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Abstract
Objective: The aims of the present study were to: (i) investigate levels and correlates of suicide stigma and suicide literacy in a sample of individuals attending a tertiary depression clinic in Australia (N = 287), with comparison to a community-based Australian sample (N = 1410), and (ii) validate measures of suicide stigma and literacy in a clinical sample. 
Method: Australian adults (N = 287) aged 18-78 years referred by their general practitioners for assessment at a psychiatric clinic for patients with difficult-to-treat mood disorders were recruited to complete a survey, including measures of suicide literacy, suicide stigma, mental health symptoms and demographics. 
Results: Compared to the Australian community sample, participants in the clinical sample reported lower suicide literacy, lower suicide stigma, greater glorification of suicide, and greater attribution of suicide to isolation. Suicidal ideation was associated with greater glorification of suicide. Females had higher suicide literacy and lower suicide stigma than males. The psychometric properties of the suicide stigma measure appeared to be robust and consistent with previous evaluations.
Conclusion: Given the low levels of suicide literacy in this clinical sample, suicide prevention initiatives designed for community settings may also be important in clinical settings. 
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Stigmatising attitudes toward people with mental illness may be associated with a range of negative outcomes, including poor treatment outcomes, poor social and employment outcomes, increased distress, experiences of discrimination, reduced self-esteem and reduced service use (Clement et al., 2015; Link, Struening, Neese-Todd, Asmussen, & Phelan, 2001; Perlick et al., 2001; Rusch, Angermeyer, & Corrigan, 2005). Suicide stigma, defined as negative attitudes towards suicidal individuals, may similarly lead to a range of negative outcomes, therefore representing an important intervention target for suicide prevention. Stigma has been shown to increase suicide risk (Carpiniello & Pinna, 2017; Sharaf, Ossman, & Lachine, 2012), while personal stigma towards suicidal people may reduce engagement with professional services (Han, Batterham, Calear, & Randall, 2017; Hom, Stanley, & Joiner, 2015) and lead to more negative attitudes regarding professional service use (Calear, Batterham, & Christensen, 2014). Other attitudes about suicide, such as glorification of suicide, or attribution of suicide to isolation, may also impact upon outcomes for individuals experiencing suicidal thoughts (Calear et al., 2014; Chan, Batterham, Christensen, & Galletly, 2014).
Low suicide literacy, that is, limited public knowledge about suicide, has also been shown to impact on outcomes for people experiencing suicidal thoughts or behaviours. There is emerging evidence that people who hold misconceptions about risk factors, treatments and signs of suicidal behaviours may be at increased risk of suicidal thoughts or behaviours, particularly when stigmatising or glorifying attitudes are also present (Callahan, 1996; Sharaf et al., 2012). Engagement with professional services may also be impeded by limited suicide literacy (Calear et al., 2014; Goldney, Fisher, Wilson, & Cheok, 2002). 
People with mood disorders are a group who have significantly increased risk of suicidal thoughts and behaviours (Batterham, Calear, Christensen, Carragher, & Sunderland, in press; Nock, Hwang, Sampson, & Kessler, 2010). Although there is evidence that suicide stigma is prevalent in the general community, it is unclear whether stigmatising attitudes extend to people who meet criteria for a mood disorder. Similarly, deficits in suicide literacy are documented within the community (Batterham, Calear, & Christensen, 2013a), and may be also be present among individuals with mood disorders. There is also an evidence gap in whether the factors associated with suicide stigma and literacy are similar in clinical settings compared to community settings. Assessing the prevalence and correlates of suicide stigma and literacy in a clinical setting will provide evidence as to whether psychoeducational interventions focused on suicide prevention may be worthwhile for people experiencing a mood disorder, and how such interventions should best be targeted.
The current study aims to investigate levels and correlates of suicide stigma and suicide literacy in an Australian sample of individuals clinically diagnosed with at least one type of mood disorder. Levels of stigmatising suicide attitudes and suicide literacy in the clinical sample were compared with those in a community sample from a previous population-based study, to identify similarities and differences in the attitudes and knowledge of Australian adults in clinical versus population-based settings. Observed differences may suggest whether distinct suicide prevention strategies are needed in clinical settings, and point to areas that might be targeted within prevention strategies. The current study also aims to examine the psychometric properties of the Stigma of Suicide Scale (SOSS; Batterham, Calear, & Christensen, 2013b) and the Literacy of Suicide Scale (LOSS; Calear et al., 2014) for the first time in a clinical sample. Previous research has provided evidence for the validity and reliability of these scales in the general community. However, it remains unclear whether the factor structure of the SOSS is consistent and whether the LOSS can distinguish levels of suicide prevention knowledge among a clinically defined sample of people with mood disorders.
Method
Participants and procedure
Participants were recruited from the patients who were referred by their general practitioners to the Black Dog Institute Depression Clinic (BDI-DC) in Sydney, Australia. The BDI-DC provides tertiary assessment of difficult-to-treat depression and bipolar disorder.  All patients aged 18 years or older presenting at the BDI-DC during June 2014 to May 2017 were invited to participate in the study and provided with information and consent forms at the time of their first visit. Those who consented to participate were invited to complete a short paper-based survey prior to their first outpatient visit. Of the 1185 patients informed about the study, a total of 335 (28%) were recruited; of these 48 (14.3%) were excluded from the current analysis due to missing data on factors putatively associated with stigma and literacy, such as demographic characteristics and mental health status, leaving a sample of 287 for analysis. No significant differences in outcomes (suicide stigma, suicide literacy and suicidal thoughts) were found between included and excluded patients. For comparison, normative data from a community sample were extracted from previously published data (Batterham et al., 2013a) with permission. The community sample comprised of Australian adults recruited using social media to complete a 30 min survey that included the SOSS, LOSS and a range of correlates of stigma, literacy and help seeking. The research was carried out in accordance with the latest version of the Declaration of Helsinki and the study received ethics approval from the Australian National University Human Research Ethics Committee (protocol #2013/144).
Measures
Suicide stigma was assessed by the 16-item short-form version of the Stigma of Suicide Scale (SOSS, Batterham et al., 2013b). It contains sixteen one- or two-word descriptors of a “typical” person who died by suicide, rated on a 5-point Likert-type scale ranging from (1) “strongly disagree” to (5) “strongly agree”. The scale shows a three-factor structure which has been replicated in multiple samples (Calear et al., 2014; Chan et al., 2014; Han, Batterham, Calear, Wu, Shou, et al., 2017; Peel, Buckby, & McBain, 2017), with the primary factor assessing stigma toward people who died by suicide (eight items), a second factor assessing the normalisation or glorification of suicidal behaviour (four items), and a final factor assessing the attribution of suicide to isolation (four items). The subscales of the SOSS are obtained by calculating the mean response to all the items included in each subscale. All subscales have shown good internal consistency in previous studies with Cronbach alpha >0.75 (Calear et al., 2014; Chan et al., 2014; Han, Batterham, Calear, Wu, Shou, et al., 2017; Peel et al., 2017). The Cronbach alpha of the stigma subscale was 0.86 in the current study, while the normalisation/glorification subscale was 0.79 and the isolation subscale 0.84.
Suicide literacy was measured by the 12-item short-form version of the Literacy of Suicide Scale (LOSS, Calear et al., 2014). The scale covers four domains: (i) signs/symptoms of suicidality (3 items), (ii) causes or nature of suicide (4 items), (iii) risk factors (3 items), and (iv) treatment and prevention (2 items). Each of the items on the LOSS is responded to on a 3-point scale (“True”, “False”, or “I don’t know”), with correct responses allocated a score of 1 and incorrect or “I don’t know” responses assigned a score of 0. Total scale scores are calculated by summing item scores with a range from 0 to 12. 
Additional measures were included as predictors in this study. Severity of suicidal ideation was assessed by the Suicidal Ideation Attributes Scale (SIDAS, van Spijker et al., 2014), with five items assessing suicidal thoughts on an 11-point scale (0-10). Higher total scores are indicative of greater severity of suicidal ideation. The Cronbach alpha was 0.85 in the current sample. The positive history of suicidal plans was indicated by the affirmative answer to the question “In the past six months have you started to work out or worked out the details of how to kill yourself?”, while suicidal attempts were based on the positive answer to “In the past six months, have you done anything, started to do anything, or prepared to do anything to end your life?”
Severity of depression symptoms was evaluated by the Patient Health Questionnaire-9 (PHQ-9, Spitzer, Kroenke, & Williams, 1999), while severity of generalised anxiety disorder symptoms was assessed by the Generalised Anxiety Disorder-7 (GAD-7, Spitzer, Kroenke, Williams, & Lowe, 2006). Level of mania was measured by the 5-item Altman Self-Rating Mania Scale (Altman, Hedeker, Peterson, & Davis, 1997), while severity of social anxiety symptoms was measured by the Social Phobia Screener (SOPHS; Batterham, Mackinnon, & Christensen, 2016). The Hopelessness Scale was used to assess level of hopelessness in the sample (HS, Geisner, Neighbors, & Larimer, 2006). Higher scores on these scales indicate more severe symptoms and all showed good internal consistency (Cronbach alpha >0.79).  
Analyses
Descriptive analyses were provided for items and scores on the SOSS and LOSS. Differences in the SOSS and the LOSS scores to the previous community sample were assessed using independent sample t tests, along with Analyses of Variance to adjust for age and gender differences between the clinical and community samples. Demographic differences between the present clinical sample and the community sample were also evaluated using independent sample t tests for age differences and a χ2 test to characterise sex differences between the two samples. Multivariate linear regression models were used to assess correlates of suicide literacy and suicide stigma in the clinical sample. The factor structure of the SOSS scale was assessed using a principal components factor analysis with orthogonal rotation. No analysis of factor structure was conducted on the LOSS, as the items are binary and the scale is edumetric rather than psychometric with correct/incorrect answers. All statistical analyses were conducted using SPSS version 23 (IBM Corp, Chicago IL). 
Results
In the clinical sample (N = 287), 241 (84.0%) of the participants were diagnosed by the assessing Black Dog Institute psychiatrist with unipolar melancholic disorder (DSM-5 major depressive disorder with melancholic features), 34 (11.8%) with unipolar non-melancholic disorder (DSM-5 major depressive disorder with anxious distress and/or atypical features), 6 (2.1%) with unipolar (depressive) disorder but subtype unclear (DSM-5 major depressive disorder with mixed melancholic and atypical features, or other depressive disorders), and 6 (2.1%) with bipolar I melancholic disorder (DSM-5 bipolar 1 disorder). Fifty-nine percent of participants were female. The age range was 18 to 78 years (median=37, mean=39.2, SD =13.4). No significant sex differences were found between the clinical sample (N = 287, 59% female) and the community sample (N = 1410, 55% female), although the community sample was significantly younger than the clinical sample (based on age categories: 31% of the community sample was 18-24 years, 28% was 25-49 years, 35% was 50 years or older; p < .001).
Suicide attitudes of the clinical and community samples 
The suicide attitude items, as measured by the SOSS, are presented in Table 1 for the clinical and community samples. A minority of respondents both samples endorsed the stigma or glorification items. However, more than one-quarter of participants in the clinical sample considered people who died by suicide to be “strong” or “brave”, significantly higher than in the community sample (p < .01). Attribution to isolation was highly endorsed in both the clinical and the community samples, with each item endorsed by 75% or more of the respondents. The endorsement of isolation items was significantly higher in the clinical sample than the community sample (p < .01). The clinical sample also had significantly lower means in all of the stigma items (Table 1), also reflected in the lower stigma subscale total score (Table 2), indicating they had less stigma. The clinical sample had higher means in all of the isolation items (Table 1) and for the isolation subscale total score (Table 2). The clinical sample also had higher means on two of the glorification items (“strong” and “brave”) and on the total glorification subscale (Table 2). 
Suicide literacy of the clinical and community samples 
Table 3 presents the responses to the LOSS items. Results were stratified by responses that were correct or incorrect, and responses of “I don’t know”. Participants in both the clinical sample and the community sample had more difficulty with items related to risk factors and signs of suicide (e.g., “There is a strong relationship between alcoholism and suicide”) than with items related to treatment and prevention (e.g., “Seeing a psychiatrist or psychologist can help prevent someone from suicide”). Participants in the clinical sample had significantly lower rates of correct responses to some of the LOSS items (e.g., “A suicidal person will always be suicidal and entertain thoughts of suicide” and “If assessed by a psychiatrist, everyone who kills themselves would be diagnosed as depressed”). The clinical sample had a significantly lower mean suicide literacy total score (Mean = 7.20 correct items out of 12; SD = 2.51) compared to the community sample (Mean = 7.63 out of 12; SD = 2.47) (Table 2, p < .01). 
Correlates of suicide literacy and attitudes in the clinical sample
Correlates of suicide literacy and suicide attitudes in the clinical sample were assessed by a series of multivariate linear regression models, results of which are presented in Table 4. After adjusting for all other variables in the model, more severe suicidal ideation was significantly associated with greater glorification of suicide (p = .032), while presence of a suicide plan was associated with a higher level of suicide stigma (p = .003). Having a previous suicide attempt was associated with greater attribution of suicide to isolation (p = .042). Self-reported level of depression, anxiety, mania, and hopelessness did not have a clear relationship with suicide literacy and attitudes, while social phobia symptoms were associated with less glorification of suicide (p = .016). No significant influences of age or marital status were present in the multivariate models. Females had significantly greater suicide literacy (p = .036) and less suicide stigma (p < .001) than males. 
Factor structure of the SOSS in the clinical sample
The SOSS had a factor structure that replicated the original study. As presented in Table 1, loadings of the 16 items in the clinical sample on the three SOSS factors were all above 0.6 on their respective single factor and below 0.25 on other factors. The factors reflecting stigma, isolation, and glorification accounted for 25.7%, 17.5%, and 16.4% of total variance (total 59.6%), with Cronbach alphas of 0.86, 0.84, and 0.79 respectively, indicating a robust factor structure and good internal consistency without excessive redundancy of items.
Discussion
[bookmark: _GoBack]The relatively low levels of stigma evident within the present clinical sample, relative to the community sample, may indicate that personal stigma may not have a strong influence on outcomes for people with mood disorders. There are, however, two limitations to this interpretation. Firstly, the clinical sample was actively receiving treatment. Although data were not available on whether participants continued to engage with treatment, it is possible that the range of stigma responses in the present sample was restricted. Individuals who do not engage with treatment may exhibit higher levels of stigma. Secondly, self-stigma was not assessed in this sample, so it is unclear the extent to which participants may have internalised the negative attitudes of others. Further research is required to distinguish whether self-stigma may play a distinct role in avoidance of professional treatment, suicidal thoughts and other adverse outcomes. People with mood disorders have previously been found to have higher levels of self-stigma regarding mood disorders than perceived stigma from others (Kelly & Jorm, 2007). Nevertheless, attitudes towards suicide appear to be distinct from attitudes towards mood disorders (Kelly & Jorm, 2007), so further examination of this phenomenon with respect to suicide is warranted. Population-based research also suggests that individuals with more symptoms of mood disorders have less stigma toward suicidal individuals (Calear et al., 2014). The present findings are consistent with this literature.
In contrast to the stigma outcomes, the tendency of participants in the clinical sample to glorify people who die by suicide is of concern, as such attitudes may increase risk of suicidal behaviours (Callahan, 1996). The pattern of findings within the current study may stem from increased exposure to suicidal thoughts and behaviours in the clinical sample, which has been shown to be associated with less stigmatisation of others who may be experiencing suicidality (Batterham et al., 2013a). However, greater exposure to suicidal thoughts and behaviours may potentially lead individuals to view suicidal thoughts and behaviours as a normal part of human experience, and engagement in suicidal behaviours as “brave” or “strong”. 
Individuals in the clinical mood disorder sample had significantly lower scores on the suicide literacy scale than those in the community sample. This finding is somewhat inconsistent with findings from community-based studies suggesting greater exposure to suicide is associated with increased literacy (Batterham et al., 2013a). It is noteworthy that the combination of low literacy and high glorification of suicide has been suggested to be particularly detrimental to help seeking for suicidal thoughts and behaviours (Batterham et al., 2013a), indicating the importance of promoting suicide prevention among people with mood disorders. The literacy outcomes may also reflect differences in the personal experiences and educational backgrounds of the community sample and the clinical sample. Public awareness campaigns have been conducted in Australia in the past several decades to improve the community’s knowledge and attitudes towards suicide and mental illnesses (Mok et al., 2016; Pirkis et al., 2005). Although stigma toward mental illnesses has somewhat attenuated, there is some evidence that stigma toward suicidal individuals and survivors may be more entrenched (Han, Batterham, Calear, Wu, Xue, et al., 2017; Taylor-Rodgers & Batterham, 2014). 
Specific literacy items that were discrepant between the clinical and community samples highlighted potential differences in how clinical versus non-clinical populations might view suicidal thoughts and behaviours. Participants in the clinical sample were more likely to believe that suicidal behaviours were related to depression, and that suicidal ideation does not remit over time. Individuals are likely to view suicidality through the lens of their personal experiences. The experience of participants with difficult-to-treat depression may be that suicidal thoughts are unremitting and closely related to their depression. Knowledge in this domain may be culturally- and experientially-bound (Jorm, 2000). That is, empirical evidence that thoughts of suicide in the population may be fleeting, often remit and may be unrelated to depression may be contradictory to the experiences of individuals experiencing depression. Identifying these differences in perceptions of suicidal behaviour may make it easier for clinicians, consumers and policy makers to reach a shared understanding. Providing psychoeducation within clinical settings about the nature of suicidal thinking may also engender reassurance among patients that remission of suicidal thinking is common (Sokero et al., 2006), and that a range of mental health problems may be associated with suicidality (Batterham et al., in press; Nock et al., 2010). The finding that the vast majority of the clinical sample (as with the community sample) agreed that seeking professional treatment could be helpful was reassuring, although it was unclear whether participants believed that professional treatment would be effective for their own symptoms.
The current study also highlighted several factors associated with suicide literacy and suicide stigma within the clinical sample. Females had significantly lower stigma and higher levels of suicide literacy than males, which is consistent with previous findings in the community (Batterham et al., 2013a). Conspicuously, more severe suicidal ideation was associated with higher glorification of suicide, suggesting that further research might investigate whether glorification of suicide is an indicator for increasing risk in the clinical setting. In addition, the study demonstrated that the Stigma of Suicide Scale (short-form) is likely to be valid for measuring the construct of suicide stigma within clinical populations, demonstrating a consistent factor structure and internal consistency similar to community samples (Batterham et al., 2013b; Calear et al., 2014; Peel et al., 2017). These findings indicate that brief self-report scales can feasibly be used to assess levels of suicide stigma and suicide literacy in clinical settings, where individuals are typically more vulnerable to suicide than in the general population. 
To our knowledge, this is the first study to comprehensively assess suicide stigma and suicide literacy in a clinical sample and to compare differences between a clinical sample and a community sample in terms of their suicide knowledge and attitudes towards individuals who die by suicide. However, there were several limitations of the current study. First, the participants in the current study were recruited from a single clinic, which may not be representative of the broader clinical population. Future studies with clinical samples representing more diverse mental illnesses, in addition to mood disorders, may provide further information in terms of the generalisability of the present findings. Second, there are several other factors associated with suicide literacy and attitudes that were not measured in the current study (Batterham et al., 2013a). Future studies may address the influence of factors such as family history of mental illnesses, self-reliance and exposure to suicidal behaviours. Third, the directionality of the findings could not be fully established due to the cross-sectional nature of the current study. Intervention studies are needed to ascertain whether patients’ attitudes about suicide could be modified by improving suicide prevention literacy within clinical settings. Finally, as noted above, the clinical sample had all sought treatment for their mood disorders in a specialist setting. While there may have been a diversity of attitudes toward help seeking for suicidal thoughts and behaviours in the sample, individuals who avoid treatment were not included in the sample. A challenge for future studies would be to recruit a sample of non-treatment seeking individuals who meet established clinical criteria for a mental disorder.
In conclusion, this study provided evidence that individuals with mood disorders are less stigmatising of suicide and more likely to attribute suicide to isolation than a community sample. However, participants in the clinical sample were also more glorifying of suicide and had lower suicide literacy, which may perpetuate suicidal thoughts and behaviours. Evidence for the validity of the brief scales assessing suicide literacy (LOSS) and suicide attitudes (SOSS) within the clinical population was also provided by this study. These tools appear to be valuable for measuring knowledge and attitudes of suicide in both community and clinical settings. The findings of this study suggest that suicide prevention initiatives designed for community settings may also be relevant to clinical settings, although emphasis on remission of suicidal thoughts and the diversity of risk factors associated with suicidality may be particularly important for psychoeducation within clinical settings.
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Table 1. Responses and factor loadings for items of the Stigma of Suicide Scale
	
	Clinical
(N = 287)
	Community 
(N = 1,410)
	χ2
	Clinical
(N = 287)
	Community
(N = 1,410)
	t
	Factor loadings

	Item
	Agree/strongly agree (%)
	Agree/strongly agree (%)
	
	Mean (SD)
	Mean (SD)
	
	Stigma
	Isolation
	Glorification

	Stigma items
	
	
	
	
	
	
	
	
	

	Shallow     
	6.3
	7.7
	0.73
	1.63 (0.99)
	1.99 (1.03)
	-5.43***
	.792
	-.043
	-.073

	Pathetic   
	5.6
	8.7
	3.14
	1.62 (0.96)
	1.94 (1.08)
	-4.66***
	.783
	.012
	-.127

	Stupid  
	10.1
	14.1
	3.30
	1.93 (1.15)
	2.24 (1.17)
	-4.1***
	.755
	-.016
	-.012

	Immoral  
	4.9
	8.1
	3.52
	1.70 (0.95)
	1.95 (1.06)
	-3.7***
	.731
	-.038
	-.102

	Irresponsible
	17.4
	25.6
	8.70
	2.23 (1.23)
	2.55 (1.27)
	-3.91***
	.706
	.063
	-.165

	An embarrassment  
	4.9
	8.9
	5.04**
	1.66 (0.98)
	1.93 (1.07)
	-3.95***
	.642
	.004
	-.042

	Vengeful  
	5.2
	8.5
	3.51*
	1.95 (0.99)
	2.24 (1.02)
	-4.41***
	.636
	-.123
	.116

	Cowardly     
	14.6
	24.9
	14.11***
	2.27 (1.19)
	2.68 (1.20)
	-5.28***
	.606
	.160
	-.369

	Isolation items
	
	
	
	
	
	
	
	
	

	Lonely    
	86.4
	79.5
	7.30**
	4.33 (0.83)
	4.09 (0.93)
	 4.06***
	.013
	.900
	.028

	Lost    
	90.6
	84.6
	6.93**
	4.47 (0.80)
	4.19 (0.89)
	 4.94***
	-.002
	.884
	.039

	Isolated     
	87.8
	79.5
	10.64**
	4.33 (0.86)
	4.05 (0.96)
	 4.58***
	-.102
	.853
	-.122

	Disconnected  
	81.2
	74.7
	5.50*
	4.18 (0.92)
	3.89 (0.98)
	 4.62***
	.032
	.633
	-.189

	Glorification items
	
	
	
	
	
	
	
	
	

	Strong    
	26.1
	13.4
	29.41***
	2.68 (1.23)
	2.45 (1.06)
	 3.26**
	-.141
	-.085
	.841

	Brave     
	30.0
	22.1
	8.16**
	2.86 (1.25)
	2.57 (1.17)
	3.78***
	-.227
	-.020
	.775

	Noble 
	4.2
	5.4
	0.71
	2.09 (0.98)
	2.14 (0.97)
	-0.79
	.008
	-.165
	.753

	Dedicated 
	18.8
	16.0
	1.34
	2.70 (1.06)
	2.62 (1.01)
	 1.21
	-.016
	.020
	.692


Notes. SD, Standard Deviation; bold values indicate differences between the community and clinical samples, with *, p < .05, **, p < .01, *** p < .001. 


Table 2. Comparison of scores on the Stigma of Suicide Scale and the Literacy of Suicide Scale between the clinical and community samples
	
	Clinical
(N = 287)
	Community 
(N = 1,410)
	Unadjusted t
	Adjusted t 

	Subscale
	Mean (SD)
	Mean (SD)
	
	

	SOSS-stigma
	1.87 (1.06)
	2.18 (0.83)
	-6.64***
	-5.54***

	SOSS-isolation
	4.33 (0.85)
	4.11 (0.83)
	 4.55***
	 3.58***

	SOSS-glorification
	2.58 (1.13)
	2.45 (0.82)
	 1.99*
	 2.76**

	LOSS
	7.20 (2.51)
	7.63 (2.47)
	-3.07**
	-3.57***



Notes: SD, Standard Deviation, SOSS: Stigma of Suicide Scale, LOSS: Literacy of Suicide Scale; bold values indicate differences between the community and clinical samples, with *, p < .05, **, p < .01, *** p < .001; df = 1729; adjusted t statistics include adjustment for age and gender; SOSS subscale scores are based on mean ratings from 1, “Strongly disagree” to 5, “Strongly agree”; LOSS scores are based on number of correct responses our of 12.


Table 3. Responses to items from the Literacy of Suicide Scale 
	
	
	Correctly answered
	Incorrectly answered
	“Don’t know” response
	

	Item
	Theme
	Clinical (%)
(N = 287)
	Community (%)
(N = 1,410)
	Clinical (%)
(N = 287)
	Community (%)
(N = 1,410)
	Clinical (%)
(N = 287)
	Community (%)
(N = 1,410)
	χ2

	People who have thoughts about suicide should not tell others about it (F) 
	Treatment/prevention
	85.4
	87.9
	5.9
	4.8
	8.7
	7.2
	1.39

	Seeing a psychiatrist or psychologist can help prevent someone from suicide (T)
	Treatment/prevention
	81.9
	79.0
	5.6
	9.3
	12.5
	11.7
	4.18

	Most people who suicide are psychotic (F)  
	Risk factor
	76.0
	75.8
	3.1
	4.6
	20.9
	19.6
	1.45

	Talking about suicide always increases the risk of suicide (F)  
	Cause/
nature
	74.2
	72.7
	6.6
	10.8
	19.2
	16.5
	5.29

	Not all people who attempt suicide plan their attempt in advance (T) 
	Sign/
symptom
	70.4
	70.2
	8.4
	12.4
	21.3
	17.4
	5.34

	A suicidal person will always be suicidal and entertain thoughts of suicide (F)
	Cause/
nature
	61.3
	71.9
	12.9
	11.6
	25.8
	16.5
	15.59***

	Very few people have thoughts about suicide (F) 
	Cause/
nature
	59.9
	70.1
	10.5
	11.0
	29.6
	19.0
	16.78***

	If assessed by a psychiatrist, everyone who kills themselves would be diagnosed as depressed (F) 
	Cause/
nature
	47.4
	61.1
	19.9
	16.3
	32.8
	22.5
	19.83***

	Men are more likely to suicide than women (T) 
	Risk factor
	45.6
	52.2
	9.8
	14.1
	44.6
	33.8
	13.26**

	People who talk about suicide rarely kill themselves (F) 
	Sign/
symptom
	44.9
	48.1
	13.2
	22.5
	41.8
	29.5
	21.84***

	People who want to attempt suicide can change their mind quickly (T) 
	Sign/
symptom
	42.9
	39.7
	22.6
	30.2
	34.5
	30.1
	6.79*

	There is a strong relationship between alcoholism and suicide (T)  
	Risk factor
	29.6
	35.2
	19.2
	22.8
	51.2
	42.0
	8.27**


Note. T. True, F, False, bold values indicate differences between the community and clinical samples, with *, p < .05, **, p < .01, *** p < .001.

Table 4. Multivariate linear regression models of suicide stigma and literacy (N = 287)
	
	LOSS
	SOSS: Stigma
	SOSS: Glorification
	SOSS: Isolation

	
	Estimate
	p
	Estimate
	p
	Estimate
	p
	Estimate
	p

	Constant
	8.094
	< .001
	1.632
	< .001
	2.452
	< .001
	3.737
	< .001

	Severity of suicidal ideation (SIDAS)
	0.022
	.205
	0.002
	.641
	0.012
	.032
	0.005
	.346

	Suicide plan
	-0.214
	.604
	0.362
	.003
	-0.140
	.312
	0.129
	.266

	Suicide attempt
	0.193
	.647
	0.041
	.746
	-0.264
	.061
	0.241
	.042

	Depression (PHQ-9)
	-0.035
	.341
	-0.009
	.399
	0.023
	.063
	-0.008
	.453

	Anxiety (GAD-7)
	0.029
	.442
	0.005
	.630
	-0.012
	.327
	0.015
	.147

	Mania (ASRM)
	-0.025
	.566
	0.006
	.642
	-0.014
	.330
	0.014
	.252

	Social phobia (SOPHS)
	-0.012
	.688
	0.001
	.961
	-0.025
	.016
	-0.002
	.821

	Hopelessness (HS)
	-0.036
	.280
	0.011
	.274
	0.009
	.419
	0.001
	.898

	Age
	-0.024
	.061
	0.004
	.345
	0.004
	.396
	0.001
	.976

	Female vs. male
	0.649
	.036
	-0.316
	.001
	-0.191
	.064
	0.084
	.331

	Marital status
	
	
	
	
	
	
	
	

	Divorced/separated/widowed vs. 
De facto/married
	0.303
	.507
	-0.009
	.944
	0.231
	.131
	0.139
	.278

	Single vs. De facto/married
	0.379
	.439
	-0.011
	.938
	0.120
	.466
	0.115
	.406

	Born in other countries vs. in Australia
	-0.582
	.114
	-0.105
	.335
	-0.093
	.448
	0.147
	.154


Notes: SOSS: Stigma of Suicide Scale, LOSS: Literacy of Suicide Scale; bold values indicate p < 0.05
