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Charakteristika suizidalen Erlebens und Verhaltens:

Dynamik & Ambivalenz
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Ambivalence as “perhaps 
the single most important 
psychological concept in 
our understanding of 
suicide” (p. 12) 
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„Ich wollte nicht leben, wollte aber 
auch nicht nicht leben. Ich wollte 
weder leben noch sterben, oder eben 
beides. Aber es gab nichts 
dazwischen, gab kein Sowohl-als-
auch.“
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94% der Hoch-Suizidalen berichten Ambivalenz
(Harris et al., 2010)
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Zum Zeitpunkt des letzten Suizidversuchs:
• n = 53: ambivalent
• n = 43: kein Lebenswunsch
• n = 10: kein Todeswunsch

• N = 393 Patienten (nach Suizidversuch)
• 43%: ambivalent
• 21%: enttäuscht, überlebt zu haben
• 36%: froh, überlebt zu haben
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INTRODUCTION

Suicidal ideation is common in the general population as 
well as among psychotherapy patients: Serious suicidal 
ideation during the past 2 weeks was reported by 8% of re-
spondents in a German representative study (Forkmann 
et  al.,  2012) and 16%–67.5% of outpatients starting psy-
chotherapy in Germany suffered from suicidal ideation 

(Teismann etal,  2024). Suicidal thoughts typically show 
a strongly fluctuating course (Hallensleben et al., 2018), 
which might be understood as an indication that life- 
affirming and life- wearying aspects alternately become 
the focus of attention in suicidal persons.

In line with this reasoning, Shneidman (1996) states 
that suicidal ambivalence is the common cognitive state 
“that occurs in almost every case of suicide” (p. 129) and 
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Abstract
Background: Suicidal ambivalence is considered a characteristic condition of 
suicidal individuals. At the same time, there is a lack of a uniform definition, con-
ception and assessment of suicidal ambivalence. On this background, the current 
scoping review aims to explore the extent, range, and nature of research activity 
on suicidal ambivalence and to summarize research findings.
Methods: A systematic literature search was conducted in four different data-
bases (PubMed, Psychinfo, Web of Science, and Google Scholar) using an array 
of search terms (e.g., ambivalence, internal suicide debate, reasons for living and 
reasons for dying, wish to live and wish to die).
Results: In total, 28 articles published between 1977 and 2023 were included 
in the scoping review. The study situation lacks a clear definition, conceptual-
ization and operationalization of suicidal ambivalence. Nonetheless, suicidal 
ambivalence is a common experience in persons contemplating suicide and sui-
cidal ambivalence seems to be present before, during and after a suicide attempt. 
Suicidal ambivalence is associated with diverse markers of negative/positive 
mental health as well as suicidal ideation and behavior.
Conclusion: Results point to the relevance of suicidal ambivalence. At the same 
time, there are large gaps in knowledge about the development, impact and thera-
peutic responsiveness of suicidal ambivalence.
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Lasterleben

Fehlende 
Zugehörigkeit

Hoffnungslosigkeit

Entrapment

Unbearability

118    |    © Teismann • Friedrich, Therapie-Tools Krisenintervention und Suizidalität. Beltz, 2022

INFO 34 • T

Suizidale Kognitionen

Im Folgenden werden Beispiele für Kognitionen gegeben, die im Rahmen suizidaler Krisen besonders 
relevant sind und daher wichtige therapeutische Ansatzpunkte darstellen können.

Eindruck, eine Last für andere zu sein 
(Perceived Burdensomeness)

Ich bin eine Last für andere. Andere wären 
besser dran, wenn es mich nicht mehr gäbe.

Eindruck fehlender Zugehörigkeit  
(Thwarted Belongingness)

Ich gehöre nirgendwo dazu. Niemand würde 
mich vermissen. Es gibt niemanden, für den 
ich wichtig bin. Ich bin ein*e Außenseiter*in.

Hoffnungslosigkeit Es ist hoffnungslos. Nichts wird sich jemals 
ändern. Alles wird nur noch schlimmer 
werden. Niemand kann mir helfen.

Unaushaltbarkeit Ich kann den emotionalen Schmerz / die 
Gedanken / die Symptome / die Situation nicht 
länger aushalten. Ich brauche Ruhe.

Eindruck des Gefangenseins  
(Entrapment)

Ich fühle mich wie gefangen. Es gibt keinen 
Ausweg für mich. Ich kann nichts tun, sondern 
bin all dem ausgeliefert. Ich möchte mir selbst 
entkommen.

Eindruck, vom Leben besiegt worden zu sein 
(Defeat)

Ich bin machtlos. Ich gehöre zu den Verlierern 
im Leben. Das Leben hat mich besiegt. Ich bin 
ganz unten angekommen.

Wertlosigkeit Ich bin nicht liebenswert. Ich bin es nicht wert, 
geliebt zu werden. Ich verdiene es nicht zu 
leben.
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Gründe pro Sterben
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Lasterleben

Fehlende 
Zugehörigkeit

Hoffnungslosigkeit

Entrapment

Unbearability

 
Wichtig ist noch: ... ich hätte mich nicht fast umgebracht wegen einem Jungen, ... für mich 
war es damals viel mehr als nur ein Junge. ... Für mich war es der Gedanke von jemandem 
geliebt zu werden, ... dass man mich lieben kann, ... dass man mich akzeptieren kann, ... dass 
ich dazu gehöre ... das Gefühl nicht mehr einsam zu sein ... und diese furchtbare Angst, ein 
schlechtes Leben zu führen ... das war alles verknüpft mit diesem Jungen. 
 
Danach gab es weitere Momente in meinen Leben, in welchen ich mir mein Leben nehmen 
wollte, da mich meine negativen Gefühle überwältigten und mir mein Leben so hoffnunglos 
vorkam ... vor einer U-Bahn Haltestelle und vor einem offenem Fenster im drittem 
Stockwerk... 
 
Jetzt würde ich sagen, ich bin glücklich, dass ich es nicht getan habe. ... Damals habe ich 
einfach komplett alles um mich herum verdrängt oder vergessen.  
 
Ich bin dann in eine Beratungsstelle gegangen – zusammen mit einer Schulpsychologin ... 
eine Lehrkraft, hat mich gesehen, wie ich auf der Wiese so ein bisschen 
zusammengebrochen bin ... so am Weinen ... und die hat mich angesprochen, ist mit mir zur 
Schulpsychologin gegangen und mit der bin ich dann zur Beratungsstelle gegangen.  
 
... Habe da ein bisschen darüber geredet und die nette Dame hat mir gesagt, dass ich 
versprechen muss ... einen Vertrag abschließen muss, dass ich mir keine Verletzungen mehr 
zufüge. Und ja, ... dann habe ich das auch gelassen, ... habe das Cuttermesser kaputt 
gemacht … Die Dame meinte dann, dass ich zur Therapie gehen sollte, weil sie sich nicht 
damit auskennt. ... Und dann bin ich halt zur Therapie gegangen, ... habe ein Jahr lang daran 
gearbeitet und dann wurde es besser, ... Wir haben zusammen Möglichkeiten gefunden, wie 
ich mit diesen Gefühlen klarkomme, ... wie ich ein passendes Ventil finde, ... wie ich ein 
besseres Verständnis bekomme. ...  
 
Und ich glaube an dem Tag, an dem ich gemerkt habe, dass ich keine Suizidgedanken mehr 
habe, ... dass ich das Leben ein bisschen mehr wertschätze, ... bin ich nach Hause gegangen, 
war am Hauptbahnhof und habe da auf dem Weg einen Baum gesehen, ... den ich eigentlich 
immer sehe, wenn ich da langgehe,  ... und es war mit Abstand das Schönste, was ich jemals 
gesehen habe ... es lag nicht daran, dass der Baum schön war, es lag daran, dass ich den 
Baum anders gesehen habe ... es war so ein knackiges Rot, ich kann das immer noch klar 
sehen ... ich wäre fast stehen geblieben und hätte geweint ... , bin dann aber 
weitergegangen, ... es wäre ein bisschen seltsam gewesen, wenn ich da stehe und heule. 
Aber es ist in meinem Kopf geblieben. 
 
In der Therapie gab es auch andere Methoden, die wir benutzt haben, ... nämlich einfach 
versuchen, negative Gedanken nicht den ganzen Tag rauszulassen, ... eben nicht die ganze 
Zeit darüber nachzudenken, ... sondern vielmehr eine Stunde oder eine halbe Stunde am Tag 
all den Kram niederzuschreiben ... und das habe ich dann gemacht.  ... Wichtig ist auch, dass 
man sich löst von dem normalen Denken: Also normalerweise denkt man halt abgrundtief 
negativ und glaubt, dass es die Wahrheit ist,  ... was auch verständlich ist, weil das halt die 
Welt ist, in der man lebt ... aber, wenn man nicht mehr suizidal denken möchte, dann muss 
man komplett anders anfangen, zu denken. Das ist wichtig. 
 

Frau, 19 Jahre
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Lasterleben

Fehlende 
Zugehörigkeit

Hoffnungslosigkeit

Entrapment

Unbearability

Frau, 29 Jahre

Ich bin 29 Jahre alt, habe eine kleine Tochter und arbeite im Gesundheitswesen. 
 
Es ist schon einige Zeit her, dass ich  suizidal war ... 
 
Vor genau 10 Jahre hat sich meine Mutter umgebracht. Sie ist in den Wald gefahren und hat 
in ihrem Auto eine Überdosis eingenommen. Es hat eine Woche gedauert bis das Auto von 
einem Förster gemeldet wurde, die Kripo hat sie dann gefunden. ... Ich hatte in meiner 
gesamten Kindheit und Jugend ein ganz enges Verhältnis zu meiner Mutter. Wir waren 
zusammen  in Urlaub, sind ins Theater zusammen gegangen, haben beide gerne gelesen .... 
Und ich wusste nichts von ihren Problemen .... Das war dann ganz komisch ... in der Nacht in 
der sie verschwunden ist, hat mein Vater mich geweckt und gesagt, dass wir sie suchen 
müssen ... ich wollte das erst gar nicht und hab gesagt, dass sie bestimmt nur zu einer 
Freundin gefahren ist ... die beiden hatten sich an dem Tag gestritten ... ich habe mir da aber 
gar nichts bei gedacht ... mein Vater hat mir dann in der Nacht gesagt, dass Mama vor sechs 
Jahren schonmal versucht hatte sich das Leben zu nehmen und dass sie immer wieder eine 
Affäre mit einem anderen Mann hatte, mit dem sogar eine Wohnung hatte ... da sind wir 
dann hingefahren, sie war da aber nicht .... ich wusste dass meine Mutter mal im 
Krankenhaus war ... ich wusste aber nichts von alldem anderen... obwohl wir uns doch so 
nah waren und obwohl ich doch eine wirklich schöne Kindheit hatte ... Das blieb dann auch 
komisch ... bei der Beerdigung haben mir dann auch andere Leute gesagt, wie meine Mutter 
so war und welche Probleme sie hatte... ich hatte die ganze Zeit das Gefühl, dass ich die 
Deutungshoheit, also meine Deutungshoheit über meine Mutter verteidigen müsste ... ich 
wollte meine Mutter nicht auf einmal als depressive, anorektische und suizidale Person mit 
Geheimnissen sehen; nichts von alldem habe ich erlebt und mitbekommen ... ich hatte eine 
liebe, lustige, gebildete und interessierte Mutter, die mich immer geliebt hat. Punkt.  
 
Ich bin damals direkt bei einer Freundin eingezogen, ich konnte in dem Haus nicht mehr 
bleiben und auch mit meinem Vater habe ich mich zu dem Zeitpunkt nicht so gut 
verstanden. Der war natürlich auch völlig fertig. ... Etwa ein halbes Jahr später bin ich dann 
alleine in eine Wohnung gezogen.  
 
In der Zeit bin ich dann auch selber suizidal geworden ... Das erste Mal Weihnachten 
komplett allein ... Und ich habe meine Mutter so vermisst ... Und ich konnte das gar nicht 
verstehen ... Ich war so traurig ... Das war richtig körperlich ... Ich kann das gar nicht 
beschreiben ... Ich hatte einfach den Eindruck, dass ich dieses Gefühl überhaupt nicht mehr 
aushalten kann .... Das war wie ein körperlicher Schmerz ... Aber überall ... wie zugeschnürt 
... ich habe nur noch weinen können ... hab dann einen Abschiedsbrief geschrieben .... und 
Medikamente zusammengesucht ...  
 
(leise) Ich habe das nicht hinbekomme die zu nehmen ... habe einfach ganz lange da 
gesessen .... meine Mutter hatte in Bezug auf einen Bekannten der auch mal suizidal war, 
immer wieder gesagt, dass einem ein Suizid nicht wegläuft, dass man das immer auch zu 
einem späteren Zeitpunkt machen kann ... ich habe das in der Nacht nicht hinbekommen ... 
irgendwann habe ich dann bei der Telefonseelsorge angerufen ... das war ein schreckliches 
Telefonat (lacht) ... der Mann hat offensichtlich gedacht, dass ich ein Kind bin und alles was 
er gesagt hat mit Geräuschen untermalt, also so „vielleicht kannst Du ja mal in Urlaub fliegen 
.... so djjjjjjum (lacht) ... geholfen hat es trotzdem ... ich musste so lachen und war dann 
erstmal aus der Stimmung raus. ... (wieder ernst) Ich glaube, dass es in der Nacht eng war ... 
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• Familie/Freunde/Verantwortung: 67%
• Zukun5spläne: 58%
• Dinge, die Freude 

machen: 26%
• Selbstbild: 13%
• Religion: 9%

Gründe pro Leben
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Ich bin doch feige. Ich hätte es mir nicht zugetraut. Wie
das Gas monoton zischt. Es graut einem. Mir ist wahnsinnig
schlecht geworden. Ein Dröhnen in den Ohren. Habe die
Todesangst gespürt, und trotzdem weiß ich, ich muss es 
durchstehen: Mein Schädel brummt, die Ohren sind immer
noch taub. Jetzt habe ich richtig Angst. […] Hätt ich den Mut 
gehabt, die Hand vom Hahn nehmen, hätt ich es längst 
geschafft. Jetzt geht es noch einmal los. Wenn das Zischen 
und die Angst nicht wär, wär alles halb so schlimm. […]

Gründe kontra Sterben
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"I just can't stand this 
back and forth in my 
head anymore" 
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Surviving moment to moment: The experience of
living in a state of ambivalence for those with
recurrent suicide attempts

Yvonne Bergmans1,2* , Evelyn Gordon3 and Rahel Eynan4,5
1Arthur Sommer Rotenberg Chair in Suicide Studies, St. Michael’s Hospital, Toronto,
Ontario, Canada

2University of Toronto, Ontario, Canada
3Dublin City University, Ireland
4Lawson Health Research Institute, London, Ontario, Canada
5Department of Psychiatry, Schulich School of Medicine and Dentistry, Western
University, London, Ontario, Canada

Objective. This qualitative study aimed to capture the experience of living in the
ambivalent space between life and death for adults with recurrent suicide attempts (RSA).
It sought to expand upon an earlier study that explored the processes involved in
transitioning away fromRSA among adults, which revealed that occupying this ambivalent
space is a crucial part of this process.

Design. Interpretive phenomenological analysis (IPA) was used. This methodology was
designed to explore the lived experiences andmeaningmaking and enabled interpretation
of the multidimensional subjective experiences of RSA participants.

Methods. In-depth semi-structured interviews were conducted with eight adult
women with a history of RSA who had participated in a therapeutic intervention at the
research site (Skills for Safer Living: A Psychosocial/Psychoeducational Intervention for
People with Recurrent Suicide Attempts [SfSL/PISA]). The six stages of IPA were
followed to analyse the interview data.

Results. Analysis revealed the superordinate theme, ‘surviving moment to moment’,
which refers to a precarious state of making decisions about one’s life and destiny on a
moment-to-moment basis without clear commitment to either life or death. Two
subordinate themes were identified: ‘deciding not to die in the moment’ when the
participants were more invested in dying than living and ‘deciding to live in the moment’
when they were more invested in living than dying.

Conclusion. The study illuminated the complex process of making decisions about
ones’ destiny on a moment-to-moment basis. It revealed the torment experienced when
occupying this state, while paradoxically, also revealing how indecision about life and
death provided a lifeline opportunity for those with RSA. Clinicians who recognize the
subtle distinctions associated with this in-between state can tailor their interventions
accordingly.

*Correspondence should be addressed to Yvonne Bergmans, 193 Yonge St., 6011, Toronto, Ontario, Canada M5B 1M4 (email:
bergmansy@smh.ca).
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The Agony of Ambivalence and Ways
to Resolve It: Introducing the MAID Model
Frenk van Harreveld
Joop van der Pligt
University of Amsterdam, Netherlands

Yael N. de Liver
Utrecht University, Netherlands

(e.g., support U.S. military presence in countries such as
Iraq and Afghanistan, vote for a political party intending
to increase taxes to combat global warming, boycott
products that rely on cheap child labor). Previous reviews
on ambivalence emphasized definitional issues of ambiva-
lence (Jonas, Brömer, & Diehl, 2000) and the relationship
with dimensions of attitude strength (Conner & Sparks,
2002). In the present article, we combine the literature on
attitudes with that on affect and decision making and
focus on the affective, cognitive, and behavioral conse-
quences of ambivalence.

In the current review, we first turn to the notion that
the experience of ambivalence is unpleasant. We assess
the evidence in support of this notion and argue that it
holds under specific circumstances. We discuss these cir-
cumstances and describe when ambivalence is accompa-
nied by an unpleasant, aversive state of arousal. In this
context, we also address the role of emotions, with spe-
cial emphasis on anticipated regret. In the second part,
we investigate how people cope with these feelings of
discomfort, and we show that ambivalent attitude hold-
ers are quite adaptive in their approach to reducing their
discomfort. In the final section, we introduce the MAID
(model of ambivalence-induced discomfort); we
describe the various components of this model; and we
discuss its implications for research on ambivalence.

Authors’ Note: Please address correspondence to Frenk van Harreveld,
Universiteit van Amsterdam, Department of Social Psychology,
Roetersstraat 15, 1018 WB, Amsterdam, Netherlands; e-mail:
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People are generally averse toward conflict between
beliefs and/or feelings underlying their attitudes—that is,
attitudinal ambivalence. This review integrates literature
on attitudinal ambivalence with theories on decision
making and coping strategies to gain a better understand-
ing of when and how people deal with feelings of ambiva-
lence. First it shows that ambivalence is experienced as
being particularly unpleasant when the ambivalent atti-
tude holder is confronted with the necessity to make a
choice concerning the ambivalent attitude object; then,
incongruent evaluative components of the attitude
become accessible, and feelings of uncertainty about the
potential outcomes arise, which may involve the anticipa-
tion of aversive emotions. Several coping strategies are
employed when ambivalence is experienced as unpleas-
ant. Emotion- and problem-focused coping strategies are
discussed. The article concludes with a discussion of the
MAID (model of ambivalence-induced discomfort),
which aims to describe the consequences of ambivalence.

Keywords: attitudes; judgment; decision making; ambiva-
lence; dissonance

Before ordering our extra hot grande decaf nonfat
hazelnut espresso macchiato, there are quite a few

choices we have to make, and such choices might
require a lot of information. It is inevitable that this
information will be, at least in some instances, evalua-
tively incongruent. In such cases, we can experience
ambivalence.

We can be ambivalent about personal matters (e.g.,
follow a low fat–high carbohydrate diet that is heart
healthy but has a higher risk of obesity, opt for childbirth
in a hospital or in a domestic setting) or societal issues

 at Universiteit van Amsterdam SAGE on February 14, 2009 http://psr.sagepub.comDownloaded from 
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Fazit

• Suizidale Krisen können hochdynamisch 
verlaufen

• Ambivalenz als (Mit-)Verursacher der Dynamik
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Charakteristika suizidalen Erlebens und Verhaltens:

Kipppunkte
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36% ≤ 5 Min. zwischen Entscheidung & Umsetzung
44% ≤ 10 Min. zwischen Entscheidung & Umsetzung
76% ≤ 180 Min. zw. Entscheidung & Umsetzung
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Abstract

A substantial proportion of suicide attempts seem to be realized in a sudden manner.

However, it is unclear how suicide attempters showing a rapid transition from the

decision to die to acting differ from suicide attempters showing a slower transition

regarding their suicidal history. The main aim of this study was to determine the pro-

portion of suicide attempters, who reported a rapid transition (≤5, ≤10, ≤180 min)

between their decision to die and their actual attempt. Furthermore, attempter

groups (≤ vs. >5, ≤ vs. >10 and ≤ vs. >180 min) were compared regarding suicidal his-

tory (ideation, plans, and number of lifetime as well as 12 month suicide attempts) as

well as depression, hopelessness and trait impulsivity. In total, 118 inpatients (62.7%

female; age: M = 38.71, SD = 14.71) hospitalized due to a recent suicide attempt

were assessed using structured clinical interview measures assessing suicidal history

and self-report instruments. Thirty-six percent reported a time period of ≤5 min,

44% a time period of ≤10 min and 73% a time period of ≤180 min between their

decision to die and their attempt. Participants with a rapid transition (≤5, ≤10,
≤180 min) did not differ from participants with a slower transition (>5, >10,

>180 min) regarding suicidal history, depression, hopelessness and trait impulsivity.

Taken together, a rapid transition seems common, but nevertheless, rapidly realized

suicide attempts cannot necessarily be characterized as impulsive.

K E YWORD S

ideation-to-action, transition time, impulsivity, suicide attempts

1 | INTRODUCTION

Suicide is a leading cause of death worldwide and made up 1.4% of all

deaths in 2016 (World Health Organization, 2020). Suicide attempts

outnumber suicides by far and represent one of the strongest risk fac-

tors for suicide (Franklin et al., 2017). As such, it is highly important to

understand how people come to show suicidal behaviour. Impulsivity

is often mentioned as one of the central risk factors for suicidal

behaviour (Hambrich, Nemes, Soare, & Cozman, 2017; Mann

et al., 1999). Impulsivity can be defined ‘as a predisposition towards

rapid, unplanned reactions to internal or external stimuli without

regard to the negative consequences of these reactions to the impul-

sive individuals or to others’ (Moeller et al., 2001, p. 1784). In particu-

lar, Mann et al. (1999) state that it is impulsivity that makes people

‘more likely to act on suicidal feelings’ (p. 181). Bryan and Rudd (2006)

propose that being impulsive might be a better indicator for people to
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Describing and Measuring the Pathway to
Suicide Attempts: A Preliminary Study

ALEXANDER J. MILLNER, PHD, MICHAEL D. LEE, BS, AND MATTHEW K. NOCK, PHD

To die by suicide, one must think about suicide, make a plan, and then
carry it out. Prior research has examined the presence and predictors of these
outcomes; however, virtually no studies have characterized how these steps
unfold along the pathway to suicide. A novel instrument was administered to 30
recent suicide attempters. Results revealed that although the median onset for
suicidal ideation occurs 1 to 5 years prior to attempting, the median for 6 of
the 10 steps measured was within 6 hours of attempting. Overall, 86.5% of
proximal planning steps took place within 1 week of attempting and 66.6%
occurred within 12 hours.

Suicide is a leading cause of death around
the world (Lozano et al., 2012); however,
some of the most basic characteristics of the
pathway to suicidal behavior have not been
well examined. Prior research has focused
primarily on whether people have thought
about suicide, whether they have made a
suicide plan, and whether they have made a
suicide attempt (Nock, Borges, Bromet,
Cha, et al., 2008). Although there have
been qualitative accounts of the lead up to
suicide attempts and deaths (Kidd, 2004;
Robins, 1981), there have been no detailed,
descriptive, quantitative data characterizing
the pathway to suicide. For example,
researchers have not delineated or described
what specific steps people take as they tran-
sition from suicidal ideation to a suicide
attempt or how people move down this
pathway to suicide.

There are several important reasons
to describe the pathway to suicide. First,

describing how people move through the
pathway to suicide lays a foundation for
future research examining factors that influ-
ence why people move from thinking to
attempting suicide. For example, certain
risk factors could increase the likelihood of
suicide, but only when people are at specific
points along the pathway. If this were the
case, understanding the pathway would be
critical to understanding how certain factors
lead to suicide.

Second, clarifying this pathway could
inform suicide risk assessment and suicide
prevention. For example, future research
may find that certain steps along the path-
way are associated with greater risk of a
future attempt. In addition, knowledge of
the steps and average trajectories through
the pathway could inform clinical decision
making.

Third, a description of the pathway
could help advance the measurement of
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SIMON ET AL.IMPULSIVE SUICIDE ATTEMPTS

Characteristics of Impulsive Suicide Attempts and
Attempters

Thomas R. Simon, PhD, Alan C. Swann, MD, Kenneth E. Powell, MD, MPH,
Lloyd B. Potter, PhD, MPH, Marcie-jo Kresnow, MS,

and Patrick W. O’Carroll, MD, MPH

Suicide attempts often are impulsive, yet little is known about the characteristics
of impulsive suicide. We examined impulsive suicide attempts within a popula-
tion-based, case-control study of nearly lethal suicide attempts among people
13-34 years of age. Attempts were considered impulsive if the respondent reported
spending less than 5 minutes between the decision to attempt suicide and the actual
attempt. Among the 153 case-subjects, 24% attempted impulsively. Impulsive at-
tempts were more likely among those who had been in a physical fight and less
likely among those who were depressed. Relative to control subjects, male sex,
fighting, and hopelessness distinguished impulsive cases but depression did not.
Our findings suggest that inadequate control of aggressive impulses might be a
greater indicator of risk for impulsive suicide attempts than depression.

In 1999 suicide was the third most common
cause of death among adolescents and young
adults between the ages of 15 and 34 years
(National Center for Injury Prevention and
Control, 2002). Suicide attempts often are im-
pulsive (Williams, Davidson, & Montgomery,
1980), calling into question the utility of exist-
ing suicide prevention strategies which often
rely on the identification and referral of indi-
viduals at risk (Centers for Disease Control
[CDC], 1992; Potter, Powell, & Kachur,
1995). Preventing impulsive suicide attempts
may require different strategies.

Researchers have noted an increase in im-
pulsive behavior immediately prior to suicide
attempts (Hall, Platt, & Hall, 1999), as well as
a positive association between measures of

impulsivity and suicidal behavior (Kingsbury,
Hawton, Steinhardt, & James, 1999; Pfeffer,
Jiang, & Kakuma, 2000). Prior studies have
also found that many suicide attempts are
made impulsively (Brown, Overholser, Spiri-
to, & Fritz 1991; Kost-Grant, 1983;
O’Donnell, Farmer, & Catalan, 1996; Read,
1997; Williams et al., 1980). Estimates of the
proportion of suicide attempts that are made
impulsively vary widely depending on the def-
initions used and the sample studied. Some es-
timates are based on the characteristics of the
attempt and the amount of planning involved
(Brown et al., 1991; O’Donnell et al., 1996).
Another approach is to examine the amount
of time spent contemplating the suicide at-
tempt. For example, Williams and colleagues
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„ ... ambivalence is 
not resolved. Rather, 
it is set aside ...“

Suicide Life Threat Behav. 2024;00:1–12. wileyonlinelibrary.com/journal/sltb   | 1© 2024 American Association of Suicidology.

INTRODUCTION

Ambivalence as the co- occurrence of two competing 
wishes, the wish to die (WTD) and the wish to live 
(WTL), has been of interest to suicidologists since the 
1960s (Stengel,  1964; Kovacs & Beck,  1977; Brown 
et al., 2005; for a review see Bryan, 2020). Since Kovacs 
and Beck's (1977) study of the internal struggle during 
a suicide attempt, the methodology of ambivalence re-
search has changed, and suicidologists now use more 

and more advanced methods of data collection and 
analysis. Cross- sectional designs are complemented by 
longitudinal ones and, more recently, the method of eco-
logical momentary assessment, which provides nuanced 
data collected in real time (see Kleiman et  al.,  2023). 
Researchers found that the discrepancy between an in-
dividual's WTL and WTD is a risk factor for suicide risk 
(Brown et al., 2005; see also Harris et al., 2010; O'Connor 
et  al., 2012). Bryan et  al.  (2016) have also shown that 
WTD and WTL ebb and flow dynamically over the 

Received: 15 January 2024 | Revised: 23 May 2024 | Accepted: 25 May 2024

DOI: 10.1111/sltb.13101  

O R I G I N A L  A R T I C L E

The end of ambivalence. A narrative perspective on 
ambivalence in the suicidal process

Dariusz Galasiński MA, PhD, DSc1 |   Justyna Ziółkowska MA, PhD, DSc2

1Institute of Journalism, University of 
Wrocław, Wrocław, Poland
2Faculty of Psychology in Wrocław, 
SWPS University, Wrocław, Poland

Correspondence
Dariusz Galasiński, Institute of 
Journalism, University of Wrocław, Ul. 
Fryderyka Joliot- Curie 15, Wrocław 
50- 383, Poland.
Email: dariusz.galasinski@uwr.edu.pl

Abstract
Introduction: Suicidal ambivalence is a recognized phenomenon in suicidol-
ogy, yet not much is known about it in the context of progression from suicidal 
ideation to action. The current study addresses this gap. We explore narrative 
dynamics of suicidal ambivalence in stories about transition from suicidal idea-
tion to action.
Methods: We employ an experiential qualitative approach to gain in- depth un-
derstanding of narrated experience of suicidal ambivalence. We conducted semi- 
structured interviews with 22 patients hospitalized after a suicide attempt. For a 
detailed analysis, we selected 11 interviews in which the interviewees' accounts 
spontaneously referred to their ambivalence about attempting suicide. We used a 
text- oriented version of Critical Discourse Studies (CDS) to analyze the semantics 
and syntax, as well as the functions of what was said within the local context, and 
the social actions thus accomplished.
Results: Our study shows primarily that ambivalence is not resolved. Rather, it 
is set aside and removed from the narrative and replaced by an action- focused 
narrative with no references to mental activities.
Conclusion: We propose that ambivalence recedes and gives way to action and 
that qualitative research provides a useful evidence base for conceptualizing and 
understanding the role of ambivalence in transition from suicidal ideation to 
action.

K E Y W O R D S
discourse analysis, ideation- to- action framework, qualitative research, suicidal ambivalence
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Abstract
Background: Suicidal behavior is the result of complex interactions between many 
different factors that change over time. A network perspective may improve our un-
derstanding of these complex dynamics. Within the network perspective, psychopa-
thology is considered to be a consequence of symptoms that directly interact with 
one another in a network structure. To view suicidal behavior as the result of such 
a complex system is a good starting point to facilitate moving away from traditional 
linear thinking.
Objective: To review the existing paradigms and theories and their application to 
suicidal behavior.
Methods: In the first part of this paper, we introduce the relevant concepts within 
network analysis such as network density and centrality. Where possible, we refer 
to studies that have applied these concepts within the field of suicide prevention. In 
the second part, we move one step further, by understanding the network perspec-
tive as an initial step toward complex system theory. The latter is a branch of science 
that models interacting variables in order to understand the dynamics of complex 
systems, such as tipping points and hysteresis.
Results: Few studies have applied network analysis to study suicidal behavior. The 
studies that do highlight the complexity of suicidality. Complexity science offers 
potential useful concepts such as alternative stable states and resilience to study 
psychopathology and suicidal behavior, as demonstrated within the field of depres-
sion. To date, one innovative study has applied concepts from complexity science to 
better understand suicidal behavior. Complexity science and its application to human 
behavior are in its infancy, and it requires more collaboration between complexity 
scientists and behavioral scientists.
Conclusions: Clinicians and scientists are increasingly conceptualizing suicidal behav-
ior as the result of the complex interaction between many different biological, social, 
and psychological risk and protective factors. Novel statistical techniques such as 
network analysis can help the field to better understand this complexity. The ap-
plication of concepts from complexity science to the field of psychopathology and 
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example, a shift from the motivational to volitional phase). The main 
idea of the cusp model is that the stronger the positive feedback(s), 
the more discontinuous the network will behave under stress. In 
Figure 9a–c, three different kinds of hypothetical interactions be-
tween (external) stress and suicide risk are shown (Scheffer 2009). 
In Figure 9a, an increase in stress results in a stable increase in risk of 
suicide, as a patient moves in a linear way from low risk to high risk. 
Importantly, after stress has increased, the patient can easily go back 

from being at a high risk to being at a low risk when stress decreases 
again to a relatively normal level.

In Figure 9b, it is hypothesized that across certain ranges of stress, 
a patient's risk of suicide does not change very much, but when a 
specific stress threshold is reached, a patient will respond relatively 
strongly. When a positive feedback loop is really strong, it could even 
be that low suicidal risk and high suicidal risk represent two separate 
states (Figure 9c), separated by an unstable state (dashed).

F I G U R E  8   Example of a positive feedback loop (left-hand) and a negative feedback loop (right-hand) [Colour figure can be viewed at 
wileyonlinelibrary.com]

F I G U R E  9   (a) Linear relationship between stress and risk of suicidal behavior. (b) Sigmoidal relation between stress and risk for suicidal 
behavior. (c) The relationship between stress and suicide risk as a cusp catastrophe model [Colour figure can be viewed at wileyonlinelibrary.
com]
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A B S T R A C T

Background: Since its beginnings, suicide research has made great progress in terms of empirical findings.
However, in contrast to empirical knowledge, the theoretical understanding of suicides has shown only minimal
progress. Missing interdisciplinary bridges and the lack of a unifying paradigm have been major obstacles. This
paper examines the starting points for a rethink.
Methods: In the first step, we identified major challenges in suicide research, which have been obstructing a
better understanding. In the second step, we determined a new concept of suicide that is highly compatible with
epidemiological results and meets the requirements of interdisciplinary usability. In the third step, the im-
plications of this paradigm were explored by relating it to two process typologies, the one characterizing the
temporal dynamics of suicide processes, and the other representing risk mechanisms / factors occurring at
different stages of suicide processes.
Results: Since suicides are rare events and often appear to be "rash acts", they can be conceived of as mental
accidents or, more precisely, as failures to withstand temporary suicide impulses. This paradigm is suitable for
synchronously implementing different personal, psychopathological, societal and situational perspectives. It
applies to a high proportion of suicides and works well when being exposed to different typologies of suicide
processes.
Conclusions: The mental accident paradigm provides an interdisciplinary starting point in suicidology that offers
new perspectives in research, prediction and prevention.

1. Introduction

More than 100 years of suicide research have yielded vast amounts
of empirical results as well as new prevention and intervention per-
spectives. However, theoretical progress has been modest. The under-
standing of suicide is still primed by biological and societal perspectives
similar to those developed by the psychiatrist Morselli (1881) and the
sociologist Durkheim [1897] (2002) in the 19th century. Missing in-
terdisciplinary bridges remain a major obstacle since then. Novel psy-
chological concepts of the postwar era did not succeed in changing this
constellation (Beck et al., 1990; Shneidman, 2001).

At the individual level, psychiatrists and psychologists view suicide
as a sequel of serious mental problems. Depression, schizophrenia,
borderline personality disorder, substance use disorders and other fre-
quently co-occurring conditions, including behavioral problems, form
the most relevant framework in suicide research within these dis-
ciplines (Bertolote and Fleischmann, 2002). In contrast, sociology has

traditionally provided limited contributions to explain psychopathology
and individual transitions to suicide. Durkheim even disputed the role
of mental illness in explaining suicide, a perspective that is outpaced
nowadays.

Conversely, at the societal level, epidemiologists and sociologists
have dealt with diverse national, regional and other cross-sectional
differences (Varnik, 2012), trends in suicide rates and various kinds of
time series data (Ajdacic-Gross, 1999; Phillips, 2014; Thomas and
Gunnell, 2010). None of these empirical findings seem to be associated
with psychopathological parameters, and therefore cannot be explained
by psychiatrists or clinical psychologists referring to different pre-
valence rates of depression or of any other mental condition.

As in most disciplines, there is a tacit consent that links between
different systemic levels must exist to create coherent and solid insights
into an issue. Establishing links between the individual and the societal
level in suicide research would undoubtedly boost our understanding of
suicide. This is a challenging endeavor, which only few scholars such as
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„Wenn ich einen Revolver 
hätte, so würde ich ihn 
irgendwo verwahren und 
einschließen .... wenn man 
so ein Ding immer vor 
Augen hat – wirklich, es 
gibt Augenblicke, wo es 
einen verführen könnte.“
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Ideation- to- action theories of suicide such as the 
interpersonal- psychological theory of suicide (Van 
Orden et al.,  2010), the three- step theory (Klonsky & 
May,  2015), and the integrated motivational- volitional 

model (O'Connor & Kirtley, 2018) posit that people pass 
through a series of phases or stages of escalating suicide 
risk. This sequential trajectory often begins with rela-
tively low risk states characterized by the desire for death. 
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Abstract
Background: Approximately half of those who attempt suicide report experienc-
ing suicidal ideation and suicidal planning in advance; others deny these experi-
ences. Some researchers have hypothesized that rapid intensification is due to 
past suicidal ideation and/or behaviors that are “mentally shelved” but remain 
available for rapid access later.
Method: To evaluate this hypothesis, we examined (a) temporal sequencing 
of suicidal ideation, suicidal planning, and suicidal behavior, and (b) speed of 
emergence of suicidal behavior in a prospective cohort study of 2744 primary care 
patients.
Results: Of 52 patients reporting suicidal behavior during follow- up, 20 (38.5%) 
reported suicidal ideation and planning prior to their suicidal behavior, 23 (44.2%) 
reported suicidal ideation but not planning, and nine (17.3%) denied both suicidal 
ideation and planning. Over half (n = 30, 57.7%) reported the onset of suicidal 
ideation and/or planning on the same day as or after their suicidal behavior (i.e., 
rapid intensification). Rapid intensification was not associated with increased 
likelihood of reporting recent or past suicidal ideation, planning, or behaviors, 
suggesting rapid intensification does not depend on prior experience with sui-
cidal ideation and/or behaviors.
Conclusion: Detecting primary care patients at risk for this form of suicidal be-
havior may be limited even with universal suicide risk screening.
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deny experiencing intermediate risk states like suicidal 
ideation and suicidal planning.

In the present study, we used data from a prospective 
cohort study of primary care patients that repeatedly as-
sessed suicidal ideation, plans, and behaviors for 1 year 
after enrollment. Our primary aim was to examine the 
progression of suicide risk in two ways. First, we sought to 
describe the temporal sequence of suicidal ideation, sui-
cidal planning, and suicidal behavior among patients who 
engaged in suicidal behavior during the one- year study 
period. Second, we sought to assess the relative frequency 
of rapid intensification of suicide risk, which we defined 
as suicidal behavior that occurred on the same day as the 
first onset of suicidal ideation and/or suicidal behavior 
that occurred prior to the first onset of suicidal ideation.

METHOD

Participants and procedures

Participants for the present study included primary care 
patients who reported suicidal behavior (i.e., interrupted, 
aborted, or actual suicide attempts) within 1 year of en-
rolling in the PRImary care Screening Methods (PRISM) 
Study, a multisite prospective cohort study of patients re-
cruited from six military primary care clinics located at 
five military installations across the U.S. between July 
2015 and August 2018 (Bryan et al., 2020). Patients were 
recruited from clinic waiting rooms during routine visits 

by a trained research associate who provided information 
about the study. Patients who completed the informed 
consent process were provided with a computer tablet to 
complete a baseline self- report survey. Participants were 
contacted 6 and 12  months later to complete a phone- 
based interview assessing the incidence of suicidal idea-
tion, planning, and behaviors since baseline. Participants 
could select a small token of appreciation (e.g., t- shirt, gift 
card for coffee) for completing the baseline assessment 
and received a $50 electronic gift card for each completed 
assessment during follow- up. PRISM's inclusion crite-
ria were being 18 years of age or older, eligible to receive 
medical services from the Department of Defense, able 
to understand and read the English language, and able 
to complete the informed consent process. To maximize 
generalizability, the only exclusion criterion was the pres-
ence of a medical or psychiatric condition that diminished 
capacity for providing informed consent (e.g., acute intox-
ication, psychosis). The study was reviewed and approved 
by the Naval Health Research Center Institutional Review 
Board.

Instruments

Self- injurious thoughts and behaviors interview 
(SITBI)

The SITBI (Nock et al., 2007) was used at baseline to assess 
lifetime history of suicidal ideation, suicidal planning, and 

F I G U R E  1  The traditional model of suicide risk (a) assumes that all suicidal thoughts and behaviors like on a continuous, 
unidimensional spectrum with low risk at the bottom of spectrum and high risk at the top. According to this perspective, the pathway to 
suicide progresses through several incremental stages: from nonsuicidal to suicidal ideation to suicidal planning to suicidal behavior. The 
three- dimensional cusp catastrophe model of suicide risk (b) provides an alternative framework that allows for multiple pathways. Pathway 
A progresses through multiple incremental phases of suicide risk, consistent with the unidimensional spectrum model: from nonsuicidal to 
suicidal ideation to suicidal planning to suicidal behavior. Pathway B progresses from nonsuicidal to suicidal ideation to suicidal behavior, 
“skipping” over suicidal planning in the process. Pathway C progresses from nonsuicidal to suicidal behavior, “skipping” over suicidal 
ideation and suicidal planning.

 1943278x, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/sltb.12948 by Cochrane G

erm
any, W

iley O
nline Library on [15/03/2023]. See the Term

s and Conditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline Library for rules of use; O

A
 articles are governed by the applicable Creative Com

m
ons License

38.5%

44.2%

17.3%

N=952
n = 52 SV

Suicide Life Threat Behav. 2023;00:1–10.     | 1wileyonlinelibrary.com/journal/sltb

Ideation- to- action theories of suicide such as the 
interpersonal- psychological theory of suicide (Van 
Orden et al.,  2010), the three- step theory (Klonsky & 
May,  2015), and the integrated motivational- volitional 

model (O'Connor & Kirtley, 2018) posit that people pass 
through a series of phases or stages of escalating suicide 
risk. This sequential trajectory often begins with rela-
tively low risk states characterized by the desire for death. 

Received: 30 October 2022 | Revised: 20 January 2023 | Accepted: 26 January 2023

DOI: 10.1111/sltb.12948  

O R I G I N A L  A R T I C L E

Rapid intensification of suicide risk preceding suicidal 
behavior among primary care patients

Craig J. Bryan PsyD, ABPP1  |   Michael H. Allen MD2 |   Heather M. Wastler PhD1 |   
AnnaBelle O. Bryan MS1 |   Justin C. Baker PhD, ABPP1  |   Alexis M. May PhD3 |   
Cynthia J. Thomsen PhD4

1Department of Psychiatry & Behavioral 
Health, The Ohio State University 
College of Medicine, Columbus, Ohio, 
USA
2Department of Psychiatry, University 
of Colorado Anschutz Medical Campus, 
Aurora, Colorado, USA
3Department of Psychology, Wesleyan 
University, Middletown, Connecticut, 
USA
4Naval Health Research Center, San 
Diego, California, USA

Correspondence
Craig J. Bryan, PsyD, ABPP, Department 
of Psychiatry & Behavioral Health, 
The Ohio State University College of 
Medicine, 3650 Olentangy River Road, 
Suite 310, Columbus, OH 43214, USA.
Email: craig.bryan@osumc.edu

Funding information
Defense Medical Research and 
Development Program, Grant/Award 
Number: W81XWH- 14- 1- 0272

Abstract
Background: Approximately half of those who attempt suicide report experienc-
ing suicidal ideation and suicidal planning in advance; others deny these experi-
ences. Some researchers have hypothesized that rapid intensification is due to 
past suicidal ideation and/or behaviors that are “mentally shelved” but remain 
available for rapid access later.
Method: To evaluate this hypothesis, we examined (a) temporal sequencing 
of suicidal ideation, suicidal planning, and suicidal behavior, and (b) speed of 
emergence of suicidal behavior in a prospective cohort study of 2744 primary care 
patients.
Results: Of 52 patients reporting suicidal behavior during follow- up, 20 (38.5%) 
reported suicidal ideation and planning prior to their suicidal behavior, 23 (44.2%) 
reported suicidal ideation but not planning, and nine (17.3%) denied both suicidal 
ideation and planning. Over half (n = 30, 57.7%) reported the onset of suicidal 
ideation and/or planning on the same day as or after their suicidal behavior (i.e., 
rapid intensification). Rapid intensification was not associated with increased 
likelihood of reporting recent or past suicidal ideation, planning, or behaviors, 
suggesting rapid intensification does not depend on prior experience with sui-
cidal ideation and/or behaviors.
Conclusion: Detecting primary care patients at risk for this form of suicidal be-
havior may be limited even with universal suicide risk screening.

K E Y W O R D S
cusp catastrophe, multiple pathways, planning, rapid intensification, suicidal ideation

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any 
medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
© 2023 The Authors. Suicide and Life-Threatening Behavior published by Wiley Periodicals LLC on behalf of American Association of Suicidology.

 1943278x, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/sltb.12948 by C

ochrane G
erm

any, W
iley O

nline Library on [15/03/2023]. See the Term
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline Library for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons License



21

Abb. 48 Beispiel für Planungeines Suizids (a) undAbschiedsbrief (b). (Freigabe zurVeröffentlichung
durch Staatsanwaltschaft Leipzig am25.04.2022)

[8] im Ballungsraum Leipzig [28] in Relati-
on stehen. Zudemwerden für Bahnsuizide
keine weiteren Hilfsmittel wie Stricke oder
Gift benötigt, sodass sie keinerlei Voraus-
planung bedürfen und spontan jederzeit
erfolgen können [4]. Außerdem stellen sie,
ebensowieder Sturz ausgroßerHöhe, eine
Methode mit hoher Letalität dar [26].

Nur in der Gruppe der Kinder war in
der vorliegenden Untersuchung Erhängen
die häufigste Suizidmethode. Dies könn-
te damit zusammenhängen, dass Kinder
möglicherweise seltener allein das häusli-
che Umfeld verlassen [3] und Erhängen zu
den Methoden gehört, zu denen Kinder
einen leichten Zugang haben [24].

Laut unserer Studie starben weibliche
Suizidenten am häufigsten durch Intoxi-
kation. Dies ist damit begründbar, dass
Mädchen und Frauen oft „weiche“ Suizid-
methoden präferieren [10]. Die Ergebnis-
se verschiedener Studien bezüglich der
Intoxikationsfälle sind jedoch nicht unein-
geschränkt miteinander vergleichbar, da
einige deutsche Studien Patienten mit be-
kanntem Drogenkonsum ausgeschlossen
haben [26, 33]. In unserer Studie hingegen
waren diese inkludiert, sofern eindeutige
Hinweise auf einen Suizid – wie etwa ein
Abschiedsbrief – vorhanden waren.

Zu bedenken ist außerdemdie lokal be-
grenzte Population der vorliegenden Un-
tersuchung mit insgesamt geringer Fall-

zahl,wodurchAbweichungenbedingt sein
können.

Psychiatrische Erkrankungen

Die Ursachen für einen Suizid bei Kindern,
Jugendlichen und Heranwachsenden sind
sehr komplex. Suizid ist niemals die Kon-
sequenz einer einzigenUrsache oder eines
einzelnen Stressors, sondern das Ergebnis
vieler Faktoren [7]. Dazu zählen psychi-
atrische Erkrankungen, Todesfälle (insbe-
sondere Suizid) in der Familie, körperliche
Misshandlung oder sexueller Missbrauch,
Delinquenz, psychosoziale Probleme wie
Mobbing oder schwere familiäre Konflikte
[24].

Suizid geschieht bei Kindern, Jugendli-
chen und Heranwachsenden selten spon-
tan, sondern ist zumeist auf eine bereits
länger andauernde Belastungssituation
zurückzuführen [33]. Hinweise auf eine
länger geplante Handlung zeigten sich in
der vorliegenden Studie jedoch nur bei 4
der 67 Suizidenten. Ähnlich wie in der
Untersuchung von Zimmermann et al.
[33] wurde nur bei einem kleinen Teil
der Suizidenten (22%) ein Abschiedsbrief
(.Abb. 4) mit möglichen Hinweisen zur
Suizidmotivation vorgefunden.

Selbstverletzendes Verhalten oder vor-
angegangeneSuizidversuche zählen zu re-
levanten Risikofaktoren für Suizid bei Kin-
dern, Jugendlichen und Heranwachsen-

den[7]. EbensobestehteinerhöhtesRisiko,
wenn in der Familie bereits Suizide oder
Suizidversuche erfolgt sind [27]. Direkte
Suizidäußerungen oder -versuche in der
Vergangenheit waren in der vorliegenden
Studie in 10% der Fälle bekannt. Informa-
tionen zu Suiziden in den Familien wurden
nicht erhoben.

Selbstverletzendes Verhalten, z. B. in
Form oberflächlicher Hautschnitte mit
scharfen Gegenständen [16], kann einen
Hinweis auf eine psychiatrische Erkran-
kung wie die Borderline-Persönlichkeits-
störung darstellen [1]. Selbstverletzendes
Verhalten wird von Patienten mit einer
Persönlichkeitsstörung häufig in nicht-
suizidaler Absicht mit dem Ziel einer
Spannungsreduktion durch Schmerzbei-
bringung durchgeführt [16]. Das Risiko für
Suizide und Suizidversuche bei Kindern,
Jugendlichen und Heranwachsenden ist
bei dieser Patientengruppe dennoch um
das Drei- bis Zwölffache im Vergleich zu
gesunden Gleichaltrigen erhöht [1, 10].

Während Hinweise auf psychiatrische
Erkrankungen bei mehr als einem Drittel
der Fälle unserer Studie vorlagen, waren
konkrete psychiatrische Diagnosen ledig-
lich in 4 Fällen belegt. Dieser Anteil ist in
anderen Studien teilweise deutlich höher
[3, 26] – dies kann in unserer Datenge-
winnunganhand vonSektionsakten, inde-
nen die Vollständigkeit der Informationen
derverschiedenenFällevariiert,begründet
sein.

Affektive Störungen, Psychosen, Anore-
xia nervosa und Suchterkrankungen zäh-
len zu den am häufigsten mit Suizid asso-
ziierten psychiatrischen Erkrankungen [15,
21, 24].

Beim Vorliegen einer Depression ist die
Suizidmortalität umdas Einundzwanzigfa-
chegegenüber derAllgemeinbevölkerung
erhöht [6]. Dies istwegender hohenPräva-
lenz depressiver Störungen in westlichen
Industrienationen [31] von besonderer Re-
levanz. Eine rezidivierende depressive Stö-
rungwar indieserUntersuchungbei einem
und eine depressive Episode bei 7% der
Suizidenten bekannt.

Zudem zeigten sich positive toxikolo-
gische Befunde oder Injektionsstellen als
mögliche Zeichen für eine vorliegende Ab-
hängigkeitserkrankung [15, 23].

Im Kontext von Suiziden bei Kindern,
Jugendlichen und Heranwachsenden wer-

Rechtsmedizin 5

aus: Falge et al., 2023
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Fazit

• Transition zu suizidalem Verhalten kann 
hochdynamisch und in Abhängigkeit von 
Kontextfaktoren erfolgen
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Suizidales Verhalten ist nicht 
vorhersagbar
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Zufall
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Vorhersage
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Journal of Consulting Psychology
Vol. 18, No. 6, 19*4

Detection of Suicidal Patients: An Example of
Some Limitations in the Prediction of

Infrequent Events
Albert Rosen

VA Hospital, Minneapolis, Minnesota
and the University of Minnesota1

Since the detection of suicidal patients is
an important responsibility of clinical psychol-
ogists, a number of investigators have proposed
or evaluated certain signs, configurations, and
items from psychological tests for their iden-
tification [1, pp. 290, 326; 7; 8; 9; 12; 14;
15; 18; 19; 21]. The purposes of this paper
are (a) to suggest modifications in the classi-
fication of patients in suicide research, (b) to
emphasize some of the limitations inherent in
the prediction of suicide, and (c) to indicate
the general applicability of such limitations in
the prediction of any other behavior or event
of infrequent occurrence.

Classification of Patients in Suicide Research
The term "suicidal" has been used to describe

patients demonstrating heterogeneous kinds of
behavior, such as (a) suicide thoughts, (b)
suicide threats, (c) suicide attempts, and (d)
severe depression. In previous research on sui-
cide predictors, a common practice has been the
combining of test data from such individuals
with data from those who actually committed
suicide.
Differentation of "Suicidal" Subgroups

The need for more precise classification in
suicide research has been indicated by Farbe-
row [6] and by Rosen, Hales, and Simon
[16], who demonstrated that "suicidal"
subgroups can be differentiated by means of
psychological tests. The two studies closely
agreed in indicating that, as a group, patients
who express suicide thoughts or suicide

1From the Neuropsychiatry Service, VA Hospital,
Minneapolis, Minnesota, and the Divisions of Psy-
chiatry and Clinical Psychology of the University
of Minnesota.

threats are much more severely disturbed than
either patients who have made a suicide at-
tempt or patients-in-general, and that patients
in the latter two categories are similar to each
other.
Suicide Rates

Additional evidence of the need for greater
refinement in the classification of patients in
suicide research is provided by statistics on the
incidence of suicide. Suicide is an extremely
infrequent event, and very few of those patients
who are severely depressed or who express sui-
cide thoughts or threats actually commit sui-
cide. Thus, data from such patients should not
arbitrarily be grouped under the class term
"suicidal." Examina t ion of the following
data on suicide rates provides substantiation of
these statements.

Suicide rate for the general population. In the
United States, the suicide rate for the general popu-
lation is 11.4 in 100,000 [20, p. 75]. Reliable statistics
for the frequency of suicide attempts in the general
population are unavailable because of the difficulty
of determining objectively what is an "attempt."
Data on the incidence of suicide among psychiatric
patients are sparse; they may be classified in two
ways, according to occurrence: (a) after termina-
tion of treatment and (b) during hospitalization.

Posttreatment suicide rates among former psychi-
atric patients. Only four published studies could be
located which reported data on the incidence of sui-
cide among patients after termination of treatment.
The authors of these reports obtained their data
primarily by correspondence. The first three deal
with psychoneurotics followed up for periods of
from 2 to 20 years. Coon and Raymond [2] found
6 suicides among 1060 cases, a rate of .0057. Ross
[17] reported 4 suicides among approximately 1186
neurotics, a rate of .0034. Denker [3] discovered 3
suicides among 707 cases, a rate of .0042. Denker's
cases had not been psychiatric patients, but had been
diagnosed as neurotic. A fourth study, by Holt and

397
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• 70% der Repeater als 
„low risk“ klassifiziert

• 80% der Non-Repeater als
„high risk“ klassifiziert

AUC = 0.6
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„In other words, a suicide expert who 
conducted an in-depth assessment of 
risk factors would predict a patient`s 
future suicidal thoughts and 
behaviors with the same degress of 
accuracy as someone with no 
knowledge of the patient who 
predicted based on a coin flip ...“

https://www.apa.org/news/press/releases/2016/11/suicidal-behaviors

Joseph Franklin, Harvard University
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Do PHQ Depression Questionnaires Completed During
Outpatient Visits Predict Subsequent Suicide Attempt or Suicide
Death?

Gregory E Simon, MD MPH, Carolyn M Rutter, PhD, Do Peterson, MS, Malia Oliver, BA,
Ursula Whiteside, PhD, Belinda Operskalski, MPH, and Evette J Ludman, PhD
Group Health Research Institute, Seattle, WA

Abstract
Objective—As use of standard depression questionnaires in clinical practice increases, clinicians
will frequently encounter patients reporting suicidal ideation. We examine whether responses to a
brief self-report depression questionnaire predict subsequent suicide attempt or suicide death.

Methods—Electronic records from a large integrated health system were used to link PHQ9
depression questionnaires from outpatient visits to subsequent suicide attempts and suicide deaths.
84,418 outpatients aged 13 and older completed 207,625 questionnaires between 1/1/2007 and
12/31/2011. Electronic medical records, insurance claims, and death certificate data identified 709
subsequent suicide attempts and 46 suicide deaths in this sample.

Results—Cumulative risk of non-fatal or fatal suicide attempt over one year increased from
0.4% among those reporting suicidal ideation “not at all” to 4% among those reporting suicidal
ideation “nearly every day”. Self-reported suicidal ideation remained a strong predictor of
subsequent suicide attempt after adjusting for age, sex, treatment history, and overall depression
severity. Cumulative risk of suicide death over one year increased from 0.03% among those
reporting suicidal ideation “not at all” to 0.3% among those reporting suicidal ideation “nearly
every day”. Self-reported suicidal ideation remained a moderate predictor of subsequent suicide
death after adjusting for age, sex, treatment history, and overall depression severity.

Conclusions—Response to item 9 of the PHQ9 depression questionnaire identifies outpatients
at increased risk for suicide attempt or death. This excess risk emerges over several days and
continues to grow for several months, indicating that suicidal ideation is an enduring vulnerability
rather than a short-term crisis.
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Gesundheitsfragebogen für Patienten (PHQ-9) 
 

Wie oft fühlten Sie sich im Verlauf der letzten 
2 Wochen durch die folgenden Beschwerden 
beeinträchtigt? 

 
Überhaupt 

nicht 

An 
einzelnen 

Tagen 

An mehr 
als der 

Hälfte der 
Tage 

 
Beinahe 

jeden Tag 

a. Wenig Interesse oder Freude an Ihren 
Tätigkeiten 

 
0 

 
1 

 
2 

 
3 

b. Niedergeschlagenheit, Schwermut oder 
Hoffnungslosigkeit. 

 
0 

 
1 

 
2 

 
3 

c. Schwierigkeiten ein- oder durchzuschlafen 
oder vermehrter Schlaf 

 
0 

 
1 

 
2 

 
3 

d. Müdigkeit oder Gefühl, keine Energie zu 
haben 

 
0 

  
1 

 
2 

 
3 

e. Verminderter Appetit oder übermäßiges 
Bedürfnis zu essen 

 
0 

  
1 

 
2 

 
3 

f. Schlechte Meinung von sich selbst; Gefühl, 
ein Versager zu sein oder die Familie 
enttäuscht zu haben 

 
0 

  
1 

 
2 

 
3 

g. Schwierigkeiten, sich auf etwas zu 
konzentrieren, z.B. beim Zeitunglesen oder 
Fernsehen 

 
0 

  
1 

 
2 

 
3 

h. Waren Ihre Bewegungen oder Ihre Sprache 
so verlangsamt, dass es auch anderen 
auffallen würde? Oder waren Sie im Gegenteil 
„zappelig“ oder ruhelos und hatten dadurch 
einen stärkeren Bewegungsdrang als sonst? 

 
0 

  
1 

 
2 

 
3 

i. Gedanken, dass Sie lieber tot wären oder sich 
Leid zufügen möchten 

 
0 

  
1 

 
2 

 
3 

Gesamtwert    _____   =  Addition     ____    +    ____    +    ____ 
       der Spaltensummen 
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Risiko x 10

1 von 3000

3 von 3000

7 von 3000

10 von 3000

N = 84,418
Suizid: n = 46
Suizidversuch: n = 709 

Suizid: 0.3% vs. kein Suizid: 99.7%
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„Es ist falsch, jemandem einen Vorwurf daraus 
zu machen, dass er in einer unvorhersagbaren 
Welt keine genauen Vorhersagen liefert. 
Allerdings ist es durchaus angemessen, Experten 
dafür zu rügen, dass sie glauben, eine 
unmögliche Aufgabe erfolgreich bewälJgen zu 
können“ (S.298) 
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Therapeutische 
Implikationen



30

Journal of Affective Disorders 360 (2024) 387–393

Available online 3 June 2024
0165-0327/© 2024 Elsevier B.V. All rights are reserved, including those for text and data mining, AI training, and similar technologies.

Research paper 

Collaboration matters: A randomized controlled trial of patient-clinician 
collaboration in suicide risk assessment and intervention 

Monika Lohani a,*, Craig J. Bryan b, Jamie S. Elsey c, Sam Dutton c, Samuel P. Findley c, 
Scott A. Langenecker b, Kristen West c, Justin C. Baker b 

a Department of Psychology, University of Utah, United States of America 
b Department of Psychiatry and Behavioral Health, The Ohio State University, United States of America 
c Department of Educational Psychology, University of Utah, United States of America   

A R T I C L E  I N F O   

Keywords: 
Suicide prevention 
Structured interview 
Narrative assessment 
Safety planning intervention 
Crisis response planning 
Ecological momentary assessment 
Randomized control trial 

A B S T R A C T   

Background: Clinician collaboration can help high-risk individuals to manage their suicidal crises. However, 
limited research has directly examined how higher patient-clinician collaboration during assessment and 
intervention can effectively reduce suicidal ideation. This novel randomized clinical trial compared a high vs. 
low level of patient-clinician collaboration by pairing commonly used assessment (Structured Interview vs. 
Narrative Assessment) and intervention approaches (Safety Planning Intervention vs. Crisis Response Planning). 
We hypothesized that the interventions involving higher (than lower) patient-clinician collaboration during 
assessment (Narrative Assessment) or intervention (Crisis Response Planning) would lead to larger reductions in 
suicidal ideation. 
Methods: Eighty-two participants with a history of suicide ideation and/or attempts were randomly assigned to 
one of the four interventions varying in patient-clinician collaboration. After attrition, sixty-six participants 
completed the study. Suicidal ideation via ecological momentary assessment was measured 14 days before and 
14 days after treatment. 
Results: Although the severity of suicidal ideation decreased in all groups, the two groups that included highly 
collaborative assessment had larger pre-post reductions in suicidal ideation (Narrative Assessment+Safety Plan; 
dwithin = 0.26, and Narrative Assessment+Crisis Response Plan; dwithin = 0.19) than the groups that included a 
checklist-based assessment (Structured Interview). 
Limitations: Longer follow-up periods with a larger sample would have provided an understanding of the dura-
bility of intervention effects. 
Conclusion: Results suggest that the inclusion of higher patient-clinician collaboration techniques during suicide 
risk assessment can effectively reduce suicidal thoughts. Thus, clinician-led collaborative risk assessment ap-
proaches can enhance the effects of safety planning-type interventions among patients with elevated risk for 
suicide versus checklist-based assessment approaches.   

1. Introduction 

Suicide remains an important public health issue in the United 
States. From 1999 to 2018, U.S. suicides increased by 35 % (Hedegaard 
et al., 2020) before reversing direction for two consecutive years, but 
rising again in 2021 (Martínez-Alés et al., 2022). Efforts to prevent 
suicide in healthcare settings have emphasized using evidence-based 
strategies designed to assess and treat patients with elevated risk for 
suicide (National Action Alliance for Suicide Prevention, 2012). Suicide 

prevention interventions are typically delivered after some form of 
suicide risk screening and assessment has occurred. The clinical 
approach to suicide risk assessment and intervention can vary signifi-
cantly across interventions and clinicians, though. One dimension of 
variability involves the level of clinician-patient collaboration (Hawton 
et al., 2022). Higher levels of clinician-led collaboration can potentially 
help high-risk individuals better manage their suicidal crises and 
improve the quality of a crisis intervention, but it can also make the 
intervention more costly because it requires a greater amount of 
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Narra4ves 
Interview
Ich würde Sie bitten mir zu 
erzählen, wie es zu dem 
Suizidversuch kam. Erzählen 
Sie mir Ihre Geschichte so 
wie Sie sie erlebt haben. 
Fangen Sie da an wo Sie 
denken, dass die Geschichte 
ihren Ausgang genommen 
hat. 

Original Investigation | Psychiatry

Cognitive Behavior TherapyWith andWithout Narrative Assessment
and Suicide Attempts
A Systematic Review andMeta-Analysis
Wilco C. Janssen, MSc; Saskia Y. M. Mérelle, PhD; Wouter van Ballegooijen, PhD; Renske Gilissen, PhD; Claudi L. H. Bockting, PhD

Abstract

IMPORTANCE There is currently no evidence-based method to identify the forces that may drive
someone to attempt suicide.

OBJECTIVE To examine whether cognitive behavior therapy (CBT) interventions that incorporate a
narrative assessment are associated with a greater reduction in suicide attempts than comparable
interventions without this component.

DATA SOURCES Studies were identified through version 25.0.1 of theMetapsy Suicide Prevention
Database, which includes randomized clinical trials published up to April 2025 retrieved through
PubMed, Embase, Web of Science, Scopus, and Cochrane Central, including unpublished studies and
references from relevant articles.

STUDY SELECTION Included studies were randomized clinical trials of CBT interventions reporting
suicide attempts as an outcome. Studies using waiting list controls, reporting only suicidal ideation,
or lacking information on the type of assessment used were excluded.

DATA EXTRACTIONAND SYNTHESIS Two reviewers independently extracted data and assessed
risk of bias using the Cochrane Risk of Bias 2 tool. Meta-analyses were conducted using 3-level
models with robust variance estimation. Relative risks (RRs) were pooled using theMantel-Haenszel
method. Analyses followed Preferred Reporting Items for Systematic Reviews andMeta-Analyses
reporting guidelines. Data were pooled using a random-effects model.

MAINOUTCOMES ANDMEASURES The primary outcomewas the incidence of suicide attempts.
Interventions were grouped by presence or absence of a narrative assessment component.

RESULTS Twenty-three studies with 3262 participants met inclusion criteria. CBT interventions
including a narrative assessment were associated with a significantly reduced risk of suicide attempt
comparedwith controls (RR, 0.68; 95%CI, 0.53-0.87; 1764 participants across 14 studies), whereas
CBT interventions without this component were not associated with risk of suicide attempt (RR, 1.17;
95%CI, 0.63-2.20; 1498 participants across 9 studies). Subgroup comparison indicated a significant
difference between groups (Q1= 7.27; P = .007; I2 = 86%). Studies without a narrative assessment
had significantly younger participants, a lower event rate, and slightly higher risk of bias.

CONCLUSIONS ANDRELEVANCE In this systematic review andmeta-analysis, CBT interventions
including a narrative assessment were associated with a reduced risk of suicide attempt, while CBT
without this component did not have an association with risk of suicide attempt. Age differences
between study populations may partly explain this finding, as interventions in younger populations

(continued)

Key Points
Question Are cognitive behavioral
interventions that include a narrative
assessment associated with a greater
reduction in the risk of suicide attempts
than those without?

Findings In this meta-analysis of 23
randomized clinical trials with 3262
participants, interventions incorporating
a narrative assessmentwere associated
with reduced suicide attempts, while
those without were not.

Meaning These findings suggest that
including a narrative assessment may
enhance the effectiveness of
interventions in preventing suicide
attempts.
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Personal View

Assessment of suicide risk in mental health practice: shifting 
from prediction to therapeutic assessment, formulation, and 
risk management
Keith Hawton*, Karen Lascelles*, Alexandra Pitman, Steve Gilbert, Morton Silverman

Suicide prevention in psychiatric practice has been dominated by efforts to predict risk of suicide in individual 
patients. However, traditional risk prediction measures have been shown repeatedly in studies from high income 
countries to be ineffective. Several factors might contribute to clinicians’ preoccupation with risk prediction, which 
can have negative effects on patient care and also on clinicians where prediction is seen as failing. The model of 
therapeutic risk assessment, formulation, and management we outline in this article regards all patients with 
mental health problems as potentially at increased risk of suicide. It is aimed at reducing risk through use of a 
person-centred approach. We describe how a move towards therapeutic risk assessment, formulation, and risk 
management, including collaborative safety planning, could help clinicians develop a more tailored approach to 
managing risk for all patients, incorporating potentially therapeutic effects as well as helping to identify other risk 
reduction interventions. Such an approach could lead to enhanced patient safety and quality of care, which is more 
acceptable to patients.
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Introduction
Clinical practice and research on suicide and its 
prevention in patients with psychiatric disorders have 
long been dominated by attempts to predict who is at risk 
of suicide and to implement measures to reduce that 
risk.1,2 However, risk prediction has been shown 
repeatedly to be ineffective, owing to the poor positive 
predictive ability of instruments or approaches used.3 
Despite the limitations of the science, a heavy emphasis 
on risk prediction persists.2 A perceived failure to predict 
suicide can lead to blaming of clinicians involved in the 
care of patients who die by suicide. Furthermore, current 
unreasonable expectations of risk prediction can amplify 
clinicians’ sense of responsibility.

In this Personal View, we consider what perpetuates 
reliance on risk prediction, the evidence that it is 
ineffective, and why the current state of the science is 
flawed. We then present a more comprehensive and 
therapeutic approach to assessing, formulating, and 
managing risk. The approach we propose is aimed at 
reducing suicide in patients with psychiatric disorders 
as a group.4

Drivers of the continuing preoccupation with 
suicide risk prediction
The pressure on mental health clinicians to identify which 
of their patients might be at greatest risk of suicide and 
then to try and prevent that outcome is understandable, 
especially as some studies indicate that at least 
90% of individuals who die by suicide have mental 
disorders.5 However, the focus on risk prediction has 
seemingly grown at the expense of attention to efforts to 
prevent suicide or to build therapeutic alliance. An 
important factor driving this focus is pressure from 
hospital organisations to ensure that a risk assessment is 
documented in patients’ notes, including stratification of 
risk (eg, low, medium, and high). One view is that this 

pressure arises because hospital organisations hope to 
protect themselves from criticism or legal action, should an 
adverse outcome occur; however, such static statements do 
not reflect the highly changeable nature of risk. Also, 
interpretations of the low, medium, or high terminology 
will vary for different populations, such as psychiatric 
hospital inpatients versus community psychiatric patients,6 
and between clinicians.

Moreover, it has been posited that reliance of both 
clinicians and organisations on risk prediction and 
stratification processes arises from uncertainty about 
which interventions have the best chance of preventing 
suicide, providing a semblance of control that (thinly) 
disguises anxiety and dysregulation.7 This reliance could 
be reinforced by pressure or expectations of external 
regulatory agencies (and coroners). Here, we summarise 
the evidence that this emphasis on risk prediction is 
misplaced and potentially dangerous.

Evidence that suicide risk prediction is 
ineffective
There is increasing evidence that suicide risk prediction, 
whether using clinical judgement or risk prediction 
tools, is ineffective. In the UK, an estimated 25–30% of 
individuals who die by suicide had been in contact with 
psychiatric services within the year before their 
deaths.8 In approximately half of this group, the last 
service contact was in the week before the death. Yet, 
when mental health clinicians were asked to estimate 
immediate risk at the last service contact, the vast 
majority (85%) judged this immediate risk to be low or 
absent. This low risk paradox was also observed when 
the clinicians were asked to assess long-term risk, where 
the majority (59%) also viewed risk in this patient group 
as low or negligible.9

In a US study of 132 psychiatric patients who died by 
suicide after being evaluated for suicidal ideation within 

XXX

A
us

tr
al

as
ia

n 
P

sy
ch

ia
tr

y 
 

• 
 

Vo
l 1

8,
 N

o 
5 

 
• 

 
O

ct
ob

er
 2

01
0 

398

DECISION-MAKING

  Christopher Ryan
Consultation-Liaison Psychiatrist and Senior Lecturer, Discipline 
of Psychiatry and the Centre for Values, Ethics and the Law in 
Medicine, University of Sydney and Westmead Hospital, 
Westmead, NSW, Australia.

Olav Nielssen
Psychiatrist and Conjoint Senior Lecturer, Clinical Research Unit 
for Anxiety Disorders, School of Psychiatry, UNSW at St 
Vincent ’ s Hospital, Sydney, NSW, Australia.

Michael Paton
Clinical Director, Area Mental Health Drug and Alcohol Service, 
Northern Sydney Central Coast Area Health Service, Macquarie 
Hospital, Sydney, NSW, Australia.

Matthew Large
Psychiatrist, The Prince of Wales Hospital and Conjoint Senior 
Lecturer, School of Psychiatry, University of New South Wales, 
Sydney, NSW, Australia.

Correspondence: Dr Matthew Large, Mental Health 
Services, Prince of Wales Hospital, Barker St, Randwick, 
NSW 2031, Australia.
Email: mmbl@bigpond.com  

                             Clinical decisions in psychiatry 
should not be based on risk 
assessment 

Christopher Ryan, Olav Nielssen, Michael Paton and 
Matthew Large      

         Objective:   Risk assessments that place patients in high or low risk categories 
have been widely adopted by mental health services in an attempt to reduce the 
harms associated with psychiatric disorders. This paper examines the effects of 
categorization based on the results of a risk assessment.    

  Methods:   The violence prediction instrument derived from the MacArthur 
Study of Mental Disorder and Violence was used to illustrate the nature and 
effects of risk assessment and the consequent categorization of patients.    

  Results:   The majority of patients categorized as being at high risk will not 
commit any harmful acts.    

  Conclusions:   Patients who are classifi ed as high risk share the cost of efforts 
to reduce harm in the form of additional treatment and restrictions, although 
the majority will not go on to commit a harmful act. Clinical decisions made on 
the basis of risk assessment also divert resources away from patients classifi ed 
as low risk, even though a signifi cant proportion do go on to a commit harmful 
act. We argue that psychiatric professionals should discuss the risks of treatment 
and of non-treatment with patients (or with their substitute decision-makers) 
and should maintain a duty to warn about the consequences of not having 
treatment. However, assessment of risk of harm should not form the basis for 
clinical decision making. We should aim to provide optimal care according to 
the treatment needs of each patient, regardless of the perceived risk of adverse 
events.   

  Key words:  risk assessment, violence, suicide, mental illness  .

 It is widely believed that  ‘ risk assessment ’  has an important role in the 
management of self-harm and violence. Risk assessment for future 
violence is common in forensic psychiatry 1  and risk assessment is 

increasingly recommended as a way of reducing both self-harm 2 – 5  and 
violence 6 – 8  in civil mental health settings. In NSW, mental health clinicians 
are routinely called on to perform risk assessments for both self-harm 9  and 
violence, 10  and the expectation for psychiatrists to perform some sort of risk 
assessment for harm to self or others is a feature of the mental health law of 
every Australian state and Territory. In the United Kingdom every patient 
is supposed to undergo a risk assessment before discharge from hospital, 11  
and in the United States the concept of dangerousness as measured by the 
predicted risk of violence is a feature of laws governing civil commitment 
in almost every state. 12  

 There has been an extensive and ongoing debate about the merits of clini-
cal versus instrument-based risk assessment. However, there is an absence 
of evidence showing that risk assessment of any variety can reduce the 
harms associated with psychiatric disorder and there are strong  mathematical 
and ethical arguments against its use. 13 – 16  Risk assessment has the under-
standable aim of reducing harm. However, we believe risk assessment is a 

doi: 10.3109/10398562.2010.507816
 2010 The Royal Australian and New Zealand College of Psychiatrists
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Fallkonzept
22 BACKGROUND AND CONCEPTUAL FOUNDATION 

organized across cognitive, behavioral, emotional, and physical domains. Within the cogni-
tive domain, acute risk factors include automatic thoughts and assumptions that occur in 
response to stressful situations, such as hopelessness, feeling trapped, perceived burden-
someness, and self- deprecation. Within the behavioral domain, acute risk factors include 
the specific coping strategies that an individual employs to avoid or reduce emotional dis-
tress, such as substance use, social withdrawal, and taking steps to prepare for a suicide 
attempt (e.g., counting pills, tying a noose, driving to the location of the intended attempt). 
Within the emotional domain, acute risk factors include dysphoric and uncomfortable affec-
tive experiences that are common to the suicidal state, such as depression, guilt, and anger. 

FIGURE 2.2. The suicidal mode.
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9flBehandlungstagebuch und Fallkonzept 137

9–Behandlungstagebuch 
und Fallkonzept

Das Behandlungstagebuch ist ein kleines Notizbuch im DIN-ATh-Format, welches 
Patient*innen nutzen, um sich Notizen zu machen und am Ende jeder Sitzung ihre 
»lessons learned« festzuhalten. Patient*innen können sich beispielsweise Notizen 
zur Wirksamkeit bestimmter Interventionen machen (z. B. »Atemübungen helfen 
mir, mich zu entspannen«) oder positive Gedanken über sich selbst (z. B. »Ich bin 
gar kein so schlechter Mensch«) aufschreiben. Das Behandlungstagebuch wird 
Patient*innen von ihren 2erapeut*innen geschenkt, sie müssen es sich nicht 
selbst kaufen. Hierdurch erhöht sich die Salienz und Bedeutung des Tagebuchs, 
wodurch wiederum die Wirksamkeit der Intervention verstärkt wird und sich die 
Gefahr reduziert, dass es verloren geht. Damit es überallhin mitgenommen und 
regelmäßig von Patient*innen genutzt werden kann, sollte es klein genug sein, 
um in eine (Jacken-)Tasche oder einen Rucksack zu passen (s. Abb. 0.3). Auf diese 
Weise lässt es sich im Alltag zudem diskreter hervorholen.
Das Behandlungstagebuch wird Patient*innen in der ersten Sitzung im Rahmen 
der Besprechung des Fallkonzepts übergeben. Das Fallkonzept stellt das Ar-
beitsmodell dar, welches das individuelle Verständnis suizidalen Erlebens und 
Verhaltens des*der Betroftenen abbildet. Das Fallkonzept basiert auf dem Suizi-
dalen Modus und hilfb Patient*innen dabei, zu verstehen, wie sie an den Punkt 
eines Suizidversuchs gelangt sind. Darüber hinaus unterstützt das Fallkonzept 
Behandler*innen bei der Entwicklung eines individuellen Behandlungsplans. 
Die Entwicklung des Fallkonzepts folgt unmittelbar auf das narrative Interview. 
Die 2erapeut*innen fordern die Patient*innen hierbei auf, ihren persönlichen 
Suizidalen Modus in das Behandlungstagebuch einzutragen. Im 2erapieverlauf 
kann auf diese Zeichnung bei der Einführung neuer Interventionen immer wieder 
zurückgegriften werden.

9.1–Hintergrund

Der Hauptzweck des Behandlungstagebuchs besteht darin, dass die Patient*innen 
schrifbliche Aufzeichnungen zu den für sie hilfreichen Interventionen besitzen. Es 
eröftnet Patient*innen eine neue Perspektive auf ihre Gesundheit und unterstützt 

sie darin, Muster in ihrem Verhalten und in wiederkehrenden Situationen zu 
erkennen. Zudem können Patient*innen hilfreiche Strategien zur Emotionsre-
gulation und für das strukturierte Problemlösen notieren und Erfolge festhalten. 
Jede notierte »lesson learned« erweitert das Behandlungstagebuch und macht es zu 
einem lebendigen Dokument des Fortschritts, des Wachstums und der Hoftnung. 
Nach Abschluss der BCBT können Patient*innen immer wieder auf das Behand-
lungstagebuch zurückgreifen, wenn sie bei Problemen eine kleine Erinnerungs-
stütze brauchen, um sich die in der 2erapie erlernten Copingstrategien vor Augen 
zu führen. So wird das Behandlungstagebuch zu einem ganz persönlichen Plan 
zur Rückfallprävention. Es ist jedoch kein Tagebuch im allgemeinen Sinn, d. h., es 
wird nicht genutzt, um sämtliche Gedanken, Gefühle oder Ereignisse im Leben 
der Patient*innen zu protokollieren. Herkömmliche Tagebücher werden in der 
2erapie ofb genutzt, um negative Situationen, Probleme und Gefühle zur weiteren 
Bearbeitung in der 2erapie zu notieren. Bei suizidgefährdeten Patient*innen kann 
dies jedoch zu verstärkter Hoftnungslosigkeit führen. Das Tagebuch würde so zu 
einer Dokumentation über Widrigkeiten, Versagen und Verzweifiung. Es sollten 
daher nur Einträge vorgenommen werden, die das Wachstum, die Entwicklung 
und Erfolge von Patient*innen widerspiegeln. Das Behandlungstagebuch dient 
somit dem Besserungsprozess.

A B B. 1 .2 :  Mikes Behandlungstagebuch
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A Public Health Approach to Suicide Prevention 2

Restriction of access to means used for suicide
Keith Hawton, Duleeka Knipe, Jane Pirkis

One of the most effective public health measures to prevent suicide is the restriction of access to means used in 
suicidal acts. This approach can be especially effective if a method is common and readily accessible. Suicide methods 
vary widely, and there have been several examples where means restriction has been applied, often with considerable 
success. Factors contributing to availability of suicide methods can include access to physical means as well as 
cognitive awareness of methods. In this paper, which is the second in a Series on a public health approach to suicide 
prevention, we focus primarily on examples of restricting access to physical means of suicide, such as pesticides, 
firearms, and medication. We also discuss restricting the cognitive availability of means through attention to media 
and other representations of suicide methods. There are challenges associated with restricting access to means, 
including resistance to measures required to change the availability of some methods (which might, in part, be 
commercially determined) and method substitution, whereby one suicide method is replaced by another. Nevertheless, 
means restriction must be an integral part of all national and local suicide prevention strategies.

Introduction
Availability of means used for suicidal acts has a major 
impact on suicide. In this paper—the second in a Series 
on public health approaches to suicide prevention—we 
discuss how access to means (or methods) influences 
suicide and how restricting such access can reduce suicide 
attempts and deaths. The effects of changes in access to 
specific methods can be substantial. Reductions in access 
to particular methods have provided some of the strongest 
evidence for the effectiveness of suicide prevention 
initiatives1 and shown how population suicide rates can be 
influenced by the availability of specific suicide methods.

To use the public health terminology that we introduced 
in the first paper in the Series,2 access to means can act 
as a major risk factor for suicide. In public health terms, 
restricting access to means can generally be thought of as 
a universal intervention that is delivered to the population 
at large, often via legislative or policy changes that make 
lethal means less available. Means restriction can also 
take the form of indicated interventions, where, for 
example, lethal means might be removed from a suicidal 
individual’s home as part of a safety planning exercise.3

Restricting access to means not only includes limiting 
the extent to which particular methods of suicide are 
physically available, but also reducing the degree of 
cognitive awareness of methods and how to access them.4 

The distinction is important because these two aspects of 
restricting access require different approaches, although 
it is often preferable for them to be delivered in tandem.

In this Series paper, we examine how the availability of 
means for suicidal acts can influence suicide at a 
population level. We then consider examples of where 
availability—largely physical availability—has been 
restricted through universal interventions and discuss 
the results of these restrictions. Finally, we highlight 
some challenges and areas for caution regarding 
restricting access to means as an intervention initiative 
for suicide prevention.

The relationship between availability of suicide 
means and suicidal behaviour
There are several ways in which availability of means for 
suicide might influence suicide risk. Periods of high risk 
when suicidal ideation is most intense are often quite 
short (eg, ≤10 min),5–7 and during these periods, physical 
access to means could be crucial in determining whether 
or not suicidal thinking translates into a suicidal act. 
Additionally, the relative lethality of available methods8 
will likely determine the outcome—ie, death or survival. 
This relative lethality is relevant to the outcomes of 
impulsive acts (ie, those without apparent planning and 
ideation before the act) as well as those for which there 
has been longer previous contemplation (including acts 
that might not involve marked intent to die).

Availability of means for suicide might also contribute 
to whether a person in distress starts to think about a 
suicidal act. Knowing about the methods used in 
suicidal acts carried out by others, particularly 
celebrities,9 could be especially influential. This 
cognitive availability of means might result, for example, 
from interpersonal communication or from media 
reporting or portrayal of suicides (as discussed in the 
fourth paper in this Series10). A striking example of the 
impact of news reporting was the rapid increase in 
the use of charcoal burning in enclosed spaces as a 
means for suicide in Hong Kong and Taiwan following a 
dramatic newspaper report of a death involving this 
method.11 Another example was the increase in national 
suicides in both the USA and Australia following 
the widely publicised death of the film celebrity, 
Robin Williams, which was associated with a rise in the 
use of the reported method (hanging).12,13 The internet 
and social media are particularly powerful contemporary 
sources of information that could increase public 
awareness of suicide methods, whether such 
information is sought intentionally or encountered 
accidentally. Websites that appear to encourage suicide 
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impact on suicide. In this paper—the second in a Series 
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discuss how access to means (or methods) influences 
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attempts and deaths. The effects of changes in access to 
specific methods can be substantial. Reductions in access 
to particular methods have provided some of the strongest 
evidence for the effectiveness of suicide prevention 
initiatives1 and shown how population suicide rates can be 
influenced by the availability of specific suicide methods.

To use the public health terminology that we introduced 
in the first paper in the Series,2 access to means can act 
as a major risk factor for suicide. In public health terms, 
restricting access to means can generally be thought of as 
a universal intervention that is delivered to the population 
at large, often via legislative or policy changes that make 
lethal means less available. Means restriction can also 
take the form of indicated interventions, where, for 
example, lethal means might be removed from a suicidal 
individual’s home as part of a safety planning exercise.3

Restricting access to means not only includes limiting 
the extent to which particular methods of suicide are 
physically available, but also reducing the degree of 
cognitive awareness of methods and how to access them.4 

The distinction is important because these two aspects of 
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means for suicidal acts can influence suicide at a 
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the results of these restrictions. Finally, we highlight 
some challenges and areas for caution regarding 
restricting access to means as an intervention initiative 
for suicide prevention.
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There are several ways in which availability of means for 
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when suicidal ideation is most intense are often quite 
short (eg, ≤10 min),5–7 and during these periods, physical 
access to means could be crucial in determining whether 
or not suicidal thinking translates into a suicidal act. 
Additionally, the relative lethality of available methods8 
will likely determine the outcome—ie, death or survival. 
This relative lethality is relevant to the outcomes of 
impulsive acts (ie, those without apparent planning and 
ideation before the act) as well as those for which there 
has been longer previous contemplation (including acts 
that might not involve marked intent to die).

Availability of means for suicide might also contribute 
to whether a person in distress starts to think about a 
suicidal act. Knowing about the methods used in 
suicidal acts carried out by others, particularly 
celebrities,9 could be especially influential. This 
cognitive availability of means might result, for example, 
from interpersonal communication or from media 
reporting or portrayal of suicides (as discussed in the 
fourth paper in this Series10). A striking example of the 
impact of news reporting was the rapid increase in 
the use of charcoal burning in enclosed spaces as a 
means for suicide in Hong Kong and Taiwan following a 
dramatic newspaper report of a death involving this 
method.11 Another example was the increase in national 
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Robin Williams, which was associated with a rise in the 
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urban than rural areas in Taiwan (Chang et al., 2010a; Chang et al., 
2011), and some of the differences may be attributable to the easier 
access to barbecue charcoal in urban areas, where there was a higher 
density of retail stores selling charcoal. 

Means restriction is an effective population strategy for suicide 
prevention (Yip et al., 2012; Zalsman et al., 2016). An increase in the 
difficulties of accessing lethal means of suicide may prevent impulsive 
suicidal acts or induce a shift to other less lethal suicide methods, thus 
reducing the number of suicide deaths (Barber and Miller, 2014; Yip 
et al., 2012). It has also been shown that restricting access to charcoal 
may prevent charcoal-burning suicides. The programmes of removing 
charcoal bags from the open shelves and putting them into locked 
storages in retail stores, which would increase the difficulties and pro-
long the time in obtaining charcoal, were found to be followed by a 
reduction in both charcoal-burning and overall suicide rates in the 
intervention regions in Hong Kong (Yip et al., 2012) and Taiwan (Chen 
et al., 2015a). Another similar programme in South Korea was also 
followed by a decrease in charcoal-burning suicide (Jo et al., 2019). 

In the Taiwanese charcoal restriction programme, a city-wide 
barbecue charcoal restriction policy was implemented in New Taipei 
City from 1st May 2012. A previous study of the effectiveness of this 
particular intervention showed a decline in both charcoal-burning and 
overall suicide rates during the first 20 months after the programme 
initiation (Chen et al., 2015a). However, the longer-term effect of this 
intervention has not been investigated in previous studies. It is unknown 
whether the effectiveness of the intervention would sustain over time 
and whether method substitution from charcoal burning to other 
methods may have occurred and offset the effect of reducing overall 
suicide rates (Daigle, 2005). 

This study aimed to investigate the effectiveness of the charcoal re-
striction programme in the five years after its implementation in New 
Taipei City, Taiwan. We hypothesised that the reduction in charcoal- 
burning and overall suicide rates in the short period after the inter-
vention, as shown in the previous study (Chen et al., 2015a), would 
sustain when compared to the comparison cities. 

2. Materials and Methods 

2.1Data 

Suicide data (2000-2017) for people aged 15 years or above were 
extracted from Taiwan’s national cause-of-death data files, coded using 
the International Classification of Diseases, 9th and 10th Revisions (ICD-9 
and ICD-10) codes. The use of charcoal gas for suicide started to emerge 
from around 2000 in Taiwan (Chang et al., 2014), and detailed suicide 
data were available up to 2017 at the time of the study. A previous study 
from Taiwan showed that many deaths classified as undetermined 
intent, accidental suffocation, and accidental pesticide poisoning were 
likely to be misclassified suicides (Chang et al., 2010b). Therefore, we 
used the following ICD-9/ICD-10 codes to identify all possible suicides – 
E950-E958/X60-X84 (suicide), E980-E988/Y10-Y34 (undetermined 
intent), E913/W75-W76 and W83-W84 (accidental suffocation), and 
E863/X48 (accidental pesticide poisoning). The codes for poisoning by 
and exposure to other gases and vapours (E952/X67 for intentional 
self-poisoning [i.e. suicide] and E982/Y17 for undetermined intent) 
were used to identify charcoal-burning suicide; a previous study from 
Taiwan showed that approximately 90% of deaths in these categories 
were by burning charcoal (Lin et al., 2008). For simplicity, we used the 
term ‘suicide’ when referring to both certified suicides and possible 
(misclassified) suicides throughout the paper. 

We obtained annual population data for the three study cities from 
the Ministry of the Interior of Taiwan (Ministry of the Interior, 2020) 
and used interpolation to estimate the quarterly population data. 

The study was approved by the Taipei Medical University Joint 
Institutional Review Board (N202002047). 

2.2. Intervention 

The New Taipei City government implemented the barbecue char-
coal restriction programme from 1st May 2012. New Taipei City is the 
largest metropolitan city in Taiwan, with an area of 2052.57 km2 and 4 
million population. With the support from large chain retail stores in the 
city, this programme requests that all barbecue charcoal packs be 
removed from open shelves and kept in locked cabinets. Smaller retail 
stores were not included in the programme but were also advised by the 
city government to follow the same charcoal restriction practice. Cus-
tomers who wish to purchase charcoal are asked to speak to the shop 
assistant and request the retrieval of charcoal from locked cabinets. This 
intervention aimed to create barriers for individuals with charcoal- 
burning-suicide intent by increasing charcoal retrieval time and diffi-
culties in obtaining charcoal. There was no legislation to enforce the 
charcoal restriction practice in stores, however. 

2.3. Comparison 

We selected the second and third largest metropolitan cities in 
Taiwan – Kaohsiung City (area: 2,947.62 km2; population: 2.8 million) 
and Taipei City (area: 271.80 km2; population: 2.7 million) as the 
comparison cities, similar to the approach used in the previous evalua-
tion study of the charcoal restriction programme (Chen et al., 2015a). 
The two cities and New Taipei City have similar levels of urbanization 
and accessibility to retail stores selling charcoal. New Taipei City and 
Taipei City are adjacent to each other in northern Taiwan (Fig. 1). 
Kaohsiung City is located in southern Taiwan and is around 400 km 
away from Taipei City and New Taipei City (Fig. 1). No barbecue 
charcoal restriction intervention was implemented in the two compari-
son cities during the study period. Given the geographic adjacency be-
tween New Taipei City and Taipei City, we conducted a sensitivity 
analysis using only Kaohsiung City as the comparison group. 

Fig. 1. Map of the locations of the study cities in Taiwan: the intervention city 
(New Taipei City (A)) and comparison cities (Taipei City (B) and Kaohsiung 
City (C)). 

S.-S. Chang et al.                                                                                                                                                                                                                               

Charcoal burning has emerged as a common method of suicide in
Hong Kong, rising from 2% of all suicides in 1998 to over 26% in
2003.1–4 It has also spread rapidly to other Asian societies via the
media and the internet (online Fig. DS1).5 In addition, it has been
shown that the sociodemographic and clinical characteristics of
people who die using this method are different from those who
complete suicide by other means, and that the former are less
likely to have a history of psychiatric illness or substance misuse.3,4

Thus, the traditional clinical approach for identifying proximate,
individual-level risk factors might not be an effective way of
preventing such suicides.6 Limiting the public’s access to charcoal
could be an effective means of preventing charcoal-burning
suicides; it could also possibly prevent suicidal individuals from
finding an alternative method of suicide.7–10 This exploratory
study therefore sought to evaluate the efficacy of a community-
based intervention programme to prevent charcoal-burning
suicides by limiting access to charcoal sales for a 12-month period.

Method

We selected two geographically adjacent districts with similar
demographic and socioeconomic characteristics: Tuen Mun (the
intervention region) and Yuen Long (the control region). In
2006 these two districts had 502 000 and 534 000 inhabitants
respectively, accounting in total for 15.1% of the population of
the Hong Kong Special Administrative Region of 6.9 million
people (online Table DS1). Both districts were relatively socially
and economically disadvantaged compared with other districts in
the territory. In 2006 they also had higher rates both of suicide by
charcoal burning (Tuen Mun 4.0 per 100 000, Yuen Long 5.2 per
100 000) and all suicides (Tuen Mun 16.5 per 100 000, Yuen Long
14.2 per 100 000) than the entire territory (2.4 per 100 000 for
suicide by charcoal burning and 13.6 per 100 000 for all suicides).

In the intervention district (Tuen Mun) access to charcoal was
limited by removing all barbecue charcoal packs from the open
shelves of major retail chains. Customers were required to ask a
shop assistant for a pack, which the assistant would then retrieve
from a locked container. This was designed to make access more
difficult for people in a state of heightened distress.

The study period began on 1 July 2006 and continued for 12
months, ending on 30 June 2007. It was a double-blind trial. The
programme was not publicly announced, and the general public
and frontline staff members in the supermarket chains in Tuen
Mun did not know about it. The frontline staff were briefed by
the management to the effect that the removal of barbecue
charcoal packs from open shelves was solely an administrative

change. Therefore, any observed alterations in the number of
charcoal-associated suicides were unlikely to have been related
to attitude changes among people living in the intervention district
or to behavioural alterations among staff of the participating chains.
We conducted two on-site quality checks in August 2006 and
May 2007 to ensure that every shop was compliant with the
requirements. Waiting time to obtain charcoal varied depending
on the volume of traffic in the stores, with an average of about
10min. The sales volume of charcoal packs from the chains was
slightly affected, as reported by the participating stores, but no
serious complaint was received from any customer in
the intervention district. Information about completed suicides
was made available from the coroner’s court. To ensure the
accuracy and quality of suicide data, we reviewed all related police
investigation reports, medical files and suicide notes of every
reported case of suicide recorded at the coroner’s court. We used
the dead person’s residence rather than the site of the death scene
to classify the location of the suicide death (over 80% of the
charcoal-burning deaths occurred at the deceased’s home).3 We
performed two independent t-tests on the difference in suicide
rates between Tuen Mun and Yuen Long for charcoal-burning
suicides in the pre-intervention period to assess whether any
significant changes in the intervention period could be attributed
to a regression to the mean from different starting points, rather
than to the net effect of the intervention. We further used a
Poisson regression model to assess the effect of the intervention
with respect to age and gender between the two districts (for
details see online data supplement). To assess the method
substitution effect, we separately tested the differences in changes
in the suicide rate for other methods with respect to the changes
in the suicide rate for charcoal-burning poisoning.

Results

Table 1 gives the number and rate of suicides in men and women
combined, by method, for Tuen Mun, Yuen Long and all districts
in Hong Kong for the periods July 2005 to June 2006 and July
2006 to June 2007, i.e. the preceding year and the year of the
intervention (complete results by gender and method are shown
in online Table DS2). During the intervention period we observed
an overall 5.7% reduction in the suicide rate for all districts from
the baseline level of 14.1 per 100 000 to 13.3 per 100 000, with
reductions of 11.5% (from 2.6 to 2.3 per 100 000) and 5.2% (from
11.6 to 11.0 per 100 000) for charcoal-burning and non-charcoal-
burning suicides respectively. The observed changes in the suicide
rate before and after the intervention in Tuen Mun (from 17.9 to
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Restricting the means of suicide by charcoal
burning
Paul S. F. Yip, C. K. Law, King-Wa Fu, Y. W. Law, Paul W. C. Wong and Ying Xu

Summary
We conducted an exploratory controlled trial to examine
the efficacy of restricting access to charcoal in preventing
suicides from carbon monoxide poisoning by charcoal
burning in Hong Kong. All charcoal packs were removed
from the open shelves of major retail outlets in the
intervention region for 12 months; in the control region,
charcoal packs were displayed as usual. The suicide rate

from charcoal burning was reduced by a statistically
significant margin in the intervention region (P50.05) but not
in the control region. We observed no significant change in
the suicide rate using other methods in either location.
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INTRODUCTION  

!e suicide rate in Korea has been declining steadily a"er 
a peak of 31.4 per 100,000 in 2011, reaching 26.5 in 2016.1 
!e suicide rate changed with increases and decreases in the 
unemployment rate until 2011. From 2013, however, the sui-
cide rate decreased, even though the unemployment rate in-
creased.1,2 !e time when suicide rates began to decline is in 
line with the start of multi-faceted suicide prevention activi-
ties at central and local government levels in our society as a 
whole. 

Time series analysis is a suitable method to analyze the 
impact of such suicide prevention activities on suicide rates. 
Nevertheless, to date, time-series analyses of Korean suicide 
rate data have mainly addressed factors related to increases 
in suicide rates, such as economic crises, media reports on 
celebrities’ suicides, or unemployment.3-5

Print ISSN 1738-3684 / On-line ISSN 1976-3026
OPEN ACCESS

Meanwhile, studies on e#ects of interventions to prevent 
suicide show that restriction of access to lethal means is one 
of the most important evidence-based public health strate-
gies to decrease suicide.6,7 As part of such strategy, Gyeonggi 
Province of Korea introduced a program of restriction of ac-
cess to charcoal for the $rst time in this nation, and has grad-
ually expanded its scope. Currently, the program is being im-
plemented in all 31 municipalities, since 2017.8 

Since the charcoal-related suicide prevention program has 
not been in place for 10 years, there has not been enough data 
available to evaluate the long-term impact of the program on 
suicide rates.9 However, if a preliminary analysis shows that 
accessibility restrictions on charcoal are related to recent sui-
cide rates in Gyeonggi Province, it would provide useful in-
formation when making decisions about whether to continue 
this intervention in the future.
!erefore, this study was performed to investigate whether 

the charcoal-selling procedure improvement campaign to re-
strict access to charcoal in Gyeonggi Province a#ected recent 
trends of suicide using charcoal.

METHODS

Design 
In this study, the e#ect of the charcoal burning suicide pre-
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Notfallplan (Stanley & Brown, 2012)

1. Warnzeichen einer 
suizidalen Krise

2. Bewäl>gungsstrategien: 
Individuell

3. Bewäl>gungsstrategien:  
Sozialkontakte & Orte 

4. Bewäl>gungsstrategien: 
Soziale Unterstützung

5. Professionelle Hilfsstellen

Sorgen kann man teilen. 0800/111 0 111 · 0800/111 0 222 · 116 123 Ihr Anruf ist
kostenfrei.

* Datenschutzhinweis!

» Mailberatung » Chatberatung » Vor-Ort-Beratung

  Hilfe erhalten Im Fokus  Unterstützen  Presse  Über uns Datenschutz Kontakt

Hilfe erhalten › App KrisenKompass

App KrisenKompass

Neue App zur Suizidprävention gestartet.
 

Ein Notfallkoffer für die Hosentasche – on- und offline

 
Der KrisenKompass ist eine App, die dank ihrer Funktionsweise eine Art Notfallkoffer für
Krisensituationen ist. Mit verschiedenen Funktionsweisen wie Tagebuchfunktion und persönlichen
Archiven, um positive Gedanken oder beispielsweise Fotos, Erinnerungen oder Lieder zu speichern,
kann ein ganz persönliches Rüstzeug für schlechte Momente gepackt werden. Darüber hinaus gibt
es Materialien, die in Krisensituationen hilfreich sind, Hinweise zu beruhigenden Techniken, sowie
direkte Kontaktmöglichkeiten zur TelefonSeelsorge und anderen professionellen Anlaufstellen. Das
Angebot des KrisenKompasses ist als App jederzeit in Griffweite auf dem Handy und damit immer
dabei, wenn es nötig wird.

Zum Download der App ab dem 10.03.2020
Wenn Sie die App „KrisenKompass“ nutzen möchten, können Sie die für Apple-Produkte im App
Store und für Android im Google Play Store herunterladen:

oder hier:

iOS-App
» https://ios.krisen-kompass.app
 
Android-App
 
» https://android.krisen-kompass.app
 

Um die App genau zu verstehen, haben wir Erklärvideos erstellt, die » unter Youtube abgerufen
werden können.

PRESSEINFORMATIONEN können Sie hier abrufen.

International
helplines
Folgen Sie dem Link für
weitere Informationen -
Follow this link for further
details

Unterstützt durch die
Deutsche Telekom AG

gefördert durch:

Impressum

App: Safety Plan

App: Krisenkompass
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Suizidversuche:  
CRP = 4.9% vs. CFS = 19% 

n = 1179 SPI+ vs. n = 448 UC

3% 5.3%

Notfallplan + TAU

CRP = Crisis Response Plan = Notfallplan 
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Brief-CBT zur Suizidprävention

A.9  

Arbeitsblatt: »Hilfreiche Fragen«

Mit dem Arbeitsblatt »Hilfreiche Fragen« können Sie prüfen, ob Ihre Gedan-
ken und Annahmen hilfreich oder nicht hilfreich sind. Schreiben Sie zunächst 
eine negative Annahme in das oberste Feld der Tabelle. Beantworten Sie 
dann nacheinander die folgenden Fragen in Bezug auf diese Annahme. 
Notieren Sie Ihre Antworten unter der jeweiligen Frage.

Annahme:

1.!Was spricht für und was spricht gegen diese Annahme?

2. Ist die Annahme eine Gewohnheit oder basiert sie auf der Realität?

3.! Wenn jemand anderes in der gleichen Situation diese Annahme hätte, würden 
Sie sie für richtig halten?

Verändert entnommen aus: Cognitive Processing Therapy for PTSD: A Comprehensive Manual von 
Patricia A. Resick, Candice M. Monson und Kathleen M. Chard. Copyright © 201% The Guilford Press. 
Abgedruckt in: Brief Cognitive Behavioral Therapy (BCBT) zur Suizidprävention von Craig J. Bryan und  
M. David Rudd. Käufer*innen des Buches ist es gestattet, Kopien für den persönlichen Gebrauch oder 
den Gebrauch mit Klient*innen anzufertigen. 

Brief-CBT zur Suizidprävention

A.10  

Arbeitsblatt: »Problematische Denkmuster«

Mit dem Arbeitsblatt »Problematische Denkmuster« können Sie Ihre Ge-
danken/Annahmen verschiedenen Kategorien zuordnen. Notieren Sie Ihre 
negativen Gedanken und Annahmen in der Kategorie, die Ihre Gedanken/
Annahmen am besten beschreibt. Beachten Sie, dass manche Gedanken 
und Annahmen zu mehreren Kategorien passen können.

Voreilige Schlüsse ziehen, obwohl keine Beweise oder sogar widersprechende 
Umstände vorliegen:

Maximieren oder minimieren einer Situation (Umstände/Ereignisse entweder 
au!auschen oder ihre Bedeutung herunterspielen)

Ignorieren wichtiger Aspekte einer Situation

Verändert entnommen aus: Cognitive Processing Therapy for PTSD: A Comprehensive Manual von 
Patricia A. Resick, Candice M. Monson und Kathleen M. Chard. Copyright © 201% The Guilford Press. 
Abgedruckt in: Brief Cognitive Behavioral Therapy (BCBT) zur Suchtprävention von Craig J. Bryan und  
M. David Rudd. Käufer*innen des Buches ist es gestattet, Kopien für den persönlichen Gebrauch oder 
den Gebrauch mit Klient*innen anzufertigen. 
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Suizidalen PaSent:innen im Erwachsenenalter soll eine 
auf die Suizidalität fokussierte kogniSve Verhaltenstherapie 

angeboten werden. 
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Erstgespräch
• Narratives Interview, Fallkonzept, 

Notfallplan 

Phase 1
• Behandlungsvereinbarung, Zugriffs-

beschränkung, Krisenunterstützungsplan, 
Schlafhygiene, Entspannung, 
Achtsamkeit, Gründe zu leben

Phase 2
• Kognitive Basisrisikofaktoren: ABC 

Arbeitsblätter, Verhaltensaktivierung

Phase 3
• Rückfallpräventionsübung
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Suizidversuche:  
KVT = 8 (14%) vs. 
TAU = 18 (40%) 

N = 152

Original Investigation | Psychiatry

Telehealth Brief Cognitive Behavioral Therapy for Suicide Prevention
A Randomized Clinical Trial
Justin C. Baker, PhD, ABPP; Austin Starkey, BS; Ennio Ammendola, PhD; Christina Rose Bauder, PhD, MPH; Samantha E. Daruwala, PhD; Jaryd Hiser, PhD;
Lauren R. Khazem, PhD; Keelin Rademacher, BS; Jarrod Hay, BS; AnnaBelle O. Bryan, MS; Craig J. Bryan, PsyD, ABPP

Abstract

IMPORTANCE Suicide rates continue to increase in the US. Evidence-based treatments for suicide
risk exist, but their effectiveness when delivered via telehealth remains unknown.

OBJECTIVE To test the efficacy of brief cognitive behavioral therapy (BCBT) for reducing suicide
attempts and suicidal ideation among high-risk adults when delivered via telehealth.

DESIGN, SETTING, AND PARTICIPANTS This 2-group parallel randomized clinical trial comparing
BCBTwith present-centered therapy (PCT) was conducted from April 2021 to September 2023 with
1-year follow-up at an outpatient psychiatry and behavioral health clinic located in the midwestern
US. Participants reporting suicidal ideation during the past week and/or suicidal behavior during the
past month were recruited from clinic waiting lists, inpatient service, intermediate care, research
match, and direct referrals from clinicians. A total of 768 participants were invited to participate, 112
were assessed for eligibility, and 98 were eligible and randomly assigned to a treatment condition.
Data analysis was from April to September 2024.

INTERVENTIONS Participants received either BCBT, an evidence-based suicide-focused treatment
that teaches emotion regulation and reappraisal skills, or PCT, a goal-oriented treatment that helps
participants identify adaptive responses to stressors. Participants were randomized using a
computerized stratified randomization algorithmwith 2 strata (sex and history of suicide attempts).

MAINOUTCOMES ANDMEASURES The primary outcomewas suicide attempts as measured by
the Self-Injurious Thoughts and Behaviors Interview-Revised. The secondary outcomewas severity
of suicidal ideation as measured by the Scale for Suicide Ideation.

RESULTS Participants included 96 adults (mean [SD] age, 31.8 [12.6] years; 64 female [66.7%] and
32 male [33.3%]), with 51 receiving BCBT and 45 receiving PCT. Of all participants, 85 (88.5%)
completed at least 1 session. From baseline to 12 months, 12 participants receiving PCT (estimated
percentage, 35.6%) made 56 suicide attempts and 11 participants receiving BCBT (estimated
percentage, 30.0%)made 36 suicide attempts. Participants randomized to BCBTmade significantly
fewer suicide attempts than participants randomized to PCT (mean [range], 0.70 [0.00-8.00]
attempts per participant vs 1.40 [0.00-10.00] per participant) and had a 41% reduced risk for suicide
attempts (hazard ratio, 0.59; 95% CI, 0.36-0.96; P = .03). Severity of suicidal ideation significantly
decreased in both treatments (F4,330 = 50.1; P < .001) but did not differ between groups
(F4,330 = 0.2; P = .91).

CONCLUSIONS AND RELEVANCE The findings of this randomized clinical trial suggest that BCBT
delivered via video telehealth is effective for reducing suicide attempts among adults with recent
suicidal thoughts and/or behaviors.

(continued)

Key Points
Question Can brief cognitive behavioral
therapy (BCBT) for suicide prevention
reduce suicide attempts and suicidal
ideation when delivered remotely via
video telehealth?

Findings Results of this randomized
clinical trial of 96 US adults with recent
suicidal ideation and/or suicidal behavior
show that patients who received BCBT
had significantly fewer suicide attempts
during the 1-year follow-up vs patients
who received present-centered therapy.
Reductions in suicidal ideation occurred
in both treatments with no significant
differences between groups.

Meaning These findings suggest that
BCBT delivered via video telehealth is
effective for reducing the risk of suicide
attempts among adults with recent
suicidal ideation and/or suicidal
behavior.
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Brief Cognitive Behavioral Therapy for Suicidal Inpatients
A Randomized Clinical Trial
Gretchen J. Diefenbach, PhD; Kayla A. Lord, PhD; Jessica Stubbing, DClinPsy; M. David Rudd, PhD;
Hannah C. Levy, PhD; BlaiseWorden, PhD; Kimberly S. Sain, PhD; Jessica G. Bimstein, BS; Tyler B. Rice, BS;
Kate Everhardt, BS; Ralitza Gueorguieva, PhD; David F. Tolin, PhD

IMPORTANCE Suicide risk is elevated after discharge from inpatient level of care. Empirically
supported inpatient suicide prevention treatments are needed.

OBJECTIVE To determine whether adding an inpatient version of brief cognitive behavioral
therapy for suicide prevention to treatment as usual reduces postdischarge suicide attempts,
suicidal ideation, and psychiatric readmissions and to determine whether substance use
disorder moderates treatment effects.

DESIGN, SETTING, AND PARTICIPANTS This randomized clinical trial compared treatment as
usual (n = 106) to treatment as usual plus brief cognitive behavioral therapy for inpatients
(n = 94) at a private psychiatric hospital in Connecticut. Follow-up assessments were
completedmonthly for 6months postdischarge. Participants were enrolled from January
2020 through February 2023. Inpatients admitted following a suicidal crisis (past-week
suicide attempt or ideation with plan on admission and attempt within previous 2 years) were
included. Medical records of consecutive admissions (n = 4137) were screened, 213 were
study eligible and randomized, and 200were analyzed. A total of 114 participants (57.0%)
completed 6-month follow-up assessments. Data frommedical records were also obtained
through 6-month follow-up.

INTERVENTION Up to 4 individual sessions of brief cognitive behavioral therapy for suicide
prevention designed for inpatients.

MAIN OUTCOMES ANDMEASURES Suicide attempts and readmissions were assessed via blind
interviews andmedical record review. Suicidal ideation was assessed via self-report.

RESULTS Themean (SD) age among 200 analyzed participants was 32.8 (12.6) years; 117
participants were female and 83 weremale. Brief cognitive behavioral therapy–inpatient
reduced the occurrence of suicide attempt over 6months postdischarge by 60% (odds ratio,
0.40; 95% CI, 0.20-0.80; number needed to treat, 7) in the entire patient group, and the rate
of psychiatric readmissions by 71% (rate ratio, 0.29; 95% CI, 0.09-0.90) in those without a
substance use disorder. The effect of treatment condition on suicidal ideation was less clear,
although post hoc analyses indicated less severe suicidal ideation following brief cognitive
behavioral therapy–inpatient vs treatment as usual at 1 and 2months postdischarge.

CONCLUSIONS AND RELEVANCE Brief cognitive behavioral therapy–inpatient reduced 6-month
postdischarge suicide reattempts and rate of readmissions when added to treatment as
usual. Substance use disorder moderated the treatment’s effect on readmission rates.
Treatment effects on suicidal ideation were less clear. Implementation research is needed to
facilitate dissemination. Additional research is also needed to optimize outcomes for
individuals with substance use disorders.

TRIAL REGISTRATION ClinicalTrials.gov Identifier: NCT04168645

JAMA Psychiatry. doi:10.1001/jamapsychiatry.2024.2349
Published online September 11, 2024.

Visual Abstract

Editorial

Supplemental content

Author Affiliations:Author
affiliations are listed at the end of this
article.

Corresponding Author:Gretchen J.
Diefenbach, PhD, Anxiety Disorders
Center, The Institute of Living,
200 Retreat Ave, Hartford, CT 06106
(gretchen.diefenbach@
hhchealth.org).

Research

JAMAPsychiatry | Original Investigation

(Reprinted) E1

© 2024 American Medical Association. All rights reserved.

Downloaded from jamanetwork.com by Universitätsbibliothek Leipzig user on 10/10/2024



45

Suizidgesten



46

Haben Sie jemals etwas 
gemacht, um jemand anderen 
glauben zu lassen, dass Sie sich 
umbringen wollten, obwohl Sie 
keinen Wunsch hattest dies 
tatsächlich zu tun? 

12% berichten Suizidgesten 
(Schulsample; N = 1117 Jugendliche)

18% berichten Suizidgesten 
(Kliniksample; N = 191 Jugendliche)

2% berichten Suizidgesten 
(US-Bevölkerung; N = 8098

Prevalence of and Risk Factors for Suicide Attempts Versus Suicide
Gestures: Analysis of the National Comorbidity Survey

Matthew K. Nock
Harvard University

Ronald C. Kessler
Harvard Medical School

Definitions and classification schemes for suicide attempts vary widely among studies, introducing
conceptual, methodological, and clinical problems. We tested the importance of the intent to die criterion
by comparing self-injurers with intent to die, suicide attempters, and those who self-injured not to die but
to communicate with others, suicide gesturers, using data from the National Comorbidity Survey (n !
5,877). Suicide attempters (prevalence ! 2.7%) differed from suicide gesturers (prevalence ! 1.9%) and
were characterized by male gender, fewer years of education, residence in the southern and western
United States; psychiatric diagnoses including depressive, impulsive, and aggressive symptoms; comor-
bidity; and history of multiple physical and sexual assaults. It is possible and useful to distinguish
between self-injurers on the basis of intent to die.

Keywords: suicide attempt, suicide gesture, intent to die, self-harm, self-injury

Suicide is among the leading causes of death around the world
(DeLeo, Bertolote, & Lester, 2002). It has been estimated that
approximately 4.6% of individuals in the United States have made
at least one suicide attempt in their lifetime (Kessler, Borges, &
Walters, 1999), and a prior suicide attempt is among the best
predictors of eventual death by suicide (Blumenthal, Bell, Neu-
mann, Schuttler, & Vogel, 1989; Goldstein, Black, Nasrallah, &
Winokur, 1991). Nevertheless, progress in the study of suicide has
been hindered by several key methodological problems. Perhaps
most important, there has been a lack of clarity and consistency in
the terms used to define suicide attempts. The different approaches
used for defining and classifying suicide attempts can be separated
into three different perspectives, differing on the treatment of the
presence of intent to die in the self-injurer. Many researchers and
clinicians use liberal criteria for defining suicide attempts, includ-
ing all self-injurious behavior, ignoring the issue of whether or not
there is intent to die (e.g., Lewinsohn, Rohde, & Seeley, 1996;
Seidlitz, Conwell, Duberstein, Cox, & Denning, 2001). Others
make a firm distinction between those with and without intent to
die and contend that the presence of lethal intent conveys signif-
icantly increased risk of death and should be explicitly assessed

and used in the classification of cases. Yet a third perspective is
that it is not useful or even possible to distinguish between self-
injurers with and without intent to die. From this perspective,
general terms such as parasuicide (Kreitman, 1977; Linehan,
1993; Platt et al., 1992) or deliberate self-harm (Hawton, Fagg,
Simkin, Bale, & Bond, 1997, 2000) are used to refer to all nonfatal
self-injury.

Emerging evidence suggests that it is indeed useful to distin-
guish between those with intent to die and those without such
intent. For instance, those with intent to die have been shown to
engage in more lethal self-injury (Beck, Beck, & Kovacs, 1975;
Brown, Henriques, Sosdjan, & Beck, 2004) and are more likely to
subsequently die by suicide (Harriss, Hawton, & Zahl, 2005;
Hjelmeland, 1996; Lonnqvist & Ostamo, 1991; Ostamo, Lon-
nqvist, Heinonen, Leppavuori et al., 1991). Consistent with this
perspective, an expert panel recently defined suicide attempts as
“potentially self-injurious behavior with a nonfatal outcome, for
which there is evidence (either implicit or explicit) that the person
intended at some (nonzero) level to kill himself/herself”
(O’Carroll, Berman, Maris, & Moscicki, 1996, p. 247). In contrast,
self-injury in which there is no intent to die, but instead an intent
to give the appearance of a suicide attempt in order to communi-
cate with others is commonly referred to as a suicide gesture.1

Despite these recommendations and supportive data, there contin-
ues to be definitional confusion and debate about the role of intent
in the definition of suicide attempts, and intent to die is rarely
explicitly assessed in studies of suicide attempts. This issue re-
quires resolution, as ignoring the intent of self-injury can lead to an
overestimation of the prevalence of suicide attempts and can
hinder the identification of risk factors specific to suicide attempts.

1 O’Carroll et al. (1996) suggested the term instrumental suicide-related
behaviors for all self-injury in which there is no intent to die; however, we
use the term suicide gesture here given its greater specificity and more
common use in scientific and clinical communications.

Matthew K. Nock, Department of Psychology, Harvard University;
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17% berichten Suizidgesten 
(Klinisches Sample; N = 188 Erwachsene)

Self-Injurious Thoughts and Behaviors Interview—Revised: Development,
Reliability, and Validity

Kathryn R. Fox
University of Denver

Julia A. Harris
University of Utah

Shirley B. Wang and Alexander J. Millner
Harvard University

Charlene A. Deming
Durham Veterans Affairs Health Care System, Durham,

North Carolina

Matthew K. Nock
Harvard University

The Self-Injurious Thoughts and Behaviors Interview (SITBI) is a widely used measure of the presence,
frequency, and characteristics of suicide and self-harming thoughts and behaviors. In response to
advances in the conceptualization of these outcomes, and the potential for online data collection, we
created a revised version of the SITBI (SITBI-R) and tested its psychometric properties via in-person
interview and online self-report formats. Across two studies, the SITBI-R demonstrated strong psycho-
metric properties for both assessment formats. In Study 1, outcomes measured via the SITBI-R showed
convergent validity with those assessed with the Columbia Suicide Severity Rating Scale, another
interview assessing suicidal thoughts and behaviors. The SITBI-R also showed strong alternate-forms
reliability across nearly all outcomes assessed via both assessment formats. In Study 2, the SITBI-R
showed strong test–retest reliability via the online assessment format. Across both studies, reliability was
strongest for more recent outcomes (e.g., past year vs. lifetime) and for more commonly assessed
outcomes of suicidal thoughts, plans, and attempts than for other, less commonly assessed behaviors
(e.g., suicide gestures, interrupted suicide attempts, and aborted suicide attempts). The results of these
two studies suggest that the SITBI-R provides reliable and valid measurement of key self-injurious
outcomes both in person and online.

Public Significance Statement
The present study provides evidence that an updated version of the Self-Injurious Thoughts and
Behaviors Interview is a reliable and valid measure of a wide range of self-injurious thoughts and
behaviors. Moreover, results indicate concordance between online self-report and in-person interview
versions of this measure.

Keywords: assessment, self-injury, suicide, suicide attempts, nonsuicidal self-injury

Self-injurious thoughts and behaviors (SITBs) are a significant
global public health challenge. Lifetime prevalence rates for non-
lethal SITBs, which cause substantial economic and social-

emotional burden (Centers for Disease Control and Prevention,
2017; Copeland, Goldston, & Costello, 2017), range from 3% to
9% cross-nationally (Nock et al., 2008). Despite decades of re-
search on SITBs, we have a limited understanding of why people
engage in and how to best prevent these behaviors. Accurate and
thorough measurement of SITBs is critical to increase our under-
standing of these outcomes. Working toward this goal, Nock,
Holmberg, Photos, and Michel (2007) created the Self-Injurious
Thoughts and Behaviors Interview (SITBI), a comprehensive and
semistructured interview that provides standardized measurement
of the presence of several different SITBs and characteristics of
these behaviors (e.g., ages of onset, urge/intensity of thoughts,
severity of behaviors). The SITBI has strong psychometric prop-
erties (Nock et al., 2007) and has been used in hundreds of
research studies since its original development (e.g., Barrocas,

This article was published Online First April 23, 2020.
X Kathryn R. Fox, Department of Psychology, University of Denver;

Julia A. Harris, Department of Psychology, University of Utah; Shirley B.
Wang and Alexander J. Millner, Department of Psychology, Harvard
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System, Durham, North Carolina; Matthew K. Nock, Department of Psy-
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The SITBI-R can be accessed at https://osf.io/ctqdf/.
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Communicating distress: suicide threats/gestures among clinical 
and community youth

Kealagh Robinson1 · Christian Scharinger2 · Rebecca C. Brown3 · Paul L. Plener2,3 
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Abstract
Although self-injurious thoughts and behaviors are a global health concern, little is known about suicidal threat/gesture(s) 
where a person leads others to believe they want to end their lives when they have no intention to do so. This study assessed 
the lifetime prevalence of self-injurious thoughts and behaviors among both community adolescents (n = 1117) and in clini-
cal youth (n = 191). Suicide threats/gestures were common among youth; 12.2% of community adolescents and 18.0% of 
clinical youth reporting having made a suicide threat/gesture, most commonly in the context of other self-injurious thoughts 
and behaviors. Across both samples, suicide threats/gestures were not uniquely associated with suicide attempts, and youth 
who reported suicide threats/gestures in the context of a history of self-harm or suicide plan(s) were no more likely to report 
a history of suicide attempt(s). Suicide threats/gestures were distinguished from suicide attempts in that they primarily 
fulfilled positive social functions, rather than autonomic functions. Findings suggest that suicidal threats/gestures are com-
mon in both community and clinical youth, and are not uniquely associated with suicide attempts, but rather function to 
communicate distress to others.

Keywords Suicide gesture · Suicide threat · Self-harm · Suicidal behavior · Non-suicidal self-injury · Adolescence

Self-injurious thoughts and behaviors (SITBs) are a global 
public health concern. Globally, nearly 800,000 people die 
by suicide each year [33], with recent evidence to suggest 
rates of self-injury among adolescents have increased in 
recent years [10]. Although the nomenclature of SITBs is 
the subject of continuing debate [15], SITBs have been dis-
tinguished by intent to die into the two superordinate clus-
ters: Suicidal phenomena and non-suicidal phenomena [17]. 
Suicidal phenomena are further distinguished into suicidal 
ideation, suicide plans, and suicide attempts, with a suicide 
attempt being defined as engaging in self-injurious behavior 

with at least some intent to die [21]. Non-suicidal phenom-
ena are further distinguished into non-suicidal thoughts, 
non-suicidal self-injury (NSSI), and Suicide Threats/Ges-
tures.1 Despite a rich literature investigating the nature of 
suicidal ideation, suicide plans, suicide attempts, and NSSI 
[6, 8, 29], suicide threats/gestures—in which an individual 
verbally or behaviourally leads others to believe they want 
to end their lives when they have no intention to do so—
remains largely unexplored.

Initial investigation has focused on estimating the preva-
lence of suicide threats/gestures among youth. Within clini-
cal settings, 9.4% of Spanish adolescents receiving outpa-
tient care [3] and 18.9% of German adolescents receiving 
inpatient care reported a lifetime history of suicide threat/
gesture(s) [4]. Similarly, 22.3% of a US youth sample 
recruited from community and outpatient settings reported 
a lifetime history of suicide threats/gestures, 12.8% a past 
year history, and 2.1% a past month history [22]. Focusing 
on youth recruited from community settings, 1.9% of the 
National Comorbidity Survey (a nationally representative 

Kealagh Robinson and Christian Scharinger have contributed 
equally to this work.

 * Paul L. Plener 
 paul.plener@meduniwien.ac.at
1 School of Psychology, Victoria University of Wellington, 

Wellington, New Zealand
2 Department of Child and Adolescent Psychiatry, Medical 

University of Vienna, Vienna, Austria
3 Department of Child- and Adolescent Psychiatry 

and Psychotherapy, University of Ulm, Ulm, Germany

1 Although ‘suicide threats/ gestures’ is the most common and pre-
cise term in recent suicidology research [2, 3, 6, 12, 14, 19]. We use 
the term here pragmatically to maintain consistency with the litera-
ture.
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Gedanken und Vorstellungen, die eine 
Person hinsichtlich der selbst iniVierten 
Beendigung ihres eigenen Lebens hat, 
die über einen Zeitraum von 12 
Monaten oder länger an der Mehrzahl 
der Tage (je Monat) au`reten.

Originalarbeit

Arbeitsdefinition persistierender
Suizidgedanken

Eine Expert_innenbefragung

Tobias Teismann1,2, Lena Marie Hensel1 , Inken Höller3 und Lena Spangenberg4

1Forschungs- und Behandlungszentrum für Psychische Gesundheit, Ruhr-Universität Bochum, Deutschland
2Deutsches Zentrum für Psychische Gesundheit (DZPG), Partnersite Bochum/Marburg, Deutschland
3Abteilung für Klinische Psychologie und Psychotherapie, Charlotte Fresenius Hochschule, Düsseldorf, Deutschland
4Abteilung für Medizinische Psychologie und Medizinische Soziologie, Universität Leipzig, Deutschland

Zusammenfassung: Hintergrund: In der Literatur wird zwischen akuten und chronischen Suizidgedanken differenziert. 
Gleichzeitig fehlt bis jetzt eine anerkannte Definition chronischer Suizidgedanken, die spezifiziert, ab welcher Dauer Sui-
zidgedanken als chronisch zu begreifen sind. Dies hat erhebliche Auswirkungen auf eine weitergehende forschungs- und 
behandlungsbezogene Auseinandersetzung mit dem Phänomen. Mit dem Ziel eine Arbeitsdefinition chronischer Suizidge-
danken zu entwickeln, wurden daher Expert_innen befragt. Methode: In der vorliegenden Online-Studie wurden deutsch-
sprachige Expert_innen für suizidales Erleben und Verhalten anhand eines einzelnen Items, um ihre Einschätzung gebeten 
ab welcher Dauer (3, 6, 12, 24, 36 Monate) Suizidgedanken als chronisch bezeichnet werden sollten. Sechzig Expert_innen 
(65.5 % Männer; Alter: M = 52.37, SD = 12.53 Jahre; 58.6 %) Psycholog_innen) nahmen an der Untersuchung teil. Ergebnisse: 
Am häufigsten wurde das Zeitkriterium von 12 Monaten gewählt. Hinsichtlich des gewählten Zeitkriterium fanden sich keine 
geschlechtsbezogenen und keine berufsgruppenbezogenen Unterschiede. Es wurde darauf hingewiesen, besser von per-
sistierenden als von chronischen Suizidgedanken zu sprechen. Schlussfolgerung: Im Sinne einer Arbeitsdefinition sollte von 
persistierenden Suizidgedanken gesprochen werden, wenn diese über einen Zeitraum von 12 Monaten oder länger an der 
Mehrzahl der Tage (je Monat) auftreten.
Schlu ̈ sselwo ̈ rter: Chronische Suizidgedanken, Persistierende Suizidgedanken, Definition, Zeitkriterium

A Working Definition of Persistent Suicidal Ideation. An Expert Survey
Abstract: Background: The literature distinguishes between acute and chronic suicidal ideation. However, there is no 
accepted definition of chronic suicidal ideation that specifies the duration at which suicidal ideation becomes chronic. This 
has significant implications for further discussion regarding research and treatment options for this phenomenon. We 
consulted experts to develop a working definition of chronic suicidal ideation. Method: In an online survey, we used a 1-item 
measure to ask German-speaking experts on suicidal ideation and behavior for their assessment of the duration (3, 6, 12, 
24, or 36 months) at which they would consider suicidal ideation to be chronic. Sixty experts (65.5 % male; age: M = 52.37, 
SD = 12.53 years; 58.6 % psychologists) participated in the survey. Results: The most frequently chosen time criterion was 
12 months. We found no significant differences in the choice of time criterion regarding the occupation and gender of the 
participants. They recommended speaking of persistent rather than chronic suicidal ideation. Conclusion: A working 
definition of persistent suicidal ideation is suggested when it occurs on most days (per month) over 12 months or longer.
Keywords: chronic suicidal ideation, persistent suicidal ideation, definition, time criterion

Suizidgedanken sind in der Allgemeinbevölkerung (8%
Punktprävalenz; Forkmann et al., 2012) und in klinischen
Populationen (16% – 67.5% Punktprävalenz; Teismann et
al., 2024) weit verbreitet. Typischerweise werden unter
Suizidgedanken alle Gedanken und Vorstellungen ver-
standen, die eine Person hinsichtlich der selbst initiierten
Beendigung ihres eigenen Lebens hat (Wenzel et al.,

2009). Obwohl Suizidgedanken mit Suizidversuchen und
Suiziden assoziiert sind (Ribeiro et al., 2016), zeigen die
wenigsten Betroffenen eine Transition von Suizidgedan-
ken zu suizidalem Verhalten (Joiner, 2005). Nichtsdesto-
trotz können Suizidgedanken bereits für sich genommen
eine erhebliche Belastung darstellen (Jobes & Joiner,
2019). Etwa 20 –35% der von Suizidgedanken Betroffe-

© 2025 The Author(s). Distributed as a Zeitschrift für Klinische Psychologie und Psychotherapie (2025)
Hogrefe OpenMind article under the license
CC BY-NC-ND 4.0 (https://creativecommons.org/licenses/by-nc-nd/4.0)
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Persistent suicidality: A systematic scoping review of the literature

Mette M. Palm a,b,* , Elke Elzinga a,b,c, Leah Middelkoop c, Almar A.L. Kok a,b, Kairi K!olves d,  
Aartjan T.F. Beekman a,b, Sisco M.P. van Veen a,b,c

a Amsterdam UMC location Vrije Universiteit Amsterdam, Department of Psychiatry, Boelelaan, Amsterdam 1117 1081 HV, the Netherlands
b Amsterdam Public Health, Mental Health programme, Amsterdam, the Netherlands
c 113 Suicide Prevention, Paasheuvelweg 25, Amsterdam 1105 BP, the Netherlands
d Australian Institute for Suicide Research and Prevention, World Health Organization Collaborating Centre for Research and Training in Suicide Prevention, School of 
Applied Psychology, Griffith University, Mount Gravatt Campus, Queensland 4122, Australia

A R T I C L E  I N F O

Keywords:
Persistent suicidality
Chronic suicidality
Suicidal ideation
Systematic scoping review

A B S T R A C T

Background: Suicidality can extend beyond the acute phase and be a long-term condition. Known by various 
terms, including chronic or persistent suicidality (PS), this phenomenon is well recognized in clinical practice. 
However, a comprehensive synthesis and evaluation of the literature is missing, leaving the scope and focus of 
the current scientific evidence on PS unclear.
Aims: This review aims to identify and critically appraise the literature on PS. It seeks to provide an overview of 
how the evidence defines and operationalises PS, its occurrence, and the characteristics of individuals affected by 
it.
Method: A systematic scoping review was conducted following the PRISMA-ScR guidelines. After preregistration, 
searches were conducted in six databases: Embase, PubMed, APA PsycInfo, Web of Science, Scopus, and ERIC. 
Articles describing individuals with suicidal ideation or a death wish lasting a year or longer were included. 
Quality appraisal was performed using the National Institute of Health’s quality assessment tools. Due to the 
pluriformity of the literature a narrative synthesis was conducted.
Results: In total, 63 articles met the criteria for inclusion. Around one-third of individuals experience suicidal 
ideation that persist over the long term. There is a strong overall association between PS and psychiatric or 
psychological distress. Results suggest that specific variables may help differentiate between individuals with 
transient suicidal ideation and those at risk for PS.
Conclusions: Despite sufficient quality of most studies reporting PS, the field is hindered by inconsistent oper-
ationalisations and a lack of study replication. This study highlights the need for a uniform understanding of PS 
and proposes a provisional definition.

1. Introduction

With 703,000 people taking their own life every year, suicide is a 
global public health concern (World Health Organization, 2021). In 
response, extensive research is being conducted to prevent suicide and 
address this widespread problem. Suicidality is an umbrella term that 
encompasses the entire spectrum from suicidal ideation (SI), and plans 
to actions and both fatal and non-fatal suicide attempts (O’Connor and 
Pirkis, 2016). Previous epidemiological and clinical studies on suici-
dality mostly focused on the onset of transient suicidal episodes or acute 
suicide risk —viewed as a crisis that demands immediate action and 
direction to safety— and identified important risk factors, including 

previous suicidal behaviour, having a mental disorder, and stressful life 
experiences (Kessler et al., 1999; Klonsky et al., 2016; Nock et al., 2008; 
Turecki et al., 2019). Additionally, effective preventive and therapeutic 
approaches have been developed for individuals at risk of suicide, 
including psychotherapy, medication, and/or hospitalisation (Brent 
et al., 2019; DeCou et al., 2019; Ross et al., 2024; van Ballegooijen et al., 
2024).

Not all individuals experiencing suicidality appear to benefit from 
these existing treatments. In clinical practice it is a long standing and 
broadly accepted observation that suicidality can be a long term con-
dition. Known by various terms, including chronic or persistent suicidality 
(PS), this phenomenon is often seen in people with Borderline 
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Deutsche Bevölkerungsstudie
N = 7615 (59% Frauen)

6.9% (n = 523) 
persisJerende Suizidgedanken

0.9% (n= 72) 
tägliche Suizidgedanken über 12 MonateEl
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Wenn Suizidgedanken bleiben – Erfahrungen von psychiatrisch 
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ZuSammenfaSSung

Ziel Die Studie erfasst Erfahrungen und Einstellungen von am-
bulant Tätigen in Psychiatrie und Psychotherapie im Umgang 
mit Patient*innen mit persistierenden Suizidgedanken (PSG).
Methodik Zwischen November 2024 und April 2025 nahmen 
N = 207 ambulant Tätige (M = 39,5 Jahre; 82,1 % weiblich) an 
einer Online-Umfrage teil. Erfragt wurden Prävalenz, Behand-
lungserfahrungen und -strategien.
Ergebnisse 86,5 % hatten mit Patient*innen mit PSG gearbeitet, 
geschätzte 12-Monats-Prävalenz: 14,4 %. Häufigste Diagnose: 
affektive Störungen (43 %). Die meistgenannten Interventionen 
waren Notfallpläne (68,1 %) und Skills (55,1 %). 77,8 % führten 
regelmäßige Risikoeinschätzungen durch; 43 % berichteten von 
Einweisungen bei akuter Suizidalität. Nur 10,6 % bezogen die 
Funktionalität der PSG in die Behandlung ein.
Schlussfolgerung PSG ist im ambulanten Bereich häufig, wird 
jedoch selten in seiner Funktionalität thematisiert. Es besteht 
Fortbildungs- und Forschungsbedarf.

abSTr acTS

Objective This study explored how outpatient mental health 
professionals experience and treat patients with persistent 
suicidal ideation (PSG).
Methods From Nov 2024 to Apr 2025, 207 professionals 
(M = 39.5; 82.1 % female) completed an online survey on preva-
lence, attitudes, and treatment strategies.
Results 86.5 % had worked with PSG patients; estimated 
12-month prevalence was 14.4 %. Affective disorders (43 %) were 
the most common diagnosis. Main interventions included crisis 
plans (68.1 %) and skills training (55.1 %). Risk assessments were 
routine for 77.8 %; 43 % reported hospital admissions due to in-
creasing risk. Only 10.6 % addressed the functionality of PSG in 
therapy.
Conclusion PSG is frequent in outpatient care but is rarely 
addressed in depth. Further training and research are needed.

14.4% 

Persistierende Suizidgedanken

Für die Praxis / For the Practitioner

Verhaltenstherapie

Chronische Suizidgedanken:  
Ein Behandlungsvorschlag

Tobias Teismann 
a    Christoph Koban 

b

aForschungs- und Behandlungszentrum für Psychische Gesundheit, Ruhr-Universität Bochum,  
Bochum, Deutschland; bPraxis für Psychotherapie, Essen, Deutschland

Received: January 7, 2022
Accepted: June 2, 2022
Published online: 27. Juni 2022

Korrespondenz an: 
Tobias Teismann, tobias.teismann @ rub.de

© 2022 S. Karger AG, BaselKarger@karger.com
www.karger.com/ver

DOI: 10.1159/000525370
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Zusammenfassung
Einleitung: Chronische Suizidgedanken sind in der klini-
schen Praxis verbreitet. Gleichwohl finden sich in der Litera-
tur nur wenige Hinweise zum therapeutischen Umgang mit 
chronischen Suizidgedanken. Methode: Aufbauend auf der 
Idee, dass Verstärkungsprozesse für die Persistenz von Sui-
zidgedanken hochrelevant sind und anhaltende Suizidge-
danken für Betroffene teils positiv konnotiert sind, wird im 
vorliegenden Artikel ein Behandlungsvorschlag abgeleitet. 
Ergebnisse: Hierbei werden Elemente der explizit-fokus-
sierten Ambivalenzarbeit verknüpft mit Therapieelementen 
aus der metakognitiven Therapie bzw. der Akzeptanz- und 
Commitment-Therapie. Diskussion/Schlussfolgerung: Es 
wird betont, dass der Umgang mit chronischen Suizidge-
danken eine andere therapeutische Herangehensweise er-
fordert als der Umgang mit akuten Suizidgedanken.

© 2022 S. Karger AG, Basel

Chronic Suicide Ideation: A Treatment Proposal

Keywords
Chronic suicidal ideation · Reinforcement model · 
Motivational interviewing · Metacognitive therapy

Abstract
Introduction: Chronic suicidal ideation is common in clin-
ical practice. Nevertheless, there is little advice available 

on the therapeutic management of chronic suicidal ide-
ation. Methods: Building on the idea that reinforcement 
processes are highly relevant to the persistence of suicid-
al ideation and that persistent suicidal ideation has partly 
positive connotations for those concerned, the present 
article proposes a treatment approach. Results: In this 
treatment approach, elements of explicit-focused ambiv-
alence work are combined with therapy elements from 
Metacognitive Therapy and from Acceptance and Com-
mitment Therapy. Discussion/Conclusion: It is empha-
sized that dealing with chronic suicidal ideation requires 
a different therapeutic approach than dealing with acute 
suicidal ideation. © 2022 S. Karger AG, Basel

Einleitung

Suizidgedanken sind in der Allgemeinbevölkerung 
und in klinischen Populationen sehr verbreitet [Bernal et 
al., 2007; Forkmann et al., 2012]. Sie gelten als zentrale 
Risikofaktoren für suizidales Verhalten [Franklin et al., 
2017] und stellen bereits für sich genommen eine erheb-
liche Belastung dar [Jobes und Joiner, 2019]. Suizidge-
danken werden definiert als „sämtliche Gedanken, Vor-
stellungen, Überzeugungen, Stimmen oder andere Kog-
nitionen, die eine Person hinsichtlich der absichtlichen 
Beendigung ihres eigenen Lebens hat“ [Wenzel et al., 
2009, S. 18; Übersetzung durch die Autoren]. Nicht selten 
scheinen Suizidgedanken dabei über längere Zeiträume 
zu persistieren: In eigenen Untersuchungen berichteten 
beispielsweise 23–27.5% der Untersuchten über den Zeit-
raum von 12 Monaten bzw. 17 Monaten bei wiederholten 
Erhebungen von Suizidgedanken [Teismann et al., 2016a; 
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Cognitive contributors to the chronification of suicidal ideation: The role of 
suicide-specific rumination and comfort from suicidal thoughts

Lena Marie Hensel a,*, Tobias Teismann a,b
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A B S T R A C T

Background: Chronic suicidal ideation is common in clinical practice. However, little is known about cognitive 
factors contributing to the persistence of suicidal ideation. Results from previous studies suggest that comfort 
from suicidal thoughts (CST) and suicide-specific rumination (SSR) are two constructs in this field that warrant 
further investigation. The purpose of the present study was to investigate cognitive factors involved in the 
chronification of suicidal ideation by examining differences between patients with persistent suicidal ideation 
and patients with suicidal ideation, but without persistent suicidal ideation.
Method: A total of N → 466 patients (65.0% female, 35.0% male; Mage → 35.93, SDage → 13.13, range: 18–79 
years) who started therapy at an outpatient clinic participated in the study. They were asked to complete 
measures on suicidal thoughts and behavior, CST, SSR, depression, anxiety and stress. Of all patients included n 
→ 103 (22.1%) reported being affected by persistent suicidal ideation.
Results: Patients with persistent suicidal ideation reported higher levels of depression, anxiety and stress than 
patients without persistent suicide ideation or no suicidal ideation at all. Moreover, persistent suicide ideators 
exhibited significantly higher levels of SSR and CST compared to patients with non-persistent suicidal ideation. 
They also reported a higher number of lifetime suicide attempts and higher frequency of suicidal ideation. 
Finally, CST and SSR significantly determined the presence of persistent suicidal ideation, even when controlling 
for age, sex, depression, anxiety and stress.
Conclusion: The results hint that CST and SSR may contribute to the persistence of suicidal ideation.

1. Introduction

Suicidal ideation is a common phenomenon in both the general 
population (Forkmann et al., 2012) and clinical samples (Teismann 
et al., 2024). In addition to the risk of further suicidal behavior (Franklin 
et al., 2017), suicidal ideation itself represents an immense psycholog-
ical burden (Jaffe et al., 2019). Previous studies have shown that a 
significant number of individuals experience suicidal thoughts for 
extended periods of time. For instance, a study of inpatients found that 
27.5% reported suicidal thoughts at various time points over a period of 
12 months (Rath et al., 2021). Similarly, a study of suicidality in women 
aged 18–24 years revealed that 32.4% suffered from suicidal ideation 
both at the initial measurement as well as at the 17-month follow-up 
(Teismann et al., 2016). In another long-term study, Perry et al. 
(2009) collected data from hospitalized patients and found that over half 
of those who reported suicidal thoughts at admission also reported them 

at the study’s conclusion, which occurred an average of eight years after 
admission. However, these studies do not clarify whether the partici-
pants experienced constant suicidal ideation over the observation pe-
riods or whether there were intervals in which suicidal ideation was 
absent. Therefore, there is a lack of knowledge about the prevalence of 
persistent suicidal thoughts. This is especially true since a comprehen-
sive definition of persistent suicidal ideation does not yet exist 
(Hennings, 2022).

In sum, there is still uncertainty about the distinct features of 
persistent suicidal ideation as compared to other forms of suicidal 
ideation. A chronic course of suicidality has been associated with greater 
depressive symptom severity and higher rates of comorbidity and sub-
stance abuse (Forman et al., 2004). In addition, persistent suicidal 
ideation appears to be more common in the presence of psychiatric 
disorders such as borderline personality disorder (Paris, 2004) and 
Major Depression (de Beurs et al., 2019). While suicidal ideation in 

* Corresponding author at: Department of Clinical Psychology and Psychotherapy, Ruhr-Universit!at Bochum, Massenbergstraße 9-13, 44787 Bochum, Germany.
E-mail address: lena.hensel@rub.de (L.M. Hensel). 
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