in an injury, poisoning, or overdose that had to be treated by a doctor or 

nurse‖ (QN27). 

  In the 2007 YRBS, each question has a corresponding dichotomous variable (i.e., QN#).  

To make the variables of Q26 and Q27 categorical variables such as Q24 and Q25, 

dichotomous variables (QN26 and QN27) were used.  The response categories were ―yes‖ and 

―no.‖ For convenient analysis, all responses from risky suicidal behavior questions were 

reversed (0: No, 1: Yes) and all items were computed. 

4.3.2 Depression 

  To verify depressed mood of participants, the question ―During the past 12 months, did 

you ever feel sad or hopeless almost every day for two weeks or more in a row that you stopped 

doing some usual activities?‖ (Q23) was used.  The response categories were ―1: Yes‖ and ―2: 

No.‖ For the convenient analysis, the responses of Q23 were reversed (0: No, 1: Yes). 

4.3.3. Substance Use 

  Five items were selected to analyze substance use among participants: ―During the 

past 30 days, on the days you smoked, how many cigarettes did you smoke per day?‖ (Q31) 

(response categories were from ―1: I did not smoke cigarettes during the past 30 days‖ to ―7: 
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More than 20 cigarettes per day ‖); ―During the past 30 days, on how many days did you use 

chewing tobacco, snuff, or dip, such as Redman, Levi Garrett, Beechnut, Skoal Bandits, or 

Copenhagen?‖ (Q36) (from ―1: 0 day‖ to ―7: All 30 days‖); ―During your life, on how many days 

have you had at least one drink of alcohol?‖ (Q39) (from ―1: 0 day‖ to ―7: 100 or more days‖); 

―During your life, how many times have you sniffed glue, breathed the contents of aerosol spray 

cans, or inhaled any paints or sprays to get high?‖ (Q51) (from ―1: 0 time‖ to ―6: 40 or more 

times‖); ―During your life, how many times have you taken steroid pills or shots without a 

doctor's prescription?‖ (Q55) (from ―1: 0 time‖ to ―6: 40 or more times‖).  For convenient analysis, 

all of these items were computed. 

4.3.4 Body Image 

  The question, ―How much do you weigh?‖ (Q7) was used to assess respondent‘s actual 

body weight.  In this study, participants‘ actual body weights were re-coded into three 

categories: underweight, normal weight, and overweight.  The mean of participants‘ body weight 

was 68.5 kilogram with standard deviation of 16.9.  Underweight is ranged from minimum body 

weight (34.47) to one standard deviation (SD) below of the average (51.6), normal weight is 

ranged from one SD below of the average (51.6) to one SD above of the average (85.4), and 

the range of overweight is from one SD above of the average (85.4) to maximum body weight 

(180.99). 

  The question, ―How do you describe your weight?‖ (Q65) was used to assess 

respondents‘ perceived body weight with the following choices: very underweight, slightly 

underweight, about the right weight, slightly overweight, or very overweight.  For the consistent 

analysis with actual body weight, perceived body weight was categorized into three categories; 

underweight, normal weight, and overweight.  The responses ―very underweight‖ and ―slightly 

underweight‖ are re-coded as underweight, ―about the right weight‖ is re-coded as normal 

weight, and ―slightly overweight‖ and ―very overweight are re-coded as overweight. 
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  Body image was categorized as realistic and unrealistic by comparing participants‘ 

actual body weight with their perceived body weight.  If a participant‘s body weight (under, 

normal, or overweight) matched his/her perceived body weight (under, normal, or overweight), 

the participant was regarded as an individual who has a realistic body image.  On the contrary, 

if an individual‘s body weight and perceived body weight did not match, the individual was 

regarded as a person who has an unrealistic body image. 

4.3.5 Weight Control Behaviors 

  To assess participants‘ weight control behaviors, the responses to five items were used.  

This included exercising (Q67), eating less food, fewer calories, or foods low in fat (Q68), going 

without eating for 24 hours or more (fasting) (Q69), taking any diet pills, powders, or liquids 

without a doctor‘s advice (Q70), and vomiting or taking laxatives (Q71).  The possible 

responses for each question were ―yes‖ and ―no.‖ All the responses from these questions were 

reversed (0: No, 1: Yes) and all questions were computed for convenient analysis. 

4.3.6 Risky Sexual Behaviors 

  Seven items were used to assess risky sexual behaviors: forced sex (Q22) (from ―1: 

Yes‖ to ―2: No‖); age at first sexual intercourse (Q59) (from ―1: I have never had sexual 

intercourse‖ to ―8: 17 years old or older‖); the number of sexual partner during life time (Q60) 

(from ―1: I have never had sexual intercourse‖ to ―7: 6 or more people‖); the number of sexual 

partner during the past 3 months (Q61) (from ―1: I have never had sexual intercourse‖ to ―8: 6 or 

more people‖); substance use before sexual intercourse in the last time (Q62) (―1: I have never 

had sexual intercourse,‖ ―2: Yes,‖ and ―3: No‖); condom use in the last sexual intercourse (Q63) 

(―1: I have never had sexual intercourse,‖ ―2: Yes,‖ and ―3: No‖); method of birth control in the 

last sexual intercourse (Q64) (―1: I have never had sexual intercourse,‖ ―2: No method was used 

to prevent pregnancy,‖ ―3: Birth control pills,‖ ―4: Condoms,‖ ―5: Depo-Provera,‖ ―6: Withdrawal,‖ 

―7: Some other method,‖ and ―8: Not sure‖).  The answers of Q22 were reversed for analysis 

(―0: No‖ and ―1: Yes‖) and all items were computed. 
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4.3.7 Demographics 

  Among demographic variables of 2007 YRBS, sex, race/ethnicity, and grade level were 

used.  The questions ―What is your sex?‖ (Q2), ―Race/Ethnicity‖ (RaceEth), and ―In what grade 

are you?‖ (Q3) were used for these respective items.  One of the responses to Q3 (5: Ungraded 

or other grade) was coded as missing data. 
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CHAPTER 5 

RESULTS 

  This chapter begins with the reliability of coefficient Alpha of each variable that was 

administrated in this study.  Next, the process of examining the correlation between 

race/ethnicity and independent variables (depression, substance use, body image, weight 

control behaviors, and risky sexual behaviors) is discussed.  Finally, the relationships of 

dependent variable (suicidal behaviors) and independent variable are reported by presenting 

the results of the hypothesis. 

5.1 Preliminary Analysis 

5.1.1 Reliabilities 

  Reliability analyses were examined to determine the psychometric properties of each 

variable administrated in this study.  According to Nunnally (1978), consistency reliabilities 

should be higher than .70 for internal research purposes.  Cronbach Alpha internal consistency 

reliabilities were calculated for the variables administrated.  The Cronbach Alpha of suicidal 

behaviors was .77, and .86 for risky sexual behaviors.  However, the Cronbach Alphas of 

substance use and weight control behaviors were under .70 (.58 and .56 respectively).  The 

reliability analysis values ranged from a low of .56 for weight control behaviors to a high of .86 

for risky sexual behaviors (see Table 5.1).  

Table 5.1 Reliability Coefficient Alphas for Items Administrated 

Variables # of Items Alpha 

Suicidal Behaviors 4 .77 

Substance Use 5 .58 
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Weight Control Behaviors 5 .56 

Risky Sexual Behaviors 7 .86 

 

5.1.2 Demographic Variables 

  The study participants were 11,142 adolescents (grades 9 through 12).  There were 

5636 females (50.6%) and 5498 males (59.3%).  Regarding race/ethnicity, about half of 

participants were Caucasian (51.8%, n = 5775), followed by African American (26.3%, n = 

2931), and Hispanic (18.0%, n = 2008).  There were a small number of Asian participants (3.8%, 

n = 428).  (See Table 5.2) 

5.1.3 Race/Ethnicity and independent variables 

  The literature review indicated that there are race/ethnicity differences in suicidal 

behaviors (CDC, 2008; Fresco, 1998; Portner, 1998; Purselle, Heninger, Hanzlick, & Garlow, 

2009; Shields, Hunsaker, & Hunsaker, 2006).  For more comprehensive examination, how 

race/ethnicity is correlated with each independent variable was tested. 

  5.1.3.1 Depression and Race/Ethnicity 

  With regard to depression, about 30% of adolescents experienced depression.  The 

most depressed racial/ethnic group was Hispanics (34.3%).  Their rate of depression was over 

10% higher than Asian adolescents (23.5%).  Depression and race/ethnicity were found to be 

significantly related: Pearson χ
2
 (3, N = 10,998) = 51.75, p = .000. 

  5.1.3.2 Substance Use and Race/Ethnicity 

  The results show that Caucasians use more substances than other races in given items, 

while African Americans had the lowest rate of substance use.  There were significant 

relationships between all items of substance use and race/ethnicity. 

  5.1.3.3 Body Image and Race/Ethnicity 

  Over 60% of participants had a realistic body image.  African Americans had the 

highest proportion of realistic body image (66.7%), while Asians had the lowest rate of realistic 

Table 5.1 – Continued      
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body image (49.9%).  In other words, Asians had the highest unrealistic body image (50.1%) 

among other race/ethnicity groups, with about a 10% gap between Asians and other racial 

groups.  There was a significant correlation between body image and race/ethnicity: Pearson χ
2
 

(3, N = 10,940) = 55.92, p = .000. 

  5.1.3.4 Weight Control Behaviors and Race/Ethnicity 

  The results show that Caucasians had the highest rate of weight control behaviors, 

while African Americans had the lowest proportion of weight control behaviors.  Weight control 

behaviors and race/ethnicity were found to be significantly related. 

Risky Sexual Behaviors and Race/Ethnicity: Among participants, Hispanic had the highest 

proportions of risky sexual behaviors.  On the contrary, Asians had the lowest rates of risky 

sexual behaviors.  All items of risky sexual behaviors and race/ethnicity were found to be 

significantly related. 

Table 5.2 Descriptive Characteristics of the Sample and Study Variables 

 Race/Ethnicity 

Variable Asian 
(n = 428) 

African 
American 

(n = 2,931) 

Caucasian 
(n = 5,775) 

Hispanic 
(n = 2,008) 

χ
2
 or 

F-value 

Depression 98 
(23.5%) 

875 
(30.5%) 

1,528 
(26.6%) 

677 
(34.3%) 

χ
2
 = 51.75*** 

SU 7.02 
(3.28) 

7.18 
(2.55) 

8.90 
(4.06) 

8.16 
(3.03) 

F = 146.41*** 

BI 191 
(50.1%) 

891 
(33.3%) 

2,074 
(38.3%) 

741 
(41.1%) 

χ
2
 = 55.92*** 

WCB 1.16 
(1.04) 

.98 
(1.03) 

1.27 
(1.12) 

1.26 
(1.09) 

F = 46.62*** 

RSB 8.83 
(6.02) 

16.47 
(7.58) 

12.56 
(7.74) 

14.02 
(7.79) 

F = 204.81*** 
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Note.  SU: Substance Use,  BI: Body Image,  WCB: Weight Control Behaviors,   
           RSB: Risky Sexual Behaviors,  *p < .05,  **p < .01,  ***p < .001 

 

5.2 Predictors of Suicidal Behaviors 

5.2.1 Gender and Suicidal Behaviors 

  The findings showed that there were significant gender differences in all items of 

suicidal behaviors: (1) gender and suicidal ideation (SI) - Pearson χ
2
 (1, N = 11,001) = 155.02, p 

= .000; (2) gender and making suicide plan (SP) - Pearson χ
2
 (1, N = 10,961) = 52.29, p = .000; 

(3) gender and suicide attempt (SA) - Pearson χ
2
 (1, N = 9,979) = 70.29, p = .000; (4) gender 

and  suicide attempt resulted in medical treatment (SM) - Pearson χ
2
 (1, N = 9,837) = 4.21, p 

= .040.  

Table 5.3 Gender on Suicidal Behaviors Crosstabulation 

 Gender 

Suicidal Behaviors Female Male Total Population χ
2
 (df) 

SI 1,024 (18.4%) 547 (10.1%) 1,571 (14.3%) 155.02 (1)*** 

SP 737 (13.3%) 483 (8.9%) 1,220 (11.1%) 52.29 (1)*** 

SA 476 (9.3%) 243 (5.0%) 719 (7.2%) 70.29 (1)*** 

SM 114 (2.3%) 81 (1.7%) 195 (2.0%) 4.21 (1)* 

Note.  SI: Suicidal Ideation,  SP: Making Suicide Plan,  SA: Suicide Attempt, 
           SM: Suicide Attempt Resulted in Medical Treatment,  *p < .05,  **p < .01,  ***p < .001 
 

5.2.2 Race/Ethnicity and Suicidal Behaviors 

  The results of the study indicated that the rates of suicide in Hispanics were higher than 

other race/ethnicity groups.  However, no significant gaps were found among races/ethnicities 

except the item ―Suicide Attempt.‖ Each correlation between race/ethnicity and suicidal 

behaviors was founded as follows: (1) There was not a significant correlation between 
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race/ethnicity and SI: Pearson χ
2
 (3, N = 11,009) = 6.17, p = .104; (2) There was not a 

significant correlation between race/ethnicity and SP: Pearson χ
2
 (3, N = 10,969) = 6.24, p 

= .100; (3) There was a significant correlation between race/ethnicity and SA: Pearson χ
2
 (3, N 

= 9,984) = 46.62, p = .000; (4) There was not a significant correlation between race/ethnicity 

and SM: Pearson χ
2
 (3, N = 9,842) = 4.45, p = .217. 

Table 5.4 Race/Ethnicity on Suicidal Behaviors Crosstabulation 

 Race/Ethnicity 

Suicidal 
Behaviors 

Asian African 
American 

Caucasian Hispanic Total 
Population 

χ
2
 (df) 

SI 53 
(12.7%) 

380 
(13.2%) 

834 
(14.5%) 

305 
(15.5%) 

1,572 
(14.3%) 

6.17 
(3) 

SP 48 
(11.5%) 

286 
(10.0%) 

647 
(11.3%) 

239 
(12.2%) 

1,220 
(11.1%) 

6.24 
(3) 

SA 21 
(5.5%) 

190 
(7.9%) 

325 (5.9%) 183 
(10.6%) 

719 (7.2%) 46.62 
(3)*** 

SM 8  (2.1%) 55 (2.3%) 93   (1.7%) 39 
(2.3%) 

195 (2.0%) 4.45 
(3) 

Note.  SI: Suicidal Ideation,  SP: Making Suicide Plan,  SA: Suicide Attempt, 
           SM: Suicide Attempt Resulted in Medical Treatment,  *p < .05,  **p < .01,  ***p < .001 
 

5.2.3 Grade and Suicidal Behaviors 

  Each correlation between grade and suicidal behaviors was founded as follows: (1) 

There was not a significant correlation between grade and SI: Pearson χ
2
 (3, N = 10,994) = 5.41, 

p = .144; (2) There was not a significant correlation between grade and SP: Pearson χ
2
 (3, N = 

10,954) = 7.37, p = .061; (3) There was a significant correlation between grade and SA: 
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Pearson χ
2
 (3, N = 9,972) = 19.48, p = .000; (4) There was not a significant correlation between 

grade and SM: Pearson χ
2
 (3, N = 9,832) = 3.78, p = .286. 

Table 5.5 Grade on Suicidal Behaviors Crosstabulation 

 Grade 

Suicidal 
Behaviors 

9
th
 10

th
 11

th
 12

 th
 Total 

Population 
χ

2
 (df) 

SI 396 
(14.9%) 

414 
(15.3%) 

373 
(13.5%) 

387 
(13.5%) 

1,570 
(14.3%) 

5.41 
(3) 

SP 292 
(11.0%) 

339 
(12.5%) 

284 
(10.4%) 

303 
(10.7%) 

1,218 
(11.1%) 

7.37 
(3) 

SA 196 
(8.2%) 

210 
(8.5%) 

156 (6.2%) 156 
(6.0%) 

718 (7.2%) 19.48 
(3)*** 

SM 55 
(2.3%) 

53 (2.2%) 42 
(1.7%) 

45 
(1.8%) 

195 (2.0%) 3.78 
(3) 

Note.  SI: Suicidal Ideation,  SP: Making Suicide Plan,  SA: Suicide Attempt, 
           SM: Suicide Attempt Resulted in Medical Treatment,  *p < .05,  **p < .01,  ***p < .001 
 

5.2.4 Depression and Suicidal Behaviors 

  The findings indicated that depressed respondents had a distinct tendency to more 

participate in suicidal behaviors than the respondents who answered they were not depressed.  

Each correlation between depression and suicidal behaviors was founded as follows: (1) There 

was a significant correlation between depression and SI: Pearson χ
2
 (1, N = 10,970) = 1588.58, 

p = .000; (2) There was a significant correlation between depression and SP: Pearson χ
2
 (1, N = 

10,930) = 1164.36, p = .000; (3) There was a significant correlation between depression and 



３６ 

 

SA: Pearson χ
2
 (1, N = 9,949) = 801.71, p = .000; (4) There was a significant correlation 

between depression and SM: Pearson χ
2
 (1, N = 9,812) = 288.65, p = .000. 

Table 5.6 Depression on Suicidal Behaviors Crosstabulation 

 Depression 

Suicidal Behaviors No Yes Total Population χ
2
 (df) 

SI 450 
(5.8%) 

1,112 
(35.1%) 

1,562 
(14.2%) 

1,588.58 (1)*** 

SP 356 
(4.6%) 

856 
(27.2%) 

1,212 
(11.1%) 

1,164.36 
(1)*** 

SA 178 
(2.5%) 

536 
(18.7%) 

714 
(7.2%) 

801.71 
(1)*** 

SM 32 
(.5%) 

162 
(5.7%) 

194 
(2.0%) 

288.65 
(1)*** 

Note.  SI: Suicidal Ideation,  SP: Making Suicide Plan,  SA: Suicide Attempt, 
           SM: Suicide Attempt Resulted in Medical Treatment,  *p < .05,  **p < .01,  ***p < .001 
 

5.2.5 Body Image and Suicidal Behaviors 

  The results of this study showed that the students who had unrealistic body image had 

a tendency to more participate in suicidal behaviors than the students who had realistic body 

image.  Each correlation between body image and suicidal behaviors was founded as follows: 

(1) There was a significant correlation between body image and SI: Pearson χ
2
 (1, N = 10,161) 

= 60.24, p = .000; (2) There was a significant correlation between body image and SP: Pearson 

χ
2
 (1, N = 10,127) = 50.57, p = .000; (3) There was a significant correlation between body image 

and SA: Pearson χ
2
 (1, N = 9,266) = 30.88, p = .000; (4) There was a significant correlation 

between body image and SM: Pearson χ
2
 (1, N = 9,143) = 6.97, p = .008. 
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Table 5.7 Body Image on Suicidal Behaviors Crosstabulation 

 Body Image 

Suicidal Behaviors Realistic Body 
Image 

Unrealistic 
Body Image 

Total Population χ
2
 (df) 

SI 769 
(12.2%) 

684 
(17.7%) 

1,453 
(14.3%) 

60.24 
(1)*** 

SP 587 
(9.3%) 

532 
(13.9%) 

1,119 
(11.0%) 

50.57 
(1)*** 

SA 332 
(5.8%) 

313 
(8.8%) 

645 
(7.0%) 

30.88 
(1)*** 

SM 90 
(1.6%) 

83 
(2.4%) 

173 
(1.9%) 

6.97 
(1)** 

Note.  SI: Suicidal Ideation,  SP: Making Suicide Plan,  SA: Suicide Attempt, 
           SM: Suicide Attempt Resulted in Medical Treatment,  *p < .05,  **p < .01,  ***p < .001 
 

5.2.6 Substance Use / Weight Control Behaviors / Risky Sexual Behaviors and Suicidal 
Behaviors 
 
  Simple correlation was conducted for examining the relationship between the 

continuous variables (substance use, weight control behaviors, and risky sexual behaviors) and 

suicidal behaviors.  There was a significant correlation between substance use and suicidal 

behaviors: Pearson χ
2
 = 0.24, p < .01.  Also, weight control behaviors (Pearson χ

2
 = 0.19, p 

< .01) and risky sexual behaviors (Pearson χ
2
 = 0.15, p < .01) showed significant correlation 

with suicidal behaviors.  All possible Pearson correlations for those variables were presented in 

Table 5.8. 

Table 5.8 Correlations for the Variables of SU, WCB, RSB, and SB 

Variable 1 2 3 4 

1. SB 1.00    

2. SU .244** 1.00   

3. WCB .194** .144** 1.00  

Table 5.7 – Continued 
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4. RSB .154** .412** .001 1.00 

Note.  SB: Suicidal Behaviors,  SU: Substance Use,  WCB: Weight Control Behaviors,   
           RSB: Risky Sexual Behaviors,  *p < .05,  **p < .01,  ***p < .001 
 

5.2.7 Independent Variables and Suicidal Behaviors 

  A linear regression was conducted to examine the correlation between predictors and 

suicidal behaviors.  For the possible predictors, depression, substance use, body image, weight 

control behaviors, risky sexual behaviors, and demographic variables were used.  The entire 

model predicted 20.6% of the variance in suicidal behaviors, and the overall relationship was 

statistically significant (F= 250.65, p < .001).  Depression (β = 0.61, t = 30.93, p < .001), 

substance use (β = 0.04, t = 13.50, p < .001), body image (β = 0.07, t = 4.05, p < .001), weight 

control behavior (β = 0.07, t = 8.45, p < .001), and risky sexual behaviors (β = 0.01, t = 5.30, p 

< .001) were significant predictors and positively correlated with suicidal behaviors.  On the 

contrary, race/ethnicity (β = 0.00, t = 0.06, p > .05) was not a significant predictor of suicidal 

behaviors.  (See Table 5.9) 

Gender was a significant predictor and negatively correlated with suicidal behaviors.  (β 

= -0.05, t = -4.60, p < .001).  That means females‘ suicidal behaviors were clearly higher than 

those of males.  Regarding grade-level, the findings showed that grade (β = -0.06, t = -6.00, p 

< .001) was a significant predictor and negatively correlated with suicidal behaviors.  However, 

the correlation between grade and suicidal behaviors lacked consistency.  Therefore, it may be 

hard to report a negative correlation between those two variables.  Although the direction of 

correlation was unclear, the results of the study proved that there was a significant grade 

difference.  For this reason, additional research was examined to identify the correlation 

between grade-level and the study variables.  The results of additional research showed that 

depression, substance use, and weight control behaviors were significant predictors of suicidal 

behaviors in all grade-levels (9
th
 to 12

th)
.  Risky sexual behaviors decreased as the participants 

aged.  (See Table 5.10) 

Table 5.8 – Continued      
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Table 5.9 Multiple Regression Model Predicting Suicidal Behaviors 

Variables B SE β p 

Demographic (3)     

Gender -.082 .018 -.049 .000 

Race/Ethnicity .001 .008 .001 .949 

Grade -.048 .008 -.064 .000 

Depression .611 .020 .329 .000 

SU .036 .003 .158 .000 

BI .071 .018 .042 .000 

WCB .070 .008 .091 .000 

RSB .007 .001 .063 .000 

Note.  SU: Substance Use,  BI: Body Image,  WCB: Weight Control Behaviors,   
           RSB: Risky Sexual Behaviors 
 

Table 5.10 Multiple Regression Model Predicting Suicidal Behaviors in Grade 9
th
 to 12

th
 

  Suicidal Behaviors (Grade 9
th
 to 12

th)
 

Variable  9
th
 10

th
 11

th
 12th 

Gender 
 

B -.107 -.100 -.029 -.095 
SE .037 .039 .034 .033 
β -.063 -.055 -.019 -.061 
p .004 .011 .380 .004 

Race 
 

B .000 .011 -.005 .003 
SE .017 .018 .015 .015 
β .001 .013 -.007 .004 
p .989 .529 .743 .836 

Depression 
 

B .605 .699 .587 .544 
SE .042 .044 .037 .036 
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β .319 .343 .333 .316 
p .000 .000 .000 .000 

SU 
 

B .047 .036 .032 .030 
SE .006 .006 .005 .005 
β .188 .141 .144 .146 
p .000 .000 .000 .000 

BI 
 

B .090 .072 .099 .032 
SE .037 .039 .033 .033 
β .052 .038 .062 .020 
p .015 .063 .002 .330 

WCB 
 

B .086 .098 .067 .032 
SE .018 .018 .015 .015 
β .109 .114 .091 .046 
p .000 .000 .000 .033 

RSB 
 

B .010 .012 .004 .003 
SE .003 .003 .002 .002 
β .074 .096 .041 .035 
p .002 .000 .064 .112 

 Note.  SU: Substance Use,  BI: Body Image,  WCB: Weight Control Behaviors,   
           RSB: Risky Sexual Behaviors 
 

5.3 Hypothesis Testing 

  Hypothesis 1: Higher depression is significantly correlated with higher suicidal 

behaviors. 

  Result: Higher depression is significantly and positively associated with higher suicidal 

behaviors (β = 0.33, t = 30.93, p < .001). 

  Hypothesis 2: Higher substance use is significantly correlated with higher suicidal 

behaviors. 

  Result: Higher substance use is significantly and positively associated with higher 

suicidal behaviors (β = 0.16, t = 13.50, p < .001). 

  Hypothesis 3: Unrealistic body image is significantly correlated with suicidal behaviors. 

  Result: Unrealistic body image is significantly and positively associated with higher 

suicidal behaviors (β = 0.04, t = 4.05, p < .001). 

Table 5.10 – Continued       
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  Hypothesis 4: More weight control behaviors are significantly correlated with suicidal 

behaviors. 

  Result: More weight control behaviors are significantly and positively associated with 

higher suicidal behaviors (β = 0.09, t = 8.45, p < .001). 

  Hypothesis 5: More risky sexual behaviors are significantly correlated with suicidal 

behaviors. 

  Result: More risky sexual behaviors are significantly and positively associated with 

higher suicidal behaviors (β = 0.06, t = 5.30, p < .001). 

  Hypothesis 6: More women than men are significantly correlated with suicidal behaviors. 

  Result: More women than men are significantly and negatively associated with higher 

suicidal behaviors (β = -0.05, t = -4.60, p < .001). 

  Hypothesis 7: Race/ethnicity is significantly correlated with suicidal behaviors. 

  Result: Race/ethnicity is not significantly associated with suicidal behaviors (β = 0.00, t 

= 0.06, p > .05). 

  Hypothesis 8: Upper grade is significantly correlated with higher suicidal behaviors. 

  Result: Upper grade is significantly and negatively associated with higher suicidal 

behaviors (β = -0.06, t = -6.00, p < .001). 
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CHAPTER 6 

DISCUSSION 

  The results of the current study- presented in Chapter 5- are the basis for the purpose 

of this chapter: To discuss the findings with regard to the (1) fundamental theoretical framework 

and previous empirical findings, (2) strengths and limitations of study, and (3) implications for 

social work practice and future research. 

  First, the major findings, reported in Chapter 5, are discussed to enhance the 

comprehensive understanding of suicidal behaviors of adolescents in the U.S.  Second, 

methodological limitations are discussed to clarify the generalizability or boundary condition of 

the findings.  Also, the strengths of the study are addressed to suggest the logical further areas 

of study regarding suicidal behaviors in adolescents.  Third, implication for social work practice 

and future research are discussed.  Finally, a brief summary and final conclusions are given. 

6.1 Major Findings 

  The goal of this research is to attain a better understanding of what predictors are 

significantly correlated with adolescents‘ suicidal behaviors.  The results of the current study 

concluded that gender, grade, depression, substance use, body image, weight control 

behaviors, and risky sexual behaviors are considered meaningful predictors of adolescents‘ 

suicidal behaviors. 

  According to previous studies, there is no agreement about differences in suicidal 

behaviors among specific ages in adolescence.  Some researchers reported that suicide rates 

increase during each year of adolescence and peak at around age 20-24 years (Gould, 

Wallenstein, Kleinman, O‘Carroll, & Mercy, 1990; Shaffer & Fisher, 1981).  However, other 

researchers insisted, the suicide rates decrease after 14 years of age (Matsumoto et al., 2008).  

The findings of the preliminary analysis showed that grade-level (β = -0.06, t = -6.00, p < .001) 
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was a significant predictor and negatively correlated with suicidal behaviors.  However, the 

correlation between grade-level and suicidal behaviors lacked consistency (Table 5.5).  For this 

reason, it may be hard to report a negative correlation between those two variables.  One 

possible explanation for this result is that missing data or the low validity of the measure might 

cause this inconsistent result.  Nevertheless, the findings of this correlation and the additional 

study examining the grade differences in study variables (Table 5.10) provide important insights 

into differences in suicidal behaviors among adolescents in different grade-levels. 

  Regarding to depression, the findings indicate that depression had a positive 

relationship with adolescents‘ suicidal behaviors.  Numerous previous studies have insisted that 

depression is clearly associated with suicide and is one of the leading causes of suicide 

(Brausch, 2008; Kisch, Leino, & Silverman, 2005; Mazza & Reynolds, 1998; Thompson, Mazza, 

Herting, Randell, & Eggert, 2005).  The result of the current study is consistent with prior studies 

reporting the significant correlation between depression and suicidal behaviors.  This result is 

also supported by Beck‘s cognitive theory of depression.  According to Beck (2002), negative 

thought contributes to an individual‘s depression, and the depression may make people believe 

that suicide is the only option to decrease or end the pain that has become unremitting (Slaby & 

Garfinkel, 1996).  Adolescents may have many stressful situations including their studies, 

relationships, and physical changes.  These may cause negative thoughts that are related to 

depression and suicide.  According to the study results, female participants are more likely to be 

depressed (35.7%) than male participants (22.0%).  As already reported, depression and 

gender are each significantly correlated with suicide.  Based on these findings, it was proven 

that depression, gender, and suicide are significantly correlated one another. 

  Another major finding of this study is that substance use had a positive relationship with 

adolescents‘ suicidal behaviors.  This finding is consistent with numerous previous studies that 

reported a significant correlation between substance use and suicide in adolescents (Caine, 

1978; Conason, Oquendo, & Sher, 2005a & 2005 b; McKenry, Tishler, & Kelly, 1983; 
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Mehlenbeck, Spirito, Barnett, & Overholser, 2003).  This finding is explained by the gateway 

theory of substance use.  Adolescents who use substances, such as alcohol or cigarettes, open 

the gateway to use more severe substances and illegal drugs.  Finally, they are placed at more 

serious risk for suicidal behaviors.  The findings of this study indicated that male adolescents 

use more substances than female adolescents.  Regarding race/ethnicity, Caucasian 

participants tend to use more substances than other races/ethnicities.  Conversely, Asian 

participants showed the lowest rate of substance use.  Asian participants‘ low rate of substance 

abuse is consistent with their rate of suicidal ideation and attempt, which was also the lowest in 

the study.  Shaffer et al. (1996) provided a possible explanation for this phenomenon: 

substance use may affect emotional and cognitive function in a negative way that may increase 

the inclination for suicidal behaviors.  Therefore, Asians‘ lower rate of substance use may lead 

to less negative effects on their emotional and cognitive function, resulting in a lower suicide 

rate. 

  The correlation between suicidal behaviors and body image and between suicidal 

behaviors and weight control behaviors are two of the major findings of this study.  Previous 

studies have proven that suicidal adolescents have more negative attitudes and feelings about 

their bodies than adolescents who are not suicidal (Brausch, 2008; Orbach, Stein, Shani-Sela, 

& Har-Evan, 2001).  Regarding weight control behaviors, earlier studies pointed out that high 

rates of suicidal behaviors are associated with extreme weight control behaviors, including 

taking diet pills, making oneself vomit, using laxatives, and using diuretics (Crow, Eisenberg, 

Story, & Neumark-Sztainer, 2008; Neumark-Sztainer, Story, Dixon, & Murray, 1998).  The 

findings of the current study are consistent with prior studies reporting that negative body image 

and weight control behaviors are significantly correlated with suicidal behaviors.  Regarding 

body image, previous studies have reported that unrealistic body image (negative body image) 

is correlated with suicidal behaviors.  More specifically, the results of this study showed that, 

among the participants who had an unrealistic body image, those who perceived their body 
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weight as heavier than their actual weight had more possibility of engaging in suicidal behaviors 

than the students who perceived their body weight as lighter than their actual weight.  Forman 

(2002), Fox (1997), and Marshall (2006) provided one possible explanation of this phenomenon: 

adolescents have sensitivity to their appearance and mass media has made an ideal standard 

of beauty in which ―thinner is better.‖ Thus, adolescents who cannot reach the ideal standard of 

beauty have a higher probability of committing suicidal behaviors. 

  This study also reported that risky sexual behaviors are correlated with adolescents‘ 

suicidal behaviors.  Previous studies indicated that those who have a history of sexual abuse as 

a child including rape and sexual coercion are more likely to attempt suicide compared to those 

who have no such history (Dube et al., 2005; Joiner et al., 2007; Johnson, 1996; Segal, 2009; 

Spokas, Wenzel, Stirman, Brown, & Beck, 2009).  The results of the current study were 

consistent with prior studies reporting a correlation between forced sex and suicidal behaviors.  

Furthermore, the current study also included the following items as risky sexual behaviors: age 

at first sexual intercourse; multiple sexual partners; substance use before sexual intercourse; 

and methods to prevent pregnancy.  As a result, the correlations between those items and 

suicidal behaviors were significant.  Thus, this study expanded the current knowledge about the 

relationship between risky sexual behaviors and suicidal behaviors and suggested a stronger 

model. 

6.2 Strengths and Limitations 

  This study has strengths that set this research apart from other studies and limitations 

that need to be improved.  The strengths of this study include a nationwide research, the large 

sample size, and an attempt to include a minority group (Asians) as a target population and 

compare them to majorities.  The target population in past studies that investigate suicidal 

behaviors in adolescents has been selected from small range of regions.  However, in this study, 

all regular public, Catholic, and other private school students in grades 9 through 12, in the 50 

states and the District of Columbia were included in the sampling frame.  The current study also 
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had a large sample size.  The study participants were 11,142 adolescents who were chosen 

from one hundred and ninety-five schools nationwide.  The nationwide sampling and large 

sample size improved the stability of the parameter estimates.  The researchers in previous 

studies tended to choose Caucasians, African Americans, or Hispanics as a target population 

and excluded other minorities in general.  This study included Asians to compare with other 

races.  By including more minorities who have been excluded from previous studies, the 

potential generalizability of the findings is increased. 

  To clarify the generalizability or boundary condition of the findings, it is needed to 

discuss the methodological limitations.  This study has three limitations.  First, all data was self-

reported so that there was a possibility for participants to under-report or over-report their 

behaviors in the questionnaire.  Although this study assumed that each participant answered 

the questionnaire correctly and honestly, participants were reluctant to answer some questions.  

The under-reported or over-reported answers may reduce reliability of results.  Second, this 

research used school-based survey data that was gathered from only the adolescents who 

attend school.  Therefore, target populations are not representative of all adolescents in this age 

group.  Third, all independent variables were included into the model as the same level, so no 

clues of the hierarchical relationships among predictors on suicidal behaviors can be identified.  

Possibly tobacco use and body image may function as mediation variables between some 

independent variables (i.e., depression, substance use, weight control behaviors, and risk 

sexual behaviors) and suicidal behaviors.  Further comprehensive study of these areas is 

needed. 

6.3 Implications for Social Work Practice 

  This research suggests more effective ways of working with the adolescents who are at 

risk of suicide or have potential to commit suicide.  First, it is necessary to understand the 

unique characteristics of adolescents‘ physical, mental, and socio-psychological features.  

Adolescence is a period characterized by great physical, emotional, and social change.  By 
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understanding adolescents‘ unique features that may be related to suicidal risks, social workers 

could work proactively to prevent suicide and make more effective interventions. 

  Social workers who work for adolescents also need to have substantial information and 

knowledge about adolescent suicide and its predictors.  As examined in this research, 

depression, substance use, body image, weight control behaviors, and risky sexual behaviors 

are significant predictors of adolescent suicide.  Having these comprehensive understandings 

will create a foundation from which to broaden social workers‘ perspectives and coping skills to 

deal with adolescents‘ suicidal issues. 

With this knowledge about adolescents‘ suicide and its predictors, social workers need 

to attempt to educate adolescents, as well as stakeholders responsible for the care of 

adolescents, about suicide, in the hopes of prevention.  As another way to reduce or prevent 

suicide among adolescents, support systems, such as a counseling services and a peer support 

groups, may work as a valuable resource for adolescents who do not have adaptive coping 

skills to deal with suicidal behaviors.  Based on this study‘s finding of differences in suicidal 

behaviors among different adolescent grade–levels, it is also necessary to establish suicide 

prevention curriculums, trainings, or workshops that are suitable for each grade-level of 

students. 

  Finally, in order to work more effectively with adolescents at risk of suicide, social 

workers need to focus their efforts on establishing and changing social policies in a way that 

supports suicide prevention for adolescents.  It is one of the duties of social workers to make 

efforts to change policies that may affect their clients‘ lives in negative ways. 

6.4 Implications for Future Research 

  Based on the findings of this study, further investigation is needed for more 

comprehensive studies on adolescents‘ suicidal behaviors.  First, it is necessary to include more 

diverse races and ethnicities as target populations.  Although this study was an attempt to 

include a minority group (Asians) as one of the research targets, there are still many minorities 



４８ 

 

who are excluded from research due to their smaller population.  For findings to be 

generalizable, studies must include minorities as a target. 

  Second, this study did not focus more on gender differences of suicidal behaviors.  

However, there are significant gender differences in suicidal issues among adolescents.  Thus, 

it is strongly recommended that future research focus on gender differences to make more 

specific strategies and interventions for male and female adolescents respectively. 

Third, future studies examining grade-level-related differences in suicide issues among 

adolescents are still needed.  Even though this study proved that there are differences in 

suicidal behaviors among different grade-levels, the results of this study could not verify how the 

differences affect suicidal behaviors in detail.  For a comprehensive understanding of suicide 

among adolescents, further study needs to focus more on grade differences in suicidal 

behaviors. 

  Lastly, although this study was a nationwide research and had a large sample size, it 

was planned as a cross-sectional study.  To obtain broader and more comprehensive findings 

on adolescents‘ suicide, future studies need to follow a longitudinal design.  

6.5 Conclusion 

  This study aimed to attain a better understanding of what physical and psycho-social 

factors put adolescents at risk for suicidal behavior.  The findings of this study indicate that 

there are several predictors of suicide: depression, substance use, body image, weight control 

behaviors, and risky sexual behaviors.  These are all significantly correlated with adolescents‘ 

suicidal behaviors.  Also, the relationships between race/ethnicity and each predictor of 

adolescents‘ suicidal behaviors were examined, and the results showed that there are 

significant correlations between them.  Although this study presented limited insight into the 

variables affecting adolescents‘ suicide, the results of this study provide direction for further 

examination.  Especially, further research that focuses on gender differences in this same topic 
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is needed to obtain more detailed knowledge and make more specified interventions for male 

and female adolescents. 

  The findings of this study may be the empirical basis for social workers to create more 

effective and appropriate intervention strategies to work with the adolescents at risk for suicide.  

Furthermore, the findings of the current study may be a valuable resource in planning suicide 

prevention programs and establishing or revising social policies for the target population. 
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