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 47 

Abstract 48 

In Tanzania, there are high rates of suicidal thoughts and behavior among people 49 

living with HIV (PLWH), yet few instruments exist for effective screening and referral. 50 

To address this gap, we developed and validated Swahili translations of the 51 

Columbia Suicide Severity Rating Scale (C-SSRS) Screen Version and two 52 

accompanying scales assessing self-efficacy to avoid suicidal action and reasons for 53 

living. We administered a structured survey to 80 PLWH attending two HIV clinics in 54 

Moshi, Tanzania. Factor analysis of the items revealed four subscales: suicide 55 

intensity, self-efficacy to avoid suicide, fear and social concern about suicide, and 56 

family and spirituality deterrents to suicide. The area under the receiver operating 57 

curve showed only suicide intensity and fear and social concern met the prespecified 58 

cut-off of ≥0.7 in accurately identifying patients with a plan and intent to act on 59 
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suicidal thoughts. This study provides early evidence that brief screening of intensity 60 

of suicidality in the past month, assessed by the C-SSRS Screen Version, is a 61 

strong, resource-efficient strategy for identifying suicide risk in the Tanzanian setting. 62 

Patients who report little fear of dying and low concern about social perceptions of 63 

suicide may also be at increased risk. 64 

 65 

Keywords: HIV, suicide screening, Tanzania  66 

 67 
Impact Statement 68 

Suicide is a major cause of loss of life worldwide, claiming about 700,000 lives every 69 

year. Many African nations have high suicide rates and few mental health resources, 70 

leading to low levels of suicide screening and poor linkage to care. In Tanzania, 71 

there is fewer than one psychiatrist or psychologist per one million people. Given 72 

these human resource constraints, the ‘gold standard’ of a full clinical assessment by 73 

a mental health professional is rarely feasible. Further, there is a lack of locally 74 

validated tools to screen for suicidal thinking and behaviour. 75 

In this study, we explored whether adapted brief measures of suicidal intensity, self-76 

efficacy to avoid suicide, and reasons for living could be used to effectively assess 77 

for suicide risk in Tanzanian HIV clinics. Brief assessment tools can be administered 78 

by non-specialists in a variety of settings, which can greatly enhance the recognition 79 

of people at-risk for suicide and facilitate linkage to care. 80 

We collected data from 80 people living with HIV, a group that has a remarkably high 81 

prevalence of suicide compared to the general population. Participants were 82 

screened for suicidal ideation during routine HIV care appointments and those who 83 

reported suicidal ideation in the past month were enrolled and completed a 84 

structured survey. 85 

As expected, higher intensity of suicidality was strongly associated with suicide risk 86 

(i.e., active plan or intent to attempt suicide). Items from the reasons for living 87 

measure that assessed fear of death and concerns about social reactions to suicide 88 

also were associated with risk.  89 
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These brief suicide measures are highly feasible for administration by non-specialists 90 

and show promise for identifying risk of suicide. Implementing routine suicide risk 91 

screening in HIV care and other high-risk settings is a low-impact strategy to rapidly 92 

improve the assessment of suicide, enhance linkage to mental health care, and save 93 

lives. 94 

 95 

 96 

 97 

Background 98 

Suicide is a major cause of premature death, as more than 700,000 people die by 99 

suicide each year worldwide (World Health Organization, 2021). More than three-100 

fourths of these deaths occur in low- and middle-income countries (LMICs) (Bachani 101 

et al., 2020). Rates of suicide in sub-Saharan Africa (SSA) are among the highest in 102 

the world (Naghavi, 2019; United Nations, 2022), and the topic of suicide has been 103 

increasingly prominent in news reports and public discourse in SSA in the past decade 104 

(Makoye, 2021; Muiruri, 2021). However, little attention has been paid to improving 105 

assessment and evidence-based intervention for suicide prevention in the region, and 106 

the evidence obtained from countries outside of Africa may not be culturally-107 

appropriate (Knettel, Knippler, et al., 2023; Mars et al., 2014).  108 

Public accounts of suicide in SSA often focus on the events leading up to the death, 109 

such as stress due to relationship conflicts, financial challenges, physical illness, 110 

substance use, and unattended mental health issues (Kaggwa, 2022; Li et al., 2021; 111 

Mars et al., 2014). Chronic illness is another major contributor to suicide risk globally, 112 

particularly in low-resource settings where preventable deaths are all too common 113 

(Bachmann, 2018). SSA  is the region of the world with the greatest burden of HIV, 114 

and death by suicide is shockingly common among people living with HIV (PLWH), 115 

representing a true public health emergency (Ndosi et al., 2004; Pelton et al., 2021).  116 

Suicidal behavior, including attempting suicide, is illegal in nine African countries, 117 

including Tanzania (Mishara & Weisstub, 2015). The risk of legal consequences 118 

surrounding suicide contributes to widespread societal stigma around this issue and 119 
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may lead to considerable underreporting of suicidal thoughts, behaviors, and deaths 120 

(Naghavi, 2019; Uddin et al., 2019). This also means that many people experiencing 121 

suicidal thoughts do not access mental health services due to credible fear of 122 

prosecution (Moradinazar et al., 2019).  123 

In Tanzania, only 55 psychiatrists and psychologists attempt to provide care for a 124 

population of more than 60 million people (World Health Organization, 2020). 125 

Extremely high rates of suicidal thinking have been identified in HIV care in Tanzania 126 

(Knettel et al., 2020), yet very few resources are available for PLWH who are 127 

experiencing a mental health crisis (Madundo et al., 2023; Oshosen et al., 2020). The 128 

few mental providers in the country are mostly based at large, urban tertiary facilities, 129 

which are costly and often difficult to access (Binyaruka & Borghi, 2022). Further, few 130 

models exist for effective suicide intervention in SSA, and even fewer address the 131 

unique experiences of PLWH (Govender et al., 2014; Knettel, Knippler, et al., 2023). 132 

In the context of these multiple barriers to appropriate care for people experiencing 133 

suicidality, there is an urgent need for improved, culturally sensitive assessment of 134 

suicide risk and linkage to treatment. There is also a notable lack of locally-validated 135 

assessment tools for suicide risk in SSA. Several studies have relied on a single item 136 

related to suicidal thoughts, such as the final question of the Patient Health 137 

Questionnaire-9 (Doukani et al., 2021; Hammett et al., 2022), or measures which do 138 

not measure suicidal intent, such as Module C of the Mini International 139 

Neuropsychiatric Interview (Ertl et al., 2011). Others have used longer measures such 140 

as the Beck Scale for Suicide Ideation or the Suicide Risk Screening Scale (Govender 141 

et al., 2014; Mutiso et al., 2019) that take more time and effort to administer, which 142 

can present challenges in a busy clinical setting. Further, few studies in Africa have 143 

utilized strengths-focused suicide assessments such as measures of self-efficacy to 144 

avoid suicide or reasons for living, which include culturally salient constructs in African 145 

settings such as the influence of religious beliefs and collectivistic social values on 146 

suicide risk (Lawrence et al., 2016; Pompili, 2022). 147 

The objective of this study was to validate a brief, culturally informed, Swahili-148 

translated measure of suicide risk, the Columbia Suicide Severity Rating Scale (C-149 

SSRS) Screen Version (Andreotti et al., 2020; Posner et al., 2011) among adults living 150 
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with HIV in Tanzania. To capture a broader view of suicide risk, we also examined the 151 

value of adding items assessing reasons for living and self-efficacy to avoid suicide. 152 

We hypothesized that the combined measure would provide a valid and reliable brief 153 

screen for suicide risk among PLWH that could be administered by healthcare workers 154 

in Tanzania. 155 

 156 

Methods 157 

We conducted a cross-sectional survey study with 80 adults who were living with HIV 158 

and experiencing suicidal ideation at two urban HIV clinics in Moshi, Tanzania from 159 

January to October of 2022. These data were collected as part of a larger study aiming 160 

to develop a task-shifted counseling intervention focused on preventing suicide and 161 

improving HIV care engagement in Tanzania (BLINDED FOR REVIEW, 2023). 162 

The two study clinics provide routine HIV care for approximately 6,000 PLWH within 163 

the region according to national protocols, whereby all PLWH receive HIV care and 164 

medication free of charge. For patients experiencing emotional distress, brief 165 

counseling is provided by professional nurses during HIV care, and people with severe 166 

distress are referred for psychiatric care. However, prior to the commencement of this 167 

study, no routine suicide risk assessment was occurring in these clinics. 168 

Procedures 169 

At the start of the study, we provided training to the HIV clinic staff at these two sites 170 

to implement suicide screening during all routine HIV clinic appointments. Professional 171 

nurses administered a single yes/no screening item derived from the C-SSRS Screen 172 

Version (Posner et al., 2011): “In the last month, have you had any actual thoughts of 173 

killing yourself?” Patients who responded yes to the screening item were informed of 174 

the research and, if interested, were referred to meet with a study Research Assistant 175 

(RA). Participants were eligible for inclusion if they were 18 years of age or older, fluent 176 

in Swahili or English, and deemed medically and cognitively capable of completing the 177 

study procedures according to the HIV clinic nurses and study RA. 178 

Upon referral from the clinic nurses, the RA read the consent form aloud and 179 

interested, eligible patients provided written informed consent prior to enrollment. 180 
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Patients who responded yes to the screening item but were not interested in 181 

participating or were ineligible for participation were referred for psychiatric treatment 182 

according to the standard of care.  183 

Upon enrollment, the RA verbally administered a structured, tablet-based survey to 184 

the participant. Participant responses were entered in real time to a secure cloud-185 

based data repository. The C-SSRS component of the survey was audio recorded and 186 

select recordings were reviewed for quality assurance. 187 

Upon completion of the study procedures, the RA provided an approximately 20-188 

minute Safety Planning session using a structured worksheet according to evidence-189 

based procedures developed by Stanley and Brown (2012). All participants then 190 

received referral information for standard of care psychiatry services. The research 191 

team had procedures in place for further support of any individuals with an active plan 192 

or intent to attempt suicide at the conclusion of their participation; however, this was 193 

not needed for any of our study participants. 194 

Study procedures were approved by the Tanzanian National Institute for Medical 195 

Research and the ethical review boards of BLINDED FOR REVIEW. 196 

Research Assistant Characteristics and Training 197 

The study RAs included two individuals with Bachelor’s level training in psychology 198 

and prior training and experience in psychology, and one study nurse. RAs received 199 

two weeks of study-specific training from the principal investigator, who is a licensed 200 

psychologist, and a consultant psychiatrist prior to any patient contact. Training 201 

included didactic training in mental health and HIV, suicidality, the Safety Planning 202 

intervention, counseling skills, suicide assessment, and steps to mitigate and respond 203 

to suicide risk in research. RAs completed several mock assessments during training 204 

and were required to demonstrate competency in these mock sessions prior to 205 

enrolling actual study participants.  206 

The RAs also attended a weekly supervision session with a psychologist and two 207 

psychiatrists (study supervisors) for quality assurance and skill building. Each week, 208 

1 to 2 audio recordings of C-SSRS assessments were reviewed by the three study 209 
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supervisors using an adapted Therapy Quality Scale (Patel et al., 2017) to evaluate 210 

the quality of the assessments and provide structured feedback. 211 

Measures 212 

All measures were translated from English to Swahili by a bilingual research team 213 

member and then back translated by second team member. The full study team then 214 

cross-checked the versions and made edits for clarity and cultural appropriateness 215 

until team consensus was reached. 216 

Sociodemographic Variables 217 

We first collected a variety of sociodemographic variables, including the participant’s 218 

age, gender, religion, education, relationship status, employment status, and monthly 219 

income. 220 

Intensity of Suicidality 221 

The intensity of recent suicidality was assessed using the Columbia Suicide Severity 222 

Rating Scale (C-SSRS) Screen Version and Full Version (Posner et al., 2011). The 223 

Screen Version has six yes/no items that use plain language to assess for suicidal 224 

thinking, intent, and preparatory behavior (e.g., writing a suicide note or gathering 225 

materials needed to attempt suicide) in the past one month. Items include, “Have you 226 

had suicidal thoughts and had some intention of acting on them?” and “Have you 227 

started to work out or worked out the details of how to kill yourself? Do you intend to carry 228 

out this plan?” Cronbach’s alpha for the C-SSRS Screen Version items in this study 229 

was 0.84. 230 

The C-SSRS Full Version is a semi-structured guide for a longer, more narrative 231 

clinical interview, intended to support the gathering of details about the intensity of 232 

suicidal thinking, suicide risk, any past suicide attempts or self-injurious behaviors, and 233 

lethality of those attempts. The last item in the Full Version is a rating by the interviewer 234 

of the patient’s highest severity of suicidality in the past month, which serves as a 235 

summary risk assessment. Rating on this item (C-SSRS_M) ranges from 1-Wish to be 236 

dead to 9-Actual attempt. Information obtained from the Full Version, particularly the 237 

determination from the clinical interview of whether a participant had an active plan or 238 

intent to attempt suicide, was used as a gold standard for suicide risk assessment in 239 

this study. 240 
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Self-Efficacy to Avoid Suicide  241 

Participant belief in his/her ability to avoid acting upon suicidal thoughts was assessed 242 

by the Self-Efficacy to Avoid Suicidal Action (SEASA) scale. This scale consists of six 243 

questions (e.g., “How certain are you that you could control future thoughts of suicide if 244 

you were experiencing physical or emotional pain?”) that are rated from 0 (Very 245 

uncertain) to 10 (Very certain), with higher scores indicating higher self-efficacy 246 

Cronbach’s alpha for the SEASA items in this study was 0.91. 247 

 248 
Reasons for Living 249 

Motivations to stay alive and not to attempt suicide were measured by the Brief 250 

Reasons for Living (BRFL) inventory which consists of twelve questions (e.g., “My 251 

family depends upon me and needs me”), with response options starting from 1 (Not at 252 

all important) to 6 (Very important) and higher scores indicating higher endorsement 253 

of each reason for living. Cronbach’s alpha for the BRFL items in this study was 0.79.  254 

Statistical Analysis 255 

We summarized socio-demographic characteristics using means and standard 256 

deviations or frequencies and percentages as appropriate. We conducted an 257 

exploratory factor analysis (EFA) to assess validity related to internal structure of the 258 

combined items from the C-SSRS Screener, SEASA, and BRFL. Our sample size was 259 

fairly small. However, common standards for acceptable sample size in EFA are a 260 

minimum of 50 participants or 3 participants per item (de Winter et al., 2009), both of 261 

which were met with our sample of 80 participants for 22 items. 262 

Because the scales had different response options, we created a polychoric 263 

correlation matrix among the scales for data input. Polychoric correlations are 264 

preferred over Pearson correlations when dealing with ordinal variables or a 265 

combination of ordinal, binary and continuous ones (Garcia-Santillan et al., 2021; 266 

Holgado–Tello et al., 2010). In our case, as we had both ordinal and binary variables, 267 

we chose to utilize a polychoric correlation matrix. Items one and two from the C-SSRS 268 

screening version (related to recent thoughts of suicide) were part of the enrollment 269 

criteria and relevant to all participants, so these were not included in the analysis. The 270 

resulting polychoric correlation matrix was non-positive definite and therefore 271 

smoothing was done (see supplementary materials). 272 
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Parallel analysis and scree plot were used to suggest the number of factors to extract 273 

and factor analysis was then conducted using oblique (oblimin) rotation, assuming the 274 

sub-scales are correlated. Items were retained if they had a loading of > 0.35, a 275 

communality of ≥ 0.25, and no cross-loading. Cross-loading was defined as loading > 276 

0.35 in more than one factor and a ratio of the square of the loadings (variance) below 277 

2.0 (Hair & Babin, 2018). 278 

To examine criterion validity, adjusted R2 was obtained from a regression model with 279 

the extracted factors as predictors and the final summary item of risk (C-SSRS_M) as 280 

the dependent variable. We hypothesized there would be significant associations of 281 

factors derived from all three included scales (C-SSRS Screen Version, SEASA, and 282 

BRFL) with the C-SSRS_M summary item of suicide risk. Additionally, to evaluate the 283 

scale's capability to identify patients who are at high risk, we calculated the area under 284 

receiver operating characteristic (AUROC) curves (see supplementary materials). An 285 

AUROC ≥ .70 indicates that the scale will produce acceptable discrimination as a 286 

diagnostic test (Hosmer et al., 2013).       287 

Results 288 

Eighty PLWH were enrolled in this study. The majority were women (n=62, 77.5%) 289 

and the median age of this sample was 42 years. Most participants had a primary 290 

school education or less (n=61, 76.3%) and were not in a relationship (i.e., were single, 291 

divorced, or widowed) (n=46, 57.5%). The median monthly income was 60,000 292 

Tanzanian shillings (Tsh), equivalent to roughly $26 USD per month. Disclosure of 293 

one’s HIV status was common in this sample, as 83.8% (n=67) of participants had told 294 

at least one other person that they were living with HIV. 295 

 296 

The scree plot suggested the best fit would occur with 4 factors and parallel analysis 297 

suggested the best fit would occur with 3 to 5 factors; all three solutions were examined 298 

(See Supplementary Materials). Variance explained by the solutions was 62%, 62%, 299 

and 67%, for the 3-factor, 4-factor, and 5-factor solutions, respectively. The 4-factor 300 

solution was determined most adequate, as all of the original scale items were retained 301 

in this solution, whereas theoretically important items had low loadings in the 3- and 302 

5-factor solutions.  303 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

In the final 4-factor solution, we retained one item with a communality below 0.25, “If 304 

you have thoughts of killing yourself in the future, how confident are you that you will 305 

tell someone?,” as this item measures a very important aspect of self-efficacy to avoid 306 

suicidal action. It was determined that the low communality for this item was likely 307 

related to the difficulty of disclosing suicidality, particularly in a culture where social 308 

ties are critically important to emotional health and suicidal thinking is both highly 309 

stigmatized and illegal. 310 

In the final 4-factor solution, items from the Self-Efficacy to Avoid Suicidal Action scale 311 

formed Factor 1, “Self-Efficacy” (α = 0.98), and items from the C-SSRS screening 312 

version formed Factor 2, “Intensity of Suicidality” (α = 0.99). Items from the Brief 313 

Reasons for Living inventory were split, with items related to one’s family, children, 314 

and spirituality making up Factor 3, “Family and Spirituality” (α = 0.94), and items 315 

related to fear, morality, and social perception making up Factor 4, “Fear and Social 316 

Concern” (α = 0.92). Cronbach’s alpha for the combined 4-factor scale was 0.91 and 317 

the corrected item-total correlation for all items was above 0.3, indicating an adequate 318 

correlation between items and the overall scale, despite the items deriving from three 319 

different instruments. 320 

Inter-factor correlations between “Intensity of Suicidality”, subscale and other 321 

subscales was -0.42 for “Self-Efficacy”, -0.17 for “Family and Spirituality” and -0.25 for 322 

“Fear and Social Concern”. All inter-factor correlations were in theoretically expected 323 

directions (Table 3) 324 

As expected, regression analysis showed that higher Intensity of Suicidality (derived 325 

from the C-SSRS Screen Version) was strongly associated with suicide risk (i.e., 326 

active plan or intent to attempt suicide, derived from the C-SSRS Full Version) (β=0.91; 327 

95% CI= 0.69, 1.13). The Fear and Social Concern subscale (β=-0.07; 95% CI= -0.13, 328 

-0.01) was significantly negatively correlated with suicide risk. However, Self-Efficacy 329 

(β=0.003; 95%CI= -2.89, 3.92) and Family and Spirituality (β=0.04; 95% CI= -0.06, 330 

1.14) were not significantly associated with suicide risk. The total variance in suicide 331 

risk explained by the four factors was 55.9% and was 54.5% when Intensity of 332 

Suicidality was the only predictor. Both Akaike Information Criterion (AIC) and 333 
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Bayesian Information Criterion (BIC) indicated that Intensity of Suicidality alone is the 334 

best model for identifying suicide risk.  335 

Similarly, ROC analysis showed that Intensity of Suicidality was most useful in 336 

correctly identifying patients with high suicide risk [AUC = 0.89], followed by Fear and 337 

Social Concern [AUC = 0.78], Self-Efficacy [AUC = 0.69] and lastly Family and 338 

Spirituality [AUC = 0.64].  339 

To utilize the individual subscales as a screening test, optimal cut-off points of the 340 

significant predictors can be referenced to identify individuals at high risk of suicide 341 

and the need for intervention. For Intensity of Suicidality, our findings support the 342 

commonly accepted cut point used for the C-SSRS Screen Version, which is a “Yes” 343 

response on any of items 3, 4, 5, or 6, indicating active plan, intent, or preparation for 344 

a suicide attempt. For the Fear and Social Concern subscale, a score ≤ 34 may 345 

indicate a higher risk of attempting suicide. 346 

Discussion 347 

Constraints in healthcare worker capacity and a lack of specialist mental health 348 

providers are major barriers to suicide risk assessment in many low- and middle-349 

income countries. In Tanzania, we have identified high rates of suicidality among 350 

PLWH, but mental health providers are extremely rare, HIV clinic staff have little 351 

mental health training, and healthcare workers report feeling overburdened in their 352 

current roles (BLINDED FOR REVIEW, 2018; Oshosen et al., 2020). In light of these 353 

challenges, the ‘gold standard’ of an extended clinical interview by a mental health 354 

professional to assess suicide risk is rarely feasible (BLINDED FOR REVIEW, 2023). 355 

In this analysis, we identified that the brief screening of Intensity of Suicidality in the 356 

past month, measured by the C-SSRS Screen Version, is a valid and reliable 357 

strategy for identifying suicide risk (plan or intent to attempt suicide) among PLWH in 358 

Tanzania. 359 

In addition to measures of recent suicidal intensity, strengths-focused instruments 360 

such as the BRFL can be beneficial in assessing suicide risk (Bakhiyi et al., 2016; 361 

Malone et al., 2000), as these are more likely to capture culturally salient protective 362 

factors (Lawrence et al., 2016; Pompili, 2022). In our analysis, participants with low 363 

endorsement of fear of death and low social concern on the BRFL were more likely 364 
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to have an active plan or intent to act on suicidal thoughts. Prior studies have shown 365 

that reduced fear of death differentiates between having suicide ideation and 366 

attempting suicide (Dhingra et al., 2015; Klonsky et al., 2017; Smith et al., 2016). 367 

This highlights the potential of these questions in identifying patients who need 368 

immediate help and referral for a higher level of care. The Family and Spirituality 369 

subscale of the BRFL was not associated with reduced suicide risk in the current 370 

study. However, understanding how the patient views family and spirituality can 371 

inform the clinician about resources available for support (CDC, 2022; Osafo et al., 372 

2021).   373 

Another strengths-focused instrument, was also not associated with suicide risk in 374 

the current study. However, this measure may still aid in assessing the broader 375 

clinical picture and can guide planning treatment. Evaluating patient’s self-376 

assessment of their ability to cope with suicidal thoughts in the future can provide 377 

valuable information to the clinician (Czyz et al., 2014, 2016).  378 

Our study points to the value and validity of suicide screening in healthcare settings; 379 

however, assessment alone is not sufficient. Identification of high-risk patients must 380 

be paired with effective linkage to high-quality, evidence-based treatment. There 381 

have been slow but steady efforts to build the mental health system in Tanzania, 382 

which allows for the referral of people experiencing suicidal thinking to standard 383 

care. However, there is an immediate need to develop suicide prevention 384 

interventions that can utilize currently available resources efficiently while rapidly 385 

developing new services. This may also include enhanced mental health education 386 

in nursing and allied health professions, task-sharing of treatment with non-387 

specialists, and utilizing technological advancements such as telehealth to increase 388 

treatment capacity (Knettel, Amiri, et al., 2023). It is important, however, to ensure 389 

that new services are developed while considering patients’ safety, the evidence 390 

base of the treatments provided, and culturally informed development or adaptation 391 

of treatment approaches (Perera et al., 2020; Spanhel et al., 2021).  392 

The study findings should be interpreted in light of the following limitations. 393 

Participants of this study were adults recruited from two HIV clinics in an urban 394 

setting with a relatively small sample size, and therefore results may not be 395 
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generalizable to other settings, populations, or to youth under the age of 18. Future 396 

studies may seek to identify whether the patterns of suicide risk we observed among 397 

PLWH are similar for people with other health conditions. The intention of this work 398 

was to assess the value of brief screening by healthcare workers other than 399 

psychologists and psychiatrists; however, it is important to note that these mental 400 

health professionals should still be engaged in the oversight of screening programs 401 

and in intervening when patients are identified with active risk of suicide. Effective 402 

task-shifting generally involves brief treatment and assessment with the option to 403 

refer for higher levels of care when appropriate. 404 

Conclusions 405 

Our findings showed that the C-SSRS Screen Version, a 6-item measure of suicidal 406 

intensity, was a strong predictor of active plan or intent to attempt suicide and a 407 

feasible strategy for suicide risk screening in a setting where a full clinical interview is 408 

rarely feasible. Items from the BRFL measure that assessed fear of death and 409 

concerns about social reactions to suicide also significantly predicted suicide risk. 410 

These brief measures are appropriate for administration by non-specialists and show 411 

promise for identifying risk of suicide in settings with few mental health providers. 412 

Implementing routine suicide risk screening in HIV care and other high-risk settings 413 

is a low-impact strategy to rapidly improve the assessment of suicide, enhance 414 

linkage to mental health care, and save lives.  415 

 416 
  417 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

References 418 
 419 
Andreotti, E. T., Ipuchima, J. R., Cazella, S. C., Beria, P., Bortoncello, C. F., Silveira, 420 

R. C., & Ferrão, Y. A. (2020). Instruments to assess suicide risk: A systematic 421 

review. Trends in Psychiatry and Psychotherapy, 42, 276–281. 422 

https://doi.org/10.1590/2237-6089-2019-0092 423 

Bachani, A., Agrawal, P., Ashraf, L., & Green, A. (2020). Responding to the 424 

Increasing Need for Global Suicide Prevention. Johns Hopkins Bloomberg 425 

School of Public Health. https://www.jhsph.edu/research/centers-and-426 

institutes/johns-hopkins-international-injury-research-unit/news/responding-to-427 

the-increasing-need-for-global-suicide-prevention 428 

Bachmann, S. (2018). Epidemiology of Suicide and the Psychiatric Perspective. 429 

International Journal of Environmental Research and Public Health, 15(7), 430 

Article 7. https://doi.org/10.3390/ijerph15071425 431 

Bakhiyi, C. L., Calati, R., Guillaume, S., & Courtet, P. (2016). Do reasons for living 432 

protect against suicidal thoughts and behaviors? A systematic review of the 433 

literature. Journal of Psychiatric Research, 77, 92–108. 434 

https://doi.org/10.1016/j.jpsychires.2016.02.019 435 

Binyaruka, P., & Borghi, J. (2022). An equity analysis on the household costs of 436 

accessing and utilising maternal and child health care services in Tanzania. 437 

Health Economics Review, 12(1), 36. https://doi.org/10.1186/s13561-022-438 

00387-7 439 

CDC. (2022). Risk and Protective Factors for Suicide. Centers for Disease Control 440 

and Prevention. https://www.cdc.gov/suicide/factors/index.html 441 

Czyz, E. K., Bohnert, A. S. B., King, C. A., Price, A. M., Kleinberg, F., & Ilgen, M. A. 442 

(2014). Self-Efficacy to Avoid Suicidal Action: Factor Structure and 443 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Convergent Validity among Adults in Substance Use Disorder Treatment. 444 

Suicide and Life-Threatening Behavior, 44(6), 698–709. 445 

https://doi.org/10.1111/sltb.12101 446 

Czyz, E. K., Horwitz, A. G., & King, C. A. (2016). Self-Rated Expectations of Suicidal 447 

Behavior Predict Future Suicide Attempts Among Adolescent and Young 448 

Adult Psychiatric Emergency Patients. Depression and Anxiety, 33(6), 512–449 

519. https://doi.org/10.1002/da.22514 450 

de Winter, J. C. F., Dodou, D., & Wieringa, P. A. (2009). Exploratory Factor Analysis 451 

With Small Sample Sizes. Multivariate Behavioral Research, 44(2), 147–181. 452 

https://doi.org/10.1080/00273170902794206 453 

Dhingra, K., Boduszek, D., & O’Connor, R. C. (2015). Differentiating suicide 454 

attempters from suicide ideators using the Integrated Motivational–Volitional 455 

model of suicidal behaviour. Journal of Affective Disorders, 186, 211–218. 456 

https://doi.org/10.1016/j.jad.2015.07.007 457 

Doukani, A., van Dalen, R., Valev, H., Njenga, A., Sera, F., & Chibanda, D. (2021). A 458 

community health volunteer delivered problem-solving therapy mobile 459 

application based on the Friendship Bench ‘Inuka Coaching’ in Kenya: A pilot 460 

cohort study. Global Mental Health, 8, e9. https://doi.org/10.1017/gmh.2021.3 461 

Ertl, V., Pfeiffer, A., Schauer, E., Elbert, T., & Neuner, F. (2011). Community-462 

Implemented Trauma Therapy for Former Child Soldiers in Northern Uganda: 463 

A Randomized Controlled Trial. JAMA, 306(5). 464 

https://doi.org/10.1001/jama.2011.1060 465 

Garcia-Santillan, A., Mexicano-Fernandez, E., & Molchanova, V. S. (2021). Internet 466 

Addiction Scale: A Parametric Study through the EFA and Polychoric 467 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Correlation Matrices. European Journal of Contemporary Education, 10(2). 468 

https://doi.org/10.13187/ejced.2021.2.338 469 

Govender, R. D., Schlebusch, L., & Esterhuizen, T. (2014). Brief suicide preventive 470 

intervention in newly diagnosed HIV-positive persons. The African Journal of 471 

Psychiatry. Le Journal Africain de Psychiatrie, 17, 543–547. 472 

https://doi.org/10.4172/1994-8220.1000112 473 

Hair, J. F., & Babin, B. J. (2018). Multivariate Data Analysis. Cengage. 474 

Hammett, W. H., Muanido, A., Cumbe, V. F. J., Mukunta, C., Manaca, N., Hicks, L., 475 

Dorsey, S., Fabian, K. E., & Wagenaar, B. H. (2022). Demonstration project of 476 

a lay counselor delivered trans-diagnostic mental health intervention for newly 477 

diagnosed HIV patients in Mozambique. AIDS Care, 1–6. 478 

https://doi.org/10.1080/09540121.2022.2039356 479 

Holgado–Tello, F. P., Chacón–Moscoso, S., Barbero–García, I., & Vila–Abad, E. 480 

(2010). Polychoric versus Pearson correlations in exploratory and 481 

confirmatory factor analysis of ordinal variables. Quality & Quantity, 44(1), 482 

153–166. https://doi.org/10.1007/s11135-008-9190-y 483 

Hosmer, D. W., Lemeshow, S., & Sturdivant, R. X. (2013). Assessing the Fit of the 484 

Model. In Applied Logistic Regression (3rd ed., pp. 153–225). John Wiley & 485 

Sons, Ltd. https://doi.org/10.1002/9781118548387.ch5 486 

Kaggwa, M. M. (2022). Gambling-related suicide in East African Community 487 

countries: Evidence from press media reports. BMC Public Health, 22. 488 

https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-489 

12306-2 490 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Klonsky, E. D., Qiu, T., & Saffer, B. Y. (2017). Recent advances in differentiating 491 

suicide attempters from suicide ideators. Current Opinion in Psychiatry, 30(1), 492 

15. https://doi.org/10.1097/YCO.0000000000000294 493 

Knettel, B. A., Amiri, I., Minja, L., Martinez, A. J., Knippler, E. T., Madundo, K., 494 

Staton, C., Vissoci, J. R. N., Mwobobia, J., Mmbaga, B. T., Kaaya, S., Relf, M. 495 

V., & Goldston, D. B. (2023). Task-shifting “gold standard” clinical assessment 496 

and safety planning for suicide risk among people living with HIV: A feasibility 497 

and fidelity evaluation in Tanzania. Journal of Acquired Immune Deficiency 498 

Syndromes (1999). https://doi.org/10.1097/QAI.0000000000003217 499 

Knettel, B. A., Knippler, E., Martinez, A., Sardana, S., Agor, D., Mwobobia, J., 500 

Ledbetter, L., Amiri, I., Relf, M. V., & Goldston, D. B. (2023). A scoping review 501 

of counseling interventions for suicide prevention in Africa: Few studies 502 

address this life-saving aspect of mental health treatment. Journal of Affective 503 

Disorders, 328, 183–190. https://doi.org/10.1016/j.jad.2023.02.038 504 

Knettel, B. A., Mwamba, R. N., Minja, L., Goldston, D. B., Boshe, J., & Watt, M. H. 505 

(2020). Exploring patterns and predictors of suicidal ideation among pregnant 506 

and postpartum women living with HIV in Kilimanjaro, Tanzania. AIDS, 34(11), 507 

1657–1664. https://doi.org/10.1097/QAD.0000000000002594 508 

Knettel, B. A., Rugira, J., & Tesha, F. (2018). “They Will Start Believing in 509 

Counseling”: Provider Perceptions of the Presentation and Treatment of 510 

Mental Illness in Northern Tanzania. International Perspectives in Psychology, 511 

7(1), 4–18. https://doi.org/10.1037/ipp0000078 512 

Lawrence, R. E., Oquendo, M. A., & Stanley, B. (2016). Religion and Suicide Risk: A 513 

Systematic Review. Archives of Suicide Research, 20(1), 1–21. 514 

https://doi.org/10.1080/13811118.2015.1004494 515 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Li, L., Zhao, Y., Shi, M., & Wang, Y. (2021). Relationship Between the Early Initiation 516 

of Substance Use and Attempted Suicide Among in-School Adolescents in 517 

Seven Low- or Middle-Income African Countries: An Analysis of the Global 518 

School-Based Student Health Survey Data. Frontiers in Psychology, 12. 519 

https://www.frontiersin.org/articles/10.3389/fpsyg.2021.753824 520 

Madundo, K., Knettel, B. A., Knippler, E., & Mbwambo, J. (2023). Prevalence, 521 

severity, and associated factors of depression in newly diagnosed people 522 

living with HIV in Kilimanjaro, Tanzania: A cross-sectional study. BMC 523 

Psychiatry, 23(1), 83. https://doi.org/10.1186/s12888-022-04496-9 524 

Makoye, K. (2021). Suicide rates rise sharply in Tanzania amid economic, social 525 

woes. Anadolu Agency. https://www.aa.com.tr/en/africa/suicide-rates-rise-526 

sharply-in-tanzania-amid-economic-social-woes/2360130 527 

Malone, K. M., Oquendo, M. A., Haas, G. L., Ellis, S. P., Li, S., & Mann, J. J. (2000). 528 

Protective Factors Against Suicidal Acts in Major Depression: Reasons for 529 

Living. American Journal of Psychiatry, 157(7), 1084–1088. 530 

https://doi.org/10.1176/appi.ajp.157.7.1084 531 

Mars, B., Burrows, S., Hjelmeland, H., & Gunnell, D. (2014). Suicidal behaviour 532 

across the African continent: A review of the literature. BMC Public Health, 533 

14(1), 606. https://doi.org/10.1186/1471-2458-14-606 534 

Mishara, B. L., & Weisstub, D. N. (2015). The legal status of suicide: A global review. 535 

International Journal of Law and Psychiatry, 21. 536 

Moradinazar, M., Najafi, F., Baneshi, M. R., & Haghdoost, A. A. (2019). Size 537 

Estimation of Under-Reported Suicides and Suicide Attempts Using Network 538 

Scale up Method. Bulletin of Emergency and Trauma, 7(2), 99–104. 539 

https://doi.org/10.29252/beat-070202. 540 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Muiruri, P. (2021). Concern grows in Kenya after alarming rise in suicide cases. The 541 

Guardian. https://www.theguardian.com/global-542 

development/2021/aug/10/concern-grows-in-kenya-after-alarming-rise-in-543 

suicide-cases 544 

Mutiso, V. N., Pike, K. M., Musyimi, C. W., Gitonga, I., Tele, A., Rebello, T. J., 545 

Thornicroft, G., & Ndetei, D. M. (2019). Feasibility and effectiveness of nurses 546 

and clinical officers in implementing the WHO mhGAP intervention guide: Pilot 547 

study in Makueni County, Kenya. General Hospital Psychiatry, 59, 20–29. 548 

https://doi.org/10.1016/j.genhosppsych.2019.04.005 549 

Naghavi, M. (2019). Global, regional, and national burden of suicide mortality 1990 550 

to 2016: Systematic analysis for the Global Burden of Disease Study 2016. 551 

BMJ (Clinical Research Ed.), 364, l94. https://doi.org/10.1136/bmj.l94 552 

Ndosi, N. K., Mbonde, M. P., & Lyamuya, E. (2004). Profile of suicide in Dar es 553 

Salaam. East African Medical Journal, 81(4), Article 4. 554 

https://doi.org/10.4314/eamj.v81i4.9157 555 

Osafo, J., Akotia, C. S., Andoh-Arthur, J., & Puplampu, B. M. (2021). The Role of 556 

Religious Leaders in Suicide Prevention in Ghana. A Qualitative Analysis. 557 

Pastoral Psychology, 70(5), 525–539. https://doi.org/10.1007/s11089-021-558 

00955-4 559 

Oshosen, M., Knettel, B., Knippler, E., Relf, M., Mmbaga, B., & Watt, M. (2020). “She 560 

just told me not to cry”: The experiences of HIV Testing and Counseling 561 

(HTC) among pregnant women living with HIV in Tanzania. AIDS and 562 

Behavior. https://doi.org/10.1007/s10461-020-02946-7 563 

Patel, V., Weobong, B., Weiss, H. A., Anand, A., Bhat, B., Katti, B., Dimidjian, S., 564 

Araya, R., Hollon, S. D., King, M., Vijayakumar, L., Park, A.-L., McDaid, D., 565 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Wilson, T., Velleman, R., Kirkwood, B. R., & Fairburn, C. G. (2017). The 566 

Healthy Activity Program (HAP), a lay counsellor-delivered brief psychological 567 

treatment for severe depression, in primary care in India: A randomised 568 

controlled trial. The Lancet, 389(10065), 176–185. 569 

https://doi.org/10.1016/S0140-6736(16)31589-6 570 

Pelton, M., Ciarletta, M., Wisnousky, H., Lazzara, N., Manglani, M., Ba, D. M., 571 

Chinchillli, V. M., Du, P., Ssentongo, A. E., & Ssentongo, P. (2021). Rates and 572 

risk factors for suicidal ideation, suicide attempts and suicide deaths in 573 

persons with HIV: A systematic review and meta-analysis. General 574 

Psychiatry, 34(2), e100247. https://doi.org/10.1136/gpsych-2020-100247 575 

Perera, C., Salamanca-Sanabria, A., Caballero-Bernal, J., Feldman, L., Hansen, M., 576 

Bird, M., Hansen, P., Dinesen, C., Wiedemann, N., & Vallières, F. (2020). No 577 

implementation without cultural adaptation: A process for culturally adapting 578 

low-intensity psychological interventions in humanitarian settings. Conflict and 579 

Health, 14(1), 46. https://doi.org/10.1186/s13031-020-00290-0 580 

Pompili, M. (Ed.). (2022). Suicide risk assessment and prevention. Springer Nature. 581 

https://doi.org/10.1007/978-3-030-42003-1 582 

Posner, K., Brown, G. K., Stanley, B., Brent, D. A., Yershova, K. V., Oquendo, M. A., 583 

Currier, G. W., Melvin, G. A., Greenhill, L., Shen, S., & Mann, J. J. (2011). 584 

The Columbia-Suicide Severity Rating Scale: Initial validity and internal 585 

consistency findings from three multisite studies with adolescents and adults. 586 

The American Journal of Psychiatry, 168(12), 1266–1277. 587 

https://doi.org/10.1176/appi.ajp.2011.10111704 588 

Smith, P. N., Stanley, I. H., Joiner, T. E., Sachs-Ericsson, N. J., & Van Orden, K. A. 589 

(2016). An Aspect of the Capability for Suicide—Fearlessness of the Pain 590 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Involved in Dying—Amplifies the Association Between Suicide Ideation and 591 

Attempts. Archives of Suicide Research, 20(4), 650–662. 592 

https://doi.org/10.1080/13811118.2016.1162245 593 

Spanhel, K., Balci, S., Feldhahn, F., Bengel, J., Baumeister, H., & Sander, L. B. 594 

(2021). Cultural adaptation of internet- and mobile-based interventions for 595 

mental disorders: A systematic review. Npj Digital Medicine, 4(1), Article 1. 596 

https://doi.org/10.1038/s41746-021-00498-1 597 

Stanley, B., & Brown, G. K. (2012). Safety Planning Intervention: A Brief Intervention 598 

to Mitigate Suicide Risk. Cognitive and Behavioral Practice, 19(2), 256–264. 599 

https://doi.org/10.1016/j.cbpra.2011.01.001 600 

Uddin, R., Burton, N. W., Maple, M., Khan, S. R., & Khan, A. (2019). Suicidal 601 

ideation, suicide planning, and suicide attempts among adolescents in 59 low-602 

income and middle-income countries: A population-based study. The Lancet 603 

Child & Adolescent Health, 3(4), 223–233. https://doi.org/10.1016/S2352-604 

4642(18)30403-6 605 

United Nations. (2022, October 6). Make suicide prevention in Africa a priority, UN 606 

health agency urges governments. 607 

https://news.un.org/en/story/2022/10/1129292 608 

World Health Organization. (2020). Mental Health Atlas 2020: United Republic of 609 

Tanzania. World Health Organization. https://cdn.who.int/media/docs/default-610 

source/mental-health/mental-health-atlas-2020-country-611 

profiles/tza.pdf?sfvrsn=12e779ba_6&download=true 612 

World Health Organization. (2021). WHO Suicide Factsheet (p. 1). 613 

https://www.who.int/news-room/fact-sheets/detail/suicide 614 

 615 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Table and Figure Captions List 617 

Table 1: Socio-demographics characteristics and HIV history (N=80) 618 

Table 2: Exploratory factor analysis of the combined items, final 4-factor solution 619 

Table 3: Inter-factor correlations 620 

Figure 1: Suicide risk severity prediction by the four subscales 621 

 622 

Supplementary Materials Captions List 623 

Table S1: 3-Factor solution 624 

Table S2: 5-Factor solution 625 

Figure S1: Items endorsement 626 
 627 
Figure S2: Polychoric matrix 628 
 629 
Figure S3: ROC curves 630 
 631 
 632 

  633 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 
 

 

 

 

Tables and Figures 634 
 635 

Table 1: Socio-demographics characteristics and HIV history (N=80) 636 

Characteristics n (%) 

Age [median (Q1, Q3)] 42 (36, 49) 

Gender  

   Female 62 (77.5) 

   Male 18 (22.5) 

Religion  

   Christian 58 (72.5) 

   Muslim 22 (27.5) 

Education  

   No formal education 3 (3.8) 

   Primary 58 (72.5) 

   Secondary 16 (20.0) 

   Post-Secondary 3 (3.8) 

Relationships status  

   Married/Cohabiting 34 (42.5) 

   Single/Divorced/Widow/Separated 46 (57.5) 

Are you currently working?  

   No 29 (36.2) 

   Yes 51 (63.7) 

Monthly income [median (Q1, Q3)] 60000 Tsh (30000, 200000) 

Were you born with HIV?  

   No 76 (95.0) 

   Yes 3 (3.8) 

   Don’t know 1 (1.3) 

Have you ever told another person about your HIV 
status? 

 

   No 13 (16.2) 

   Yes 67 (83.8) 

  637 
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Table 2: Exploratory factor analysis of the combined items, final 4-factor solution 639 

 640 
 641 
  642 

  
Factor 1 Factor 2 Factor 3 Factor 4 

seasa2 
If you have serious thoughts of killing yourself in the future,  
how confident are you that you will be able to keep  
yourself from attempting suicide? 0.94       

seasa4 
How certain are you that you could control future thoughts of 
suicide if you were experiencing physical or emotional pain? 0.89       

seasa1 
How confident are you that you will not attempt suicide in the 
future? 0.87       

seasa5 
How certain are you that you could control future suicidal thoughts 
if you lost an important relationship? 0.84       

seasa6 
How certain are you that you could control future suicidal thoughts 
if you lost a job, could not find employment, or suffered a financial 
crisis? 0.69       

seasa3  
If you have thoughts of killing yourself in the future, how confident 
are you that you will tell someone? 0.42       

cssrs5 
Have you started to work out or worked out the details of how to kill 
yourself? Do you intend to carry out this plan?   0.94     

cssrs6 
Have you ever done anything, started to do anything, or prepared 
to do anything to end your life?   0.89     

cssrs4 
Have you had these thoughts and had some intention of acting on 
them?   0.84     

cssrs3 Have you been thinking about how you might do this?   0.77     

brfl7 I want to watch my children as they grow     0.82   

brfl5 I love and enjoy my family too much and could not leave them      0.81   

brfl4 The effect on my children could be harmful     0.77   

brfl2 My family depends upon me and needs me     0.76   

brfl12 I believe I can find purpose in life, a reason to live     0.43   

brfl6 My religious beliefs forbid it     0.36   

brfl8 I am concerned about what others would think of me       0.71 

brfl10 
I am afraid of the actual “act” of killing myself (the pain, blood, 
violence)       0.67 

brfl11 I would not want people to think I did not have control over my life       0.64 

brfl9 I consider it morally wrong       0.35 

brfl1 I am afraid of death      0.49 

brfl3 I do not want to die        0.42 
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Table 3: Inter-factor correlations 643 
 Intensity of 

Suicidality 
Family and 
Spirituality 

Fear and 
Social 

Concern 

Family and Spirituality -0.17   

Fear and Social Concern -0.25 0.26  

Self-Efficacy -0.42 0.39 0.24 

 644 
 645 
  646 
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 647 
 648 
Figure 1: Suicide risk severity prediction by the four subscales 649 

 650 

https://doi.org/10.1017/gmh.2023.59 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2023.59


Accepted Manuscript 

 

 

Supplementary Material 651 
 652 
Table S1: 3-Factor solution 653 

  Factor 
1 

Factor 
2 

Factor 
3 

seas
a2 

If you have serious thoughts of killing yourself in 
the future,  
how confident are you that you will be able to 
keep  
yourself from attempting suicide? 0.94     

seas
a4 

How certain are you that you could control future 
thoughts of suicide if you were experiencing 
physical or emotional pain? 0.91     

seas
a1 

How confident are you that you will not attempt 
suicide in the future? 0.82     

seas
a5 

How certain are you that you could control future 
suicidal thoughts if you lost an important 
relationship? 0.84     

seas
a6 

How certain are you that you could control future 
suicidal thoughts if you lost a job, could not find 
employment, or suffered a financial crisis? 0.70     

seas
a3  

If you have thoughts of killing yourself in the 
future, how confident are you that you will tell 
someone? 0.44     

cssrs
5 

Have you started to work out or worked out the 
details of how to kill yourself? Do you intend to 
carry out this plan?   0.96   

cssrs
6 

Have you ever done anything, started to do 
anything, or prepared to do anything to end your 
life?   0.87   

cssrs
4 

Have you had these thoughts and had some 
intention of acting on them?   0.74   

cssrs
3 

Have you been thinking about how you might do 
this?   0.79   

brfl7 I want to watch my children as they grow     0.92 

brfl5 
I love and enjoy my family too much and could 
not leave them      0.66 

brfl4 The effect on my children could be harmful     0.79 

brfl2 My family depends upon me and needs me     0.82 

brfl12 
I believe I can find purpose in life, a reason to 
live     0.56 

brfl6 My religious beliefs forbid it     0.51 

brfl11 
I would not want people to think I did not have 
control over my life      0.52  

brfl9 I consider it morally wrong      0.56 
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Table S2: 5-Factor solution 658 

  Fact
or 1 

Fact
or 2 

Fact
or 3 

Fact
or 4 

Fact
or 5 

seas
a2 

If you have serious thoughts of killing 
yourself in the future,  
how confident are you that you will be able 
to keep  
yourself from attempting suicide? 0.93       

 

seas
a4 

How certain are you that you could control 
future thoughts of suicide if you were 
experiencing physical or emotional pain? 0.89       

 

seas
a1 

How confident are you that you will not 
attempt suicide in the future? 0.87       

 

seas
a5 

How certain are you that you could control 
future suicidal thoughts if you lost an 
important relationship? 0.85       

 

seas
a6 

How certain are you that you could control 
future suicidal thoughts if you lost a job, 
could not find employment, or suffered a 
financial crisis? 0.68       

 

seas
a3  

If you have thoughts of killing yourself in 
the future, how confident are you that you 
will tell someone? 0.42       

 

cssrs
5 

Have you started to work out or worked out 
the details of how to kill yourself? Do you 
intend to carry out this plan?   

0.9
4     

 

cssrs
6 

Have you ever done anything, started to do 
anything, or prepared to do anything to end 
your life?   

0.8
4     

 

cssrs
4 

Have you had these thoughts and had 
some intention of acting on them?   

0.8
3     

 

cssrs
3 

Have you been thinking about how you 
might do this?   

0.8
1     

 

brfl7 I want to watch my children as they grow 
    

0.6
8   

-
0.4
8 

brfl5 
I love and enjoy my family too much and 
could not leave them      

0.6
8   

 

brfl4 The effect on my children could be harmful 
    

0.8
5   

 

brfl2 My family depends upon me and needs me 
    

0.8
0   

 

brfl1
2 

I believe I can find purpose in life, a reason 
to live     

0.3
5   

 

brfl6 My religious beliefs forbid it         

brfl8 
I am concerned about what others would 
think of me       

0.5
9 
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brfl1
0 

I am afraid of the actual “act” of killing 
myself (the pain, blood, violence)       

0.6
8 

 

brfl1
1 

I would not want people to think I did not 
have control over my life       

0.6
4 

 

brfl9 I consider it morally wrong 
      

0.7
6 

 

brfl1 I am afraid of death 
      

0.5
6 

brfl3 I do not want to die  
       

0.7
1 
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Figure S1: Items Endorsement 661 

a) C-SSRS  662 
Item n(%) 

Have you wished you were dead or wished you could go to sleep and 
not wake up? 

 

Yes 80 (100) 

No 0 (0) 

Have you had any actual thoughts of killing yourself?  

Yes 67 (83.8) 

No 13 (16.2) 

Have you been thinking about how you might do this? 
 

Yes 48 (60.0) 

No 32 (40.0) 

Have you had these thoughts and had some intention of acting on them?  

Yes 36 (45.0) 

No 44 (55.0) 

Have you started to work out or worked out the details of how to kill 
yourself? Do you intend to carry out this plan? 

 

Yes 22 (27.5) 

No 58 (72.5) 

Have you ever done anything, started to do anything, or prepared to do 
anything to end your life? 

 

Yes 22 (27.5) 

No 58 (72.5) 

 663 
b) Self-Efficacy to Avoid Suicidal Action 664 
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c) Brief Reasons for Living (BRFL) 665 

 666 
Figure S2: Polychoric Matrix 667 
 668 
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Figure S3: ROC curves 673 

 674 
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Intensity of suicidality Self-Efficacy  

Family and spirituality Fear and social concern 
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