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Although it is well established that individuals living with psychosis are at

increased risk for suicidal ideation, attempts, and death by suicide, several gaps

in the literature need to be addressed to advance research and improve clinical

practice. This Call-to-Action highlights three major gaps in our understanding of

the intersection of psychosis and suicide as determined by expert consensus. The

three gaps include research methods, suicide risk screening and assessment

tools used with persons with psychosis, and psychosocial interventions and

therapies. Specific action steps to address these gaps are outlined to inform

research and practice, and thus, improve care and prognoses among persons

with psychosis at risk for suicide.
KEYWORDS
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1 Introduction

Persons with schizophrenia spectrum disorders have an increased risk of suicide, up to

20 times that of the general population (1–3). While the risk of suicide is particularly

elevated in the first episode and early stages of psychosis, it remains a major concern

throughout the course of illness (4), with the lifetime rate of death by suicide estimated to
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range between 4 to 13% (5–7). According to a recent meta-analysis,

individuals in the general population who self-report psychotic

experiences are twice as likely to present with subsequent suicide

ideation than the general population, three times as likely to attempt

suicide, and four times as likely to die by suicide (8). Relatedly,

approximatively 30-50% of individuals with schizophrenia

spectrum disorders or affective disorders with psychotic features

will have suicide ideation in their lifetime (9–11) and 20-50% will

attempt suicide (7, 12, 13) highlighting the impact of suicide risk

among those with psychosis.

While there has been substantial progress in research and

clinical care for individuals experiencing psychosis with suicide

risk, gaps remain. Notably, there are three major gaps identified

determined by expert consensus (14) that deserve attention: 1) lack

of research design standards, 2) unknown reliability and validity of

suicide risk screening and assessment tools in a psychosis

population, and 3) insufficient evidence of efficacious suicide-

focused psychosocial interventions and therapies for those

experiencing psychosis. We outlined several action steps that we

believe will help researchers and providers fill these gaps.
2 Implement research design
standards that consider the
heterogeneity of both psychosis and
suicide thoughts and behaviors to
support data aggregation

Both suicide risk and psychosis encompass a wide range of

definitions and broad continuum of severity (Table 1), contributing

to unresolved variability in findings across studies. For example, a

recent meta-analysis showed that the prevalence of suicide attempts

varies according to the specific diagnosis of the schizophrenia

spectrum disorder, the setting (outpatient vs. inpatient), and

geographical region (23). A better understanding of these

consistencies and inconsistencies is an important step in further

the translation of this research into effective clinical intervention.

Furthermore, in every stage of the research process possible,

including research design, delivery, and implementation,

researchers should include individuals with lived experience of

psychosis and suicide risk (24–26). This may also include the

acknowledgement that many researchers have lived experience

themselves. The inclusion of people with lived experience will

improve the quality and relevance of research to those who are

most impacted: those seeking services. Finally, it is important to

acknowledge the challenges of recruiting and retain participants

with psychosis in research and how these challenges impact data

ascertainment, e.g., (27). We therefore present recommendations

for implementing research design standards on suicide risk in

psychosis, while considering their heterogeneity and the

aforementioned factors.
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2.1 Recruit diverse samples across the
psychosis spectrum

2.1.1 Include individuals experiencing varying
levels of psychosis severity and diagnoses

Researchers should aim to recruit samples of people along a

spectrum of psychosis symptom severity. This would include those

with self-reported psychotic experiences in the general population

who meet ultra or clinical high-risk criteria or who have

experienced a first episode of psychosis, to those who have had a

chronic schizophrenia spectrum disorder or disorder with psychotic

features for many years. The needs and characteristics of young

adults with a first episode of psychosis are different from those of

people who have been living with the illness for several years,

including in terms of stage of development and expectations of

treatment (28, 29). It is therefore possible that suicide risk factors, as

well as effective suicide prevention treatments, differ across people

at different stages of illness.
TABLE 1 Term Definitions.

Suicide A death caused by a self-directed injurious behavior
with some intent to die from that behavior (15)

Passive suicide thoughts Referring to a desire to be dead (16)

Active suicide ideation Referring to having a thought of wanting to kill
oneself with or without a plan (15)

Suicide attempt Defined as non-fatal, self-directed, and potentially
injurious behavior with a degree of intent to die
from that behavior, which may or may not involve
injury (15)

Psychosis symptoms Positive symptoms, i.e., hallucinations, delusions,
and disorganized behavior, and negative symptoms,
e.g., affective flattening, alogia, avolition, anhedonia,
and asociality (17)

Schizophrenia spectrum
or other psychotic
disorder diagnosis

Diagnoses of schizophrenia spectrum or other
psychotic disorders, e.g., diagnoses of schizophrenia,
schizoaffective disorder, schizophreniform disorder,
brief psychotic disorder, delusional disorder,
schizotypal personality disorder (17)

Affective psychosis Psychosis symptoms occur as part of a mood
disorder with psychotic features, i.e., bipolar I
disorder with psychotic features or major depressive
episode with psychotic features (17)

Clinical-high risk for
psychosis, also called
ultra-high-risk, at-risk,
prodromal phase

Persons at clinical high-risk for psychosis are
deemed at risk of transitioning to overt psychosis,
and typically present with attenuated symptoms of
psychosis, brief and limited intermittent episodes of
psychosis, disturbing experiences in different
domains, e.g., perceptions, thought processing,
attention, or a decline in their general functioning
with a history of psychosis in the family (18–21)

First-episode psychosis The onset of the first episode of psychosis is usually
marked by the presentation of frank symptoms of
psychosis and the fulfillment of diagnostic criteria
for a schizophrenia spectrum disorder or an affective
disorder with psychotic features (22)
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2.1.2 Recruit participants from a variety of
community and clinical settings

The clinical profile of patients may vary depending on the

community or clinical setting (e.g., inpatient units, outpatient

services, specialized services for psychosis, such as early

intervention services), and certain protective factors may also

influence suicidal behaviors (e.g., safety measures during

hospitalization (23). Studies should recruit participants from a

variety of settings to ensure that samples include varying levels of

suicide risk and psychosis symptom severity.
2.1.3 Recruit and include diverse samples from
differing racial and ethnic backgrounds,
developing nations, and LGBTQ+ groups

This is especially important given racial and ethnic disparities in

psychosis risk across the continuum (30–32) and that risk factors

may vary across racial and ethnic groups (33–35). For example, in

first generation immigrants and Hispanic/Latinx persons with a

schizophrenia spectrum disorder, maintaining cultural traditions

from their country of origin, religious beliefs, and practices, and

having a positive ethnic identity may be protective against suicide

ideation (36, 37). This could translate into specific targets for

assessment and suicide prevention interventions in these groups.

Ethnicity and race should be carefully assessed (e.g., based on self-

identification, multiple data sources, migratory status (35)).

Increased culturally sensitive and inclusive research will

contribute to the development of culturally sensitive suicide

prevention interventions.

Knowledge and evidence on prevalence, risk factors, theoretical

models (38, 39) and suicide prevention interventions (40, 41) come

predominantly from high-income countries. However, there have

been reports of different rates and risk factors for suicide thoughts

and behaviors in persons with schizophrenia spectrum disorders

between low- and middle-income countries and high-income

countries (42–45). A cross-national comparative study revealed that

self-reported psychotic experiences were less distressing for adults

living in low- and middle-income countries than for those in high-

income countries (46). However, it is possible that the cross-cultural

validity of current measures of psychotic experiences is limited, that

psychotic experiences of equal severity are less clinically relevant in

some low- and middle-income countries due to certain social and

cultural protective factors (e.g., collectivist communities), or that the

association between psychotic experiences and distress, and possibly

suicide thoughts and behaviors, differs between countries due to

cultural differences (47). Measures of psychotic experiences need to

be validated across countries to minimize intra-category variability

and refined to focus more on distress to better identify individuals

with greater needs among different cultures, notably in terms of

suicide screening and prevention (47).

LGBTQ+ groups have a higher risk of suicidal ideation and

behavior, owing in part to the unique challenges they may face and

minority stressors (48–50), and may be a greater risk for

experiencing psychosis (51, 52). It is crucial to better understand

the unknown role of LGBTQ+ identities on suicide risk in psychosis

as well as providing a broader understanding of the intersection of
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LGBTQ+ identities and psychosis. Including affirming questions

include asking one’s gender identity as well as sex (e.g., 53, 54), can

be a step forward to address these questions in future research.
2.2 Conduct longitudinal
observational studies

Many studies of psychosis and suicide in the literature are cross-

sectional (55–57), limiting the conclusions that can be drawn to impact

the assessment of suicide risk, suicide prevention interventions, and

understanding of mechanisms underlying the association between

psychosis and suicide risk (55). While many studies have reported

that psychosis is a risk factor for suicide (8, 10), recent evidence

suggests a bidirectional relationship between psychosis-like experiences

and suicide thoughts and behaviors (58, 59). Further longitudinal

studies designed specifically to address these questions of clinical

relevance are needed to inform suicide prevention practices. Study

designs that combine short-term high intensity measurement and

long-term panel type designs (i.e., measurement burst) may be useful

to uncover the dynamics of psychosis-like experiences on suicide

thoughts and behaviors.
2.3 Conduct largescale, multisite research
that supports data sharing

Although the risk of suicide is high in persons with psychosis,

the lifetime prevalence of all schizophrenia spectrum disorders and

affective disorders with psychotic features is estimated at 3.06%

(60), and up to half will experience suicide ideation or attempts in

their lifetime (7, 9–13). Thus, to conduct studies with sufficient

statistical power, largescale, multisite research studies are needed,

with large sample sizes to provide a more robust evidence base.

Pooling resources from different sites together may be one

approach. Fortunately, large data sets already exist across a range

of general and clinical populations and countries; more effort can be

dedicated to merging these data sets for cross-site analyses. Future

research should establish consistent measurement harmonization,

which is needed for these analyses. Initiatives, such as the National

Institutes of Health (NIH) Data Management and Sharing policy

(61), the NIH Data Archive (62), and the National Institute of

Mental Health MAP-PRO (Meaningful Assessment Protocol-

Patient-reported outcomes) platform (63, 64), are also needed to

improve our understanding of relatively rare phenomenon, such as

suicide in people with psychosis.
3 Determine the reliability and validity
of suicide risk screening and
assessment tools in
psychosis populations

Suicide screeners are used to identify those at risk for suicide

(e.g., recent suicide thoughts or behaviors) while assessment tools
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develop a more comprehensive understanding of that suicide risk

(e.g., severity and frequency of suicide thoughts, risk and protective

factors). Both are crucial for early identification and prognosis of

care. Moreover, using valid and reliable tools are necessary to

develop an accurate understanding of suicide risk (65, 66) and an

understanding of the unique phenomenology of suicide risk in

those experiencing psychosis.
3.1 Test the use of established suicide risk
screening and assessment tools among
those with psychosis

Overall, it is important to be screening and assessing for suicide

risk in all populations and studies in the general population have

consistently demonstrated that asking about suicide does not

increase the risk of suicide (67, 68). In fact, there may be a benefit

to asking about suicide (69). Given the increased suicide risk in a

psychosis population it may be that much more crucial.

It is possible that existing current suicide risk screening tools are

appropriate for individuals with psychosis, but this has yet to be

established. Establishing the validity, reliability and utility of existing

validated screeners or measures of suicide risk (e.g., the Ask Suicide-

Screening Questions (ASQ) Toolkit (70–72)), the Beck Scale for Suicide

Ideation (BSS (73, 74)), the Columbia – Suicide Severity Rating Scale

(C-SSRS (75, 76)); in people with psychosis will help foster the

harmonization and use of gold-standard measures of suicide

thoughts and behaviors in this population. Notably, one study found

that both the BSS and the C-SSRS were able to collect suicide attempt

history for patients with schizophrenia spectrum disorders (77).

Measures of suicide thoughts and behaviors, as well as psychosis

experiences, should be harmonized across studies, building off

broader efforts to standardize assessments to allow direct comparison

across research studies. Additionally, future cross-sectional and

longitudinal studies should carefully consider the timing of

assessments. Many studies assess risk factors long before the suicide

outcome occurs or use lifetime measures, which while useful may miss

nuance captured by measures that incorporate questions about current

suicide ideation (56). Future studies should examine lifetime and

current suicide risk-related symptoms to better capture chronic risk

factors (e.g., demographics) versus acute risk factors.
3.2 Consider the unique aspects of
psychosis that may influence the
assessment of suicide risk

There are several unique aspects of psychosis and schizophrenia

spectrum disorders that may influence the assessment of suicide

risk. For some people with psychosis symptoms, psychiatric

treatment or involuntary hospitalization can be unpleasant and

potentially traumatic (78, 79). Therefore, it is possible that people

with psychosis may hesitate to disclose suicide ideation to a

provider for fear of further hospitalization. Second, there is some

evidence that people with psychosis have impairments in

metacognition and awareness of their thoughts (80, 81), which
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may impact their ability to report on suicide risk. This may be

particularly relevant for details of such thoughts (e.g., recency,

content). Third, people with psychosis experience both public and

internalized stigma related to their mental health diagnoses or

symptoms (82–84), which may increase risk of suicide (85, 86). It

is possible that the stigma that people with psychosis experience

compounds with stigma about suicide risk, further impacting their

willingness to disclose suicidal thoughts.

Psychosis impacts the phenomenology of suicide. There is some

evidence for greater medically lethal means used in psychosis

populations (e.g., firearms (87)) and a longer duration of untreated

psychosis is associated with an increased risk of suicide behavior (88).

For some individuals with a schizophrenia spectrum disorder, suicide

behaviors represent a direct response to command auditory

hallucinations (e.g., 89). However, in one study, the rate of suicide

attempts did not differ between those who experienced command

hallucinations and those who did not, suggesting that other factors

are important in identifying individuals at risk of suicide behavior

among those with schizophrenia spectrum disorders (89).
3.3 Differentiate and assess specific
symptoms of psychosis (both positive and
negative) in relation to suicide risk,
including whether symptoms of psychosis
alter the phenomenology of this
suicide risk

Given inconsistent findings regarding the relationship between

psychosis experiences and suicide thoughts and behaviors, a fine-

grained analysis of specific psychosis symptoms (and their severity)

with subtypes of suicide thoughts and behaviors (i.e., ideation,

plans, attempts, death) could help better understand whether, for

example, the association between psychosis and suicide thoughts

and behaviors is due to the presence of psychosis symptoms, to

specific symptoms (e.g., auditory versus visual hallucinations (90),

to the frequency or intensity of these (90), to the associated distress

(91), or is mediated by another variable (55). Relatedly,

considerations of unique risk factors and protective factors and

sources of strengths for this population should be determined and

routinely assessed. For example, negative symptoms may be related

to reduced suicidal behavior (10, 92) and defeatist attitudes may

further be protective from suicide (93).
3.4 Understand mechanisms and unique
aspects of living with psychosis related to
suicide risk

To fully assess for suicide risk in psychosis, understanding

specific suicide risk factors and the phenomenology of suicide in

this population, and whether these constructs differ from the

general population, is crucial. Literature to date suggest the

presence of various demographic characteristics (e.g., age, gender,

history of suicide attempt), psychiatric symptom experiences (e.g.,

depression, hopelessness, psychosis symptoms), clinical insight, and
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substance use disorders contribute to suicide risk in the psychosis

population (1, 8, 56, 57, 94–100). There is variability across studies

in terms of whether risk factors (1) statistically explain the

association between psychotic symptoms and suicide behavior or

(2) whether psychotic symptoms themselves are an independent

risk factor for suicide risk, adjusting for these factors (55, 101).
4 Determine effective psychosocial
interventions and treatments that
directly target suicide risk among
persons with psychosis

Psychosocial interventions and treatments to address suicide

outcomes among psychosis populations are limited. (Note. We do

not address pharmacologic treatments in this review but

acknowledge that many gaps exist in that treatment domain as

well.) A recent systematic review and meta-analysis examined 11

studies of psychosocial interventions among participants with

psychosis with measurement of suicide outcomes and found a

significant treatment effect that pooled across suicide ideation,

attempt, and death (7). Interventions of the 11 studies included

various approaches (i.e., supportive treatment, cognitive-behavioral,

cognitive, case management) compared to treatment as usual or a

waitlist, with cognitive-behavioral therapy (CBT) being the most

prevalent approach (7). While the meta-analytic study by

Bornheimer and colleagues (2020) had potential methodological

limitations associated with selection bias due to the requirement of

suicide-related outcomes being measured in the studies examined,

the study provides preliminary support for psychosocial

interventions in psychosis that captured suicide ideation, attempt,

and death. Importantly, it also highlights the lack of empirical

studies investigating their effect and the lack of consensus on best

practices due to the wide variety of intervention characteristics in

the included studies (7). Further gaps remain as there is little

understanding of interventions directly targeting suicide thoughts

and behaviors in psychosis. Moreover, and relatedly, the potential

moderators of treatment uptake and retention are unknown, which

may include more severe psychosis (e.g., 27).
4.1 Test the use of suicide prevention
interventions across the
psychosis spectrum

Aside from studies who focus on suicide and psychosis within

their research, many trials investigating suicide-related outcomes

often exclude psychosis populations, and vice-versa (e.g., 102–107).

For example, a recent systematic review of psychotherapy trials with

suicide-related primary outcomes found that 75% excluded

individuals with psychosis (102). Given this exclusion rate, this

review highlights that there is a dearth of information on if suicide

prevention interventions are effective for those with psychosis. In

the review, few studies provided a rationale for excluding people

with psychosis (102). Therefore, existing suicide-focused
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interventions (e.g., Brief Cognitive-Behavioral Therapy for suicide

prevention (BCBT (108, 109)), Cognitive Therapy for Suicide

Prevention (CT-SP (110)), Collaborative Assessment and

Management of Suicidality (CAMS (111)), crisis lifelines (112),

lethal means counseling ((113), safety planning type interventions

(114)) should be evaluated in psychosis, and if needed,

modifications and adaptations should be made to make these

interventions more acceptable or effective. Furthermore, trials

should provide a rationale for why psychosis is excluded so that

interventions could be developed to reduce barriers (e.g., support

for decisional capacity to consent to research).
4.2 Test novel suicide prevention
intervention adaptations across the
psychosis spectrum

It is possible that existing suicide prevention interventions do

not require modification for use with people with psychosis, but in

the absence of specialized research, licensed practitioners may

consider how suicide prevention interventions may need to be

adapted due to unique facets of working with this population. For

instance, people who have a schizophrenia spectrum disorder may

experience cognitive impairments (115–119), so compensatory

strategies may help with intervention retention and skill use.

Additionally, positive psychosis symptoms such as hallucinations

may be indicators of greater risk for suicide thoughts or behaviors

(10, 120, 121), and their assessment should be incorporated into

interventions if applicable. Furthermore, people with psychosis may

have limited social supports (122–125). Lacking social connection

may be associated with increased suicidal desire (e.g., thwarted

belongingness and perceived burdensomeness (126)) and a higher

risk for future suicide attempt or death if social contacts are not

listed on their suicide safety plan (127). People with psychosis may

be less likely to use crisis lines (128) and interventions exist to

practice and gain exposure to crisis line calls and safety planning

may need to be augmented (e.g., 129). See examples of interventions

that have explicitly been adapted for psychosis in Table 2.
5 Conclusion

Suicide is a critical public health issue among individuals with

psychosis. Although progress has been made in research and clinical

care for individuals at risk for suicide and experiencing psychosis,

important gaps remain. This paper presented three major areas for

attention and action, including: 1) implement research design

standards that consider the heterogeneity of both psychosis and

suicide thoughts and behaviors, 2) determine the impact and utility

of suicide risk screening and assessment tools in psychosis

populations, and 3) determine effective psychosocial interventions

and therapies that directly target suicide risk among persons with

psychosis. In addition to the above recommendations, there are two

additional points we would like to highlight. First, funding agencies

should seek to increase funding opportunities at the intersection of

suicide and psychosis to support critically needed research in these
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areas to impact practice and policy. Second, trainings should be

developed, tested, and implement to prepare providers with

competency and effectiveness in treating suicide risk and psychosis.

Overall, the action steps provided in the areas above aim to provide a

framework for addressing these critical gaps in research.
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TABLE 2 Examples of suicide-focused interventions that have explicitly
been adapted for psychosis.

Intervention
Name

Short Description Research
Stage

Acceptance and
Commitment
Therapy (ACT):
Creating a Life
Worth Living

A 60 minute, 8-week group
therapy utilizing concepts of
ACT and safety planning.

A pilot feasibility and
acceptability study
was completed with
promising outcomes
with Veterans in a
VHA psychosocial
rehabilitation
program (130).

Cognitive-
Behavioral Suicide
Prevention for
psychosis (CBSPp)

CBSPp uses cognitive and
behavioral techniques to identify
and modify information
processing biases, appraisals, and
schemas related to suicide
and psychosis.

A pilot randomized
controlled trial found
CBSPp to be feasible
with positive
outcomes (131).
Adaptations for
community mental
health are ongoing
(132) with promising
significant open pilot
trial findings (133).

SafeTy And
Recovery
Treatment
(mSTART)

A cognitive behavioral therapy
intervention with a mobile
device to support in-between
session learning to reduce
suicide risk among people with
schizophrenia and
bipolar disorder.

A pilot trial of
mSTART found
promising feasibility,
acceptability, and
significant
improvement in
suicide ideation
severity (27, 134)

Suicide Prevention
by Peers Offering
Recovery Tactics
(SUPPORT)
Program

A recovery-oriented suicide
prevention intervention
delivered by Veteran Peer
Specialist to a Veteran with
serious mental illness at risk for
suicide in four, 50-minute
individual appointments.
Includes standalone suicide
prevention training and a
training specific to delivering the
intervention for Certified
Peer Specialists.

An open pilot trial to
determine feasibility,
acceptability, and
fidelity is underway
at a VHA medical
center (135).

Youth-Nominated
Support Team
(YST)
Intervention

A psychoeducation, support-
based intervention for
adolescents to nominate an adult
who in turn provides support to
the adolescent at risk for suicide,
typically for three months
following hospitalization.

The program is being
adapted for clinical-
high risk for
psychosis with
suicidal
ideation (136).
VHA, Veterans Health Administration.
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Rouse SV, et al. Guidance for researchers when using inclusive demographic questions
for surveys: Improved and updated questions. Psi Chi J psychol Res. (2022) 27:232–55.
doi: 10.24839/2325-7342.JN

55. Hielscher E, DeVylder JE, Saha S, Connell M, Scott JG. Why are psychotic
experiences associated with self-injurious thoughts and behaviors? A systematic review
and critical appraisal of potential confounding and mediating factors. Psychol Med.
(2018) 48:1410–26. doi: 10.1017/S0033291717002677

56. Cassidy RM, Yang F, Kapczinski F, Passos IC. Risk factors for suicidality in
patients with schizophrenia: A systematic review, meta-analysis, and meta-regression
of 96 studies. Schizophr Bull. (2018) 44:787–97. doi: 10.1093/schbul/sbx131

57. Sicotte R, Iyer SN, Kiepura B, Abdel-Baki A. A systematic review of longitudinal
studies of suicidal thoughts and behaviors in first-episode psychosis: Course and
associated factors. Soc Psychiatry Psychiatr Epidemiol. (2021) 1:1–38. doi: 10.1007/
s00127-021-02153-2

58. Murphy J, Shevlin M, Arseneault L, Bentall R, Caspi A, Danese A, et al.
Externalizing the threat from within: A new direction for researching associations
between suicide and psychotic experiences. Dev Psychopathol. (2022) 34:1034–44.
doi: 10.1017/S0954579420001728

59. Stanyon D, DeVylder J, Yamasaki S, Yamaguchi S, Ando S, Usami S, et al.
Auditory hallucinations and self-injurious behavior in general population adolescents:
Modeling within-person effects in the Tokyo teen cohort. Schizophr Bull. (2023)
49:329–38. doi: 10.1093/schbul/sbac155

60. Perälä J, Suvisaari J, Saarni SI, Kuoppasalmi K, Isometsä E, Pirkola S, et al.
Lifetime prevalence of psychotic and bipolar I disorders in a general population.
Arch Gen Psychiatry. (2007) 64:19. doi: 10.1001/archpsyc.64.1.19

61. National Institutes of Health. Scientific Data Sharing: Data Management and
Sharing Policy (2023). Available online at: https://sharing.nih.gov/data-management-
and-sharing-policy.

62. National Institutes of Health. The National Institute of Mental Health Data
Archive (NDA) (2023). Available online at: https://nda.nih.gov/.

63. McGill University. MAP-PRO (2023). Available online at: https://www.mcgill.
ca/mappro/.

64. Ferrari M, Pawliuk N, Pope M, MacDonald K, Boruff J, Shah J, et al. A scoping
review of measures used in early intervention services for psychosis. Psychiatr Services.
(2023) 74:523–33. doi: 10.1176/appi.ps.202100506

65. Ammerman BA, Burke TA, Jacobucci R, McClure K. How we ask matters: The
impact of question wording in single-item measurement of suicidal thoughts and
behaviors. Prev Med (Baltim). (2021) 152:106472. doi: 10.1016/j.ypmed.2021.106472

66. Baca-Garcia E, Perez-Rodriguez MM, Oquendo MA, Keyes KM, Hasin DS,
Grant BF, et al. Estimating risk for suicide attempt: Are we asking the right questions?
Passive suicidal ideation as a marker for suicidal behavior. J Affect Disord. (2011)
134:327–32. doi: 10.1016/j.jad.2011.06.026

67. Polihronis C, Cloutier P, Kaur J, Skinner R, Cappelli M. What’s the harm
in asking? A systematic review and meta-analysis on the risks of asking about
suicide-related behaviors and self-harm with quality appraisal. Arch Suicide Res.
(2022) 26:325–47. doi: 10.1080/13811118.2020.1793857

68. Gould MS, Marrocco FA, Kleinman M, Thomas JG, Mostkoff K, Cote J, et al.
Evaluating iatrogenic risk of youth suicide screening programs. JAMA. (2005)
293:1635. doi: 10.1001/jama.293.13.1635
Frontiers in Psychiatry 08
69. Blades CA, Stritzke WGK, Page AC, Brown JD. The benefits and risks of asking
research participants about suicide: A meta-analysis of the impact of exposure to suicide-
related content. Clin Psychol Rev. (2018) 64:1–12. doi: 10.1016/j.cpr.2018.07.001

70. Horowitz LM, Bridge JA, Teach SJ, Ballard E, Klima J, Rosenstein DL, et al. Ask
suicide-screening questions (ASQ): A brief instrument for the pediatric emergency
department. Arch Pediatr Adolesc Med. (2012) 166:1170–6. doi: 10.1001/
archpediatrics.2012.1276

71. Horowitz LM, Snyder DJ, Boudreaux ED, He JP, Harrington CJ, Cai J, et al.
Validation of the ask suicide-screening questions for adult medical inpatients: A brief
tool for all ages. Psychosomatics. (2020) 61:713–22. doi: 10.1016/j.psym.2020.04.008

72. Horowitz LM, Mournet AM, Sheftall A, He JP, Lowry NJ, Aguinaldo LD, et al.
Assessing the validity of the Ask Suicide-Screening Questions (ASQ) in black youth.
J Acad Consult Liaison Psychiatry. (2022) 64(4):332–5. doi: 10.1016/j.jaclp.2022.10.001

73. Beck AT, Brown GK, Steer RA. Psychometric characteristics of the scale for
suicide ideation with psychiatric outpatients. Behav Res Ther. (1997) 35:1039–46.
doi: 10.1016/S0005-7967(97)00073-9

74. Riblet NB, Matsunaga S, Shiner B, Schnurr PP, Watts BV. Are suicide risk scales
sensitive to change? A scoping review. J Psychiatr Res. (2023) 161:170–8. doi: 10.1016/
j.jpsychires.2023.03.007

75. Posner K, Brown GK, Stanley B, Brent DA, Yershova KV, Oquendo MA, et al.
The Columbia–suicide severity rating scale: Initial validity and internal consistency
findings from three multisite studies with adolescents and adults. Am J Psychiatry.
(2011) 168:1266–77. doi: 10.1176/appi.ajp.2011.10111704

76. Posner K, Brent D, Lucas C, Gould M, Stanley B, Brown G, et al. Columbia-
suicide severity rating scale (C-SSRS). New York, NY: Columbia University Medical
Center (2008). p. 10.

77. Cha M, Al-Chalabi N, Qian J, Chaudhary Z, Graff A, Gerretsen P, et al. Concordance
between the Columbia-Suicide Severity Rating Scale and Beck Scale for Suicide Ideation in
assessing suicide behavior in young adults with schizophrenia spectrum disorders. Psychiatry
Res. (2023) 319:114965. doi: 10.1016/j.psychres.2022.114965

78. Paksarian D, Mojtabai R, Kotov R, Cullen B, Nugent KL, Bromet EJ. Perceived
trauma during hospitalization and treatment participation among individuals with
psychotic disorders. Psychiatr Services. (2014) 65:266–9. doi: 10.1176/appi.ps.201200556

79. Lu W, Mueser KT, Rosenberg SD, Yanos PT, Mahmoud N. Posttraumatic
reactions to psychosis: A qualitative analysis. Front Psychiatry. (2017) 8. doi: 10.3389/
fpsyt.2017.00129

80. MacBeth A, Gumley A, Schwannauer M, Carcione A, Fisher R, McLeod HJ, et al.
Metacognition, symptoms and premorbid functioning in a First Episode Psychosis
sample. Compr Psychiatry. (2014) 55:268–73. doi: 10.1016/j.comppsych.2013.08.027

81. Drake RJ. Insight into illness: Impact on diagnosis and outcome of nonaffective
psychosis. Curr Psychiatry Rep. (2008) 10:210–6. doi: 10.1007/s11920-008-0035-0

82. Livingston JD, Boyd JE. Correlates and consequences of internalized stigma for
people living with mental illness: A systematic review and meta-analysis. Soc Sci Med.
(2010) 71:2150–61. doi: 10.1016/j.socscimed.2010.09.030

83. Thompson AH, Stuart H, Bland RC, Arboleda-Florez J, Warner R, Dickson RA.
Attitudes about schizophrenia from the pilot site of the WPA worldwide campaign
against the stigma of schizophrenia. Soc Psychiatry Psychiatr Epidemiol. (2002) 37:475–
82. doi: 10.1007/s00127-002-0583-2

84. Angermeyer MC, Matschinger H, Schomerus G. Attitudes towards psychiatric
treatment and people with mental illness: changes over two decades. Br J Psychiatry.
(2013) 203:146–51. doi: 10.1192/bjp.bp.112.122978

85. Wastler HM, Lucksted A, Phalen P, Drapalski A. Internalized stigma, sense of
belonging, and suicidal ideation among veterans with serious mental illness. Psychiatr
Rehabil J. (2020) 43:91–6. doi: 10.1037/prj0000386

86. Xu Z, Müller M, Heekeren K, Theodoridou A, Metzler S, Dvorsky D, et al.
Pathways between stigma and suicidal ideation among people at risk of psychosis.
Schizophr Res. (2016) 172:184–8. doi: 10.1016/j.schres.2016.01.048

87. Hunt IM, Kapur N, Windfuhr K, Robinson J, Bickley H, Flynn S, et al. Suicide in
schizophrenia: Findings from a national clinical survey. J Psychiatr Pract. (2006)
12:139–47. doi: 10.1097/00131746-200605000-00002

88. Melle I, Johannessen JO, Friis S, Haahr U, Joa I, Larsen TK, et al. Course and
predictors of suicidality over the first two years of treatment in first-episode
schizophrenia spectrum psychosis. Arch Suicide Res. (2010) 14:158–70. doi: 10.1080/
13811111003704787

89. Harkavy-Friedman JM, Kimhy D, Nelson EA, Venarde DF, Malaspina D, Mann
JJ. Suicide attempts in schizophrenia: The role of command auditory hallucinations for
suicide. J Clin Psychiatry. (2003) 64:871–4. doi: 10.4088/JCP.v64n0803

90. Jay SY, DeVylder JE, Schiffman J, Pitts SC, Marsh J, Zhou S, et al. Exploring the
relation between psychosis-like experiences and suicidal ideation, plans, and attempts
among college students in the United States. Early Interv Psychiatry. (2023) 17:272–80.
doi: 10.1111/eip.13325

91. Hielscher E, DeVylder JE, Connell M, Hasking P, Martin G, Scott JG. Investigating
the role of hallucinatory experiences in the transition from suicidal thoughts to attempts.
Acta Psychiatr Scand. (2020) 141:241–53. doi: 10.1111/acps.13128

92. Barbeito S, Vega P, Sánchez-Gutiérrez T, Becerra JA, González-Pinto A, Calvo A.
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