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Can clinician’s risk assessments distinguish those who disclose suicidal
ideation from those who attempt suicide?

Joseph Barkera , Sophie Oakes-Rogersa, Karen Linceb, Ashley Robertsb, Ronan Keddieb, Harley Bruceb,
Sharmalee Selvarajahb, Daisy Fishb, Caitlin Aspenb, and Adrian Leddya

aDepartment of Clinical Psychology, University of East Anglia, Norwich Research Park, Norwich, UK; bWellbeing Norfolk and Suffolk,
The Conifers, Norwich, UK

ABSTRACT
Participants were 85 individuals who made suicide attempts within two years of their
Improving Access to Psychological Therapies (IAPT) assessment, identified using record link-
age. Two comparison groups, non-suicidal controls (n¼ 1416) and (ideators, n¼ 743) were
compared on variables extracted from the standardized IAPT risk assessment interview.
Disclosure of a historical suicide attempt or non-suicidal self-injury (NSSI) distinguished
those making an attempt from those with suicidal ideation only, but suicidal intent did not.
A third of the participants concealed a historical suicide attempt. The IAPT Phobia Scale clas-
sified 49.30% of attempters with 100% specificity. The IAPT Phobia Scale may have clinical
value in assessing risk but requires validation. Past suicide attempt and NSSI have better
clinical risk assessment utility than current suicidal ideation intensity. Risk assessment relying
on disclosure is likely to be flawed and risks support being withheld from those assumed to
be at lower risk.

KEYWORDS
Ideation-action; IAPT; risk
assessment; suicide; suicide
prevention

An estimated 700,000 deaths a year are attributed to
suicide globally (World Health Organization, 2021).
Despite exponential growth in research and the imple-
mentation of suicide prevention strategies (Bryan
et al., 2015), suicide rates have remained stubbornly
high and our ability to predict suicide has not
advanced in 50 years (Franklin et al., 2017). The lim-
ited ability of statistical models (Belsher et al., 2019)
and clinicians (Lindh et al., 2020) to predict which
individuals may sadly die by suicide is not a novel
observation. Pokorny (1983) commented that the lim-
ited sensitivity and specificity of available measures
made predicting suicide at an individual level unfeas-
ible in the context of a low base rate, even in an acute
mental health setting with an elevated prevalence of
suicidal behavior.

In addition to the confounding effect of the low
base rate on suicide prediction, research has shown
that most established risk factors predict only suicidal
ideation (which in turn predicts an attempt) but fail
to differentiate individuals with ideation from those

who act on suicidal thoughts. May and Klonsky’s
(2016) meta-analysis found only post-traumatic-stress
disorder, anxiety disorders, drug use disorders, and
sexual abuse history were capable of meaningfully
distinguishing suicide attempters and ideators.
Congruently, epidemiological studies suggest that
while hopelessness and psychiatric disorders (includ-
ing depression) are consistently associated with sui-
cidal ideation, they negligibly differentiate ideators
from attempters (Kessler et al., 1999; Nock et al.,
2008). Similar results have been found in social con-
nectedness, anhedonia, entrapment, bullying, and
emotion dysregulation (Arango et al., 2016; Dhingra
et al., 2016; Khazem & Anestis, 2016; Winer et al.,
2016).

It is well established that rates of suicidal ideation
and behaviors are considerably elevated within those
accessing mental and physical health services. For
example, Vuorilehto et al. (2020) found 56–88% of
service users with depression disclosed suicidal idea-
tion depending on their care setting and a scoping
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review by Tabb et al. (2017) found a median of 18.6%
of service users with diabetes disclosed suicidal idea-
tion. In practice, mental and physical health clinicians
are therefore faced with large numbers of patients pre-
senting with suicidal ideation and few empirically sup-
ported risk factors predicting subsequent attempts.

The gap in what differentiates those with suicidal
ideation from those who attempt suicide has led to
calls for research that follows an ideation-action
framework (Klonsky & May, 2014). Ideation-action
theories include O’Connor’s (2011) Integrated
Motivational-Volitional model of suicidal behavior,
Joiner’s (2005) interpersonal theory of suicide and
Klonsky and May’s (2015) three-step theory. They
posit that one cluster of factors results in the develop-
ment of suicidal ideation and a separate cluster of fac-
tors enable or drive individuals to act on these
thoughts.

One of the most promising factors for distinguish-
ing ideators from attempters is suicidal capability, a
key tenet of all ideation-action theories (Klonsky
et al., 2017). Suicidal capability refers to habituation
to pain, injury, and fear. It is thought to be acquired
over time through experiences such as trauma or non-
suicidal self-injury (NSSI) and enable suicidal
behavior (Joiner, 2005; Klonsky & May, 2015).
Electroencephalogram methodology has shown a
blunted neural response to threatening imagery in
attempters compared to ideators (Weinberg et al.,
2017) and acquired capability has been shown to dif-
ferentiate ideators and attempters in the military,
adult community, and national youth samples (Cheek
et al., 2016; Chu et al., 2016; Wetherall et al., 2018).
Furthermore, the relationship between NSSI and sui-
cide attempt has been found to be strongest in those
demonstrating higher persistence through painful and
distressing tasks (Law et al., 2017). Consequently,
reviews highlight suicidal capability as a key area for
future research within an ideation-action framework
(Ma et al., 2016; Stewart et al., 2017a).

Although the recent growth in research following
an ideation-action framework is promising, three
major confounds limit its clinical applicability: lack of
longitudinal studies, an absence of studies differentiat-
ing the risk of a lifetime and imminent attempt, and
limited ecological validity. Klonsky et al.’s (2017)
review highlighted only one longitudinal study and
most of the research to date also uses a lifetime his-
tory of suicide attempt or ideation to compare idea-
tors to attempters. Contemporary theory suggests
suicidal behavior is best conceptualized as a specific
response to environmental stressors that interact with

biological and intrapsychic mechanisms and vulner-
abilities (Rudd, 2006). Distinct suicidal pathways are
likely to exist, and an individual may follow multiple
different suicidal pathways in response to different life
circumstances. For example, Barker et al. (2022) sug-
gested that for some individuals a suicide attempt is
an unplanned solution to intolerable emotional dis-
tress (with fewer lethal outcomes), corroborating
Fawcett’s (1997) acute-agitation pathway and May and
Klonsky’s (2016) finding that anxiety disorders were
one of the few factors differentiating ideators from
attempters. Barker et al. (2022) suggested that con-
versely for other individuals a suicide attempt may be
a planned response to the chronic absence of emotion
and connection (with more lethal outcomes as indi-
viduals are better able to resist impulsive suicidal
urges and plan more lethal attempts). Given the sui-
cidal process from decision to action has been shown
to last less than 10min in the majority of cases
(Deisenhammer et al., 2009), comparing ideators and
attempters on the basis of lifetime history is likely to
mask important differentiating variables and obscure
our understanding of different suicidal pathways.
Cross-sectional studies are unlikely to identify acute
risk factors immediately precipitating suicide attempts
which may be most salient for assessing clinicians.

The impact of a lack of longitudinal research that
considers time-sensitive risk factors, is exemplified in
the comparison of active suicidal ideation (with intent
or a suicidal plan) compared to passive ideation
(death wish without intent). While both active and
passive suicidal ideation are associated with suicide
attempts and deaths when compared to non-suicidal
controls cross-sectionally, a recent systematic review
found only two studies directly comparing their pre-
dictive validity for lifetime suicide attempt history
(Liu et al., 2020). The review’s meta-analysis suggested
active ideation conferred no additional likelihood of
an attempt (Liu et al., 2020). In the absence of longi-
tudinal studies, and given the acute nature of suicidal
behavior, it could be argued that one would expect
any association to be observable acutely and not in
cross-sectional studies. However, in practice, the view
that more severe ideation is the key predictor of sui-
cide attempts is a common basis for risk assessments
(Blanchard & Farber, 2020; Richards & Whyte, 2011)
with little supporting empirical evidence. Arguably the
lack of definitive longitudinal studies contributes to
the maintenance of this pervasive but empirically dis-
credited risk assessment paradigm.

As a further example of the paucity of longitudinal
research, few studies have explored the longitudinal
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predictive validity of NSSI and suicide attempt history
within an ideation-action framework. Given that both
historical suicide attempts and NSSI are key determi-
nants of acquired suicidal capability, with cross-sec-
tional evidence supporting the ability of NSSI to
distinguish ideators and attempters (Burke et al., 2018;
Stewart et al., 2017b), their longitudinal exploration is
an important research gap.

The importance of ecological validity is stark as,
contrary to research settings where participants
actively sign up to discuss suicidality, a third to half
of adults conceal suicidal ideation from their clinician
(Blanchard & Farber, 2016; Høyen et al., 2022). The
most common reason for non-disclosure was a fear of
involuntary admission to a mental health setting but
for an important minority, non-disclosure was
intended to maintain the ability to enact suicide
(Blanchard & Farber, 2020). In psychological autopsy
studies, a meta-analysis by Pompili et al. (2016) found
less than half of those dying by suicide made any
form of suicidal communication prior to their death,
despite Laanani et al.’s (2020) finding that 61% of sui-
cide decedents were in contact with a clinician in the
month prior to their death. Similarly, Leenaars et al.
(2020) found 80% of decedents masked or dissembled
their suicidal intentions from loved ones, a term
coined by Shneidman (1994). This raises the possibil-
ity that the risk markers evidenced in research settings
are not equivalent to the disclosures in real-world
practice on which clinicians’ base decisions regarding
intervention.

A longitudinal, time-sensitive, and ecologically valid
exploration of the ideation-action gap is indicated,
and the present paper chooses to address these con-
founds within an Improving Access to Psychological
Therapies (IAPT) setting. IAPT is the predominant
primary care mental health care model in the UK,
assessing over 1.6 million individuals annually (NHS,
2019a). All service users referred to IAPT attend a tri-
age assessment with the purpose of ascertaining the
main difficulties, formulating a treatment plan, and
assessing suicide risk. In line with national guidance,
the IAPT risk assessment comprises a structured
interview asking every service user for details of cur-
rent and historical behaviors and thoughts, pertaining
to both NSSI and suicide (Richards & Whyte, 2011).
Any positive response or a statement of denial is
noted on a standardized form. Other demographic
and clinical information is recorded as standard prac-
tice with complete data obtained in 98% of appoint-
ments nationally (NHS, 2019b). Additionally, all
incidences of self-harm (with or without lethal intent)

are required to be documented through a trust-wide
incident reporting database. This includes all inciden-
ces occurring within, or reported to, any healthcare
service within the trust in which this research took
place. This provides a process to track suicidal behav-
iors longitudinally, post-IAPT assessment, regardless
of the assessment outcome.

This record linkage study, therefore, explored the
ability of information routinely collected as part of the
IAPT risk assessment protocol, to distinguish those
reporting suicidal ideation at their IAPT assessment
from those making a suicide attempt in the following
24months. Examined variables included active and
passive suicidal ideation, NSSI, and historical suicide
attempt.

Materials and methods

Participants

Participants were drawn from two East of England
IAPT services. Clinical records of attended IAPT
assessments from 01/01/2015 to 01/03/2020 were
requested with 79,314 records identified. IAPT assess-
ment records were linked to any incident report cate-
gorized as “self-harm” logged between 2015 and 2021.
1430 incident reports were identified pertaining to
235 individuals attending an IAPT assessment within
our inclusion period. Incidents were categorized as
suicide attempts in line with The Diagnostic and
Statistical Manual of Mental Disorders (American
Psychiatric Association, 2013; DSM-5; APA) criteria
by two senior clinicians (Cohen’s Kappa > 0.80),
based on a review of medical records and incident
descriptions. Suicidal intent must have been stated or
implied by the participant (for example in a suicide
note) or the behavior classified as a suicide attempt in
their record. Behaviors with life threatening conse-
quences, defined as scoring four or more on the Beck
Lethality Scale (Beck et al., 1975; BLS), were classified
as suicide attempts unless suicidal intent was explicitly
denied. In the case of multiple attempts, only the
highest BLS score was included.

Eighty-five individuals making a suicide attempt
within 24months of their IAPT assessment were iden-
tified with an average BLS score of 3.18 (r¼ 2.17) and
a median number of attempts of one. The mean time
between the IAPT assessment and index attempt was
310 d (r¼ 215) and ranged from two to 726 d. The
most common method was overdose (67.06%), fol-
lowed by hanging (12.94%), cutting (10.59%), jumping
(4.71%), drowning (2.35%), and vehicular colli-
sion (2.35%).
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From the initial pool of 79,314 IAPT assessment
records, 2159 records were randomly selected for
inclusion in line with an a-priori power calculation.
These records were subsequently coded and stratified
to form two comparison groups. One group reported
no suicidal ideation at the time of the IAPT assess-
ment (non-suicidal controls, n¼ 1416) and the other
reported suicidal ideation at assessment, as defined by
the Columbia-Suicide Severity Rating Scale (C-SSRS;
ideators, n¼ 743).

Ethical approval

This study was approved by the University of East
Anglia Faculty of Medicine and Health (2020/21-133)
and NHS Health and Health Research Authority
(21/HRA/3611).

Procedure and measures

Clinical records from participant’s IAPT assessments
were coded by six clinicians with the following varia-
bles extracted (Cohen’s Kappa > 0.80 for all varia-
bles). Coders received training from the first author
and had prior research methods training. Records
without evidence of enquiry regarding all variables
below were excluded (n¼ 68). Excluded and included
participants did not significantly differ across any
variable (p > .05). Unless otherwise specified, all vari-
ables reflect a disclosure at the time of assessment.
For example, passive suicidal ideation encompasses
participants who disclosed that they were experiencing
passive suicidal ideation at the time of their
assessment.

Suicidal ideation
The suicidal ideation subscale of the C-SSRS has good
validity and consistency, is sensitive to change over
time and is suggested as a gold standard assessment
measure (Posner et al., 2011). The C-SSRS was used
to define suicidal ideation as denied, passive (without
intent, including imagery), active (with intent), or
plan (details fully or partially worked out), occurring
within two weeks of assessment. Any ideation occur-
ring more than two weeks prior to assessment was
defined as historical suicidal ideation.

NSSI
NSSI was defined as “the intentional destruction of
body tissue without suicidal intent and for purposes
not socially sanctioned” (Klonsky, 2007, p. 6).
Participants must have denied suicidal intent for the

behavior or self-classified this behavior as “self-harm”
rather than a suicide attempt in line with the IAPT
risk interview schedule (Richards & Whyte, 2011).
NSSI was defined as current if enacted within the two
weeks preceding the assessment date or historical if
occurring earlier than this.

Historical suicide attempt
The suicide attempt was defined as self-inflicted harm
with any degree of intent to end one’s own life in line
with DSM-V (American Psychiatric Association, 2013)
criteria. Suicidal intent must have been stated, or the
behavior classified as a suicide attempt by the
participant.

Clinical measures
The Patient Health Questionnaire (PHQ-9) and
Generalized Anxiety Disorder Assessment (GAD-7)
are screening measures for depression and generalized
anxiety disorder with excellent reliability and validity
(Kroenke et al., 2001; Spitzer et al., 2006). The Work
and Social Adjustment Scale (WASAS) is evidenced to
measure difficulties in daily functioning with excellent
psychometric properties (Zahra et al., 2014).
The IAPT Phobia Scale (NHS, 2011) contains three
single-item screening questions rating the degree of
avoidance from feared situations and has not been
psychometrically validated.

Statistical analysis

All analysis was conducted using the Statistical
Package for the Social Sciences (26.0). Three
groups (non-suicidal controls, ideators, and suicide
attempters) were compared on demographic and clin-
ical variables. Categorical variables were analyzed with
Chi-square tests with a Phi (U) coefficient of 0.10, .30,
and 50 representing small, medium, and large effect
sizes (Rosenthal, 1996). As assumptions of homogen-
eity of variance, and normality of distribution, were
violated, non-parametric Kruskal–Wallis H tests were
used to assess group median differences for age,
PHQ-9, GAD-7, and IAPT Phobia Scale scores. Effect
sizes were calculated using Rosenthal and Rubin’s
(2003) methodology with r¼ 0.10, r¼ 0.30 and
r¼ 0.50 being considered as small, medium, and large
effect sizes by convention (Brydges, 2019). One-Way
ANOVA analyzed group differences in WASAS score
with effect size calculated using Cohen’s d. Holm–
Bonferroni (Holm, 1979) corrections for multiple
comparisons were applied to all reported p-values.
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Variables included in the IAPT risk assessment
were entered into a binary logistic regression to pre-
dict group membership between ideators and attemp-
ters. Finally, we analyzed any participant in the
suicide attempter group who subsequently attended a
second IAPT assessment to elucidate the proportion
who disclosed their suicide attempt to the assessing
clinician.

Results

Descriptive characteristics are presented in Table 1.
No group differences were found in the proportion of
participants reporting their ethnicity as White, X2(2,
N¼ 1961) ¼ 0.96, p ¼ .620, with 283 participants
declining to disclose their ethnicity. Participants
reporting suicidal ideation were negligibly younger,
U¼ 485,607.50, p ¼ .037, r¼ 0.06, less likely to be
employed or in education or training, X2(1, N¼ 2135)
¼ 17.00, p < .001, U¼ 0.089, and more likely to be
male, X2(1, N¼ 2159) ¼ 6.754, p ¼ .028, U¼ 0.056,
than non-suicidal controls. Compared to ideators, par-
ticipants making suicide attempts were less likely to
engage in IAPT treatment, X2(1, N¼ 828) ¼ 23.51, p
< .001, U¼ 0.17, and less likely to be in employment,
education, or training, X2(1, N¼ 817) ¼ 8.88, p ¼
.003, U¼ 0.10. Suicide attempters were also negligibly
younger (U¼ 51,033.50, p ¼ .037, r¼ 0.06), less likely
to engage in IAPT treatment, X2(1, N¼ 1501) ¼
29.24, p < .001, U¼ 0.14, and less likely to be in

employment, education, or training, X2(1, N¼ 1478)
¼ 23.46, p < .001, U¼ 0.13, than non-suicidal con-
trols. No other group differences were significant.

Non-suicidal controls and ideators statistically dif-
fered on all clinical variables presented in Table 2.
Compared to non-suicidal controls, a greater propor-
tion of ideators reported historical suicidal ideation,
X2(1, N¼ 2159) ¼ 25.78, p < .001, U¼ 0.11, historical
suicide attempts, X2(1, N¼ 2159) ¼ 90.64, p < .001,
U¼ 0.21, current NSSI, X2(1, N¼ 2159) ¼ 80.45, p <

.001, U¼ 0.19, and historical NSSI, X2(1, N¼ 2159) ¼
87.83, p < .001, U¼ 0.20. Ideators also endorsed
higher scores on measures of anxiety, U¼ 381,928.00,
p < .001, r¼ 0.23, depression U¼ 254,472.50, p ¼ <

.001, r¼ 0.43, and the IAPT Phobia Scale,
U¼ 422,289.50, p < .001, r¼ 0.10, reporting negligibly
greater impairment in daily functioning on the
WASAS, t (2022) ¼ 13.37, p < .001, d¼ 0.063.

Similarly, suicide attempters significantly differed
to non-suicidal controls on all clinical variables except
the proportion reporting suicidal ideation without a
historical suicide attempt. A greater proportion of sui-
cide attempters reported historical suicide attempts,
X2(1, N¼ 1501) ¼ 88.86, p < .001, U¼ 0.24, current
NSSI, X2(1, N¼ 1501) ¼ 52.44, p < .001, U¼ 0.19,
and historical NSSI, X2(1, N¼ 1501) ¼ 53.15, p <

.001, U¼ 0.19, compared to non-suicidal controls.
They were also more likely to return higher scores on
measures of anxiety, U¼ 40,863.50, p < .001, r¼ 0.13,
depression, U¼ 30,286.00, p ¼ < .001, r¼ 0.20, and

Table 1. Descriptive characteristics.
Non-suicidal control

n¼ 1416
Suicidal ideation

n¼ 743
Suicide attempt

n¼ 85 p value

Age† 37.00 (25.00)a 35.00 (25.00)b 35.00 (29.00)b .002
% Engaging in IAPT Treatment 52.54%a 50.07%a 22.35%b <.001
Employed, in Education, or Training (16þ hr) 67.60%a 58.52%b 41.25%c <.001
% White 92.60%a 92.45%a 95.65%a .620
% Male 31.07%a 36.61%b 38.82%a,b .019

Each different superscript letter denotes a significant intergroup difference for a particular variable.
†Median (Interquartile range) is presented as data is not normally distributed.

Table 2. Clinical variables.
Non-suicidal control

n¼ 1416
Suicidal ideation

n¼ 743
Suicide attempt

n¼ 85 p value

Historical suicidal ideation (without attempt) 21.32%a 31.12%b 24.71%a,b <.001
Historical suicide attempt 9.75%a 25.17%b 43.53%c <.001
NSSI 6.07%a 18.44%b 27.06%b <.001
Historical NSSI 14.62%a 31.76%b 44.71%c <.001
PHQ-9† 13.00 (8.00)a 20.00 (8.00)b 20.00 (8.00)b <.001
GAD-7† 13.00 (8.00)a 16.00 (7.00)b 17.00 (7.00)b <.001
WASAS 16.95 (9.28)a 22.75 (9.02)b 20.65 (9.82)b <.001
IAPT phobia scale† 1.00 (4.00)a 2.00 (5.00)b 11.00 (11.00)c <.001
Active suicidal ideation – 16.55%a 15.29%a .766
Suicide plan – 3.50%a 7.06%a .056

Each different superscript letter denotes a significant intergroup difference for a particular variable.
†Median (Interquartile range) is presented as data is not normally distributed.
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phobias, U¼ 13,002.50, p < .001, r¼ 0.29, and
reported negligibly greater impairment in daily func-
tioning, t (1416) ¼ 3.22, p < .003, d¼ 0.04.

Compared to ideators, attempters were more likely
to report a previous suicide attempt, X2(1, N¼ 828) ¼
13.03, p < .001, U¼ 0.13, and previous NSSI, X2(1,
N¼ 828) ¼ 5.77, p ¼ .016, U¼ 0.08. A greater, but
non-significant proportion of suicide attempters also
reported current NSSI, X2(1, N¼ 828) ¼ 3.64, p ¼
.057, U¼ 0.07. In terms of clinical measures, suicide
attempters scored higher on the IAPT Phobia Scale,
U¼ 8016.50, p < .001, r¼ 0.36, with no other signifi-
cant differences between groups.

Those reporting active suicidal ideation did not dif-
fer between ideators and attempters, X2(1, N¼ 828) ¼
.088, p ¼ .766, U¼ 0.010. Non-suicidal controls are
not included as they were grouped according to an
absence of suicidal ideation, and rates of passive sui-
cidal ideation are not reported as by definition all
ideators were required to have a minimum of passive
ideation. Double the proportion of participants in the
attempter group reported a suicidal plan, with this dif-
ference approaching statistical significance, X2(1,
N¼ 828) ¼ 2.60, p ¼ .056, U¼ 0.11.

A binary logistic regression was conducted examin-
ing the ability of clinical variables collected as part of
the IAPT risk assessment to predict membership of
the ideator or attempter groups. One variable was
required to be dropped to maintain acceptable power
and risk of overfitting in line with Harrell et al.’s
(1984) recommendation. As such, the PHQ-9 score
was omitted to as no difference was found in median
scores between groups. Multicollinearity was tested
using spearman correlation coefficients with no corre-
lations exceeding a threshold of r¼ 0.80.

The overall model was significant, X2(8) ¼ 28.81, p
¼ .004. It predicted 55.49% of the total variance in
suicide attempt within two years of assessment using
the Nagelkerke R2 method. The model correctly classi-
fied 99.41% of those not making a suicide attempt
and 53.62% of those that did. Of the variables drawn
from the IAPT risk assessment, only historical suicide
attempt(s) significantly contributed to the model,
Wald X2(1) ¼ 5.78, p ¼ .016, with those making his-
torical suicide attempts 2.85 times more likely to
make an attempt within two years of assessment.
IAPT Phobia Scale scores additionally predicted an
increased likelihood of suicide attempt, Wald X2(1) ¼
80.16, p < .001, with a one-point increase predicting
an increase in the likelihood of suicide attempt by a
factor of 1.66. The unique variance contributed by the
IAPT Phobia Scale score accounted for 48.84% of the

53.62% total variance in suicide attempt probability
explained by the overall model. Conversely, a one-
point increase in GAD-7, Wald X2(1) ¼ 5.21, p ¼
.022, and WASAS, Wald X2 (1) ¼ 15.66, p < .001,
scores predicted a small decrease in the likelihood of
suicide attempt, both by a factor of 1.09. Suicidal
plan, active suicidal ideation, historical suicidal idea-
tion (without attempt), NSSI and historical NSSI did
not significantly contribute to the model.

As the IAPT Phobia Scale predicted a large propor-
tion of unique variance it was entered into a second
binary model as a sole predictor. This model was sig-
nificant, X2(6) ¼ 33.30, p < .001. It predicted 46.36%
of the total variance in a suicide attempt, correctly
classifying 49.30% suicide attempters and 100% of
ideators with a one-point increase enhancing the odds
of a suicide attempt by 1.53.

Thirty-one suicide attempters attended a second
IAPT assessment after their attempt date as they
engaged in a second episode of care. At these assess-
ments, 20 (64.52%) disclosed having previously made
a suicide attempt, a further six (19.35%) disclosed his-
torical suicidal ideation (but denied making an
attempt) and five (16.13%) denied a history of both
suicide attempt and suicidal ideation.

Discussion

This study aimed to identify factors available to clini-
cians at IAPT assessment, that distinguished those with
suicidal ideation, from those who made a suicide
attempt within the following two years. Active suicidal
ideation was no more common in attempters than
ideators and did not significantly contribute to the
regression model, suggesting the disclosure of active
ideation confers no additional risk of future suicide
attempt comparative to passive ideation. These results
are consistent with Liu et al.’s (2020) meta-analysis that
found no difference in the predictive validity of passive
verses active ideation on a lifetime history of a suicide
attempt. Taken together, this evidence suggests the dis-
tinction of active and passive ideation does not distin-
guish ideators from attempters and may be of limited
value in assessing the risk of those disclosing suicidal
thoughts. Conversely, passive ideation should be given
equal weighting to active ideation when assessing sui-
cide risk in line with the National Action Alliance for
Suicide Prevention’s (2014) recommendation.

Attempters were less likely than ideators and non-
suicidal controls to engage in IAPT treatment. No
difference was observed in the level of functional
impairment or severity of anxiety or depression
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between ideators and attempters, consistent with May
and Klonsky’s (2016) meta-analysis. The lower pro-
portion of suicide attempters engaging in treatment
with IAPT is therefore unlikely to be explained by the
complexity of psychological need. Our data does not
show if attempters were more likely to be referred to
alternative services or less likely to be offered treat-
ment (without alternative) than the other groups. As
such, the IAPT triage assessment may either effect-
ively screen risk (enabling referral to appropriate serv-
ices), or exclude those vulnerable to suicide from
treatment, potentially contributing to future suicidal-
ity. This is particularly salient given the majority of
those who die by suicide have minimal contact with
psychiatric services in the year prior to their death
(Walby et al., 2018) and an IAPT assessment may
therefore represent the sole opportunity for psycho-
logical service to intervene. Future research on the
journey and outcomes of those discharged from IAPT
after the assessment is therefore indicated.

Most attempters did not disclose suicidal plans at
assessment. Compared to ideators, double the propor-
tion of attempters disclosed a suicidal plan. However,
the sample size was small and this analysis only
approached significance. These findings suggest most
of those attempting suicide will not disclose suicidal
plans, and most of those that do will not attempt sui-
cide. However, it is likely that a disclosure of a sui-
cidal plan should be considered a risk marker with
further replication required. It is possible that the low
rate of suicidal plan disclosure is explained by suicidal
plans being formed after the assessment rather than
being indicative of an unwillingness to report.
However, this study does evidence that a third of ser-
vice users concealed (or masked) a historical suicide
attempt. This adds to a growing body of evidence that
individuals often mask suicidal intent from clinicians
and loved ones (Blanchard & Farber, 2020; Leenaars
et al., 2020) and to the authors knowledge is the first
in-vivo study showing the masking of suicide attempt
specifically.

Both historical suicide attempt and historical NSSI
distinguished ideators and attempters with modest
effect sizes, and disclosure of current NSSI approached
significance. This is congruent with ideation-action
theories that posit the habituation to the physiological
pain and emotional fear response associated with the
suicidal act is necessary (or at least implicated) in its
initiation (Klonsky et al., 2017). Both a history of
NSSI and suicide attempts would be expected to
increase tolerance of intrinsic existential fear and
enable one to proceed with potentially fatal acts. To

the authors knowledge, this study is the first to show
historical NSSI and suicide attempts are capable of
distinguishing ideators and attempters longitudinally,
with our regression model suggesting the presence of
a historical suicide attempt nearly tripled the odds of
a suicide attempt within two years of assessment. This
is consistent with a range of literature suggesting a
lifetime history of a suicide attempt is a robust pre-
dictor of future attempt (Bostwick et al., 2016).

A history of suicidal ideation (without previous
attempt) did not differentiate attempters and ideators.
Historical suicidal ideation was also only marginally
more common in attempters than non-suicidal con-
trols and was more common in ideators than attemp-
ters. This suggests that while a history of suicidal
ideation is likely to increase the risk of future suicidal
ideation, in those reporting suicidal thoughts, disclos-
ure of previous ideation without suicidal acts may
indicate one is relatively less likely to act in the next
two years. This further highlights the value of com-
paring current to past indicators when assessing sui-
cide risk. More research is needed to examine the
logically opposite framing of this finding; that those
experiencing ideation for the first time may be at
greater risk of acting.

Congruent with May and Klonsky’s (2016) meta-
analysis, measures of anxiety and depression, and
daily functioning, differentiated non-suicidal controls
from ideators but not ideators from attempters.
Interestingly the IAPT Phobia Scale differentiated
ideators and attempters with median scores over five
times higher in the attempter group. To the authors
knowledge, the scale has not been psychometrically
tested or explored in any study of suicidality.
Although titled a phobia scale, it asks the degree to
which one would avoid situations that risk social
embarrassment, panic attacks, and those involving
specific phobias. As such, one might consider it a
measure of avoidance as scoring highly across these
domains indicates a propensity to employ avoidance
as a primary coping strategy. The suicidal act might
be considered the ultimate avoidance in that one for-
goes their future in exchange for relief from pain and
suffering.

Avoidance has been robustly linked with suicidality
and is a key maintenance factor in post-traumatic
stress disorder (Ehlers & Clark, 2000), which in turn
was one of the few factors found to differentiate
attempters and ideators in May and Klonsky’s (2016)
meta-analysis. A recent meta-analysis found experien-
tial avoidance was associated with both NSSI and sui-
cidal experiences with medium to large effect sizes
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(Angelakis & Gooding, 2021). Experiential avoidance
refers specifically to the avoidance of distressing
internal experiences such as pain, emotions, images,
and thoughts (Hayes et al., 1996). As such, it could be
considered a mechanism of action for acquired cap-
ability by decreasing the salience of the protective fear
response. Fawcett et al. (1997) highlight the avoidance
of acute anxiety as a suicidal pathway while Barker
et al. (2022) suggest that chronic experiential avoid-
ance may numb individuals to acute anxiety, prevent-
ing reactive suicide attempts and driving better
planned and more lethal attempts which are less likely
to be interrupted. This latter group are reflective of
Shneidman’s (1994) suggestion that an important
minority of those dying by suicide completely conceal
their suicidal intentions and Leenaar’s et al. (2020)
finding those masking their suicidal intent to some
degree are in the majority. Blanchard and Farber’s
(2020) study lends further qualitative support with
suicide attempt survivors themselves expressing the
wish to retain the ability to enact suicide as a reason
for concealing their suicidality from clinicians.

Regardless of the merit of avoidance as the mech-
anism by which the IAPT phobia scale may distin-
guish ideators and attempters, the scale itself warrants
further investigation. This unvalidated measure cor-
rectly classified nearly half of the suicide attempters
with perfect specificity as a sole predictor in our
regression model, with a two-point increase tripling
the odds of a suicide attempt. The phobia scale out-
performed the predictive validity any established risk
factor within the IAPT risk assessment schedule.
Replication is therefore required to understand the
clinical value of the scale in suicide risk assessment, in
addition to research seeking to understand the con-
structs measured and psychometric properties.

A limitation of this study was that only suicide
attempters encountering services are captured. These
attempts are likely to be higher in severity, reflected
in the mean observed BLS score, and an unknown
number of low-lethality attempters not receiving med-
ical attention will have been excluded. Furthermore,
our suicide attempt inclusion criteria required suicidal
intent, and given the inconsistent reporting of past
suicidality, some attempters concealing intent will
have been excluded. However, the sample was rela-
tively large and closely mirrored national IAPT assess-
ment demographics which NHS Digital (2021) report
to be 32.51% male, 70.30% in employment, training
or education, and 56.12% aged under 35. Additionally,
ecological validity was high with no selection bias.
While validated measures were not used for all

variables, all variables studied are routinely available
to IAPT clinicians suggesting direct clinical utility.
Data is longitudinal and limited to suicide attempts
occurring within two years of assessments, offering
clinicians insight into suicide risk within a limited
timeframe. The demographics of those attending
IAPT assessments do not mirror suicide attempts
nationally by age or gender, so caution should be
taken in generalizing these results outside of IAPT.
However, within IAPT settings results are likely to be
robust and generalizable and to the authors know-
ledge this is the first empirical examination of suicide
risk within IAPT.

Overall, the variables contained within the IAPT
risk assessment schedule failed to meaningfully differ-
entiate attempters from ideators, except for the IAPT
phobia scale. Historical NSSI and historical suicide
attempts did weakly differentiate ideators and those
making attempts within two years of assessment but
active compared to passive ideation did not. The IAPT
risk assessment does not adequately identify individuals
at imminent risk of suicide and as such this study sup-
ports the suggestion of Michel (2021) that risk assess-
ment paradigms based on the identification of risk
factors rather than a holistic formulation are flawed.
Noninvasive suicide interventions and psychoeducation
should be offered to all individuals attending IAPT
assessment, regardless of risk profile. This is especially
true as risk assessment relying on disclosure is flawed,
given a third of service users may withhold historical
suicidality and those making suicide attempts are less
likely to engage in treatment. Mental health services
should consider implementing a system where those
with recorded incidents of suicide attempt are flagged
to assessing clinicians and future research should con-
sider whether non-disclosure of a historical suicide
attempt may be a marker of future attempt likelihood.
The IAPT phobia scale independently predicted suicide
attempt within two years of assessment in our regres-
sion model with excellent specificity and relatively high
sensitivity. As such, future research should also seek
both to replicate its predictive validity and validate its
psychometric properties as a measure of avoidance.
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