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Knowledge about suicide postvention (KSPV) is an important distal out-
come in the evaluation of suicide prevention programs that focus on the bereaved.
However, most scales are specifically tailored to the evaluation study in question
and psychometric properties are often unsatisfactory. Therefore, we developed
the KSPV scale. Scale properties were investigated with Rasch trees, a newly
developed method in the framework of item response theory. Additionally, we
provide cues for convergent validity. In summary, the scale shows satisfactory
properties for assessing KSPV and could be used to evaluate suicide postvention
programs more effectively.

Many countries have established suicide
prevention plans (Beautrais, 2005; Taylor,
Kingdom, & Jenkins, 1997). One suggested
measure in these plans is education; that is,
providing knowledge about suicidal behav-
ior and about how to identify and support
people in suicidal crises (e.g., Isaac et al.,

2009). Furthermore, acquisition of knowl-
edge is an important goal in preparing care-
givers for their work in suicide prevention
(Ramsay, 2004).

Most evaluation studies of suicide pre-
vention programs assess changes in knowl-
edge about suicide, at least as a distal
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outcome (Isaac et al., 2009). However, those
evaluation studies often use subjective self-
ratings of perceived (as opposed to actual)
knowledge (e.g., Clark, Matthieu, Ross, &
Knox, 2010) or ad hoc scales tailored to a
specific program (e.g., Bean & Baber, 2011).
Hardly any evaluation study used a scale with
established psychometric properties, and
many of the specifically tailored scales assess
knowledge about epidemiological facts.
These facts can be relevant for recognizing
warning signs at population level, but are less
suitable when it comes to offer support for
people at risk at the individual level, like in
tertiary prevention (i.e., suicide postvention).
The latter is an important part of suicide pre-
vention because of known contagion effects
and the increased risk of psychological prob-
lems in survivors that have been exposed to
suicide (Mackesy-Amiti, Fendrich, Libby,
Goldenberg, & Grossman, 1996).

A recent review of the effectiveness of
suicide postvention programs also reports
knowledge as an important part of the pro-
gram evaluation (Szumilas & Kutcher, 2011).
For one of the scales used to quantify knowl-
edge about suicide postvention (KSPV), an
attempt was made to develop a stand-alone
instrument, the Preparing for Crisis Knowl-
edge Test (PFC-KT; Grossman et al., 1995).
However, the test seems to be rather heter-
ogenous in its contents and has low internal
consistency (Mackesy-Amiti et al., 1996).
Moreover, the scale focuses on school-based
programs (many items relate to struc-
tural prerequisites in schools that facili-
tate postvention after suicides); hence, the
PFC-KT is only suitable for this specific
population.

The most widely used scale on
knowledge about suicide is perhaps the
Revised Facts on Suicide Quiz (RFOS;
Hubbard & McIntosh, 1992). However, this
scale focuses on knowledge about suicide in
general and not on suicide postvention spe-
cifically. It contains a number of questions
that relate to epidemiological facts about
suicide (e.g., the most frequently used
method). Furthermore, it also has relatively
low values of internal consistency (e.g.,

K~olves, Tran, & Voracek, 2007; Voracek,
Fisher, Loibl, Tan, & Sonneck, 2008;
Voracek, Loibl, Swami, Vintila, K~olves,
Sinniah, et al., 2008). It is hardly ever used
in studies that evaluate suicide prevention
or postvention programs.

To the best of our knowledge, there is
no scale assessing KSPV that has satisfactory
psychometric properties. Hence, the aim of
this study was to develop a scale measuring
KSPV, specifically focusing on support for
the bereaved by suicide. As knowledge scales
are known to be heterogeneous in content,
we applied a new method of analysis in the
framework of item response theory (IRT),
the so-called Rasch trees (Strobl, Kopf, &
Zeileis, 2011). This method allows identify-
ing subgroups of participants who respond
differently to specific items. This informa-
tion can be used to gain additional insight
into the construct of KSPV. We also investi-
gated cues for validity of the newly con-
structed measure.

METHODS

Participants

For the construction of the KSPV
scale, three independent samples were used.
In the first sample, a preliminary version of
the scale was tested, the second sample was
used for item selection, and the third sample
was used for confirmatory analyses and
cross-validation.

Sample 1. The first sample consisted
of 620 German-speaking volunteers (60.2%
women, 2.3% missing). In terms of nationality,
74.5% were Austrian, 19.8% were German,
and 3.2% had other nationality (2.4% missing).
Mean age was 30.2 years (SD = 13.0 years).
Regarding education, 7.3% reported primary
education as their highest education, 19.4% had
an apprenticeship diploma, 52.7% had com-
pleted secondary education, and 20.2% had
a university degree (0.5% missing). About
39.5% of the sample were students, and 47.7%
reported knowing someone who had engaged
in suicidal behavior (see Demographics).
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Sample 2. This sample consisted of
626 German-speaking volunteers (61.3%
women, 0.2% missing). Participants were
mainly Austrian (66.3%), 18.8% were Ger-
man, and 12.8% reported other nationality
(2.1% missing). Mean age was 29.5 years
(SD = 12.3 years). Regarding their highest edu-
cational degree, 7.0% had primary education,
13.7% reported an apprenticeship diploma,
61.0% completed secondary education, and
17.3% reported having a university degree
(1.0% missing). Of the sample, 54.3% were stu-
dents, and 48.6% knew someone who had
engaged in suicidal behavior.

For the Rasch tree analyses, partici-
pants who answered all items of the KSPV
scale correctly or incorrectly were excluded
(they conveyed no information on how dif-
ficult the items are in relation to each
other). Also, participants with missing val-
ues had to be excluded because of software
limitations. Hence, the final sample for the-
ses analyses consisted of 589 participants.

Sample 3. For the confirmatory anal-
yses, we aimed at achieving a balanced sam-
ple regarding sex (n = 681; 49.9% women,
5.9% missing). Nationality was 81.2% Aus-
trian, 7.8% German, and 4.4% other nation-
ality (6.6% missing). Mean age was 31.7
years (SD = 13.4 years). For highest educa-
tion, 4.4% reported primary education,
10.3% had an apprenticeship diploma, 53.2%
completed secondary education, and 25.8%
had a university degree (6.3% missing).
About 38.8% of the participants were stu-
dents, and 47.7% knew someone who had
engaged in suicidal behavior. With the same
exclusion criteria as for sample 2, the sample
for the Rasch tree analyses comprised 593
participants.

Measures

Knowledge about Suicide Postvention. The
first version of the KSPV scale consisted of
10 items. Item content was developed by the
first author (IWN) by screening the scientific
literature and then discussed among all
authors and with further experts in the field
of suicide research and crisis intervention

(who also offer counseling for bereaved by
suicide). Relating to item content, the main
aim was to provide items practically relevant
to the counseling of individuals bereaved by
suicide. For that reason, questions about
epidemiological facts were not part of the
questionnaire. After initial analyses in the
first sample, items were rephrased where
necessary and additional items were con-
structed, resulting in a 21-item version.
Starting from this version, items were
excluded based on their content and psycho-
metric properties (see Data Analysis). The
final version of the KSPV scale consisted of
15 items, with three response options each:
true, false, and don’t know. The answer “don’t
know” was treated as incorrect. For a com-
plete list of items see Table 1. Psychometric
properties are discussed in detail in the
Results section.

Items were constructed and validated
in German and later translated into English
by three of the authors (IWN, AHES, and
TN) using the parallel blind technique (Beh-
ling & Law, 2000). The resulting translations
were discussed with native English speakers
from the field of public health, and wording
of items was adapted and revised accordingly.

Revised Facts on Suicide Quiz. For
assessing general knowledge about suicide
and to validate the KSPV scale, the RFOS
was used (Hubbard & McIntosh, 1992;
German form: Voracek, Tran, & Sonneck,
2008). This measure consists of 32 items
assessing various facts about suicide and sui-
cidal behavior. All items have three
response categories (either true/false/don’t
know, or three possible answers; “don’t
know” was treated as incorrect). Cronbach
a in the three samples was .47, .62, and .60,
respectively.

Demographics. Participants were asked
to provide demographic information on their
age, sex, marital status, highest educational
qualification, as well as about their field of
study (for students; samples 2 and 3) and
their occupation (sample 3 only). The latter
two were later recoded into two categories
(related to caring profession vs. other) to val-
idate the KSPV scale by group comparisons.
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Additionally, participants were asked
whether they had any experience with family
members or close friends engaging in sui-

cidal behavior (i.e., completed or attempted
suicide), as knowledge has been found to be
higher in that group (MacDonald, 2007).

TABLE 1

Items and Psychometric Properties of the KSPV Scale. Instructions: “The following statements refer
to facts from research regarding support for the bereaved by suicide. Please tick the answer that you
think is correct”

Item Text

Sample 2 Sample 3

%c rit %c rit

(1) Bereaved should better not see the deceased
person before the funeral (F)

.51 – .48 –

2 Bereaved should not be contacted by crisis
intervention teams shortly after the death (F)

.69 .30 .67 .29

3 Avoiding talking about the suicide of a family
member/friend is a good coping strategy (F)

.84 .44 .85 .35

4 Pharmacological treatment (tranquilizers) in the
first hours after the bereavement should be
avoided by all means (F)

.42 .19 .45 .27

5 Touching the body of a deceased person is safe
from a medical point of view (T)

.41 .24 .50 .29

6 All people react the same way to a sudden and
unexpected death (F)

.78 .34 .78 .24

7 Anger with the deceased is a normal reaction (T) .56 .35 .53 .32
8 Children should not, by any means, see the

deceased person (F)
.31 .26 .31 .31

(9) Children playing normally right after the death
is a sign of traumatization (F)

.42 – .43 –

10 Children playing “being dead” or “funeral” after
a suicide is a sign of traumatization (F)

.42 .29 .44 .35

11 Suicide should be concealed from children (F) .61 .43 .60 .43
12 It is best to cope with the suicide of a loved one

or friend on your own (F)
.83 .37 .80 .38

(13) The younger a child is at the time of a loved one’s
suicide, the higher the child’s suicide risk (T)

.10 – .09 –

(14) The shock phase after a suicide lasts at least a week (F) .18 – .14 –
15 Media interviews of the bereaved immediately after

the suicide are a first step in coping with the death (F)
.69 .38 .70 .27

16 Grief after suicide should be shared with children (T) .71 .44 .72 .43
17 Farewell rituals (e.g., lighting a candle, talking to the

deceased, …) are unbearable after a suicide (F)
.79 .50 .85 .40

18 In the days after a loved one’s suicide it is beneficial
for children to maintain their usual daily routines (T)

.69 .16 .63 .17

(19) In the shock phase after a suicide, the risk of a suicide
is highest (F)

.25 – .26 –

(20) It is a good coping strategy to divert a bereaved person
(e.g., by reminding him/her of good times) (F)

.15 – .15 –

21 The bereaved should, generally, take tranquilizers in
the first hours after the death (F)

.43 .23 .48 .20

T, True; F, False; %c, percentage of correct answers; rit, item-restscore correlation (not given
for excluded items; item numbers of excluded items are given in parenthesis).
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Procedure

In all samples, research assistants
recruited participants from their personal
contacts and by approaching people at
the university. All participants provided
informed consent, took part voluntarily, and
were not remunerated for participation.
They were ensured that they remained abso-
lutely anonymous, and data were treated
confidentially. After completion of the ques-
tionnaire, participants were debriefed using a
standardized debriefing page with informa-
tion about the study goals as well as con-
tact information of institutions that offer
counseling.

For samples 1 and 3, the question-
naire was also presented online, and 37.8%
and 31.5% of these samples completed the
online version, respectively. Participants
were recruited via social media sites and Inter-
net message boards unrelated to suicide
topics.

Data Analysis

Additionally to standard means; that
is, investigating internal consistency (Cron-
bach a) and factor structure, we used the
Rasch model (Fischer & Molenaar, 1995;
Rasch, 1960). This model can ensure that
the scale is unidimensional and that the
person sum score is an appropriate mea-
sure. Furthermore, item difficulty parame-
ters (i.e., estimated difficulty resulting from
the Rasch analysis) are not confounded by
the latent ability (in this case, knowledge)
of the participants, which is a major advan-
tage over classical methods.

The fit of the Rasch model is usually
tested by comparing the item difficulty
parameters of two or more groups. If they
are similar, all items of the scale have com-
parable properties in the two samples and
the test is fair. If item parameters differ, the
affected items are said to show differential
item functioning (DIF). DIF means that
items work differently for participants of dif-
ferent groups, even when they have the same
latent ability (knowledge). Additionally to the

statistical examination, it is important to
examine whether DIF is also theoretically
explainable. The statistical part is usually
tested with global likelihood ratio (LR) tests
(Andersen, 1973). The groups are defined
by external or internal split criteria. Exter-
nal split criteria can be chosen freely, with
participants’ sex, education, or age as prob-
ably the most common. Regarding internal
split criteria, the raw score is both the most
common and rigorous one. This criterion
tests whether the item discrimination is
similar enough for the Rasch model to
hold, which is important for the raw score
to be a fair measure.

When the Rasch model does not fit
for the whole data set, it can be investigated
whether it fits for certain subgroups of the
sample and whether characteristics of these
subgroups can explain DIF. One means of
identifying groups is to use mixture Rasch
models (Rost, 1990) in which groups are
identified automatically by means of latent
class analysis. However, it is often difficult
to interpret DIF, as it remains unknown
what constitutes the latent classes in which
the response behavior is different.

Recently, a new method has been pro-
posed to elude this drawback. Rasch trees
(Strobl et al., 2011) can be used to automati-
cally identify subgroups of persons who dif-
fer in their response behavior based on
external split criteria. The method identifies
the most important criterion by estimating
how much the item difficulties change across
specific subgroups, splits the sample accord-
ingly, and iteratively repeats the analysis for
the remaining criteria within these sub-
samples. Hence, the method also considers
combinations of criteria. This facilitates
identification of DIF and also its explanation:
due to the known subgroups, the reasons for
DIF can be investigated more easily (Reise &
Waller, 2009), which can be used to gain
additional insight into the measured
construct.

For item selection, Rasch tree analy-
ses and model tests of the Rasch model in
the identified subgroups were performed
iteratively. First, homogenous subgroups
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were identified by a Rasch tree analysis
using the external criteria sex, age, educa-
tion, marital status, and experience with sui-
cidal behavior in relatives or close friends.
To confirm the fit of the Rasch model in
the identified subgroups, we performed glo-
bal LR tests using the internal split crite-
rion (raw score median split). In sample 3,
we additionally used one external criterion
(online vs. paper–pencil testing). Furthermore,
we used Wald tests (Fischer & Molenaar,
1995) to identify items that did not satisfy
the Rasch model and applied Martin-L€of
tests (Martin-L€of, 1973) in the identified
subgroups, to examine unidimensionality of
the scale. For the Martin-L€of test, it is stan-
dard practice to compare a group of easy
items to a group of difficult items. For the
model tests, we used a significance level of
a = .01 (to correct for multiple testing).
After exclusion of unfitting items, these
steps were repeated until the LR and Mar-
tin-L€of tests indicated that the Rasch model
was valid in all subgroups identified by the
Rasch tree analysis.

Factor analyses were conducted in
MPlus (Muth�en & Muth�en, 2008) using an
estimator based on polychoric correlations,
which is appropriate for analyzing dichoto-
mous data (weighted least squares mean and
variance adjusted [WLSMV] estimator). All
other analyses were performed in R 2.15.0
(R Development Core Team, 2012), using
packages eRm (Mair, Hatzinger, & Maier,
2011) and psychotree version 0.12-1 (Strobl
et al., 2011).

RESULTS

Analyses in Sample 1

Cronbach a of the first version of the
KSPV scale was .66, which was higher than
that of the RFOS in the same sample
(Cronbach a = .47), in spite of the fact that
this version of the KSPV scale consisted of
10 items only. Discriminatory power (cor-
relations of single items and total score with
the respective items excluded) ranged from

rit = .23 to .40 (mean rit = .33). The rates
of correct answers to the items ranged from
.34 to .89.

Regarding factor structure, an explor-
atory factor analysis was performed. The
scree plot indicated a one-factor solution to be
most suitable (36.8% of variance explained by
first factor, 13.3% by second factor). The
mean total score was 5.99, indicating no floor
or ceiling effects. Total scores correlated mod-
erately with RFOS scores (r = .37, p < .001).

Analyses in Sample 2 with All KSPV
Items

Internal consistency of the 21-item ver-
sion of the KSPV scale was a = .72, which
again was higher than that of the RFOS in the
same sample (a = .62). However, discrimina-
tory power of some of the newly constructed
items was low (around rit = .10 for items 14
and 20) and zero for item 13 (rit = �.04,
p = .33; Table 1). An exploratory factor anal-
ysis revealed seven eigenvalues greater than 1,
but the scree plot suggested a one-factor solu-
tion (25.5% of variance explained by first fac-
tor, 8.7% by second factor).

Item Selection by Means of Item
Response Theory

According to the strategy of analysis
described above, the following items were
excluded (in that order): 13, 14, 20, 19, 9,
and 1. Item 13 may be considered an epide-
miological fact less relevant for practical
counseling and therefore was excluded. Items
14 and 19 might be problematic because of
the term “shock” (which can be understood
in a psychological or in a physical sense). In
item 9, the term “playing normally” might be
problematic, because respondents could think
differently about what is considered “normal”
after a traumatic event. For items 1 and 20, the
correct answer may depend on the situation.
Hence, these items were excluded.

The final scale consisted of 15 items.
The Rasch model did not fit for the whole
data set. The subgroups identified in the
Rasch tree analysis for this version of the
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scale are depicted in Figure 1. Age was the
most important criterion, followed by edu-
cation and sex. Marital status did not affect

the response behavior to the items in the
scale, and neither did experience with sui-
cidal behavior in friends or family. LR tests

Figure 1. Groups of respondents identified by Rasch tree analysis and item difficulties in these groups with 95%
confidence intervals (left: sample 2; right: sample 3). Only items of the final version of the KSPV scale are depicted.
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in these subgroups were not significant (all
ps � .019), and neither were the Martin-
L€of tests (all ps � .15).

Analysis of the Final Version of the
KSPV Scale in Sample 2

For the final 15-item version of the
KSPV scale, Cronbach a was .72. Discrimi-
natory power of items was between rit = .16
and .50 (mean rit = .33). The percentage of
correct answers to the items ranged from .31
to .84. In an exploratory factor analysis, the
scree plot indicated a one-factor solution
(33.1% variance explained by first factor, 9.6%
by second factor). Additionally, a confirmatory
factor analysis indicated an acceptable fit of a
one-factor solution (root mean square error of
approximation [RMSEA] = .046 [CI, .038; .054];
comparative fit index [CFI] = .923; standardized
root mean square error [SRMR] = .078). The
Martin-L€of test for unidimensionality was
also not significant at a = .01 (p = .027).

Confirmatory Analyses in Sample 3

A Rasch tree analysis with LR tests
for model fit (as performed in sample 2)

yielded subgroups that were similar to those
in sample 2, except that education was not
replicated as an important factor for DIF
(Figure 1). A scree plot suggested a one-factor
solution (32.3% of variance explained by
first factor, 9.6% by second factor). A confir-
matory factor analysis yielded, again, an accept-
able fit of a one-factor model (RMSEA = .043
[.035, .051], CFI = .910, SRMR = .079), and
the Martin-L€of test attested unidimension-
ality (p = .352).

Using DIF to Investigate Response
Behavior

The Rasch tree analyses identified
subgroups of persons that responded differ-
ently to certain items (Figure 1, Table 2).
For example, item 21 (bereaved should gen-
erally take tranquilizers) was more difficult
for younger men compared with older par-
ticipants. It could be speculated that this
group is generally less willing to deal with
intense negative emotions, and therefore
believes that the use of tranquilizers is generally
recommended. A similar argument might
apply to item 5 (touching the deceased is
medically safe), which is also more difficult

TABLE 2

Group Differences in Item Difficulties of Single Items

Item
Number

Sample 2 Sample 3

Old
(grp 1)

Young
and high ed

(grp 2)

Young
and low

ed and m (grp 3)

Young
and low

ed and f (grp 4)
Old

(grp 1)
Young and
m (grp 2)

Young
and f (grp 3)

2 1, 3, 4
4 3, 4
5 2, 4 4 3 3
6 1 1 1
7 1 1, 2
12 2
15 1
16 2, 3
18 2, 3, 4
21 1 1

grp, group; ed, education; m, male; f, female.
Entries in cells indicate that the item in question (row) was more difficult for the group indicated

in the column header compared with the groups stated in the cell. Example: In sample 2, item 5 was
more difficult for group 1, compared with groups 2 and 4.
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for younger men compared with younger
women. Touch can be a very intense and
intimate gesture, hence accepting this as a
possibility might be difficult when less will-
ing to deal with intense emotions. Items 6
and 7 (all people react the same way; anger is
a normal reaction) were more difficult for
younger respondents, maybe because they
have less experience with grief in general.
For most items, however, item difficulties
were rather similar (overlapping confidence
intervals, Figure 1).

Validity

As a first cue for convergent validity,
scores of the final (15-item) version of the
KSPV scale were correlated with the RFOS.
This scale measures knowledge about sui-
cide in general and is therefore less specific
than the KSPV scale. The scores of the two
measures correlated moderately in two
independent samples (samples 2 and 3;
r = .53 and r = .46, both ps < .001), indi-
cating that the KSPV scale measures a
related, but not identical construct.

Furthermore, sum scores of the
KSPV scale were compared between differ-
ent subgroups of participants (again, in two
independent samples). First, groups of stu-
dents were compared. The focal group
consisted of students in disciplines related
to caring professions (e.g., psychology,
medicine, teaching, social work; n = 173
and n = 104, for samples 2 and 3, respec-
tively). This group was compared with all
other students (n = 167 and n = 160, respec-
tively). Participants in the focal group scored
significantly higher in the KSPV scale, both
in sample 2 (t(338) = 6.71, p < .001, d = 0.73)
and in sample 3 (t(262) = 4.12, p < .001, d
= 0.52). Effects were of medium-to-large
size and comparable to those of the RFOS
(d = 0.56 and 0.70 for samples 2 and 3,
respectively).

Second, groups in different occupa-
tional fields were compared. This comparison
was only performed for sample 3, as occupa-
tion was not part of the survey for sample 2.
Again, the focal group consisted of partici-

pants working in fields related to caring
professions (e.g., psychologists, therapists,
teachers, social workers, paramedics; n = 82).
Performance of this group was compared
with the remaining participants that were
employed (n = 301). Again, participants in
the focal group scored higher on the KSPV
scale (t(381) = 4.69, p < .001, d = 0.59). This
medium-sized effect was slightly higher than
when the RFOS was used to compare these
subgroups (d = 0.44).

Third, we compared participants who
had experience with suicidal behavior in
friends or family (n = 304 and n = 325 for
samples 2 and 3, respectively) with those
who had no such experience (n = 320 and
n = 316, respectively). For the KSPV scale,
effects were small but significant in sample
2 (t(622) = 4.02, p < .001, d = 0.33) as well
as in sample 3 (t(639) = 3.20, p = .001,
d = 0.25). For the RFOS, effects were smal-
ler in sample 2 (d = .16) and non existent in
sample 3 (t(639) = 1.69, p = .09, d = 0.13).

DISCUSSION

In this study, we report on the con-
struction and analysis of a new measure for
assessing knowledge about suicide postven-
tion. Both classical as well as IRT-based
analyses suggest that measurement properties
are satisfactory, and first cues of validity indi-
cate that the measure is suitable for assessing
knowledge about suicide postvention.

The newly constructed KSPV scale
correlated with an already established mea-
sure of knowledge about suicide in general
(RFOS), and results of groups comparisons
were as expected (participants related to
caring professions or with experience with
suicidal behavior in friends or family had
higher scores). Effects were not only com-
parable, but even slightly higher for the
KSPV scale compared with the RFOS.
Hence, the KSPV scale seems to be a valid
measure of knowledge about suicide post-
vention.

The IRT analyses identified subgroups
with different response behavior (DIF).
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However, for most items, item parameters
were not extremely different in the sub-
groups (overlapping confidence intervals).
Items of a knowledge test are diverse in con-
tent (e.g., Voracek et al., 2008) and usually
not exchangeable (each item assesses a
related, but different aspect of knowledge).
Therefore, it is only natural that some sub-
groups perform differently on certain items.
Also, presence of item-level DIF does not
necessarily lead to biased scale scores (Reise
& Waller, 2009). Furthermore, both factor
analyses and IRT analyses suggested that a
one-factor solution was adequate. Hence, we
argue that the KSPV sum score can be used
as a measure for knowledge about suicide.

Despite using a composite score, the
information resulting from the Rasch tree
analysis might still be valuable. For those
items where different response behavior was
identified for specific subgroups (nonover-
lapping confidence intervals), sex, and age
seem to be important predictors for the dif-
ficulty of these items. For example, making
clear that touching the deceased is not dan-
gerous from a medical point of view (item
5) might be important particularly for
younger men. Touch is an important part
of farewell rituals and can help coping with
the loss. For the loss of a child, there are
even guidelines encouraging touching the
deceased (Dyregrov, 1989), and we believe
that this might generalize to the loss of
adults. Knowing someone who was engaged
in suicidal behavior was not identified as a
significant influence on DIF, although it
was found to influence knowledge in the
current study and in prior research (Mac-
Donald, 2007). Hence, the test is a fair
measure to compare these groups.

The KSPV scale showed satisfactory
psychometric properties and validity. There-
fore, it could be used to assess knowledge as
a distal outcome of suicide prevention pro-
grams. It may provide a more rigorous out-
come evaluation than other instruments, as
was demanded in prior research (Mann
et al., 2005). The KSPV scale could also aid
at comparing different suicide prevention
programs in terms of knowledge gains.

One limitation of the current study is
that the Rasch trees method is rather sensi-
tive to sample characteristics. Education
was found to be a factor that influences
response behavior only in sample 2, but this
was not replicated in sample 3. The reason
might be that sample 3 contained fewer par-
ticipants with lower education. Hence, rep-
lication of results in different samples is
needed, as well as further research regarding
the theoretical foundations of subgroup
differences. Another limitation of this
study is that the Rasch model is rather rig-
orous in its assumptions. However, it was
possible to identify subgroups for which
these assumptions hold, even though knowl-
edge is known to be a rather heteroge-
neous concept (e.g., Voracek et al., 2008).
Thereby, the Rasch tree method allows for
investigation of possible causes in differ-
ences of the response behavior. This could
facilitate the identification of specific target
groups for education campaigns, primary
prevention, intervention, as well as for post-
vention.

In summary, we demonstrated that
the KSPV scale is a suitable measure of
knowledge about suicide postvention. It
might provide a means for a more rigorous
outcome evaluation in evaluation studies.
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