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A B S T R A C T

Purpose: To help reduce suicide and other forms of self-harm, research with youth and their
exposure to self-directed violence is critical. Yet, we know little about how participants feel about
taking part in a survey that asks about such exposure. The present article aims to understand the
survey experience of youth and young adult participants in a study about exposure to self-directed
violence.
Methods: A total of 990 participants, aged 13e23 years, were recruited through study advertisements on Facebook and Instagram between November 27, 2020, and December 4, 2020. Data for
this cross-sectional study were collected in the United States.
Results: A total of 37.6% of participants felt somewhat upset from their survey experience, and
14.9% were upset or extremely upset with the highest levels of upset reported by cisgender sexual
minority girls and gender minority youth. Lower odds of saying one’s contributions were valuable
were noted for cisgender sexual minority boys and gender minority youth compared to cisgender
heterosexual boys, as well as youth who reported exposure to self-directed violence. Eight in 10
youth felt it was important to ask questions about self-directed violence exposure in surveys.
Conclusions: The research and practitioner communities should be particularly mindful of highrisk populations and identify innovative ways to better support and encourage their voice in
research, as well as highlight the value of their participation. The results provide some guidance for
those conducting research with youth on this topic.
Ó 2021 Society for Adolescent Health and Medicine. All rights reserved.

Self-directed violence (SDV), that is, anything a person does
intentionally that can cause injury to one’s self, including death
[1], is a signiﬁcant public health issue despite voluminous prevention and intervention strategies directed at both the at-risk
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IMPLICATIONS AND
CONTRIBUTION

Youth report a wide range
of emotions after participating in survey research
about exposure to selfdirected violence, with
higher levels of being upset reported by sexual and
gender minority youth.
Findings suggest researchers should take
steps to help facilitate the
well-being of youth participants during the survey process.

individual and gatekeepers. To more effectively move the needle to reduce SDV, continued research with youth is critical.
Concern raised by some about the potential harm that involving
youth in sensitive research may present serves as a barrier,
however [2].
As a means of addressing ethical concerns in research, one
study involving a national sample of youth, aged 10e17 years,
reported that 4.5% were ‘upset’ about questions querying
violence exposure. Less than 1%, (0.8%) were “pretty” or “a lot”
upset; 0.3% said they would not participate again [3]. An online
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Table 1
Feeling upset by survey questions about self-directed violence by demographic characteristics (N ¼ 990)
Construct
Age
13e17 years
18e23 years
Racea
White
Black
Asian
Native American
Mixed race
Hispanic/Latino ethnicity (any race)
Sexual and gender identity
Cisgender heterosexual boys
Cisgender sexual minority boys
Cisgender heterosexual girls
Cisgender sexual minority girls
Gender minority (transgender
boys and girls, gender diverse youth)
Family income
Higher than average
Similar to average
Lower than average
Not sure
Status in school
Middle school (6-8 grade)
High school (9-12 grade)
High school graduate (not enrolled)
Dropped out
Higher education (trade or college)

n

Not at all upset
(n ¼ 471) n (%)

Somewhat upset
(n ¼ 372) n (%)

Upseteextremely upset
(n ¼ 147) n (%)

p value

666
324

318 (47.7)
153 (47.2)

247 (37.1)
125 (38.6)

101 (15.2)
46 (14.2)

.87

750
83
91
25
103
177

345
43
48
11
44
86

(46.0)
(51.8)
(52.7)
(44.0)
(42.7)
(48.6)

294
26
30
12
43
68

(39.2)
(31.3)
(33.0)
(48.0)
(41.7)
(38.4)

111
14
13
2
16
23

(14.8)
(16.9)
(14.3)
(8.0)
(15.5)
(13.0)

.15
.47
.56
.45
.57
.75

192
231
232
163
172

118
113
113
71
56

(61.5)
(48.9)
(48.7)
(43.6)
(32.6)

48
97
83
65
79

(25.0)
(42.0)
(35.8)
(39.9)
(45.9)

26
21
36
27
37

(13.5)
(9.1)
(15.5)
(16.6)
(21.5)

<.001

203
504
208
75

105
239
86
41

(51.7)
(47.4)
(41.3)
(54.7)

72
190
82
28

(35.5)
(37.7)
(39.4)
(37.3)

26
75
40
6

(12.8)
(14.9)
(19.2)
(8.0)

.16

153
557
58
21
201

59
278
28
6
100

(38.6)
(49.9)
(48.3)
(28.6)
(49.7)

65
203
19
11
74

(42.5)
(36.5)
(32.8)
(52.4)
(36.8)

29
76
11
4
27

(18.9)
(13.6)
(19.0)
(19.1)
(13.4)

.19

Note: Row percentages are displayed in this table.
a
Multiple responses were possible.

survey of youth, aged 10e15 years, asked questions about
exposure to and victimization and/or perpetration of violence:
23% said they were upset by these questions [4]. Those who
were younger and exposed to direct and indirect violence were
more likely to be upset. In both studies, the authors conclude
that the risk of distress was no greater than that posed by
everyday life events.
Research suggests that asking participants about suicide
does not increase risk of suicidal ideation or behaviors [5]. Less
is known about how participants feel about taking part in a
survey that asks about exposure to SDV, knowing someone who
has died by suicide, attempted suicide, experienced suicidal
ideation, or nonsuicidal self-injury. Because lifetime exposure
to suicidal behavior is associated with trauma symptoms, suicide ideation, and thoughts of self-harm among youth [6] and is
a particularly strong predictor of depression in comparison with
interpersonal violence [7], understanding the impact of
participating in research on this topic is important for informing the development of future surveys that are sensitive to the
feelings of participants. Moreover, it is possible that some youth
may be more affected than others: youth with sexual and
gender minority (SGM) identities experience elevated rates of
suicidal behavior [8] and associated risk factors including
depression [9,10], substance use [9,11e13], and peer victimization [14,15] because of discrimination and structural inequalities [16,17]. Responding to questions about SDV exposure
may amplify these disparities.
To address these noted gaps, we aim to better understand the
survey experience of youth when the content is focused on
exposure to SDV. Speciﬁcally, we will examine the following:

(1) The characteristics of participants who report being (a)
somewhat and (b) extremely upset about exposure to SDV
survey items compared with those not upset.
(2) The characteristics of participants who (a) disagreed and (b)
agreed that their contribution to the survey was valuable.
(3) The characteristics of participants who strongly agreed it was
important to ask people questions about exposure to SDV in a
survey.

Methods
The Exploring Your YOU-niverse Study is a series of independent national surveys of adolescents and young adults. The
most recent survey was designed to understand exposure to SDV
and included an over-sample of SGM youth. A cohort of 1,031
youth and young adults (aged 13e23 years) was recruited between November 27, 2020, and December 4, 2020. Table 1 provides details of the demographic characteristics of the sample.
Participants were recruited through advertisements on
Facebook and Instagram that encouraged youth and young adults
to ‘have their voice heard’ and ‘make a difference.’ Study aims
were not mentioned to reduce self-selection bias based on interest in a particular topic. Those interested clicked on the online
advertisement, which linked them to a secure survey website.
This ﬁrst page provided a study description and screening
questions to determine eligibility. Youth who were eligible (i.e.,
13e23 years of age, living in the United States, English speaking)
then provided informed assent before continuing with the main
survey. A waiver of parental permission was granted because
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Table 2
Likelihood of being upset by psychosocial characteristics and experience
Construct

% of somewhat upset youth versus not at all upset

% of upseteextremely upset versus not at all upset

Unadjusted

Unadjusted

RRR (95% CI)
Demographic
Age
White race
Black race
Mixed race
Hispanic ethnicity
Sexual and gender identity
Cisgender heterosexual boys
Cisgender sexual minority boys
Cisgender heterosexual girls
Cisgender sexual minority girls
Gender minority youth (transgender
boys and girls, gender diverse youth)
Low income
Psychosocial
Social support
Depressive symptoms
Subjective well-being
Experience
Exposure to SDV
Resources
Having someone to go to for advice
Knowledge of crisis/hotline

Adjusted
p value

0.98
1.38
0.75
1.27
1.00

(0.93,
(1.00,
(0.45,
(0.81,
(0.70,

1.03)
1.90)
1.24)
1.98)
1.42)

.36
.05
.26
.29
.99

Ref
2.11
1.81
2.25
3.47

(1.37,
(1.16,
(1.40,
(2.15,

3.25)
2.80)
3.62)
5.60)

.001
.008
.001
<.001

RRR (95% CI)
—
1.44 (1.02, 2.04)
—
1.29 (0.80,2.08)
—
Ref
1.97
1.81
2.08
2.90

(1.27,
(1.16,
(1.27,
(1.75,

3.05)
2.83)
3.40)
4.79)

p value

.04
.29

.003
.009
.003
<.001

RRR (95% CI)
0.95
1.13
1.05
1.19
0.83

(0.88,
(0.73,
(0.55,
(0.65,
(0.50,

1.01)
1.73)
1.97)
2.17)
1.37)

Ref
0.84
1.45
1.73
3.00

(0.45, 1.58)
(.82, 2.55)
(0.93, 3.19)
(1.65, 5.43)

Adjusted
p value
.12
.59
.89
.58
.47

.60
.20
.08
<.001

RRR (95% CI)
—
1.13 (0.71, 1.80)
—
1.03 (0.53,1.99)
—
Ref
.75
1.44
1.35
2.10

(0.39, 1.43)
(.81, 2.58)
(0.71, 2.56)
(1.12, 3.95)

p value

.61
.92

.39
.22
.36
.02

1.27 (0.90, 1.78)

.17

1.12 (.79, 1.59)

.53

1.67 (1.09, 2.58)

.02

1.30 (.82, 2.05)

.26

0.99 (0.95, 1.02)
1.03 (1.00, 1.07)
0.96 (0.93, .99)

.48
.04
.003

1.01 (0.97, 1.05)
.98 (.94, 1.03)
0.97 (0.93, 1.01)

.69
.47
.09

0.93 (0.89, 0.97)
1.14 (1.09, 1.20)
0.92 (0.88, .95)

.001
<.001
<.001

0.96 (0.91, 1.01)
1.10 (1.03, 1.17)
0.99 (0.94, 1.05)

.11
.006
.74

1.63 (1.13, 2.36)

.01

1.26 (0.85, 1.88)

.25

1.98 (1.14, 3.45)

.01

1.30 (0.73, 2.34)

.37

0.78 (0.57, 1.06)
1.12 (0.85, 1.47)

.11
.43

0.86 (0.62, 1.21)
—

.39

0.70 (0.47, 1.05)
.98 (.68, 1.43)

.09
.93

1.00 (0.64, 1.56)
—

.99

Note: Unadjusted p values are from chi-square tests; adjusted p values are from a multinomial logistic regression analysis. Mixed race was controlled for in the adjusted
model given those who identify as such were more likely to be nonresponders to this dependent variable.
CI ¼ conﬁdence interval; Ref ¼ reference category; RRR ¼ relative risk ratio; SDV ¼ self-directed violence.

requiring parental consent could potentially place youth in situations where their sexual experiences and/or sexual attraction
could be unintentionally disclosed to their parents. Appropriate
mechanisms were in place to protect the children, such as
localized referrals to mental health supports.
Participants were given a $5 incentive as an Amazon gift code
for completing the survey. Ineligible people were directed to a
web page that included links to general resources for youth. To
promote a diverse sample, demographic quotas were identiﬁed.
Once the targeted number of participants in a particular group
had been achieved, subsequent youth in this group who were
otherwise eligible were deemed ineligible. The protocol was
reviewed and approved by Pearl Institutional Review Board.

Measures
Exposure to SDV. Participants were asked about exposure to
other people’s suicide attempts, suicidal ideation, and nonsuicidal self-injury [18,19]:
(1) “Has someone close to you ever tried to kill him or herself on
purpose (like by shooting or cutting him or herself or taking
too many pills or drugs)?”;
(2) “Now thinking of situations where someone was thinking
about, considering, or planning to kill themselves. Has
someone close to you ever thought about killing themselves
but did not make an attempt?”; and
(3) “Now thinking of situations where someone was hurting
themselves on purpose without wanting to die, like cutting
or burning. Has someone close to you ever hurt themselves
on purpose without wanting to die, as far as you know?”

A positive response to any of these three types of exposures
was coded as exposure (1) versus no exposure (0).
Feeling upset over questions about SDV. Participants were asked
how the survey questions about “people I know who have tried
to hurt themselves” made them feel. Response options ranged
from 1 (not at all upset) to 5 (extremely upset). Responses were
coded into three groups: (1) not at all upset, (2) somewhat upset,
and (3) upset or extremely upset. For those who said they were at
all upset, an open-end follow-up question asked what was
upsetting.
Feeling like contributions are valuable. Participants were asked
how much they agreed with the following statement: “I feel my
participation in this survey was valuable”. Response options
were captured on a 5-point Likert scale and coded into two
variables reﬂecting those participants who (1) disagreed or
strongly disagreed versus all others and (2) agreed or strongly
agreed versus all others.
Importance of asking questions about SDV. Participants were
asked how much they agreed with the following statement: “it is
important to ask people my age questions like these”. Response
options ranged from 1 (strongly disagree) to 5 (strongly agree)
and were dichotomized at one standard deviation above the
mean and higher based on the skewed distribution of the data
with positive scores indicating stronger agreement that these
questions should be asked.
Resources. Youth were asked, “Do you have someone you can go
to for advice if you are worried about a friend or family member
hurting themselves on purpose?” (yes/no/not sure). We also
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Table 3
Psychosocial characteristics and experience related to appraisal of feeling like one’s survey contributions were valuable.or not
Construct

% of disagree or strongly disagree versus all other
Unadjusted
OR (95% CI)

Demographic
Age
White race
Black race
Mixed race
Hispanic ethnicity
Sexual and gender identity
Cisgender heterosexual boys
Cisgender sexual minority boys
Cisgender heterosexual girls
Cisgender sexual minority girls
Gender minority (transgender
boys and girls, gender diverse youth)
Low income
Psychosocial
Social support
Depressive symptoms
Subjective well-being
Experience
Exposure to SDV
Resources
Having someone to go to for advice
Knowledge of crisis/hotline

% of agreeestrongly agree versus all other

Adjusted
p value

1.01
1.43
0.62
0.93
0.78

(0.96,
(1.05,
(0.37,
(0.61,
(0.55,

1.05)
1.94)
1.02)
1.43)
1.10)

.78
.03
.06
.75
.16

Ref
2.29
1.12
2.09
3.45

(1.51,
(0.72,
(1.33,
(2.21,

3.48)
1.73)
3.29)
5.37)

<.001
.61
.001
<.001

Unadjusted

Or (95% CI)
—
1.15 (0.79, 1.67)
0.69 (0.40, 1.21)
0.89 (0.56,1.43)
—
ref
1.93
1.01
1.61
2.20

(1.25,
(0.64,
(1.00,
(1.37,

2.99)
1.61)
2.61)
3.53)

p value

OR (95% CI)
0.99
0.74
2.00
1.02
1.25

(0.95, 1.04)
(0.55, 0.99)
(1.27, 3.14)
(.67, 1.55)
(.90, 1.74)

.003
.95
.05
.001

ref
0.49
0.94
0.78
0.44

(0.33,
(0.64,
(0.51,
(0.29,

.48
.20
.64

0.74)
1.39)
1.20)
0.69)

Adjusted
p value
.79
.05
.003
.93
.19

.001
.77
.26
<.001

OR (95% CI)
—
0.88 (0.62, 1.25)
1.73 (1.04, 2.86)
1.00 (0.63,1.57)
—
Ref
0.58
0.98
0.93
0.63

(0.38,
(0.66,
(0.59,
(0.39,

p value

.49
.03
.99

0.87)
1.45)
1.45)
1.01)

.009
.92
.74
.05

—

1.40 (1.03, 1.91)

.03

1.03 (0.74, 1.43)

.87

1.00 (0.73, 1.37)

.99

0.93 (0.90, 0.96)
1.11 (1.07, 1.15)
0.90 (0.88, 0.93)

<.001
<.001
<.001

0.96 (0.93, 1.0)
1.01 (0.96, 1.06)
0.94 (0.91, 0.98)

.05
.65
.004

1.06 (1.03, 1.10)
0.97 (0.94, 1.00)
1.09 (1.06, 1.12)

.001
.05
<.001

1.03 (0.99, 1.06)
1.07 (1.02, 1.12)
1.10 (1.06, 1.14)

.19
.004
<.001

8.92 (4.98, 15.97)

<.001

7.59 (4.09, 14.10)

<.001

0.42 (0.30, 0.59)

<.001

0.51 (0.36, 0.73)

<.001

0.81 (0.59, 1.12)
—

.20

1.41 (1.05, 1.90)
1,04 (0.80, 1.35)

.02
.79

1.08 (0.78, 1.49)
—

.65

0.61 (0.46, 0.81)
1.15 (0.88, 1.49)

.001
.31

Note: Unadjusted p values are from chi-square tests; adjusted p values are from logistic regression analyses. Mixed race was controlled for in the adjusted model given
those who identify as such were more likely to be nonresponders to these dependent variables.
CI ¼ conﬁdence interval; OR ¼ odds ratio; Ref ¼ reference category; SDV ¼ self-directed violence.

asked whether they knew of a speciﬁc place, like a hotline or
crisis center, that they could share with someone they think may
want to hurt themselves on purpose (yes/no).
Psychosocial characteristics
An adapted measure of social support [20] had eight items,
three referring to an adult family member, four referring to
friends, and one referring to a special person. The original scale
has 12 items; the present study focused more speciﬁcally on
friends and family. Response options ranged from (1) very
strongly disagree to (4) very strongly agree. Items were combined to reﬂect a total social support score with higher values
indicating more support (Mean ¼ 23.3, standard deviation ¼
4.09). Sufﬁcient internal reliability was noted (a ¼ 0.82).
Depressive symptoms. Using the Modiﬁed Depression Scale [21],
participants were asked to report the frequency of six symptoms
in the past month. Total scores were sums of the 5-point Likert
scale items, with response options ranging from never (1) to
always (5); higher scores represented more depressive symptomatology. Reliability for the scale was acceptable (a ¼ 0.79).
Subjective well-being was measured using seven items that
assessed general life satisfaction from a strength-based
perspective [22]. Total scores were the sum of the 4-point Likert scale items; higher scores represented better subjective wellbeing. Reliability was excellent (a ¼ 0.89).
Demographic characteristics. Age was dichotomized to reﬂect
adolescents (aged 13e17 years) and young adults (aged 18e23
years). Self-reported household income was measured as: lower
than average, about average, and higher than average. Youth

reported their race and ethnicity. Sexual and gender identity and
sex assigned at birth were used to categorize respondents as (1)
cisgender heterosexual male, (2) cisgender sexual minority male,
(3) cisgender heterosexual female, (4) cisgender sexual minority
female, and (5) gender minority. Gender minority youth were
not further stratiﬁed by sexual identity because only 2.3% (n ¼ 4)
identiﬁed as heterosexual.
Data analysis
Missing data were generally low and never greater than 5%
and, in all cases, replaced with the item mean for sum scores and
symptom absent for dichotomous measures. There were some
differences among those who did and did not answer the three
main study outcomes (i.e., upset, value of participation, and
importance of SDV research): nonresponders were less likely to
report SDV exposure and more likely to identify as mixed race. As
such, these were controlled for in all multivariate analyses,
regardless of the level of signiﬁcance at the bivariate level.
The research questions around our main outcomes of interest
varied, and thus, the regression analyses were speciﬁcally planned based on what we felt was important to know and share
about these constructs. To address Research Question (RQ) 1,
demographic characteristics were compared across the three
levels of feeling upset: not at all upset, somewhat upset, and
upset/extremely upset using chi-square statistics. We then conducted a series of unadjusted multinomial logistic regressions to
examine how participants with varying levels of feeling upset
compared with those who were not upset across demographic
and psychosocial characteristics (e.g., depressive symptoms),
exposure to SDV, and SDV resources with feeling somewhat
upset (vs. not at all upset) and feeling upset/extremely upset (vs.
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Table 4
Psychosocial characteristics and experience related to appraisal of importance of asking questions about exposure to SDV
Construct

Strongly agree important to ask questions about SDV in surveys
Unadjusted

Demographic
Age
White race
Black race
Mixed race
Hispanic ethnicity
Sexual and gender identity
Cisgender heterosexual boys
Cisgender sexual minority boys
Cisgender heterosexual girls
Cisgender sexual minority girls
Gender minority (transgender boys and girls, gender diverse
youth)
Low income
Psychosocial
Social support
Depressive symptoms
Subjective well-being
Experience
Exposure to SDV
Resources
Having someone to go to for advice
Knowledge of crisis/hotline

Adjusted

OR (95% CI)

p Value

Or (95% CI)

p Value

1.05
1.00
1.01
0.72
1.15

(1.01,
(0.75,
(0.64,
(0.48,
(0.83,

1.10)
1.34)
1.58)
1.09)
1.59)

.03
.98
.97
.12
.40

1.04 (0.99, 1.09)
—
—
0.71 (0.47,1.09)
—

.08

ref
0.88
1.23
1.45
1.32

(0.59,
(0.84,
(0.95,
(0.87,

1.29)
1.81)
2.20)
2.00)

.50
.29
.09
.19

ref
0.81
1.22
1.23
1.11

1.16 (0.86, 1.58)

(0.55,
(0.83,
(0.79,
(0.72,

.12

1.21)
1.80)
1.90)
1.72)

.31
.32
.36
.64

.33

—

1.02 (0.99, 1.05)
1.03 (1.00, 1.07)
1.01 (0.98, 1.03)

.20
.03
.64

—
1.04 (1.00, 1.07)
—

.04

1.57 (1.11, 2.20)

.01

1.44 (1.00, 2.06)

.05

1.44 (1.08, 1.91)
1.29 (1.00, 1.66)

.01
.05

1.49 (1.10, 2.00)
1.20 (0.92, 1.56)

.009
.18

Note: Unadjusted p values are from chi-square tests; adjusted p values are from logistic regression analyses. Mixed race was controlled for in the adjusted model given
those who identify as such were more likely to be nonresponders to this dependent variable.
CI ¼ conﬁdence interval; OR ¼ odds ratio; Ref ¼ reference category; SDV ¼ self-directed violence.

not at all upset) as the comparison groups (Table 2). Then, a series
of qualitative open-ended responses about why participants
were upset were content coded to describe the source of their
distress. Principles of content coding were applied with ﬁrstlevel codes developed by the second author and a research assistant, who both then split up the coding of all responses [23]. To
address RQ2, unadjusted and adjusted odds ratios examined
disagreeing (vs. all other) and agreeing (vs. all other) that one’s
contribution to the survey was valuable across demographic,
psychosocial, SDV exposure, and resource variables using logistic
regressions (Table 3). Finally, to address RQ3, the unadjusted
odds of youth agreeing/strongly agreeing (vs. all other responses)
that it was important to ask survey questions about SDV exposure were assessed across the same characteristics and were
measured using a series of logistic regression analyses (Table 4).
For each multivariate analysis, unadjusted variables signiﬁcant at
p  .10 or lower were included in the ﬁnal parsimonious model.
Results
Varying levels of feeling upset resulted from the survey experience
Nearly half of youth (47.6%) said the survey questions about
exposure to SDV did not make them at all upset, 37.6% were
somewhat upset, and 14.9% were upset or extremely upset.
Differences by degree of upset were noted based on sexual and
gender identity: higher levels of upset were reported by cisgender sexual minority girls and gender minority youth (Table 1).
No signiﬁcant differences were observed by other demographic
characteristics.
Table 2 shows the unadjusted and adjusted multinomial
logistic regression models estimating participant feelings of

being upset. After accounting for all other inﬂuential factors
identiﬁed in the unadjusted models, the relative odds of being
somewhat upset were 1.97 times higher for cisgender sexual
minority boys, 1.81 for cisgender heterosexual girls, 2.08 for
cisgender sexual minority girls, and 2.90 for transgender boys
and girls and non-binary youth, collectively referred to as gender
minority youth, than those for cisgender heterosexual boys.
Adjusted odds of feeling upset/extremely upset were signiﬁcantly higher for gender minority youth in comparison to cisgender heterosexual boys. Furthermore, for every one-point
increase in depressive symptomatology, there was a 1.10-fold
increase in relative risk of feeling upset/extremely upset about
the SDV questions. Although exposure to SDV was related to
being both somewhat upset/extremely upset in the unadjusted
models, this became nonsigniﬁcant in the multivariate models.

Questions about SDV exposure elicit different emotions and
memories
Overall, 447 of the 519 (86%) participants who said they were
at least somewhat upset wrote responses to the open-ended
question about what was upsetting. The most frequent
response was that the survey brought up difﬁcult or bad memories (n ¼ 238, 53.2% of those who answered the question), for
example, “being reminded of dark times”, “remembering the
pain my friends felt during those times”, and “just the return of
memories of those times and what I was feeling while they
happened”. Participants also noted that taking the survey spurred self-reﬂection, including thinking about one’s own mental
health and struggles (n ¼ 89, 20.9%). One participant noted,
“honest look at my own life”, whereas another wrote, “thinking
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Table 5
Recommendations for future research on youth exposure to self-directed
violence
1.
2.
3.
4.

5.
6.

Attach clinical response protocols to research on self-directed
violence.
Include resources inclusive of sexual and gender minority youth and
their experiences within research protocols.
Provide resources that support participants’ need for more
information about ways they can help.
Provide contexts in survey items to make sure the questions do not
induce guilt or lead participants to think there was more they
could do.
Include questions about distress as a result of participation.
Include reminders throughout the survey that their participation is
important to bolster the value youth place on their opinions and
experiences.

about my personal mental health and realizing that I do not have
too many people close to me to talk to”.
In addition, a number of participants noted that suicide was a
‘heavy topic’ and it can be hard to think about young people
wanting to harm themselves (n ¼ 69, 15.4%). Participants
remarked, “they’re just sensitive topics to discuss” and “the
constant use of the term ‘hurting themselves’”. A smaller number
of participants noted feeling negatively about themselves (n ¼
12, 2.7%) or feeling they had not done enough to help (n ¼ 37,
8.3%). One participant stated, “the fact that I didn’t do enough of
the right things”. Another said, “thinking about how I could have
helped more”. A third participant shared, “just thinking about
how I couldn’t help my friend”. Some participants also noted that
suicide is a private topic and that it was difﬁcult to report about
someone else’s story: “It’s someone else’s personal life that’s not
mine to share, even if it’s anonymous”.
SGM youth were less likely to feel their contributions to the study
were valuable
There was a range of responses about feeling like one’s
contribution to the study was valuable: 37.5% agreed/strongly
agreed, 37.4% disagreed/strongly disagreed, and the remaining
participants felt neutral (25.1%). Several factors were signiﬁcantly related to disagreeing that one made a valuable contribution to the study (Table 3). Cisgender sexual minority boys,
cisgender sexual minority girls, and gender minority youth were
more likely than cisgender heterosexual boys to disagree that
their contribution was valuable. Knowing someone with SDV was
related to 7.59 increased odds of not feeling like one’s participation was valuable. Social support and subjective well-being
were inversely related to feeling like their participation was
valuable.
Agreeing that one’s contributions were valuable was lower for
cisgender sexual minority boys and gender minority youth than
that for cisgender heterosexual boys. Youth exposed to SDV were
less likely to feel like they made a valuable contribution. On the
other hand, Black youth were more likely than non-Black to
agree that their contributions were valuable; this was also true
for youth with higher depressive symptoms and subjective wellbeing.
Most youth felt it was important to be asking questions about SDV
Eight in 10 youth (79.6%) said they agreed (31.6%) or strongly
agreed (48.0%) that it was important to ask questions about SDV

exposure in surveys; only 2.8% somewhat or strongly disagreed
(Table 4). For every one-point increase in depressive symptomatology, there was a corresponding 1.04 increased odds of
strongly agreeing that it is important to ask questions about SDV
in surveys. Youth with SDV exposure and those with access to
someone they could go to for advice if they were worried about a
friend or family member hurting themselves on purpose were
also more likely than those who did not endorse those items to
agree it is important to ask these types of questions in surveys.
Discussion
Findings from this national sample of adolescents and young
adults provide some guidance for those conducting research
with youth about exposure to others’ SDV. Almost 1 in 7 participants reported feeling upset or extremely upset over the questions about exposure to SDV. This does not necessarily mean that
these youth will have persistent and long-term impact as a result
of their participation; nonetheless, steps in the survey process
need to be taken to mitigate potential distress. In the present
study, we included a clinician experienced in telehealth who
recontacted participants who provided responses suggesting
follow-up may be needed. This clinician provided local resources
via text messaging, telephone conversations, and email. All participants also were provided with conﬁdential, free hotline
resource numbers, websites, and chat lines at the end of the
survey. Additional recommendations can be found in Table 5.
Feeling extremely upset from survey questions about SDV was
overwhelming reported by gender minority youth. Survey
questions can trigger memories of one’s emotionally difﬁcult
experiences. The ﬁnding that youth with higher depressive
symptoms were more likely to be extremely upset over the
survey experience further supports this idea. Moreover, previous
studies suggest that SGM youth have higher rates of co-occurring
SDV exposure and personal history with SDV [8,24]. It is possible
that the greater likelihood of exposure to others’ SDV, combined
with a higher likelihood of depressive symptomatology, is
driving part of this relationship for gender minority youth.
Findings do suggest that survey protocols need to include provisions for subgroups of youth who are more likely to endorse
the outcome of interest and, therefore, emotional impact of the
survey questions.
It is noteworthy that a number of respondents in the survey
felt upset because they felt like they did not do or know enough
to help. Implementation of prevention programs to help youth
better access resources to not only help themselves but also
support friends should be included as a central element of
gatekeeper training [25,26]. This ﬁnding also has implications for
how we ask questions on surveys. In the current survey, we
purposefully used language to indicate that helping may not
have been possible to not trigger guilt or suggest that a speciﬁc
response was ‘right’. The literature on bystander intervention
related to interpersonal violence has not examined this as a
possible iatrogenic effect of surveys. Current ﬁndings emphasize
the importance of framing survey questions in a way that do not
induce guilt or lead participants to think that there was more
they should have done.
Study ﬁndings also document the striking disparities between
youth who did and did not feel like their contribution was
valuable. In general, youth with more marginalized identities
based on gender and sexual minority status felt less like their
contribution mattered. Researchers and other professionals who
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work directly with youth need to do more to bolster the value
these youth place on their opinions and, perhaps, themselves.
Adding narrative about this in surveys may be helpfuldincluding
text reminding participants of why we want to hear from them or
providing examples of how information gained in the past has
been used. In this way, researchers need to interact more with
participants to message purpose and uses of research. On the
other hand, youth with exposure to SDV were seven times more
likely than those not exposed to disagree that their contributions
were valuable. Given that SDV-exposed youth have elevated
levels of depressive symptoms [7], this may reduce their ability
to see value in their contributions. Furthermore, youth exposed
to SDV may be sensitized to how difﬁcult it is to help, and that
perception may carry over to their views of the role of research as
well.
At the same time, it is encouraging that most youth (8 in 10)
felt it was important to ask questions about SDV in surveys. This
suggests that youth are aware of the importance of this topic and
feel it is helpful to have their voices heard in research. In all
human subject research, we must weigh the potential risks of
participation with the beneﬁts. The results of these analyses
suggest youth often feel the beneﬁts outweigh the risks in surveys about exposure to SDV.

[2]

[3]

[4]

[5]

[6]

[7]
[8]

[9]

[10]
[11]

[12]

Limitations
Although the sample is national and therefore geographically
diverse, it is not necessarily nationally representative. Although
survey aims were not included during recruitment to reduce
selection bias, as with most research, aims were included as part
of the assent/consent process and thus may have introduced
some selection bias at this stage based on decisions to participate. The data are cross-sectional, which limits our understanding of how distress over survey experience may persist
overtime.

[13]

[14]

[15]

[16]

[17]

Conclusions
[18]

This national study of almost 1,000 13- to 23-year-olds across
the United States provides a critical look into the impact that
asking questions about one’s exposure to SDV has on their survey
experience. Findings suggest that survey questions need to be
written to be sensitive to the variety of experiences of participants, and protocols need to be in place for those who provide
responses that suggest distress.

[22]

Funding Sources

[23]

This work was supported by NIH grant R01 HD083072b,
research funds from the University of New Hampshire, and
research funds from Rutgers University, United States.

[19]
[20]
[21]

[24]

[25]

References
[26]
[1] Crosby AE, Ortega L, Melanson C. Self-directed violence Surveillance:
Uniform Deﬁnitions and recommended data elements. Atlanta, GA: Centers

7

for Disease Control and Prevention, National Center for Injury Prevention
and Control; 2011.
Fisher CB, Wallace SA. Through the community looking glass: Reevaluating
the ethical and policy implications of research on adolescent risk and
psychopathology. Ethics Behav 2000;10:99e118.
Finkelhor D, Vanderminden J, Turner H, et al. Upset among youth in
response to questions about exposure to violence, sexual assault and family
maltreatment. Child Abuse Negl 2014;38:217e23.
Ybarra ML, Langhinrichsen-Rohling J, Friend J, et al. Impact of asking sensitive questions about violence to children and adolescents. J Adolesc
Health 2009;45:499e507.
Blades CA, Stritzke WG, Page AC, et al. The beneﬁts and risks of asking
research participants about suicide: A meta-analysis of the impact of
exposure to suicide-related content. Clin Psychol Rev 2018;64:1e12.
Mitchell KJ, Turner HA, Jones LM. Youth exposure to suicide attempts:
Relative impact on personal trauma symptoms. Am J Prev Med 2019;56:
109e15.
Zimmerman GM, Posick C. Detecting specialization in interpersonal
violence versus suicidal behavior. J Adolesc Health 2014;55:810e6.
Birkett M, Espelage DL, Koenig B. LGB and questioning students in schools:
The moderating effects of homophobic bullying and school climate on
negative outcomes. J Youth Adolescence 2009;38:989e1000.
Marshal MP, Friedman MS, Stall R, et al. Sexual orientation and adolescent
substance use: A meta-analysis and methodological review. Addiction
2008;103:546e56.
Veale JF, Watson RJ, Peter T, et al. Mental health disparities among Canadian transgender youth. J Adolesc Health 2017;60:44e9.
Coulter RW, Bersamin M, Russell ST, et al. The effects of gender-and
sexuality-based harassment on lesbian, gay, bisexual, and transgender
substance use disparities. J Adolesc Health 2018;62:688e700.
Johns MM, Lowry R, Andrzejewski J, et al. Transgender identity and experiences of violence victimization, substance use, suicide risk, and sexual
risk behaviors among high school studentsd19 states and large urban
school districts, 2017. Morbidity Mortality Weekly Rep 2019;68:67.
Johns MM, Lowry R, Rasberry CN, et al. Violence victimization, substance
use, and suicide risk among sexual minority high school studentsdUnited
States, 2015e2017. Morbidity Mortality Weekly Rep 2018;67:1211.
Button D, O’Connell D, Gealt R. Sexual minority youth victimization and
social support: The intersection of sexuality, gender, race, and victimization. J Homosex 2012;59:18e43.
Sterzing PR, Gartner RE, Goldbach JT, et al. Polyvictimization prevalence
rates for sexual and gender minority adolescents: Breaking down the silos
of victimization research. Psychol Violence 2019;9:419.
Baams L, Grossman AH, Russell ST. Minority stress and mechanisms of risk
for depression and suicidal ideation among lesbian, gay, and bisexual
youth. Dev Psychol 2015;51:688.
Lewis RJ, Milletich RJ, Kelley ML, et al. Minority stress, substance use, and
intimate partner violence among sexual minority women. Aggression Violent Behav 2012;17:247e56.
Turner HA, Finkelhor D, Ormrod R. The effect of lifetime victimization on the
mental health of children and adolescents. Soc Sci Med 2006;62:13e27.
Turner HA, Butler MJ. Direct and indirect effects of childhood adversity on
depressive symptoms in young adults. J Youth Adolesc 2003;32:89e103.
Zimet GD, Dahlem NW, Zimet SG, et al. The multidimensional scale of
perceived social Support. J Pers Assess 1988;52:30e41.
Dunn EC, Johnson RM, Green JG. The Modiﬁed depression scale (MDS): A
brief, no-cost assessment tool to estimate the level of depressive symptoms in students and schools. Sch Ment Health 2012;4:34e45.
Hamby S, Grych J, Banyard V. Resilience portfolios and poly-strengths:
Identifying protective factors associated with thriving after adversity.
Psychol Violence 2018;8:172e83.
Graneheim UH, Lundman B. Qualitative content analysis in nursing
research: Concepts, procedures and measures to achieve trustworthiness.
Nurse Educ Today 2004;24:105e12.
Mitchell KJ, Banyard V, Goodman KL, et al. Exposure to suicidal behavior
and social support among sexual-and gender-minority youth. Pediatrics
2021;147. e2020033134.
Wyman PA, Brown CH, LoMurray M, et al. An outcome evaluation of the
Sources of Strength suicide prevention program delivered by adolescent
peer leaders in high schools. Am J Public Health 2010;100:1653e61.
Wyman PA, Brown CH, Inman J, et al. Randomized trial of a gatekeeper
program for suicide prevention: 1-year impact on secondary school staff.
J Consult Clin Psychol 2008;76:104.

