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Abstract

Although a suicide attempt history is among the single best predictors of risk for eventual death by 

suicide, little is known about the extent to which reporting of suicide attempts may vary by 

assessment type. The current study aimed to investigate the correspondence between suicide 

attempt history information obtained via a single-item self-report survey, multi-item self-report 

survey, and face-to-face clinical interview. Data were collected among a high-risk sample of 

undergraduates (N = 100) who endorsed a past attempt on a single-item prescreening survey. 

Participants subsequently completed a multi-item self-report survey, which was followed by a 

face-to-face clinical interview, both of which included additional questions regarding the timing 

and nature of previous attempts. Even though 100% of participants (n = 100) endorsed a suicide 

attempt history on the single-item prescreening survey, only 67% (n = 67) reported having made a 

suicide attempt on the multi-item follow-up survey. After incorporating ancillary information 

obtained from the in-person interview, 60% of participants qualified for a CDC-defined suicide 
attempt. Of the 40% who did not qualify for a CDC-defined suicide attempt, 30% instead qualified 

for no attempt, 7% an aborted attempt, and 3% an interrupted attempt. These findings suggest that 

single-item assessments of suicide attempt history may result in the misclassification of prior 

suicidal behaviors. Given that such assessments are commonly used in research and clinical 

practice, these results emphasize the importance of utilizing follow-up questions and assessments 

to improve precision in the characterization and assessment of suicide risk.
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Nearly one million individuals die by suicide worldwide each year (World Health 

Organization [WHO], 2014), and suicide remains a leading cause of death in the United 

States, particularly among adolescents and young adults (Centers for Disease Control and 

Prevention [CDC], 2015; Institute of Medicine [IOM], 2002; Park, Mulye, Adams, Brindis, 

& Irwin, 2006). To address this problem, both national and international health organizations 

have called for improvements in the study and delineation of risk and protective factors for 
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suicide (IOM, 2002; WHO, 2014), especially since the evaluation of these factors is a key 

starting point in the suicide risk assessment process (Chu et al., 2015; Joiner et al., 1999). 

For example, this information guides risk level categorizations, supports clinical decision-

making, and informs emergency referral procedures (Bernert, Hom, & Roberts, 2014; Bryan 

& Rudd, 2006; Chu et al., 2015; Joiner et al., 1999). Accurate assessment and detection of 

risk and protective factors also gate intervention opportunity since those deemed to be at 

elevated risk can then be encouraged to seek mental health care services, connected with 

evidence-based treatment, or recommended for psychiatric hospitalization (Cotter et al., 

2015; Gould et al., 2009).

Among the most robust risk factors for suicide is a history of past suicide attempts (Forman, 

Berk, Henriques, Brown, & Beck, 2004; Miranda et al., 2008; Suominen et al., 2004). Past 

attempts outperform psychiatric disorders, including depression, as a predictor of future risk, 

with an attempt by any method shown to be associated with a 38-fold increase in suicide risk 

(Harris & Barraclough, 1997). A history of multiple suicide attempts (Rudd, Joiner, & 

Rajab, 1996) and/or violent or medically serious suicide attempts (Beautrais, 2003) also 

appear to be particularly potent indicators of risk.

Despite this knowledge, little is known about which methods most accurately assess suicide 

attempt history, and there is a striking lack of consensus across clinical practice guidelines in 

the field (Bernert, Hom, & Roberts, 2014). This is an important area of inquiry based on 

previous research indicating that differential reporting of psychiatric symptoms may occur 

depending on assessment type and format (Garb, 2007; Tourangeau & Yan, 2007; Turner et 

al., 1998). One prior study in this area found that when follow-up questions (e.g., “What was 
the reason for the incidence [sic]?” and “What kind of injuries did you have?”) were 

included in a self-report survey of attempt history (as an adjunct to asking “Have you ever 
attempted suicide?” and “How strong was the wish to die?”), the number of individuals 

identified as having a suicide attempt history decreased from 60 to 45 (Plöderl, Kralovec, 

Yazdi, & Fartacek, 2011). Another study compared differences in responses to self-report 

versus clinician-administered questions about past suicidal behaviors (Kaplan et al., 1994). 

The wording of questions was identical across the two assessments. Although no differences 

were observed in the reporting of past suicide attempts, individuals were more likely to 

endorse ideation on the self-report survey.

These findings suggest that various survey methods and formats may yield differential 

information regarding past suicidal ideation and behaviors; however, neither study 

specifically compared a single-item assessment of suicide attempt history—a format often 

used in epidemiological and other studies—to a multi-item survey with follow-up probes. 

Nor was this single-item assessment compared with a face-to-face interview assessment also 

allowing for additional follow-up questions. Thus, further work is needed to investigate how 

reporting of suicide attempt history might vary between assessment formats, especially 

given that there are various forms of suicidal thoughts and behaviors. The wide range of the 

continuum of suicidal behaviors is exemplified in the CDC’s Uniform Definitions for Self-

Directed Violence, which are as follows: (1) suicide attempt: a non-fatal self-directed 

potentially injurious behavior with any intent to die as a result of the behavior; (2) 

interrupted suicide attempt: a person takes steps to injure self but is stopped by another 
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person prior to fatal injury; (3) aborted suicide attempt: a person takes steps to injure self but 

is stopped prior to fatal injury; (4) suicidal ideation: thoughts of engaging in suicide-related 

behavior; and (5) non-suicidal self-injury: behavior that is self-directed and deliberately 

results in injury or potential injury to oneself, and there is no evidence, whether implicit/

explicit of suicidal intent (Crosby, Ortega, & Melanson, 2011).

There is particular rationale to evaluate the assessment of attempt history among youths. 

Suicide is the second leading cause of death among college students, and youth attempt 

suicide at disproportionately higher rates relative to other age groups (i.e., 100 versus 25 

attempts for every death by suicide; CDC, 2010; IOM, 2002; Park, Mulye, Adams, Brindis, 

& Irwin, 2006). These findings, taken together with research indicating that suicide risk is 

heightened in the years immediately following an attempt (Christiansen & Jensen, 2007; 

Gibb, Beautrais, & Fergusson, 2005), indicate that accurate assessment of suicidal behaviors 

is especially salient to youth suicide prevention efforts. Because single-item attempt history 

screenings are commonly administered in university settings (e.g., to recruit participants for 

research studies), assessment considerations in this age group may be especially important 

clinically.

The Present Study

To date, a study has yet to evaluate how suicide attempt history reporting may vary by 

method of assessment among young adults. This study sought to compare the measurement 

of suicide attempt history by a single-item survey, multi-item survey with follow-up 

questions, and a semi-structured face-to-face clinical interview. The study used archival data 

from a research project recruiting young adults at high suicide risk (F31MH080480).

Methods

Participants

Participants were undergraduates (N = 100) selected for study inclusion based on 

endorsement of a suicide attempt history on a prescreening survey. Participants ranged in 

age from 17 to 24 (M = 19.1 years, SD = 1.4), and the sample was 67% female (n = 67) and 

32% male (n = 32). The breakdown of self-identified race was as follows: 62% White, 19% 

Black, 10% Hispanic/Latino, 3% Asian/Pacific Islander, 4% Mixed Race, and 2% Other 

Race. After complete description of the study to the subjects, written informed consent was 

obtained.

Measures

Screening Phase 1: Single-Item Prescreening Survey Assessment (Mass 
Screening Across Undergraduate Courses)—The prescreening survey was part of a 

battery of self-report questionnaires administered to undergraduates in an introductory 

psychology course. The survey included a single item inquiring about past history of suicide 

attempts (0, 1, 2, 3 or more attempts): “Have you ever attempted suicide, where you 
attempted to kill yourself?”
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Screening Phase 2: Multi-Item Follow-Up Survey Assessment (In Laboratory)
—This self-report assessment similarly asked individuals to either endorse or deny an 

attempt history; however, additional questions probing the nature of these suicide attempt(s) 

were also presented. These items were open-ended (i.e., a written free response) and 

included the following: “When did these attempt(s) occur? (Year/Mos),” “What was the 
method used for each attempt?” and “Did you require any medical treatment for these 
attempts?” This measure also captured demographic and medical history information.

Screening Phase 3: Face-to-Face Interview Assessment (In Laboratory)—An 

in-person, clinical prescreening interview was utilized to further assess and verify the 

timing, nature, and circumstances of past suicide attempts (i.e., originally endorsed by 

survey), along with most recently experienced (< 6 months) symptoms (i.e., any suicidal 

behaviors, non-suicidal self-injury, or suicidal ideation). If a suicide attempt was present, 

participants were asked to rate their desire for death at the time of the last suicide attempt 

(e.g., low, medium, high), as this is known to be associated with increased risk.

Procedures

This study was part of a larger investigation screening individuals at high risk for suicide 

based on suicide attempt history endorsement. Undergraduates (N = 4,847) completed 

Screening Phase 1, a prescreening survey, in an introductory psychology course at a large, 

public university as part of a screening for a department-wide research pool (2/9/2007 to 

4/2/2008). Individuals were invited to participate in the current study if they endorsed a 

history of at least one previous suicide attempt. This was used as a proxy variable to screen 

for a high suicide risk target sample. Following written informed consent and study 

enrollment, participants (n = 100) completed a follow-up self-report survey as part of 

Screening Phase 2, followed by Screening Phase 3, which included a brief, face-to-face 

clinical interview. The interview was conducted by a project manager trained in a 

comprehensive data and safety monitoring protocol, including standardized suicide risk 

assessment procedures and use of clinical decision-tree rules for emergency referral (Joiner 

et al., 1999; Rudd, Joiner, & Rajab, 2001). Supervision was provided by a licensed clinician 

and on-call clinical coverage team. CDC uniform definitions for self-directed violence were 

applied to determine the absence or presence of suicidal behaviors for each screening phase. 

Determinations were based on a review of reported attempt methods and circumstances (e.g., 

evaluation of whether self-harm with intent to die was enacted or only considered). All 

procedures adhered to an internal departmental policy for emergency assessment, referral, 

and notification procedures, and approved by the University’s Institutional Review Board as 

well as NIH’s Human Subjects Board.

Results

Since Screening Phases 1 and 2 did not afford an opportunity for individualized follow-up 

questions, participants could only be categorized as having or not having an attempt history. 

All participants (N = 100) positively endorsed at least one past suicide attempt at Screening 

Phase 1. At Screening Phase 2, 67% reported a past attempt and 33% reported no past 
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attempts. This represented a significant decrease from Screening Phase 1 to Screening Phase 

2 in the number of participants reporting a past attempt (χ2 [1] = 49.25, p < .001).

For Screening Phase 3, individuals were categorized based on the most severe form of 

suicidality endorsed, which, by increasing severity were: suicidal ideation, aborted/

interrupted attempt, and suicide attempt. No individuals qualified for both an aborted and 

interrupted attempt, so distinctions in severity were not required for these behaviors. At 

Screening Phase 3, only 60% of participants qualified for a suicide attempt. Of these 

individuals, 70% reported a single suicide attempt history and 30% reported a multiple 

attempt history. For the 40% who reported a past suicide attempt on the prescreening survey 

but did not qualify for a suicide attempt in the interview, 3% qualified for an interrupted 
suicide attempt, 7% for an aborted suicide attempt, and 30% for no suicide attempt (see 

Figures 1 and 2). Among the 30% of individuals who endorsed a suicide attempt by survey 

but did not qualify for a suicide attempt based on face-to-face assessment, 43.3% instead 

reported a history of non-suicidal self-injury (NSSI; n = 13) and 56.7% only had history of 

past suicidal ideation (n = 17). Following face-to-face assessment, of the N = 100 

participants, all (100%) reported a history of some form of suicide-related symptoms or 

behaviors (i.e., either a history of attempts, suicidal ideation, or NSSI). The proportion of 

participants reporting a suicide attempt during Screening Phase 2 and Screening Phase 3 did 

not differ significantly from one another (χ2 [1] = 2.22, p = .137).

Discussion

Our results primarily underscore the limitations of solely relying on a single-item, 

dichotomous response (i.e., Yes/No) assessment of suicide attempt history. Although it 

cannot be definitively determined which assessment type produced the most accurate 

information since responses were not compared against objective external criteria, the 

discrepancies between responses on the single-item versus multi-item measures suggest that 

validity of suicide attempt history information may be impacted by assessment type. All 

participants who denied an attempt history on the Screening Phase 2 multi-item survey—

after initially endorsing an attempt history on the Screening Phase 1 single-item 

prescreening survey—instead appeared to qualify for history of serious thoughts of suicide 

or NSSI. Thus, it seems that the additional follow-up questions enhanced participants’ and 

researchers’ abilities to make distinctions between suicide attempts, suicidal ideation, and 

NSSI. This suggests that a single-item self-report assessment of suicide attempt history, 

especially without accompaniment by standardized definitions, may challenge individuals’ 

classifications of their prior suicidal behaviors. Of note, the clinical interview did not yield 

attempt history information that was significantly different from that obtained on the multi-

item survey, indicating that a face-to-face assessment may not provide incremental 

information to a self-report measure.

The potential impact of differential reporting of suicide attempts on referrals and 

intervention opportunities raises ethical and legal concerns regarding the assessment and 

management of suicide risk since inappropriate care may be provided as a result (e.g., 

inaccurate categorization as a multiple attempter may result in more severe clinical action 

than warranted; Bernert & Roberts, 2012; Bryan & Rudd, 2006). In addition, such findings 
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have implications for epidemiological studies, which commonly rely on a self-reported, 

single-item assessment of suicide attempt history. According to our results, such surveys 

may benefit from revision to include multiple questions or answer options, as well as use 

and provision of well-defined uniform definitions (e.g., those published by the CDC; Crosby 

et al., 2011). It may also be advantageous for clinicians to routinely incorporate follow-up 

questions when an individual endorses a suicide attempt history in a face-to-face assessment 

(e.g., to distinguish a history of plans and preparations for suicide from a suicide attempt 

history). This is consistent with research emphasizing the utility of supplementing self-

report measures of psychopathology with clinician assessment, particularly as a means by 

which to enhance accuracy of symptom information (Garb, 2007).

Despite the above considerations, the present findings also emphasize the utility of a single-

item self-report measure as a large-scale screening method. For example, positive 

endorsement of such an item, specifically when current suicidal thoughts are also reported, 

can signal to clinicians that an individual may be at elevated risk for suicide and that a more 

extensive follow-up assessment is warranted (Chu et al., 2015; Joiner et al., 1999). Single-

item attempt history screening questions are also useful in identifying potentially eligible 

research participants, as evident in our own study. Though not all individuals who positively 

endorsed a suicide attempt history on the single-item screener ultimately appeared to have 

an attempt history based on the multi-item survey, the remainder of individuals instead 

qualified for a history of suicidal ideation and NSSI, which are known suicide risk factors 

(Nock et al., 2008; Victor & Klonsky, 2014). This suggests that a single item may enhance 

detection of high suicide risk individuals across settings and crucially inform the 

classification of suicidal behaviors.

Limitations and Future Directions

There are a number of limitations in the present study. Although the sample included a 

relatively large number of individuals belonging to a high-risk demographic group, data 

were only collected at a single institution. Replication across multiple settings and samples 

is thus warranted. Further, assessment of systematic differences between participants and 

those who endorsed an attempt history but did not elect to participate in the present study 

was not possible in the current investigation. This might be fruitful to explore in future 

studies. Lastly, individuals were not explicitly asked why they endorsed a suicide attempt 

history on the prescreening survey, but later denied an attempt on the follow-up 

questionnaire. It is possible that the sense of anonymity provided by a mass screening 

setting, relative to that occurring in person, may have resulted in greater endorsement of 

suicidal behaviors. Studies designed to assess the underlying reasons or other influential 

factors (e.g., survey setting) for reporting differences may inform improvements in the 

assessment of attempt history.

Additional research is also warranted to extend the present findings by systematically 

comparing attempt history information obtained from self-report and clinician-administered 

versions of the same standardized questionnaire. Although semi-structured interviews may 

afford clinicians the flexibility to ask clarifying questions, evidence suggests that individuals 

may be more open to disclosing information regarding suicidality (Glassmire, Stolberg, 
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Greene, & Bongar, 2001) and other psychiatric symptoms (Garb, 2007; Tourangeau & Yan, 

2007; Turner et al., 1998) on self-report or computer-based measures. Therefore, results 

from this type of study would be particularly illuminating. These investigations would be 

further bolstered by inclusion of external criteria (e.g., medical records, family/friend report) 

against which self-report and interview-assessed attempt history information could be 

compared. Finally, it would be useful to compare self-reported and clinician-assessed 

attempt histories when detailed definitions regarding what constitutes a suicide attempt are 

provided to individuals (e.g., CDC uniform definitions). This may assist in pinpointing 

whether differential reporting may be a result of confusion regarding nomenclature or a 

preference for a certain disclosure format. We look forward to these and other future studies 

evaluating the most accurate methods by which to obtain a suicide attempt history since this 

knowledge will aid our suicide research, intervention, and prevention efforts.
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Figure 1. 
Participants Endorsing a History of Suicide Attempts Across Assessment Types

Note. Suicide attempts are defined utilizing the CDC’s uniform definitions for self-directed 

violence (Crosby et al., 2011).
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Figure 2. 
Attempt Categorization Using CDC Uniform Definitions Following the Face-to-Face 

Interview

Note: SA = Suicide Attempt, SI = Suicidal Ideation, NSSI = Non-Suicidal Self-Injury; Due 

to the inability to ask follow-up questions at Screening Phases 1 and 2, it was not possible to 

obtain further detail regarding suicidal behavior type for these assessment time points.
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