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Abstract: The Personal Suicide Stigma Questionnaire (PSSQ) is a new scale assessing the experience of stigma in those who have been
suicidal. This study examined the construct validity of the scale using a sample of participants from the general community who reported being
suicidal at some point in their lives (N = 3,947). The Distress Questionnaire – 5 and the Suicidal Ideation Attributes Scale were used to assess
the severity of distress and suicidality. Confirmatory factor analysis (CFA) showed a three-factor model (Rejection, Minimization, Self-Blame)
with one general Personal Stigma factor influencing the three first-order factors, which best fit the data. Scalar invariance was reached for
both age and gender. The same factor structure was maintained when the format of the scale was altered for a subsample to provide a “not
applicable” option for each item. PSSQ total score remained a significant predictor of distress after suicidality and demographic variables were
accounted for. The PSSQ and its subscales can be used for the assessment of personal suicide stigma.
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The stigma attached to suicide is a major barrier to suicide
prevention (IASP, 2013). It creates help-avoidance due
to shame, fear of negative attitudes, and discrimination
(Skruibis et al., 2015), which translates into missed opportunities for prevention. Recent studies suggest that the stigma
attached to suicidality differs from mental illness stigma,
with lower belief in recovery prominent for those who
attempt suicide compared to those with a mental illness
(Sheehan et al., 2017). Therefore, suicide stigma requires
separate understanding and prevention efforts but has been
comparatively understudied.
As defined by Link and Phelan (2001), “stigma exists
when elements of labeling, stereotyping, separation, status
loss, and discrimination occur together in a power situation
that allows them” (p. 377). The public level of stigma represents attitudes, beliefs, and behaviors present in the community (Corrigan et al., 2005). The term personal stigma
describes stigma from the perspective of the person experiencing it and has three different aspects: (a) perceived
stigma, the individual’s beliefs about public attitudes to
suicidality; (b) experienced stigma, the individual’s experiences of actual discrimination and prejudice; and (c) selfstigma, the person’s own internalization of public stigma
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(Brohan et al., 2010). Several instruments assessing the
public level of suicide stigma are available, including
the Stigma of Suicide Attempt Scale (Scocco et al., 2012),
the Stigma of Suicide Scale (Batterham et al., 2013), and
Suicide Stigma Assessment Scale (SSAS; Corrigan et al.,
2017). These scales can be used to assess one aspect of perceived stigma among those who are suicidal, namely, their
beliefs about the opinions the public hold about suicidal
individuals in general. However, these scales do not capture
their beliefs about the opinions the public holds about them
as individuals (LeBel, 2008), nor the opinions they hold
about themselves (self-stigma), which are both components
of personal stigma (Brohan et al., 2010). The effects of
public stigma on the stigmatized individual are not direct,
but through personal stigma, also identified as felt stigma
and self-stigma by some researchers (Corrigan et al.,
2006; Livingston & Boyd, 2010). This level of stigma
has been related to detrimental outcomes, such as lower
quality of life, hope, and self-efficacy (Livingston & Boyd,
2010). Therefore, the Personal Suicide Stigma Questionnaire (PSSQ) was developed to assess personal suicide
stigma among those who have been suicidal themselves
(Rimkeviciene et al., 2019).
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The items of the PSSQ were based on qualitative
research with those who have experienced suicidal
thoughts and attempts (Rimkeviciene et al., 2015) and thus
one of its strengths is that the scale is grounded in lived
experience. Initial findings on the validity of the scale
(Rimkeviciene et al., 2019) indicated that PSSQ scores were
related to a measure of mental illness stigma (r = .44).
Furthermore, compared to the mental illness stigma, PSSQ
scores related more strongly to suicidal behavior and ideation (r = .68 vs. r = .3 for mental illness stigma), with the
difference in correlation statistically significant. This
pattern implies that the construct underlying the PSSQ
score is similar to the stigma of mental illness but is more
specific to suicidal behavior. Questions remained, however,
about construct validity in view of the high correlation with
suicidal behavior that could imply that the PSSQ score is
simply another measure of severity of such behavior. There
were also questions about the validity of the subscales
comprising the PSSQ.
The initial study (N = 244), using exploratory factor
analysis (EFA), (Rimkeviciene et al., 2019) indicated that
the 16-item scale has three correlated factors: Rejection,
Minimization, and Self-Blame. Rejection and Minimization
factors each capture a mixture of perceived and experienced stigma, while the items in the Self-Blame factor seem
to specifically capture self-stigma as defined by Brohan and
colleagues (2010). Replication using confirmatory factor
analysis (CFA) with a larger sample would provide stronger
evidence for this structure (Tabachnick & Fidell, 2013).
A characteristic of a psychological test that has received
increasing attention over the last few decades is measurement invariance (MI; Putnick & Bornstein, 2016;
Vandenberg & Lance, 2000). The essential idea of MI is
that the meaning of a score on a test should not vary across
groups for which there is no reason to expect a difference
(e.g., between men and women on an ability test). Comparing mean scores for groups or interpreting correlations
between scores on the test and other variables implies that
the latent variable underlying test score is invariant across
groups. CFA can be used to check this, typically in three
ordered steps, which first compare the factor model
(number of factors and pattern of item loadings on factors)
across groups (configural invariance), then the equivalence
of factor loadings (metric invariance), and finally the
equivalence of intercepts or thresholds (scalar invariance).
Change in fit is examined at each step and invariance is
indicated if the change is within specified limits, depending
on the fit index employed. The sample in the initial
evaluation of the PSSQ was predominantly female (83%;
Rimkeviciene et al., 2019), and it is important, therefore,
to examine whether the test is measuring the same
construct for females and males. We were also able,
given the sample available to us, to test invariance across
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age by splitting at the median age into younger and older
groups.
Some respondents in the initial study reported difficulty
with items that implied that their suicidality was known
to others. Participants, who had not disclosed this experience, were not sure how to respond. One option is to
provide a “not applicable” (NA) response for each item.
The effect of providing this option on the factor structure
and PSSQ score calculations is an empirical matter that
we sought to examine in this study, using a subsample for
whom the original format of the scale was altered.
A further issue concerns the relation between PSSQ score
and severity of distress and suicidality. In the initial study,
PSSQ scores were higher for those who attempted suicide
compared to those with suicide ideation and related to
higher scores on a brief measure of severity of lifetime
suicide attempts and ideation (Rimkeviciene et al., 2019).
It is possible that the PSSQ score reflects the severity of
suicidality (both in terms of severity of ideation and behavior) rather than the level of stigma (Rimkeviciene et al.,
2019). To examine this possibility, we assessed the relationship of PSSQ score and severity of suicidal ideation and
behavior to a third variable, distress. Both higher suicidal
ideation and higher levels of stigma are known to relate
to higher distress (Scocco et al., 2016). If PSSQ is a measure
of personal suicide stigma rather than simply another indicator of suicidality, the PSSQ score should explain a proportion of variance in the level of distress when the severity of
suicidal ideation and behavior is controlled. We explored
this option both for the highest level of suicidality (behavior
and ideation) experienced in life and for past-month
suicidal ideation.

Method
Participants and Design
The present study used a subsample of participants recruited
from the general community to an online survey as part of
LifeSpan, an Australian multilevel suicide prevention trial
implemented in four New South Wales (NSW) regions and
the Australian Capital Territory (ACT). The sampling
included both urban and regional areas. Participants were
recruited online via paid Facebook advertisements that
allowed interested people to click through to a landing page,
provide informed consent, and complete the online survey.
Advertisements were displayed to all users aged 18 and over
residing in a LifeSpan trial region or a corresponding control
region. Participants were not compensated for participating
in the study. For the present subsample, participants were
recruited between 2018 and 2019 and had reported a lifetime history of suicidal thoughts or behavior; item 1 from
Ó 2021 Hogrefe Publishing
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Suicide Behaviors Questionnaire – Revised (SBQ-R; Osman
et al., 2001) was used for this screening.
The final sample comprised 3,947 participants, with an
age range from 18 to 83 years. For 287 participants (7.3%)
data were missing for some PSSQ items, mental illness
stigma or suicidality and therefore the N in the different
analyses are noted with the results. No data imputation
was used. Compared to NSW and ACT general population
data from the 2016 Australian census (Australian Bureau
of Statistics, 2017), the median age of our sample (Mdn =
42; M = 41.92, SD = 13.94) was slightly higher compared to
the median age of the population (Mdn = 38). Our sample
had a higher proportion of females (62%; n = 2,449) assigned
female at birth (18 did not wish to disclose this information),
a slightly lower proportion of married (37.9%) and employed
(44.4%) people, although approximately equal proportions
of people in de facto relationships (15.7%) and those in
part-time work (24.6%) compared to the general population.
Similar to ACT and NSW general population estimates,
almost 4% (154, 3.9%) of participants identified as Aborigine
and Torres Strait Islander. We report all data exclusions,
manipulations, and measures in the study.
A total of 2,320 participants were administered the PSSQ
in its original form, that is, no NA category. Of these, 65.9%
(n = 1,522) were assigned female at birth [n = 9 (0.4%) did
not wish to disclose this information]. Their age range was
18–82 years, mean age of 40.83 (SD = 13.89). One thousand
six hundred twenty-seven participants were administered
the PSSQ with NA as a response option for each item.
Of these, 57.3% (n = 927) were assigned female at birth
[n = 9 (0.6%) did not wish to disclose this information]. Their
age range was 18–83 years, mean age of 43.46 (SD = 13.87).

Measures
The PSSQ (Rimkeviciene et al., 2019) is a 16-item scale.
Each item is rated on a 5-point Likert scale from 1 = never
to 5 = very often, with total scores ranging from 16 to 80;
higher scores indicate higher stigma. The scale is suggested
to have three subscales: Rejection (items 1–4 and 6; e.g.,
“I have been shunned or avoided when others found out
about my suicidal thoughts or behavior”), Minimization
(items 5, 7–9; e.g., “Other people think I am just silly for
thinking about suicide or attempting suicide”), and SelfBlame (items 10–16; e.g., “I blame myself for my suicidal
thoughts or behavior”) (for full scale see Electronic Supplementary Material, ESM 1: PSSQ).
Past-month psychological distress was assessed with the
Distress Questionnaire – 5 (DQ5, Batterham et al., 2016).
Cronbach α of the scale in the present sample was α =
.89. Past-month severity of suicidal ideation was assessed
with the Suicidal Ideation Attributes Scale (SIDAS; van
Spijker et al., 2014), a 5-item scale. Cronbach’s α of the
Ó 2021 Hogrefe Publishing
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scale in the present sample was α = .81. Those without
past-month suicidal thoughts responded only to the first
item in SIDAS and received a score of zero. Large variable
skew (1.297, SE = 0.039) created by a large number of those
scoring zero violated variable normality assumptions
(Tabachnick & Fidell, 2013). To allow the use of parametric
statistical tests, only those with past-month suicidal
thoughts were included in the analysis using this scale
(n = 2,075). Slightly more males than females tended to
have past-month suicidal thoughts (55.7% vs. 51.5%, w2 =
6.42 (df = 1), p < .05), and they were younger (Mage =
39.25, SD = 13.7) compared to those without past-month
suicidal thoughts (Mage = 44.9, SD = 13.6, p < .001). The
mean score for SIDAS was 16.8 (SD = 11.85) in this sample,
with variable skew 0.64 (SE = 0.05) and kurtosis 0.4
(SE = 0.11).
History of suicidal behavior was assessed using the first
item from the Suicide Behaviors Questionnaire – Revised
(SBQ-R; Osman et al., 2001). This item was also used to
screen participants who had experienced suicidal thoughts
or behaviors during their lifetime (“Have you ever thought
about or attempted to kill yourself?”). Those who responded
with “Never” were not presented with the PSSQ and were
excluded from the present study. The responses to the first
SBQ-R item indicate the severity of suicidal behavior history:
Suicidal thoughts (past-year), suicide plan without intent to
die, suicide plan with intent to die, suicide attempt without
intent to die, and suicide attempt with intent to die.

Procedure
Participants completed the questionnaires as part of an
anonymous online survey. The study was approved by the
Hunter New England Human Research Ethics Committee
(ref 16/09/21/4.05) and all participants indicated consent
before completing the survey.

Data Analysis
We analyzed, separately, the PSSQ as originally published
(i.e., with five response options) and the PSSQ as modified
by the addition of the NA option, and then attempted comparison of the construct with the two formats of the test. All
CFAs were conducted using Mplus. The weighted least
square mean and variance adjusted (WLSMV) estimator
was used because item scores were ordered categorical
variables.
Two models were tested for the PSSQ item set as originally published. The first was a three-factor model, where
items 1–4 and 6 forms a Rejection factor, items 5 and 7–9
form a Minimization factor, and items 10–16 form a SelfBlame factor, as found in the previous study (Rimkeviciene
et al., 2019). The second was a higher-order model in which
European Journal of Psychological Assessment (2021)
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a general Personal Stigma factor influences the three
first-order factors, again as found in the previous study.
In testing the models, factors were set as latent variables,
and the items corresponding to those factors were set as
observable indicators. The residuals were set as uncorrelated in all models.
Five indices were used to evaluate model fit: chi-square
2
(w ), the ratio of chi-square to degrees of freedom (w2/df),
root mean square error of approximation (RMSEA), the
comparative fit index (CFI), and the Tucker-Lewis index
(TLI) (Jackson et al., 2009). Model fit is considered acceptable when w2 is not significant, CFI > .95, TLI > .95, RMSEA
< .06 (Hu & Bentler, 1999). The recommended acceptable
level of w2/df varies according to researchers from 1 to 5
(Schumacker & Lomax, 2004). Because the w2 tests are
known to be sensitive to sample size (Brown, 2006), the
other fit indices are generally preferred. Even though these
cut-offs were developed for maximum likelihood estimation, and Xia and Yang (2019) have questioned the applicability with WLSMV estimation, other, more applicable
indices of fit have yet to be developed and therefore the
above-mentioned cut-offs are used. The other commonly
used fit index, standardized root mean square residuals
(SRMR), is not available with WLSMV estimation in Mplus.
Measurement Invariance (MI) for the standard PSSQ was
tested across males and females and across old and young,
with the sample split, in the latter case, into the two groups
at the median age for the total sample (Mdn = 42.0 years).
The model was estimated for males (n = 789) and females
(n = 1,522) separately. Participants who did not wish to
disclose their gender at birth (n = 18) were excluded from
this analysis. MI testing proceeded by first examining the
model in each group to check fit and that the number of
factors and the pattern of item loadings was the same
(structural invariance), and then proceeding to sequential
group comparisons: First, with factor loadings, item thresholds, and item residuals freely estimated (configural invariance); second, with factor loadings equal in the two groups
and item thresholds and item residuals freely estimated
(metric invariance); third, with factor loadings and item
thresholds equal in the two groups, and item residuals
freely estimated (scalar invariance). Comparisons of
models used the w2 difference tests provided in Mplus for
multigroup model comparison and incremental fit indices,
ΔCFI and ΔTLI. Because the large sample size renders
the w2 test overly sensitive, incremental changes in other
fit indices have been recommended. A decrease of less than
ΔCFI  .01 or ΔTLI  .015 is currently used as a criterion
for MI (Putnick & Bornstein, 2016).
For the PSSQ with the NA addition, the fit of the higherorder model was tested comparing two datasets: where the
NA option was available but was not used, and where the
NA option was used. In the case of the latter, endorsement
European Journal of Psychological Assessment (2021)
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of the NA option was treated as missing data. The higherorder solution was compared for the latter group with that
for the original PSSQ to test for invariance across the two
formats of the test. The second type of analysis was
conducted with the dataset for the PSSQ where the NA
option was used. This involved generating dummy
variables, one for each item, indicating whether or not
the NA option had been selected for the item, and then
including these variables in a CFA of item scores. This
included the higher-order model for the items and a single
factor influencing the 16 dummy variables. A correlation
between the higher-order Personal Stigma factor and the
general dummy variable factor was subsequently included
to check whether the use of the NA option was related to
the general Personal Stigma factor.
We examined the reliability of total score and subscale
scores using the SPSS scale procedure. Because the value
of α as a reliability estimate has been questioned (Revelle
& Zinbarg, 2009; Sijtsma, 2009), alternative estimates,
omega and split-half, were calculated using Revelle’s
(2008) psych package running under R. Omega total (ωT)
is similar to α, although with less restrictive assumptions,
in that it estimates the reliability of a multidimensional total
score. Omega hierarchical (ωH), on the other hand, estimates the degree to which scores reflect a single latent variable. Omega is still not widely used and general guidelines
for interpreting it, similar to those for interpreting α, are
not available, although the use of such guidelines has itself
been questioned (Cho & Kim, 2015). Reise et al. (2013) suggested that, as a minimum for ωH, values greater than .50 be
expected, and that values closer to .75 be preferred. Watkins
(2017) re-analyzed the data for the standardized sample for
the Wechsler Adult Intelligence Scale 4th edition (WAIS-IV),
a highly regarded individual test of intelligence, and
reported ωH for the Full-Scale IQ score as .84. Revelle
et al. (2021) reported reliabilities for the Big-Five personality
factors for a sample of 4,000 participants. Cronbach αs for
the scales varied from .84 to .90, whereas ωT varied
between .89 and .93, and ωH varied from .61 to .72. We
expected α values of at least .9 and omega hierarchical of
at least .75.
SPSS 23 was used for the estimation of descriptive statistics and remaining statistical tests. For categorical variables,
group differences were estimated using w2 and column
proportions were compared using the Bonferroni method
to adjust p-values, while for interval variables one-way
analysis of variance (ANOVA) was used. Pearson and
Spearman’s correlations were used to examine the level
of relation between variables, accordingly for interval and
ordinal variables. Comparison of correlation coefficients
was done using the Fisher r-to-z transformation.
Hierarchical regression was used to estimate the extent
to which distress levels are related to PSSQ scores when
Ó 2021 Hogrefe Publishing
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other variables are accounted for. DQ5 scores were entered
as a dependent variable. In the first model age and gender
was added in the first step, the history of suicidality in the
second, total PSSQ score in the third step. In the second
model, the first and third steps were the same, but pastweek suicidal ideation was added in addition to the history
of suicidality in the second step. In the third model, the
first two steps were the same as the second model, but the
scores of the three subscales (Minimization, Rejection, and
Self-Blame) were entered in the third step instead of the
total PSSQ score. In all models, only those with full data
(no missing values) are included in the analysis. In the
estimation of the second model, only those with pastmonth csuicidal ideation are included to avoid violating data
normality assumptions, as described in the Measures section. All SPSS and MPplus syntax and output files are included in the ESM 2–5.

Results
Univariate normality was examined for the self-report
measures. A ratio of the skewness and kurtosis statistics
to their standard errors of greater than 3 was taken as the
index of departure from normality. On this criterion, SIDAS
showed both positive skew and negative kurtosis and DQ5
showed negative skew. The PSSQ items, with the exception
of item 13, showed positive skew, and, with the exception of
item 4, showed negative kurtosis. No transformations were
applied.

Factor Structure
A total of 2,320 participants were administered the PSSQ in
its original form, that is, no NA category provided in the
response options for each item. With this subsample, the
first model fitted to the item data was the three-factor solution, with item patterns as found in the previous study. The
result was a good fit by two of the criteria (CFI = .989; TLI =
.986), but did not meet the criterion (< .06) in the case of a
third (RMSEA = .072, 90% CI [.069, .076]). The w2-test
was also statistically significant (w2 = 1,327.602, df = 101,
p < .001; w2/df = 13.14), suggesting poor fit, but as noted
above this was expected given sample size. The three factors were highly correlated (range: .714–.843) and hence a
higher-order solution was fit, with a general factor influencing the three first-order factors. This did not change the
goodness of fit statistics (Brown, 2006). The standardized
model is shown in Figure 1.
MI tests were conducted using the second-order model.
Fit statistics are shown in Table 1. Scalar invariance was
achieved for both sex and age.
Ó 2021 Hogrefe Publishing

Figure 1. CFA results. The standardized higher-order model fit the
dataset. PSSQ = Personal Suicide Stigma Questionnaire; all standardized coefficients significant at p < .01 level, those marked with *
at p < .05 level.

Compared to males, females tended to have higher
Rejection scores [9.29, SD = 4.97 vs. 10.36, SD = 5.56,
F(1, 2,187) = 19.64, p < .001] and Minimization scores
[9.26, SD = 4.71 vs. 10.46, SD = 5.04, F(1, 2,194) = 29.34,
p < .001], but similar Self-Blame scores [18.03, SD = 8.2
vs. 18.22, SD = 8.58, F(1, 2,199) = 0.65, p = .422]. The total
PSSQ score was lower for males compared to females
[36.66, SD = 15.64, F(1, 2,131) = 11.34, p < .001]. The relationship between total PSSQ score and age was inverse,
indicating younger participants reported higher stigma
(r = .25, p < .001). The correlation with age was highest
for the Self-Blame factor (r = .27, p < .001). For the other
two factors the correlations with age were lower at a
statistically significant level: between age and Rejection
factor [r = .2, p < .001, compared to Self-Blame and
age, z = 2.52, p < .05 (two-tailed)]; between age and
Minimization factor [r = .17, p < .001; compared to SelfBlame and age, z = 3.58 p < .01 (two-tailed)].
Cronbach α was estimated to be .96 for the total score,
and for the Rejection, Minimisation, and Self-Blame
subscales to be .94, .93, and .94, respectively. The general
factor saturation, or ωH (i.e., the proportion of test variance
due to a general factor), was .82 for the total score on the
PSSQ and .53, .70, and .76 for the Rejection, Minimisation,
and Self-Blame subscales, respectively. The proportion of
test variance due to all common factors, or ωT, was .97
European Journal of Psychological Assessment (2021)
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Table 1. Fit indices for multigroup analyses of gender, age, and format differences
Overall fit indices
Comparative w2 diff. testing

w2(df)

CFI

TLI

RMSEA [90% CI]

Configural

1,454.849 (207), p < .001

.989

.987

.072 [.069, .076]

Metric

1,193.592 (220), p < .001

.991

.990

.062 [.058, .065]

26.582 (13), p = .014

Scalar

1,011.835 (284), p = .001

.993

.994

.047 [.044, .050]

167.505 (64), p = .001

Gender

Age
Configural

1,485.544 (207), p < .001

.988

.986

.073 [.070, .077]

Metric

1,232.370 (220), p < .001

.990

.989

.063 [.060, .067]

21.514 (13), p = .063

Scalar

2,232.661 (284), p < .001

.981

.984

.077 [.074, .084]

834.619 (64), p < .001

Format
Configural

679.392 (207), p < .001

.992

.991

.055 [.051, .060]

Metric

622.896 (220), p < .001

.993

.993

.049 [.045. .054]

25.559 (13), p = .019

Scalar

763.804 (284), p < .001

.992

.993

.047 [.043, .052]

193.831 (64), p < .001

for the total score and .94, .93, .91 for the Rejection,
Minimisation, and Self-Blame subscales, respectively. The
maximum split-half reliability for the total score was
.97 and the minimum was .84. Alpha calculated with the
psych package for total score was .95, with a 95% CI from
.95 to .96.

Exploration of the Not Applicable Option
A total of 1,627 participants were administered the PSSQ
with NA as a response option for each item. Of this subsample, 833 did not use the NA option and have no missing
data on any of the PSSQ items, 778 used the NA option
at least once, and further 16 (0.98%) did not respond to
at least one of the PSSQ items, even though the NA option
was provided. The second-order model was first fit to the
item data for those not using the NA option. This provided
reasonably good fit (w2 = 473.373, df = 101, p < .001; CFI =
.990; TLI = .989; RMSEA = .067, 90% CI [.061, .073]). The
second-order model was then fit to the item data for those
who used the NA option, with NA responses treated as
missing data. There were 90 cases where NA was used
for all 16 items. The fit was again good (w2 = 253.661, df
= 101, p < .001; CFI = .992, TLI = .990; RMSEA = .046,
90% CI [.039, .053]).
MI was tested for participants not given the NA option
and those who were and who used it. Because of the
difference in sample size, a random sample of 794 cases
was drawn from the subsample not receiving the NA option
to match that of those who used the option, using SPSS. The
results are included in Table 1. Scalar invariance was
achieved.
A further examination of the use of the NA option was
undertaken by adding a dummy variable for each item which
coded whether NA was (dummy variable = 1) or was not
(dummy variable = 0) endorsed. These dummy variables
European Journal of Psychological Assessment (2021)

were included in a second-order solution of the item data,
with a general factor (D) influencing the 16 dummy variables
and correlated with the general personal stigma factor.
The fit was reasonable (w2 = 2,781.572, df = 460. p < .001;
CFI = .956, TLI = .953; RMSEA = .08, 90% CI [.077,
.083]). The correlation between the general Personal Stigma
factor and D was .174, indicating a weak inverse correlation between the strength of the stigma factor and use of
the NA option. A count of the number of times the NA option
was used across items for each participant, when added to
the model, correlated .194 with general Personal Stigma.
NA option was least used in the Self-Blame subscale [no
NA option used n = 1,210 (74.4%)]; 967 participants
(59.4%) did not use it for any Rejection items, and 1,003
(61.6%) for any Minimization items (Table E2 in ESM 6 lists
the use of NA option for separate items).
The relation between NA use and level of lifetime suicidality was significant, (w2 = 242.17, df = 8, p < .001; see
Table E1 in ESM 6). Comparison of column proportions
indicated that those who have attempted suicide (with or
without clear intent to die) and those who have had a plan
to suicide with clear intent were significantly less likely to
choose the NA option more than 3 times, which was the
opposite among those with suicidal thoughts only or a plan
to suicide without clear intent to die choosing NA.

Relationship Between Personal Suicide
Stigma Questionnaire and Severity of
Distress and Suicidality
PSSQ score showed a large positive relation to distress (r =
.64, p < .001), past-month suicidal ideation (r = .58, p <
.001) and history of suicidal behavior (rs = .6, p < .001)
(see Table 2, including descriptive statistics). Of the three
subscales, the relationship was highest for Self-Blame with
Ó 2021 Hogrefe Publishing
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Table 2. Severity of personal stigma, distress, and suicidality in the present sample and their interrelationships
Scale

Mean (SD)

N*

1

2

3

4

5

6

1. PSSQ Rejection

10.33 (5.58)

3,148

(.93)

2. PSSQ Minimization

10.45 (4.99)

3,200

.74

3. PSSQ Blame

18.69 (8.49)

3,408

.64

.64

(.94)

4. PSSQ Total

39.4 (16.91)

2,974

.87

.86

.91

5. DQ5

15.15 (4.63)

3,916

.47

.47

.66

.64

(.89)

6. SIDAS

16.8 (11.85)

2,068

.43

.40

.60

.58

.59

(.81)

–

3,947

.57

.50

.51

.60

.39

.44

7. History of suicidal behavior1

(.91)
(.96)

Note. For all correlations p < .001; N* for whom full data on the scales available, for SIDAS those who denied having suicidal thoughts in the last month were
excluded. Cronbach αs presented in brackets. 1Spearman rs reported for this variable; Other – Pearson r. PSSQ = Personal Suicide Stigma Questionnaire;
DQ5 = Distress Questionnaire – 5; SIDAS = Suicidal Ideation Attributes Scale.

distress (r = .66, p < .001) and past-month suicidal ideation
(r = .60, p < .001); the difference from the other two subscales was statistically significant [for distress for both comparisons: z = 12.51, p < .001 (two-tailed); for past-month
suicidal ideation, Self-Blame compared with Rejection: z =
7.49, p < .001 (two-tailed), with Minimization: z =
8.66, p < .001 (two-tailed)]. History of suicidal behavior
related most to Rejection (r = .57, p < .001); the difference
compared to the correlation with Minimization [r = .5,
p < .001; z = 4.36, p < .001 (two-tailed)] and Self-Blame
[r = .51, p < .001; z = 3.77, p < .001 (two-tailed)] was
statistically significant.
Hierarchical regression was run to estimate the extent
to which distress scores can be predicted by PSSQ scores
independently of suicidality. Full results are reported in
Table 3. In Model 1, total PSSQ scores, added in step 3,
explained an additional 23.4% variance after age, gender,
and history of suicidality were accounted for [ΔR2 = .234,
F(1, 2,922) = 1,182.37, p < .001]. In Model 2, addition of
PSSQ scores, after gender, age, history of suicidality, and
past-month suicidal ideation were accounted for, explained
an additional 7.5% variance [ΔR2 = .075, F(1, 1,607) =
216.06, p < .001]. In Model 3, addition of separate PSSQ
subscale scores instead of the total score, after gender,
age, history of suicidality, and past-month suicidal ideation
were accounted for, explained an additional 9.3% variance
[ΔR2 = .093, F(3, 1,605) = 91.96, p < .001]. In Model 3, only
the Self-Blame, but not Minimization or Rejection subscales
of PSSQ, was a significant predictor of distress severity.

Discussion
This study adds further evidence for the construct validity
of the PSSQ, a measure of suicide stigma for those who
have been suicidal. The factor solution found for the PSSQ
in an earlier study (Rimkeviciene et al., 2019) was confirmed in the present study, with a much larger sample
including males and females. A general factor of Personal
Stigma was found to influence three correlated factors
Ó 2021 Hogrefe Publishing

labeled Minimisation, Rejection, and Self-Blame that in
turn influenced independent sets of the 16 items. This
result was found in CFAs using those participants who
completed the original form of the PSSQ without an NA
option for each item and those who completed the test with
an NA option. For both samples, CFI and TLI indices met
the criteria for a good fit. The w2 values did not, but this
was not surprising given the sample sizes involved. The
strict criterion set for RMSEA (< .06) was not met in either
subsample, but in both cases, the upper limits of the
90% CI on the index were within the upper bound of .08
suggested for applied research (Brown, 2006). Given the
agreement of fit indices and the fact that the two subsamples can be considered replications of the earlier finding,
we can have some confidence that the second-order model
is a good description of the PSSQ.
In evaluating the reliability estimates obtained for total
score on the PSSQ and its subscales, reliability of .90
should be considered a “minimum” and .95 should be
considered “desirable”, with .80 acceptable for research
settings (Nunnally, 1978) The α values obtained in the present study meet the desirable standard for total score on the
PSSQ and the minimum standard for the subscale scores.
The estimate for ωT (the contribution of all common factors
to test score) and the maximum split-half reliability are
consistent with the findings for α for the total score. For
ωH, the value is lower than for α but is better than the level
recommended for this statistic by Reise et al. (2013) and
compares well with that found for the WAIS-IV and the
Big-Five measures. It shows that 85% of the reliable
variance (.82/.97) in the total score is due to the single
underlying trait, thus indicating the separate subscale
scores add limited information. The subscale reliability
estimates, however, allow them to be used in further
research in addition to the full PSSQ score.
Scalar invariance was demonstrated with the original
version of the PSSQ for both sex and age. This implies that
scores on the PSSQ are assessing the same underlying
construct across groups and that any differences between
groups are due to true score differences rather than an error.
Younger participants reported higher levels of personal
European Journal of Psychological Assessment (2021)
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Table 3. Results of the hierarchical regression for the prediction of the
intensity of distress (DQ5 score)
Variable

R2

b

SE B

β

p

Model 1 (n = 2,927)
Step 1

.086

Constant
Age
Gender
Step 2

19.87

.33

< .001

0.10

.01

.29

< .001

0.43

.17

.05

< .05

.187

Constant

16.15

.37

Age

0.08

.01

.22

< .001

Gender

0.39

.16

.04

< .05

1.02

.05

.32

< .001

10.99

.34

0.05

.01

History of suicidality
Step 3

< .001

.421

Constant
Age

< .001
.14

< .001

Gender

0.15

.14

.02

.27

History of suicidality

0.2

.05

.01

.68

0.17

.01

.6

< .001

PSSQ

Model 2 (n = 1,613)
Step 1

.046

Constant

20.57

.36

Age

0.05

.01

.18

< .001

Gender

0.65

.2

.08

< .01

Step 2

< .001

.366

Constant

16.02

.37

Age

0.02

.01

.08

< .001

Gender

0.71

.16

.09

< .001

History of suicidality

0.8

.06

.03

.19

SIDAS

0.18

.01

.56

< .001

13.25

.4

0.02

.01

Step 3

< .001

.441

Constant
Age

< .001
.01

< .01

Gender

0.44

.15

.06

< .01

History of suicidality

0.22

.06

.08

< .001

SIDAS

0.13

.01

.4

< .001

PSSQ

0.09

.01

.36

< .001

Model 3 (n = 1,613)
Step 1

.046

Constant

20.57

.36

Age

0.05

.01

.18

< .001

Gender

0.65

.2

.08

< .01

Step 2

< .001

.366

Constant

16.02

.37

Age

0.02

.01

.08

< .001

Gender

0.71

.16

.09

< .001

History of suicidality

0.8

.06

.03

.19

SIDAS

0.18

.01

.56

< .001

Step 3
Constant

< .001

.459
12.8

.4

< .001

Age

0.02

.01

.06

< .01

Gender

0.51

.15

.06

< .001
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Table 3. (Continued)
Variable
History of suicidality

R2

b
0.18

SE B

β

.06

.07

< .01

p

SIDAS

0.12

.01

.36

< .001

PSSQ Minimization

0.03

.02

.04

.12

PSSQ Rejection

0.04

.02

.04

.09

PSSQ Self-Blame

0.17

.01

.35

< .001

Note. In all models, only those for whom PSSQ scores can be calculated (no
missing data) are included in the analysis. In Model 2 and Model 3 only
those with past-month suicidal ideation are included to avoid violating data
normality assumptions, as described in the Measures section. DQ5 =
Distress Questionnaire – 5; SIDAS = Suicidal Ideation Attributes Scale

suicide stigma, this was especially pertinent for the SelfBlame subscale. While Self-Blame subscale scores were
similar in both genders, females reported higher levels of
overall Personal Stigma, as well as Rejection and Minimization. This contradicts public suicide stigma research indicating that males tend to have more stigmatizing attitudes
toward suicide and a slightly higher tendency to glorify
suicidal behavior, while females more frequently view
suicidal individuals as isolated and depressed (Williams
et al., 2018). The findings in the present study thus suggest
that gender differences in public stigma do not directly
translate into differences in personal stigma, and further
highlight the need to study both levels separately.
The addition of the NA option did not affect the factor
structure of the scale, as indicated by the achievement of
scalar invariance when the model for those using the NA
option as compared with that for those not given this option.
This finding indicates that scores obtained with the NA
option can be interpreted in the same way as those without
an NA option. However, a third of the participants used the
NA option more than 3 times (for over 20% of the items),
which creates a large amount of missing data, and such
use was more frequent among participants with suicidal
ideation, but no suicide plans. In addition, the correlation
between the number of NA option used and the scores on
available PSSQ items, although statistically significant, was
small, indicating that frequent NA option use is not necessarily related to lower stigma. Therefore, the NA option should
be added with caution, potentially only to the Minimization
and Rejection factors and for those participants who indicate
they have not disclosed their suicidality to others because
items in these two subscales assess experienced and
perceived stigma and are difficult to respond to if the person
has not disclosed suicidality to at least one person.
PSSQ explained variance in distress beyond that
explained by suicidality alone, either the highest level of
lifetime suicidality or past-month suicidal ideation. This
adds to the validity of PSSQ as a measure of personal
suicide stigma rather than being only a proxy measure for
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suicidality. In addition, this study adds to the literature
suggesting that there are higher levels of distress and suicidality among those with higher personal suicide stigma
(Scocco et al., 2016). The three subscales had a slightly different pattern of relation to other constructs. When both the
history of suicidality and past-month suicidal ideation were
accounted for, only Self-Blame was a significant predictor
of distress. However, the severity of the history of suicidal
behavior is related most to the Rejection subscale, indicating experiences and perceptions of rejection may be more
pertinent to those with a more severe history of suicidality
(behaviors rather than only ideation). These findings are in
line with Corrigan and colleagues’ (2006) theory that the
effects of stigmatization on the person’s well-being are
largely through self-stigmatization. They also suggest the
severity of suicidal history is directly linked to experiences
and perceptions of rejection and minimization, but not to
the same extent to self-stigmatization via self-blame.
Further studies evaluating mediators between perceptions
and experiences of suicide stigma and self-stigma could
provide valuable insight into ways to mitigate the effects
of stigmatization at the individual level.

Limitations
The present study indicates the metric invariance of PSSQ
for age. However, only the median split for age was used
and further studies should consider metric invariance across
different generations (e.g., millennial, boomer, etc.). Further
studies using the PSSQ with clinical samples are necessary
because the present study used a community sample similar
to that used in earlier research (Rimkeviciene et al., 2019).
Additionally, looking into the utility of the subscales in terms
of information added is an important research question,
given that the majority of the variance in the PSSQ items
is explained by a unitary factor. Because the present study
was correlational, the relations identified cannot be interpreted as the impact of stigma on distress levels; an alternative explanation that higher levels of distress lead to higher
stigma is also possible. Therefore, further longitudinal
studies examining the impact of stigma levels are needed
to illuminate the effects of personal suicide stigma on
the individual’s well-being. However, the present study
responded to a number of limitations present in the earlier
PSSQ study (Rimkeviciene et al., 2019) and adds confidence
in the validity of the PSSQ.
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